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Introduction: From Dispensers to Collaborators


Prescribing is a form of psychotherapy. There is no such activity as isolated “medication management.” Clinicians who prescribe medication for mental health problems do not “manage” medication. We do not even manage people. Rather, we accompany and collaborate with fellow human beings, discerning together how to face challenges and find ways forward.

One of us (Warren Kinghorn) has worked as a psychiatrist in the U.S. Department of Veterans Affairs (VA) health system for nearly two decades. When I began working at the VA as a psychiatry resident, I came to believe that prescribing medication for combat veterans with PTSD was a relatively straightforward practice. I would interview veterans and ascertain that their symptoms met DSM criteria for PTSD, including reexperiencing of recurrent and intrusive distressing recollections, nightmares, avoidance behaviors, and hypervigilance. I would offer the diagnosis of PTSD to veterans—many of whom, at that time, had not heard of it—and would explain that both medications and psychotherapy were helpful for that disorder. Some patients were interested in psychotherapy, but nearly all were interested in medication. In nearly all cases I would start with prescribing a serotonin reuptake inhibitor (SRI) such as sertraline, fluoxetine, or paroxetine. I would often augment this with an antihistaminergic medication for sleep, such as trazodone. I would speak about community and social support, encourage connection with other veterans, refer for psychotherapy if desired, and then move to the next patient. SRI, sleep medication, psychotherapy, community support, next patient. It became a comfortable rhythm. I felt competent.

It did not take long for me to realize that prescribing medication for PTSD was not that easy. Some of my patients returned after 3–6 weeks and reported that they were feeling better, with fewer PTSD symptoms. Others reported that they were not better. Some disliked the sexual side effects of SRIs because they interfered with actual or desired sexual relationships. Some liked the sexual side effects because it helped them to manage troublesome sexual feelings. Some deeply wanted the rest associated with sleep but resisted taking sleep medication because they did not want to become so sedated that they lost the ability to remain vigilant against threats. Some Black veterans initially greeted me, a white psychiatrist, with suspicion because of past experiences of being overmedicated by white psychiatrists. Some wanted medication to make it possible for them to engage in trauma-focused psychotherapy. Some had no interest in psychotherapy and simply wanted medication to help them feel less anguished. I realized that there was no “right” medication for PTSD. There were only medications that were helpful or not for particular people who lived with trauma in particular ways.

The other of us (Abraham Nussbaum) learned a similar lesson. When I began working with persons with serious mental illness, I was a resident physician involved in schizophrenia research. I helped recruit, screen, and evaluate patients for medication efficacy trials. I learned to administer a battery of instruments—the Abnormal Involuntary Movement Scale, the Brief Adherence Rating Scale, the Positive and Negative Syndrome Scale, the Structured Clinical Interview for DSM-5, and more—and to record a patient’s medication history, usage, response, and efficacy with precision. Listening to the clinicians and the research subjects talk about medications, I began to imagine the conversation of premodern sailors at sea. When crossing the vast sea, they had only the stars by which to navigate. So they talked about the stars—their shape, their movements, their effects on the sea.

Similarly, it struck me that clinicians and patients often spend their time together naming the pharmaceutical stars by which they chart their course. Risperidone helped me get back to work. Olanzapine got me out of the hospital. As they talked about medications, I was struck that they rarely discussed the relationships that formed around their discussions and that none of the rating scales assessed those relationships. We rarely talked about how the medications affected their ability to relate to the other people in their lives or how prescribing medications reinforced larger social relationships of how we treat people with mental illness. Puzzling over this with one day in the resident workroom, a precepting faculty member reminded me that even when we are prescribing medications, we are building and unbuilding relationships.

Her wise comment steered me toward a different career, away from schizophrenia research studies, to a career spent considering how I can be in relationship with the people I meet as patients and the learners I train to care for these patients. For over a decade, I have worked as an adult inpatient psychiatrist and educator at an academic safety-net system. I daily see that my own preceptor was right: the stars that truly set our course are the relationships we establish with patients, not the medications we prescribe in those relationships. So I have gradually realized that we ought to assess our journey by those relationships, rather than by the medications themselves.



Prescribing Happens in Relationship


Prescribing always happens in relationship, and relationships matter for effective prescribing. We believe that strong relationships between clinicians and patients are centrally important for effective prescribing of medications for mental health problems. Psychotherapy researchers have long recognized that the therapeutic alliance is an important common factor for successful outcomes in psychotherapy, associated with large effect sizes (Flückiger et al. 2018; Horvath et al. 2011; Martin et al. 2000; Wampold and Imel 2015). For many conditions, the strength of the therapist-patient alliance may be a stronger predictor of success in psychotherapy than the specific mode of therapy utilized (Wampold and Imel 2015).

The clinician-patient alliance also matters for effective medication prescribing. It matters because it is in the context of relationship that patients are willing to disclose the truth of their experience and that clinicians are able to hear their patients’ experiences in nuanced ways. It matters for discerning when medications are needed, what medications are prescribed, and the goals of medication use. It matters for patients’ willingness to take medications (Sylvia et al. 2013). It matters for clinical outcomes, accounting for 20% or more of outcome variance in some studies (Krupnick et al. 1996; Totura et al. 2018; Weiss et al. 1997). And it matters because it affects the satisfaction of both clinicians and patients with the prescribing relationship, while either enforcing or challenging social conventions about who gets meds and which meds they receive.




From “What to Prescribe” to “How to Prescribe”


This is a different kind of book about psychiatric medication. In a distinction that we learned from psychiatrist David Mintz, we do not focus on what to prescribe (Mintz and Flynn 2012). We focus, rather, on how to prescribe and on how to build strong, effective prescribing relationships.

Most psychopharmacology manuals and textbooks focus on what to prescribe. In our formation as psychiatrists, we have encountered many excellent textbooks related to psychopharmacology. These textbooks are generally organized either by drug class or by type of mental disorder, and cover things that every prescribing clinician needs to know: how particular medications work in the body (pharmacokinetics and pharmacodynamics), how they are dosed, their common side effects, and how they affect the outcomes of particular mental disorders. We continue to learn from these “what to prescribe” resources, and we recommend them to students and trainees.

In contrast, far fewer resources focus on how to prescribe. How do prescribing clinicians talk with patients about medication? How do prescribing clinicians build trust with patients? What psychological and relational meanings do patients associate with medication? What cultural and social factors affect the ways that prescribers and patients relate to medication? As psychiatrists, our training in psychotherapy included nuanced material on how to respond to patients in distress, how to cultivate a strong working alliance, and how to recognize therapy-advancing and therapy-interfering behaviors. While we discussed these issues with our supervisors and colleagues, we noticed that they were rarely addressed in psychopharmacology textbooks.

Several excellent resources fill this gap by focusing on the integration of psychopharmacology with psychotherapy. Even in the early years of modern psychopharmacology, psychiatrists were reflecting on how medication would affect the process of psychotherapy. Psychoanalyst Mortimer Ostow, writing in 1962, emphasized that while he never recommended treating mental illness “of any sort” with medications alone, medications could be helpful in augmenting psychotherapy. “First,” Ostow wrote,


[Medication therapy] is gentle and does not disrupt ego function. Therefore it does not impede psychologic investigation and interpretation, nor does it damage the transference. Second, when properly employed, it actually facilitates the psychotherapeutic work. Third, the chemical substances can be used to achieve quickly though temporarily, the same ultimate therapeutic influence that we achieve more lastingly though slowly and painstakingly by psychologic means. (Ostow 1962, p. 3)



A number of more contemporary books provide specific recommendations for integrating psychopharmacology and psychotherapy (Beitman et al. 2003; Riba et al. 2018; Tasman et al. 2000).

Other “how to prescribe” resources focus on how to speak with patients about medications in the context of specific important clinical issues. Shea (2019) provides practical guidance for improving medication adherence (or, in Shea’s term, “enhancing medication interest”). Gupta et al. (2019) introduce strategies for reducing polypharmacy through the process of deprescribing.

Another stream of “how to prescribe” resources is the “psychodynamic psychopharmacology” of David Mintz and his colleagues at the Austen Riggs Center (profiled in Chapter 3, “Prescribing Alliances”). Considering prescribing through the lens of psychodynamic theory, Mintz and colleagues emphasize that medications are not only chemical agents but also relational objects. Patients and prescribers can develop relationships with medications, and medications can play important roles in how patients engage, or avoid engaging, in relationships with others (Mallo and Mintz 2013; Mintz 2002, 2019; Mintz and Flynn 2012).

We draw on these resources and will introduce many of them over the course of this book. Our central attention, though, is on what we take to be the animating center of “how to prescribe” resources: therapeutic relationships that move from the “dispenser model” to the “collaborator model.”




From Dispensers to Collaborators


We start with a thought experiment: might effective psychiatric prescribing be done by a vending machine? Imagine, for example, that after undergoing a diagnostic assessment with a nonprescribing mental health clinician, patients open an app on their phones in which they answer questions tied to DSM-5-TR diagnoses (American Psychiatric Association 2022), complete standardized symptom rating scales related to those diagnoses, and then enter pertinent information about their medical history, family history, and personal characteristics such as gender, age, and weight. The app analyzes the data against the experiences of other patients, runs a search of evidence-based practice guidelines and the latest drug efficacy literature, accepts electronic payment, and then—clank! thwomp!—medication bottles with 30-day supplies of medicine are awaiting them at a nearby prescription machine. Within a month, patients revisit the app, update their responses to diagnosis-specific rating scales, enter other pertinent information, and then—thwomp!—the prescription machine then dispenses another month’s supply of medication at different, or perhaps the same, doses.

With advances in computing and machine learning, such a prescription machine may be on the near horizon. A prescription vending machine is already easy to imagine because it bears uncanny resemblance to the way that many prescribing clinicians have been formed to understand their work. We refer to this model as the “dispenser model” (see Table 1–1).


TABLE 1–1. The dispenser and collaborator models








	
	Dispenser model

	Collaborator model






	Way of understanding experience

	Individual/biomedical

	Contextual/relational




	View of the patient

	Individual patient (face-to-face view)

	Person extended in relationships, community, and culture (side-by-side view)




	Nature of the problem

	Unwanted or disvalued experience and/or behavior understood as symptoms

	Unwanted or disvalued experience and/or behavior understood as challenges and problems




	Approach to the problem

	Specifying diagnoses that fit the symptoms (reliability)

	Understanding the challenges or problems, using diagnoses as heuristic guides for understanding broader life context




	Primary role of prescribing clinician

	Expert who can recommend and dispense effective pharmacotherapy

	Collaborator and guide who can help to discern a way forward




	Primary therapeutic goal

	Symptom reduction

	Empowerment, agency, capacity for relationship, and pursuit of purposes and goals




	Prioritized agent of healing

	Medication (with relationship supporting adherence to medication)

	Relationship with clinician and relationships with others (with medication supporting growth in/of relationship)




	Therapeutic roles of medication

	Altering dysfunctional brain circuits or other bodily states of affairs, thereby reducing symptoms

	Reducing or eliminating barriers to relationship, agency, and engagement (overlap with symptom-reduction view)

Signifying relationship (medication as transitional object)




	Harmful roles of medication

	Adverse effects or toxicity

	Avoiding relationship, or increasing or creating barriers to relationship (e.g., through excessive blunting)




	
	Psychological and physiological dependence (addiction)

	Talisman against abandonment in therapeutic relationship (e.g., clinging to ineffective medication in order to avoid termination of pharmacotherapy)




	
	Lack of benefit for target condition

	Countertransference prescribing (medication meeting a psychological need of the prescriber)




	
	
	Talisman against loss of external goods (e.g., disability benefits)




	
	
	Contributing to injustice and inequity




	
	
	Conforming patients to harmful social norms




	Primary role of therapeutic alliance

	Enhancing trust in prescriber’s expertise

	Activating attachment system




	
	Promoting adherence

	Promoting commitment to common tasks and goals




	
	
	Promoting secure attachment relationships outside of therapy








The Dispenser Model


In the dispenser model, the central role of the prescribing clinician—like the prescription vending machine—is to dispense the right medication for the patient’s condition. Patients present before the dispenser, usually as individuals, with things called “symptoms.” The goal of the prescriber is to provide an accurate label for these symptoms—a diagnosis of a particular mental disorder—and then to identify and to dispense medication that is judged likely, on the basis of published evidence, to reduce or to ameliorate these symptoms. The goal of treatment is symptom reduction, and the prescribing clinician is the expert who can recommend and dispense medication that will reduce symptoms.

The dispenser model is clear that medication is the agent of healing, and so the central task of pharmacotherapy is “finding the right medication” or “getting the medications right.” The prescriber is important as the dispenser and deliverer of medication. A different prescriber might take the place of the first prescriber—covering, perhaps, in an urgent care clinic—but as long as the same medications are prescribed, the treatment will continue unabated. The prescriber-patient relationship is primarily a tool to encourage patients to accept medication, to encourage positive expectation about medication, and to improve adherence to medication.

The dispenser model is often associated with an individual and biomedical view of mental disorder—the assumption that mental disorders are internal to individuals and reflect disease or dysfunction in brain circuits and other body systems (Zachar and Kendler 2007), though such a view is not strictly required. Because mental disorders reflect dysfunction in neural systems, mental disorders are appropriately treated with medication that modifies the function of neural systems, thereby reducing symptoms. Effective medication works because it corrects dysfunction in brain circuits or other bodily states of affairs, thereby reducing symptoms. When medication is ineffective or does not work, this is because it fails to modify the dysfunctional systems, because it causes unwanted side effects or toxicity, or because it causes physiological and psychological dependence.

The dispenser model has an important place in mental health prescribing. We draw on it frequently in our work. It works especially well in clinical situations where the individual/biomedical model fits well—for instance, in the treatment of delirium or catatonia, and often in contexts such as melancholic depression, bipolar mania, and acute psychosis. But in mental health situations where the problem is heavily influenced by the patient’s past and present relationships, community, and culture—which is to say, in most prescribing contexts—the dispenser model is an insufficient response. In this book we prioritize a more contextual, relational approach to mental health prescribing, which we call the “collaborator model.”




The Collaborator Model


The collaborator model starts with a contextual and relational, not an individual and biomedical, view of human beings and their mental health challenges (and in this sense has similarities with the “contextual” rather than “medical” model of psychotherapy efficacy of Wampold and Imel [2015]). Humans are fundamentally biosocial beings. We become who we are not only as our bodies are configured in particular ways but as our bodies engage with other bodies and with our lived world in relationship, community, and culture. While some mental health problems are “more bio” and some problems are “more social,” mental disorder always shows up at the interface of bodily function and the world of relationships and community. Mental disorders, like human beings, are biosocial to the core. Sometimes mental health challenges can be understood as individual, biological problems that show up in relationship, community, and culture. Sometimes they can be understood as relational and cultural problems that show up in the body and experience of an individual. Usually they can be best understood in light of both perspectives.

Following this biosocial view, the collaborator model understands that humans are not isolated individuals. Rather, we are persons-in-relation, selves who are extended in relationships and community. Understanding people requires not only looking at them but also looking with them at the world that they are experiencing. This requires not only a face-to-face view but also a side-by-side view. The prescribing clinician is not primarily an expert dispenser, but rather a seasoned accompanist and collaborator who walks with the patient through the terrain of his or her life, seeking both to understand the problem (for which diagnoses are useful heuristic guides) and to discern helpful ways forward.

While the collaborator model celebrates symptom reduction, reducing symptoms is not the primary goal of care. The goal, rather, is for the patient to gain or to regain the capacity and power to pursue valued purposes and goals that contribute to their flourishing. The collaborator model prioritizes empowerment and agency, and the therapeutic alliance is the clinician’s strongest asset. The alliance serves to activate the patient’s attachment system, secures a bond within which common tasks and goals can be discerned (Bordin 1979), and promotes the growth of secure and healthy relationships outside of therapy. Healing and recovery come through relationship—in part through therapeutic relationships, and mostly through healthy relationships in life outside of mental health care.

Medication plays an important but different role in the collaborator model. As in the dispenser model, medications may reduce or ameliorate symptoms, but this is not their primary purpose. Rather, in the collaborator model, medications are useful when they reduce or eliminate barriers to the patient’s ability to engage in healthy relationships and to pursue valued purposes and goals. They may also sometimes “carry” relationships as transitional objects (see Chapter 14, “Strong Emotions: Prescribing in the Context of Borderline Personality Disorder”). Medications are harmful when they increase or create barriers to healthy relationship, when they make it less likely or more difficult for patients to pursue meaningful goals. They are also harmful when they serve primarily to reduce distress in the clinician (“countertransference prescribing”; see Chapter 14) (Mintz and Flynn 2012) or when they are used to ensure the continuity of an otherwise unproductive therapeutic relationship (as a talisman against abandonment) or to avoid the loss of external goods (e.g., disability benefits). Finally, they are harmful when they are used in discriminatory ways (for instance, applied inequitably to different racial groups) or to encourage the patient to conform to harmful social norms (for instance, norms about body image or student achievement).





Commitments of the Collaborator Model: Relationship, Agency, and Story


We present the dispenser and collaborative models as two ends of a spectrum, not as either-or alternatives. Most seasoned prescribing clinicians, including those who work primarily in biological paradigms, draw from each of these models. To be sure, prescribing clinicians need to know the things that are central to the dispenser model and prominently highlighted in the “what to prescribe” literature: mechanisms of drug action, pharmacokinetics, drug-drug interactions, monitoring algorithms, dosing, and so on.

But this is not enough. Prescribing clinicians need to attend to experiences central to the collaborator model: the nature of the patient’s lived world; the way that the patient navigates challenges; the patient’s strengths, goals, and aspirations; and the meaning that patients and clinicians alike attach to medications. There are three central commitments or values of the collaborator model that we will be engaging throughout this book: relationship, agency, and story.

First, the collaborator model is centered foremost on relationship. All medications are prescribed and used in a relational context, and prescribing clinicians cannot understand what medications are for or what they are doing apart from this context. Much of this book will center on the critically important clinician-patient relationship. But prescribers should also attend to the broader relationships that order, or disorder, patients’ lives. Prescribers must attend to the way that mental health challenges may appear differently in different communal and cultural contexts, and the way that particular relational/communal contexts, such as structures of racial and socioeconomic injustice, may precipitate and perpetuate psychological distress. Prescribers must also attend to the way that relationships can soothe, heal, and empower our patients.

Second, the collaborator model is oriented toward agency, the capacity to identify purposes and goals and to act in pursuit of them. Agency (and related concepts such as autonomy and locus of control) is a central good of human life and deeply important to the flourishing of clinicians and patients alike. Many patients come into mental health care because they feel powerless to act or constrained from acting toward meaningful goals (Nussbaum 2015). But curiously, the dispenser model of prescribing can all too often overlook or minimize patients’ agency—not only by attributing therapeutic power to medications and to the clinicians who dispense them (with the patient the passive receptacle of this power), but also by neglecting agency when we say that medications “work.”

In the dispenser model, when clinicians say that medications “work,” and especially that their use is “evidence-based,” we generally mean that patients receiving medications in randomized clinical trials experienced a greater reduction of symptoms than patients in those trials who were prescribed placebos—with the “symptoms” specified on standardized rating scales. But this means that we have to look at the rating scales themselves to understand the nature of the symptoms for which medications have been shown to “work.” And it turns out that in many commonly used rating scales, measured symptoms tend to focus on states of experience that may be precursors to agency but that do not directly measure patient’s capacity to identify purposes and goals and to pursue them (see Table 1–2). The dispenser model, that is, inadvertently neglects a domain of human life central to why many patients seek care.


TABLE 1–2. Number of items in common psychiatric rating scales that specifically reference agency








	Rating scale

	Items that reference agency

	Items that do not reference agency






	Hamilton Depression Rating Scale (HAM-D)

	1

	16




	Hamilton Anxiety Rating Scale (HAM-A)

	1

	13




	Montgomery-Åsberg Depression Rating Scale (MADRS)

	3

	7




	Beck Depression Inventory (BDI)

	8

	13




	Brief Psychiatric Rating Scale (BPRS)—18-item version

	1

	17






In the collaborator model, by contrast, agency is a primary good. Reducing symptoms is important insofar as this enables patients’ agency. Throughout this book, we will be emphasizing that the most effective prescribing relationships are centered on how prescribers and patients align so that the patient can identify and pursue meaningful purposes and goals.

Third, the dispenser model emphasizes story. Our patients are not primarily bearers of symptoms, but rather inhabitants of stories: individual stories, family stories, communal stories, cultural stories. The dispenser model tells one story so well—the biomedical story—that it can crowd out the other stories that patients bring. One of us regularly asks psychiatry trainees who are deeply formed in the dispenser model to give case presentations without using a single clinical term—and we find that the presentations that emerge are often more nuanced, more phenomenologically descriptive, and more human than anything the biomedical story can offer. While this is not a book on narrative medicine, we believe prescribers are most effective when we are attuned to our patients’ stories, and to our own.

This book reflects our conviction that the collaborator model is a powerful but underutilized resource for mental health training and practice. Furthermore, the collaborator makes clear that prescribing clinicians cannot be replaced, without significant loss, by vending machines.




Learning From Wise Clinicians


This book is a guide for clinicians who prescribe psychiatric medications and want to know “how to prescribe” as well as “what to prescribe” when working with patients with particular forms of mental disorder, offering practical principles for wise and effective prescribing in particular mental health contexts. In writing this book, we draw on published research and on our own experience as clinicians. But we are also very pleased, in each chapter, to introduce readers to expert clinicians whom we respect and who have taught us a lot about building prescribing relationships that help patients to heal and to grow. We introduce the work of these clinicians, quote from original interviews with them that we conducted for this book, and describe their approach to prescribing medication in particular mental health contexts. Just as we prescribe in relationship, we learn to prescribe through relationship. If nothing else, we offer this book as an introduction to these talented and fascinating colleagues. In each chapter, we introduce the work of one or more expert clinicians as well as specific concepts or skills that we have found useful for building prescribing relationships in these areas (see Table 1–3).


TABLE 1–3. Featured clinicians and key concepts and skills









	Chapter

	Area of mental disorder

	Featured clinician(s)

	Key concepts and skills






	2:Relationship Matters

	Relationships and mental disorder

	Vincent Felitti, M.D.

	4P model of case formulation




	3:Prescribing Alliances

	Prescribing relationships

	David Mintz, M.D.

	Psychodynamic psychopharmacology




	4:Peak Performance

	Attention-deficit/hyperactivity disorder

	Francine Conway, Ph.D.

	Mentalization




	5:Visions and Voices

	Schizophrenia spectrum and other psychotic disorders

	Mohammed Abouelleil Rashed, M.B.B.Ch., Ph.D.

	Pragmatic diagnosis




	6:Stabilization Forces

	Bipolar disorders

	Kay Redfield Jamison, Ph.D.

	Medication concordance




	7:Frayed Edges

	Depressive and anxiety disorders

	Sidney Hankerson, M.D., M.B.A.

	Connecting to community




	8:Unwelcome Strangers

	Obsessive-compulsive and related disorders

	Jennifer Freeman, Ph.D.

	Externalization of symptoms




	9:Building Peace

	Trauma- and stressor-related disorders

	Glenda Wrenn, M.D., M.H.S.P.

	Exploring the meaning of medications (and symptoms)




	10: When the Body Speaks

	Somatic distress

	Cecilia Ordóñez, M.D., and Luke Smith, M.D.

	Cultural formulation




	11: Befriending the Body

	Eating disorders

	Jennifer Gaudiani, M.D.

	Listening to the body




	12: Getting Clean

	Substance use disorders

	Joshua Blum, M.D.

	Motivational interviewing and structural competency




	13: Knowing and Being Known

	Neurocognitive disorders

	Sharon K. Inouye, M.D., M.P.H.

	Listening for stories




	14: Strong Emotions

	Borderline personality disorder

	Sarah Fineberg, M.D., Ph.D.

	Deprescribing






Finally, a note on terminology: by “prescribing clinicians” or “prescribers,” we refer to any clinician who utilizes medications to treat mental health problems, including nurse practitioners, physicians, physician assistants, and psychologists, who work both in primary care and in specialized mental health contexts. As psychiatrists, we are very aware that in the United States, most psychiatric medications are not prescribed by psychiatrists. It is important to us that the expert clinicians whom we profile in this book include not only psychiatrists, but also psychologists and primary care physicians. We are also aware that, strictly speaking, there is no such thing as a “psychiatric medication” or a “mental health medication.” There are only pharmaceuticals that are used to treat mental health problems and that may also be used for other things. In this guide, we generally speak simply of “medication” unless further specificity is required.
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Relationship Matters


Featured Clinician: Vincent Felitti, M.D., Kaiser Permanente

Key Concept or Skill: The 4P Model of Case Formulation

 

Sometimes obstacles to health are not what they seem.

It is Southern California in the 1980s. Dr. Vincent Felitti, an internist and director of Kaiser Permanente’s Department of Preventive Medicine, had recently introduced a new program for people seeking help for extreme obesity. The program combined weekly 2-hour group meetings, weekly medical evaluations, and absolute fasting, with a nutritional supplement given to prevent medical complications from fasting. In many cases the results were astounding; patients in the program would lose 50, 100, 150 pounds. But up to 50% of patients dropped out of the program, even when they were losing weight (Felitti 2019a; Stevens 2012).

Concerned by the dropout rate, Felitti began carefully listening to his patients. One patient, who weighed over 400 pounds upon entering the program and had dropped to 132 pounds, suddenly gained 40 pounds within 3 weeks, attributing this to eating in her sleep. Listening closely, Felitti learned that just before this sudden weight gain began, a “much older married man” at work had sexually propositioned her. Felitti asked more, and she soon disclosed that she had been sexually abused by her grandfather—a much older married man—for a decade beginning at age 10, when her weight gain began (Felitti 2019a).

Neither Felitti nor other physicians of the time routinely asked patients about childhood sexual abuse. It was considered too invasive, too private. Childhood sexual abuse was presumed to be uncommon—after all, patients rarely spoke of it to physicians; asking about it would be medically unnecessary and possibly offensive for most people, while potentially triggering strong reactions in the small number of patients who had been abused. But prompted by this patient and several others, Felitti and his colleagues began routinely asking patients in the obesity clinic about sexual abuse in childhood. They were astounded. Of 286 patients entering the Obesity Program, 55% acknowledged a history of childhood sexual abuse. Felitti and his colleagues recognized that obesity among these patients was not just a problem; for patients, it was also a solution. One of his patients told him, “Overweight is overlooked, and that’s the way I need to be” (Felitti 2019a, p. 788).

Alarmed by these stories, Felitti wanted to know whether sexual assault and sexual violence might be connected not just to obesity but to other health problems also. He started by comparing 131 patients who indicated on a questionnaire that they had been “raped or sexually molested” with age- and sex-matched controls. He found that 83% of the study group identified themselves as depressed, compared with 32% of the controls. Beyond that, he found that the patients who reported a history of abuse were more likely than the control subjects to live with obesity, asthma, chronic back pain, chronic headaches, chronic abdominal symptoms, and more. They utilized medical care, including surgery, at higher rates. They were more likely to report unstable marriages. And 90% of those who reported a history of abuse, which on average had occurred more than 30 years in the past, said that they had never discussed it with a physician (Felitti 1991).

