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Foreword

This book goes a long way to remind us that the patient is both mind and
body, and that the best medical practice recognises this and is learned in this
context. It is therefore a great pleasure for me to have been asked to introduce
and recommend this book, which represents a very considerable volume of
work, enhanced by the contributions of so many distinguished practitioners
and specialists. Whether for learning and knowledge, or used as a reference,
this book will meet a need that is now both recognised and better understood.
Many of the chapters are a real pleasure in themselves, and the book is packed
with sound evidence, factual material and new information.

Don’t delay being acquainted with its contents. It has been my pleasure and
privilege to have been asked to review the book and to write this foreword.

ALLAN TEMPLETON

Regius Professor of Obstetrics
and Gynaecology

University of Aberdeen
Aberdeen, Scotland



Foreword

I am delighted to write a foreword for this innovative and thought-provoking
book, which gives an excellent overview of the field.

Psychological challenges in obstetrics vary from the expected adjustments
that every new mother faces through to high-risk pregnancies in which infant
or maternal death is a possibility. It is crucial to know that suicide is the
leading cause of maternal death in the United Kingdom and to realise that
prevention of suicide needs psychological and psychiatric problems to be
recognized early in pregnancy by everyone involved in maternity care.

A woman’s mental state will also affect other aspects of her health and her
ability to access both obstetric and gynecologic services. At the Royal College
of Psychiatrists, we assert that there is no health without mental health. This
book supports our assertion, and I hope readers have a better understanding
of their own role in helping women to achieve health outcomes through
recognising this.

PROFESSOR SHEILA HOLLINS
President

Royal College of Psychiatrists
London, UK
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Preface

We have set out to make this a practical book to help all those working
in Obstetrics and Gynecology to incorporate psychological aspects of care
into their everyday work. By listening to our patients and colleagues, it has
become increasingly clear to us that integration of mind and body is essential
to the future of our specialty. When highly trained doctors find that their
technical expertise is of no benefit to their patients, or indeed on occasion
harmful, they are left feeling lost and inadequate. Their patients are also lost
when the emotional aspects of their symptoms are neither recognised nor
acknowledged. The patients tend to wander from doctor to doctor, using up
resources and losing faith in the health system.

There is accumulating scientific evidence that mind and body are connected.
The discipline of science has been evolved to look at that which is measurable,
relegating the feelings and emotions that make us human and disconnecting
them from the organic processes of the body. This narrow scientific approach
has its limitations; it is not a reason to dismiss what we refer to as psycho
somatic medicine. The scientific community is beginning to recognise research
which shows that emotions and physiology are indeed connected. We in
medicine must move forward and embrace this integrated approach. Psycho-
somatic is a maligned and misunderstood word, but it is only incorporating
the mind and the body, which is the ideal way to practise all medicine.

But where to start? We wanted to write this book to collect together our
current knowledge of the role of the psyche in obstetrics and gynecology,
and also to be practical in showing how this can be used in the clinical
situation. There is much we can do and learn, recognising at the same time
that there is much we do not know or understand. We need to learn to modify
our approach, to use both the medical models, but be able to incorporate
psychological thinking as well. This book provides an introduction to some of
the more common issues in obstetrics and gynecology. The chapters are easily
read, are short enough to read in an evening, and also have useful references
and websites to help the reader find out more. This book is unique in that
the experts have covered both an up to date theory base and also given useful
tools for immediate application to the clinical situation. It can be read as a
stand-alone handbook or used as a reader after an interesting clinic or case
when you want to think and explore more about a single issue or feeling that
has come up. It covers topics not covered in other textbooks.

ix



X Preface

Part One covers basic issues, from improving “listening” in the clinic -
important for all training and medical practice - and covers some basic
issues that are changing in this advanced technological age. Obstetrics and
gynecology is the specialty of life, love, sex and death, all the big things
that underpin our lives as human beings. Our experience of these has been
changing as society changes. We have also included some basic ideas as to
how psychosomatic medicine should be incorporated in training. Continental
Europe is more advanced in this respect than the UK.

Part Two gathers together both techniques to help the normal obstetrician
understand how the patient is coping and how that manifests itself physically,
giving some structure to our thoughts. We then cover some of the commonly
seen topics in obstetrics.

Part Three is conventionally gynecology. Fifty per cent of the patients in
a gynecology clinic have significant distress as well as the physical problem
they present with. The topics covered are again the more common topics that
challenge us everyday.

After reading this we expect you to feel more in control and more under-
standing of the issues and their complexity. You will have the tools to actually
recognise if the patient is not coping, rather than just having “a gut feeling”.
We hope you will have a structure for your intuitive thoughts, as well as some
practical ideas on easily helping the majority of women, at least by recognition
and validating and getting the problems out in the open so that they can
be thought about. This will also give you the confidence to make good and
appropriate referrals to the limited-support psychological services that are so
pitiful in today’s health system.

We particularly wanted to write this book for those who are training in
obstetrics and gynecology. Too often the technical solutions seem inade-
quate. Despite trying your best, the consultation feels unsatisfactory. Complex
patients are demanding and difficult, and there is no training for these situa-
tions. Too often trainers hide behind dismissive attitudes and blame the
patient, or just delegate the difficult patients, or if it doesn’t respond to surgery
discharge them to the GP.

This book can also provide information and help to GPs who already have
some training in the social and psychological aspects of ill health, to work
more closely with patients in the community setting. Sadly, being a hospital
doctor these days seems to mean that you leave the community behind. We
regret this and feel that it dilutes the quality of care.

Midwives, nurses, physiotherapists and all health workers in related fields
will find plenty that is relevant to them, particularly as often the patient
will speak to you, rather than the doctor. Whilst training in these areas may
include more community aspects, we hope to provide a useful grounding in
what is known in psychology and psychotherapeutic practice, that is useful to
add to the repertoire.

We hope that medical students will read this book and gain inspiration.
Many medical students are reported to feel that their humanity and caring
are removed during their training. We believe this is because the feelings and



Preface xi

psychological aspects are removed both for the patient and for the doctor,
leaving the new enthusiast feeling sterile and removed from the patients. This
book is easy to understand, and we hope it will inspire you to stay with your
enthusiasm for healing. Technology has a very important place, accept that,
but be prepared to look out for the practitioners who are able to be with their
patients in understanding the problems in the context of the patients’ lives,
not just a set of algorithms.

We also have enjoyed reading all the contributions and have learned a lot,
and clarified our thinking. Thus, we hope that many more senior clinicians
will enjoy and learn from this book. Many of us have had to learn the hard
way, seeking out information that was scrappy and not integrated. We also
hope it will help all trainers by providing a basic text and starting point.

This book is not to make us psychologists - that has its own training - but
should help make us more aware, help provide an integrated psychological,
social and biological approach for our patients, thus helping many more than
we do. Giving us confidence to work in this area, providing better service
for our patients, and helping us feel more satisfied with our work and less
scared of the complex problems for which we were previously ignorant and
untrained.

JAYNE COCKBURN
MICHAEL E. PAWSON
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Part One

Background for the Study
of Psychosomatic Obstetrics
and Gyneocology
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Teaching Psychosomatic Obstetrics
and Gynecology

Johannes Bitzer

1.1. The Essentials of Psychosomatic O0B/GYN

Residents in gynecology as well as specialists have been trained for many
years in accordance with the concepts of biomedical thinking and practice.
This basic way of understanding patients’ health problems can be described
as follows:

Symptoms are caused by objectively measurable (biological) factors, which constitute
disease entities independent of individuals. These diseases are defined in the biomedical
code and structured into subunits like etiology, pathophysiology, diagnostic procedures
and therapeutic interventions. This code is international, is continuously adapted and
the “truth” of the code is evaluated by using scientific evidence, which is the basis of
standardized practice.

This approach is very useful and successful in a large number of clinical
situations. Daily practical experience shows, however, that in a considerable
part of the working time gynecologists and obstetricians are confronted with
problems which do not fit into the biomedical model:

e The same disease entity evokes completely different responses in different
individuals like a miscarriage, a cancer, a bleeding disorder, and so on.
Where do these differences come from and how should the doctor under-
stand them?

e The presented symptoms do not fit into any known disease entity like feeling
bad, feeling exhausted and tired, feeling nauseated, feeling pain in different
body regions without a detectable cause. Where do these symptoms come
from and how should the doctor handle it?

e Patients and gynecologists are confronted with situations in which there is
no one single evidence-based solution but patients have to make personal
choices. How should gynecologists help in shared decision-making?

e A therapeutic intervention is well founded on scientific evidence but the
patient does not comply. The health risks of some behaviors are very well
proven but still the patient maintains her risk-prone behavior. What type
of disease is this and how should the doctor diagnose and treat it?
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e Patients present personal problems like sexual difficulties, partner and
family conflicts, stressful life events in the context of adolescence,
pregnancy, postpartum, perimenopause, and postmenopause and seek help
from their gynecologists. How can the doctor respond to these demands
and problems?

e Patients are experienced as difficult and demanding, and the gynecologist
feels exhausted and burned out. Is there any disease category relating to
the doctor-patient relationship and how should these disorders be treated?

All these situations point to the necessity of a complementary working model.
This model can be called the biopsychosocial model of health and disease

{n.

This model is characterized by the following features:

Symptoms as the manifestation of individual suffering are the result of an
interaction of biological, psychological, and social factors, specific to the
patient. This means that the basic unit of observation is the interaction
of the disease process and the individual person in her life situation.

Diagnostic procedures have therefore to add to the detection of measurable
biological abnormalities an understanding of the patient’s life situation
and patterns of thoughts, feelings, and behavior relevant to the illness
state.

Therapeutic plans take into account the characteristics of the motivation,
the objectives, the decisions, and the behavior of the patient.

Enabling gynecologists to integrate this model into their daily working routine
is the aim of teaching psychosomatic obstetrics and gynecology.

1.2. Teaching Basic Communicative Skills

1.2.1. Contents

As shown above, the principal component of psychosomatic thinking and
practice lies in shifting the focus of attention from an isolated disease
perspective to a balanced disease-person interaction view. To integrate more
of the person into the consultation, physicians need a type of communication
style which differs from disease-centered techniques (Ey ):

Disease-centered communication: In disease-centered communication, the
physician quickly takes the lead and determines the agenda. He/she uses
the classical history taking with a catalogue of preformed questions, which
usually should be answered as yes or no. These questions are based on
disease entities and serve the purpose of reaching a diagnosis quickly.
The patient is a passive recipient of a therapeutic prescription.
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Patient-centered communication: In patient-centered communication, the
patient gets space and time to tell her story (narrative). The questioning
is much more of a Socratic dialogue with reference to the patient’s
expression and feedback. There is respect for and response to emotions.
The patient defines the agenda. The patient is an active partner in thera-
peutic decisions and interventions.

The basic elements of patient-centered communication are as follows (EE):
Active listening: The gynecologist learns to listen in a way that encourages
the patient to tell her story by

e Waiting: Giving the patient time to think and express herself. This means
that the physician has to learn “not to talk” but use silence and pause as a
means of encouragement.

e Echoing: Repeating a specific word or expression of the patient to
signal attentive listening and that the physician follows the patient’s
story.

e Mirroring: Reflecting body language or a whole verbal sequence in the words
of the patient.

Checking back and summarizing: The physician summarizes in his/her
words what he/she has understood from the patient’s story. This is the basis
of mutual understanding by assuring that the physician and the patient have
found a common language of exchange of information and the patient’s needs
and her agenda have been understood.

Response to emotions: This is a difficult task which needs considerable
exercise. The different steps are as follows:

e The physician first needs to become aware of his/her own emotions (e.g.,
feeling irritated, sad, worried, helpless).

e Then the physician has to try to perceive the emotions expressed by the
patient (How does she feel?).

e Next the physician should try in his/her mind to verbalize the emotions
expressed by the patient (she feels sad, worried, angry, frustrated,
overwhelmed, etc.).

e The emotions perceived by the physician can then be reflected to the patient
in a respectful way using sometimes the form of a question: “I can see that
you are frustrated and angry. This situation must evoke a lot of anger and
frustration, mustn’t it?”

Information exchange: A large part of a medical consultation deals with
information giving. Physicians inform patients about risks and frequency of
diseases, diagnostic measures and the diagnosis found, the prognosis of a
disease, therapeutic options with success rates and side effects. This educa-
tional part needs didactic skills and some basic knowledge about how to
transmit information.
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Information giving is not a one-way process. It is always an information
exchange process @:

e In the first step the physician has to elicit the patient’s needs for information,
her expectations, and her preexisting knowledge about the subject she would
like to talk about.

e In the second step the physician gives a defined quantity of information. It
is important that the information is given in small units and well structured,
important parts are announced, and the patient is encouraged to interrupt
this phase by direct questioning.

e The third step is equally important. The physician should elicit the patient’s
understanding and interpretation of the information. This can be done by
asking about the quantity, the speed, the clarity, and the understandability of
the information given. In some situations (see later), it is equally important
to ask the patient about the emotional meaning she gives to the information:
“What does this information mean to you? Is it reassuring or worrying? Are
there new questions coming up?”

In case of new questions the exchange process described above can restart.

1.2.2. Educational Methods

The above-mentioned techniques and their flexible use can be taught by means
of

e Critical incident reporting: The resident in training gets the basic format of
critical incident reporting. This means that in clinical situations in which
the trainee feels that something went wrong she/he will try to recall the
sequence of events commenting about the type of difficulty encountered.
Then the supervisor can brainstorm together with the trainee about alter-
native options of communication and so on.

e Video clips: Videotaping of consultations including educational videos
(videos with real patients and simulated patients).

® Role play: This is a useful instrument in which the trainees change roles. The
roles are patient, physician, and observer. This helps them to experience
the patient’s position and feelings.

1.3. Teaching Communicative Skills in Special Clinical Situations

1.3.1. Contents

There are special clinical situations which need specialized skills, based on the
above-described techniques. These skills integrate elements of counseling and
psychotherapy.
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Breaking bad news: The situation of breaking bad news occurs frequently in
oncology and infertility, less frequently in pregnancy care. The basic elements
are as follows (EE):

e Preparation for the encounter (Quiet setting, enough time, is all the infor-
mation needed available? Does the patient come alone or accompanied by a
family member or friend? What is the emotional situation of the physician?).

e Introduction (Joining with the patient by using a more personal issue, a
brief summary of the previous events, and the objective of the consultation).

e Announcement (“Unfortunately I have to give you bad news”).

e Statement (Give the diagnosis in simple words).

Waiting for the individual reaction of the patient (Stunned, paralyzed,

confused, shocked, desperate, crying, stoic, denying, etc.).

Response to the reaction (Emotion handling, reflecting, summarizing).

Encouraging questions and giving further information in small pieces.

Give hope (There is always something that can be done).

Structure the near future (What is the patient going to do next - define the

next steps to be taken and give appointments).

Risk and decision-making counseling: These situations occur in menopause,
oncology, and so on. The physician needs some basic knowledge about risks
and shared decision-making.

Basic principles of risk counseling are as follows (@Jﬁl):

e (Clarify the needs, values, and objectives of the patient related to the specific
issues of risks and decisions to be made.

e Elicit the need for information and the preexisting knowledge.

e Give a framework of risks relating to everyday experiences.

e Give absolute risk numbers; don’t use relative risks and conditional proba-
bilities.

e Visualize risk numbers showing the relationship between risk and chances.

e Point to the other side of the risk, namely the chances.

e Encourage the patient to reflect about her values and the individual impor-
tance which she attributes to the benefits and risks shown.

1.3.2. Educational Methods

The techniques can be trained by the following:

e Video clips: Videotaping of consultations including educational videos
(videos with real patients and simulated patients).

® Role play: This is a useful instrument in which the trainees change roles.
The roles are patient, physician, and observer. This exposes them to new
experiences.
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1.4. Teaching the Application of the Biopsychosocial Model
in Obstetrics and Gynecology

1.4.1. The Psychosomatic Diagnostic Process
1.4.1.1. Contents

The gynecologist in training and the practicing specialist will meet complicated
cases in which a gynecological and/or obstetrical diagnostic entity cannot be
established and the standardized somatic interventions cannot be used or are
inefficient. The typical clinical situations are as follows:

e The patient with physical symptoms that cannot be explained by organic
pathology (the “psychosomatic or somatoform” patient).

e The patient in whom the response to a disease leads to severe psychological
symptoms (the “somatopsychic” patient).

e The patient with mental and behavioral problems interacting with gyneco-
logical and obstetrical diseases (the “comorbid” patient).

e The patient with sexual and relational problems (the “sexual dysfunction”
patient).

For all these patients the psychosomatic diagnostic approach demands the
integration of psychosocial information into the working hypothesis of a
clinical problem. This means that we need some knowledge and concepts
concerning psychosocial pathogenetic factors.

From clinical experience and the literature, we have developed the following
mnemonic (ﬁ]ﬂ):

A = Affect: This means that the physician should be aware of a predominant
affective state like depression, anxiety, and so on. This also includes some
basic knowledge about the prevalence and the diagnostic possibilities to
detect affective disorders.

B = Behavior: Frequently, risk-taking or health-damaging behavior plays an
important part in the pathogenesis or complication of clinical disorders in
OB/GYN. This is especially true in obstetrics, where behavioral problems
have an important impact on the health of the mother and the child.

C = Conflict: Conflicts can be either external or internal and can be
subdivided into attraction versus attraction, avoidance versus avoidance,
and attraction versus avoidance types of conflicts. Chronic unresolved
conflicts lead to chronic stress, reduced motivation, depressive and
anxious mood, and social difficulties, which may all together impair
health.

D = Distress: Distress describes a condition in which a person is confronted
with external or internal stressors, which overwhelm the person’s coping
capacity. This includes transitional periods in the course of one’s life.
Distress leads to psychoendocrine, psychovegetative, and psychomotor
responses which may be hazardous to the patient’s health.
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E = Early life experiences: This refers to previous life events, which may
date back to childhood and adolescence. Traumatic experiences may
have an impact on neurobiological pathways which may increase the
patient’s vulnerability to later stressful life events and may induce repet-
itive health-damaging behavior. Also, emotional deprivation and neglect
may have long-term consequences regarding the emotional development
and interpersonal competence of patients.

F = False beliefs: False beliefs relate to general patterns of thinking which
are likely to increase the vulnerability to life stressors: low self-esteem,
pessimism, generalization, self-reference, and so on.

G = Generalized frustration: Life situations in which essential needs are
unmet. These situations may lead to depression, anxiety, loss of self-
esteem, and somatization.

In the biopsychosocial diagnostic workup these factors are combined with
biological findings in what we call the nine-field diagnosis.

In this nine-field diagnosis there are three types of factors (biological,
psychological, and social) which on a timeline are subdivided into predis-
posing, precipitating, and maintaining factors (Table [[1]). This information is
obtained by the use of different techniques and instruments

The final step in the diagnostic workup is the elucidation of the patient’s
concept about her disease as well as her previous coping style and resources.

1.4.1.2. Educational Methods

In two educational sessions of 2-3h duration the basic elements
of psychosocial pathogenetic factors and the nine-field diagnosis are
presented.

In group case discussions and group supervision the trainee will learn to
use this diagnostic framework by means of cases the trainee presents either
as report or audiotaped or videotaped. Another tool is that the supervisor
presents a case which is then discussed in a group of six trainees. The trainees

TasLe 1.1. Nine field diagnosis

Biological Psychological Social
Predisposing Family risks, Early trauma, Broken family, early
pregnancy and abuse, neglect separation,
birth-related risks migration
Precipitating Disease, drugs, Loss, life transition, Migration, cultural
biological separation norms, social
transition changes
Maintaining Side effects of Anxiety, false Secondary
drugs, and so on. beliefs, stress reinforcement in

responses the environment
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TaBLE 1.2. Techniques and instruments

Biological Psychological Social
Predisposing Medical history Biographic history Social and migration
history
Precipitating Medical history Psychosocial Communication
and examination history, personality style, family
characteristics diagnosis
Maintaining Medical history Transference and Communication
and examination countertransference style, family
dynamics

should learn to establish a comprehensive biopsychosocial diagnosis in all the
patient groups mentioned earlier (Table [[3).

1.4.2. Psychosomatic Therapeutic Interventions
1.4.2.1. Contents

For the psychosomatic management of the above-mentioned patient groups
the trainee needs to learn to establish a helpful patient-doctor relationship
with the help of the three elementary attitudes of empathy, respect, and
congruence. Based on this he/she should learn some basic therapeutic
techniques which can be summarized under the notion of “supportive and/or
coping counseling/psychotherapy.” By this we mean an integrative approach
which contains different elements directed at the above-described pathogenetic
factors. The therapeutic elements can be summarized under CCCISH (E]E):
Catharsis: The gynecologist encourages the patient to express her emotions
and talk about her feelings (affects). He/she shares these emotions by
nonverbal and verbal reflection, summarizing, and checking back.
Example: A 36-year-old primagravida comes for an ultrasound scan at 20 weeks’
gestation. The scan shows a missed abortion with fetal structures without heart
activity. The patient is desperate. The physician invites her into a separate
room and encourages her to talk about her emotions and the questions she
might have. She reveals that at the beginning of the pregnancy she did not
want this child and she was thinking about abortion. Now she is convinced that
the intrauterine death is god’s punishment and that “it is all her fault.” The

TasLe 1.3. Comprehensive biopsychosocial diagnosis

Symptoms and problems as descriptive summary

Conditioned

By predisposing, precipitating, and maintaining biological, psychological, and social factors
And

Patient’s concepts and resources
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physician is just listening and holding the hand of the patient. She keeps on
talking about her feelings of guilt and her sadness. After a while the physician
responds,

Physician: I can imagine the overwhelming pain you feel about the loss of
the child which is even aggravated because you put the blame on yourself.
Let me tell you that many women have mixed feelings at the beginning
of a pregnancy and that this ambivalence is a normal feeling. I am very
sure that you are not responsible for this death. You should give yourself
permission to mourn and to be supported in this mourning process.

Clarifying of conflicts and conflict resolution:
The general principles of conflict clarification and resolution are as follows:

Clarifying the individuals’ views of the problem and the related causes.
Increasing the understanding of biographical factors influencing these views.
Delineating and verbalizing the elements of the conflict.

Brainstorming about possible options of conflict resolution.

Help in conscious and transparent decision-making.

Example: A 35-year-old female suffers from complete loss of libido, which
creates a profound conflict with her partner, who feels a deep-rooted sexual
desire toward her. During the session with the couple it becomes evident to the
male partner that previous traumatizing sexual experiences have conditioned
her aversive reactions to his expression of intense desire which is experienced
as threatening and aggressive. After encouraging her to verbalize her sexual
wishes and needs which are much more directed toward nonpenetrative sex,
both can start to negotiate about new ways of sexual expression and encounters.
Cognitive reframing: By reframing the cognitive attributions given by the
patient to her disease or her symptoms the physician may attenuate the
emotional distress caused by catastrophic and pessimistic explanatory styles
of patients.
Example: A 22-year-old para 0 suffers from chronic pain, which could not be
explained by laparoscopic findings. After the operation the physician explains
the results. The patient is silent and withdrawn.

Physician: This must be somehow disappointing for you, that we could not
find a single cause for your pain, which bothers you so much. I can
imagine that you might have the impression that we do not understand
your suffering.

Patient: Yes, this is so frustrating. Do you think that the pain is just in my
head. . .pure fantasy. ..

Physician: Not at all. We know that this pain is real, but that the conditioning
factors are complex as we have discussed before. We were talking about
the chronic pain as the result of a disturbed processing of signals coming
from certain body regions. ..
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Insight and understanding: Increasing insight and understanding of one’s

symptoms and problems can be obtained either by information and education
provided by the physician or through the help the physicians can offer in a
dialogue about the patient’s self-image, view of the world, way of coping, and
so on. Through this dialogue the patient may be enabled to correct destructive
and distorted patterns of thinking and behavior.
Example: A 52-year-old patient had undergone treatment for mammary
carcinoma with lumpectomy, radiation and adjuvant antihormonal treatment.
She feels abandoned by her husband and her family and responds with a
depressive mood. The physician tries to clarify with her the expectations she
has toward her family. By verbalizing her wishes it becomes clear that she
had never expressed her anger and frustration about her disease and the deep
feeling of the injustice imposed on her by fate or god. She gains some insight
into the influence of her own behavior on the withdrawal of the family and
she is able to adapt her expectations to the possibilities of her family.

Stress reduction techniques: Distress is experienced if the challenge (threat,
change, etc.) imposed on a person cannot be confronted and coped with. The
distress reaction on a cognitive level is the lack of a solution, on an emotional
level the experience of anxiety and helplessness, and on a physiological level
the activation of the sympathetic system and the endocrine response of the
ACTH-Cortisol axis. Stress reduction techniques are based on the following
elements:

e Cognitive level: Reframing, reducing catastrophic thinking, search for
solutions.

e Emotional level: Creating awareness of the sequence between event-thoughts
and emotions to be able to modify affective responses.

e Physiological level: Breathing techniques, progressive muscle relaxation.

Example: A 36-year-old patient and her partner undergo assisted reproduction
with ovarian stimulation, ovum-pickup, and embryo transfer. After two failed
treatment cycles the female patient exhibits a strong vegetative reaction during
the ultrasound evaluation of the ovarian response; she starts crying and
reports heart palpitations and headache. The physician teaches her some basic
breathing techniques. In a separate consultation her way of coping with the
treatment is analyzed, showing the enormous pressure she puts on herself and
the anticipatory anxiety she develops. In a counseling session with the couple,
different ways of coping are discussed: modifying the “fixed” objective of success
by all means, defining a plan B, building up compensatory activities, and
initiating the learning of a relaxation technique.

Helping in behavioral change (1d): The trainee learns how to practice
motivational interviewing. The main elements are the assessment of the
patient’s readiness for change, which is determined by the importance
attributed to changing behavior and the confidence of the patient in her
capacity for change. Depending on the degree of readiness the physician can
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either negotiate issues of importance and confidence or elaborate a detailed
plan for change.

Example: A 30-year-old primagravida of 8 weeks’ gestation smokes 30 cigarettes
a day. In the first consultation she tries to deny a negative impact on her child.
It becomes evident that problems with her partner are much more important
for her at the moment. After having clarified this the physician can actively
re-enter the issue of smoking. She rates the importance to stop at 8 out of 10
points, but her self-confidence in achieving this change is rated by her rather
low (4 out of 10). The physician focuses her talk very much on the support of
her self-confidence and her ability to learn from previous failures and define
an individual strategy. In her case she decided for a compensatory strategy
which consisted in active distraction through the Internet.

1.4.2.2. Educational Methods

In two teaching sessions of 4 h duration, the basic elements of counseling are
taught. After this, educational videos are used to show the different interven-
tions in clinical settings. The trainees will then practice these techniques in
4-5 videotaped sessions with simulated patients.

1.5. Summary

The gynecologist is confronted with many tasks for which he/she needs
a biopsychosocial competence: patient education and health promotion,
counseling and management of psychosocial problems in various phases
of a woman’s life cycle, care for patients with unexplained physical
symptoms and patients with chronic incurable diseases. To obtain this compe-
tence a curriculum is needed which comprises elements of psychology,
psychosocial medicine, and psychiatry adapted to the specific needs of
gynecologists in their everyday work. A basic part of the curriculum consists
of teaching knowledge and skills derived from communication theory and
practice including physician- and patient-centered communication with active
listening, responding to emotions, and information exchange as well as
breaking bad news, risk counseling, and shared decision-making. Building on
these skills, trainees are introduced to the biopsychosocial process of diagnosis,
establishing a nine-field comprehensive workup using the ABCDEFG guideline
(Affect, Behavior, Conflict, Distress, Early life experiences, False beliefs, Gener-
alized frustration). The therapeutic interventions are based on a working
alliance between the physician and the patient and are taught as basic elements,
which have to be combined according to the individual patient and situation.
The overall technique for gynecologists can be summarized as supportive
counseling/psychotherapy (CCCISH) including elements like catharsis, clari-
fying conflicts and conflict resolution, cognitive reframing, insight and under-
standing, stress reduction techniques, and helping in behavioral change.
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The Vaginal Examination

Catherine Coulson

2.1. Introduction

The vaginal examination becomes such a commonplace examination to
gynecologists that they may forget its importance to their patients. As doctors,
we are privileged not only to hear our patients’ anxieties, fears, and fantasies
but also to examine their bodies. Many other people will touch bodies as part
of their work—masseurs, physiotherapists, hairdressers, and beauticians to
mention but a few. However, most people only expose that private part of
their body to have their nappy changed as a small child or to be intimate
with a lover as an adult. There are strict societal rules and clear boundaries
to make the experience safer. However, there is the potential for complaint,
misunderstandings, and harm, as well as for helping the patient.

Many misunderstandings can be avoided by being aware of the process and
tuning in to the patient. This chapter assumes basic competence in gyneco-
logical skills such as locating the cervix, but aims to explore some of the other
processes that are going on at a conscious or unconscious level during the
practical examination.

2.2. Communication

An examination rarely occurs in the absence of a preceding consultation. Good
consultation skills can be taken into the examination. Misunderstandings are
usually the result of failure of communication:

e Be alert to clues. The words used by the patient, the way they are said, and
the body language of the patient help you to understand the patient’s fears.

e Good communication depends on listening in an active way and then
feeding back to the patient to make sure you have understood correctly.
The patient can give you the history in her own words and you can clarify
it with open-ended questions.

e We cannot reassure the patient until we know what she is concerned about.

15
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e Many people choose medicine as career because they like to put things

right. If we can tolerate not knowing what to do for a while, we might help
the patient to find her own solutions.

2.3. The Role of a Chaperon

GMC Guidance, December 2001

The GMC regularly receives complaints from patients who feel that doctors
have behaved inappropriately during an intimate examination. Intimate
examinations, that is examinations of the breasts, genitalia, or rectum,
can be stressful and embarrassing for patients. When conducting intimate
examinations you should

e Explain to the patient why an examination is necessary and give the
patient an opportunity to ask questions.

e Explain what the examination will involve, in a way the patient can
understand, so that the patient has a clear idea of what to expect,
including any potential pain or discomfort (paragraph 13 of our booklet
Seeking patients’ consent gives further guidance on presenting infor-
mation to patients).

e Obtain the patient’s permission before the examination and be prepared
to discontinue the examination if the patient asks you to. You should
record that permission has been obtained.

e Keep discussion relevant and avoid unnecessary personal comments.

e Offer a chaperon or invite the patient (in advance if possible) to have a
relative or friend present. If the patient does not want a chaperon, you
should record that the offer was made and declined. If a chaperon is
present, you should record that fact and make a note of the chaperon’s
identity. If for justifiable practical reasons you cannot offer a chaperon,
you should explain that to the patient and, if possible, offer to delay the
examination to a later date. You should record the discussion and its
outcome.

e Give the patient privacy to undress and dress and use drapes to maintain
the patient’s dignity. Do not assist the patient in removing clothing
unless you have clarified with them that your assistance is required.

Anaesthetised patients

You must obtain consent prior to anaesthetisation, usually in writing, for
the intimate examination of anaesthetised patients. If you are supervising
students you should ensure that valid consent has been obtained before
they carry out any intimate examination under anaesthesia.
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The GMC guidelines on intimate examination, 2001, make it perfectly clear
that a chaperon should be offered to all patients undergoing intimate examina-
tions. The role of the chaperon is twofold: to protect the patient from abuse by
the doctor and to protect the doctor from allegations of abuse by the patient.
However, the presence of a third party in the room may make the patient feel
doubly exposed. The mere suggestion that a chaperon may be necessary may
make the patient feel as if she needs protection!

If the patient says she does not want a chaperon, it should be appropriately
documented in the notes and the doctor should ask himself/herself whether
he/she feels comfortable to go ahead. If there is any sense of discomfort, it is
worth further consideration. Perhaps another doctor could do it, or perhaps a
nurse could be called in to help with a practical part of the examination. Where
is this unease coming from? Is it the patient’s unease projected onto the doctor
or a sense of risk from some sexualization of the doctor/patient relationship?

The presence of a third party in the room will impact on the consultation. A
patient may often say something important during the examination. She may
express a fear, which only surfaces as she removes her clothes. A chaperon
may talk to the patient and distract her, or hold her hand as though the exami-
nation is going to be painful, or make a noise and clatter with instruments.
These potentially negative impacts can be minimized by careful preparation
of the chaperon.

An appropriate chaperon might be a member of the clinical team who
should be introduced by name and position. A receptionist, unless properly
trained, is not considered acceptable. Friends and family of the patient are not
suitable, since there could be breaches of confidentiality and embarrassment to
the patient and it might prove difficult for the doctor to defend himself/herself,
especially against malicious allegations.

2.4. Consent

Verbal consent is usually enough. You should explain what you would like
to do and ask the patient if that is acceptable. At each stage, check with the
patient that she is happy to continue and it is worth giving her a few moments
to consider. If there is any hesitation or body language such as a tightening of
the thighs or looking away, which might signify ambivalence or overt distress,
then give her chance to say how she feels. If you are still not sure, you could
use an open-ended comment such as “Perhaps this is difficult for you.”

2.5. Competence to Give Consent

Most of our patients are competent to give consent but in the case of a
young girl or a woman with learning difficulties, extra care is needed to avoid
unwitting abuse of the patient. A doctor can make an assessment during
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history taking and usually decide whether the patient is competent (Gillick
competence—see Fraser guidelines (E|)), or a carer or parent could also be
asked to give consent.

Basic Requirements for Examination
Environment:

Warm room.

Private area for undressing and putting clothes.

Minimum bodily exposure, for example use of wraps.
Interruption-free zone, for example use of “Engaged” sign on door.

Information giving and opportunities for questions:

Why examination is appropriate?

What is going to be done stage by stage?

Verbal consent and checking with patient.

Ask the chaperon to stand quietly and to respond to requests from the
patient instead of assuming a comforting role.

Vaginal Examination

Consider the following:

Respect
Explanation

Information—why/what/when?
Permission/informed consent
Gillick competent—see Fraser guidelines ()

Chaperon

Protection/support
Offered/discussed/documented

® Privacy

Minimum bodily exposure
Avoid personal comments
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Factors influencing the vaginal examination

Patient

Doctor

Gender
. . Gender
Orientation . .
Orientation
Culture
. Culture
Past experiences .
Past experience

Training

Process
Privacy
Consent

Chaperon — a third party
Sexualization

Abusive

FiGuRre 2.1. Factors influencing the vaginal examination.

Sometimes it is helpful to see the examination as a process (Figure 2ZI) to
which the doctor, patient, and chaperon bring their life experiences, culture,
prejudices, and themselves. All these factors can impact on the experience of
the examination. If doctors are aware of this process, then misunderstandings
are less likely.

For example, we bring our assumptions, which stem from experience,
culture, and our gender and orientation. Remember that not all women
have male partners, most women remain sexual throughout their lives but
some are never sexual, and that religious taboos are interpreted differ-
ently by different people. For example, we might assume that a nun is
not presently sexual but that does not mean to say she has never been
sexual.

2.6. Warning

2.6.1. How Do You Feel, Doctor?

As mentioned earlier, social taboos exist and vaginal examination is a strange
thing to do. Training helps us here but sometimes it seems more difficult than
others. Some patients seem to make it more difficult. Supposing the patient
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reminds you of your mother or grandmother, supposing it is a colleague who
presents to you, supposing it is a patient who is particularly attractive to you,
what do you do with these feelings? You could ignore them or you could
retreat behind an efficient doctor fagade. It may be worth considering these
feelings before you act. Perhaps they are warning you of the peril ahead. If
you have noticed an attraction, perhaps the patient has noticed it too so you
may wish to take particular care over a chaperon. If the patient feels very
powerful to you, that could be a sign of the patient finding it very difficult
to submit to medical care, or it could be that the patient wishes to see your
consultant!

2.6.2. How Is the Patient Behaving, Doctor?

Clinical findings are not restricted to observations of size, shape, and
appearance of genitals. The way the patient conducts herself can be
very revealing and may throw light on the presenting symptom. How
did she agree to being examined—reluctant and unwilling, keen to be
examined?

How does she react to getting up onto the couch? How does she behave?

Does she seem to be relaxed and comfortable with her body? Is she tense
and anxious? Is she emotionally distanced? Does she make a fuss that is
incomprehensible to you?
Example: Mrs A was referred to the infertility clinic. The GP’s letter had
mentioned a long and irregular cycle and the possibility of polycystic ovarian
syndrome. It was the first appointment and I suggested a vaginal scan. She
looked doubtful, so I said her husband could wait outside and went to the
couch. I explained that most women found it much more comfortable than a
smear and asked her to get undressed and get up on the couch and showed
her the blanket with which to cover herself. She took ages to get ready. As
I approached her, I realized she was still wearing her knickers. Her initial
reluctance, sending her husband away, and taking so long to get ready, taken
together with her knickers suggested that she was finding it difficult. I said,
“Oh dear, this is difficult for you. Do you want to continue?” She was then
able to explain that she was worried about the cysts she thought I might see
on the scan.

2.6.3. How Are You Behaving, Doctor?

Clinical findings are also found in the doctor. When patients have powerful
feelings, they can be projected onto the doctor. So what sort of a doctor are you
being to this patient on this occasion? Are you being very gentle, concerned
you may hurt this patient? Are you tempted to laugh and joke—perhaps both
patient and doctor running away from a painful subject? Are you confused by
mixed messages from the patient: “It’s alright, doctor, do what you have to
and don’t mind if I scream!”
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Clinical Findings

Observation of patient physically
Observation of patient psychologically
Behavior of patient

Behavior of doctor

Feelings of patient

Feelings of doctor

Things to Think About

Referral

History

Attitude of patient

Atmosphere in the room
Interaction

Body language

Feelings expressed by the patient
Feelings felt by the doctor

Example: Ms B’s GP telephoned to expedite her outpatient appointment. She
had intermenstrual bleeding and could not allow a speculum examination—
it had been too painful. We made an early appointment, which the patient
rearranged, and subsequently did not attend. The GP rang again and this
time the patient arrived. She was dowdy looking and hiding behind lank long
hair. She gave a short factual account of her bleeding, saying that speculum
examinations had always been difficult but last time the nurse had not been
able to remove the speculum and had to fetch the GP to remove it. It sounded
awful although she spoke without emotion. She got up onto the couch. It was
difficult to make eye contact with her. The doctor commented that it seemed
as if she did not want to be there. The patient agreed but did not expand on it.
The doctor asked again about the previous examination and the patient gave
another actual account. “You are telling me about a horrible experience but I
do not hear about how awful it was for you.” The patient said there was no
point in making a fuss and perhaps the doctor could get on with the smear and
ignore her if she cried. The doctor said she did not want to hurt the patient
and would she like to insert the speculum herself? She was not sure but then
put it in easily and the swabs and smear were taken without difficulty. The
referral and the patient’s behavior showed ambivalence. The body language
showed she did not care for herself (appearance) and also emotional distance.
She gave little emotionally and although the doctor commented on her lack of
feelings, none were revealed. She appeared a retiring woman who, nonetheless,
was powerful enough to get and rearrange an appointment. Perhaps she needed
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to be in control and when she had regained control was able to control the
examination.

2.7. Vulnerability

Generally speaking, people feel vulnerable when they are without their clothes.
If a woman is also worried about whether she has a significant disease affecting
her sexual organs, which might have an impact on her very womanhood, she
will be in a state of heightened arousal, of fear. Thus even innocent comments
can be misunderstood and so it is important to think about the language
used and indeed to avoid comments of a personal nature during intimate
examinations. See quotes below.

Quotes
(Things that have been said to women with subsequent sexual problems)

Looks like a bomb’s gone off in here.
What a lot of discharge!

You have an erosion of your cervix.
Looks like a large nabothian follicle.
Can I have the extra large speculum?
Your vagina is very long.

I don’t like the look of that.

Put your legs like a frog.

2.8. Potential for Abuse

It is a sad fact that some women are traumatized by their experience of vaginal
examination and indeed will present with sexual problems years later as a
result of a smear test or colposcopy that was traumatic for them (Figure 2.
They may fail to attend further routine screening tests and avoid medical
attention when necessary. This can be avoided with good communication, an
empathetic doctor, and appropriate training.

Some such women have had previous experience which has sensitized them
to further abuse. For example, a previous bullying relationship where she
had little autonomy and was unable to say “no” might make it difficult for a
woman to assert herself with a heath-care professional. Previous sexual abuse
will have a similar impact. The patient has not had any control over previous
access to her genitals by the abuser and so finds it difficult to say “No.”