Felitti’s reports of the prevalence and consequences of childhood sexual abuse were initially met with disbelief from his professional colleagues, but were more believed after he published results from the Adverse Childhood Experiences (ACE) Study, a large cross-sectional survey of Kaiser Permanente members who completed a standardized medical evaluation and then completed a questionnaire (ACE Questionnaire) that asked about exposures to various forms of childhood abuse and adversity, ranging from physical and sexual abuse to incarceration of family members. Over half (52%) of their insured, middle-class sample endorsed at least one category of adverse childhood exposure, including 22% who reported childhood sexual abuse and 25.6% who reported mental illness, substance abuse, or intimate partner violence in their childhood homes. Six percent reported four or more (of seven) categories of exposure. Felitti and colleagues also found a dose-response relationship between the number of categories of adverse childhood experiences (the ACE score) and a wide number of health risk factors and illnesses. As the participants reported more adverse childhood exposures, they endorsed higher rates of 10 known health risk factors, including smoking, severe obesity, depression, attempted suicide, alcohol and drug use, and risky sexual behavior. Researchers found a dose-response relationship between adverse childhood experiences and ischemic heart disease, cancer, chronic bronchitis or emphysema, history of hepatitis or jaundice, skeletal fractures, and poor self-rated health (Felitti et al. 1998).

The ACE Study is now viewed as a clarion call for health care practitioners to attend to the importance of adverse childhood experiences, including physical and sexual abuse, for the health of our patients.

The call of the ACE Study was almost never issued. Felitti says his initial proposal for the study was “turned down flat” by the institutional review board (IRB) of the Southern California Permanente Medical Group because of concern that the ACE Questionnaire, with its probing of traumatic exposures, “will cause patients to decompensate, perhaps even become suicidal” (Felitti 2019a, p. 788). The IRB approved the study only with the provision that Felitti and his colleagues maintain a round-the-clock hotline for 3 years for use by study participants who experienced emotional distress because of the questionnaire. The hotline never received a call. “Instead,” Felitti wrote, “several dozen notes and letters were received from patients. One, from an elderly woman, summarized the others: ‘Thank you for asking. I feared I would die and no one would ever know what had happened’” (Felitti 2019a, p. 788).

Asking about adverse childhood experiences did not cause patients to decompensate. Even more, Felitti claims, citing unpublished data, that after questions about adverse childhood experiences were integrated into a questionnaire that new Kaiser Permanente patients completed prior to an initial primary care visit, these patients demonstrated a 35% reduction in primary care visits and an 11% reduction in emergency department visits in the subsequent year (Felitti 2019a, 2019b). And this was not, Felitti claims, because these patients were referred for psychotherapy. Rather, even in the context of an initial health assessment, there was an opportunity for a healing therapeutic encounter:


Our basic approach was to say in the exam room, “I see on the questionnaire that. . . Can you tell me how that has affected you later in your life?” And we listened, period. Later, we learned from patients that our apparent acceptance of them after hearing their dark secret was of profound importance. After lengthy consideration, we came to see that “Asking” (initially by an inert mechanism), followed up by face-to-face “Listening” and “Accepting” was a powerful form of “Doing.” (Felitti 2019a, p. 789)



Felitti’s work revealed that health problems are relational. Adverse childhood experiences—which always disrupt healthy relationship—increase the risk of mental disorders like major depressive disorder and nonpsychiatric disorders like ischemic heart disease and cancer. Relationships matter for the etiology of health problems but also, Felitti and his colleagues showed, for their recognition and treatment. It was only in the context of therapeutic relationships with patients that Felitti was able to link severe obesity to childhood sexual abuse, and to understand that for some patients, obesity was not just a problem but also a solution to other problems. And it was in the context of therapeutic relationships—even time-limited, circumscribed ones—that many patients experienced the ACE Questionnaire not as triggering but as validating.



Relationships and an Outside-In Approach to Mental Disorder


Humans are relational beings through and through. We are conceived and born in relationship with others. As infants, we depend on others for every dimension of our nurture and nourishment. As children, we learn from others. Our early relationships shape our experience of others and of ourselves.

But biomedical models of disease often make it hard for prescribing clinicians to see how central relationships are for mental disorders or for other medical problems. Many clinicians are trained in an “inside-out” biomedical understanding of disease that correlates with the dispenser model of prescribing. In this model, disease states originate inside a person, most often because some organ or biological process has stopped working correctly: in the example of Graves’ disease, for example, a person’s immune system tricks their thyroid gland into producing excessive amounts of thyroid hormone. This internal pathological process then shows up in a person’s subjective experience and behavior (e.g., as anxiety, emotional lability, and heat intolerance) and in their relationships (avoiding situations that are physically demanding and socially stressful). The point of medical evaluation is to get to the underlying cause of the problematic symptoms (e.g., by measuring thyroid-stimulating hormone [TSH] and thyroid hormone [T3, T4]) and then to reverse the underlying cause (e.g., through ablation with radioactive iodine).

Though few disorders that mental health clinicians treat are understood as clearly as Graves’ disease, this “inside-out” biomedical model of disease often governs how prescribing clinicians think about mental illness. DSM-5, for example, defines “mental disorder” as a “clinically significant disturbance in an individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning.” Socially deviant behavior and conflicts between the individual and society are not mental disorders “unless the deviance or conflict results from a dysfunction in the individual” (American Psychiatric Association 2013, p. 20).

In this definition, mental disorders are proper to “an individual.” Mental disorders arise from “dysfunction in the psychological, biological, or developmental processes underlying mental functioning” and “dysfunction in the individual” [italics ours]. Although people may suffer when relationships are severed (as in the death of a loved one) or relationships are marked by conflict, this suffering is not to be counted as a mental disorder unless it results from dysfunction in the individual.

The DSM-5 definition reflects an “inside-out” approach to diagnosing mental disorders. In this way of thinking, mental disorders arise from dysfunction inside a person’s “underlying” physical and mental processes, and then show up outside in the person’s behavior. This inside-out approach comes naturally for prescribing clinicians, because it fits the way that clinicians are taught about pathology and pathophysiology. Just as renal disorders result from dysfunction of the kidneys, and cardiac disorders result from dysfunction of the heart and circulatory system, so also psychiatric disorders result from dysfunction of whatever processes underlie mental functioning. Some might even go further and postulate that mental disorders are disorders of brain circuits (e.g., Insel and Cuthbert 2015).

The inside-out approach is not wrong, but it is limited. Even DSM-5, despite stating that “[a]n expectable or culturally approved response to a common stressor or loss, such as the death of a loved one, is not a mental disorder,” and that “[s]ocially deviant behavior. . . and conflicts that are primarily between the individual and society are not mental disorders unless the deviance or conflict results from a dysfunction in the individual,” regularly allows that mental disorders can stem from reactions to unwanted or feared social or relational realities, as in the case of adjustment disorders, PTSD, and separation anxiety disorder (American Psychiatric Association 2013, p. 20). In none of these cases is there any requirement to ask, much less to prove, whether there is an identifiable “dysfunction in the individual.” These situations simply are deeply distressing responses to unwanted social realities, and that is enough.

The collaborator model of prescribing, discussed in Chapter 1, is not opposed to an inside-out view of mental disorder. The inside-out view is helpful for understanding many mental disorders—and some, such as major neurocognitive disorder due to vascular disease, cannot be understood without it. But the collaborator model insists that the inside-out view be balanced by a different view: a contextual or “outside-in” view. In the outside-in view, mental disorder remains embodied. Unwanted experience and behavior are reflected in particular states of affairs of brain circuits, neurotransmitter systems, and neuroendocrine systems. But in this view, the locus of pathology is not inside the brain or even the body, but outside the body in the lived world of relationship, community, and culture. In an outside-in view, many of the patients in Felitti’s obesity clinic may indeed have acquired, or may have even been born with, neuroendocrine conditions that made it difficult for them to lose weight sustainably. But for those with high degrees of ACE exposure, the locus of their pathology was not inside their bodies, or even in their diets. It was in relationships within which they were abused and betrayed. Understanding these patients required an outside-in view.

Both the inside-out view and the outside-in view are useful for understanding the experience of patients with mental disorders, and both are essential to the collaborator model. We recommend that prescribing clinicians intentionally incorporate both of these perspectives into every patient assessment. The inside-out view correlates with the question, “To what extent is my patient’s problem something that starts in their body and brain, and then shows up in the world of relationship, community, and culture?” The outside-in view correlates with the question, “To what extent does my patient’s problem start in their relationships, community, and culture, and then show up in their body and brain?” Rarely is either perspective entirely sufficient; both are generally required. But the perspective that we take makes a big difference for the kind of therapies that we are likely to recommend. An inside-out perspective most often correlates with the dispenser model, leading to a search for a medication that will correct the underlying (inside) problem. But using both perspectives facilitates use of the collaborator model, in which the clinician is a collaborator and guide, using medication not as a fix but rather as a tool that may be useful in helping the patient to realize their purposes and goals.




Relationships and the Four P’s


The outside-in approach to mental disorder is especially useful for understanding just how important relationships are for mental health and mental disorder. Unfortunately, prescribing clinicians have often been formed to focus on relationships primarily when considering a patient’s “social history.” As medical educators, we regularly encounter psychiatric assessments that describe patients’ individual symptoms—for example, of depression or anxiety—in great detail and consider relationships as an afterthought, somewhere near consideration of patients’ housing, employment, and finances. But this dramatically discounts the important role that relationships play in every dimension of our patients’ lives and experience, as well as our own. (It also neglects the importance of housing, employment, and finances.) If we are fundamentally relational beings, then relationships mark every dimension of our experience.

While every patient’s case is different, the 4P model (Table 2–1) helps us to see how relationships matter, not just for the clinician-patient alliance (which we will turn to in Chapter 3, “Prescribing Alliances”), but also for mental health more broadly. First, the ACE Study and many subsequent studies of the relationship between ACE exposures and later-life medical and mental health challenges make clear that early interpersonal relationships—especially when they are marked by abuse and violence—can function as predisposing factors for mental disorders. Second, relationships can precipitate the onset of particular forms of mental disorder, as when the loss of a romantic relationship leads not just to heartbreak but also to a major depressive episode, or when an adolescent’s exposure to a persistently fat-shaming peer group leads to habitual diet restriction and other behaviors associated with disordered eating. Third, problems in relationships can perpetuate mental disorders: depression, for instance, is significantly associated with loneliness (Erzen and Çikrikci 2018) and the sense of hopelessness, meaninglessness, and inability to cope that is often referred to as “demoralization” (Frank and Frank 1991; Tang et al. 2015). Finally, healthy relationships can protect against some mental health problems: for instance, just as insecure attachment patterns are associated with the development of depressive disorders and eating disorders, so also secure attachment is protective against these conditions (Faber et al. 2018; Spruit et al. 2020).


TABLE 2–1. The four P’s and associated questions







	Predisposing factors (preconditions)

	Why is this person vulnerable to this problem?




	Precipitating factors

	Why now? This can refer to ‘why is this person having symptoms now?’ and/or ‘why is this person presenting to this healer for treatment now?’




	Perpetuating factors

	‘Why is this person still ill?’




	Protective factors

	‘Why is this person not more ill?’






Source. Bolton 2014.

It is useful, in this light, to consider relationships within what has been called the “4P” model of case formulation (Bolton 2014; see Table 2–1). The four P’s, which have long been a part of medical education, are separate from, but reflect the spirit of, George Engel’s “biopsychosocial model” of illness (Engel 1977).

As Vincent Felitti’s work has highlighted, and as the 4P model helps us to see, relationships are central not only to being human but also to the way that humans experience, live with, and recover from mental health challenges. This, in turn, helps us to see why the therapeutic relationship is so important to mental health care. The clinician-patient relationship is not a tool for gaining access to a patient’s experience and inner life so that the real work of therapy can begin. It is the work itself. Mental disorders emerge in relationship, fester in relationship, and subside and heal in relationship. The primary task of mental health care is to facilitate healing relationships: directly, with the clinician-patient alliance; and indirectly, as the clinician encourages the patient to cultivate and to explore healthy relationships with others. Prescribing clinicians might begin to explore relational issues around medication by using the questions in Table 2–2. But this is just a start: relational prescribing requires keen attention both to the story of the patient and to the specific context of their experience.


TABLE 2–2. Medications and relationships: sample questions for prescribers






	What does“mental health”mean to you? How would you know if you were mentally healthy?




	How do you feel about the medications you are taking? If you were to describe your relationship with your medication, how would you do so?




	How is taking medication affecting your relationships with others? With yourself and your body?




	How is taking medication affecting your ability to pursue goals that are important to you?
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Prescribing Alliances


Featured Clinician: David Mintz, M.D., Austen Riggs Center

Key Skill or Concept: Psychodynamic Psychopharmacology

 

Practitioners often talk about adherence or compliance—who is taking their meds, who is attending their appointments—but they should be talking about alliance.

Dr. David Mintz came to that conclusion over a career in which he asked the kinds of questions philosophers ask—What is the good life? How do you know what you know?—while practicing medicine. Looking for a good place to ask those kinds of questions led Mintz to a fellowship at the Austen Riggs Center, a century-old psychiatric treatment facility specializing in psychotherapeutic treatment.



The Psychology of Psychopharmacology


People often arrived in Mintz’s office after exhausting usual psychiatric treatment. They had tried many doctors, multiple modalities, and even more medications. Mintz did not have a different set of medications for them, but he found a different way to prescribe medications.

One of his early patients was both very ill and very sensitive to medications. Mintz began treatment with a surfeit of caution, initiating treatment at a fraction of a typical starting dose. The patient, predictably, experienced an adverse effect and Mintz stopped the medication. At a loss, Mintz contacted a psychopharmacology expert and asked, “What do you do when you get a patient like this?” The expert recommended prescribing a placebo and telling the patient it was a placebo.

By telling a patient he was prescribing a placebo, Mintz was going to call out the psychological component of his treatment. He was going to foreground the role psychological treatments play even when prescribing.

He has been doing it ever since.

Mintz’s early patient taught him that when you are seeing a treatment-resistant patient, “you have to understand more deeply what is going on. You have to understand what the resistance is, where it comes from, what are the fundamental templates in the patient’s mind.” When Mintz hears symptoms, he understands them as presenting concerns, but not as the concerns themselves. For his early patient, he connected her treatment resistance to a deeply rooted belief that the people she trusted would fail her. When Mintz first met her, she could not put this complaint into words, so she offered it with her body’s adverse effects. He says patients like this taught him something important:


If you have the will to inquire more deeply, very often symptoms are not what is motivating patients. It’s something about developmental goals. So, they want to function, but beneath that, they want respect. Maybe somewhere in there they want vengeance on parental figures. So, they’re going to fail treatment. And maybe underneath that, you know, more than anything they want love. And when those things end up in conflict, you often end up with difficulties in the ways patients are able to use medications. And the more you can understand the places that the patient is in conflict and bring that from unconscious into conscious awareness, you can begin to work with it in a way that it doesn’t interfere in the same way. And you can develop treatment plans that address some of the deeper concerns or deeper developmental goals.



When a person presents as a patient to Mintz, he asks developmental questions before addressing their presenting symptoms. He wants to know about a patient’s life experiences, from infancy on. He listens to how a patient relates to other people. Once he understands, Mintz can predict how the patient will respond to medications and which resistances they will mount to treatment. He can also anticipate how he will respond to the patient as the treatment develops.

When a patient is dismissive in their attachments, Mintz anticipates that the patient will allow him only a single misstep or treatment failure, unless he is particularly clear and present in his communications.

When a patient is ambivalent, Mintz expects that the ambivalence will have to be brought to light, respected, and understood together, freeing the patient to invest more fully in treatment and recovery.

Mintz also asks if there is a treatment a patient wants. He knows patients will respond sooner and most robustly to a treatment they desire, so he inquires about a patient’s preferred treatment. If a patient suggests a reasonable choice, he will discuss what the patient expects from the treatment, but will likely prescribe it. If a patient suggests an unreasonable choice or does not have a preference of their own, Mintz tries to offer choices between evidence-based treatments. If he asks a patient to choose between, say, citalopram or sertraline, he is engaging the patient as an agent in their treatment. Mintz finds that giving patients choices actually increases the likelihood that a patient will wind up on a treatment option that accords with treatment guidelines.

And Mintz tells his patients what he is doing and why he is working this way. He wants his patients to learn about themselves throughout treatment. Mintz wants patients to understand how their defense mechanisms and developmental history shape his prescribing and their response to medications. He wants patients to understand that they play an important role in the outcome of treatment, if only unconsciously, and he wants to help them to be more conscious treatment participants.




Rediscovering Connection in Prescribing


Mintz also observes that the approach described above allows for a clinician to practice in a way that resonates with their own deep-seated desires. Clinicians want to experience alliances with patients. “As humans, we know that how you talk to somebody is going to make a difference. We know that the amount of choice you give them is going to make a difference. We know that the kindness with which you treat them is going to make a difference, that you’re understanding them on a deeper level,” Mintz says. Patients and clinicians both want understanding on a deeper level.

That can be hard because health care, Mintz has observed, is too often about a clinician taking an action instead of participating in an interaction with another person (Mintz 1992). Prescribing clinicians have too often been formed as dispensers rather than as collaborators.

Seeking interaction, Mintz builds alliances by asking himself and his patients, “What does a symptom mean?” Symptoms are common across the people experiencing a disorder, but the meaning of a symptom is unique to each person. Mintz teaches clinicians to think about the meaning of a symptom. To learn the meaning of a symptom, clinicians must accept being taught by their patients. Respecting the patient as someone who can teach you is a fundamental stance for clinicians.

When prescribing, Mintz doses medications to enable learning rather than to secure safety or reduce symptoms. In an early paper, he writes,


A patient who feels no anxiety, but is too sedated to think, engage in the world, and develop a sense of mastery, will not likely recover. Learning, rather than symptom elimination, may take precedence when you are working towards a therapeutic alliance rather than mere symptom elimination. (Mintz and Belnap 2006, p. 592)



Over the years, Mintz has studied how medical language affects (and often distances us from) the people we meet as patients; medical language illuminates disease while shadowing other aspects of a patient (Mintz 1992). He wrote about the meaning of treatment resistance (Mintz 2002) and how prescribers sometimes select medications on the basis of countertransference to establish their authority or manage their own feelings of helplessness (Mintz 2005). He studied psychiatric training directors and showed that they want trainees to learn how prescribing patterns are affected by psychosocial factors (Mallo et al. 2014). Mintz’s sustained scholarship is teaching clinicians to be aware of how the way that they prescribe medication alters the therapeutic alliance (Mintz 2006, 2011; Mintz and Belnap 2006; Mallo et al. 2014).




Roots of Psychodynamic Psychopharmacology


Mintz learned about therapeutic alliances from classic psychotherapeutic texts like Michael Balint’s The Doctor, His Patient, and the Illness (Balint 1957) and Jerome Frank’s Persuasion and Healing (Frank and Frank 1991). Both remain essential texts for understanding how the therapeutic alliance affects treatment outcomes.

In Persuasion and Healing, Jerome Frank asked why therapies with divergent, even opposed, accounts of why people experience mental illness can result in similar treatment outcomes. Frank observed that there were differences between, say, shamanistic, psychoanalytic, and group therapies. Each therapy had a particular setting—a shaman’s retreat, an analyst’s couch, a group therapist’s circle of folding chairs—and a conceptual framework—conflict with ancestors, unconscious developmental conflicts, an inability to express conflict publicly. Even with their particular settings and frameworks, each therapy created a relationship between a healer and a patient.

Frank concluded that it was this relationship, this alliance with a healer, that determined a therapy’s success. All therapies, Frank wrote, were characterized by a healing agent, a demoralized sufferer, a socially sanctioned healer, and the circumscribed relationship in which they meet. Every form of therapy renewed a demoralized patient’s ability to change themselves or to alter their environment. Every successful therapy was a remoralization. When remoralization is being sought, Frank wrote, the quality of the alliance is more significant than the nature of the technique: “The shared morale-enhancing properties of all forms of psychotherapy contribute importantly to their favorable outcomes. The interaction between particular therapists and patients, determined by the personal qualities, values, and expectations of both, contributes more to outcomes than does therapeutic technique” (Frank and Frank 1991, p. 300).

While Frank specifically studied psychotherapies, Balint studied general practice, what today we call primary care, in England’s National Health Service. For 3 years, Balint led weekly discussion groups of 8–10 physicians and one or two psychiatrists, to understand what really occurs in clinical practice. The general practitioners described their experiences with patients, emphasizing the emotional content of their experiences, and the psychiatrists listened. The general practitioners often discussed what Balint called “fat envelope cases,” cases in which patients presented so often for treatment that their lengthy medical histories required large envelopes to contain their written histories.

Listening to the general practitioners, Balint observed that the fat envelope cases were engaging because of the underlying psychodynamics in the doctor-patient relationship. These cases represented patients whose emotional needs brought them back again and again to their physician’s offices. Neither the patients nor the physicians knew precisely why the patients returned so often with new or refractory complaints.

Balint knew that the volume of their medical records was indicative of the size of their emotional needs. On the first page of his text, Balint observed that “by far the most frequently used drug in general practice was the doctor himself, i.e., that it was not only the bottle of medicine or the box of pills that mattered, but the way the doctor gave them to his patient” (Balint 1957, p. 1). The patients were returning for the relationship their physician established while prescribing.

It was the idea of fat envelope cases when he read Balint as a medical student that first got Mintz thinking about treatment-resistant patients and the emotional relationships at the heart of medical practice. Today, Mintz says, “Pretty much everything I do to this day is, at least on some level, shaped by Balint’s picture of the doctor’s task and the doctor-patient relationship and the psychodynamics underlying the illness experience.” Balint taught physicians like Mintz to think about how a patient used a practitioner to address spoken symptoms and unspoken emotions.

Balint’s observations led to the idea that when a clinician sees a patient for a mental illness, the clinician is the tool of the patient’s healing.

In a concluding chapter, Balint wrote, “I wish to stress that the tool in psychotherapy—the counterpart to the surgeon’s knife, the physician’s stethoscope, or the radiologist’s X-ray apparatus—is the doctor himself. That implies that he must constantly see to it that he is in good repair and in serviceable condition. . . . The other implication is that he must learn to use himself as skillfully as the surgeon uses his knife, the physician his stethoscope, the radiologist his lamps” (Balint 1957, p. 281).




The Healing Power of the Therapeutic Alliance


Many intervening studies have shown how a clinician can become a tool of a patient’s health. Consider one recent empirical study from the primary care literature. In this study, 76 participants rated their discomfort before receiving a 10-mg histamine skin prick and again at 3, 9, 12, 15, and 18 minutes after the histamine skin prick. After the 3-minute rating, 36 participants were randomly assigned to receive a single statement of physician assurance. The physician simply told them, “From this point forward your allergic reaction will start to diminish, and your rash and irritation will go away.” The other 41 participants were randomly assigned to receive no assurance from the physician who administered the skin prick. The 36 participants who received a single statement of physician assurance experienced a significantly faster decline in their itchiness. The study was conducted in healthy patients, so the authors speculated that the effect size was undermeasured—more distressed patients facing more serious illness would likely experience greater benefit from physician assurance (Leibowitz et al. 2018).

Balint’s findings remain relevant: a clinician can be the effective treatment a patient needs.

But how? With his wife, Enid, Balint developed the idea of patient-centered medicine (Balint 1969). It still works: in a recent systematic review, Australian and Brazilian researchers looked at how therapists could use patient-centered communication to forge therapeutic alliances (Pinto et al. 2012). The researchers looked at communication factors—36 interaction styles of a therapist, 17 verbal and 14 nonverbal habits of a therapist—and correlated their effect on the patient’s perception of their therapeutic alliance (Table 3–1).


TABLE 3–1. Communication factors affecting therapeutic alliances








	Selected factors negatively affecting alliance

	Selected factors with less impact on alliance

	Selected factors positively affecting alliance






	Asymmetrical arm posture

	Shared decision-making

	Letting the patient tell the story




	Crossed legs

	Giving information

	Taking time to discuss patient concerns




	Bladed body orientation

	Closed-ended questions

	Greeting the patient warmly




	
	Open-ended questions

	Treating the patient on the same level




	
	Social talk

	Checking patient understanding




	
	Counseling

	Working to adjust treatment




	
	Explaining what patient needs to know

	Collaborating with patient

Being gentle during examination

Being comforting and caring

Being truthful and frank

Emotional support

Looking patient in the eye when they talk






Source. Adapted from Pinto et al. 2012.

Among these interaction styles, the researchers found that patients reported better alliances with therapists who engaged and supported them in treatment. When a therapist greeted a patient warmly, respected their opinions and feelings, treated the patient on the same level, let the patient tell their story, took the time to discuss patient concerns, checked the patient’s understanding of the treatment, and worked to adjust treatment to a patient’s needs, the patient’s evaluation of the alliance increased. Similarly, when a therapist supported a patient by being comforting and caring, truthful and frank, and offering emotional support, the patient reported a better alliance. Patients felt stronger alliances with therapists who involved their patients in treatment, asked for information, clarified understanding, and supported them through treatment. Patients want therapists to ask questions about emotional issues and then listen to what patients have to say.

The researchers also looked at verbal habits that involved patients in their care, facilitated patient behavior, supported patients, and educated patients. Among the verbal habits, the researchers found that when a therapist explored a patient’s experience of disease and illness, the alliance increased. But when a therapist gave advice or directions, the alliance decreased. When a therapist discussed treatment options, asked a patient’s opinions, explained treatment options, encouraged questions, and answered questions clearly, the alliance increased. Patients, in these studies, wanted a therapist to engage them rather than educate them. Patients wanted to ask more questions than they were asked.

Among the nonverbal habits, the researchers found that defensive stances eroded alliances. When a therapist looked a patient in the eye, it increased the alliance. Looking a person in the eye, when culturally appropriate, can communicate an openness to another person’s perspective. When a therapist crossed their legs, held their arms asymmetrically, or oriented their body at a 45- or 90-degree angle to the patient, it decreased the alliance (Pinto et al. 2012). Standing at a 45- or 90-degree angle to a patient maximizes a clinician’s safety: security officers are taught to call the position “blading” because it minimizes threats to internal organs. In some cases it may be necessary, but it also communicates a reluctance to pursue shared therapeutic work.




Measuring the Therapeutic Alliance


Facilitating a patient’s involvement and participation in their care—being patient-centered—can improve therapeutic alliances, but how can you measure a therapeutic alliance?

Most measures of the therapeutic alliance rely upon the psychologist Edward Bordin’s consensus conception of the therapeutic alliance (Figure 3–1). In his seminal article, Bordin wrote, “We can speak of the working alliance as including three features: an agreement on goals, an assignment of task or a series of tasks, and the development of bonds” (Bordin 1979, p. 253). Bordin showed that different psychotherapies emphasized different aspects of the alliance, but that it was the strength of the alliance that affected therapeutic outcomes.


[image: Bordin’s three features of a therapeutic alliance.]

FIGURE 3–1. Bordin’s three features of a therapeutic alliance.

Source. Adapted from Bordin 1979.



When forming a therapeutic alliance with a patient, Bordin noted, you need a goal. The goal is the “why” of therapy. The goals depend on a patient’s situation. Some goals are negative: to exit an unsafe situation or behavior. Some goals are positive: to improve performance or increase understanding. Some goals are material: to find employment or secure housing. Bordin counseled understanding a person’s history and current situation in order to develop a goal shared by both clinician and patient.

The therapeutic alliance is forged through working on tasks, the “what” of the therapy. A cognitive-behavioral therapist may assign thought records. An analyst may encourage a dream notebook. A clinician may prescribe a medication titration schedule. The tasks will vary depending on the form of therapy, Bordin noted, but the effectiveness of a task depends on a clinician’s ability to link the task to a patient’s distress and their desire to change. Patients must recognize tasks as necessary for responding to their situation and pursuing their health.

Finally, Bordin observed that a therapeutic alliance is formed through the development of affective bonds between the clinician and patient. The bonds are the “how” of treatment. Bonds differ in kind—reciprocal or one-sided, warm or distant, caretaking or consulting—and will shape the alliance. All bonds, Bordin noted, depend on the trust necessary to develop a human relationship.

Bordin’s account of the alliance is the basis for the most widely used measures of the therapeutic alliance. For example, the Therapeutic Alliance Quality Scale (TAQS), a five-item, patient-administered rating system, effectively measures a patient’s sense of the therapeutic alliance in patient inpatient and outpatient settings (Hurley et al. 2013). The psychologist Jennifer Doran has surveyed the state of measuring alliances since Bordin in an empirical review (Doran 2016). Doran observed that TAQS is one of many scales that have operationalized Bordin’s account of alliance. Among these, Doran concluded that the Working Alliance Inventory (WAI; Horvath and Greenberg 1989) and its short version (WAI-S; Tracey and Kokotovic 1989) have the largest empirical base. The WAI is a 36-item instrument for which each item is rated on a 7-point Likert scale; self- and therapist-rated versions are available. The items on the WAI fall into three subscales—Task, Goal, and Bond—which correspond to the three major components of Bordin’s theory. The WAI-S is more parsimonious, with 12 items.

More recent measures explore not only the state of the therapeutic alliance but also how the alliance forms and changes over time and how the alliance matters for specific clinical contexts. Doran and her colleagues, for example, designed a measure of how therapists negotiate disagreements about tasks and goals within the alliance (Doran et al. 2012). American psychologists have created a measure to assess how a therapist is actively working to maintain the alliance (Owen et al. 2013). Dutch researchers have adapted the WAI-S to assess the therapeutic alliance between the staff and residents of child and adolescent psychiatric units. Each domain of their resulting instrument maps onto a goal, task, or bond (Lamers et al. 2015). Alliance rating scales inform efforts to assess and improve patient experiences (Mavis et al. 2015). American psychologists are creating visual ratings scales of the therapeutic alliance, in which Bordin’s conceptualization of the alliance is assessed by four prompts: “I felt heard, understood, and respected,” “We worked on and talked about what I wanted to work on and talk about,” “The therapist’s approach is a good fit for me,” and “Overall, today’s session was right for me.” Patients mark each analog scale to indicate their rating (Reese et al. 2013). We include further information on alliance measures in the appendix to this book.




The Healing Role of the Therapist


When researchers use these kinds of rating scales to quantify the clinical effect of a therapist, what do they find?

In a recent book summarizing the efficacy research, How and Why Are Some Therapists Better Than Others?, Castonguay and Hill (2017) conclude that therapist effects account for approximately 5%–8% of variance in patient outcomes in psychotherapy.

What explains why some therapists are better than others? How do therapists achieve more positive and less negative outcomes? The authors of one chapter in the Castonguay and Hill book conclude that treatment differences could not be attributed to random differences or patient characteristics. They also find no evidence that a therapist’s self-reported interpersonal skills, theoretical orientation, experience, adherence to a treatment protocol, age, or gender affected treatment outcomes. They do find evidence “that effective therapists (a) form alliances across a range of patients, (b) have a sophisticated set of interpersonal skills that are revealed in challenging situations, (c) express professional self-doubt, and (d) practice psychotherapy skills outside of delivering treatment to patients” (Wampold et al. 2017, p. 49).

Overall, the editors of the Castonguay and Hill book conclude that we can better leverage differences in therapist effects. They explore the idea of matching patients with specific problems to therapists with special ability in treating their condition. They propose focusing on therapist effects early in treatment to predict dropout, provide outcome monitoring and feedback during training to foster therapeutic improvement and decrease deterioration, and examining the work of exceptional therapists to better predict and explain therapist effects. They propose that in the training of therapists it is critical to teach deliberate practice and alliance-building skills. Again and again, the chapter authors conclude that the best way to improve patient outcomes is to improve a clinician’s ability to form therapeutic alliances. As the editors note in their conclusion,


[T]herapists should strive to become better at developing, maintaining, and repairing the alliance with clients. They should also make use of and enhance their verbal and emotional expressiveness, motivational skills (persuasiveness and hopefulness), warmth and empathic attitude, and problem focus. Moreover, they should adopt and/or maintain a sense of humility toward their ability to help their clients. When not working with clients, therapists should also repeatedly and consistently devote time to improve their work, such as thinking about difficult cases, preparing and reflecting on sessions, and attending training workshops. (Castonguay and Hill 2017, p. 328)



Training clinicians to form therapeutic alliances is challenging but essential to improving patient outcomes. In an international meta-analysis, Del Re et al. (2012) explore the effects of clinicians themselves in the correlation between therapeutic alliance and health outcomes. After concluding that therapist variability appears to be more significant than patient variability as a moderator of improving health outcomes, the researchers propose that if you want to optimize patient health outcomes, you would include feedback systems to monitor patient progress and track patient outcomes to increase the responsiveness of clinicians to their patients:


These tracking systems can then be used to monitor therapist progress on process (e.g., alliance) and outcome variables and provide feedback to therapists on their treatment efficacy. For practicing clinicians, it seems important to regularly monitor their alliance with patients and, if their alliances are consistently low, consider how to remedy this problem with additional supervision, training, or other strategies. (Del Re et al. 2012, p. 647)






The Power of the Prescribing Alliance


Being responsive to patients, along with training others to do so, is a key skill for a clinician like Mintz.

When a patient reports that a medication does not work, Mintz listens on several levels. He wants to hear about efficacy and adverse effects and adherence, but he also wants to understand the emotional connection patients have with their treatments and clinicians. Mintz listens for ruptures in those emotional connections and seeks ways to repair the alliance. Strengthening an alliance is a way, Mintz knows, to increase adherence and treatment response (e.g., Pagès-Puigdemont et al. 2016).

When a patient reports that a medication does work, Mintz remembers that it works, in part, because of the alliance. Mintz knows that while most of the research on the effects of an alliance is conducted in the context of psychotherapy, psychiatry and psychology have a long history of attending to relationships (e.g., relational analysis and relationally oriented cognitive-behavioral approaches like interpersonal psychotherapy, emotion-focused therapy, and dialectical behavior therapy), but these conversations rarely extend to medication prescribing. Mintz sees how clinicians and patients have positive and negative alliances with medications—clinicians with the medications they often use or characteristically avoid and patients with the medications they request or decline. Mintz also knows alliance is associated with efficacy.

Mintz has seen this association between alliance and efficacy for decades; but when most empirical researchers assess the efficacy of psychiatric medications, they neglect to measure the contribution of the therapeutic alliance to clinical outcomes. When studies have looked at this connection, several possibilities have emerged: alliance improves adherence to medications; alliance leads to better outcomes from medication, even beyond adherence improvements (Krupnick et al. 1996); strong alliances precede therapeutic gains, rather than vice versa (Zilcha-Mano et al. 2015). The first meta-analysis examining this association bears out Mintz’s clinical experiences (Totura et al. 2018). The authors of the meta-analysis found eight independent studies whose overall effect size was moderate but statistically significant and consistent with the effect sizes demonstrated in psychotherapy research studies. For the treatment of serious mental illness—bipolar disorder, major depressive disorder, and schizophrenia—in both inpatient and outpatient settings, the authors found that patients experience better treatment outcomes from medication when the therapeutic alliance is strong (Totura et al. 2018). Roughly, the same medication prescribed for the same condition produces about a 10% better outcome if it is prescribed within a strong, rather than weak or conflictual, therapeutic alliance.




Psychodynamic Prescribing


Which is not to say that Mintz simply prescribes what patients want.

In his practice, Mintz has observed that patients can take medications faithfully, report that they are salutary, and yet be using medications in a nontherapeutic manner. Patients can use medications to maintain maladaptive defense mechanisms or delay developmental achievements. Instead of, say, overcoming fears or exiting abusive relationships, a patient may take medications. Patients can project responsibility for their own character traits onto medications. Unless we attend to these experiences, Mintz says, clinicians may find themselves colluding in the nontherapeutic use of medications (Mintz 2019).

To prescribe medications therapeutically, clinicians are encouraged to remember that there are multiple ways to think about medications. Clinicians, Mintz believes, should pay attention to what they prescribe and how they prescribe it. Mintz developed a set of principles and practices, taking into account patient characteristics, to help clinicians to pay attention (Mallo and Mintz 2013). Clinicians who thoughtfully respond to those patient characteristics can improve treatment outcomes. In Table 3–2, we offer possible questions for engaging patients in strong prescribing alliances.


TABLE 3–2. Mintz’s counsel







	Patient characteristics reducing treatment outcomes

	Clinician actions improving treatment outcomes






	Acquiescence to practitioner

	Elicit the patient’s treatment preferences:




	
	Is there a treatment you are really interested in?




	
	Do you think therapy or medications will be most helpful for you?




	
	Why do you think that treatment will work for you?




	
	Is there a particular color or shape of medication that works best for you?




	Ambivalence about physicians and medications

	Attend to conscious and unconscious factors related to ambivalence:

Are you concerned about receiving mental health treatment or taking medication for your mental health?

Are there important others in your life who have negative feelings about or had bad experiences with psychiatric medications?




	Attachment style

	Help the patient actively make treatment decisions:

What is it like for you to receive help and support from other people?

What help and support would you engage?

What help and support would you not engage?




	Autonomous motivation for treatment

	Engage the patient as an agent seeking treatment:

What do your family and friends want out of your treatment?




	
	What do you desire from your treatment?




	
	How can I best engage you in your treatment?




	Concerns about adverse medications

	Emphasize the complex interactions between the mind and the body:

How do you physically experience emotions?




	
	How do you emotionally experience physical sensations?




	
	How would you respond if I initiated treatment by prescribing a placebo or a multivitamin?




	Lowered expectations of treatment

	Provide clear explanation of mechanism of action, time course of response, and duration of treatment:

What do you expect from treatment?




	
	How could we exceed your expectations for treatment?




	
	How quickly would a treatment need to begin working for you to trust it?




	
	How will we know that a medication is helping you make the right changes in your life?




	
	For what duration of time would you be willing to take medications?




	External locus of control

	Encourage psychosocial activities (e.g., engage in religious communities; build social supports; exercise):

What activities, relationships, or communities can you engage while making these changes?

Are there friendships, exercises, or religious practices you could resume or reengage?




	Personality traits

	Teach the patient about their characteristic defense mechanisms:

Looking back on your life, how do you emotionally experience significant changes in your life?

Looking back on your life, how have you resisted or embraced change?




	Readiness to change

	Incorporate motivational interviewing to develop readiness to change:

How willing are you to change your current state?

How willing are you change the way you think about medications?




	Secondary gains

	Help the patient appreciate the social role of illness:

What would be different if you were no longer ill?

How does taking medications affect your perception of yourself?




	
	What would you stand to lose if treatment worked?




	Social disadvantage

	Direct discussion of cultural, economic, and social factors related to treatment:

What does taking medications mean to you?

How challenging is it for you to pay for your medications?




	Treatment preferences

	Engage the patient by allowing them to select between appropriate choices (medication, dosing, formulation, duration):

What would be better for you: once a day, two times a day, or three times a day dosing?

Do you prefer pills, liquid, or injectable medications?

Would you prefer a treatment that also helps you sleep or one that helps you wake up?






Source. Adapted from Mallo and Mintz 2013; Mintz and Flynn 2012, with italicized questions by Kinghorn and Nussbaum.

The rest of medicine is starting to listen to people like Mintz.

In his best-selling How to Change Your Mind, the writer Michael Pollan describes the work of clinicians reintroducing the use of psychedelics into clinical medicine (Pollan 2018a); it can also be read as an account of what is missing from most medical encounters. In Pollan’s account, clinicians combine psychopharmacology and psychotherapy. The effectiveness of psychedelics, the clinicians told Pollan, depended on the use of a “guide” to assist each “voyager.” Instead of taking a psychoactive substance privately, they were taking the substance alongside another person who assured their safety while seeking their flourishing. To understand these encounters, Pollan spoke to researchers studying the use of psychedelics to treat mental illness, noting that


researchers believe it is not the molecules by themselves that can help patients change their minds. The role of the guide is crucial. . . . The guides prepare volunteers for the journeys to come, sit by them for the duration and then, usually on the day after a session, help them to “integrate” or make sense of, the experience and put it to good use in changing their lives. The work is typically referred to as “psychedelic therapy,” but it would be more accurate to call it “psychedelic-assisted psychotherapy.” (Pollan 2018b)



What if we thought of prescribing U.S. Food and Drug Administration–approved medications as “medication-assisted psychotherapy”? Psychiatric leaders have long proposed the combination of psychotherapy and pharmacotherapy. Perhaps the current interest in psychedelic psychiatry will lead us back to a reintegration of therapies (e.g., Summergrad 2016), leading clinicians away from the dispenser model of prescribing medications.

Or perhaps, it will come from primary care models like those Balint studied. The primary care physician and economist David Meltzer recently developed a comprehensive care model for high-risk, high-utilizing Medicaid patients. Meltzer worked as a hospitalist and admired the practice model’s efficiency but believed it came at the cost of longitudinal relationships: “discontinuities in the doctor-patient relationship can impair physicians’ knowledge of their patients and communication, trust, and interpersonal relationships between doctors and patients, all of which have been associated with a range of outcomes” (Meltzer and Ruhnke 2014, p. 771). Meltzer believes that if physicians spend their time forming relationships with patients, patients will experience better treatment outcomes and save money. Meltzer noted that his model “reduces the need for costly efforts to coordinate care and strengthen the doctor-patient relationship and the physician’s ‘ownership’ of the patient’s care across settings” (Meltzer and Ruhnke 2014, p. 772). Balint would be proud.




Alliance, Not Compliance


Mintz believes that strengthening relationships across settings is an answer to the philosophical questions that initially drew him into psychiatry. He does not want mere compliance from patients—following doctor’s orders—or from clinicians—prescribing requested medications. Mintz seeks alliances, a mutual relationship in which patients and clinicians submit their own will to each other in pursuit of a shared treatment plan. He desires therapeutic relationships characterized by shared inquiry and partnerships. Thinking about therapeutic relationships helps him stay epistemologically humble. He is deeply aware that if clinicians perceive themselves as the ones who know everything, they disempower patients and misrepresent psychiatry. Psychiatrists, as Mintz reminds us, know what occurs in the treatment of persons with mental illness, but often do not understand why it occurs.

After Mintz observes that we still do not know how we know, he returns to another philosophical question you can ask while practicing psychiatry. Mintz is still interested in what constitutes the good life in psychiatry. As he recently told us:


For me, the good life is one where I’m using all the tools I have, I’m using the relationship, I’m using myself. I was talking about the value of paying attention to your countertransference because it’s not something to be just ignored, it’s something that gives you information about what the patient is doing. And if you know the countertransference, and if you are able to use that information, it helps deepen relationships, it helps you be able to address negative transferences. And so the good life as a psychiatrist is one where you are basing your treatment in a doctor-patient relationship where you’re aligned with the patient.
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Peak Performance: Prescribing in the Context of Attention-Deficit/Hyperactivity Disorder


Featured Clinician: Francine Conway, Ph.D., Rutgers University

Key Concepts and Tools: Mentalization

 

When she sees a child misbehaving—talking back, acting aggressively—Dr. Francine Conway consciously shifts her focus from the child’s behaviors to their mind. She thinks about the child’s mental life—how it feels to act out, which thoughts produce which actions—and experiences compassion for the child. Just as an infant’s cry signals a distress that calls out for a response from their mother, Conway receives the disruptive behavior of a child as a distress signal to the people with whom they relate. Both the crying infant and the disrupting child live in relational worlds that affect the biology of their minds and shape their behaviors.

Conway says her work is an effort “to keep a child’s mind in mind.” She calls her work for children with attention-deficit/hyperactivity disorder (ADHD) the Cultivating Compassion Project, and in a fashion it began half a world away.

Today, Francine Conway is Provost and Executive Vice Chancellor for Academic Affairs at Rutgers University, but she was once a child herself. As she recently told us:


I became interested in mental health mostly because of my experience with my grandmother. I am originally from Guyana, South America. When I was a child, she was a very religious person and so she spent a lot of time in what we call the almshouses. These are the sort of places where indigent folks would go—children, adults—and live. We would go visit and give them what little we had. We would share with them and sing for them, try to lift their spirits. Those visits really made an impact on me as a child. So, I was always very interested in how can we help. Then I discovered that there’s this thing called psychology and it helps to understand human behavior and provide some interventions that will help.



The almshouses provided supportive care—food, shelter, and company—because that was what was available. Guyana is known for having shortages of mental health clinicians and treatment facilities and some of the highest suicide rates in the world (Lacey et al. 2016). Conway remembers it as a place where people like her grandmother were always exhibiting concern for the suffering of others and helping in whatever ways they could.

When she was an adolescent, Conway’s family relocated to Brooklyn. While living upstate for college at Cornell, she took an introductory psychology course and found that psychology gave her a language to understand some of the experiences she had seen in places like the almshouses. Later, during an internship at the Bronx Psychiatric Center’s training unit, Conway was impressed by the psychologists. She admired the “depth of their conceptualization about the patient’s problems. They were nuanced. They displayed different layers of understanding. They showed consideration of people’s personality structures, not just their behavior.” The psychologists were psychodynamically trained but ran the unit on a collaborative care model, and it was another place where concern for the suffering was exhibited.

Conway now had a vision for her future and it propelled her through a doctorate, a clinical practice, an international research career, and academic leadership. But the kernel of it all was present in her initial training experience: collaborating and seeking understanding.



Thinking Biologically and Relationally About ADHD


Collaborating and understanding are especially critical in caring for children with neurodevelopmental disorders. Children with neurodevelopmental disorders often exhibit behaviors that disrupt the relationships they depend on. To rebuild ruptured relationships, the care of children with neurodevelopmental disorders typically takes many clinicians from different disciplines because effective collaborative models for children depend on population-based care, measurement-based care, and the delivery of evidence-based mental health care (Yonek et al. 2020).

ADHD is the most common reason children are referred for mental health evaluation, special education, or behavioral treatment. When a child makes careless mistakes, struggles to focus, appears to not listen, fails to follow instructions, struggles to organize tasks, frequently loses things necessary for activities, is easily distracted by extraneous stimuli, and is often forgetful in daily activities, they are exhibiting the characteristic attention deficits of the disorder (American Psychiatric Association 2022). These attention deficits can be mapped onto reduced connectivity in the frontal, anterior cingulate, temporal, and parietal regions of the brain (Gehricke et al. 2017). They can also all too easily be incorrectly attributed to failures of character, such as laziness or irresponsibility.

When a child often fidgets, routinely leaves their seat, runs about a classroom, cannot engage in leisure activities quietly, appears to be always on the go, talks excessively, blurts out answers, struggles to wait their turn, and often interrupts others, they are exhibiting the hyperactivity and impulsivity deficits of the disorder (American Psychiatric Association 2022). These activity deficits can be mapped onto the prefrontal circuits (Gehricke et al. 2017); they are more typically mapped onto school suspensions and interrupted employment.

In the DSM model, a syndrome of psychiatric symptoms rises to the level of a disorder when the symptoms significantly interfere with a person’s ability to function (American Psychiatric Association 2022). A core challenge of caring for persons with mental illness is that these symptoms have alternative explanations. The symptoms of ADHD can easily be explained as character failures or immoral acts. A parent or teacher may experience the symptoms as exasperating disappointments: Why won’t he sit still? Why won’t she listen? Why won’t they behave?

Because the symptoms of ADHD can be explained and experienced in different ways, DSM-5-TR takes extra care to explain the diagnosis. To make the diagnosis, a clinician must secure evidence that several of the ADHD symptoms began before the age of 12 and occurred in at least two distinct settings, typically home and school. A classic pattern is a toddler with excessive motor activities who becomes a hyperactive preschooler who, in turn, becomes an inattentive elementary school student. However, presentations vary, and it is essential to secure evidence from multiple sources before diagnosis.

ADHD is common, occurring in approximately of 5% of children and 2.5% of adults. ADHD prevalence varies by gender, with a male to female ratio of 2:1 in children and 1.6:1 in adults, and males are more likely to present with hyperactivity, while females are more likely to present with inattention.

People with ADHD suffer from the condition itself, but they also suffer from the conditions that commonly follow along with ADHD. Persons with ADHD often experience language or motor delays, further imperiling school performance. They often experience anxiety, mood, and substance use disorders and are more likely to die from suicide. For approximately 40%–60% of children diagnosed with ADHD, the disorder persists into adulthood, when attention symptoms related to completing assignments, keeping appointments, and meeting deadlines typically dominate (American Psychiatric Association 2022).

The causes of ADHD remain poorly elucidated, but the disorder is associated with prenatal (maternal alcohol and nicotine use), neonatal (low birth weight, seizures), and childhood (abuse, foster placement, lead exposure, neglect) experiences. ADHD has anatomical correlates (smaller total brain volume; reduced thickness of the prefrontal lobe) and functional correlates (altered pathway connections; decreased activity in attention and executive function networks; delayed brain maturation). ADHD is also associated with dysregulation of dorsal striatal and ventral striatal dopamine systems and dysregulation of norepinephrine systems. The heritability of ADHD is high (approximately 0.8), and more than 18 ADHD susceptibility genes have been identified (Volkow and Swanson 2013).

In most clinical practice guidelines, the treatment of persons with ADHD depends on behavioral interventions and medications. For example, the most recent American Academy of Pediatrics guideline suggests parent training courses, behavioral classroom interventions, specialized classroom environments, and stimulant medications (Wolraich et al. 2019). The paradigmatic stimulant medication, amphetamine, was discovered in 1887. Amphetamine is a noncatecholamine, sympathomimetic amine that reaches peak levels in approximately 2 hours and induces catecholamine efflux and inhibits reuptake, with a net effect of making more dopamine and norepinephrine available at the neurosynaptic cleft. Clinicians prescribe amphetamine salts, methylphenidate, and related compounds for many clinical uses—narcolepsy, obesity, depression—because of the efficacy of these medications as central nervous stimulants (Fleckenstein et al. 2007).

The use of stimulants for children with what we now call ADHD can be traced to a 1937 case series published by Charles Bradley, a Rhode Island psychiatrist, describing the experiences of 30 children after receiving Benzedrine, a racemic amphetamine mixture. Benzedrine was popular at the time for the use in many conditions, and Bradley was investigating its efficacy for headaches. The children, all students in a therapeutic school, received a single dose of Benzedrine every morning, with doses being gradually increased up to 20 mg. Half the children, Bradley wrote, showed no discernible benefit. For the other half, even a single dose had a profound effect, but not on headaches. Bradley wrote,


Possibly the most spectacular change in behavior brought about by the use of [B]enzedrine was the remarkably improved school performance of approximately half the children. This is the more striking when we note that these patients were of good intelligence and that they were receiving adequate attention for any personality disorders which might affect their school progress. Moreover, they were already in a school where specially trained, sympathetic teachers dealt with their pupils either on an individual basis or in very small groups. (Bradley 1937, p. 578)



From this initial report, stimulants for the treatment for ADHD were tied to immediate responses and school performance, and to high rates of nonresponse. The responses were also gendered: in Bradley’s study, 21 of the participants were boys and 9 were girls (Bradley 1937).

Bradley’s paper set the course for ADHD treatment—a focus on behavior and medications in pursuit of improving school performance—but it took a different stimulant to set the market. In 1954, methylphenidate was brought to market under the trade name Ritalin—named after Rita, the wife of the chemist who synthesized it—and became the cornerstone of treatment for persons with ADHD (Lange et al. 2010). Today, methylphenidate and other stimulants are some of the most frequently prescribed medications for mental health conditions.

The therapeutic benefit that Bradley observed, the short-term improvement in attention and activity, has been repeatedly demonstrated. A Cochrane Collaboration systematic review comparing the efficacy of amphetamines with placebo for children and adolescents with ADHD found that amphetamines improved core symptoms as measured by parents, teachers, and clinicians. Children often experienced adverse effects—decreased appetite, insomnia, and abdominal pain predominated—and most trials lasted less than 6 months (Punja et al. 2016). Multiple studies have similarly demonstrated the short-term efficacy of stimulants, and their harms.

The harms are related to the mechanism of action. For example, in a separate Cochrane Collaboration systematic review examining the adverse effects of methylphenidate, the authors found that methylphenidate increased the risk of serious effects (like psychosis and arrhythmia) and that more than half of patients experienced nonserious effects (sleep disturbances [31.1%], headache [14.4%], abdominal pain [10.7%], and decreased appetite [31.1%]). Discontinuation of stimulants secondary to adverse effects is common (Storebø et al. 2018). Hallucinations and psychosis are more common when amphetamines are injected or inhaled.

Stimulants are often involved in intentional and unintentional ingestions. In a recent analysis of data from the National Poison Data System (King et al. 2018), researchers looked for trends for children and adolescents whose exposures to ADHD medications were reported to U.S. poison control centers. They found that exposures had increased from 2000 to 2011. Almost two-thirds of all reported exposures were for boys, and more than three-fourths of the exposures occurred in children 12 years or younger. The exposures were different across age groups: children under the age of 5 years typically had ingested the medication unintentionally, while children ages 5–12 were more likely to have had an exposure reported to a poison control center because of a therapeutic error, and adolescents ages 13–19 had typically intentionally ingested medications. These data suggest that parents of children need to prevent unintentional access to medications when they are young, make sure their children are on the right dose when older, and watch for misuse, abuse, and suicide attempts when their children are adolescents (King et al. 2018).

Stimulants, even though they are Schedule II controlled substances in the United States, are widely misused and diverted by adolescents and adults. In a systematic review, most people who reported nonmedical use received stimulants from family or friends and used them orally (as opposed to snorting, smoking, or injecting). Nonprescribed stimulant use is most common among people ages 18–25 years, males, white people, and people who reported previous treatment for ADHD (Faraone et al. 2020).