If we follow the guidelines in this chapter we may be able to avoid damaging
our patients. However, women do undergo repeated examinations in the
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The Cycle of Abuse :
Abuse Lack of
autonomy

Sexual

General
Relationship
Medical

Difficulty in
assertion
of self

Further
abuse
(medical)

FIGURE 2.2. The cycle of abuse.

colposcopy and GUM clinics, during treatment for cancer and infertility, and
it may not be possible to protect them fully. Sometimes it is enough to
acknowledge how difficult such examinations are; a statement of the obvious
like “It must seem as if everyone has had a look at that part of you” may give
her an opportunity to express her distress. This is best said before the exami-
nation so that the doctor and the patient can agree whether the examination
is necessary. You could also ask if there is anything you could do which would
make this examination easier. Some doctors fear inviting patients to say how
they feel, anxious that the floodgates may not be stemmed, and the doctor
may be overwhelmed with too much distress. Although that is a possibility,
in practice it is rare.

2.9. Is This Examination Really of Benefit to the Patient?

It is always worth considering the value of this examination to the patient and
to avoid unnecessary intrusions.

2.10. Avoided Examination

A vaginal examination is part of an outpatient appointment, and patients often
expect to be examined. Failure to do an examination in this environment may
be more apparent to both patient and doctor. However, in different settings
it is easier to avoid, and the reasons are not always obvious.
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If your normal practice is to examine then it is worth considering why not
on this occasion?

Is it because you have too much to do and are feeling lazy or harassed?

Is it because there is no chaperon ready for you?

Is it because you decided not to examine and is that reason a good one?

Is it because you are picking up on the reluctance from the patient and, if
so, what to do about it?

You could ask how she feels about being examined and whether it might
be possible. Such enquiries often release the patient to talk about specific
anxieties.

2.11. Refusal for Examination

Informed consent must be obtained and so we must respect a refusal. Such
a refusal can be frustrating for the doctor when an opinion is being sought
and it is not possible to do the job effectively. If we can receive a refusal with
a spirit of interest, then a gentle exploration of what is behind the refusal is
better than a long explanation to the patient as to why she should submit to
being examined.

2.12. Some Specific Clinical Problems

2.12.1.  Vaginismus

Some women may come straight to the point and say that they cannot be
examined or cannot have intercourse or cannot use tampons. Others will give
no warning until the moment of examination. As clinicians, we need to make
a specific positive diagnosis of vaginismus, not an assumption that that is the
problem. We should rule out anatomical abnormalities, painful vulval and
vaginal conditions such as infections or vulvo-vestibulitis first.

An American gynecologist, James Marion Sims, when addressing the Obstet-
rical Society of London in 1862, first coined the term “vaginismus” when
describing one of his patients:

But the most remarkable thing in her history was the fact she had remained a virgin
notwithstanding a married state of a quarter of a century...Among other investigations
of her case, I attempted to make a vaginal examination but failed completely. The
slightest touch at the mouth of the vagina produced the most intense suffering. Her
nervous system was thrown into great commotion; there was a general muscular
agitation; her whole frame was shivering as if with the rigors of an intermittent fever.
She shrieked aloud, her eyes glaring wildly, while tears rolled down her cheeks and she
presented the most pitiable appearance of terror and agony. Notwithstanding all these
outward involuntary evidences of physical suffering, she had the moral fortitude to
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hold herself on the couch, and implore me not to desist from any efforts if there was
the least hope of finding anything out about her condition. After pressing with all my
strength for some minutes, I succeeded in introducing the index finger into the vagina
up to the second joint, but not further. The resistance to its passage was so great, and
the vaginal contraction so firm, as to deaden the sensation of the finger, and thus the
examination revealed only insuperable spasm of the sphincter Vaginae.

2.12.1.1. How Do You Examine a Woman to Diagnose Vaginismus?

Fortunately, not all women with vaginismus react in the dramatic way
described by James Sims. Doctors will develop their own methods. It is
essential that the woman feels she is in control:

e Explain she is in control. Explain that you will stop at any stage and not
move until she is comfortable. Say also that she can tell you to take it out
whenever she likes and you will do so carefully.

e Then ask her to part the labia so you can look.

e Then with her continuing consent, place a fingertip at the vulva and wait
for her to settle and then very slowly introduce the tip of your finger into
the vagina, watching her face all the time. Some women like to guide your
finger with their hand.

e When she expresses discomfort, stop and ask her to let you know when to
resume.

e If vaginal tension is detected, ask her to squeeze the finger with her pelvic
muscles as tight as she can and then relax the muscles. She may be able
to control the pelvic musculature but she may have little control. Typically
she relaxes the muscles a little and then unconsciously tightens them up
again without knowing about it. You can then draw her attention to what
is actually happening. In this way it may be possible to introduce a finger
into the vagina.

e Plan to stop when she says she has had enough.

e If the problem is severe, little progress will have been made. You might
suggest she practice at home by herself and, depending on the circum-
stances, see her again or plan to refer her on.

Vaginismus: Definition

The persistent or recurrent difficulties of the woman to allow vaginal entry
of a penis or a finger or an object, despite the woman’s expressed wish
to do so. There is often a phobic avoidance, involuntary pelvic muscle
contraction and anticipation/fear/experience of pain. Structural or other
physical abnormalities must be ruled out/addressed ).
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2.12.2. Vaginal Pain

Vaginal pain may be expressed as a burning sensation or, more dramat-
ically, “like a knife going up,” “tearing,” “searing,” or sometimes a more
specific area or a deep pain. Pain may be due to a physical cause, vaginismus,
or sometimes vaginismus left after a physical problem has resolved. As the
patient shows the doctor where it is painful, she may give clues about its
origins.

» <«

2.12.3.  Exploration of Patient’s Fantasies

The concerns of the patient may be expressed in the story or may come to
light during the examination.

Example: Mrs C presented to the infertility clinic with 5 years’ primary infer-
tility. It transpired that they were unable to consummate their marriage. They
were not sure why, but she said it was painful when they tried and he said,
“It just won’t go in.” His erections were normal and on further questioning
were very firm—firm enough to hang a towel on! She got onto the couch to
be examined. As the doctor approached the vagina with a gloved finger the
patient asked if there might be a blockage in the vagina.

2.13. How Do You Feel Now, Doctor?

Medical training has to partially desensitize young doctors to misery and
pain or we might not be able to cope. However, it is possible to learn skills
grounded in psychotherapy. These skills allow us to feel something of what
the patient brings to us, hold it, process it, and feed it back to the patient in a
way that might be helpful. Therefore, if we can be aware of our feelings during
a consultation or examination we may begin to understand the problem from
the perspective of the patient.

Example: Mrs D presented with loss of libido since the birth of her son 18 months
ago. Before the pregnancy, sex had been good. The baby had been planned, the
pregnancy uneventful, and there were no problems during delivery. She had
gone back to work and her husband was a househusband. The arrangement
worked very well. She said she felt dead in the genital region. As the doctor
examined the patient, the doctor was aware of a sense of loneliness in the
room. Unsure of the origins of these feelings, the doctor suggested that perhaps
the husband was feeling shut out. The patient cried and said, “No, it is
me that is left out. They have all day together and he saw her first steps
and 1 feel so lonely.” Further exploration of these feelings after the exami-
nation allowed the patient to make some connections and she said she was
feeling better at the next appointment although she needed some help with
spontaneity!
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2.14. Further Training

The Institute of Psychosexual Medicine (E) offers training in these skills
with particular reference to sexual problems, especially about the vaginal
examination.

The Nixon club also offers psychotherapy-type training to obstetricians and
gynecologists.

Balint-based groups for doctors.

2.15.  Skills of Psychosexual Medicine

Active listening

The use of the genital examination

Formulation of hypotheses as the consultation progresses

The use of shared understanding of the facts and feelings to help discover
the truth.
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Communication Skills,
What You Can Do in 15 Minutes

L. Jane Knowles

We have divided this chapter into two parts. “Communication skills” looks
at what is possible in a 15 minutes interview when your prime consider-
ation is gathering facts and making treatment plans. Psychological awareness
should improve the consultation for both the patient and yourself. “Breaking
bad news” takes your communication skills and psychological understanding
several steps further but good communication is never more important than
when what we have to communicate is sensitive and difficult for the patient
and for ourselves.

3.1. Communication Skills

Good communication takes place in an environment that is perceived as
psychologically safe by all participants. This sense of safety is difficult to
achieve in a busy OP department. Clear contracts about boundaries help.

A clear statement such as “We have 15 minutes to explore the problems
you are experiencing and the ways I may be able to help” makes several
statements, some overt, some more covert. It gives a clear message about time
boundaries. It helps if there is a clock in the room, so the patient and you
maintain a similar sense of that time during the appointment. It says, “I want
to hear about your problems” and offers hope that there are ways that you
may be able to help. At a more covert level, it says that you are interested
and wish to be helpful. By sharing the time boundary at the beginning, you
are also helping to equalize the power imbalance that would be within the
treatment relationship if the patient did not know when you planned to end.

In such a brief appointment, you need the patients to “open up” rapidly
about what is really worrying them. This is difficult to achieve when the
woman is anxious, wants to talk about something very personal and possibly
shameful to her, and may have previous experience of appointments that have
not proved helpful, indeed may have increased her anxieties.
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It is also difficult to achieve if there are “blocks” in your own view of the
situation. If the referral letter has already given you the impression of a long-
standing difficult-to-help problem, for instance, you are likely to approach the
appointment with a certain amount of “heartsink.” If the woman who walks
through the door is obese, your heart may sink further with the thoughts of
a difficult examination ahead.

Have a brief internal dialogue about what your assumptions are about
the patient at the beginning and review this as the appointment proceeds.
This provides a personalized type of self-supervision with every patient. This
is particularly important with those patients who seem, superficially at the
least, most like the doctor or like many patients the doctor has met before.
Let wisdom temper these assumptions. The context of every patient’s life is
different. Because at the moment of consultation one is a doctor and one a
patient, their context is quite different, even if the patient is also a doctor.

It is hard to be honestly interested in each and every patient. Every doctor
has bad days, parts of the day when energy is low, times when overworked
and tired. But the patient may have put off coming for help for months; they
may have been on a waiting list and then spent some time in your waiting
room. The potential for disappointment in this meeting is considerable. When
emotions are intense and anxiety high, the capacity for disappointment to
escalate to a sense of betrayal is high. These are the patients most likely to
complain and feel badly treated, however good the subsequent treatment is.

However, what of the patient who seems to bring about a sense of doom
and hopelessness even when you started the appointment in good spirits.

The process of “transference” (T) of feelings is complex, but if we have
expectations of disappointment and failure in emotional relationships, because
of personality or life events, past relationships and “failures,” we can make
the failure reoccur by our behavior and words. The doctor may be left feeling
anxious, depressed, frustrated, or angry by these feelings that feel inappro-
priate for the present setting. This depends on the doctor’s past experience
and is called “countertransference” (CT).

One of the problems within T/CT relationships in assessments is that they
are at least partially unconscious. We know what we feel but we do not know
why. Indeed the feelings may be completely inappropriate to the meeting.
However, if you wish to end the appointment on a note of hope you need to
be able to “step outside” the T/CT relationship. Sometimes taking a minute
or two to write a few notes allows you breathing time to take account of how
the interview has left you feeling. This may give you some clues about the
patient’s basic assumptions. Experience allows you to differentiate between
the feelings you brought to the interview and the feelings you are left with
and find out who has influenced any change.

Many patients invite us to enter what Karpman (1) originally described as
“The drama triangle” (Figure[3I)). The model illustrates the different positions
(rescuer, persecutor, or victim) that we may take up in our encounters with
others and the relationship between power and responsibility. Each patient
comes to us with preconceived ideas about what to expect from the doctor
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FiGure 3.1. Drama triangle.

and many may act or feel like a helpless victims. It is important to avoid
denying the patient the right to be self-determining in our efforts to say or
do the “right thing.”

In our work, we may favor the rescuer and the persecutor positions in order
to avoid experiencing ourselves as victims of our patients or our own anxiety.

This is always a no-win option as none of the three positions allow you to
adopt a sensible clinical, nonidealistic summing up or “sewing up clearly” of
the appointment. You need a clear head at the end and if you can put forward
the options and plans for the patient in that form, it helps them to be more
rooted too.

We all know that patients remember very little of the end of interviews.
They are psychologically preparing to leave much as you are preparing to
finish. Have paper and pen on your desk if they wish to make brief notes
and/or put your precis and plans into writing to them as soon as possible.

3.2. Breaking Bad News

Whatever the bad news is, you need to feel calm as you deliver it to the
patient and/or relatives. This is sometimes hard, but you can “center” yourself
by containing your own anxieties, for instance your anxieties about how the
patient might react. Many patients will take their lead from you. If you are
calm and contained in how you deliver the news, it is easier for them to
listen and hear you. This should become less difficult with experience but will
never be easy. Remember, though, that it is always harder for the patient, so
you should try to rehearse your parts of the dialogue in order not to sound
clumsy or unfeeling. Never rush with lots of words in order to hide your own
anxiety about the task. It is helpful to think about the occasions when someone
has broken bad news to you. What was good and what was bad about that
experience? Most patients, perhaps as many as 90%, will have some idea that
bad news is a possibility: they will want to feel that you are being honest with
them and this includes saying, “I don’t know” if and when that is the case.
What may seem obvious to a doctor is not necessarily so for the patient. It is
a great skill to be explicit in how you deliver information without being blunt
or frightening.
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The bad news you deliver will almost certainly make the patient anxious.
When we are anxious, we have difficulty in listening, hearing, and remem-
bering; so expect to have the conversation again.

It is useful to consider what sort of social support systems the patient has,
both physical and psychological. Who, if anyone, is with the patient? Who
can they talk to tonight as your information “sinks in”? Do they need help,
support, or advice in telling their family? Do they need to telephone someone
straight away? How are they going to get home? Even asking these questions
allows the patient to begin to think about what support is available.

Do you have written information to give to the patient? Is there a contact
number for a clinic nurse or a counselor? Is it possible for the patient or next
of kin to speak to you tomorrow or this week?

Remember, people have many “layers” of vulnerability, but we are all
vulnerable, however well we might seem to be coping. Some patients, especially
those with whom we can identify, will “haunt” your memories more than
others. When the patient has left the room, be aware of how you are feeling.
For many people, there is a tightness in the chest where they have held their
tension: take a few deep breaths and deliberately let go of that tension.

You need to develop the capacity to “turn off” and give yourself permission
to do it or you will suffer from the cumulative effects of the hard parts of your
career.

Most patients still invest a great deal of trust in their doctors: you are their
partner in both joy and sorrow, life and death. Sometimes we are remarkably
helpless practically in that partnership, but we can always be reflective and
aware: patients remember what is said and how it is said just as much as what
is done to them. Words are the “bridge” between you. Speak kindly and listen
intently.
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Psychoanalysis for Emergencies:
A Toolkit for Trainees

Sandra Goldbeck-Wood

Creative intellectual space is a scarce luxury in obstetric and gynecological
specialist training. You are awash with medical and surgical knowledge and
skills; you work long hours, manage high levels of clinical risk, negotiate an
obstacle course of exams and assessments, and if you are lucky, may even
manage a social or family life. Whatever could psychoanalysis possibly offer
you? Little, in straightforward consultations in which both doctor and patient
are rational, friendly, and working together toward a shared clinical goal. Alas,
just as not all cesarean sections are straightforward elective procedures on slim
primigravidae, not all doctor-patient interactions are rational, constructive
conversations between relaxed adults. When the going gets psychologically
tough—and there are few places it gets as tough as a specialty dealing in birth,
death, and sex on a daily basis—the following toolkit of common psychother-
apeutic ideas may help make your toughest encounters less exhausting and
more interesting.

4.1. Transference

The must-have of your psychoanalytic toolkit is the idea of transference.
Transference is the phenomenon whereby we are apt to “transfer” experience
gained in one situation to other analogous situations (). This includes a
tendency to interpret current relationships, according to rules or patterns
learned in early relationships, and to behave accordingly. So my boss may
remind me of my indulgent father or my strict mother, and I may respond
like a spoilt, or rebellious, child; my junior colleague might remind me of
my pesky little sister, eliciting in me the behavior of the bossy older sibling.
Transference forms a kind of personal “relationship theory,” whose patterns
we fall back on unconsciously in unfamiliar situations. It does not imply
psychopathology. But like all theories, it may serve us well or badly, depending
on how applicable the old data are to the current situation.
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4.1.1. How to Manage Negative Transference

Transference can become a kind of “unreasonableness machine” insisting
blindly and unhelpfully that a current relationship resembles one from
childhood and inducing in me the behaviors which echo or express the child
I once was, rather than the adult I now am.

BOX 1 Managing Negative Transference
Do not

e Blindly allow yourself to be transformed into demon or hero.
e Forget your own risk of falling into the child’s position.
e Rule out fair criticism.

Do

e Keep thinking.

e Use your awareness to transform destructive, unconscious transference
into a useful source of data.

e Look for an appropriate response to the “child” in your patient.

More than any other client-professional relationship, the doctor-patient
relationship contains elements especially liable to remind us of powerless,
childhood states, and therefore induce transference responses (E). There is
always a degree of power imbalance, however sensitively handled, in that
treatments can be offered or withheld, care can be given kindly or unkindly,
pain can be inflicted or alleviated, and the doctor is ultimately in a position
of greater knowledge. In gynecology, the transference stakes are raised still
higher by our specific powers to question people about the most private of
bodily functions, place patients in potentially humiliating physical positions,
and touch parts of the body which are otherwise only ever touched dispas-
sionately by a parent, in infancy. Small wonder that infantile feelings can be
brought back.

This takes us away from our usual experience as adults with the resources
to meet our own needs. If we are hungry, we buy or cook food; if we are
bored, we reach for a chosen entertainment—we need not be overly troubled
by feelings of powerlessness or dependency on others. But becoming a patient,
with a powerful immediate need such as relief from pain, can remind us
powerfully of what it is like to be small, needy, and dependent.

Nor is our professional role a complete protection from such feelings. On a
good day, you may be well fed, well rested, well supported, and working well
within your range of competence, but during a bad night, exhausted or working
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at the limits of your competence there is nothing to protect you against your
own memories of feeling small, overstretched, and at other people’s mercy.

Our responses to dependency in the present will be heavily colored by early
experiences of dependency. Was it on balance a positive or at least a bearable
experience, in which I mostly felt recognized and dealt with compassionately?
Or was it a frightening or unbearable seeming thing? If on balance I had
sufficient positive experiences in relation to carers and authority figures, I am
likely to be relaxed about dependency, straightforward in expressing my needs
and wants clearly and without aggression, able to hear the other person’s point
of view, and accept disappointment without feeling psychologically “broken.”
This is psychological maturity.

If I am not fortunate enough to have developed this maturity, I will
struggle to deal with difficult experiences such as being denied a much-wanted
treatment. I have little mental elasticity to protect me from all the anxiety and
powerlessness of the small child’s early environment. If these feelings become
overwhelming, I may begin to behave like the threatened, mistrustful infant I
feel like. The doctor may merely be offering a rational view of what he/she sees
as my best interests, but in my mind, he/she is a cruelly withholding parent,
insensitive to my needs. I may develop a child-like vehemence, becoming
distressed and aggressive, and try everything in my power to force or manip-
ulate him/her into delivering the outcome I passionately want. Locked into
an internal drama, I will deploy all the primitive weapons at my disposal to
try and protect myself from what feels like an attack on my fragile coping
mechanisms.

4.1.2. What Not to Do

On a bad day, caught painfully between your own needs and pressures and
your patient’s vehemence, you might find yourself falling into your own trans-
ference responses. You may feel overwhelmed, like a child struggling under
a barrage of criticism, and be tempted to lock horns with your patient in an
unconscious attempt to overpower her with your own weapons of medical
knowledge and intellectual argument, just to win back a bit of psychological
space of your own. You may win the battle and comfort yourself by dismissing
the patient’s irrational behavior, while nevertheless feeling secretly humil-
iated by your own irrationality. And in getting drawn into counterattack, you
probably become much like the harsh parent the patient originally feared. She
may succeed, unwittingly, in turning you into the dismissive doctor she most
feared.

4.1.3. What to Do Instead

The only alternative to unwittingly accept the role of villain in your patient’s
transference drama is to notice what is happening and keep thinking. If things
go well, you may spot the signs of “child-like vehemence” in your patient’s
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responses, remind yourself that this is really about a power struggle with a
past parent, and avoid taking her negative reactions personally. Ideally, you
may even be able to see the small, powerless, frightened child she feels she
is and find a helpful response—a kindly acknowledgment of the difficulty of
her situation.