Beginning in the 1990s, to reduce the risk of misuse, pharmaceutical manufacturers began preparing long-acting versions, which were expected to reduce abuse potential. Amphetamine formulations matter, since many are available as both immediate-release pellets and enteric-coated, delayed-release beads. The different salts and beads are metabolized at different rates, resulting in a less dramatic onset and termination of therapeutic action. The different formulations enable simplified dosing regimens and systematic titration schedules, and this increases adherence. The clinical effects of stimulants are dose-dependent: typically amphetamine doses below 30 mg/day produce arousal, wakefulness, hyperactivity, while doses above 30 mg/day are suggestive of misuse (Berman et al. 2009). As the doses approach and exceed 30 mg/day, the biological reinforcement of stimulants, which increase dopamine as do cocaine and other substances of abuse, can lead to the development of disordered use patterns, altering the quality of the therapeutic alliance and introducing potential conflict in the clinician-patient relationship.

It is commonly assumed that the challenge for prescribing clinicians is how to approach prescribing for a disorder in the context of a market that is thick with pharmaceutical options, different delivery systems, and the risk of misuse and diversion. In this way of thinking, treatment for ADHD should follow the dispenser model: a prescribing clinician finds the right medication and pairs it with the right behavioral intervention (see Chapter 1, “Introduction: From Dispensers to Collaborators”).

And yet some effective, proven treatments for ADHD do not depend on dispensing medication. Since ADHD typically develops in childhood, a common behavioral intervention is parent training. Some parent training interventions focus on a child’s home behavior, while others focus on a child’s school behavior. Parents often learn to play with, praise, and reason with children. The available evidence for the efficacy of doing so is mixed but suggests that parent training may improve the behavior of a child with ADHD, increase a parent’s confidence, and reduce parent stress; there is no robust evidence that parent training improves school achievement (Zwi et al. 2011). When parent training is effective, increased parent self-efficacy and newly learned parent strategies seem to matter more than the therapeutic alliance (Rimestad et al. 2017).

There is less evidence for the efficacy of behavioral interventions. In systematic reviews, no clinically relevant treatment effect of social skills interventions has been found for teacher-rated social skills or teacher-rated emotional competencies, or for teacher-rated general behavior, and the evidence is equivocal for the ability of such interventions to improve core ADHD symptoms (Storebø et al. 2019). Children, and even more, adolescents, are known to have limited participation in therapy. Preliminary studies suggest that delivering behavioral interventions for ADHD through videoconferencing reduces barriers to care but does not improve outcomes (Sibley et al. 2017).

All of this is challenging for mental health clinicians to translate for pediatricians, who provide most of the care for children and adolescents with ADHD. ADHD is common and can impair the lives of people with ADHD, their family, their peers, and their teachers. It is a leading cause of disability for children. ADHD can alter the trajectory of a person’s life, often from a very young age, so pediatricians are motivated to refer. However, the evidence suggests that prescribing a regimen of physical exercise is more likely, at least on a population basis, to improve the mental health of a person with ADHD than cognitive-behavioral therapy (Modesto-Lowe et al. 2017), and both have greater effects than cognitive training (Lambez et al. 2020).




Keeping Mind in Mind: From Reducing Symptoms to Achieving Developmental Goals


Conway admires what stimulants and behavioral therapies can do for a person with ADHD, but she believes the evidence suggests we need a different way of caring for persons with ADHD. The treatments—both stimulants and behavioral treatments—address symptoms. People with ADHD benefit from these treatments, but for Conway, symptom reduction is only the first step toward healing and recovery. Conway and her colleagues are encouraging clinicians to engage ADHD treatments more like clinicians use parallel treatments for depressive and anxiety disorders: as a way to reduce symptoms so that a person has the opportunity to address fundamental development challenges and to pursue life goals.

Children with neurodevelopmental disorders are often presented to clinicians not just with a chief complaint but with a request to fix the child. Conway writes, “It is only through asking questions that go beyond the child’s manifest symptoms that we can begin to appreciate the child’s struggles. Rather than asking, ‘how can we fix this child?,’ the psychodynamic therapist is more likely to investigate questions such as ‘what function do the child’s symptoms serve?’ and ‘what is the child attempting to communicate?’ ” (Conway 2017, p. 31). Conway asks herself what role biology, parenting, and culture play in a child’s disorder.

When clinicians ask themselves these questions, Conway writes, they will appreciate the dappled nature of the causes of ADHD and understand that inattention and hyperactivity in ADHD are only the most recognizable signs of a more complex phenomenon.

Clinicians have long observed that many children with ADHD have experienced trauma, insecure attachments, and adverse childhood experiences before developing ADHD. These experiences predispose a person to behavioral and emotional problems. For children with ADHD, their emotional problems, including anxiety and depressive disorders, are infrequently addressed in treatments focused only on core ADHD symptoms and behaviors. Conway writes that all children “are either advantaged or disadvantaged in negotiating and navigating the situations they encounter in their lives. Whatever the child’s dispositions may be, children are living and functioning in a societal context that has real influence on shaping their behaviors” (Conway 2017, p. 150).

From Conway’s perspective, a child’s ADHD symptoms are behavioral responses that occur among children with particular dispositions reflecting sociocultural factors that exert psychological pressures. These social and cultural environments then shape the response of a child’s siblings, classmates, teachers, clinicians, and parents.

Conway came to appreciate this not only as a researcher and clinician but as a parent. When her oldest son was in sixth grade, he began struggling with academic performance and behavioral control. Her son was bright, but after nearly failing sixth grade, he was diagnosed with ADHD. Conway was shocked. So Conway read the available literature with dual eyes, as psychologist and parent. She now says, “I really wanted to understand, I wanted to be more competent as a practitioner. I wanted to help my son. It was really a very heartbreaking situation. I really empathize with parents who are managing ADHD situations.” When Conway reviewed the available treatments, stimulant medications and behavioral treatments, she observed that they reduced symptoms in the short term but did not address long-term problems. She also found little evidence of the deep understanding of people that had drawn her to psychology. Instead, she found evidence of moralizing—since the behaviors of a child with ADHD were disruptive, the child was disruptive.

Conway observed that children with ADHD exhibited behaviors that parents, teachers, and peers often experienced as disruptive. Watching her son and her patients, Conway observed that people with ADHD often develop conflictual relationships with parents, teachers, and peers who are always seeking to change a person’s behavior. To Conway, the hardest thing about disruptive behaviors was that they disrupted relationships. As their parents and teachers exited relationships over disruptive behaviors, children with ADHD often developed a negative self-image and shame.

Conway’s own experience is all too common. Having a child with an invisible disability is challenging for all parents and, in the sociological literature, the challenges are disproportionately borne by mothers. Mothers of children with disabilities are implicitly expected to become experts in special education, disability policy, mental health law, and psychopharmacology. Parents, especially mothers, are expected to manage medications so they can optimize their children’s brains to serve the needs of society (Blum 2015).

Conway sought another way, a way to help others realize that underneath those relationship-disrupting behaviors, a person with ADHD has an inner life that is shaping those behaviors. She began using psychodynamic therapies, read the available literature (Conway 2012), traveled to Europe to understand best practices, and developed an alternative way. To treat a child, Conway says, requires a team-based and holistic approach. Interventions are on three levels: mentalization-based individual therapy with the child, parent training, and interventions with teachers. Throughout the goal is for everyone to help the child mentalize, to keep the child’s mind in mind.

Conway, working from a mentalization approach popularized by psychoanalyst Peter Fonagy, observes that a clinician can help children keep their “mind in mind.” Mentalization allows a person to interpret their own actions and the actions of others in meaningful ways. Children with ADHD have often experienced a breakdown in mentalization, so they engage in behaviors without recognizing their relationship to their emotions. Conway wants to help children, and the clinicians who care for them, to increase their ability to mentalize and to self-regulate.




Encouraging Mentalization in ADHD Treatment: Practical Strategies for Prescribing Clinicians


From Conway’s perspective, the core difficulties of ADHD are in impulse control, reality testing, and self-regulation. The core intervention is to develop “a supportive, authentic relationship with the child, which allows for the development epistemic trust and helps the child to develop the ability to mentalize” (Conway et al. 2019). To illustrate, Conway writes of a clinician playing basketball with a 10-year old boy. As they played, the clinician narrated her actions, teaching the boy about her own internal world and how it connected to her behavior. The goal of the clinician’s treatment was not to change behavior, but to help the child keep his “mind in mind.” Conway is operationalizing and disseminating her approach, which she calls the Cultivating Compassion Project, as a way to receives behavior change not as the goal of treatment itself, but as an indicator of treatment progress toward understanding a child’s inner life. “The focus in the Cultivating Compassion approach is on encouraging an empathic, holistic understanding of children with ADHD rather than focusing solely on their limitations and difficulties” (Conway et al. 2019, p. 217). Through mentalization, a child and their caregivers understand how a child’s world is linked to actions and they develop compassion for each other; improved behavior and self-regulation are downstream consequences, as visualized in Figure 4–1, which shows the vicious cycle of a person with ADHD who experiences decreased mentalizing and the virtuous circle which can be elicited through mentalizing.


[image: The vicious and virtuous cycles of mentalizing.]

FIGURE 4–1. The vicious and virtuous cycles of mentalizing.

Source. Adapted from Badoud et al. 2018.



In Conway’s approach, developing an alliance is an essential activity with four key elements: “the general therapeutic presence of the therapist (helpful, authentic, accepting, empathic, genuine), an interest in the child’s mind rather than a focus solely on behavior, an inquisitive/curious attitude, and attention paid to monitoring for ruptures in the alliance” (Conway et al. 2019, pp. 217–218). Conway encourages clinicians to carefully cultivate an alliance and to be aware of transference and countertransference dynamics.

With this in mind, and following Conway’s example, we offer four practical strategies for prescribing clinicians working with children, adolescents, and adults with ADHD that will not only help prescribing clinicians to encourage mentalization in their patients, but will also form them as collaborators rather than simply dispensers.



Practical Strategy 1: Cultivate Empathy by Attending to ADHD Symptoms as Forms of Communication


Empathy is especially necessary for patients with ADHD because their externalizing behaviors are often experienced by others as willful and negative. Their behaviors often drive them away from others and they themselves are blamed for doing so. The first step to build empathy, Conway writes, is to neutrally observe a patient’s behaviors. While observing, a clinician can attempt to understand what a patient’s behaviors are attempting to communicate. An empathic observation makes space for the patient to monitor and reflect upon their own affect. “For ADHD children in particular, their disorganization and seemingly destructive behavior may be an attempt to communicate internal experiences that are at the time difficult to organize emotionally” (Conway 2014, p. 106). Schools rarely provide opportunities for children and adults to work together to understand how a child’s externalizing behaviors reflect his or her internal experiences. When a clinician responds to aggression and anxiety with empathy, a child has a rare opportunity to reflect on his or her internal experience and affect. However, Conway cautions against allowing this empathic stance to split clinicians against parents and teachers.




Practical Strategy 2: Seek to Understand the Manifestations of ADHD in a Relational Context


Psychodynamic treatments assume internal experiences are organized around interpersonal relations, that internal experiences are shaped by early childhood experiences, and that internal development is related to transference and the unconscious. For ADHD, this led Conway to consider the role empathy plays in the therapeutic relationship and the advantage of working with transference. So, Conway wrote, the therapist should develop an empathetic therapeutic relationship and work the transference that develops during treatment. Doing so builds a bridge between a patient’s internal experience and the externalizing symptoms of ADHD. When successful, the patient becomes more reflective and less likely to externalize conflictual internal experiences. A patient gives up their idealized fantasies, accepts realities, distinguishes internal and external states, and becomes better able to self-regulate (Conway 2015).

Transference work can help a child organize ego functions, stimulate mental growth, promote mentalization, and develop internal stability. Interpreting a child’s experiences helps the child situate themselves in relation to the therapist. Transference interpretations can be especially helpful for children who experienced disrupted caregiving during early childhood and who have subsequently developed poor object relations. Children learn to relate to others through their early experiences of caregiving—regulating internal experiences, following social cues, assessing the emotions of others, and feeling a sense of security (Conway 2014).

Conway observes that children also relate to medications through their experiences of caregiving. “Medication can become a metaphor for something is wrong with you, or you’re a bad person and this is your punishment. My son was very much against medication and I finally gave up and just said, ‘You know what? You don’t have to take it.’ Because it was just such a damaging experience for him.” As a mother, Conway had to give up medications for her son because he experienced that kind of care as stigmatizing.




Practical Strategy 3: Ask Open-Ended Questions That Encourage Mentalizing


After building the Cultivating Compassion Project, Conway can now see another way:


Given the framework that I’m coming from, I think if the psychiatrist can have a conversation with the child that says, “Look, this is something that people in your life want you to do. What are your thoughts about it? How do you feel about it? What’s in your mind about it? I’ll tell you what’s in my mind about it, right? What’s in my mind is that it can help you focus and help you with some behaviors while you’re in school.” . . . You know, just use medications as a tool, but then focus on the child’s goodness, focus on their spiritedness, whatever, I don’t know what the situation is. But if they’re, creative, flexible, imaginative, reinforce those good things and say, “Those are still in you and the medication isn’t to hurt those things. It’s to help you get along with these other people out there in the world, you know, and just really address it.”



Conway wants to teach prescribing clinicians how to have these conversations:


I think that what the psychiatrist does in terms of psychoeducation around medication use and purpose and so on, there’s nothing wrong with that. I think what’s missing is this piece, this mentalizing piece, which is what do you imagine? Like, to have that conversation, what do you imagine this medication is about? Why do you think your mother, or your parents, or whatever, want you to take this medication? What’s in your mind about it? What do you feel about it? And let me tell you what’s in my mind about it. You know, another question before you tell them is, “What do you imagine I think about medication as a psychiatrist?’ And I think just those simple questions can change the landscape of the relationship. The child may say, “You know, I think it’s, ‘You want to give it to me because you think I’m being bad,’” and that’s an opportunity to educate. “No, I don’t think you’re being bad, but I think it can help you to do the things that you want to do better, easier, can support you in that.”



Following Conway’s example, we encourage prescribing clinicians to supplement symptom-focused questions with open-ended questions that encourage patients to reflect their own minds (see Table 4–1 for questions that may be asked during medication initiation and Table 4–2 for questions that may be asked during medication follow-up visits).


TABLE 4–1. Questions to encourage mentalizing during initial prescribing for ADHD






	How do you feel about yourself today?




	What are your thoughts and feelings about being here today?




	How can we help you understand and manage your thoughts and feelings?




	In what ways do you think treatment can help you?




	Do you know anyone who takes medication? What are your thoughts about this?




	What are your thoughts and feelings about taking medications?




	How do you believe medication will affect you?




	What fears do you have, if any, about taking medication?




	What improvements do you think would make taking medications worthwhile?




	What side effects do think would make taking medications not worth it?







TABLE 4–2. Questions for keeping the mind in mind during follow-up prescribing for ADHD






	How do you feel about yourself today?




	What are your thought and feelings about being here today?




	How much do you think treatment helps you?




	What are your thoughts and feelings about taking medications?




	What do you think medications are doing for you?




	How are your thoughts and feelings different when you take medications?




	How are your thoughts and feelings different when you do not take medications?




	Are there things you do not like about medications?




	How do you remember to take your medication?









Practical Strategy 4: Speak With Patients About How You Can Work With Them to Achieve Specific Hopes and Goals


Children and adolescents typically enter psychotherapeutic relationships that were chosen for them by parents, teachers, or another adult authority figure. Prescribing clinicians, then, have to work especially hard to overcome this power imbalance and to build initial trust that leads to therapeutic intimacy between the therapist and the child or adolescent (Altimir et al. 2017). Though the literature is preliminary and often populated with small psychotherapy studies (e.g., Boyer et al. 2018; Kinnen and Dopfner 2013), evidence suggests that adolescents can form alliances with clinicians in multiple treatment settings, that the alliance is correlated with outcomes, and that adolescent alliances may be most important in the long term as a way to sustain motivation for affecting change (e.g., Breaux et al. 2018). There are even fewer studies focusing especially on the role the alliance plays in the provision of medication for people with ADHD, but a strong working alliance likely improves ADHD outcomes (Brinkman et al. 2018).

Conway’s work suggests a way that prescribing clinicians can build these strong alliances. People are often interested in taking stimulants because they want to achieve peak performance. But Conway suggests that prescribing clinicians must keep broader goals in view. “A parent,” she says, “may say, ‘Just give him medication. I don’t want to be bothered with it. I don’t want to talk to you about it.’ I think the doctor can help the child start thinking about the fact that they have a mental life, that their thoughts and feelings that lead to their behavior.”

Conway is advocating a different approach. Self-regulation comes not only through medication but through relationships that encourage mentalizing.


It’s another data point for that child to experience themselves through someone else’s eyes. Because it’s that eternal work that builds the capacity to self-regulate and builds the capacity to manage anxiety and depression and all that kind of stuff. So, start focusing on the relationship. I know it’s difficult. . . because parents want results, schools want results, they want to know, you know, have you disciplined the child? And have you told them what a bad boy he’s being and that he needs to be good? I would say, put all of that aside.



Instead, Conway says, “Try to develop a relationship with the child.” Conway observes that a clinician is in “a really powerful position to shape the narrative and to shape the experience of the child in treatment.” Instead of experiencing themselves as bad, a child can experience themselves as someone deserving of compassion, of understanding. Furthermore, children and adolescents (as well as adults) with ADHD have particular purposes and goals that are important to them; prescribing clinicians can build strong alliances when they focus on these goals, and not only on symptoms.





“Let’s Stop Trying to Fix These Kids”: Collaboration and Compassionate Acceptance


As a parent and a psychologist, Conway found that it was only when she gave up the pursuit of peak performance that she could understand her son. She did the research. She secured treatment for her son. She felt critically evaluated as a parent. She felt expectations to fix her son from the school. It took a toll. Her home life grew so tense that she had to choose between an ongoing struggle with her son or, she realized, “I can understand him for who he is and accept him for who he is.”

Conway and her son tried the recommendations. What worked was the compassion she learned as a psychodynamic psychotherapist.


In the psychodynamic framework, you treat each individual, each person, each client as an individual. Yes, we’ve got these categories, these diagnostic categories, but each client is just unique with their own unique set of circumstances and presentation, and you try to address those individual needs, those individual qualities, characteristics. . . .

I’m going to accept him for who he is. I’m going to accept that he’s doing the best he can. And I’m going to show him some compassion because this is who he is. So, it’s not about becoming resigned or giving up or being resentful. It’s really a compassionate acceptance that I have a very unique child who thinks of the world in a very unique way, and he’s going to get through the world as best he can, and he’s going to need my support to do that. So, it changed our relationship and it just transformed the way that we interact and the way that he is experiencing himself in the world.

My compassion, that’s the position I try to get parents to, and teachers, and practitioners: let’s stop trying to fix these kids. Let’s see them as they are and how can we support them in what they want to become and getting to the next level, whatever that is.



Although Conway is still in the process of developing her research, she says that the initial results of the Cultivating Compassion Project have astounded her (Conway et al. 2019). These children are hungry for real relationships. When a clinician forms a real relationship, as Conway recently told us, a child can transform their behaviors. “If we can, as treatment professionals, as psychiatrists, psychologists, if we can stay in the frame of mentalizing, if we can keep that mentalizing stance, regardless of what shows up, it’ll go such a long way in moving these kids forward. We live in a relational world.”

Conway observes that while she began this work years ago, living through the COVID-19 pandemic has made its importance all the more apparent to her. Attending to transference and building a person’s empathy make a relationship and give a sense of the meaning of behaviors that otherwise distance folks.

And, for Conway, the relationship is what it has always been about:


We’ve all heard stories. I mean, for me it was my grandmother. My grandmother believed in me. She talked to me, she nurtured me. I was just her pride and joy. And I’m sure I did things that were wrong, but she always made me feel that the relationship we had was more important than anything that I could ever do. And isn’t that what we give to all our kids, kids we love, right? That is what I think the ADHD kid is missing. And I think we can all contribute to that.
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Visions and Voices: Prescribing in the Context of Schizophrenia and Other Psychotic Disorders


Featured Clinician: Mohammed Abouelleil Rashed, M.B.B.Ch., Ph.D., Birkbeck College, University of London

Key Concepts and Skills: Pragmatic Diagnosis

 

It is one thing to know that a patient is hearing voices. It is another thing entirely to know what these voices mean.

Soon after completing his psychiatric training at Guy’s and St. Thomas’ Hospitals in London, Dr. Mohammed Abouelleil Rashed started working as a psychiatrist in the mental health ward of the largest women’s prison in the United Kingdom. Many of the incarcerated women whom he met were terrified by paranoia, disorganized thoughts, and command hallucinations. Rashed would work to reassure these patients that he and the clinical team were present with them and there to help. When they took antipsychotic medications, these patients would often improve. Their hallucinations became less intense. Their disturbing paranoid thoughts became less vivid.

Over time, though, Rashed’s patients began to raise important questions and concerns. Many of them came from cultures where voices and unusual experiences were attributed to spirits, not to medical diagnoses or to anything happening in the brain. Others felt that antipsychotics were robbing them of a sense of vitality and vivid engagement with the world. Others believed that the mental health system was biased against them and objected to the idea that doctors had the right to label them as disordered. The patients were implicitly asking if their experiences meant something more than psychiatric symptoms.

Rashed appreciated these questions, because along with his clinical work, he was training as a philosopher and was interested in what it means to develop shared understandings of reality. He found many of his patients’ questions disconcerting. He soon found that his patients were not alone in questioning whether mental health clinicians had the authority to define the meaning of people’s experiences using psychiatric diagnoses like schizophrenia and schizoaffective disorder. He discovered the Mad Pride movement, which rejects the idea that madness is always a sign of “disorder,” and the Hearing Voices Network (www.hearing-voices.org), a United Kingdom–based advocacy organization “for people who hear voices, see visions, or have other unusual perceptions” that sharply questions how psychiatry categorizes psychotic disorders. He sought out Mad Pride activists, some of whom were willing to engage with a psychiatrist and some of whom were not. In the following years, Rashed reflected on these encounters with patients and advocates in a series of journal articles and in his book Madness and the Demand for Recognition: A Philosophical Inquiry Into Identity and Mental Health Activism (Rashed 2019a; see also Rashed 2013, 2019b).

Through these encounters, Rashed began approaching psychiatry in a new way. Now a research fellow at Birkbeck College, University of London and practicing as a psychiatrist on a community mental health team in a diverse area of north London, he embraces a pragmatic and collaborative approach to diagnosis and to building a working alliance with his patients. Diagnoses like schizophrenia, he says to his patients, are categories that psychiatrists use to describe similar cases and to develop treatments. As long as patients find themselves in mental health settings, clinicians are going to use these categories. But diagnoses do not define the meaning or value of anyone’s experience.

With this pragmatic approach, Rashed has learned to meet his patients where they are. Building an effective alliance, he recently told us, starts with a posture of genuine interest.


The main thing is that I genuinely become fully and totally interested in what they have to say. It’s not an act. It’s a fundamental, genuine, “I’m interested in what you have to say and I want to get into it as much as I can.” People can see this. When they see you’re interested in them, you’ve already developed a certain kind of trust. Once you do that, even if you don’t agree with some of their interpretations, you’ve really gone quite a long way toward having the kind of conversation when you can go, “Well, what can we do about all of this now?”



Rashed generally avoids the language of “mental disorder,” which all too often patients receive as “just an insult.” Rather, he works hard to establish common ground, exploring how they understand the world and what they think that they need. Effective treatment always starts by meeting patients where they are.



Medications for Schizophrenia Are More Than Tools


Mohammed Rashed’s pragmatic, collaborative approach to patient care seemingly stands in contrast to the way modern psychiatry conceptualizes schizophrenia and the psychotic disorders. In DSM-5-TR, schizophrenia describes two of five clusters of symptoms (delusions, hallucinations, disorganized speech, grossly disorganized or catatonic behavior, and negative symptoms) to be present for a significant time during a 1-month period (American Psychiatric Association 2022). The patient must also display a decline in their level of functioning and must display signs of the disturbance for at least 6 months. The listing of symptoms, abstracted from a person’s experience, is for the benefit of a clinician seeking a reliable diagnosis. But all too often, manuals like DSM-5-TR tempt clinicians to regard schizophrenia as a problem of misconfigured neural circuitry that must be fixed by medications that target particular neurotransmitter systems. This approach to schizophrenia lends itself to what philosopher Jennifer Radden calls the “repair manual” approach to mental health care (Radden 2008). To manage schizophrenia, this way of thinking goes, you just need the right tool.

Medications are indeed important and essential in the treatment of schizophrenia. When we treat patients with schizophrenia in our practices, we nearly always prescribe medication. But medications, as tools, do not work alone. It is hard, if not impossible, to build a house without a hammer. But a hammer does not build a house alone; it requires builders who know where and when to use their hammers and have acquired the skill to wield them effectively. Just as a hammer does not build a house alone, so also medications do not treat schizophrenia alone. Medications require humans to recommend them, to take them, and to judge their effects. When a prescriber writes a prescription for antipsychotic medication for a person with schizophrenia, it matters how both the prescriber and the patient are experiencing the relationship between them. Caring well for people with schizophrenia requires us to care not only about what medications they take, but about the relationship within which these medications are prescribed and taken.




Schizophrenia Before Antipsychotic Medications


Debates about the value of therapeutic relationships in schizophrenia run deep within the history of psychiatry. From the early days of psychiatry and psychology, mental health researchers and clinicians have debated whether it is most important to focus on the meaning or the form of psychotic experiences. Those who focus on form use abstract concepts like “delusion,” “paranoia,” and “disorganization” to describe the experience and behavior of people with schizophrenia. Those who focus on meaning want to know more about what these experiences mean to the person, in all of their detail. Whose voices are being heard in hallucinations, and what are they saying? Whom or what is the object of paranoid suspicion? And what do these experiences mean?

Those who focus on form draw on the legacy of the German psychiatrist Emil Kraepelin (1856–1926). Kraepelin understood what would come to be known as schizophrenia as a progressive, neurodegenerative condition with a poor prognosis. Observing hospitalized patients over time, Kraepelin distinguished between manic-depressive psychosis, which resembles the modern concept of bipolar I disorder, and dementia praecox, or “premature loss of mind,” which he initially described as a progressive, deteriorating condition for which no effective treatments were available. Kraepelin was skeptical about psychotherapy and generally avoided close, in-depth examination of patients’ lives (Kendler and Engstrom 2018). Kraepelin spent many years observing his patients, but he did not seek to build alliances with them.

Those who focus on meaning draw on the legacy of clinicians such as Eugen Bleuler (1857–1939), who introduced the term “schizophrenia” and also first articulated the “four A’s” of positive psychotic symptoms—ambivalence, autism, and (disturbance of) association and affect. While Bleuler shared Kraepelin’s view that schizophrenia was rooted in biological lesion, he was more hopeful about recovery and also more attentive to ways that the nature and severity of psychotic symptoms were connected to a person’s relational and social world. Bleuler held that of the four A’s, only loose associations proceeded directly from schizophrenia’s biological cause; other symptoms, including autism (reduction in communication) and ambivalence, were at least in part understandable psychological responses to these problems with association (Table 5–1). This opened the possibility that the content of psychotic experience—the specific referents of paranoid thoughts, for example—might be psychologically understandable and open, at least in part, to exploration in psychotherapy (Maatz et al. 2015).


TABLE 5–1. Early psychiatrists’ views of the role of the therapeutic alliance in schizophrenia







	Eugen Bleuler (1857–1939)

	Only loose associations were strictly biological; autism, affective disturbance, ambivalence are psychological responses




	Freida Fromm-Reichmann (1889–1957)

	Importance of cultivating relationships of trust and reciprocity




	Harry Stack Sullivan (1892–1949)

	Focus on symptoms as interpersonal communication, meaningful on a human level




	Elvin Semrad (1909–1976)

	Focus on alliance through mutual understanding and support






In the early twentieth century, prior to the era of antipsychotic medications, the diagnosis of schizophrenia was used broadly, capturing in a single diagnosis those who might today be diagnosed with psychotic disorders, trauma- and stressor-related disorders, schizoid personality disorders, and more. But in the absence of effective medication, many psychiatrists became increasingly convinced that schizophrenia could be healed in the therapy relationship. As Frieda Fromm-Reichmann (1889–1957), an influential psychiatrist at Chestnut Lodge Sanitarium, wrote, “We think of a schizophrenic as a person who has had serious traumatic experiences in early infancy at a time when his ego and its ability to examine reality were not yet developed” (Fromm-Reichmann 1939, p. 412). To modern clinicians, Fromm-Reichmann’s formulation sounds archaic. But Fromm-Reichmann and her students sought to understand their patients, to build relationships of trust with them, and to treat them with respect. Though people with schizophrenia may initially greet a therapist with distrust and paranoia, they nonetheless need and desire connection with others, especially with the therapist. The therapist must therefore work to build this trust, patiently and slowly:


Contact with the schizophrenic must begin with a long preparatory period of daily interviews (as in psychoanalysis with children) during which the patient is given the opportunity of becoming acquainted with the analyst, of finding out if the analyst can be of value to him, and of overcoming his suspicion and his anxiety about the friendship and consideration offered to him by the analyst. After that the patient may gain confidence in his physician and at last accept him. (Fromm-Reichmann 1939, p. 419)



The therapist should not seek to “prove his understanding by giving interpretations,” but rather


gives evidence of understanding, whenever he does, by responding cautiously with gestures or actions appropriate to the patient’s communication; for example by lighting his cigarette from the patient’s cigarette instead of using a match when the patient seems to indicate a wish for closeness and friendship. . . . It is certainly not an intellectual comprehension of the schizophrenic but the sympathetic understanding and skillful handling of the patient’s and physician’s mutual relationship that are the decisive therapeutic factors. (Fromm-Reichmann 1939, pp. 422–423)



Above all, the therapist should treat those with schizophrenia as fellow humans whose behaviors can be understood: “If [the therapist] meets them as strange creatures of another world whose productions are nonunderstandable to ‘normal’ beings, he cannot treat them. If he realizes however, that the difference between himself and the psychotic is only one of degree and not of kind, he will know better how to meet him” (Fromm-Reichmann 1939, p. 425).

Psychiatrist Harry Stack Sullivan (1892–1949), working first at Shepherd and Enoch Pratt Hospital outside of Baltimore and then at St. Elizabeths Hospital in Washington, D.C., was more accepting of a biological cause for schizophrenia but also insisted that persons with schizophrenia be treated as persons whose experience and behavior are meaningful on a human level. Sullivan famously noted that “we are all much more simply human than otherwise, be we happy and successful, contented and detached, miserable and mentally disordered, or whatever” (Sullivan 1948, p. 7).

These psychoanalytic approaches to the treatment of schizophrenia closely informed the teaching and clinical work of the influential Harvard psychiatrist Elvin Semrad (1909–1976). Semrad was valued by his trainees and students for his candid, respectful, plain-spoken style with patients with psychotic disorders at the Massachusetts Mental Health Center in Boston (Good 2009). Echoing Sullivan, Semrad taught that “psychotherapy begins at the very first contact with the patient in the sense of mutual understanding and rapport” (Semrad 1948, p. 106). He cautioned learners against assuming that persons with schizophrenia were incapable of therapeutic alliances, that patients’ communications were not understandable, that patients were not motivated for change, and that the primary goal of therapy was to focus on the cause of schizophrenia. Rather, in his experience “the patient’s participation is increased by a desire for understanding and an appreciative response, so easily shown with appreciative listening and due courtesy and respect” (Semrad 1948, p. 107). In a swipe at Kraepelin, he warned that “an uncritical belief in constitutional determinism is not too infrequently a convenient balm to the frustrated therapist” (Semrad 1948, p. 108).




The Alliance in the Antipsychotic Medication Era


In the era prior to the introduction of antipsychotics, the writing of psychiatrists like Fromm-Reichmann, Sullivan, and Semrad can seem antiquated. But in an age when schizophrenia was regarded by many psychiatrists as a chronic, degenerative condition with little hope for cure, and in which people with schizophrenia were often hospitalized indefinitely in large asylums, we can understand them to be working to use a resource that they did have—the doctor-patient relationship—to promote healing. They insisted, in an age when people with schizophrenia were often regarded with stigma and fear, on treating patients as “more simply human than otherwise,” treating patient’s communication and experiences as meaningful.

In the years following the introduction of chlorpromazine in 1952, the landscape of treatment for schizophrenia shifted dramatically. Medications, not psychotherapy, became the preeminent focus of treatment—and the power shifted to prescribers. Older psychiatrists like Semrad resented the focus on medication: in supervision with trainees, he referred to first-generation antipsychotics as “chemical straitjackets” and complained that “drugs separate the mind from the body.” “When the emphasis goes to drugs, restrictions, and controls,” he complained, “then love goes out the window and the patients lose out” (quoted in Rako and Mazer 1980).

DSM-III, which was published in 1980, defined schizophrenia in a way that focused clinicians’ attention on the form, rather than content, of psychotic experience and behavior. Following the example of Kraepelin, DSM-III emphasized that schizophrenia entailed “deterioration from a previous level of functioning in such areas as work, social relations, and self-care” (American Psychiatric Association 1980, p. 189), and introduced other diagnoses such as schizophreniform disorder, schizotypal personality disorder, and atypical psychosis to account for cases that did not fit the narrow diagnosis of schizophrenia. This neo-Kraepelinian description of schizophrenia has given rise over the following four decades to a research and clinical shared belief that schizophrenia is a brain disorder with genetic, neurodevelopmental, and neurodegenerative features, including a prominent association with cognitive decline over time. The primary focus of treatment remains antipsychotic medication.

In the early years after the publication of DSM-III, many clinicians and researchers were euphoric about the possibility that the biological mechanisms of schizophrenia might be fully elucidated, a prime example of mental illness as a manifestation of a “broken brain” (Andreasen 1984). But decades later, we still lack a comprehensive biological account of schizophrenia (Harrington 2019), and antipsychotic medications, while helpful, rarely remove all of schizophrenia’s manifestations and often come with troubling side effects. Far from being obsolete, therapeutic relationships in schizophrenia still matter.

Therapeutic relationships are especially important in schizophrenia, in part because schizophrenia itself is more of relational problem than a broken brain problem. This may seem counterintuitive, because DSM-5-TR describes schizophrenia as a syndrome of symptoms that occur in an individual: delusions, hallucinations, disorganized speech, grossly disorganized or catatonic behavior, and negative symptoms such as diminished emotional expression or avolition (American Psychiatric Association 2022). But the experience of schizophrenia is all about relationships. Delusions and paranoia are often focused on other people. In auditory hallucinations, a person with schizophrenia discerns other people speaking. Indeed, schizophrenia has been proposed as a disorder of the “social brain,” and some studies have documented abnormal activity of mirror neurons (Mehta et al. 2014).

Schizophrenia may involve some of the very brain circuits that humans use to understand the minds of others and to build relationships with others—including therapeutic relationships. But contrary to the expectations of many clinicians, patients with schizophrenia can develop strong therapeutic relationships and deeply value relationships with their therapists. In many studies, schizophrenia patients rate their relationships with their therapists more highly than their therapists do, with a tendency toward higher self-reported alliance scores among patients with more severe symptoms (Greenberg et al. 2018; Harris and Panozzo 2019; Wittorf et al. 2009).

Though not all studies show an effect, a strong therapeutic alliance is frequently associated with clinical improvement among patients engaging in psychotherapy for schizophrenia (Browne et al. 2019). In a prospective study of 308 adults with a first or second episode of non-affective psychosis offered 6 weeks of cognitive-behavioral therapy (CBT) or 6 weeks of supportive counseling, patients with the highest ratings of therapeutic alliance showed improvements of 3 points on the Positive and Negative Syndrome Scale for each therapy session attended, while those with low alliance ratings did worse for each therapy session attended (Goldsmith et al. 2015).

A larger body of evidence shows that the therapeutic alliance is important for adherence to antipsychotic medication in schizophrenia. In an early study of 143 patients with schizophrenia receiving two different forms of psychotherapy, Frank and Gunderson (1990) demonstrated that patients with higher therapist-rated alliances were more likely to accept and to take medications. Strong alliance was also associated with reduced global psychopathy, fewer hallucinations, better social functioning, and more engagement in social activities (though not with reduced disorganization or psychotic process thinking). They found, notably, that active engagement in the therapeutic relationship accounted for 11% of the variance in 2-year outcomes and was more strongly associated with outcomes than social class, intelligence, premorbid social adjustment, or motivation to change.

More recently, a number of studies have affirmed the relationship between a strong therapeutic alliance, positive attitudes toward medication in schizophrenia (Day et al. 2005), and adherence to medication in schizophrenia (Baloush-Kleinman et al. 2011; Chang et al. 2019; Jaeger et al. 2014; McCabe et al. 2017; Misdrahi et al. 2012; Tessier et al. 2017).




Building Strong Alliance With Patients With Schizophrenia: Practical Strategies for Prescribing Clinicians


Given the importance of the therapeutic alliance for clinical outcome and medication adherence in schizophrenia, what steps can prescribing clinicians take to cultivate a healthy and lasting alliance?

As always, there are many variables that affect the strength of the alliance, not all of which are in clinicians’ control. Though even patients with severe symptoms—and in some studies, especially patients with severe symptoms—are capable of building strong therapeutic alliance (Harris and Panozzo 2019), the alliance is related to particular patient characteristics as well as to features of the patient’s social environment. Patients who rate therapeutic alliance highly tend to be patients with low levels of neuroticism and high agreeableness, who are older, who endorse high levels of internal locus of control, and who have higher levels of social support (Browne et al. 2019; Harris and Panozzo 2019; Johansen et al. 2013). Also, not surprisingly, patients who are rated by clinicians as having higher levels of insight into their condition tend to rate alliance more highly (Browne et al. 2019; Wittorf et al. 2009).

Prescribing clinicians may not be able to do much about these patient-related factors. But there are ways to cultivate healthy and meaningful alliances with patients with schizophrenia. Drawing on our conversations with Mohammed Rashed, from the published literature, and from our own clinical experience, we suggest six practical strategies.



Practical Strategy 1: With a Lifelong Illness, Focus on the Long View


All too often, prescribing clinicians may assume that a meaningful therapeutic alliance in schizophrenia is either unimportant or unattainable. Clinicians formed in the dispenser model may assume that patients do not desire alliance, or that their job is primarily that of recommending effective medication. If the first encounter is at a moment of crisis, building an alliance might seem difficult, particularly with patients who are disorganized, hostile, or paranoid. But even patients who are psychotic can often appreciate when a prescribing clinician is trying to help, trying to understand, and trying to be kind. Furthermore, a crisis is only one moment in a much longer journey, and patients and therapists alike experience higher levels of alliance when they have established a long-lasting relationship (Harris and Panozzo 2019). Prescribers’ kindness and presence help to build trust during a crisis and create flourishing alliances in the longer term.




Practical Strategy 2: Be Genuine


Mohammed Rashed places a high value on being fully present to and genuinely interested in the experience of his patients. Many studies confirm his experience that patients with schizophrenia develop stronger therapeutic alliances when they have had positive past experiences with mental health treatment and when they perceive their therapists to be genuine, consistent, warm, empathic, expert, and trustworthy (Evans-Jones et al. 2009; Farrelly et al. 2015; Jung et al. 2014). In our experience, building strong alliances with patients with schizophrenia is most successful when we follow psychiatrist Karl Menninger’s well-known directive to “when in doubt, be human.”

This genuineness can even extend to crisis situations. In an excellent guideline for nonverbal de-escalation techniques in emergency psychiatry settings, Richmond et al. (2012) emphasized that agitated patients benefit when clinicians convey a posture of non-aggression (e.g., open hands, palms facing the patient), use simple language, tell the patient that you are there to help and to keep them safe, validate and reflect what the patient is saying, set clear limits, and offer choices when possible. Even when patients are in crisis, these techniques can generate trust that can help avoid more invasive seclusion or restraint and to accept necessary care.




Practical Strategy 3: Explore the Meaning of Symptoms


As discussed earlier in this chapter, the diagnostic criteria for schizophrenia in DSM-5-TR encourage clinicians to focus on the form of patients’ experience—whether, for example, a particular expressed belief qualifies as a “delusion,” or whether the patient’s thought process is “disorganized”—rather than on the content of their experience. Many trainees have been taught to discount the content of psychotic experience, focusing only on form. But psychiatrists care about the content and the form of a patient’s thought. So do patients, so cultivating a strong therapeutic alliance requires clinicians to attend to the meaning of symptoms, in two senses of that term (see Table 5–2).


TABLE 5–2. Questions that probe the meaning, not just the form, of psychotic experiences









	Symptom

	Questions about form (usually closed-ended)

	Questions about referential meaning (usually open-ended)

	Questions about significance to the patient (usually open-ended)






	Auditory hallucinations

	Are you hearing voices or sounds that others are not hearing?

	Whose voices and what sounds are you hearing?

	What is it like for you to hear voices? Do you want them to go away?




	Visual hallucinations

	Are you seeing things that others are not seeing?

	What are you seeing? Have you ever seen it before?

	What is it like for you to see these things? Do you want them to go away?




	Paranoia

	Do you believe that you are in danger or that others are trying to harm you?

	Who is trying to harm you? What leads you to think this? Why might they want to harm you?

	How does it feel to believe that others are trying to harm you?




	Thought broadcasting

	Do you believe that others can hear or read your thoughts?

	Who can hear or read your thoughts? What thoughts are they able to hear or read?

	How do you feel when you think that others can hear or read your thoughts?




	Thought insertion

	Do you believe that others are inserting thoughts into your mind?

	Who is inserting thoughts in your mind? Why might they be doing this?

	How do you feel when you think that others are inserting thoughts into your mind?




	Ideas of reference

	Do you interpret things that you hear and see as having special personal significance for you?

	What is it that has special significance for you?

	How do you feel when you experience things as having special significance for you?






First, prescribing clinicians help to build strong alliances when we focus on the referential content of patients’ experience—when, for example, we focus on what a paranoid thought is about rather than simply noting it as a paranoid thought. Attending to referential content can often provide important information about a patient’s history and current interpersonal world. When patients describe psychotic thoughts with prominent racial themes, this is often connected to the patient’s experience with race and racism. When a patient describes psychotic thoughts with prominent religious themes, this is often connected to the patient’s cultural and religious formation. All of these themes can be further explored in the course of the therapeutic relationships, enabling the clinician to better understand the patient and for the patient to feel known and understood.

Second, prescribing clinicians can help to build strong alliances when we focus not on the referential content of psychotic experience, but on what this experience means to the person who is experiencing it. Prescribing clinicians often assume that patients’ psychotic symptoms are problems that should be removed, but for patients the reality is often more complex. Psychiatric nurse and theologian John Swinton writes of a young woman named Alice who had heard voices for years and then, in her early adulthood, experienced a sudden and sustained remission in which the voices all disappeared. In many ways, Alice was relieved, but she also noted that the voices had not all been oppressive. Some of them were comforting to her, and their departure left her with a quietness that soon became loneliness. Alice both welcomed and grieved the loss of her voices (Swinton 2020).

One of our patients with schizophrenia has long described intermittent visual hallucinations of eyes on his hands and wrists that are looking at him. When he took antipsychotic medication, he reported that this sensation was much less prominent, but that he was sad because the eyes had been a comfort to him, keeping him safe. He now takes a lower-dose antipsychotic medication and is doing well with these eyes intermittently present in his experience.

Mohammed Rashed similarly reflects that while psychotic experiences can be terrifying and disorienting to the person who is experiencing them, they can also be exhilarating. “One way to think about certain kinds of psychoses,” he says, “is that there is too much life, too much engagement, too much meaning, too much perception.” In this hyper-real world, people can experience a deep sense of importance and of being on a mission. While some patients may welcome the reduction of these experiences through medication, some will not—and it is important to consider how this will affect patients’ willingness to take antipsychotic medication.

Cognitive-behavioral therapy for psychosis (CBTp) is a form of psychotherapy that is used in conjunction with medication to build therapeutic alliance, to explore with patients the referential content as well as the personal significance of their experiences, to encourage curiosity and reflection about symptoms with the goal of improving insight, and to decrease distress and disability associated with symptoms (Kingdon et al. 2007; Turkington et al. 2006). The experience of CBTp practitioners is that many patients with schizophrenia are open to respectful, honest, open discussions of the meaning that symptoms carry for them, and that clinicians can have these discussions in a way that does not directly collude with delusional material. When, for example, a patient says that her group home manager is poisoning her food, the therapist can agree that the patient believes this while remaining open to the cause, and can then explore with the patient her relationship with others at her group home, her experiences of eating at the group home, and ways to assess the likelihood or unlikelihood that her food is being poisoned. When a trusting, collaborative relationship has been established, clinicians may even gently but frankly challenge patients’ beliefs: Wittorf et al. (2010) found that CBTp techniques challenging patients’ psychotic beliefs do not decrease the patient-rated quality of the therapeutic alliance.

Using a mentalization-based approach rather than a CBT approach (see Chapter 4, “Peak Performance: Prescribing in the Context of Attention-Deficit/Hyperactivity Disorder”), Brent (2017) encourages clinicians working with patients with schizophrenia to develop an inquisitive, not-knowing therapeutic perspective that encourages patients to be curious about their own mind. Brent encourages clinicians to place this perspective in the context of a structured approach to clinical management that combines psychoeducation about mentalization, direct conversation that establishes collaborative goals of care, and psychopharmacological treatment as indicated. To encourage a supportive, collaborative relationship, he encourages clinicians to keep observations short and simple, to focus conversation on the patient’s current states of mind (especially affective states), to listen nonjudgmentally, to engage in active questioning to stimulate curiosity, to praise positive mentalizing, to stop and “rewind” to explore where mentalization has gone off track, and to avoid or deemphasize complex interpretations about “deep” motives and about the relationship of the present to the distant past.




Practical Strategy 4: Focus on the Patient’s Function and Goals and Not on Symptoms Alone


When the goal of mental health treatment is symptom reduction, it is easy to focus the treatment of schizophrenia only or primarily on reducing the intensity of schizophrenia’s symptoms, especially positive symptoms such as hallucinations, paranoia, and disorganization. But building a strong therapeutic alliance requires clinicians to recognize that patients do not desire only to have fewer symptoms—and in some cases may feel the absence of symptoms as a loss, or reject the language of “symptoms” altogether, as in the case of Mad Pride activism. Rather, people with schizophrenia have goals and projects that they identify as important for their lives. Numerous studies have connected strong therapeutic alliance with a strong recovery orientation focused on goal attainment (see, e.g., Kvrgic et al. 2013).

Focusing on function and goals, rather than on symptoms alone, is a central part of Mohammed Rashed’s distinction between “primary (illness) insight” and “secondary (social) insight” (Rashed 2020). Primary (illness) insight concerns a patient’s ability and willingness to frame their experience in clinical language, as a condition in need of treatment. Patients with psychotic disorders may or may not display this form of insight. Secondary (social) insight, on the other hand, concerns patients’ ability and willingness to consider their relationship to the norms of other people, institutions, and contexts of their life. A patient who rejects the diagnosis of schizophrenia (low primary [illness] insight) may still be willing to take antipsychotic medication in order to stay in school, keep a job, or stay out of jail (high secondary [social] insight). Meeting patients where they are is important. As Rashed comments, clinicians are likely to be successful in encouraging patients to take antipsychotic medications if patients are convinced that medication will help “on the terms that they themselves want help with.” First, as he recently told us,


You have to agree on certain things, even small things, that the person wants support with (an experience to lessen or go away, say). Once you agree on that, then you can have a discussion about what would help psychopharmacologically. If compliance is poor, it’s because the person doesn’t see what’s in it for them—they just don’t see how this will help them. You have to see what the person wants help with, and then see if you can offer them help in terms of the appropriate medication.



Focusing on function and goals, rather than on symptoms alone, can also help patients not to associate their identity with their symptoms. Prescribers may engage their patients not just with symptom-focused questions (“Are you hearing voices?” “Do you feel that others are out to harm you?”) but also with questions about goals and function (“How is your relationship with your wife?” “How is your job going?” “How did you spend your time this past week?”) that remind patients that they are more than their symptoms.




Practical Strategy 5: Communicate Transparently and Collaboratively About Medication Side Effects


Strong therapeutic alliance in the context of prescribing for schizophrenia requires candid two-way communication not only about the therapeutic effects of medication but also about side effects. In a narrative review of qualitative research regarding how people diagnosed with schizophrenia experience and describe antipsychotic medication treatment, Salzmann-Erikson and Sjödin (2018) found that participants often described frustration that their prescribers provided too little information about how their medications worked or used excessive medical jargon, and found it difficult to speak with their prescribers about medication side effects. Participants reported that when they did not take medication as prescribed, it was frequently because of unwanted side effects (including poor body image due to weight gain), perceived pressure from the psychiatrist or others in their social network, lack of support from family members, shame from missing appointments, perceived medication ineffectiveness, the fact that medications served as a reminder of illness, and logistical challenges (e.g., having to miss work to attend a depot injection appointment). On the other hand, patients appreciated when clinicians spoke about medication from a patient-centered perspective and wanted to take medication in order to achieve stability and to participate in life activities and social relationships. They reported that they were more likely to take medication when they had support from family and when they perceived their outpatient treatment site as safe and welcoming. They also were often willing to take medication when they felt hope that the medication would be helpful for recovery.

In that light, it is critical to foster open, collaborative conversation with patients about medication effects and side effects. We note several common side effects here of which every mental health prescriber must be aware.



Cognitive Slowing and Sedation


Many first- and second-generation antipsychotic medications cause sedation and some degree of cognitive slowing—or, as Mohammed Rashed puts it, a loss of vitality and felt engagement with the world. In general, these effects are most prevalent with medications that have prominent anticholinergic activity (e.g., thioridazine) and/or antihistaminergic activity (e.g., olanzapine, quetiapine), though these effects are also present with D2 receptor blockade and so a feature of high-potency D2 blockers such as haloperidol and pimozide. Aripiprazole, a partial D2 agonist, generally causes less sedation and fewer cognitive side effects. Persons experiencing acute psychosis may initially welcome the palliative effect of this cognitive slowing and sedation, and yet over the long run these effects may get in the way of social relationships, education and job pursuits, and other complex social activities. Patients admitted for crisis stabilization may also be discharged from inpatient facilities on higher-than-needed antipsychotic doses based on the incorrect assumption that the sedation and slowing associated with higher D2-blocking medication doses is equivalent to antipsychotic efficacy (in fact, the optimal level of D2 blockade is 65%-80%, a saturation level lower than what would cause the most severe blunting and extrapyramidal effects; Pani et al. 2007). We find that it is helpful to speak clearly with patients about these symptoms both before and while antipsychotic medications are prescribed.




Sexual Function Problems


Though more commonly recognized in antidepressants, problems in sexual function are very common among antipsychotic medications, especially those that may increase prolactin levels, such as risperidone, paliperidone, haloperidol, and amisulpride. Montejo et al. (2015) report that half of men and one-third of women taking antipsychotics endorse problems with arousal, libido, and orgasm, and that patients will often stop taking these medications as a result. Speaking with patients about these possible side effects, as well as considering alternatives such as quetiapine and aripiprazole in which sexual side effects are not as frequently reported, will contribute both to adherence and to a stronger therapeutic relationship.




Altered Movement


Both first- and second-generation antipsychotic medications may cause acute extrapyramidal symptoms such as akathisia, acute dystonia, and stiffness. Occasionally, chronic blockade of dopamine can result in chronic, or tardive, extrapyramidal symptoms such as tardive dyskinesia and tardive dystonia. Although these symptoms occur more frequently in higher-potency first-generation antipsychotics such as haloperidol and pimozide, they are associated with every antipsychotic medication other than clozapine.




Weight Gain, Increased Appetite, and Metabolic Side Effects


Many second-generation antipsychotics, such as olanzapine, quetiapine, and risperidone, are associated with increased appetite, weight gain, and other metabolic effects (hyperlipidemia, glucose intolerance) that can collectively place patients at increased risk for diabetes mellitus, coronary artery disease, stroke, arthritis, and other chronic medical problems. In our experience, these side effects call for candid and collaborative conversation about risks and benefits. Some patients, horrified by weight gain, will discontinue medication that may be helpful for improving social function and controlling positive psychotic symptoms. Others may value a higher body size and may resist changing medication even when they develop signs of metabolic complication. Still others may feel forced to choose between these metabolic effects and disturbing psychotic symptoms. In any of these cases, it is wise to speak with patients about medications that are less likely to cause weight gain and metabolic effects.

Special consideration of side effects must be given with clozapine, the only antipsychotic medication shown to have superior efficacy in treatment-resistant schizophrenia. Clozapine is often described as a miracle drug by patients and family members who experience relief from psychotic symptoms after months or years of tormenting psychosis and recurrent hospitalization, and yet clozapine is associated with many side effects, including excessive salivation (31%–54%), weight gain (>20%), constipation (15%), hyperlipidemia, cardiomyopathy, seizures, and agranulocytosis (Iqbal et al. 2003). While clinicians usually speak in detail with patients and family members about agranulocytosis, given the requirements of the clozapine registry in the United States, it is also important to describe these other side effects and to have frank conversation about risks and benefits.

Careful consideration may also be given with the use of long-acting injectable (LAI) antipsychotic medications. While Salzmann-Erikson and Sjödin (2018) reported that participants in qualitative studies found comfort and security in the use of LAI medications, Wykes et al. (2013) reported that over 2 years, patients with schizophrenia taking LAI medications experienced a decrease in patient-rated working alliance, relative to patients who were taking oral antipsychotic medications.





Practical Strategy 6: Avoid the Temptation to Always “Do Something”


Mohammed Rashed says that in his work as a psychiatrist on a community mental health team, patients and nonprescribing colleagues alike often expect him to respond to patients who are not doing well by prescribing medication. Although this may be appropriate, he encourages clinicians not to resort too quickly to adding or to increasing doses of medication: “the tendency to ‘do something’ when [patients] are not doing well and when that ‘something’ is more prescribing—this has to be resisted.” The tendency for prescribing clinicians to resort to more prescribing as a way to “do something” leads to overmedication, polypharmacy, and more side effects.