4.1.4. Positive Transference

Not all of a patient’s transference responses are negative—she may view you
as a benign parent figure who has solved her menorrhagia with your new
magical microwave treatment, given her a much-wanted baby with IVF, or
even saved her life. You may be her hero or heroine and reap the reward of
effusive gratitude. This kind of “positive transference” is less of a problem
than a well-earned perk of practicing medicine. But it does no harm to notice
where positive responses may be inflated by transference, if only to protect
yourself from distorting your clinical judgment in order to preserve your
heroic status.

4.1.5. Fair Comment

Nor do all of a patient’s responses to a doctor, however negative, arise in
transference; there may be either positive or negative feelings born of the real
situation. Try and remain open to the possibility that a patient’s response
might be fair comment on your own behavior or consulting style.

4.2. Countertransference and How to Use It

If transference is “what your patient unconsciously makes of you,” counter-
transference is what you make of her. There is controversy within psycho-
analysis about the exact nature of countertransference, but what is agreed
is that our responses to the patient, such as irritation or protectiveness, can
sometimes tell us something about the patient’s psychological situation, as
well as our own (E).

For example, a woman I saw with vaginismus seemed to me both very
organized and “grown up” and very young and “little-girlish,” at the same
time. In taking her history, I noticed a tendency in myself to tread gently
and carefully in a conversation which has the capacity to feel “penetrative.” I
took a long time to get round to the physical examination and carried it out
especially gently and slowly. Commenting on my awareness of this “woman-
gir]” contradiction led to my patient describing a sense of being a girl trapped
in a woman’s body and going on to disclose a previously undisclosed history
of sexual abuse in childhood.

The point is not that such countertransference responses are good or bad,
but that they are informative. In this consultation, mine suggested to me that
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“this is a woman who needs things not to go too fast, or perhaps a woman
who feels too ‘small’ for sex, in emotional as well as literal ways.”

Your countertransference will not deliver a diagnosis, but it may help you
ask the patient the right questions which will make it possible for the patient
to tell you what the matter is. When it works, it does so both because your
observations are careful and accurate and because your patient, sensing your
care and accuracy, develops the trust without which she cannot tell you more.
She will sense that you are listening carefully to both spoken and unspoken
things—her words and her body language (such as vaginismus itself)—in
other words, to her as a whole person.

4.3. Somatization and Embodiment

Somatization, or hysteria, as it was originally known, occurs when the mind
fails to contain the anxiety or distress we are exposed to, and “the organism
begins to think” ). our psychological sense of self or of “wholeness” has
its earliest origins in bodily experiences of pleasure, pain, care, or neglect.
Primitive anxiety first arises when we are hungry and there is no breast to feed
us (@), and all subsequent anxieties can remind us of these early psychological
dramas. However, developmentally, we learn about our experience to contain
our own anxiety with the help of thinking @.

If we are unable to fully achieve this maturity, or if distress is overwhelming,
we may go back, or regress, to the condition of the psychologically immature
infant and express our distress in bodily symptoms or “somatize” it. Because
distress can no more be “disposed of” than matter, it will express itself physi-
cally if it cannot be contained and expressed mentally or verbally. The more
unthinkable the thought or feeling, the more likely it is to be “encoded” in
physical symptoms.

4,3.1. How to Address Somatized Distress

BOX 2

In managing somatization, remember

e What cannot be held in mind may well be held in body.

e Body language and actions can be read, potentially offering insights into
the behavior.

e It is likely that everything makes sense, if only it can be understood.

e You will need to switch into an imaginative, intuitive part of your brain.

e Your patient is likely to appreciate your efforts toward understanding,
even where understanding remains partial or limited.
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What can you hope to do as a gynecologist, faced with a patient presenting
with somatic symptoms untraceable to any known pathology? Having taken
all appropriate steps to exclude organic pathology, try the following.

First, briefly notice your own feelings. You may feel frustration at what
appears an “illegitimate” use of your time, or you may simply feel overwhelmed
and “set up”—expected to produce a biological solution to a psychological
problem. Your feelings are allowed, and probably inevitable.

Next, resist the temptation to dispose of the problem, mentally, by labeling
your patient as “heartsink patient” (7). Acknowledge that although you might
prefer to delegate this problem to a psychiatrist, midwife, or counselor
(perhaps useful avenues to explore later), for the time being you are the
doctor she has chosen to come and see because she is unable yet to make
any connection between her distress and her symptom. You are therefore in a
unique position to help her make that connection.

Now set aside the fact that her symptoms make no biological sense, and
try looking for psychological “sense” in them, by switching from the rational
into the imaginative part of your mind. Ask yourself what her main symptom
could be the literal expression of, and wonder (if it feels appropriate, aloud,
with the patient) if that has any connection with another part of her life.
Is vaginismus about “keeping something out”? Nausea and vomiting about
“getting rid of something”? Overeating as “feeling undernourished,” or “pelvic
pain” as “pain in her femininity”? And if so, in what way?

Your intuition and imagination, however sensitive a tool, will not in itself
give you the diagnosis, nor will it cut through the resistance of a patient who
is determined not to see what her underlying distress is really about. What it
can do is point you in the right conversational direction to help the patient
remake her own broken connection between mind and body.

To reach this point of insight, your patient needs to be able to trust you to
take her physical well-being and the possibility that there may be some organic
pathology, seriously. It may be helpful to demonstrate this by explaining your
diagnostic thinking, much like looking explicitly in your driving mirror during
a driving test. It will also be important not to get too attached to your own
psychosomatic hypotheses and try and force them on her; instead, simply
use your careful observation to inform the conversation. Remember that the
ultimate authority and responsibility for a psychosomatic diagnosis is never
wholly with the doctor, but between the doctor and the patient. If the patient
senses that you accept this, she is likely to be more trustful and forthcoming
about her hidden distresses.

4.4. Defenses

We are used to the word “defensive” as a description for someone who seems
unjustifiably edgy or hostile—as though that person were warding off an
imaginary attack. We rarely face or think about these defenses in their most



4. Psychoanalysis for Emergencies 39

extreme manifestations. Psychoanalysis thinks of defenses as the means of
maintaining psychic equilibrium (d). All of us have, and need, ego defenses to
maintain our sense of self—a kind of homeostasis or stability in our internal
world. Defenses are what we employ to restore lost balance, when something
or someone threatens our sense of self. We all quite naturally and healthily
seek to protect ourselves from anything we perceive as undeserved hostility,
and rebuff such insults with defenses such as sharp tone or a withdrawal
from contact with the person whose behavior we feel has insulted us. These
are examples of a flexible, adult form of defensiveness, which respond to the
“real” level of threat. They are aimed at re-establishing a sense of fairness and
are likely to be amenable to negotiation—e.g., if the other persons were to
explain their behaviors in a way which offered us a different view or were to
make a conciliatory gesture.

BOX 3

In dealing with defenses, remember

e We all need defenses and are entitled to them.

e Mature “on a good day” defenses are flexible and reasonable.

e Extreme pressure can trigger primitive  life and death” defenses laced
with terror and/or aggression.

e Obstetrics and gynecology is rich in situations which can evoke traumatic
memories, and therefore you are likely to meet patients’ primitive
defenses.

e Maintaining compassion for yourself will help you maintain compassion
for your patient.

4.4.1. Mature Ego Defenses

Familiar examples of defenses of the mature ego include denial (choosing to
ignorea painful feeling, such as grief), repression (“banning” a feeling completely
from consciousness), sublimation (using an inconvenient feeling to fuel a
constructive activity such as a creative or career goal), regression (returning
to an earlier psychological age in the face of a threat), intellectualization
(using thought as a means of avoiding feeling), or reaction formation, which
might manifest as being assiduously polite to someone we particularly dislike.

4.4.2. Primitive Defenses

In addition to these adult defenses, we all have more or less hidden primitive
defenses, which respond to a perceived attack on our very existence, and are
aimed at warding off a sense of annihilation. These defenses, when activated,
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look much more like the uncontrolled distress and rage of the infant and can
be fearsome to deal with in a grown person.

It is important to recognize that any of us could reach this “snapping point”
of feeling not merely aggrieved, but broken or annihilated, if pushed far enough,
e.g., via emotional or physical cruelty. Beneath the distresses and anxieties we
feel able to “manage” with our adult defense systems, we all have a level of
distress we could no longer manage and which would constitute trauma. For
most people, it would take an extreme insult to provoke this, but the more
fragile a person’s sense of self, the more prey they are to feeling threatened
by small triggers. Primitive defenses, unlike adult defenses, are desperate
and heedless, and the person will often seem quite literally “beside herself.”

A person whose primitive defenses have been thoroughly activated—e.g.,
by pain and fear—can no longer be reasoned with because she is no longer in
touch with the “adult” part of herself. She is unable to deal with anyone else’s
needs or thoughts because her whole psyche is flooded with the life and death
struggle to prevent herself from being psychologically “broken” or trauma-
tized. We see this occasionally in the labor ward and learn intuitively that this
is no moment for rational conversation, but instead for kind containment.

4.4.2.1. What to Do with Primitive Defenses

If a woman in labor is “beside herself,” perhaps screaming and warding off all
interventions, we need to access a different level of awareness in ourselves. As
her carers, we need to hold in mind both the panic-stricken small child and the
grown woman that she is in the same moment and seek to address the needs
of both parts of her rather than prioritizing the need we feel more competent
to meet. If we can achieve this, we help her to “hold herself together” in
a moment where she might otherwise become traumatized, “broken,” and a
candidate for postpartum posttraumatic stress disorder. It can be tempting,
especially as a litigation-aware obstetrician, to side with the woman’s rational,
biological need for a safe delivery and a healthy baby—over her immediate,
inarticulate infantile needs, which, however desperate, are much harder to
discern or feel confident that we can begin to address.

4.5. Trauma and Psychological Space

Trauma occurs where the degree of emotional pain exceeds our ego defenses’
ability to cope, and we feel shattered, or annihilated, or psychologically
“railroaded.” Trauma is neither a feature of the event itself nor of the person,
but of the interaction between the two. One person’s passing distress—a
difficult forceps delivery, being shut in a lift, or witnessing a terrorist attack—
is another person’s lifelong trauma. We therefore cannot ultimately know
what will traumatize a patient because it depends on too many imponderables,
including her psychological maturity and traumas (such as sexual abuse) she
may have suffered in the past.
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4.5.1. How to Help Prevent Trauma

What we can do is to notice the difference between the kind of inevitable
distress or pain which is commonplace in the labor ward or medical emergency
and that other “beside oneself” quality which might signal the risk of trauma;
and to take whatever steps we can to restore a sense of control to the woman
and psychological space to the situation.

Awareness of psychological trauma matters to the practicing obstetrician
because of the increasing interest in obstetric posttraumatic distress disorder
() and the key preventive role of the clinician managing the delivery. Other
professionals can, at best, hope to offer post hoc “debriefing,” as secondary
prevention or treatment of the subsequent mental health problem, and the
efficacy of these post hoc interventions in obstetrics is questionable (wd). 1t
is tempting to think, during a difficult delivery on a busy labor ward with a
woman who is beside herself with anxiety, that there is “nothing I can do,
beyond getting on with the job as quickly as possible” or that “the midwife will
offer psychological care, while I deliver the baby.” But to delegate psychological
management wholly to someone else is to underestimate your own power to
make a difference to the psychological experience, in apparently small but
crucial ways.

Think of the exhausted primigravida in a prolonged second stage, with
a possible malposition, distressed and refusing all interventions. Instead of
bustling into the room and announcing from the other side the need for
vaginal examination while you wash your hands to don the sterile gloves, take
a moment to come close to the bed, perhaps bending to make eye contact
or nonintrusive physical contact, such as a hand on her arm. Address her by
name, let her know that you are aware of her distress, and what you have
come for: “Anna, I can see you're struggling. Can I talk to you for a moment?”
Already you are creating psychological space.

If she says “Wait a minute, I’ve got another contraction coming,” then do
s0, if possible. Even if you are busy and anxious, brief patience is an excellent
investment in her cooperation with the next step. Address her clearly, warmly,
honestly, and briefly. Do not tell her “what is going to happen,” but ask her
permission for what you propose and why. Do not exaggerate or try and scare
her, which may feel bullying and backfire, but simply be honest: “I'm worried
that your baby is getting distressed. I need to know how far down the birth
canal the baby is, so that I know. Will you let me examine you?”

Very rarely, a woman will refuse examination or treatment point-blank,
despite your best efforts. You will rightly try and persuade her and, if a real
impasse develops, involve a senior colleague. But for the most part, a woman
who trusts her obstetrician and feels that her rights over her own body are
being respected will consent, however reluctantly, to what you clearly and
earnestly recommend.

You can create further space, and trust, during the feared examination by
telling her honestly what you propose to do and offering her some control
over what she can bear: “I'm going to have to push quite firmly to be sure
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which way round the baby is lying, and it might hurt for a moment” (try to
avoid the dishonest use of the word “uncomfortable”). “If you say ‘stop,” I'll
stop. But bear with me if you can.” Far from inviting resistance, these goodwill
gestures are likely to invite cooperation.

This kind of awareness, coupled with a small amount of self-discipline, can
bring compassion and cooperation into the psychological emergency which
sometimes accompanies an obstetric emergency. With luck, you have achieved
a safe delivery, prevented avoidable psychological trauma, and both you and
your patient know that—however painful the experience—you were her ally,
and not her persecutor.

Clearly, you have neither time nor responsibility nor permission to inves-
tigate your patients’ deeper distresses in the manner of a psychotherapist. But
like it or not, there are times when those distresses will claim your attention
willy-nilly. In learning to recognize their symptoms and signs, you may find
you can return to your primary clinical purpose sooner. You may even find
you enjoy the challenge of bringing space to a claustrophobic discussion,
thinking laterally where thinking has got lost, and bridging the gap between
mind and body.

References

1. Klein M. The origins of transference. Int J Psychoanal. 1952;33:433-438.

2. Balint M. The Doctor, His Patient and the Illness. New York, NY: International
Universities Press; 1957.

3. Heimann P. On counter-transference. Int J Psychoanal. 1950;31:81-84.

4. Ferenczi S. In: Dupont J, ed. The Clinical Diary. London: Harvard University Press;
1988.

5. Hinshelwood R. A Dictionary of Kleinian Thought. London: Free Association Books;
1989.

6. Bion W. A theory of thinking. Int J Psychoanal. 1962;43:306-310. Reprinted in
Second Thoughts, 1967.

7. ODowd T. Five years of heartsink patients in general practice. BMJ.
1988;297(6647):528-530.

8. Spitz RA. Some early prototypes of ego defenses. ] Am Psychoanal Assoc.
1961;9:626-651.

9. Reynolds JL. Post-traumatic stress disorder after childbirth: the phenomenon of
traumatic birth. CMA]J. 1997;156(6):831-835.

10. Small R, Lumley ], Donohue L, Potter A, Waldenstrom U. Randomised controlled
trial of midwife led debriefing to reduce maternal depression after operative child-
birth. BM]J. 2000;321:1043-1047.



5
Sexuality

Kevan R. Wylie

Few commentators would argue that puberty and the change from a girl to a
woman is possibly one of the most challenging transitions within the life cycle.
The various demands of school, home, peers, and for many the frustration
in the delay of puberty compared to their friends mean that the excitement
and uniqueness of becoming a woman is lost amongst many of the other life
stressors. As a consequence, in modern day life, this transition has become
an ordeal rather than a transition of anticipation and bewilderment. Many
cultures go further to circumvent the process of adolescence and puberty with
sexual emancipation and potential.

It is hardly surprising therefore that the transition to adult sexuality is
complicated and the potential pleasure attainable as a young woman is lost
amongst many of the social and cultural taboos which attempt to distance all
pleasure from sexuality. The consequence is not just the potential of sexual
dysfunctions but also a number of psychosomatic presentations where listing
sexuality as the token problem is far from the root cause of the symptoms.

Imagine the scenario then when such symptoms appear and the young
woman is able to share with her mother her concerns of being different
from her friends. When this is brought to the physician, one response would
be to dismiss it with the suggestion that such pathology is a variation of
normality. Such a dismissal may be due to embarrassment or difficulty for the
physician in being able to deal with what is being talked about within the room.
Even if it is “normal,” there are clearly concerns and these need exploring.
An increasing number of women are choosing to share their concerns with
a female physician. This may be due to less embarrassment or knowledge
assumed because of the same gender or may reflect the natural communication
style of women doctors being more sharing.

However, there is a secondary consequence on male physicians in their
confidence in obtaining and dealing with sexually related problems. This is
not fair on good male doctors; this culturally inhibits women from good help
which can be provided by male doctors; and this is not helpful in providing a
service. Their consultations are further hampered by the need for chaperons
(note: RCOG guidelines advise chaperons for all physicians, not just men),
which inevitably changes the doctor-patient relationship. Just because you are
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a woman does not make you an expert either! Moreover, many female doctors
feel undertrained and inadequate in this area as well.

All doctors practicing in the O&G field should have enough knowledge and
confidence to start to help with sexual problems, as sexuality is inevitably
bound up in this specialty. We must ask if the problem of confidence rests with
the physician or within modern society. Embarrassment, lack of awareness of
comorbid conditions, lack of emphasis on enhancing quality of life, fear of
longer consultations are just some of the factors which may be as important as
lack of knowledge or skills about talking to patients about sex or actually using
strategies to avoid talking about sex. Asking open questions and confirming
that it is acceptable to speak about such problems can be very helpful for
women. Perhaps the key to solving this conundrum is the recognition that
regular clinical supervision by a peer group is essential in modern day
health care.

So what are the problems that may present themselves to a typical gyneco-
logical or general practice consultation that may be labeled as a psychosomatic,
dysmorphophobic, or dysfunctional presentation? Some clinical conditions
would include dissatisfaction with the size or shape of the labia, the smell
or discharge emanating from the vagina, and issues around menstruation or
potential pregnancy. There appears to be no evidence to counter the argument
that early discussion and acknowledgment of sexual matters for young adoles-
cents is beneficial.

More common conditions involve pain that is associated with sexual
activity and will invariably bring patients to physicians seeking explanation
and assurance. However, many clinicians will have no training or under-
standing of how to deal with such problems, and a negative or embar-
rassed response is likely to be further detrimental and damaging to the
woman. Dyspareunia and the related pain syndromes are some of the most
challenging clinical areas for physicians and sexologists to come to terms with
and provide validated and, where possible, evidence-based information and
guidance.

Broaching the subject of sexual matters with patients can sometimes be
difficult. It is necessary for the clinician to approach such matters in a sensitive
yet confident manner. By normalizing the possibility of sexual problems with
statements such as “I just wanted to mention to you that several of my
patients have remarked about sexual problems during their care. If this is
something that is troubling you, we should talk about it sometime.” It may
be worth remarking that “I note that it is commonly the case that patients
with gynecological matters can also have some problems in their sexual lives.
Is this the case with you?” or the matter can be broached by a sentence such
as “Tell me how things are for you at home.” If necessary, it may be worth-
while specifying that you want to know about their intimate relationships,
particularly in women who have had interventional procedures affecting the
pelvis. Such intervention could be surgery, irradiation, or drugs which are
known to affect sexual function such as tricyclic antidepressants for pain
syndromes or SSRIs for late luteal phase dysphoric disorder or depressive
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conditions. A third approach would be to ask “What is bothering you? I
wonder if this is something that is so personal to you that you feel it is
difficult to raise this with me?” or “Many patients feel that it may be wrong
to talk to their physician about sexual problems, but I want to assure you
that many of my patients have told me about these kind of problems before
and it is entirely appropriate for you to tell me about these so that we can
try and help you.” If time runs out in the normal consultation, then offer
to make a second appointment or even a longer double appointment in the
near future. This is particularly important when patients themselves raise the
subject. If you feel it inappropriate or uncomfortable about offering such
a session within the clinic, then the offer to seek alternative advice and to
refer to specialist services is important. Remember that on some occasions,
a sexual problem may be the primary purpose for seeking the advice of a
gynecologist even if the presenting symptom is some other urogynecological
problem.

Many would argue that the underlying problem is a failure to sufficiently
educate patients and the population at large. Self-reassurance from some
baseline knowledge will allow the woman to exchange with her clinician in an
informed and mutually cooperative way.