We agree with Rashed’s approach—and suggest that working to build strong therapeutic relationships with patients with schizophrenia is a powerful way to avoid this tendency to use medication as a way to “do something.” When prescribers show genuine interest in patients’ experiences, meet them where they are, and work collaboratively toward goals, they are more likely to become collaborators rather than merely dispensers. Sometimes, people with schizophrenia require more or different medication. But sometimes medication is not the answer, and what’s needed—whether reassurance, practical counsel, validation, advocacy, or simply presence—can only be found in relationship.
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Stabilization Forces: Prescribing in the Context of Bipolar Disorder


Featured Clinician: Kay Redfield Jamison, Ph.D., Johns Hopkins University School of Medicine

Key Concept or Skill: Medication Concordance

 

Since a book can be a kind of medicine, we often recommend books to the people we meet as patients.

When we work with a patient struggling with bipolar disorder, the book we most often advise is the memoir An Unquiet Mind. In its pages, Dr. Kay Redfield Jamison describes her illness experience as “a long, costly personal war against a medication I would, in a few years’ time, be strongly encouraging others to take” (Jamison 1995, p. 4). Jamison’s memoir is a war story about her reluctance to receive treatment, but also a love story about the psychiatrist who treated her and the lithium he prescribed for her.

Jamison is a person with bipolar disorder—although she prefers the “ancient, graphic” term manic-depressive—and a reader, writer, and psychologist (Jamison 2017a). She studies, writes about, and treats a condition that she herself has. From these experiences Jamison gained a hard-earned and well-referenced awareness of how having a mental illness is an interaction between disease and self, the stories of what you have and who you are, enabling Jamison to write about the experiences of creativity (Jamison 1993), stigma (Jamison 1998), suicide (Jamison 1999), and bereavement (Jamison 2009) in the lives of people with bipolar disorder.

She even authored a biography of the poet Robert Lowell, showing how his work and life were altered by manic and depressive episodes. The biography displays Jamison’s multifaceted understanding of the condition, as in her scientifically accurate and movingly poetic description of Lowell’s mania: “Mania is a high-voltage, tense, and unstable state. The mind leaps; speech rushes: words ribbon out fast, unbidden, cutting. Ideas and schemes proliferate; alliances shift” (Jamison 2017b, p. 97).

In that instance, she meant Lowell’s personal alliances, but in Jamison’s pioneering textbook, which combined knowledge from the neurosciences and the humanities, she addressed therapeutic alliances. With her coauthors, Jamison discloses “a fundamental truth in psychopharmacology: to achieve its full potential, any drug should be given in the context of a solid and positive clinician-patient relationship” (Goodwin and Jamison 2007). Jamison and her coauthors advise clinicians to think of prescribing “as an investigative undertaking” that requires active collaboration, genuine concern, appropriate confidence, clinical persistence, and measured optimism (Goodwin and Jamison 2007). Even while prescribing, a clinician is investigating, seeking understanding.

Doing so, Jamison recently told us, means that a clinician can offer a patient “the intelligent extension of hope, which is really based on knowing what you’re doing and caring enough about patients to recognize how important that is.”



Extending Hope in Bipolar Disorder


For clinicians, offering this “intelligent extension of hope” requires listening closely to the experiences of our patients. Jamison implicitly reminds clinicians of this, even in her textbooks, by naming and quoting persons with mental illness.

So when Jamison described the importance of the therapeutic alliance in her textbook, she did so by quoting from a memoir by Morag Coate:


Because the doctors cared, and because one of them still believed in me when I believed in nothing, I have survived to tell the tale. It is not only the doctors who perform hazardous operations or give life-saving drugs in obvious emergencies who hold the scales at times between life and death. To sit quietly in a consulting room and talk to someone would not appear to the general public as a heroic or dramatic thing to do. In medicine there are many different ways of saving lives. This is one of them. (Coate 1965, p. 214; quoted in Goodwin and Jamison 2007, pp. 705–706)



Jamison recently used the same quote to conclude a lecture honoring the legacy of Jerome Frank. Jamison situated Frank’s work, especially his Persuasion and Healing (Frank and Frank 1991), within a tradition of physicians focused on the therapeutic relationship and the life story of each unique patient. Jamison said that clinicians underestimate “the healing power of the clinical relationship” today and neglect the demoralization that worsens the experience of a person with bipolar disorder. This demoralization forms because the condition induces “shame and humiliation, the fear of recurrence of mania and depression, the dreariness and uncertainty during recovery, the continued uncertainty after recovery, dealing with the consequences of things done in mania and left undone in depression, the often deep-seated reluctance to take medication, concerns about the hereditable nature of bipolar illness, and the cumulative toll taken by repeated episodes of mania and depression” (Jamison 2017a, p. 274).

Healing, Jamison recently told us, is different from mere treatment, because it depends on the healers to be, along with medication, a stabilizing force in a person’s life. Medications are not the only “mood stabilizers.” Healing relationships are also mood stabilizers.




Bipolar Disorder as Biomedical Story


The relationships of a person with bipolar disorder are often interrupted by major mood episodes and their ensuing consequences, what Jamison referred to as the things done while manic and the things undone while depressed. The course begins early, as a person typically experiences a first episode at around 17 years of age, and then follows a relapsing and remitting course, with men typically experiencing an earlier onset. Respondents in a national community sample of persons with bipolar disorder reported experiencing an average of 20 previous episodes—8 manic and 12 depressed—and an average delay of almost 6 years between their first episode and entering treatment (Peters et al. 2016).

Many people with bipolar disorder oscillate among euthymic, depressive, and manic episodes, but also experience mood states that blur the boundaries between those three distinct states. DSM-5-TR allows clinicians to acknowledge this by more carefully defining mania to require that elevated, expansive, or irritable mood and persistently increased goal-directed activity or energy be present for most of the day, nearly every day, for at least 1 week (American Psychiatric Association 2021). As the manual describes, persons with bipolar disorder spend most of their active illness in some variation of a depressive episode. The manual also makes it possible for clinicians to register the presence of symptoms—think anxiety during mania, hypomania during depression—inconsistent with these three distinct states (Calabrese et al. 2017). The term bipolar disorder encompasses a spectrum of mood states, as seen in Table 6–1.


TABLE 6–1. DSM-5-TR diagnostic conceptualization of bipolar disorder










	
	Manic

	Manic with mixed features

	Depressive with mixed features

	Depressive






	Core symptoms

	Elevated or irritable mood + energy or activity

	Elevated or irritable mood + energy or activity

	Depressed mood or loss of interest

	Depressed mood or loss of interest




	 Manic

	≥ 3 or ≥ 4

	≥ 3 or ≥ 4

	≥ 3

	



	 Depressive

	
	≥ 3

	≥ 5

	≥ 5






Source.  Adapted from Calabrese et al. 2017.

Shifting mood states often set a person on a deadly course; persons with bipolar disorder experience high mortality rates, often related to accidents, cardiovascular disease, and suicide. A person with bipolar disorder is 10–30 times more likely to die from suicide than a member of the general population, and up to 20% of people with severe bipolar disorder die from suicide (Dome et al. 2019). Worse, recent analyses suggest that, despite neuroscientific advances, the mortality experienced by persons with bipolar disorder is increasing (Staudt Hansen et al. 2019).

It has long been known that demoralizing mood episodes can be induced by events throughout a person’s development. Prenatal malnutrition (Brown et al. 2000) and infection with Toxoplasma gondii are associated with eventual development of bipolar disorder (de Barros et al. 2017). Childhood maltreatment, especially emotional abuse, is associated with the development, and a more severe course, of bipolar disorder (Palmier-Claus et al. 2016). Adolescent cannabis use similarly increases the risk of developing bipolar disorder (Aas et al. 2014). Once a person has bipolar disorder, stressful life events increase the risk of a recurrent manic or depressive episode; for example, childbirth is a life event specifically known to increase the risk of recurrent mania (Lex et al. 2017).

Everyone’s story is different, so similar life events affect an individual person with bipolar disorder very differently, highlighting the interactions between environment, genes, and psychological factors. Researchers estimate that 70%–80% of the risk of developing bipolar disorder is heritable, but also observe wide variability in the condition’s development and course (Uher 2014). Genetic factors are important—while poorly characterized, bipolar disorder is associated with many risk genes (Martinowich et al. 2009), including the hypermethylation of 5-hydroxytryptamine receptor genes (Jiang et al. 2019)—but far less than in conditions like autism and schizophrenia (Barešić et al. 2020). Finally, people with bipolar disorder respond clinically to alterations in light and sleep time (Benedetti et al. 2014; Sit et al. 2018).

A group of American researchers recently asked: What becomes of children and adolescents diagnosed with bipolar disorder? After all, most of the evidence that supports bipolar disorder as a chronic illness has been derived from adults with a prolonged course. In a secondary analysis of data from the Course and Outcome of Bipolar Youth (COBY) study, Birmaher and colleagues (2014) found that eight variables—later onset of mood symptoms, less family history of bipolar disorder, less family history of substance use disorders, less history of severe depression, less history of sexual abuse, less history of suicide attempts, fewer subsyndromal episodes, and the presence of manic or hypomanic symptoms—were associated with a better clinical course. When children and adolescents were followed over 8 years, the researchers could distinguish four separate mood trajectories—predominantly euthymic (euthymic 84% of their course), moderately euthymic (euthymic 47.3% of their course), ill with improving course (euthymic 42.8% of their course), and predominantly ill (euthymic 11.5% of their course). The study reaffirmed the benefits of seeing a person with bipolar disorder over a continuous relationship and being open to the possibility of a changing clinical course (Birmaher et al. 2014).




Bipolar Disorder as Biosocial Story


Bipolar disorder is a condition with high heritability and a well-described natural history. It fits well into a biomedical story. But bipolar disorder is also a biosocial illness. As Jamison emphasizes, relationships matter for the healing of bipolar disorder. Furthermore, persons with bipolar disorder learn to interpret their experiences within the stories told about bipolar disorder in modern culture.

The anthropologist Emily Martin recently explored what it is like to live inside the overlapping, fragmenting stories of bipolar disorder. She attended support groups, followed clinicians on treatment rounds, and listened to pharmaceutical industry pitches. As she did, she appreciated how a single diagnosis—bipolar disorder or manic depression—is embued with multiple meanings. Whereas most people want to avoid the low mood and low motivation of depression, mania is associated not only with suffering but also with creativity and productivity—a resource and asset as well as a liability. The diagnosis of bipolar disorder is always “culturally inflected” (Martin 2007, p. 29). To diagnose bipolar disorder in a patient is to invite them to a particular way of interpreting their experience that may or may not be consistent with messages they receive from others. This requires that clinicians communicate collaboratively and clearly how a life that includes treatment may be better than a life without treatment.

Martin observes that stories told about medication are often social stories. For example, Martin shows how pharmaceutical manufacturers and advertisers “invest psychotropic drugs with attributes that make it possible to think of them as ‘persons,’ as if they were social beings with individual personalities and the ability to have nurturing relationships with the patients who take them” (Martin 2007, p. 150). Martin compares the production of pharmaceuticals to building its body, while the advertising and sales teams are concerned with its dress—the size, shape, and color of pills are like garments for their active compounds. Those outer characteristics help marketers to promote person-like attributes and traits for medications, so that each medication has a personality that leads to emotional connections with patients and clinicians. Medications are then marketed in a way that promises to deliver stability to patients without sacrificing their energy and creativity.

Martin also observes that the meanings of medications are altered by patients. In her research, patients often attribute specific characteristics to drugs, sometimes quite different than the associations provided by marketers. Some medications protected, others calmed, and some focused. Some medications were described as precision instruments, whereas other were described as crude forces (Martin 2007).

Martin and Jamison both help us see that prescribing medication for bipolar disorder is not simply a matter of matching medications to symptoms. It also entails an invitation to patients to imagine their stories and relationships differently. Drawing from these anthropological insights, clinicians can ask patients about the meaning for them of their symptoms, their disorder, and the treatments they receive for the disorder. A clinician can start by simply asking, “What kind of relationship do you have with your medications? What do they do for you? How do medications affect your relationships with others? How do medications affect your ability to achieve your goals?” Clinicians must also remember that like patients, we are influenced by marketing. Mindful of this, we prefer the generic names of medications, always consider the funding source when reading a journal article or textbook, and do not accept funding or gifts from marketers.




The Promise and Limits of Medications for Bipolar Disorder


However medications are conceptualized, persons with bipolar disorder typically require medications to experience stability.

The bad news is that, as Jamison once wrote, “The major clinical problem in treating manic-depressive illness is not that there are not effective medications—there are—but that patients so often refuse to take them” (Jamison 1995, p. 5). In review articles, the percentage of patients with bipolar disorder who do not take their medications as prescribed is estimated at 50% (Jawad et al. 2018).

The good news is that the treatments for acute mania and mixed episodes are some of the most efficacious treatments in all of clinical medicine, as seen by the number needed to treat (NNT) in Table 6–2. The treatments for those with bipolar depression are also efficacious, but with less robust benefit, as shown in Table 6–3 (Ketter 2015). As these data show, there are many choices for acute treatment. After an acute episode is resolved, treatment should be continued at the lowest therapeutic dose with the fewest number of medications prescribed according to a regimen a patient is most likely to follow. Clinicians should be especially thoughtful when prescribing the medications that pose the greatest risk for adverse effects to their patients.


TABLE 6–2. Number needed to treat (NNT) and number needed to harm (NNH) for the listed adverse event, likelihood to help or harm (LHH), and selected blind medication harm (BMH) (side effect) rates for selected acute mania monotherapy treatments











	Medication

	NNT

	NNH

	LHH

	Harm

	BMH (%)






	Mood stabilizers




	Lithium

	3.9

	12.1

	3.1

	Vomiting

	11.2




	Divalproex ER

	6.1

	6.6

	1.1

	Somnolence

	29.5




	Carbamazepine ERC

	3.9

	3.2

	0.8

	Dizziness

	43.5




	Second-generation dopamine antagonists




	Olanzapine

	4.4

	4.5

	1.0

	Somnolence

	35.2




	Risperidone

	4.1

	6.2

	1.5

	EPS

	22.6




	Quetiapine

	4.9

	5.5

	1.1

	Somnolence/Sedation

	23.9




	Ziprasidone

	6.3

	5.0

	0.8

	Somnolence

	29.7




	Aripiprazole

	4.7

	8.1

	1.7

	Somnolence

	20.2




	Asenapine

	7.7

	5.1

	0.7

	Sedation

	28.1




	Cariprazine

	5.2

	6.1

	1.2

	Akathisia

	20.5




	First-generation dopamine antagonist




	Haloperidol

	4.3

	3.3

	0.8

	EPS

	40.8






Note. Boldface = U.S. Food and Drug Administration indication. EPS = extrapyramidal symptoms; ER =extended release; ERC = extended-release capsules.

Source. Adapted from Ketter 2015.


TABLE 6–3. Number needed to treat (NNT), number needed to harm (NNH), likelihood to help or harm (LHH), and selected blind medication harm (BMH) (side effect) rates for selected acute bipolar depression treatments











	Medication

	NNT

	NNH

	LHH

	Harm

	BMH (%)






	Second-generation dopamine antagonists




	Olanzapine + fluoxetine

	3.9

	5.2

	1.3

	Weight gain

	19.5




	Quetiapine (monotherapy)

	5.5

	4.0

	0.7

	Sedation/Somnolence

	30.4




	Lurasidone (monotherapy)

	4.6

	14.3

	3.1

	Akathisia

	9.4




	Lurasidone (adjunctive therapy*)

	6.7

	15.5

	2.3

	Nausea

	17.5




	Olanzapine (monotherapy)

	9.0

	4.9

	0.5

	Weight gain

	20.9




	Aripiprazole (monotherapy)

	44.0

	4.8

	0.1

	Akathisia

	24.4




	Ziprasidone (monotherapy)

	887.0

	83.3

	0.1

	Somnolence

	16.4




	Ziprasidone (adjunctive therapy)

	NR

	5.7

	NR

	Somnolence

	22.4




	Mood stabilizers




	Lithium (monotherapy)

	14.9

	10.8

	0.7

	Nausea

	16.9




	Lamotrigine (monotherapy)

	11.9

	36.4

	3.1

	Somnolence

	9.5




	Antidepressants

	
	
	
	
	



	Antidepressants (adjunctive therapy)

	28.6

	208.7

	7.3

	TEAS

	7.7




	Paroxetine (monotherapy)

	45.5

	14.8

	0.3

	Nausea

	12.4




	Other




	Armodafinil (adjunctive therapy)

	14.9

	30.4

	2.0

	Headache

	13.7






Note. Boldface = U.S. Food and Drug Administration indication. NR = not reported; TEAS = treatment-emergent affective switch.

Source. Adapted from Ketter 2015.

Of the mood stabilizers, patients often associate lithium with adverse effects. Martin found that the stories people tell about lithium were ambivalent—people simultaneously appreciated its unparalleled effectiveness and ferociously resisted its prescription (Martin 2007). Being prescribed lithium, for Martin, meant that you were truly ill and exposed yourself to different adverse effects.

Given these perceptions, prescribing clinicians should be aware that while lithium does indeed cause a variety of adverse effects, these adverse effects are often not as severe or serious as many patients fear. A recent systematic review and meta-analysis of lithium’s adverse effects found that lithium nonsignificantly reduced glomerular filtration rate by 6.22 mL/min (95% CI = –14.65, 2.20; P = 0.148) and urinary concentrating ability by 15% (weighted mean difference = –158.43 mOsm/kg, 95% CI = –229.78,–87.07; P < 0.0001), but the risk of renal failure, although real, was small, with 0.5% of patients receiving renal replacement therapy (McKnight et al. 2012). Another unique adverse effect of lithium is its ability to induce hypothyroidism; in the same review, the average person taking lithium experienced an increase in their thyroid-stimulating hormone of 4.00 iU/mL (95% CI = 3.90, 4.10; P < 0.0001). The prevalence of clinical hypothyroidism was also increased in patients taking lithium compared with those given placebo (OR = 5.78; 95% CI = 2.00, 16.67; P = 0.001). More commonly, patients taking lithium were likely to gain weight (OR = 1.89; 95% CI = 1.27, 2.82; P = 0.002). The researchers identified no clinically significant risk of congenital malformations, alopecia, or skin disorders. The evidence-based story is that lithium’s adverse effects require careful monitoring, but its serious adverse effects are rarer than many believe (McKnight et al. 2012).

The monitoring is worthwhile, because lithium has unparalleled efficacy. As Jamison wrote in her memoir, “Lithium prevents my seductive but disastrous highs, diminishes my depressions, clears out the wool and webbing from my disordered thinking, slows me down, gentles me out, keeps me from ruining my career and relationships, keeps me out of a hospital, alive, and makes psychotherapy possible” (Jamison 1995, p. 88).

Lithium became a possible psychiatric treatment through a serendipitous discovery, as described in the case reports of the Australian psychiatrist John Cade. Cade was a pragmatic researcher who used guinea pigs, literally, to trial lithium. Finding it to have a dampening effect on response to stimuli and tolerable, he trialed its use in people experiencing what he called “psychotic excitement,” discovering it preferable to the then-available treatments. Through careful attention to their experience, Cade even found that lithium, an ion that must be administered as a salt to be chemically stable, was less likely to cause gastrointestinal disturbances when prescribed as lithium carbonate rather than lithium citrate (Cade 1949).

It is that careful attention to a person’s experience of taking a drug that leads Jamison to often recommend a classic paper, “The Use of Lithium Salts in Affective Disorders” (Hartigan 1963) to trainees. Like Jamison’s own work, the paper is pragmatically reasoned, elegantly written, and rigorously evidenced. The author reported the results of a case series of patients with mania, depression, and manic-depressive personality who were treated with lithium, concluding that “[f]orty-five cases of affective disorder have been treated over a long period by lithium salts. Encouraging clinical results have been obtained in cases of recurrent depression as well as in manic-depressive and manic cases. Apart from the clinical usefulness of the drug the opportunity of further electrolyte research, using lithium as a guide, recommends itself” (Hartigan 1963, p. 814). If you listen carefully, lithium can be a guide.

If a person experiencing mania needs another guide, like adjunctive therapy with a dopamine antagonist, how long should it be taken? For years, it was not known how long to continue a dopamine antagonist after the resolution of mania. Since many dopamine antagonists cause adverse metabolic effects, the question is clinically relevant, especially because agents like olanzapine and risperidone are noted to have profound efficacy (Cipriani et al. 2011) and are widely prescribed for persons with bipolar disorder. In a randomized double-blind trial lasting 2 years, Canadian researchers asked this question by studying persons with bipolar disorder who had remitted from a manic episode while taking either lithium or valproate and an adjunctive dopamine antagonist. Researchers randomly assigned patients to replace the dopamine antagonist with a placebo at entry to the study, at 24 weeks into the study, or at the completion of the study, and found that the best mix of efficacy and adverse effects was obtained by discontinuing the dopamine antagonist 24 weeks after resolution of mania (Yatham et al. 2016). A person with bipolar disorder typically needs different medications at different times, so a clinician must be willing to pragmatically alter a medication regimen as a person’s mood shifts between episodes.

Between episodes, a person with bipolar disorder will typically decrease relapse and increase quality of life by taking appropriate medications as maintenance therapy. Several treatments—aripiprazole, lamotrigine, lithium, and olanzapine—are U.S. Food and Drug Administration (FDA)–approved for the maintenance treatment of bipolar disorder. A recent systematic review found that of these treatment choices, lithium had the best evidence for preventing relapse (Butler et al. 2018). The same review observed that it could not reach more definitive treatment recommendations because of widespread nonadherence to prescribed medications by persons with bipolar disorders. The medications have significant adverse effects, including adverse metabolic effects and extrapyramidal symptoms.




Therapeutic Alliance and Medication Concordance in Bipolar Disorder


Because taking medication is so critical to effective treatment for bipolar disorder, there has been a growing interest in psychotherapy techniques to increase treatment adherence, time between episodes, and psychosocial functioning. The majority of these approaches have been developed since the late 1990s (Butler et al. 2018). Cognitive therapy between major mood episodes (NNT = 4), psychoeducation after sustained recovery (NNT = 4), and family-focused therapy after an acute mood episode (NNT = 6) are all evidence-based interventions for acute episodes, especially depressive episodes, and during maintenance treatment (Ketter 2015).

The available literature that specifically studies the role of psychotherapy in the treatment of bipolar disorder provides a clear signal: a strong therapeutic alliance increases adherence.

For example, in a secondary analysis of the National Institute of Mental Health (NIMH)–sponsored STEP-BD (Systematic Treatment Enhancement Program for Bipolar Disorder) trial, researchers examined the components of patient satisfaction with treatment (Sylvia et al. 2013). In their examination of more than 3,000 patients with bipolar disorder, they argue that patient adherence to treatment was not affected by their perception of the psychiatrist’s experience or their ability to discuss the risks and benefits of medications. Instead, patients were more adherent to treatment based on their perception of their psychiatrist’s accessibility, collaboration, and empathy. For example, they found that longer wait times for appointments increased nonadherence. The authors concluded that the foundation of treatment for bipolar disorder is effective psychopharmacology treatments and that increasing the therapeutic alliance is an effective way to increase adherence (Sylvia et al. 2013).

Even more, it is a human way. Being human to suffering persons so they can understand their own story is the essential foundation of treatment for bipolar disorder.

Patients who report a strong alliance with their prescribing clinician experience reduced stigma and symptom severity, while enhancing insight, increasing ability to tolerate adverse effects, and improving quality of life. Clinicians can develop an alliance with a person with bipolar disorder by communicating openly and collaboratively, inviting patients into a space of shared decision-making. If we are serious about collaborative relationships, then we might seek not compliance (acquiescing to a clinician’s recommendation) or adherence (following a clinician’s recommendation), but concordance (agreeing with a clinician’s recommendation) with the people we meet as patients (Chakrabarti 2018). Concordance is an agreement between two parties in which the beliefs of patients are as important as the beliefs of clinicians, so the resulting clinician’s orders reflect a patient’s beliefs and their partnership with the clinician (Dickinson et al. 1999). Concordance is also a way to bring together the biomedical and biosocial stories about a person’s mental illness.

Concordance is variable. Concordance can be dynamic (changing over time) and dimensional (ranging from partial to full). Nonconcordance can be covert (hidden from a clinician) or overt (stated directly) (Jawad et al. 2018). Clinicians seeking concordance can maintain, and even increase, an alliance by meeting a patient where he or she is at and altering their approach accordingly.

Factors like age, citizenship, class, culture, education, faith, gender, and language affect the therapeutic alliance and can present particular challenges and opportunities for developing medication concordance.

In the case of children and adolescents, for example, the diagnosis of bipolar disorder remains difficult to distinguish from development conflicts, childhood trauma, neurodevelopmental disorders, and other conditions. Children and adolescents with this condition are more likely to present with rapid cycling, mixed states, and continuous courses than are adults. The number of FDA-approved medications for bipolar disorder in children is smaller for mania (aripiprazole, lithium, olanzapine, quetiapine, risperidone), depression (olanzapine + fluoxetine), and maintenance (aripiprazole, lithium) than in adults. Common medications for treating depression are more likely to induce suicidality and mania in children and adolescents than in adults. Benzodiazepines carry increased risks of impairing cognition, inducing depression, and disinhibiting young people (Ketter 2015).

Children and adolescents diagnosed with bipolar disorder may respond clinically to dopamine antagonists, like risperidone, over lithium. For example, in a blinded, 8-week randomized controlled trial involving children and adolescents with bipolar disorder comparing the efficacy of risperidone, lithium, and divalproex sodium, risperidone outperformed the other medications but exposed patients to serious metabolic effects (Geller et al. 2012).

Other patient characteristics are associated with challenges to building concordance. Patients who experience rapid cycling, suicide attempts, earlier onset of illness, current anxiety, or alcohol use disorder are also known to experience lower rates of treatment concordance (Sylvia et al. 2013). Building concordance may be especially challenging when the treatment relationship is marked by marked differences in power and privilege, such as when patients are young, unmarried, homeless, using substances, cognitively impaired, experiencing barriers to care, lower in educational status, or members of racial/ethnic minority groups different from that of the clinician (Garcia et al. 2016; Jawad et al. 2018). In many situations, racism and other injustices that fuel health inequalities create barriers to concordance. But demographic factors have limited predictive ability for building concordance with a specific person. Clinicians must be attentive to these challenges while working to build an alliance, a shared treatment story, with everyone.




Building Medication Concordance in Bipolar Disorder: Practical Strategies for Prescribing Clinicians


Drawing on Kay Redfield Jamison’s work and example, on clinical literature, and our own experience, we recommend five practical strategies for building medication concordance with patients with bipolar disorder.