Invariably some clinical scenarios will develop where the physician has no
previous experience or confidence to deal with the problem. Examples may
include persistent sexual arousal syndrome or pain in the clitoris or at the
time of orgasm. Importantly, identification of local resources that may be
available and accessed in these more difficult cases will help both the patient
and the clinician. Similarly, membership of a supervision group to explore not
only the detail and content of the problem but also the processes, emotions,
and rationalization that take place—in order to appear a competent and
informed clinician—is an ideal opportunity for the professional development
of clinicians.

In certain circumstances, there may actually be a sexual concern, dissat-
isfaction, disorder, or dysfunction (SCDDD) of the sexual processes. Whilst
criticized by some, to clinicians this term describes a number of defined
problems. It is then possible to try and understand these and offer
interventions.

Sexual dysfunction in women is, according to many studies, a common
experience. Whilst the definition of the dysfunction may vary widely,
prevalence rates of 43% (1) and 41% (2) among women are cited.
However, these rates are questioned by many, most vociferously by
Moynihan (3). Many of the symptoms are commonly experienced in
comorbid conditions such as depressive mood disorder and premenstrual
dysphoric disorder(PMDD) as well as perimenopausal depressive disorder.
Often the problem is more of sexual satisfaction and communication
within interpersonal relationships, and these, alongside environmental
factors, can make the correct detection and diagnosis of these conditions
difficult.
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5.1. Normal Female Sexual Response

The first accounts of female sexual response by Masters and Johnson (4)
reported a linear progression from excitation, arousal reaching a plateau
stage, orgasm, and resolution. Kaplan’s model (5) introduced the concept
of desire bringing about arousal. More recently, Basson (6) has proposed
that the spontaneous sexual arousal experienced by women, where recog-
nized, will in favorable circumstances bring about a desire for sexual activity
and behavior, especially when this is focused on enhancing intimacy and
pleasurable outcome.

5.2. (lassification and Diagnosis

The diagnosis of sexual dysfunction in women is defined as a disorder of one
or more of sexual desire, arousal, orgasm, and/or a sexual pain (dyspareunia
or vaginismus). The condition must result in significant personal distress and
have a negative impact on the woman’s health and her quality of life. The
coexistence of two or more of these disorders must be recognized in any
assessment process and an evaluation of both the interpersonal relationship
and the sexual well-being of the partner recorded. The diagnosis of one or more
of these conditions is made primarily on the clinical history and by careful
enquiry into each of the clinical areas. Many women will use euphemisms
when discussing sexual issues until the patient and clinician are comfortable
in using more specific and explicit enquiry and language. Simple questions
such as “Are you happy with your sexual life?” can be used in general consul-
tations as an opening opportunity for patients to raise specific matters. With
hypoactive sexual desire disorder (HSSD), it is important to establish the
biological motivational (emotional and affective matters and the need for
intimacy) as well as the cognitive (wishes and fears about sexual behavior)
components.

The existence of any endocrinological disturbance, in particular of sex
steroids, prolactin, and thyroid disease, is important, particularly with
hypoactive sexual desire disorder. Other chronic medical conditions including
cardiovascular disease, anemia, and postsurgical menopause following
bilateral ovariectomy will need specific enquiry. Mental health problems,
especially depression and substance misuse, are common contributors to
HSSD. Psychological experiences, life events including work stresses and
previous trauma and abuse are important factors. In arousal disorder and
anorgasmia, specific enquiry around vascular and neurological disease is
essential. For example, diabetes mellitus can bring about a sensory and
autonomic neuropathy as well as small blood vessel disease. This can affect
both the possibility for vasocongestion to occur and the perception by the
woman of this physical change. In the case of vaginismus, which is a specific
contraction of the muscles around the entry point into the vagina, a history



5. Sexuality 47

of difficulties of using tampons or having cervical inspection for smears may
be recalled. In cases of dyspareunia, the numerous gynecology etiologies must
be considered for introital, vaginal, and deep pelvic pain.

The role of questionnaires as an adjunctive tool in diagnosis and assessment
of severity and trouble caused by sexual problems in women is advocated
by clinicians in the field. Some examples would include the Female Sexual
Function Index (7), the Sexual Satisfaction Scale for Women (SSS-W; (8)),
and the Scale for Quality of Sexual Function (QSF) which has been developed
specifically as an outcome measure for therapies in men and women (9).

5.3. Examination and Investigation

There are few situations where a clinical examination would be contraindi-
cated. An assessment of general constitution and cardiovascular status is
essential. General inspection of the introital area and mons pubis is essential
for localized pathology or evidence of local infection. The timing of any
genital examination should be carefully considered and may be carried out by
the general practitioner during routine screening procedures or as part of a
specific therapeutic process (e.g., using the method employed by the Institute
of Psychosexual Medicine).

Sexual aversion is often accompanied by autonomic symptoms, the patient
experiencing a feeling of fear and anguish. It may not be evident to either the
patient or the clinician until a routine vaginal examination (or gynecological
examination) is attempted.

Assessment of androgen function, estrogen function, as well as prolactin
and thyroid levels is a baseline measure in cases of HSSD and arousal disorder.
For anorgasmia, evidence of autonomic neuropathy may be detected by a full
blood count and folate/B12 and testosterone levels. In all cases, blood glucose
estimation should be taken. The acidity of the vagina should be assessed
with the normal pH less than 4.5. Assessment of vascular function using
photoplethysmography and vaginal thermal clearance are more specialized
procedures available only in secondary services. The reader is referred to a
review by Nappi et al. (10).

5.4. Treatment Options

In most cases, the opportunity for individual psychotherapeutic work and
couple psychotherapy will often be welcomed and useful in any package
of care. Concurrent techniques of sex therapy including sensate focus are
often beneficial. Information about sexual arousal, function, and treatments is
easily available now with various self-help sites on the Internet and books, as
well as instructional videotapes and DVDs. In HSSD where there is evidence
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of androgen deficiency, with the testosterone levels being within the lower
quarter of the normal range (usually less than 0.9 nmol/l), consideration
of androgen therapy may be appropriate, especially in the postmenopausal
state. Adequate estrogenization is necessary with localized therapies equally
helpful for vaginal atrophy and dryness where systemic effects are not desired.
Androgen replacement is typically given in the form of subcutaneous pellets or
more recently low doses of androgen gel although this is currently unlicensed.
DHEA tablets are another source of precursor androgens. Other medica-
tions that may be beneficial include bupropion apomorphine and, in a
postmenopausal woman, tibolone.

In arousal disorder where there are problems with lubrication and
concomitant dryness with pain, the use of lubricants is highly recommended.
There are a number of these that mimic the nature of vaginal fluid rather
than using agents such as KY gel, which can be sticky. A more recent
personal lubricant KY warming liquid is the first lubricant to be approved as
a medical device by the FDA in the USA. Estradiol therapy may be appro-
priate (usually topically). Off-license medication may be useful to enhance
congestion including PGE5 inhibitors, apomorphine, ephedrine, phentolamine
(all off license). Sex aids and vibrators may be useful as may pelvic floor
exercises, using the classic Kegel techniques (or modified). The Eros-CTD has
also been shown to be beneficial in increasing blood flow to the genital area.

In orgasmic disorder, medications which may help lower the threshold
for orgasm include ephedrine, bupropion, yohimbine and bethanecol (all off
license). Where there is specific antidepressant-induced anorgasmia, cypro-
heptadine has been found to be helpful (as has yohimbine). The use of
vibration and modified Kegel exercises may be beneficial. The role of cognitive
behavioral therapy, particularly in promoting changes in attitudes in sexually
relevant thoughts, is very relevant in this condition, as is self-exploration with
desensitization and guided sexual self-stimulation.

In dyspareunia where gynecological conditions have been excluded or are
managed concurrently, topical local anesthetics, estrogen therapy, and lubri-
cants may be beneficial. Vaginismus is usually treated using sexual therapy
and vaginal trainers and dilators.

It should also be noted that in the small number of women where there are
intersex states, or at a later stage during adolescence where gender dysphoria
is clearly identified and diagnosed, referral and provision of services within
specialist care may be crucial to care.

Despite all this, it may be impossible with short consultation times or
with limited clinical experience to feel confident to approach such matters.
The physician-patient relationship is essential to uncover sexual difficulties
and it is crucial for physicians to be aware of the importance that sexual
well-being has for the quality of life and health for all women. Many
problems will continue to be underdiagnosed or recognized. There are training
opportunities available to clinicians (11) but recent surveys (12) would suggest
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that attempting to persuade clinicians, other than the interested few, would be
counterproductive at least in delivery of care to patients. Raised awareness is
important and clinically necessary. With the development of regional clinical
services, this may become something less commonplace in the future, but at
the moment many patients end up seeking help in primary clinical health care.

It can be seen from the above that there are occasions when clinicians, and
in particular gynecologists, may need to refer to more specialist services. This
may be when there are persistent sexual concerns, dissatisfaction, disorders,
or dysfunction which the attending physician is unable to deal with. Certain
interventions or psychological interpretations may be rejected or considered
unhelpful by patients. This is not to say that the treatment offered is not correct
or potentially effective, but just that the appropriateness or acceptability to
the patient in the current clinical setting is less than optimal.

In order to ensure onward referral is successful, it is necessary to discuss
with the patient your intention to refer. This may be by letter to established
services or by encouraging the patient to make a self-referral to those agencies
that will accept such. Self-referral agencies may include family planning
services and genitourinary medicine services where there are psychosexual
clinicians working within the service. Referral within the National Health
Service (NHS) to sexual problem services will depend on local availability and
awareness of such services. These may traditionally be based within gyneco-
logical, urological, or psychiatric health settings. Where no local services exist,
the clinician is faced with either out-of-town referrals or recommendations to
seek psychosexual and relationship therapy in the independent sector (through
BASRT, http://www.basrt.org.uk, or the Institute of Psychosexual Medicine
(IPM), http://www.ipm.org.uk).

Patients can usually expect to receive a letter from these services, regardless
of where they are based, inviting them to attend for an appointment, which
usually lasts 45-60 minutes. A leaflet outlining the services and the extent of
services provided should be offered, and the invitation to attend with their
partner is often encouraged. The promise of a nonjudgmental and empathic
listening clinician, providing services which are private, confidential, and at
a convenient time, is most likely to lead to high attendance rates. Whilst the
various treatment options and effectiveness of clinical interventions across
the field of sexual medicine is somewhat limited (outside the clinical field of
erectile dysfunction and to a lesser extent rapid ejaculation), patients need
to be assured that however personal they may feel their problems to be,
all clinicians working within the NHS and affiliated to national associated
groups such as IPM and BASRT adhere to a strict code of ethics and practice
and regularly undertake supervision of their work. Such reassurance is often
beneficial in ensuring patients keep their first appointment.

An ideal future development would forge closer links between experts in
sexual medicine and psychosexual therapy and gynecologists, with the devel-
opment of provision of services within one clinical setting that could facilitate
interdisciplinary clinical care.
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6
Disability, Normality, and Difference

Tom Shakespeare

The use of the word normal poses a semantic problem. No end of miscon-
ceptions and lax thinking is caused by the belief in something called “normal
man” or “normal human nature.

Theodosius Dobzhansky, 1962

This chapter explores social and psychological aspects of disability, in the
context of obstetrics and gynecology. First, I discuss concepts of normality and
disability, exploring how values and contexts determine how those ideas are
defined and experienced. Second, I look at three areas of practice: sexuality,
parenting, and genetic screening. The field of disability studies has developed
considerably in recent decades, primarily due to the activism of disabled
people themselves (EHZ) The world of medicine has, perhaps, been slow to
engage with this new agenda. The assumption that disability is an individual
health problem continues to dominate. While disabled people will often need
medical intervention, a new relationship between disabled people and profes-
sionals is required in which disability is seen holistically, and disabled people
are accepted as experts of their own lives.

6.1. Normality and Difference

Normality may be a “taken-for-granted” concept, but it is more complicated
than it might at first appear @). For example, normality might be taken to
mean average, in the sense of a statistical mean. It could equate to what is
conventional or common, in the sense of a statistical mode. It could mean
“not extreme,” in the sense of a statistical median. Broadly, “normal” conveys
an idea about what is acceptable and natural—the status quo.

Normality is a concept with a history. The word “normal,” in the sense
of “standard, regular, or usual” was coined in 1840, followed by “norm”
(1855), “normality” (1849), and “normalcy” (1857). Before this period, people
sought perfection, rather than normality. For example, from Classical Greece,
Plato’s conception of “the forms” implied an ideal which people might aim at
but would always fall short of. For example, Venus was the ideal of beauty.
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A famous 1789 painting by Francois Andre Vincent in the Louvre Museum
depicts the painter Zeuxis choosing as his model the most beautiful girls from
the town of Crotona. It was thought that no woman was perfect, and therefore
the painter chose the face of one, the hair of another, the body of a third, and
so on, to represent the ideal.

The birth of statistics in the nineteenth century gave impetus to the notion
of normality. Adolphe Quetelet (1796-1847) offered the notion of “'homme
moyen” or average man. This reflected the emergence of the bourgeoise, the
middle class between the aristocracy and the workers or peasants, and their
values. Whereas the ideal had been unattainable, the notion of the average
implied that the majority of the population could be part of the norm. In
Britain, the Royal London Statistical Society was founded in 1835, and the
General Register Office in 1837. Statisticians such as Francis Galton, Karl
Pearson, and R.A. Fisher were associated not just with the new mathematical
concepts such as the bell curve and standard deviation, but also with ideas
about eugenics. Social and scientific concern centered on outliers from normal
distribution, in particular subnormal individuals and populations.

Understanding this history helps in deconstructing ideas about normality.
First, it is clear that “normality” is a moving target. Looking at Anne
Hathaway’s cottage or medieval suits of armor or indeed the late twentieth
century expansion in women’s dress sizes demonstrates that Britons have
had different physiques over the last 500 years. Second, many average values
are in fact pathological. The average weight, blood pressure, and blood
cholesterol values are unhealthy in many Western countries. It is clear that
“normal” does not mean “healthy,” and indeed that there is variability in
how individuals attain health. Nor does “normal” equate to “natural™ it is
becoming “normal” for women to delay reproduction until mid or late thirties;
it is becoming “normal” to have elective cesarean in some countries; it may
even become “normal” to use assistive reproductive technologies. Normal
is always a cultural and historical concept, and bodily normality differs for
different individuals.

This counsels us to be careful in our thinking about “normal” people. In
Western thought, it is taken for granted that normal human beings are healthy,
independent, and rational. Many theories in politics and philosophy, as well
as medicine rely on this assumption. Normality is defined as able-bodied. Yet
perhaps this is a myth.

Within every life, there are periods of dependency. Typically, children and
older people rely on the support of others. Those with responsibility for
children or older people may themselves need the support of others. Everyone,
when they are ill or injured, may require support and help. In complex modern
societies based on division of labor, no one is fully independent. We rely on
shops and buses and all sorts of other assistance every day of our lives. In other
words, dependency or at best interdependency is normal for human beings.
The good life depends on caring solidarity, in which families, neighbors, and
local services are able to care for each other and provide necessary support
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to those who need help and those who help them. Over a lifetime, everyone
finds themselves in both roles (E).

The polar distinction between normal and abnormal bodies and minds is
misleading. People have a range of abilities and body types and personalities.
Everyone has limitations. Everyone is vulnerable to injury and disease, and
we will each inevitably die at some point. The term “temporarily able-bodied”
reminds us that everyone is vulnerable to becoming disabled, through accident,
disease or ageing. Impairment is a continuum, along which people move in
both directions, not a matter of two separate groups of disabled and able-
bodied people. Disability is a highly complex and diverse phenomenon, not
a unitary concept. People are limited in different ways, through physical,
sensory, intellectual limitation, and through mental illness; these states can
be congenital or acquired, stable or fluctuating or degenerative, visible or
invisible. Disability is complex and scalar, not absolute and unitary @).

It is dangerous to generalize about disabled people, because impairment
comes in so many forms, and because each individual reacts differently to
their experience of impairment. The extent to which disability is a problem
depends on the complex interplay between the individual’s impairment and
their personal resources for dealing with it, and the wider context of the
social and physical environment in which they live. For many people living
with impairment, particularly those born with their condition, disability is
normal: they cannot imagine living in any other way, and they do not see
their disability as a problem. There are many studies which demonstrate that
disabled people very often rate themselves as having a good quality of life,
even though to others they may appear to have a low quality of life.

6.2. Disability as a Human Rights Issue

Over recent decades, disabled people have mobilized to challenge the idea
of disability as deficit or deviance. Political action to achieve civil rights has
established disability as an issue of equal citizenship and equal opportunities,
not as an individual problem to be solved by medicine ().

In particular, disabled people have objected to the medicalization of their
lives. Often, the solution to the problems which disabled people face is best
achieved through barrier removal, not through treatment, rehabilitation or
counseling. Clearly, disabled people often need medical interventions, but
these will not always be related to their impairments, because disabled people
have the same medical needs as nondisabled people.

Doctors are not the experts on disability, disabled people are. Histori-
cally, disabled people have often not been consulted about their treatments,
or their living choices, or other aspects of their daily lives. Parents, carers
or professionals have dominated the lives of disabled people. Listening to
disabled people is a very important principle. Almost all disabled people are
capable of understanding options and expressing preferences. For example,
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there has been extensive work to support people with learning difficulties
to express their views, and to turn written material into simple language or
pictograms {d).

Disabled activists and academics argue that disabled people are not
abnormal. They have normal needs—housing, education, employment, health,
relationships—only these ordinary needs are not normally met or are met in
ways which are “special” or segregated, not mainstream and ordinary. The
goal for disability rights activists is independent or integrated living. In other
words, disabled people want to live in the community and have control over
their lives. This does not mean being able physically to do everything for
oneself. It may mean employing personal assistants to help you achieve your
own goals, in the way you prefer.

The problems which disabled people experience often do not originate in
their impairments or illnesses. They usually arise from the way society fails to
meet their needs, or places barriers in their way. This has led many disabled
activists to argue that people are disabled by society, not their bodies. This
approach is known as the “social model of disability.” Others argue that it
is important not to lose sight of the predicament which impairment itself
presents. From this perspective, people are disabled by society as well as by
their bodies. Disability operates at different levels and requires a range of
responses: medical, psychological, social, and political.

One set of barriers which disabled people may face results from the attitudes
or prejudice of others. These may be family members, who perhaps overprotect
the disabled person; they may be professionals, who do not listen to the
disabled person or impose their own solutions and values; they may be
members of the public, who are ignorant, fearful, or hostile about disability.
Disabled people can sometimes face abuse and mockery, as well as neglect.

Another set of barriers arises from lack of access to environments or
services. People may have specific needs resulting from their sensory or
mobility impairments. Lack of a ramp or lift or failure to provide information
in different formats or sign language interpretation can unnecessarily disable
people. Legislation such as the Disability Discrimination Act (1995) mandates
barrier removal, yet still schools, hospitals, leisure and transport facilities
often make it difficult for disabled people to use them.

Finally, there are barriers and difficulties arising from poverty. Discrim-
ination in employment means that many disabled people, even disabled
graduates, find it much harder to find work than nondisabled people. Those
disabled people who are in work are often in jobs for which they are overqual-
ified. Lack of flexibility makes it difficult to work part time or to move between
living on benefits and mainstream employment.

Disabled people, particularly those who are unemployed, are consequently
disproportionately likely to be living on low incomes and to be vulnerable to
poverty. Disabled people often have extra costs as a result of their impairment
or illness, such as equipment, heating, taxis, or assistance. Unlike older people,
disabled people are not entitled to extra winter fuel payments, for example.
Whereas other disadvantaged groups have improved their economic position
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over the last decade, disabled people have fallen further behind. Poverty makes
people more vulnerable to disability, but it is also a consequence of disability.

Health professionals may be limited in what they can do to improve the
wider situation for disabled people, outside the immediate clinical encounter.
But they can learn to listen to disabled people and to talk directly to them,
rather than their parent/carer/partner. Professionals can avoid the assumption
that the disability is the problem which has led to the consultation. They
can avoid being patronizing, instead treat the disabled person as they would
any other patient, with respect and recognition for their individuality and
humanity. Professionals can learn from disabled people as well as by sharing
their own clinical expertise with them.