Practical Strategy 1: Match Your Approach to the Patient’s Current Mood State and Focus on Strengths


Clinicians can increase concordance and adherence by creating a positive environment for collaborative care. Single-site studies suggest that clinicians can significantly increase adherence—by 15%–20%—simply by moving a patient’s impression of their treatment alliance from neutral to moderately positive. Clinicians can do so by conveying confidence in a patient’s ability to make changes, educating patients, regularly reviewing progress with a treatment plan, and maintaining regular contact (Zeber et al. 2008). Clinicians can focus on developing an alliance early in a treatment course, as when establishing care, but also whenever a new medication is initially prescribed (Leclerc et al. 2013).

Even more, you can meet a patient’s mood. Sometimes talking with patients entails not talking with them, especially with a person experiencing mania. When patients are experiencing mania, they need a clinician to listen rather than to talk. So when patients are manic and making grandiose statements, consider meeting them with encouraging words that communicate to a patient that the clinician believes in them and takes their dreams seriously, even if the clinician does not share the patient’s appraisal (Havens and Ghaemi 2005).

Alternatively, because people with bipolar disorder spend more time in depressive than in manic episodes, it may be especially critical to build an alliance during a depressive episode (Jawad et al. 2018). Although these depressive episodes are diagnosed using the same criteria as for other depressive episodes, Havens and Ghaemi (2005) suggest they have a different emotional tone: despair. The recurrent depressive episodes of bipolar disorder, they observe, often involve an existential despair over all that they have lost to the illness. They note that the clinician can stand for a hopeful future. To seek a hopeful future, they suggest identifying a patient’s strengths: “Do they enjoy physical health? Do they have a sense of humor? Are they manic, but not psychotic? Are they without anxiety? Do they enjoy periods of high functioning between episodes? Beyond their illness, they encourage clinicians to ask themselves, “Are they kind? Are they generous? Do they love their children? Do they care for their spouses, and parents, and neighbors? Are they active in their community? What are their virtues? Everyone has some virtues. Even those with many vices have some virtues” (Havens and Ghaemi 2005, p. 141). Seek the patient’s strengths and remind the patient of their strengths.




Practical Strategy 2: Focus on the Patient’s Goals for Treatment


Caring for a person with bipolar disorder can be complicated but becomes simpler when we ask patients what they want out of treatment. In a 2016 online survey of members of a mood disorder support group, respondents reported multiple medication trials (Rosenblat et al. 2019). Only a minority of respondents (25% of depression and 29% of bipolar group) characterized their current medications as completely effective. Respondents assessed treatment effectiveness and adverse effects by different measures than most researchers use. Most researchers assess effectiveness and adverse effects using clinician-rated scales specific to the condition, like the Young Mania Rating Scale, that focus on symptoms rather than on agency. However, patients are typically more interested in improved quality of life, regaining premorbid function, and achieving positive mental health than they are interested in symptom reduction. When patients reported the effectiveness of treatment, they endorsed statements like “I don’t feel overly anxious, agitated, or irritable,” “My negative self-talk goes down,” “I don’t dwell as much on negative experiences,” or “I get out of bed in the morning/I don’t feel so tired or lethargic.” Meanwhile, weight gain was the most common reason given for discontinuation of a medication. The authors observed that the concerns of patients are undermeasured in clinician-centered assessment tools (Rosenblat et al. 2019). Symptom reduction is important, but clinicians following the collaborator model of prescribing (see Chapter 1, “Introduction: From Dispensers to Collaborators”) will focus on agency and goals rather than on symptoms alone.




Practical Strategy 3: Listen for Patients’ Positive, as Well as Negative, Associations With Symptoms and Medication Side Effects


A clinician can attend to the meaning of symptoms and adverse effects. Many people with bipolar disorder can name not only harms but also benefits of their symptoms, especially hypomania. Ask what they are and you seek understanding.

Adverse events affect patients differently—a certain level of sedation may be desired by one patient, tolerable for another, and reason for discontinuation for a third. In the study cited above of what patients want, anxiety and weight gain were the leading concerns of patients but, the authors observed, were underassessed in measures of treatment success (Rosenblat et al. 2019). Ask a patient which adverse effects will most affect their life and treatment. Offering patients medication treatment options that promise similar efficacy but different side-effect profiles activates a patient’s agency and fosters concordance. Clinicians can also foster concordance by asking about psychosocial factors that precipitate or perpetuate particular mood episodes.




Practical Strategy 4: Distinguish Bipolar Disorder From Alternative and Comorbid Conditions


Because bipolar disorder is widely recognized as a condition for which medication treatment is generally justified and necessary, the diagnosis of bipolar disorder can be used to justify medication when other diagnoses (e.g., PTSD, borderline personality disorder) are more fitting (see Chapter 9, “Building Peace: Prescribing in the Context of Trauma- and Stressor-Related Disorders”, and Chapter 14, “Strong Emotions: Prescribing in the Context of Borderline Personality Disorder”). Prescribing clinicians must attend to the possibility that other conditions may be comorbid with bipolar disorder or that the patient’s experience and behavior are best described by a diagnosis other than bipolar disorder.




Practical Strategy 5: Explore Ways That Medication Use Fits With the Patient’s Story


When prescribing a medication, a clinician should set appropriate expectations for medication treatment, using a theory the clinician believes and the patient can understand. For example, when we ask patients what kind of medications they do and do not like to take, patients often offer that they prefer natural medications. We can prescribe lithium as a naturally occurring element that is purified and compounded for medical use. We can talk about how just as there are safe concentrations in the water supply, there are safe concentrations in a patient’s bloodstream.

In her conclusion, about what it is like to live with a drug inside of you, Emily Martin turns from the descriptive to the prescriptive. Martin suggests a metaphor:


When drugs lift depression or calm mania they could be seen as teachers, modeling new habits. Medications need not be seen as a management tool . . . but as something like agents inside the person who enable the performance of calm, of energy, or organization, or, if needed, of stability. Medications could be regarded as teachers who enable the person to experience such states. (Martin 2007, p. 171)



A clinician can prescribe a medication in a fashion that allows a patient to regard the medication as a teacher.

Telling wise stories about medication, however, requires first that clinicians understand the stories of their patients. In Table 6–4, we recommend a series of questions that clinicians can use to better understand the patient’s story, experience of illness, and experience of medication. Though we frame these questions for patients with mood disorders, they are useful for any mental health treatment relationship.


TABLE 6–4. Questions that prescribing clinicians can use to cultivate medication concordance








	Possible obstacles to concordance

	Ways to seek concordance

	Suggested questions to seek concordance






	Personal

	
	



	Age

	Consider biological and developmental age

	How old are you today?

How old do you feel today?

At what age did you first become ill?




	Gender

	Seek a person’s understanding of gender

	How does your experience of gender affect your health and illness?




	Culture

	Acknowledge the possibility of cultural differences and ask about possible solutions

	Sometimes clinicians and patients come from different backgrounds or have different expectations. Have you been concerned about this, and how can I provide the care you need?




	
	Engage a patient in appropriate language

	In which language do you prefer to participate in care?




	
	Seek the meaning of symptoms

Help a patient identify precipitating and perpetuating psychosocial factors

	What is it like for you to experience bipolar disorder? To feel depressed? To experience mania?

What would you lose if treatment was successful?

What would you gain if treatment was successful?

What people, places, and activities build your mental health and well-being?

What people, places, and activities erode your mental health and well-being?

What triggers a manic or depressive episode for you?




	Relationships

	Explore the quality of the patient’s relationships with others

	Between mood episodes, what is it like for you to appreciate the experiences of other people, to tolerate different perspectives, and to understand the effect of your behavior on other people?

Between mood episodes, what kind of connections do you have with other people?

What is it like for you to seek connection with others?




	
	Build a portrait of a person’s network, thinking about external locus of control

	Who do you care about?

Who are the people who care about you?

How would you describe your relationships with them?

How do they support you and your health?




	Economic

	Screen for financial barriers

	How will money and insurance affect your care?

What can we work on together to ensure your access to care?




	Educational

	Assess acquisition of health knowledge

	How do you like to learn about your health?




	
	Encourage patients to engage health-promoting online and social media resources

	Where do you go online or use social media to learn about mental health?




	
	Encourage patients to read patient memoirs

	Which stories have you read by people with bipolar disorder?




	Diagnostic

	Seek patient’s understanding of problem

	How would you describe your problem?

Why do you think this is going on?

What troubles you most about your problem?




	
	Establish open communication

	How can we talk to each other about your mental health?




	
	Seek active collaboration

	How can we work together to improve your mental health?




	Expectations of medications

	Define efficacy

Prioritize symptoms

Seek remission instead of response

	How will we know that a medication or other treatment is working?

What are the most important symptoms that we should work on together?

How will we know when you are in remission?




	Practices of taking medication

	Inquire about time

	What time of day do you prefer to take medications?




	
	Inquire about characteristics of preferred medications

	Are there specific characteristics—size, shape, color, or something else—associated with the medications you like to take?




	
	Simplify regimens

	How many times a day are you able and willing to take medications?




	
	Enquire about and quantify missed doses

	How often do you miss taking your medications?

In the past week, how many days did you miss a dose? In the past month?




	Substance use

	Assess use

	How often do you use alcohol or other substances?




	
	Screen for problematic behavior

	Have you had any problems as a result of alcohol or substance use?




	
	Associate with mood episodes

	How does alcohol and substance use affect your mood episodes?




	
	Encourage tracking

	How can you track the relationships between your mood and using alcohol and substances using a journal or electronic device?




	Adverse effects

	Assess priorities

	What adverse effects could you tolerate if treatment was successful?

What adverse effects would make you discontinue a treatment?




	
	Encourage tracking

	How would you like to track and rate adverse effects?




	
	Respond to patient concerns about adverse effects

	How can I best respond to any adverse effects that may occur?




	Purposes and goals

	Focus on strengths

	What makes you laugh?

What do you like to give to others?

Are you a spiritual or religious person?

How are you active in your community?




	
	Focus on restoring function

	What do you want to be doing in your life? What symptoms are getting in the way?




	Capacity for change

	Recognize triggers for helplessness

	Are there specific events, relationships, places, or people that cause you to feel helpless or unable to change?




	
	Seek strategies for reducing negative self-talk

	How can you respond to negative self-talk?




	
	Convey confidence in patient’s ability to make changes

	What big changes have you previously made in your life?




	
	How did you make those big changes?

How could you make big changes again?




	System

	
	



	Access

	Identify barriers to access

	What obstacles or barriers are making it hard for you access mental health care?

How can we work together to reduce these?




	
	Establish patterns of contact

	When you are doing well, how often would you like to meet?

In a crisis, how can we get you into care?




	Communication strategies

	Identify a patient-centered vehicle for communication

	What is the best way for you to receive information?




	
	Inquire about reminders

	What is the best way to remind you of appointments?

What is the best way to remember to take the treatments we agree on?




	
	Integrate mental health care

	Where do you receive medical care?

How can we integrate your mental health care into your other medical care?






Source. Inspired by Goodwin and Jamison 2007; Martin 2007; Rosenblat et al. 2019.





Aligning Diagnosis, Medication, and Relationship


Concordance occurs when the story a clinician tells about a patient’s condition agrees with the story told by the patient. Verhulst and colleagues distinguish between relational concordance and narrative concordance. Narrative concordance is a shared conceptual framework for describing the condition. Relational concordance entails shared assumptions and expectations about the clinician-patient relationship. Relational and narrative concordance are formed simultaneously (Verhulst et al. 2013).

We recommend An Unquiet Mind because it is a story of relational and narrative concordance. Kay Redfield Jamison eventually reached both forms of concordance, but it took years. She first experienced signs of bipolar disorder during her final year of high school and experienced serious episodes during college and graduate school. But she resisted treatment, even as she studied psychology.

Jamison knew the treatments but accepted them only after meeting the psychiatrist Dr. Daniel Auerbach. “He confronted me with the need to take lithium, which was not a pleasant talk for him—I was wildly agitated, paranoid, and physically violent—but it was one he carried with skill, grace, and understanding” (Jamison 1995, p. 81). Dr. Auerbach engaged her with a skilled understanding of her wild agitation. He told her clearly that she had bipolar disorder and would need to take lithium indefinitely. Dr. Auerbach saw Jamison at least weekly, over several years, and she eventually wrote,


He kept me alive a thousand times over. He saw me through madness, despair, wonderful and terrible love affairs, disillusionments and triumphs, recurrences of illness, an almost fatal suicide attempt, the death of a man I greatly love, and the enormous pleasures and aggravations of my professional life—in short, he saw me through the beginnings and endings of virtually every aspect of my psychological and emotional life. (Jamison 1995, p. 87)



Even more, with Dr. Auerbach, Jamison learned “the total beholdenness of brain to mind and mind to brain.” Her moods affected her relationships and her work, but her relationships and her work affected her moods. With the help of lithium and her physician, Jamison wrote, “The challenge was learning to understand the complexity of this mutual beholdenness and in learning to distinguish the roles of lithium, will, and insight in getting well and leading a meaningful life” (Jamison 1995). Jamison fought lithium for years, and the fight was about the medication and the beholdenness it symbolized; accepting lithium occurred as she accepted her beholdenness. Choosing to take or not take lithium had to become, for Jamison, a choice “between madness and sanity, and between life and death” (Jamison 1995, p. 102).

She would never have taken lithium without a therapeutic relationship. Now, when Jamison teaches trainees, she emphasizes the combined use of medications and therapy. Lithium stabilizes, she tells them—but the therapeutic relationship heals.
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Frayed Edges: Prescribing in the Context of Depressive and Anxiety Disorders


Featured Clinician: Sidney Hankerson, M.D., M.B.A., Columbia University

Key Concepts and Skills: Connecting to Community

 

Depressive and anxiety disorders are prevalent, serious, and burdensome conditions. They are often comorbid with other medical and mental health problems. They are often enduring. But they are also highly treatable, especially when patients work together with their practitioner to find an effective and tolerable therapy. Medications work, but they work imperfectly and incrementally, and prescribing clinicians often overestimate the effect of medications and underestimate the effects of other factors. To be effective, clinicians have to harness these other factors. They have to rebuild the relational connections that depressive and anxiety disorders often impair.

Dr. Sidney Hankerson makes connections. In any given week, he teaches medical students at Columbia University, works clinically at a federally qualified health center in Harlem, and studies the experience of depression in majority-Black faith communities in Harlem and other parts of New York City. He is a psychiatrist, a medical educator, a researcher, and an advocate who works to reduce stigma and improve access to care. Across these worlds, Hankerson’s work depends on making human connections on common ground.

The first doctor who taught Hankerson to make human connections across differences was his uncle, an addiction medicine physician who directed an outpatient substance use disorders clinic. Hankerson remembers his uncle as being “really curious about everyone’s story. I never forget how he was able to get everyone to tell their story and in telling their story, he was able to make that connection.” Hankerson recalls his uncle spending more time asking people to tell their story than he spent quantifying their substance use—engaging them as people more than as substance users—and then sharing enough of his own story to create “some type of a common ground and some type of connection.”

Hankerson now makes the same connections for patients with depressive and anxiety disorders. When he meets a patient, he asks, “What would you like to see get better in your life?” After listening, Hankerson recently told us,


I explain how I think medication can be helpful in achieving what the patient said they wanted to get better, how this medication will help them get better, and then I reassure them that the side effects that they can expect in the first several days to weeks will let us know that the medicine is working, and that most of those side effects will resolve in the first 1–2 weeks. And then I tell them, “If this particular medicine doesn’t work, then we’ll work together to try to find something else that does.



Hankerson seeks first to make a relational connection with his depressed patients and then to connect them to others and to community.



Treating Depression and Anxiety in Relationship


The World Health Organization (WHO) estimates that almost 1 of 20 people worldwide, or more than 300 million, experience depression at any point in time, and characterizes depression as a leading cause of disability worldwide (World Health Organization 2017). The experience of depression is so common in human life that nearly everyone knows someone who lost the ability to experience joy, someone whose mood darkened dangerously. But depression’s darkening moods disproportionately visit those who are economically and socially disempowered. Depression is more prevalent among women (5.1%) than men (3.6%), among the elderly than the young, among the poor than the wealthy, and among the unemployed than the employed.

The experience of depression often overlaps with the experience of anxiety disorders (Figure 7–1). The WHO estimates that more than 260 million people, almost 1 of 28 people worldwide, experience anxiety disorders. While anxiety disorders are also more prevalent among women (4.6%) than among men (2.6%), anxiety disorders otherwise skew differently, with little difference in prevalence rates across age groups, and higher prevalence rates in the Americas than in other global regions (World Health Organization 2017). Furthermore, 36% of people with major depressive disorder also have symptoms that meet DSM-5 criteria for an anxiety disorder in any 12-month period, and 75% of people with major depressive disorder meet the DSM-5 “with anxious distress” specifier (Hasin et al. 2018). Depression and anxiety overlap in people’s experience so often that we discuss them together.


[image: Comorbidity of major depressive disorder, posttraumatic stress disorder, alcohol use disorder, and generalized anxiety disorder in a DSM-5 field trial.]

FIGURE 7–1. Comorbidity of major depressive disorder, posttraumatic stress disorder, alcohol use disorder, and generalized anxiety disorder in a DSM-5 field trial.

Source. Reprinted from Regier DA, Narrow WE, Clarke DE, et al.: “DSM-5 Field Trials in the United States and Canada, Part II: Test-Retest Reliability of Selected Categorical Diagnoses.” American Journal of Psychiatry 170:59–70, 2013. Copyright © 2013, American Psychiatric Association. Used with permission.



The treatments for depressive and anxiety disorders also overlap. The first-line medications for both disorders target the same receptors—serotonin and norepinephrine—and benefit from the same psychotherapies—behavioral, cognitive, dialectical, psychoanalytic, and psychodynamic. None of the treatments are curative, but they can be restorative.

Both depression and anxiety, however, are highly influenced by relationships and connections. Depression and anxiety can be precipitated and perpetuated by strained or lost relationships, and in turn depressive and anxiety disorders can fray a person at the edges so that they become less effective at living with themselves, getting along with others, and working in the world. The treatments work best when a practitioner deploys them as a way to help bolster frayed edges and reconnect a suffering person to a supportive community.

When Hankerson talks to a patient, therefore, he asks them first about their community, “Who do you live with? What things do you enjoy doing? On whom do you rely for support? Do you have any hobbies?” Hankerson remembers that when depression and anxiety fray his patients’ edges, they cannot participate in the community activities that they love. “So I ask them, when was the last time that you, for example, painted a picture? Or when was the last time you went to the park? Or when was the last time that you sang in your church choir? And helping people to try to see how their illness may be preventing them from doing the things that they love gets them talking more about their story.” Hankerson learns a portion of each patient’s story before he talks about medications.

When Hankerson talks about medications, he points to evidence-based treatments for depressive and anxiety disorders. A good place to start is the National Institute of Mental Health (NIMH) Sequenced Treatment Alternatives to Relieve Depression (STAR*D) trial. STAR*D was a randomized trial conducted in real-world clinical settings so that its results could be generalized for community care: the study had minimal exclusion criteria and was well powered, with more than 4,000 participants. Almost half of the clinical sites were primary care settings, and the study was unblinded so that participants and practitioners knew which medications were being administered. Participants received citalopram, a serotonin reuptake inhibitor (SRI), dosed to 40 mg/day for 14 weeks. For most participants, a clinical response took 10–12 weeks, with a mean time of 47 days. Participants who experienced not only a clinical response but also a full remission of their depressive episode experienced the best clinical outcomes. Unfortunately, only one-third of participants experienced remission (Gaynes et al. 2009).

STAR*D offered sequenced treatments to pursue remission. If a participant did not remit at the first treatment step, they advanced to the next step. At the second step of the treatment sequence, participants could augment or switch. Augmentation of citalopram occurred with treatments with different mechanisms of action: bupropion, buspirone, or cognitive therapy. Switching meant discontinuing citalopram in favor of a different SRI, venlafaxine, or a treatment with different mechanisms of action (bupropion or cognitive therapy). Twenty-five percent of participants who switched experienced remission, while 30% of participants who augmented experienced remission. For participants who had not yet experienced remission, researchers offered a third step, with different augmentation and switch strategies. Augmentation now occurred with lithium or thyroid hormone, resulting in remission rates of 16% and 25%, respectively. For the remaining participants, researchers offered a fourth and final step. Participants were switched to either tranylcypromine or a combination of mirtazapine and venlafaxine, resulting in remission rates of 7% and 14%, respectively. With each step, remissions occurred, but their likelihood declined (Trivedi et al. 2006).

In the years since the study’s completion, researchers have continued to seek better ways to select medications. A clinician should be able to tell a patient which medication would benefit them before embarking on the four-step, almost yearlong process like the STAR*D sequence, a sequence that still leaves many suffering patients with symptoms. Patients vary in their response—adverse, minimal, or complete—to medications for treating anxiety and depressive disorders. Clinicians often trial many medications with a patient before arriving at an acceptable medication regimen. Some component of a patient’s variable response is biological, so researchers are studying and developing pharmacogenetic models to predict how a patient will respond to a medication before a formal trial. Unfortunately, current pharmacogenetic information is insufficient for guiding treatment (Hall-Flavin et al. 2012).

While we await improvements in this kind of knowledge, researchers are reanalyzing datasets from clinical trials like STAR*D to increase remission rates in a real-world clinical sample. For example, one research group found evidence for different kinds of depressive and anxiety disorders responding to different medications. In their analysis, participants whose symptoms clustered around core emotional domains (e.g., anhedonia, anxiety, diminished concentration, fatigability, guilt, sadness, worthlessness) responded best to citalopram or the combination of mirtazapine and venlafaxine. Participants whose symptoms clustered around insomnia (mid, early, and late) responded best to a combination of escitalopram and bupropion. Participants whose symptoms clustered around atypical domains (e.g., psychomotor agitation, psychomotor retardation, suicidal ideation, reduced libido) responded more variably to medications (Chekroud et al. 2017).

While there is meta-analytic evidence that medications for major depression outperform placebo at modest effect sizes (Cipriani et al. 2018), many patients do not achieve satisfactory results with medication alone. In the STAR*D study, only one-third of patients experienced remission with citalopram monotherapy, and one-third of the total sample never experienced remission (Trivedi et al. 2006).

Furthermore, prescribing clinicians may overestimate the therapeutic role of medications even when patients do respond. In a survey of Boston psychiatrists, researchers found a discrepancy between facts and perceptions about why medications for depression are effective (Vijapura et al. 2016). The researchers began by observing that meta-analyses of clinical trials for depression pharmacotherapy estimate that more 75% of the benefit of pharmacotherapy comes from nonpharmacotherapy factors. These factors include the degree to which the patient is involved in decision making, physician communication, therapeutic alliance, patient expectations, and the frequency of medical encounters. But when researchers administered a 20-item survey to Harvard psychiatry faculty and trainees asking why patients responded to medications for depression, respondents reported that nonpharmacotherapy factors were responsible for only 26% of the benefit of the medication. The psychiatrists, in short, overestimated the pharmacological effects of medications and underestimated the psychological effects. The researchers concluded from assessment of the survey that physicians are likely underestimating nonpharmacological factors for patients with depression (Vijapura et al. 2016).

Studies have directly measured the therapeutic alliance in medication treatment of depression have shown that the alliance affects outcomes. In a study of 225 depressed patients who were randomly assigned to receive treatment with interpersonal psychotherapy, cognitive-behavioral therapy, placebo, or imipramine, researchers rated the strength of the therapeutic alliance by watching videotapes of patients’ interactions with study clinicians. They found that mean alliance ratings accounted for nearly 20% of the variance in outcome, not only among patients receiving psychotherapy but also among patients receiving imipramine (Krupnick et al. 1996). In a smaller study involving 31 depressed patients who were treated with medication, alliance measures accounted for between 21% and 56% of variance in outcome. In this study, therapist ratings of alliance predicted 41% of the variance in improvement in depressive symptoms, and patient ratings of alliance predicted 25% of the variance (Weiss et al. 1997).

The evidence is clear: for many people, taking medication alone is not enough. Depression, as well as anxiety, must be treated in relationship.




Collaboration, Connection, and Community: Practical Strategies for Prescribing Clinicians


Prescribing clinicians who treat patients with depression and anxiety must hold two truths in balance: medications provide incremental benefit for many people, and for many they are not enough. In a recent analysis, leading depression researchers observed that patient-centered care is central for depression treatment. These leaders observed that the outcome of treatment should not be merely symptom reduction. Sustained improvement, rather, requires changes in thought patterns and behavior—and these changes require that prescribing clinicians embody the role of collaborators rather than dispensers (Rush and Thase 2018; see Chapter 1,” Introduction: From Dispensers to Collaborators”). Drawing on the work of Sidney Hankerson and this published literature, we offer three practical strategies for prescribers to build effective therapeutic relationships with people who are experiencing the frayed edges of depression and anxiety.



Practical Strategy 1: Make the Patient Your Teacher and Listen Closely for Opportunities for Collaboration, Instruction, and Encouragement


Like many clinicians, Sidney Hankerson first encountered mental illness in his own family. “I was 15 or 16, and my aunt Ruby was put into a nursing home because she had Alzheimer’s and she was becoming progressively more impaired, agitated, and aggressive.” As his aunt’s health declined, Hankerson observed that her ability to connect with others decreased.

A few years later, Hankerson studied psychology in college and “fell in love with human behavior and the unconscious and why we do what we do.” His experience working in an Emory oncology clinic led him to psychiatry:


I was really captivated with supporting women recently diagnosed with breast cancer and interested in supporting their depression and their anxiety about having this potentially terminal illness, as well as how the prospect of cancer treatment impacted their partners and their children. For me, being able to really develop an authentic human connection and talk about vulnerabilities and fears and hopes and wishes, and trying to sort through all of that and make some type of diagnosis and ultimately offer support and get people connected to treatment was the first part of my love affair with psychiatry.



Hankerson found that the women in the clinic, just like his Aunt Ruby, needed not only good medical treatments but also human connection.

In the case of depression and anxiety, it is important that clinicians not only build these meaningful human connections but also listen carefully to what patients are telling us about the nuances of their own experience. In particular, major depressive disorder and generalized anxiety disorder are two of psychiatry’s most common diagnoses, and yet both are notoriously broad and diffuse, each demonstrating “questionable” test-retest reliability in DSM-5 field trials (Nussbaum 2020; Regier et al. 2013). Arriving at either of these diagnoses may put clinicians in the ballpark, but to cross home plate, you need to ask patients about what depression and anxiety are like for them.

Perhaps no one has demonstrated this as rigorously as the psychiatrist and researcher Kenneth Kendler. In an elegant 2016 paper, Kendler argues that depression is a heterogeneous construct shaped by biology, character, development, experience, and psychology. The only way to know what you are treating, and how to treat it, is to attend to phenomenological data generated by patients themselves. To quantify what is missing, Kendler reviewed 19 psychiatric textbooks published between 1900 and 1960 to understand how psychiatrists described depressive disorders in the diagnostic era between Emil Kraepelin and the dawn of the DSM era. These 19 essential textbooks described 18 signs and symptoms of a depressive episode. Kendler argues that many of the dimensions described in these texts—anxiety, cognitive content, depersonalization/derealization, mood, volition, speech, and other physical symptoms—are under-addressed in our current diagnostic criteria. Psychiatry’s well-intentioned search for reliability, specificity, and concision has led us to endorse a criteria set for major depressive disorder that diverges from the lived experiences of people with depression, who often experience the anxiety and depersonalization that psychiatrists before the DSM era would have been trained to identify and narrate (Kendler 2016). And, Kendler implies, we can train ourselves to identify and narrate them today.