6.3. Disability and Sexuality

Turning to practical issues within obstetrics and gynecology, sex and gender
may be an important starting point. There is a dominant and incorrect cultural
assumption that disabled people must, as a consequence of their impairment,
be either asexual or sometimes sexually deviant. This may arise from the
tendency to infantilize disabled people. It may also reflect an older historical
fear of disabled people reproducing their own kind, dating back to the eugenic
movement of the late nineteenth and early twentieth centuries. Ideas about
eugenics cast a long shadow over the disability/obs and gyn encounter. For
example, people with learning difficulties continue to be at risk of involuntary
sterilization.

The literature and practice which does engage with disabled sexuality tends
to take a rather medicalized view. This focuses on the biological deficits or
functional inabilities of disabled people and remedies such as Viagra or other
medications or aids. Yet a social model perspective would suggest that the
problem of disabled sexuality is less “how to do it” and more “who to do it
with.” A social barriers’ approach would highlight social and psychological
issues such as

e Lack of information and particularly sex education
e Confidence, self-esteem, and body image

e Venue access, transport, and social inclusion

e Money to pay for clothes, drinks, and socializing

In particular, many people make friends through university or employment.
If disabled people are excluded from these settings, they may remain isolated
and lonely. Abuse, and the legacy of abuse, remains a problem for many
disabled people, particularly those with communication difficulties or who
live in residential schools or institutions.

If professionals and policies are to enable sexuality, then new ways of
thinking may be required. For example, ideas about normalization might
suggest that the key is to enable disabled people to access gender and sexual
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roles in the same way as everyone else. But this obscures the possibility that
disabled people might live their gender and sexuality rather differently from
others. It may be preferable to respect and accommodate these differences.

For example, disabled people may have different, less stereotypical, ways
of being men and women. One respondent to our survey of disability and
sexuality (ﬁ) reported:

I think disability is a breed on its own, neither masculine or feminine.

Others felt that their masculinity was different due to their impairment: they
were less macho and had closer relationships with women friends. Disabled
people may also challenge mainstream ideas about body image and beauty.
James Patridge, founder of the Changing Faces charity, has been quoted as
saying:

I am never going to conform to society’s requirements and I'm thrilled because I am
blissfully released from all that crap. That’s the liberation of disfigurement.

In some cases, disabled people may have different ways of having sex. Just as
the threat of HIV forced gay men and others to think more imaginatively about
sex, so the limitations of impairment mean that some disabled people have
to reorient their sexual lives, perhaps away from penetrative sex and toward
more adventurous and varied ways of achieving and giving pleasure. Others
may rely on personal assistants to get them ready for sex and sometimes even
need to use sexual surrogates or prostitutes to achieve sexual expression.

Acceptance of difference means being open to these variations in the way
that some disabled people perform gender and sexuality or achieve intimacy
or family life. Rather than imposing normality or normal expectations on
disabled people, openness to difference offers a potential expansion of what
is possible for all in these areas. The challenge to normality offers advantages
as well as disadvantages.

6.4. Disabled Parents

For many disabled people, their aspirations can be summed up as “a job,
a partner, and a family.” In this, disabled people are exactly like everyone
else. However, there may be medical and social barriers to reproduction. For
example, people with some genetic conditions are infertile. Some disabled
women may have problems during pregnancy or labor.

Yet possible medical problems are only part of the picture. After all,
reproductive technology, donated gametes, cesarean section, or adoption can
overcome many of the practical barriers to becoming a parent. What causes
more problems for many would-be disabled parents is the ignorance and
prejudice of others.

Despite extensive research showing that disabled women and men can
operate safely and successfully as parents (@), health and social services
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agencies—and sometimes family members—sometimes fear that disabled
people might put their children at risk or even inappropriately rely on or
exploit their children in caring roles. But given appropriate support—for
example, aids and adaptations or personal assistance—almost all disabled
people can potentially care for children. There is no reason why disabled
people cannot love and cherish their children, even if they find different ways
of performing caring roles. Children themselves are very adaptable to different
situations and love and value their parents, regardless of their disabilities.

6.5. Disability and Screening

A third area where disability is an issue in obstetrics and gynecology is genetic
testing and prenatal screening (1d). This pertains both to clinical responses to
disabled people who wish to reproduce and to nondisabled people who may be
offered screening to detect pregnancies affected by genetic or developmental
conditions.

Here too it is necessary to challenge assumptions about normality. There
is no “normal” human genome, for example. It is the ubiquitous variation
in genetic endowment that creates individuality. Mutation is the engine of
natural selection. Each person has several hundred mutations in their genome
and is a carrier of several recessive genetic conditions. The vast majority of
disabled children are born to nondisabled parents. Moreover, even harmful
genetic variations may depend on context: a single copy of the sickle cell allele
is protective against the effects of malaria. Understanding the imperfections
and variations in human genetics and human reproduction includes remem-
bering that many conceptions result in abnormal chromosomes, leading to
figures of 50-75% for early stage pregnancy loss. It also suggests that despite
understandable ambitions to achieve the “perfect baby,” there is no such thing.
All babies, and people, are both perfect and flawed. The quest to eliminate
disability through screening is ultimately doomed to failure. After all, while
1-2% of births are affected by congenital abnormality, between 12 and 20%
of the population is disabled in some way.

Disabled activists and commentators have drawn attention to two linked
issues in prenatal diagnosis (HEJE) First, there is a danger of resurgent
eugenics. This may arise from the failure to support informed consent.
Maternity services have been effective in reducing maternal and infant
mortality, but sometimes at the cost of a routinization which deprives
prospective parents of the counseling and support they need to make fully
informed decisions about testing and termination in pregnancy. Prospective
parents should be supported to decline testing and to continue affected
pregnancies, as well as to choose testing or termination. Families with disabled
children should be welcomed and supported at every stage. Second, there is a
linked argument that screening can express a negative message about disability
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and disabled people’s lives. Scientific and medical language and cultural repre-
sentation about disability and genetics have sometimes been discriminatory,
inaccurate, or offensive.

The new knowledge which genetics offers has potential harms as well as
benefits. In addition to information about congenital conditions, it is also
possible to learn clues about late onset problems such as cancer, heart disease,
and dementia. This raises questions about how much we want to know
and where we should draw the line. Every individual is potentially at risk,
which blurs the traditional division between disabled and nondisabled people.
Genetic information is, in this sense, toxic knowledge, not least because it could
potentially lead to discrimination. Faced by this brave new world, the idea of
genetic solidarity may have value as a response to genetic reductionism or to
any future eugenic drive to overcome difference and disability through genetic
cleansing. Disabled people can take a lead in showing that people matter—and
can contribute—regardless of their physical or intellectual endowment.

6.6. Summary

e “Normality” should be deconstructed to reveal its history and the context
which informs judgments.

e Disability is a matter of equality and human rights: people are disabled by
society as well as by their bodies.

e Listening to disabled people is essential for the partnerships which can
ensure effective health improvement.

e Disabled people are sexual beings: services need to recognize sexual rights
and help people develop intimate relationships in a safe and healthy context.

e Disabled people can be parents too: services need to be imaginative and
constructive in supporting disabled families.

e Genetics will not solve the disability problem: informed consent is vital
in screening, and genetic solidarity is necessary to combat potential
discrimination.
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7

Cross-Cultural Issues in Gynecology
and Obstetrics

Pittu Laungani’

If you were to destroy in mankind the belief to immortality, not only love but
every living force maintaining the life of the world would at once be dried up.
Moreover, nothing then would be immortal; everything would be permissible.

Dostoevsky, Brothers Karamazov
(Pt. 1, Bk. 1, Ch.[g)

If for some inexplicable reason, no children—not a single child—were to be
born for the next 100 years or longer, the human race would come an end. The
earth would become a barren planet. No traces would remain. But short of a
meteor the size of our planet crashing onto the earth, such an eventuality is
unlikely to happen, unless of course a supremely powerful megalomaniac, of
which there are quite a few scattered round the world, were to order nuclear
weapons to be dropped all over the world, which would inevitably lead to The
End of History and the Last Man—the chilling title of Francis Fukuyama’s
book (E|). It is a possibility that does not bear consideration.

But children might well turn out to be our saviors. Solong as children continue
to be born there is hope. Children are the inheritors of the earth and, with it,
their own future and the future of the world. By carrying the genes of their
parents, children also perpetuate at a symbolic level—the immortality of their
parents. For the parents know that even after their death, a part of them—a
genetic “template”—will remain in their children who in turn will leave part of
themselves in their children and so on. From among several motives for having
one’s own children, one of the strongest motives, if not the strongest, is the
desire for immortality. The primeval fears and terrors of death that lurk in one’s
unconscious are so overwhelmingly powerful, as Becker (E), Kasterbaum (E),
Kubler-Ross (ﬂ), Laungani (E), and several others have reminded us that no
one likes to die and be forgotten, as though one had never existed. One wishes
to live and be remembered forever—if not in body, certainly in spirit. We all,
each in our own way, wish to leave “our footprints on the sands of time.”

" Dr Laungani’s post was honorary (he is now deceased)
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Although the wish and the desire to have children is fairly universal, cultural
norms and expectations play a major role as to whether a child shall be born
out of wedlock or within it or aborted; the age at which it is acceptable for a
woman (or a teenager) to conceive; whether the expectant mother should be
examined and delivered by a male or a female gynecologist or by a trained
midwife (or by an unqualified but experienced dai); whether it is preferable,
within family expectations to have a male or a female child; and so on. In
several Eastern cultures, including Pakistan, India, Bangladesh, Sri Lanka,
Malaysia, and Indonesia, the notion of “auspicious” (shudh kal) and “inaus-
picious” (ashudh kal) time of birth is also given very serious consideration.
Beliefs in astrology and the malevolent and benevolent influences of planets
on one’s life are strongly ingrained in the psyche of people from most Eastern
cultures. A careful record of the exact time of birth is maintained, which then
forms the basis for casting a detailed and meticulous horoscope of the child,
which “maps out” so to speak the present and the future of the infant. The
readings from the horoscope often serve as a guide to a variety of related
factors: what name the infant shall be given, how the infant shall be looked
after, by whom, and the kinds of religious rites, rituals, and ceremonies that
would need to be undertaken to propitiate the gods to ensure a healthy growth
and development of the child. In some instances at the behest of the family
priest (whose power over the parents is not inconsiderable), the infant may
be brought up for the first few years not by the mother but perhaps by the
grandmother, until such time as is deemed necessary.

(In the case of my own family members, my oldest sister delegated the care
and the bringing up of her son to my mother because her first two children
had died soon after their birth, and it had been prophesied by our family priest
that the next child, if it were to survive, would need to be brought up by a
close family member but not by the mother of the child. In accordance with
religious dictates, the child was looked after and brought up by my mother until
he reached puberty. The child survived and is now in his late fifties, a grand-
father. It should be noted that regardless of any hard evidence to support the
truth of such prophesies it is difficult for believers to be convinced otherwise.)

I would dearly love to consider the salient cultural beliefs, attitudes, and
values of parents from different cultures toward marriage, dowry, pregnancy,
prenatal care, delivery, the child’s gender, abortion, IVF treatment, and so
on. Given the constraints of space, such an action would take me beyond the
scope of the chapter. To incorporate the unique features of a variety of Eastern
cultures, I shall focus on India—the largest multicultural and democratic
country in the world.Its present population hovers at around 1.1 billion. It
is best to describe India as a conglomeration of small countries within one
large country. To an untrained eye, India might seem like a vast monocul-
tural country but a closer examination reveals a different picture. One is
struck more by the differences than by the similarities! To the 40 officially
recognized languages spoken, one might add over a 1000 dialects, making
easy communication difficult, to say the least. The differences also extend
to climate, geographical terrain, skin color, physiognomy, food preferences,
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social relationships, levels of education, affluence, poverty, religious differ-
ences and groupings, patterns and styles of worship, and so on. But despite
the vast differences what unites the country and its people are their salient
beliefs, attitudes, and values, their family and extended family structures, their
network of social relationships, and the politico-legal system codified in the
written Indian Constitution.

Let us now turn to a few culture-specific issues, which have a strong bearing
on the gynecological problems with which this chapter is concerned.

7.1. Marriage in Eastern Cultures

Marriages in general are arranged in India, Pakistan, Bangladesh, Nepal,
Malaysia, Sri Lanka, Indonesia, Thailand, and other South Asian countries.
The emphasis in most of these countries is on early marriages, which is in
keeping with the cultural expectations that the girl will remain a virgin until
her marriage. A marriage is seen as “destiny” for nearly all women in these
cultures. Women who never marry are seen as an oddity. In orthodox Hindu
and Islamic families, the prospective bride and bridegroom are seldom allowed
to question parental decisions. It is their duty to obey. In the past, the bride
and the bridegroom were not even allowed to see or talk to each other until
after the marriage ceremony had been performed. The idea of courtship was—
and still is—frowned upon, but modernity has led to a reluctant acceptance
among the educated classes in many of the countries.

Hindu marriages are considered to be sacred and binding. Muslim marriages
are seen as a contract, a covenant (mithaq), which can be easily revoked by
the husband but not by the wife because her right to a divorce is limited.
Ali (d) points out that although a marriage is referred to as a contract, it is
according to the Koran a union of two souls which are one in essence.

7.2. What the Stars Foretell

The arrangement of a marriage in general is based on a careful matching
of horoscopes of the prospective “boy” and the “girl”, and of course their
individual social standing and their caste status. Beliefs in astrology are
strongly ingrained within the Eastern psyche: the belief that one’s life is influ-
enced by the nine planets, referred to as grahas, headed by the sun is widely
prevalent in India @. A carefully cast horoscope reveals a person’s fate (d).
The heavenly configuration of planets at the moment of birth is seen as a
determinant of one’s life chances. Such astrological formulations permit expla-
nations and the “acceptance” of untimely deaths and sudden deaths, including
suicides and murder.

The expectation that the bride will be virgin is taken as given. It might
be of interest to learn that among many orthodox Muslims in Pakistan and
India and in some other Arab countries, on the day following the nuptial
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night a white bedsheet is paraded through the streets amid much rejoicing
provided of course the bedsheet contains blood stains, which indicates not
only the consummation of the marriage but, more importantly, establishes the
virginity of the bride. But the custom is practiced more in its breach than in
its observance.

In many villages in India, particularly those in North India, the parents do
not shy away from arranged betrothals of their very young children, and in
some instances even infants! And barring any unforeseen events or mishaps,
the betrothals are binding and the marriages are solemnized when the children
reach marriageable age—or even earlier. Child marriages too, although banned
in India, are still practiced particularly in parts of North India, including
Rajasthan, Madhya Pradesh, Bihar, and Haryana.

The priest or the Imam involved in casting horoscopes remains in an
impregnable position, regardless of the future outcome of the arranged
marriage. If the marriage “succeeds” within the accepted norms of the social
and cultural system, the priest takes the credit for his accurate predictions.
If the marriage fails—and sad mishaps occur within the couple’s family, the
priest merely attributes factors such as an evil eye, a curse, past karma,
bewitchment, unforeseen factors, such as sudden death in the family, that
account for the mishap.

7.3. The Dowry (Dahej) System

Dowries—euphemistically referred to as “bride-price” @dfid), play an
important role in arranged marriages. Among the middle and upper class
and caste Hindus, dowries have a strong religious sanction. In recent years,
dowries have also extended to groups such as peasants, artisans, and other
lower castes. Dowries may be in the form of land, clothes, jewellery, household
goods, and cash. The girl’s parents are expected to provide the dowry, which
is often negotiated in advance. In many cases, the demand is so high that it
leads to the financial ruin of the girl’s parents. Even after the agreed dowry
payments have been made, further demands are made upon the bride’s parents
soon after the marriage. The demand for dowries has increased significantly
in the last 25 years or so, and naked, unashamed greed has replaced common
human decencies (Iﬂ). In extreme cases, the discontented parents of the son
wreak vengeful vendettas on the young bride, often leading to her death.
Cases referred to as “dowry deaths” or “accidental deaths” of women generally
through burning are by no means uncommon in India. Sadly, such monstrous
crimes do not always come to light because of conspiracies of silence among
the family members and, in extreme cases bribery, which prevents any serious
investigations.

One might have wished to believe that the iniquitous dowry system at least
in the West might have shown a decline. That, sadly, is not the case. There is
a mistaken belief among Westerners that as a result of living (or being born)
in Western countries, the second or even the third generation settlers would
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have imbibed Western values and as a result discarded the dowry practice.
If anything, it has been known to increase both in England and in other
Western countries. While a villager in India or in Pakistan might have settled
for a cow, cash, and a few items of jewellery as part of dowry, in England
the demand for dowries has taken a different form: a furnished apartment,
a luxury car, a wardrobe crammed with designer clothes, cash, and jewellery
are not uncommon demands made upon the bride’s parents.

7.4. Parental Attitudes Toward Male and Female Children

Among Hindu parents, the birth of a male child in a family is considered to
be a blessing, for a variety of reasons. First, it ensures the perpetuation of the
family name. Second, the son is seen as an economic asset and upon marriage
would “bring in” a handsome dowry. Third, he would also be expected to
support and look after his parents when they become old and frail. Fourth,
it is the son, who on the death of his parents, is expected to perform all the
funeral rites and also light the funeral pyre, to ensure the safe passage and the
eventual repose of their soul (13). While boys are pampered, given more food,
and accorded more privileges, girls are often brought up on a relatively strict
regime, and in some cases may be given leftovers. Such gender differentiation
extends into the area of food, nutrition, the quantity and quality of the food
apportioned to the boys and the girls. In many parts of North India, even
milk is generally given to boys and not to girls.

The birth of a daughter is treated with mixed feelings and even with some
misgivings. As Kakar {4 points out, the daughter in a Hindu family hardly
ever develops an identity of her own. Upon birth, she is seen as a daughter; she
is expected to remain a virgin, chaste, and pure; upon reaching marriageable
age she may be seen as an economic liability because of the dowry she is
expected to take with her to her husband’s home.

Girls, right from an early age are socialized into becoming virtuous. Virtue
consists of obedience (initially to parents and then to the husband and the
husband’s family), doing one’s duty, truthfulness, prayer, and ensuring the
health and security of the husband and the family—and producing male heirs
in the family. However, in educated and enlightened families, parents bring
up their children without any gender differentiations; they see it as part of
their religious duty—their dharma—to ensure that their daughters are cared
for, educated, and handsomely married.

7.5. Infant Mortality

Rates of infant mortality in Eastern countries in general tend to be much
higher than those in Western countries, as listed in Table [Z1]

What emotional and psychological effects do such high infant mortality rates
have on the parents? And how do they cope with such traumatic experiences?
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TaBLE 7.1. Deaths per 1000 births in the first year

USA 6.30 Pakistan 91.86
UK 5.78 Bangladesh 69.68
Sweden 3.91 India 60.81
Germany 5.14 Indonesia 57.30

There are several culture-specific factors, which come to their assistance and
enable them to cope with the death of their child (or children):

1. For a variety of reasons, not the least of which is poverty, people in Eastern
cultures are brought up with the expectation that not all the children born
to them will survive and that many will die within the first year of birth.

2. Death in Hinduism and Buddhism is explained in terms of the Law of
Karma, and in Islam in terms of the Will of Allah. It is preordained. Destiny
plays an important part in life and death. Illness and disease are explained
not only in medico-legal terms but also in religious and spiritual terms.
The two sets of explanations, religious and scientific, exist side by side,
impervious to logical contradictions.

3. Most marriages, as has been pointed out, take place when the couples are
barely out of their teens. The death of a first or second child, or even a
third child, within the first year of its birth does not make it impossible for
the female to conceive and have more children subsequently.

4. The bereaved couples often find comfort and solace within their close-knit
family and extended family network.

Given the limitations of space a comprehensive exposition of contrasting
worldviews, though desirable, is not possible. However, a few points need to
be made before we examine the problem from a Western perspective:

1. It is not always recognized—Ileast of all by politicians—that when people
emigrate to another culture they do not jettison their imbibed cultural
values at the airport, acquiring overnight the ones of their host country.
No one in that sense ever travels light. Like the prisoners in Plato’s cave,
one is handcuffed to one’s culture by socio-historical forces.

2. Lessons from past history teach us that any attempts to enforce a rapid
change on values is unlikely to succeed. One might, in this context, recall
the naive and absurd proclamations made by the Home Secretary of UK
that immigrants to the United Kingdom would need to learn the National
Anthem as a test of their loyalty to Britain. One wonders how many of the
native-born British would be able to recite the National Anthem! Besides,
one could teach a parrot to recite the National Anthem! The fact that the
pronouncement was in serious conflict with liberal notions of multicultur-
alism and cultural diversity was ignored. Luckily, saner counsels prevailed
and the idea evaporated in paroxysms of hilarity.
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3. The value differences, which separate Westerners from Easterners, are far—
far greater than the similarities that might enjoin them. They have been
discussed in great depth elsewhere @ELald). one might at a superficial
level acquire the “trappings” of another culture, but the core of one’s
personality or one’s psyche remains stubbornly resistant to rapid changes.
We carry our culture as a tortoise carries its shell. When danger threatens,
like tortoises we withdraw into our shell. But if you break the shell, you
destroy the tortoise.

4. The second and the third generation immigrants have learned to make the
necessary adjustments to acquire what Roland (Ld) refers to as a bicultural
personality, which often acts as a survival strategy. But at the same time,
they succeed in retaining their inherited cultural norms and values.

Let us now consider how a Western doctor might relate to a patient in the
following situations.

1. Examination of the patient

For a male doctor to carry out a vaginal examination of a patient from
Eastern cultures is likely to be met with strong resistance, for such an
examination would involve an infringement of strongly ingrained cultural
taboos. No outsider, other than the woman’s husband, is permitted to
see her body. Whether the woman concerned is a Hindu, a Muslim or
a Buddhist, whether she is a young bride or a middle-aged woman, she
would be extremely reluctant to permit a male doctor to carry out an
intimate bodily examination. Such taboos are very strong and are not easily
discarded.

In this connection, you might recall the hilarious opening scene in
Salman Rushdie’s novel, Midnight’s Children, where a Kashmiri doctor,
Dr Aadam Aziz, is hastily summoned to examine the daughter of a rich
landowner—only because the female doctor is on holiday. Much to the
doctor’s astonishment he is asked to examine only the affected part of the
girl’s body, which is displayed through a 7 in. perforated gap in a curtain!
Under no circumstances is he allowed to see the patient. Over several visits
he gets to examine several parts of her body, but never the whole person.
It is only after Dr Aadam Aziz marries her that he is able to feast his eyes
on her in her pristine purity.

Among the Chinese too, a similar system prevailed. To prevent an exami-
nation of a naked female body, the Chinese carved beautiful models made
of ivory (now seen as expensive collectors items) of the naked female body,
which the woman took with her when she went to see the doctor. The model
allowed her to pinpoint the exact location of the pain in the body. They
were known as Doctors Ladies or Dames de Medecin (Pawson, personal
communication).

2. Attitudes to contraception and sterilization
In most countries in South East Asia, particularly among the poorer sections
of the population, there is considerable ignorance related to the use of
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condoms and other contraceptives; consequently their usage is both limited
and haphazard. At any rate the desire to have a male child overrides
economic, social, and health-related considerations. Several initiatives by
various governments over the past 50 years have failed to control the
rapid growth of population in Eastern cultures. Both contraception and
sterilization come into play only after the couple has succeeded in having
two or three male children, not before. Having more than two or three male
children is seen as a hedge against infant mortality. Female sterilization is
the most popular method of birth prevention, despite the fact that male
sterilization is safer, quicker, and less expensive (lﬂr))
Attitudes to premarital sex

The very idea of premarital sex is considered sinful and abhorrent
among Hindus, Buddhists, Jains, and even Christians. In keeping with Vedic
teachings, the lives of three upper-caste Hindus in ancient times were struc-
tured around four distinct stages: (E|) the celibate student (brahmachari), (ﬁ)
the married householder (grahasti), (E) the accumulator of wealth (artha),
and (ﬂ) the retired, detached individual (vanaprasthya) devoted to spiritual
pursuits. Among Muslims too the notion of premarital sex is seen as being
reprehensible and, depending on the orthodoxy of the family concerned,
severe and even inhuman chastisements (e.g., stoning) may be perpetrated
upon the “miscreants”—particularly upon the female who has strayed away.
Sexual taboos related to intercourse

The issues of premarital sexual relations have already been discussed
above. Restrictions to sexual intercourse usually come into play under a
few conditions, one of them being when the woman is menstruating. A
menstruating woman is seen in many cultures as being in a state of hygienic
and spiritual “impurity.” Despite unwarranted pressures from her husband,
she is at great pains to avoid any sexual intercourse during that particular
period. The fact that she is menstruating becomes known to virtually all the
members of the household because her state of impurity excludes her from
participating in all the domestic activities, including cooking, cleaning,
and more importantly in religious activities at home or outside. In many
orthodox Hindu homes, she remains isolated from all domestic activities.
The care of her own children is delegated to other members of the family.
Since the burden of work is taken away from her, she looks forward to her
periods because it allows her to have a few days of complete rest at home.
It does not take long for all the members of the household, including the
children at home, to acquire an understanding of menstruation.
Much to the chagrin of the husband, further taboos also come into play
when the woman becomes pregnant. A tussle of wits and wills occurs
between the spouses. What the outcome of such tussles has been I have
never been able to discover.
Abortion and feticide
In India, it is estimated that about 6 million abortions take place every
year, of which 2 million are spontaneous and 4 million are induced. Of the
induced abortions, between 500,000 and 600,000 are legal and the rest are



7. Cross-Cultural Issues in Gynecology and Obstetrics 69

estimated to be illegal abortions. The preference for boys has also skewed
the gender ratio in India. The number of girls per 1000 boys declined in
the country from 945 in 1991 to 927 in 2001, according to government
figures.

Contemporary research in medical science has now made it possible to
determine, among other things, the gender and any abnormalities of embryos.
Such facilities are also available in large private hospitals in major cities in
India. What is even more distressing is the fact that many private commercial
diagnostic organizations with ultrasound scanners and other equipment which
detect the sex of a child advertise their services with brazen confidence:

SPEND 500 RUPEES NOW AND SAVE 50,000 RUPEES LATER

The 500 Rupees refers to the cost of the abortion and 50,000 Rupees, as
one would have guessed, refers to the dowry, which the parents would be
expected to pay if their daughter were to live and reach marriageable age.
These methods are becoming increasingly available in rural areas of India,
fuelling fears that the trend toward the abortion of female fetuses will continue
to increase dramatically. The ethics of such practices, to say the least, is
questionable.

7.6. Conclusion

This chapter does not claim to offer a comprehensive account of the cross-
cultural issues related to women’s health, gynecology and obstetrics. There
are several areas, for example, female circumcision, unplanned adolescent
pregnancies, attitudes to IVF treatment, HIV and AIDS, detection of genetic
abnormalities, which remain untouched. The research literature in all these
areas is fairly extensive. To do justice to all these issues, which would also
include the ethical and moral factors, lies beyond the scope of the chapter.

The purpose of the chapter has been to provide a platform from which
gynecologists and obstetricians, unfamiliar with the cultural problems of
Asians living in Britain, will acquire a fundamental background into their
beliefs, attitudes, and values. It is hoped that such knowledge will enable them
to work more effectively not only with their patients, but in tandem with the
Asian gynecologists and obstetricians in Britain.
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8
The Family

Ken Daniels

8.1. Introduction

How does a chapter on the family come to be included in a book designed
primarily for obstetricians and gynecologists? Given that the primary focus
in obstetrics and gynecology is the female patient and assisting her to “have”
a child, consideration of the family may seem tangential and therefore not
a high priority for the busy professional. Of course, it is the female who
is seeking to conceive and subsequently to give birth, but in order for this
to occur, a male must be involved. The degree of involvement may vary
and for some lesbian couples or single women there may be a desire to
minimize this involvement, but the sperm of a male is always a necessary
prerequisite for conception. When a male and a female decide to “have” a
child, it is a joint decision and it is they, as a couple, who are wishing to have
a child. All the issues that arise from that decision are issues for both of them,
although they may well experience and respond to those issues differently ().
Recognizing the role and psychosocial significance of the male will contribute
to more holistic and effective intervention with the female partner (ﬁ). Such
recognition requires professionals to extend their boundaries and thinking
to look beyond the person in front of them, the so-called “patient.” This
chapter argues for extending the boundaries and thinking even further by
taking into consideration the family that will be created as a result of medical
intervention. This is because in most societies “having” a child means a change
of status from couple to family. Equally, not being able to “have” a child and
become a family raises important issues for the would-be parents and for
the social networks of which they are a part. In almost all societies family
status is accorded to those who are a parent/s and their child/ren. Greater
knowledge of infertility and its psychosocial impact and knowledge concerning
developments in assisted human reproduction (AHR) designed to overcome
infertility are an increasingly important part of gynecology and subsequently
obstetrics. AHR interventions not only “treat” the female “patient” and her
partner, where there is one, but also lead to the creation and building of
families in different ways @). Different should not imply better or worse, but
simply difference. Factors associated with building families in different ways
are important to reflect on, as they impact not only on the treatment stage, but
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also very significantly on the health and well-being of the family. Extending
the boundaries from female patient to the couple who would be parents to
the family that will result is challenging. It requires an understanding of
what is meant by family, who is regarded as family, and how notions of the
family are changing. There is also a need to consider how developments in
AHR and particularly the use of donated gametes or embryos impact on our
understandings of family. All of these areas are discussed in this chapter, which
will conclude with a consideration of some implications of this knowledge for
professionals working in this field.

8.2. What and Who Is a Family?

Archard (E) has said, “The family is one of the great, enduring institutions of
organized human life. Indeed, it has persisted over history across extremely
different kinds of society and culture” (p. 65). Despite its endurance, readers
of this book will be very aware of how families now come in a variety of forms.
From a traditional view that a family consisted of two heterosexual parents
and one or more children who were biologically or genetically their offspring,
there has been a move to embrace within the notion of family parents who
are not heterosexual, one parent only, and children who are not biologically
or genetically the offspring of one or both parents. This movement from the
traditional to what might be described as modern has been the focus of much
debate. Some of the debates focus on moral considerations, namely that the
traditional family is the only “right” family form and that for some this is the
God-given plan and those who seek to change or modify this are “wrong.” In
other debates the focus is on whether the traditional family form is “better”
than any alternative. This extends particularly to concerns for the welfare
and best interests of the children. It has been argued that children who are
born as a result of AHR procedures are likely to be harmed or damaged in
some way. A central focus in the commissions of enquiry that were set up
around the world following the first birth as a result of in vitro fertilization
(IVF) was a concern for the health and welfare of the resultant children. A
third set of debates centers on what I would describe as the “normal” versus
the “abnormal” or “natural” versus “unnatural.” Because of the emphasis on
normality and natural—with their positive overtones—anything that differs
or diverges from these positions is seen to be “less than natural/normal” and
a less-valued position.

Behind these debates lies the issue of the relative importance and
relationship between the biological and the social as the base for family.
Early anthropologists who have studied families and kinship for long used
the biological relationship as the starting point for their studies @). 1t was
Scheinder (d8) who began to challenge biological connectedness as the basic
assumption/premise of family and kinship. The variety of family forms, now
so much a part of Western societies, shows that families need not be biolog-
ically related. Finkler (d) has said, “...a good argument could be made that
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the new reproductive technologies have done more than anything else to call
into question our traditional understanding of family and kin” (p. 236) and
hence we return to the involvement of medicine, and particularly gynecology,
with the family.

Elsewhere (10) I have written that “A common and traditional assumption
is that being a ‘family’ means that a ‘blood tie’ exists and that such blood ties
imply that family members will be closer and their relationships more signif-
icant than the relationships they have with non-family” (p. 265). A common
saying “blood is thicker than water” symbolically reflects this viewpoint. It
was difficult for anthropologists to move from this position, often described as
the natural position, to acknowledge that many families not linked genetically
were functioning as families and carrying out the tasks of being a family. The
recognition of a social, in contrast to a biological, basis for “being family” and
understanding family connectedness has been slow to emerge. The slowness
may in part be due to the debates discussed earlier, and particularly the
emphasis on the natural (biological connectedness) being morally superior.
What is clear is that families in this generation are formed in many different
ways from previous generations. Such new forms of the family continue,
however, to fulfil the traditional functions of families, namely loving and
nurturing their children. The family tasks have not changed, but the family
forms have.

8.3. The Impact of Developments in Medicine on Family
and Kinship

Grace and Daniels (under editorial review) have said, “Just when families
in the west are becoming more diverse, more ‘blended’, less reliant on the
assumed biological precursor of ‘blood ties’ throughout the latter part of the
twentieth century this liberal pluralism is being challenged by an increased
emphasis on the medical importance of genetic connectedness.” The emphasis
on genetic connectedness has arisen from the research and information that
is now available (and increasing at a rapid rate) concerning the importance
of genes in the alleviation of disease. The discovery of a new gene related to
a particular illness/condition is frequently portrayed by the media as having
the potential to eliminate that illness and therefore to extend the life span.
Genes are inherited and it is therefore increasingly important to know one’s
family history. That family history is of course the biological family history
and not the social history. One of the implications of this move is that genetic
connectedness is seen to be very significant. Every time doctors ask patients
if there have been other family members who have been treated for or died
as a result of a particular illness they are emphasizing the importance of the
biological connections as the foundation of family. For those patients who are
in a family that is not at all or only in part genetically connected, there is
likely to be the feeling that they are “different,” they do not fit the norm and
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therefore are deviant. For those persons who have been deceived about their
genetic connections—those conceived as a result of their parents receiving
infertility treatment which utilized third party gametes, those children who
were born as a result of a relationship that has not been declared to the child
or perhaps to the partner— they will almost certainly give the history of the
parents they understand to be biological parents, when this is not the case. This
may well place them at considerable risk. Parents of a DI-conceived adolescent
once told me of their dilemma when their son lay seriously ill in hospital from
an unknown cause. They had not disclosed the DI to their son. In front of the
adolescent the doctor asked for the family history. The parents experienced
great conlflict, partly because they did not have medical information about the
semen donor and partly because to share this information with the doctor
in front of their son would, they felt, have been damaging to the family
relationships.

It is the emphasis on genes and biological connectedness that has led Finkler
and colleagues @i to argue that we are seeing the medicalization of family
and kinship in the West. Family and kinship have moved from a biological
base only to the recognition of a biological and social base, and now with
these new developments the emphasis is swinging back to a recognition of the
biological as dominant and by implication the “natural” and “right.”

The field of gamete and embryo donation within AHR provides an
interesting example of the dilemmas associated with biological and social
constructions of family and kinship. This field of AHR has been traditionally
characterized by secrecy with parents not sharing their use of DI with their
children or their families and social networks (ﬁ). Parents were usually
advised to adopt this position of secrecy by medical practitioners. One of the
reasons for taking this stand was that by doing so parents could appear to
be “normal,” that is pretend that their child was the genetic offspring of both
parents. In this connection the matching of the physical characteristics of the
donor with the infertile partner (in the case of gamete donation) was designed
to avoid physical differences being observable, as such differences could have
to be explained. The effect of this was to reinforce the view that biological was
the natural and valued way of being family and that social connectedness was
of less value. It needs to be noted that the stigma associated with infertility
was also a contributing factor (B).

Those who have challenged the secrecy surrounding family building using
gamete donation (4[1d) have argued that secrecy has negative impact on all
the involved parties. Part of the means of changing this culture of secrecy has
been to encourage parents to see this means of family building as valid, rather
than deviant (1d). There have been attempts to normalize family building using
third party gametes (2. This challenges the dominance of the biological as
the only and legitimate means of family building. This is not to deny that there
are significant and powerful differences between family building with parents’
own gametes and with gametes supplied by someone outside the committed
partners. An Australian parent once sought to sum this up when he said, “It
wasn’t our ideal way of having a family but it is our ideal family” @.
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The major arguments for changing the culture concerning gamete donation
have been psychological ones: the rights and needs of the children {d),
the negative impact of family secrets, and challenging the stigma associated
with infertility Dd). What is now intriguing is that with the increasing
importance of knowing one’s genetic history, another argument—a biological
one—can be added to the calls for a more open approach to third party repro-
duction. In the example of the parents with the seriously sick child quoted
earlier, there was a need to have access to the family history of the semen
donor. Because this was not available (it is almost always available in New
Zealand now with the donor’s family health history being given to the parents),
the child was placed at significant risk. Whereas many doctors at conferences
and symposia argued that the psychological reasons for being open about
DI were not based on research or that the likely psychological damage from
openness was greater than from secrecy, it is hard to imagine, in the light of
the increasing importance of knowledge concerning genetic history that such
doctors would argue for placing offspring deliberately at risk because of a lack
of knowledge.

Within third party reproduction the debates between doctors (and others)
advocating secrecy, and counselors (and others) advocating openness and
sharing of information lies a difference of views concerning how family and
kinship are viewed. Secrecy can be equated with pretending that there is a
biological connection because this is seen to be the norm, natural, and valued.
To use third party reproduction is therefore classified as deviant and of less
value. Openness and the sharing of information on the other hand can be
equated with viewing families that are partially or not at all genetically linked
as being as valued as biologically based families.

The growing emphasis on the importance of genes in health and illness is
a major challenge to doctors involved in gamete and embryo donation and
those other procedures, for example, IVF and surrogacy that utilize donated
gametes or embryos. Such doctors are confronted with the need to think
beyond the female “patient” in front of them and the couple, if there is a
partner, to the child and family that will hopefully exist because of their
intervention/treatment.

The way in which the doctor talks to the patient/patient couple especially
concerning the sharing of information with future offspring will almost
certainly reflect their view of what type of family is natural, normal, accepted,
and valued. Do they view this form of family building as inferior, because the
child will not be related genetically to one or both parents, or do they see this
as a different way of family building—not one, however, that heterosexual
couples would normally choose—which recognizes that the social basis of
family and kinship is a legitimate partner to the biological basis enjoyed by
most families.

The procedures of AHR are designed to respond to and overcome infertility.
Infertility of course pre-dates AHR and it is interesting to consider Finkler’s ()
views regarding the medicalization of family and kinship from this perspective.
Prior to AHR, adoption was the chief means of responding to infertility.
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Families who adopted children were of course socially rather than biologically
based. They were accepted as families, in that they functioned as families,
providing love and nurture for the children. Adoption has, however, never
provided the challenge to the biological dominance of family and kinship
that AHR has. I would suggest that this is in part due to the respective
systems within which adoption and AHR fall. Adoption policy and practice
falls within the domain of the health services. Finkler (E) is almost certainly
correct when he asserts that the new reproductive technologies have done
more than anything else to question the traditional understanding of family
and kinship. Why is it that the new reproductive technologies achieved this,
when adoption—which was also a response to infertility and led to socially
based families—did not have this impact? Why did we not see writers arguing
that adoption has led to the questioning and traditional understandings of
family and kin? After all the outcome, in terms of families, has been the
same. Two explanations seem possible. The first relates to the relative status
of health and welfare services. Health and medicine have always enjoyed a
higher social status than welfare, social work, and counseling. The second
is the extensive publicity and with it a mixture of fascination and anxiety,
that has accompanied the scientific and medical developments associated with
AHR. The medicalization of family and kinship, not only in relation to AHR
but also, and perhaps more powerfully, in relation to the significance of new
findings in relation to genes, means that every member of society is potentially
affected. The new findings and developments are almost certainly shaping
thoughts about kinship and family. We now turn to how this may impact on
health professionals and particularly doctors.

8.4. Some Implications for Professionals

The concluding section of this chapter seeks to raise some practical impli-
cations arising from the foregoing discussion. Three major implications are
outlined.

The first of these is the need to address the issue of who is the patient.
Traditionally it has been the person who has been referred and is being seen.
Most referrals will be of an individual. However, in the case of infertility it is
increasingly likely that it will be a couple who is being referred. The challenge
of extending the boundaries from the female to the couple and then to the
family that will exist if a child is born requires a “mind shift” on the part of
the professional. The inclusion of a consideration of the family that may be
created means that account is being taken of the welfare of the child or best
interests of the child that is now an established dimension of social policy
and legislation concerning AHR. A child’s welfare can only be assessed in the
context of the family of which it will be a part. Such an approach also means
that the professional is considering past, present, and future. No professional
considers intervention without gathering information concerning past history.
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A consideration of the potential family also means actively considering a
future perspective. What implications and issues will arise, from this particular
intervention, for the family becomes a matter for consideration.

The second implication is to consider how the changes in understanding
of family are likely to impact on interaction with those whom the health
professional is working with. If some doctors, for example, hold the view that
a biologically based family is natural and therefore superior, their attitudes
to an infertile couple who need to use third party gametes, may be one of
proposing this form of treatment as being of less value. If they encourage the
would-be parents to keep the use of donated gametes a secret, they are in
effect encouraging the parents to view this as a shameful treatment, something
they have to hide. The stigma of infertility is added to by the stigma of a
treatment that is not really acceptable to the doctor.

Finkler et al. dﬁ]) says, “It could be said that the medicine of the future
will not be the medicine of the individual but of the family” (p. 409). The
implications of this at the intervention level is that the professional will have
to be circumspect in seeking information concerning family history. It cannot
be assumed that the persons being seen are aware of the biological and/or
social origins of their family creation. If they are aware of being part of a
socially constructed family, they may well feel embarrassed or upset that the
professional sees them as being “different” with the negative values that are
frequently associated with difference.

It also needs to be noted that issues concerning confidentiality arise when
moving from an individual to a family focus. The person who has an illness
and is asked/told by the doctor to contact other family members to see if they
know of the existence of the illness in their family history may not want other
members of the family to know. Where family members are estranged, such a
request may create or add to tension and stress. How the health professional
manages such situations will have considerable impact on the psychosocial
functioning of the designated patients and potentially their networks.

The third major implication is the consideration of how to assist, from a
psychosocial perspective, the would-be families who are going to use alter-
native ways of becoming a family. Recognition of the psychosocial issues
associated with not being able to conceive in the way that had been expected
is now well accepted by most health professionals. Those psychosocial issues
do not end or disappear when a conception occurs. Consideration needs to
be given to the responsibility of the health-care team to provide preparation
that will, as far as possible, prepare those who are to be treated with different
procedures. To take the example of those using third party gametes, there will
be a need to explore with the parent/s the issues associated with information
sharing with the child/ren and the social networks. In a research undertaken
in Germany Thorn and Daniels (12) have found that attending preparation
seminars leads couples to feel increased levels of confidence about using DI
as their way of building their family. This increased confidence leads them to
talking with others in their social networks (therefore being able to receive
support and encouragement) and deciding to share this information with their
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children. If they have already made the decision to share the information the
research shows that attending the preparation seminar increases their confi-
dence about doing this. Part of this growth in confidence is a reflection of
the shift from a marginal and stigmatized position to one which they can feel
that although this was not the way they would ideally become a family, it was
their choice and they were fully committed to it. Such a position is likely to
form a solid foundation for the health and well-being of the family.
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Research in Psychosomatic Obstetrics
and Gynecology

H.B.M. van de Wiel and W.C.M. Weijmar Schultz

Within psychosomatic obstetrics and gynecology (PsOG) two paradigms can
be distinguished, the realistic and the ideological, both which have a long
history in medicine. With the rise of the quality revolution, the need arose
to bridge the fundamental gap between both approaches. In this chapter a
proposal of a research paradigm is outlined that combines these two visions.

9.1. Introduction: The best of Both Worlds

The eclectic or holistic approach to women’s health and its problems, here
referred to as PsOG, has become popular over the last decades. About 25 years
ago it was quite common to treat patients without putting much effort neither
into criteria such as quality of life and patient satisfaction nor into activities
such as patient education and counseling. Only on rare occasions were ethical
questions raised about the need to treat patients with highly sophisticated
technology. More and more these core characteristics of PsOG have been
accepted worldwide as parameters of the quality of (gynecological) health care.
This upgrading of criteria for evaluating medical care went hand in hand with
the widely accepted notion that man is more than just a soft machine and
that within the boundaries of biological possibilities we construct our own
psychological and cultural reality. It is the great strength of PsOG that it takes
into account the existence of different (cultural) realities, putting the patient’s
experiences and her needs first. Illustrative of this patient centeredness is
the pluralistic domain of medical treatments. Sometimes it is better to look
at symptoms from a physiological perspective; sometimes a psychological
approach is more appropriate. In most cases several perspectives can be used,
whether or not in a multidisciplinary mix. Everyone can accept the fact that
in France a patient with vague complaints about an aching stomach may
be diagnosed as suffering from liver crises (crise de foie), whereas the same
patient in the USA probably would be treated for an allergic reaction to food
and in the Netherlands or Great Britain for a virus infection (E|). In fact this
medical diversity may be seen as evidence for the assumption that man is not
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just a biological but also a cultural and historical entity. The view that man is
a result of cultural and historical lines is described in science as an ideological
or constructivist approach. An important illustration of this way of thinking
is the concept of holistic or biopsychosocial medicine postulated by Engel
@. Alongside the ideological tradition, another development has influenced
modern medicine to a large extent: the use of a physical approach or more
precisely reductionistic materialism. In terms of discoveries especially, and in
combination with the Darwinian concept of evolution, this approach has been
very successful. It has enabled us to overcome infectious plagues and given
us a grip on our own reproduction. Until now in Western modern medicine
reductionistic materialism is the gold standard in research.

9.2. One World Standard

Until recently, there was a fine balance between evidence-based medicine and
patient centeredness. This balance is now disturbed by a new way of looking at
professionalism, namely the quality revolution. Historically, professionalism
comprised qualities such as the use of consensus in clinical practice, the way a
discipline is organized, the use of an educational framework, the way one deals
with complaints and errors, and so on. Today the emphasis is more and more
on assimilation: the use of narrower standards, thereby eroding differences
between professionals. The McDonalds and Holiday Inn approach now also
holds for health services: “All around the world, the same products and services
at the same quality level.” This so-called quality revolution is nowadays the
mantra in medicine and is based on concepts such as benchmarking and
accountability. The difference with more traditional research in medicine lies
in its nonmoral use of empirical studies. There is an old urge to be evidence
based in order to be able to distinguish real medicine from alternative medicine
and charlatanism. Because PsOG embraces a number of disciplines, at the same
time having some specific characteristics including its claim to be holistic, it
is difficult to fit PsOG research into the classical reductionistic materialism
paradigm. If we look back into the recent past, we see two types of discussions
dominating the research agenda:

e A methodological discussion reflecting the benchmarking principle, based
on the outcomes of different therapies. Investigators, and in their trail
governments, insurance companies, and so on, attach importance to the
merits of these therapies and, to a lesser extent, their underlying theories.

e A fundamental scientific philosophical discussion, based on more general
developments in science, especially in fundamental disciplines like physics
on the one hand and philosophy on the other hand. New objects of research
and new ways to study them are defined.

Both developments will be discussed here briefly; for more extensive infor-
mation, see recommended literature.



9. Research in Psychosomatic Obstetrics and Gynecology 83

9.3. BenchMarking: The Methodological Approach

The main issue in this type of research is the question of how to select an
appropriate therapy and to differentiate effective from ineffective treatment. In
order to answer this question, medical research leans heavily on developments
in reductionistic methodology of which the main features will be commented
upon here briefly.

After it became clear that the question “does it work?” was too simple and
had to be replaced by the question “what does work for which patients, for
which purposes?,” an era of methodological progress began. An interesting
pallet of research strategies has been developed over the past decades (for a
more elaborate description, see (E)):

e Treatment package strategy: this strategy evaluates the effect of a particular
treatment “in toto” (package), which is in fact as often as that treatment
ordinarily is used.

e Dismantling treatment strategy: this strategy consists of analyzing the
components of a given treatment package.

e Constructive treatment strategy: this method refers to developing a
treatment package by adding components that may enhance outcome.

e Parametric treatment strategy: this principle refers to altering specific
aspects of a treatment to determine how to maximize therapeutic change.

e Comparative treatment strategy: two or more different treatments are
compared in order to answer the question, which treatment is better among
various alternatives for a particular clinical problem.

® Process research strategy: this strategy traditionally has addressed questions
about transactions between patients and physicians, the type of interactions,
and their interim effects on patients’ or physicians’ behavior. Nowadays,
process research, including process redesign, is related to outcomes more
and more.

e Patient and physician variation strategy: where other strategies emphasize
the technique as a major source of treatment variance, given the great
impact of placebo on medical outcomes, one could focus on the role of
patient and physician variables.

One of the most important ways to reduce this enormous amount of infor-
mation was to put research in order in respect of level of evidence. This led to an
emphasis on what is now known as randomized clinical trials (RCTs) and in its
trail the meta-analysis (MA). Clinical trials refer generally to outcome investiga-
tions conducted under clinical settings. This requires methodological compro-
mises and sacrifices to meet practical, administrative, and ethical demands.
Based on design, a distinction is made between case studies, true experimental
designs and quasi-experimental designs, varying from case reports (the least
amount of evidence) to RCTs as the top of the evidence pyramid. However,
when the amount of results based on RCT became so overwhelming, a further



84 H.B.M. van de Wiel and W.C.M. Weijmar Schultz

reduction or condensation of effectiveness had to be developed: the meta-
analysis. Although very important and useful for a limited number of themes
and patients, this reductionist approach with the meta-analysis as the summit
of level of evidence has its limits in terms of PsOG. To put it clearly, in order
to meet the conditions for RCT and MA, the patient has to be deconstructed
froma cultural, historical agent into a somewhat sophisticated laboratory mouse.
These limitations are also found in the statistics on RCT and mutatis mutandis
in meta-analyses.

9.4. The Scientific Philosophical Approach

Another line of reasoning is to see PsOG as more than just a broad area to
investigate; it is a way of thinking, a philosophy with all the resultant problems
of definition. The use of different theories and corresponding definitions and
wide variations in application does not make it open to systematic testing or
even to systematic comparison as is so typical for the benchmarking principle.
If, nevertheless, we want to leave the arguments, opinions, and presumptions
behind us, we can also look at the route PsOG-R should take in order to enter
the domain of what is agreed upon as true science.

9.4.1. Reductionistic Materialism

One of the core aims in science is the principle known as Ockham’s razor: to
reduce and unify as much as possible. With regard to PsOG, there are problems
with this. The most important problem is probably a phenomenon which lies
right at the center of PsOG: human consciousness and the experience of man
as an intentional being, driven by cultural and historical influences. According
to reductionistic materialism, pain and pleasure are purely physical processes
which take place in the brain. As long as the mental processes, for example,
the pain experience, correlate perfectly with the condition of the brain, we
may assume equality between both entities and reduce them to the simplest
explanation. This perfect correlation, also known as supervenience, however
is seldom the case. And because of that imperfection, other philosophical
perspectives have developed, of which Descartes’ dualism is one of the most
influential examples.

9.4.2. Dualism

According to traditional dualism, mind and body were so different that they
were mutually exclusive, thereby making the concept of monism impossible
to hold. However, in order to explain our normal experiences of a complete
entity, nobody experiences his/her mind apart from his/her body or vice versa:
dualism hypothesizes all kinds of causal relationships between the physical
and the mental world. This hypothesis, that mental and physical events can
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be part of the same causal chain, violates one of the fundamental laws in
physics. If a physical event happens at a point at time T, there has to be a
physical cause for that event at time point T. To put it in other words, how
can something nonphysical lead to changes in a physical world or system?
Applied to PsOG, in the case of vaginismus, it is assumed that fear is a mental
and, therefore in former philosophical terms, a nonphysical process, which
nevertheless leads to physical reactions, that is, involuntary contraction of
the vaginal sphincter. According to the laws of physics, this is impossible. In
order to solve the problem with monistic as well as pure dualistic models,
a number of mixed approaches were developed under the term dualism of
characteristics. This point of view denies the monistic idea of two perspectives
describing basically the same (physical) world. On the contrary it hypothesizes
that mental descriptions are referring to an autonomous domain of reality: the
mental world. Therefore they are not reducible to physical laws and theories.
Within this type of dualism, two parallel ways of thinking can be distinguished:
functionalism and emergentism. Whereas functionalism focuses on the mental
domain, primarily on cognition (that is the way we process information by
learning, perception, problem solving, etc.), emergentism focuses primarily
on consciousness. For a more extensive description, see (4). In summary we
can conclude that there is a temptation to say that there is the body, which
is a physiological system, and there is the psychological mind. Between them
lies what is sometimes referred to as an ill-defined no-man’s-land occupied
by something called psychosomatic medicine. The question is whether this
no-man’s-land exists, especially in view of the recent work of people like
Damasio (E). Briefly stated, the results of studies in which PET scans and
MRIs play an important role, the investigation of the human brain, emotions
and feelings, makes clear that emotions and feelings, formerly hypothesized
as mental concepts, in fact can be regarded also as physiological concepts.
What we experience as consciousness appears to be no more than an epiphe-
nomenological (concomitant of something else not regarded as its cause or
result) echo of our biological systems.

9.4.3. Toward a Humanistic Monism

Although the discussion above may evoke the reaction that psychological and
social factors are no longer interesting for physicians, the opposite is the case.
In everyday life, including the perception of pain, emotions, and feelings,
psychological and social mechanisms still play the same important role as they
always did. The discovery of quarks did not change our operating theaters
much, nor the work done there. The idea of psychosomatic refers not only to
the interaction of body and mind but also to a description of good clinical
practice, in which patients, including their social context, are taken seriously.
We therefore would like to end this chapter by presenting the concept of
a theory that not only takes into account the above-mentioned scientific
monism but also permits us to look at behavior as an ordered evolution from
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some less organized state to some more organized state. This dynamic system
provides an explanation as to why low correlations are often found between
mental and physical processes. The research question that arises is, how to
get a grip on these complex relationships? By regarding the development of
object and subject together, we can see interesting parallels between individual
growth, as described by the dissimilation theory of Piaget (d), and scientific
developments, as described by Kuhn (ﬁ). Like any other growth, scientific
growth may progress, regress, fixate, or change. It is assumed that there is
something of an inherent scientific nature in man which is triggered by one
or another further scientific system by certain life circumstances. Also, it is
assumed that as a growth phenomenon, scientific behavior develops naturally
through definable but overlapping stages. This is an orderly progression from
a less complex to a more complex stage. This concept is that of epigenesis, a
concept in the field of embryology: the theory that the germ cell is structureless
and that the embryo develops as a new creation through the action of the
environment on the protoplasm. In other words, all which grow have a ground
plan, not always achieving its final form, yet if achieving this final form, still
infinitely variable. Like others did for ethical behavior (@), we can combine
these notions into a theory of PsOG. The theory is summarized in 10 postulates,
in order to serve as signposts for psychosomatic research in the near future.

9.5. Ten Postulates

1. The scientific system of a group of men is a function of the dynamic
system triggered by the life circumstances in which that group is living.

2. Normally the system of scientific behavior by which this group lives
changes in an orderly determined manner as broader dynamic systems
are triggered by more humanly favorable life circumstances.

3. There emerges a scientific theme of what is true or false in science, which
is appropriate to each level of dynamic emergence.

4. Within each theme, certain specific values of right and wrong will be
expressed by one group because of variations in the components of a
dynamic system, while another group may accentuate certain other values
because of a different arrangement in the dynamic system.

5. There is a natural drive in man to proceed from a lower to a higher level
dynamic system and thus a concomitant natural drive to move from a
lower, more humanly restricting conception of true and false to a higher,
more humanly freeing conception.

6. As man moves from a lower to a higher level of scientific behavior, some
values by which man judges true from false are discarded as no longer
appropriate to his changed status; this dynamic emergence resembles
human cognitive emotional development, which can be summarized as
dualism, pluralism, relativism, and moral choice.

7. The scientific systems by which men live may progress, fixate at an over-
or underdeveloped level.
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8. The movement, lack of movement, or abnormality of movement is a
function of the conditions which affect man’s psychological dynamic
system.

9. Lower level dynamics produces a more rigid scientific system, thus making
it impossible for those living by lower science to comprehend the meaning
of living by higher level sciences.

10. It requires a higher system of science than the human mind to understand
the meaning of the human mind.
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Coping and Adjustment

in Pregnancy: Giving Babies
a Better Start

Michelle Sowden, Nigel Sage, and Jayne Cockburn

From a psychological perspective, even a healthy pregnancy is a challenging
time. To be prepared emotionally and practically for the arrival of a baby, a
number of psychological tasks need to be addressed. These include

Accepting the reality of the pregnancy

Facing the consequences of being pregnant

Coping with physical changes

Coping with uncertainty and unpredictability

Coping with change in role and relationships

Managing unexpected or untoward events and minor pregnancy complica-
tions (major complications are beyond the scope of this chapter and will
be addressed elsewhere)

Individuals will vary in how they set about dealing with these tasks.
Some will seek as much information as is available, whilst others will be
comfortable accepting what the “experts” tell them. Some will barely register
that the pregnancy is happening, whilst others will immerse themselves in the
experience of being pregnant right from the positive test result or even before.
The fact that the pregnant woman does cope effectively is usually rather more
important than how she does it.

So what does it mean to cope with pregnancy?

In general, we can quite reasonably assume that the women we perceive to
be mastering the tasks of pregnancy in the way we expect are coping well.
These women are likely to be the ones we feel reassured about when they
attend clinic. They generate little anxiety for us as clinicians and we feel no
need to make special arrangements. We perceive them as initiating contact
with health services in a timely way, following reasonable health-care advice,
seeking information, and making rational decisions; they cooperate with us
in planning their care.

In contrast, there are other women attending clinic whose responses do not
fit our expectations for mastering one or more of our psychological tasks list.
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They may not engage in health-care services, may fail to adapt their lifestyle
to accommodate the pregnancy e.g., continue to smoke or drink alcohol,
and they may make decisions and changes that we are concerned that they
will regret (including traveling in late pregnancy or following unconventional
advice). Alternatively, perhaps we perceive them as failing to address issues
or to make decisions at all (such as when a partner or parent dominates
consultations). They may seem to be unable to discriminate between events
that they can change or influence and those they cannot (perhaps seeking
excessive reassurance or overplanning for worst case scenarios). We might
perceive these women to be coping less well. But are our perceptions of who
is not coping correct? How can we determine who is and who is not managing
pregnancy well and how can we begin to help?

In this chapter we aim to provide an introduction to how clinicians can
review patients’ coping and identify those who need further help. Many women
who struggle with pregnancy have at their disposal effective coping skills,
having previously mastered other challenging life events but for some reason
their coping has broken down at this point in time. Often, whilst these women
are in need of additional support, they cause us to feel pushed for time, lacking
in skills and fearful of “opening a can of worms.” It is this group of women
that the present chapter will focus on. These women may well be able to make
use of relatively brief discussions aimed at enabling them to identify what
needs to change or it may be necessary to refer some one for other expert help.

The material presented in this chapter draws heavily on psychological theory
and techniques that have a solid evidence base. However, what is presented
here is a translation of this evidence base into what we hope will be a more
accessible framework for the practitioner who has little or no formal training
in psychological therapy and who has limited time in which to identify and
address difficulties in coping. As such, the material presented is not intended
to be either definitive or prescriptive but rather an introduction and pragmatic
guide that the interested reader could expand upon through further reading
and training. What this chapter does aim to do is to equip the busy practitioner
with sufficient psychological tools and techniques to improve the psychological
health of the women attending routine obstetric services. We will first define
what we mean by coping and then explore what can go wrong, together with
signs of difficulties in coping that may present in clinic. We will go on to
discuss strategies for psychological change and when to refer to.

10.1. Defining Coping

Coping can be defined as an effective response that diminishes distress and
serves the person’s best interests, even taking into account the adverse conse-
quences generated by the coping response.

Whenever people are distressed, they behave in ways that attempt to
ameliorate or manage that distress. We call these responses coping strategies.
Coping strategies are anything someone is doing to try and manage distress.
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Two main types of coping strategy have been identified. These are problem-
focused strategies and emotion-focused strategies. Problem-focused strategies
are those strategies that are concerned with managing or changing the problem
that is causing the distress. Emotion-focused strategies are those that are
concerned with managing distress directly.

Coping strategies can be further categorized by whether they attempt to
confront and tackle problems or emotions or attempt to avoid and minimize
these problems or emotions. The four main types of coping strategy that will
be referred to in this chapter are presented in Table [0.11

To understand more about the different coping strategies, we will leave
the theme of pregnancy for a moment and imagine, for example, the plight
of a parent whose child’s beloved budgie dies during its first day at school.
How could the parent manage this situation? The parent could avoid the
child’s distress by quietly buying an identical budgie and hoping the change
goes unnoticed. Alternatively, they could confront the situation after school
by explaining what has happened and encouraging the child to have a good
cry. Both solutions could effectively resolve the situation. However, both also
have consequences. Buying an identical budgie avoids the child becoming
distressed in the short term but gets expensive for the unfortunate parent if
faced with a succession of pet bereavements. More seriously, it is not allowing
the child opportunity to learn to cope with normal feelings of loss. However,
confronting the situation will und