Practical Strategy 2: Prioritize Psychotherapy and Prescribe Medications Within a Psychotherapeutic Context


The first-line mental health treatment for depression and anxiety is not medication alone, but rather psychotherapy that may or may not include prescription of medication. A meta-analysis of 52 studies—32 on depressive disorders, 21 on anxiety disorders—compared the efficacy of treating depression and anxiety with medications with the efficacy of treating these disorders with medications and psychotherapy. Researchers found a significant and clinically meaningful difference favoring combined treatment (number needed to treat: 4.20), demonstrating that combined treatment was about twice as effective as medications alone. The effect remained strong and significant up to 2 years after treatment. Intriguingly, the researchers believed that the effects of medications and psychotherapy were additive but distinct, producing effects through separate mechanisms (Cuijpers et al. 2014).

Even when structured psychotherapy is not accessible or available or when prescribing clinicians are limited to a “medication management” role, a psychotherapeutic perspective on prescribing is essential for good clinical care. Perhaps more than for any other disorders described in this book, the quality of the therapeutic alliance matters for depression and anxiety outcomes: in one meta-analytic study, the alliance was more highly correlated with psychotherapy outcome in depressive and anxiety disorders than in substance use disorders and schizophrenia (Flückiger et al. 2013). The quality of the alliance may matter even more than what medication is prescribed: in an NIMH-funded clinical trial for treating persons with major depressive disorder, the most effective psychiatrists facilitated better outcomes when prescribing placebos than did the least effective psychiatrists were when prescribing active treatments (Mallo and Mintz 2013; McKay et al. 2006). The research supports Hankerson’s clinical practice: to be effective, medications for anxiety and depression must be prescribed in the context of connections of authentic trust.

In fact, that is how medications are prescribed in clinical trials like STAR*D. In clinical trials, participants typically receive both psychological support (clinical management, visits with practitioners, structured assessments, follow-up assessments, and, often, some formal psychotherapy) and medications. However, when studies are operationalized into treatment guidelines, only the medication effects are named. Treatment guidelines discuss titration schedules, doses, and adverse effects of medications without encouraging clinicians to replicate the psychological support provided in treatment studies. Just as Jerome Frank, in Chapter 3 (“Prescribing Alliances”), concluded that psychotherapies are efficacious because of their common factors, researchers have found that medications work in treatment studies because both the clinician and the patient believe they are effective and reasonable treatments. It is advised that clinicians should focus less on which medications to prescribe and more on creating a relationship in which medications are most likely to be efficacious (Ankarberg and Falkenstrom 2008).

Hankerson strongly encourages his patients to seek therapy. “So much of the symptoms and the pain that you may be experiencing,” he tells patients, “is caused by things that you may not be aware of, or things that have happened in your past. Therapy can help you understand how things from your past are impacting your present reality, as well as help you problem-solve and give you the skills to prevent or cope with the symptoms that you’re experiencing now.”

Hankerson prescribes medications as one component of a plan that, hopefully, will include psychotherapy:


I introduce medications as part of kind of a comprehensive part of their recovery. I always encourage people to see a therapist, if they’re not already seeing one. I talk about exercise and nutrition. And then I talk about medications that I think would be helpful for them and go over the side effects and see if those side effects would be something that the patient can live with, and if not, then we talk about other medications. Then we try to agree on a starting dose and then we go from there.



In prescribing as in psychotherapy, the alliance is important. Early formation of a strong therapeutic alliance significantly improves later treatment outcomes (Arnow et al. 2013). But what if the association between alliances and outcomes is a result, rather than a cause, of a reduction in symptoms? A clinician prescribes a medication that effectively reduces symptoms, so the patient reports a better alliance with their treating clinician. Does the patient report an alliance because the prescribed medication was effective? In a secondary analysis of a randomized controlled trial, researchers found that a therapeutic alliance predicted symptom change, even in a psychopharmacology trial. An increase in the alliance predicted a greater change in symptoms throughout treatment, and the researchers found that the alliance was itself therapeutic (Zilcha-Mano et al. 2015).

Other studies have shown that when a therapist builds a strong alliance in psychotherapy, patients treated for depression are more likely to stay in treatment and continue taking medications (Cooper et al. 2016). And since medications are most helpful and effective for persons with more severe depressive disorders (Fournier et al. 2010), it is especially critical to build an alliance around medications for people with severe and recurrent illness. The quality of an alliance is a predictor of relapse among persons with recurrent illness. For the most ill, persons who have experienced five or more previous depressive episodes, the therapeutic alliance is an even stronger predictor of relapse, suggesting that it is especially important to form alliances with people experiencing multiple episodes of recurrent depression (Weck et al. 2013).

Hankerson works hard to build a strong alliance with his patients by matching medication treatment to the things that they are most concerned about. After making a diagnosis, Hankerson personalizes it by inquiring about the symptom a patient most wants to address. Then, when he prescribes a medicine, “I express how that medication will help to relieve the particular symptom that they are experiencing. I tailor the message around symptoms, around side effects, while allaying fears that people may have about becoming addicted to these medications, about having to take them forever, or about being themselves. I really try to understand what taking a medication means for the person.” Hankerson prepares patients, sets outcome expectations, and tells people when to expect symptom responses, how long they will need to take medications, what adverse effects may occur, and what they can hope for. He does not promise success, but he emphasizes that he will alter the treatment in response to their experience. “I reassure them that if the medication doesn’t work, I will work with them to try to find one that does.” Even adverse effects offer opportunities to build relationships. When a patient tells Hankerson that they are experiencing an adverse effect and the effect is neither dangerous nor impairing, he reassures them: “I tell them that’s good, because that lets us know that the medicine is working.”

Taking a medication is itself a relational act. Canadian researchers have observed that taking a medication activates psychological factors like treatment expectations and alliances within the patient (Wolfaardt et al. 2005). When patients ingest a pill, they are activating both biochemical and psychological pathways. And yet when clinicians explain how medications affect depression and anxiety, we too often discuss biochemical instead of psychological factors. Favoring the biological over the psychological, researchers observed, reinforces a mind-body split. The ritual of taking medications raises expectations for getting better and symbolizes hope for a better day. The pill itself represents the alliance between patient and clinician, between the patient and society. Even adverse effects, as bothersome as they can be, communicate to a patient that the pills are active and affecting them. Taking the pill represents a desire to stay connected to the clinician and to society (Wolfaardt et al. 2005).

Hankerson believes all psychiatrists should remember the meaning of prescribing a medication:


Even if a psychiatrist or a physician is just prescribing medication, understanding a person’s psychodynamics and understanding what transference and countertransference are at play in the patient-doctor relationship has a tremendous impact on the likelihood of a person taking your medication, of them reporting back to you truthfully the kind of impact and the likelihood that you’ll have a continued therapeutic relationship.






Practical Strategy 3: Facilitate Connection to Community and Sources of Meaning


To give people hope, Hankerson finds it essential to restore their connections to what gives them meaning, so he has been studying depression in a place where many of his patients find meaning: at church. With a research mentor, Hankerson first looked at the literature and found that while church-based programs had been widely studied for other health conditions, the literature on their treatment of mental health problems was extremely limited (Hankerson and Weissman 2012).

So Hankerson and his colleagues asked leaders of Black churches what would help. Hankerson began by observing that while Black Americans are just as likely to experience depression, they are less likely to utilize mental health services than white Americans. Black Americans, though, are more likely to utilize church-based programs for depression. Church-based programs have demonstrated an ability to reduce racial health disparities, but their ability to affect depressive disorders had not been studied. So Hankerson and his colleagues conducted three focus groups with the 21 adult ministers of a predominantly Black megachurch in New York City. In their qualitative study, Hankerson and his colleagues found that ministers recognized that depression was a major problem in the Black community, and contextualized depression within “vast suffering due to socioeconomic inequalities (e.g., financial strain and unstable housing) in many African American communities” (Hankerson et al. 2013, p. 685). Hankerson and his colleagues observed that the Black Church tradition to which these ministers belong “has a history of confronting racial disparities by providing health and social services to community members” (Hankerson et al. 2013, p. 686). One of the ministers defined depression as “a negative triad—negative view of self, negative of others, and negative view of future and world. Everywhere I look; everywhere I see; it doesn’t look good” (quoted in Hankerson and Weissman 2012, p. 689). Ministers described socioeconomic factors and interpersonal conflicts as the chief causes of depression. One minister described the effects of racism:


Effects of slavery, then white supremacy, racism, and all things that we talk about in the Black community; all that we have to deal with in our community is systemic. So, even though you may play by all the rules, and you may get the degrees and do everything that’s required of you, and then you don’t get that payoff in the end, you can go into a state of depression. (quoted in Hankerson et al. 2013, p. 690)



Hankerson found that ministers had unique insights about, and access to, Black Americans’ experiences of depression and were willing to appropriately partner with mental health professionals (Hankerson et al. 2013).

Hankerson also found that he could best address the needs of his patients when he supplemented a biomedical view of depression with a sociocultural view. The need was clear: Black people experiencing depression are more likely to receive care in emergency settings, less likely to receive high-quality care, and, not surprisingly, more likely to leave treatment before experiencing remission. Part of the problem is that clinicians are less likely to detect depressive episodes among Black patients. Hankerson and colleagues (2015a) demonstrated, in a study of three churches in New York City, that it was possible to screen for depressive disorders when the screening was carried out in a trusted community setting, where Black people could admit their need. In the first published study of depression screenings in Black churches, Hankerson found that 19.7% of their participants had symptoms that met criteria for depression. They also confirmed the findings of the WHO: lower education and lower household income predicted depression. The loss of connection from work predicted depression, especially for the Black men interviewed, who were more likely to experience depression in the context of disturbances in finances, legal status, and occupation; the Black women interviewed were more likely to experience depression in the context of interpersonal conflicts (Hankerson et al. 2015a).

Nationwide, Black Americans have a slightly lower prevalence of depression but higher overall burdens of disease, and they experience higher levels of disability, recurrence of depression, and treatment resistance. Hankerson writes and teaches about how Black men receive (and do not receive) care for depression. Hankerson observes that most clinicians miss the ways Black men express depression through somatic symptoms and underestimate their cognitive capacity. Many Black men mistrust clinicians because they represent a health system that has perpetuated racist and discriminatory practices. Perhaps as a result, Black men are more likely to seek care in informal support networks of friends and family or within faith communities. Receiving care in these networks can be salutary, engaging a person in a support system, but can also inhibit access to medical care. To decrease barriers to care, Hankerson calls on clinicians to actively work across worlds and to build collaborations (Hankerson et al. 2015b).

Building collaborations is especially important in today’s complicated care systems. The depression researchers John Rush and Michael Thase have offered several practical ways that prescribing clinicians can collaborate with patients to help them navigate care systems, build and engage support systems, and navigate sociocultural stress (Rush and Thase 2018). Some of the lessons we learned from Hankerson resonate with Rush and Thase’s work, as adapted in Table 7–1.


TABLE 7–1. Patient-clinician collaborations to decrease barriers to depression care






	  1. Build trust in a collaborative clinical partnership where you share decision-making.




	  2. Mobilize kinship and social networks, with a specific inquiry about religious involvement.




	  3. Discuss treatment options for depression within a holistic framework of health promotion, clarifying treatment goals.




	  4. Explore your own biases, including racial and religious biases.




	  5. Explore a patient’s attitudes about taking medications.




	  6. Educate about adverse effects, anticipated treatment duration, expected treatment response, addictive potential, and suicidal ideations associated with pharmacological treatment.




	  7. Engage patient in monitoring symptoms, function, adverse effects, and health activities.




	  8. Anticipate and plan countermoves to enhance adherence.




	  9. Define and counter obstacles to full recovery.




	10. Develop a relapse prevention plan that includes community supports.






Source.  Adapted from Hankerson et al. 2015b; Rush and Thase 2018.

Hankerson finds it personally and professionally rewarding to build collaborations between communities and professional services. “I enjoy meeting people in spaces that are trusted, such as churches, and other faith-based settings where they naturally go for emotional support, because we know that more people are first more likely to seek help from a pastor or a rabbi or an Imam than they are first to seek help from a psychiatrist.”

Hankerson knows that stigma is prevalent in community settings, including houses of worship, but says that it will never get better unless mental health professionals show up, listen hard, and reduce stigma. “I think a big part of our work in engaging these faith-based organizations is transformation. We can promote the normalization of mental health problems.” Hankerson does so by using a common language, following Karl Menninger’s maxim to “when in doubt, be human”:


When I talk to church leaders about depression, I usually start off asking people what’s causing them stress. And people usually will say things like, money or stress at work or family relationships or childcare or trying to lose weight or other health challenges, or maybe they’ve lost a loved one. And everyone can talk about stress. And then, I try to make the transition and help people understand that many of the things that cause people stress are risk factors that increase the likelihood that they may develop major depressive disorder. And then, I go over the signs and symptoms of major depression. And when I do that, people are really surprised because they didn’t know that their inability to sleep or feeling restless or exhausted, or even having thoughts of suicide or even making a suicide attempt, are symptoms of major depression. It gives people language to describe their internal experiences, and they are relieved to know that some of those symptoms, actually, have a name. And then we talk about ways that people can get treatment.



Contrary to some concerns, Hankerson’s research has shown that even in church settings, most people do not attribute the cause of their depression to supernatural causes (Murphy and Hankerson 2018). When you engage a community in a trusted setting, Hankerson has found, they believe similar things about what causes depression and anxiety, but their personal and cultural experience affects which kinds of treatment they will accept.

Life stress indeed matters for the precipitation and perpetuation of depression and anxiety. Kenneth Kendler has studied the relationship between stressful life events and the onset of depressive and anxiety disorders. In a study of twins, Kendler and his colleagues categorized stressful life events in four categories and found that they correlated in different ways with the onset of anxiety and depressive disorders. Losing a sense of connectedness or well-being predicted the onset of both major depressive episodes and mixed depressive-anxious episodes. So did humiliation, the feeling of a core identity being devalued or rejected. Entrapment, a sustained circumstance of marked difficulty that will persist or get worse, predicted only mixed depressive-anxious episodes. Danger, the possibility of a future loss whose full threat is awaiting, predicted only generalized anxiety episodes (Kendler et al. 2003). Kendler’s research shows not only the ways depressive and anxiety disorders overlap but also how they are related to life events.

The writer Johann Hari synthesizes and popularizes these kinds of ideas in his book Lost Connections. Hari identifies himself as a person with mental illness who has both benefited from mental health treatment and struggled with an implicit message he received in treatment: depression and anxiety are chemical imbalances treated by taking medications. He offers a journalist’s account of how a “chemical imbalance” is an inaccurate account of why people develop depression and anxiety. Looking for other causes of anxiety and depression, Hari spoke to multiple experts and identified what he metaphorically calls “disconnections” as common causes of depression and anxiety. Hari lists several disconnections—from meaningful work, from other people, from meaningful values, from status and respect, from the natural world, and from a hopeful or secure future. Hari also lists seven “reconnections,” social prescriptions that could reconnect people and make them feel valued, as shown in adapted form in Table 7–2 (Hari 2018).


TABLE 7–2. Pathways to reconnection






	1. Reconnect to other people.




	2. Prescribe social relationships.




	3. Connect to meaningful work.




	4. Pursue meaningful values.




	5. Find sympathetic joy.




	6. Overcome childhood trauma.




	7. Restore the future.






Source.  Adapted from Hari 2018.

As Hari observes, depression and anxiety may result from various forms of disconnection. Psychiatrists have long observed that these forms of disconnection will continue to perpetuate depressive and anxiety symptoms unless they are repaired (Chasin and Semrad 1966). For example, people who are lonely are more likely to be depressed than people who are not lonely, especially if they are lonely while providing care for others, like dependent children or parents (Erzen and Cikrikci 2018). People experiencing cancer often experience an existential loss of meaning, which is highly associated with depression, so clinicians can assist by helping them rebuild their sense of meaning (Tang et al. 2015). For sedentary elderly people, remission is achieved faster when an SRI is prescribed alongside a progressive aerobic exercise, in which they experience their bodies moving more and benefit from the social nature of exercise (Murri et al. 2018). A recent study even put a figure on it, finding that among hospitalized persons in Malaysia with major depressive disorder followed for 5 years, those who avoided social relations had three and a half times higher hazard of experiencing a recurrent major depressive episode (Lye et al. 2020). These studies echo Kendler’s observation that an overly biological account of depression and anxiety distracts clinical attention from how social and relational disconnection increase the risk of depression and anxiety (Kendler 2016).

Hankerson emphasizes that culture and history are critical. “I think race and culture are completely intertwined with whether or not a patient takes the medication. Particularly in the African American community, there’s a harmful history with medical research and with psychotropic medications that has created kind of a wall of distrust with many African Americans taking psychiatric medications.” We often encounter patients alone, but they live in a community, which shapes the meaning of their treatment and the story of their life. To learn it, a clinician has to ask.

Hankerson does so by asking directly: “I ask if they or anyone in their family had a negative encounter with psychiatric medication, and then inquire what they thought about that condition or why that treatment was negative. I acknowledge that medications now are much less harmful than they were in the past and they have, although they do certainly have side effects, many of the side effects are not as severe as they were in the past. And then I acknowledge honestly what the side effects of whatever particular class of medication they are taking and what they can expect. I think that builds trust and authenticity and that’s reassuring the person that the doctor will work with them to try to find a combination of medications that causes as few side effects as possible, but that is effective as possible.”

Hankerson fell for psychiatry because it depended on forming authentic human connections with people feeling disconnected. Now, he is training the next generation to do the same. He is developing a community-based educational elective for third- and fourth-year medical students, focusing on social determinants of health and community engagement, where students will advocate for social justice in health. Hankerson will increase the mental health literacy of students and teach them to be advocates.


I think understanding a person’s story—understanding their fears, their hopes, their wishes—and tailoring your message about medications to the person’s story can be very powerful, and it creates a therapeutic relationship. Even if the first trial of medication doesn’t work—and we know that only a third of people with the first antidepressant are going to experience remission—you are able to tailor and understand the medication and treatment effect to their unique story. Understanding their unique story increases the likelihood that they will work with you to find a treatment that does work.
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Unwelcome Strangers: Prescribing in the Context of Obsessive-Compulsive and Related Disorders


Featured Clinician: Jennifer Freeman, Ph.D., Alpert Medical School of Brown University/Bradley Hospital

Key Concept or Skill: Externalization of Symptoms

 

Dr. Jennifer Freeman specializes in discomfort. As a clinical psychologist and leading researcher on the treatment of obsessive-compulsive disorder (OCD) in children and adolescents, Freeman’s patients come to her with distressing obsessive thoughts, and they engage in rituals and compulsive behaviors that briefly alleviate their distress. An adolescent girl might be convinced that she is contaminated with disease-causing germs after touching items at school and wash her hands so frequently and intensely that she is late to class and her hands are cracked and dry. A preteen boy may be convinced that his parents will die unless he says a specific, detailed prayer every 10 minutes for their protection. Both would likely meet DSM-5 criteria for OCD, which require the presence of obsessions and/or compulsions (see Table 8–1) that are time-consuming (e.g., take more than 1 hour per day) or cause clinically significant distress or impairment in social, occupational, or other important areas of functioning (American Psychiatric Association 2022). Freeman helps adolescents find better ways through the discomfort that accompanies these unwanted strangers.


TABLE 8–1. Definition of obsessions and compulsions in DSM-5







	Obsessions

	Recurrent and persistent thoughts, urges, or images that are experienced, at some time during the disturbance, as intrusive and unwanted, and that in most individuals cause marked anxiety or distress.




	
	The individual attempts to ignore or suppress such thoughts, urges, or images, or to neutralize them with some other thought or action (i.e., by performing a compulsion).




	Compulsions

	Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words silently) that the individual feels driven to perform in response to an obsession or according to rules that must be applied rigidly.




	
	The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, or preventing some dreaded event or situation; however, these behaviors or mental acts are not connected in a realistic way with what they are designed to neutralize or prevent, or are clearly excessive.




	
	Note: Young children may not be able to articulate the aims of these behaviors or mental acts.






Source. American Psychiatric Association 2022.

Freeman, a professor of psychiatry and human behavior at Brown University, helps children and their families to recognize these obsessive thoughts and compulsive behaviors for what they are, and then helps them to stay with these obsessive thoughts without engaging in the rituals and compulsive behaviors that follow them. The girl with contamination fears learns to touch toilet seats and doorknobs at school without immediately washing her hands. The boy who is scared that his parents will die learns to experience this fear without immediately praying to make these thoughts go away. Over time, in many children, this process of “exposure and response prevention” leads to sustained reduction in OCD symptoms. Drawing on work in cognitive-behavioral therapy with exposure and response prevention (CBT/ERP) targeted at adults (e.g., Foa et al. 2012), Freeman and coauthors Martin Franklin and John March describe this approach in their book Treating OCD in Children and Adolescents: A Cognitive-Behavioral Approach (Franklin et al. 2019).

But what is needed when weekly CBT/ERP is insufficient?

As a Brown University co-investigator on the initial Pediatric OCD Treatment Study (POTS I) (Pediatric OCD Treatment Study [POTS] Team 2004), Freeman and colleagues helped to establish that CBT/ERP is remarkably effective for the treatment of OCD in children and adolescents. In this 12-week study, Freeman and her colleagues randomly assigned children and adolescents with OCD into one of four groups: placebo, treatment with sertraline only, treatment with CBT/ERP only, and combined treatment with CBT/ERP and sertraline. Their results showed that while remission of OCD symptoms (defined as a reduction of at least 10 points on the Children’s Yale-Brown Obsessive Compulsive Scale [CY-BOCS]) was achieved in only 3.6% of patients receiving placebo (95% CI = 0, 19%), remission was achieved in 21.4% of patients receiving sertraline alone (95% CI = 10%, 40%), 39.3% of patients receiving CBT/ERP alone (95% CI = 24%, 58%), and 53.6% of patients receiving CBT/ERP and sertraline in combination (95% CI = 36%, 70%). Of CBT/ERP and sertraline, CBT/ERP was associated with a more robust response: CBT/ERP alone, but not sertraline alone, was superior to placebo, and combined medication/psychotherapy was statistically superior to sertraline alone but not to CBT/ERP alone.

Later studies, including a second Pediatric OCD Treatment Study (POTS II), continued to show a differentiating benefit of CBT/ERP in the treatment of OCD in children and adolescents (Franklin et al. 2011). But Freeman was not satisfied. Although 50%–70% of children would respond to CBT/ERP, with or without sertraline, that left a lot of children—around 30%–50%—who did not respond. What could be done to help children who did not respond to weekly outpatient psychotherapy for OCD?

Freeman and her Brown colleagues Abbe Garcia and Brady Case concluded that in many of these cases, the dose was insufficient—not necessarily the dose of medication, but the dose of exposure. One hour per week of practicing exposure in a session with a therapist was just not enough to result in lasting change. They dreamed about a program with more opportunities for practicing exposure, with more family treatment, and with more intensive work with prescribing clinicians.

Their dreaming was realized in the Intensive Program for OCD at Brown-affiliated Bradley Hospital in Rhode Island, a partial-hospitalization program for children and adolescents with OCD. Children and adolescents in this program not only meet with psychiatrists but also participate in group therapy, family therapy, and twice-weekly individual therapy. In addition, they build relationships with “mobile exposure coaches,” trained bachelor’s-level staff who visit them at home and who guide them in ERP strategies.

Freeman can barely contain her excitement as she speaks about the relationships cultivated in the Intensive Program. “It’s been a lovely way to join with families,” she told us. “It’s hard to go back to outpatient work after doing something that intensely. To see a kid and connect with a family every single day, to have an opportunity to do that work, you feel lucky to have this luxury of time. Kids stay for 6–8 weeks and you’re sending people into their homes, and they’re welcoming you into their homes. It’s this very different way to have a relationship.”

Patients and families in the Intensive Program develop collaborative, trusting relationships with a whole team of clinicians, including nurses, psychologists, psychiatrists, and particularly the bachelor’s-level mobile exposure coaches who visit them at home. They have seen many so patients improve that they make time to celebrate together. Each year since 2014, they have hosted a reunion—and patients and families return from all over the United States to reconnect and to celebrate. “It was kind of like a wedding or bar mitzvah experience,” Freeman jokes about the first gathering. “We had a sundae bar, we had karaoke, we had a photo booth, we had art projects. It was not therapy, just fun.” To see so many patients and families—close to 300 in 2019—return to the hospital to celebrate “has been one of the most impactful experiences of my entire professional career.” It is also a witness to the deep relationships that she and her colleagues form with their patients.



The Secondary but Important Role for Medication in OCD


OCD presents a conundrum for many prescribers. On the one hand, OCD fits a biomedical model. OCD is heritable, with twin studies attributing about 40% of the variance in OCD prevalence to genetic effects (Taylor 2011). Neuroimaging studies show both structural and functional changes in orbitofrontal–basal ganglia neural circuits (Bandelow et al. 2016). Though precise causal pathways for OCD have not been elucidated, OCD is clearly a disorder with identifiable neurobiological correlates. The dispenser model of prescribing (see Chapter 1, “Introduction: From Dispensers to Collaborators”) would seem to fit well: treating OCD means finding the right medication to adjust these neural pathways.

On the other hand, clinical trials consistently show that the most effective treatment for OCD is not medication but rather psychotherapy, especially CBT/ERP. The evidence for CBT/ERP over medication is especially prominent with respect to children and adolescents (Franklin et al. 2011; POTS Team 2004). In a meta-analysis of 20 studies of the treatment of OCD in children and adolescents, McGuire et al. (2015) showed a large treatment effect size for CBT (Hedges’ g = 1.21) but only a moderate effect size for serotonin reuptake inhibitor (SRI) therapy (g = 0.5). In a systematic review and meta-analysis of 14 studies of the treatment of OCD in children and adolescents, Ivarsson et al. (2015) concluded that CBT/ERP showed superior efficacy to SRI therapy in the treatment of OCD. While both SRI and CBT showed superiority to placebo, head-to-head studies of CBT and SRI showed a small but significant advantage for CBT compared with SRI (effect size = 0.38). Furthermore, although combining CBT and SRI was superior to SRI alone in pooled studies, combining CBT and SRI did not lead to better outcomes than CBT alone. Ivarsson et al. (2015) concluded that CBT should be the first-line treatment for children and adolescents with OCD, with an SRI offered when CBT is not complied with, is refused, or is not effective. Other meta-analytic studies have documented similar results (Öst et al. 2016).

CBT/ERP remains also the standard of care for adults with OCD. Öst and colleagues (2015), in a meta-analysis, showed that CBT/ERP was superior both to placebo and to antidepressant medicine alone. CBT/ERP with medication was also modestly but nonsignificantly superior to CBT/ERP with placebo. CBT/ERP, however, may be more effective in children and adolescents than in adults: in a recent meta-analysis, the effect size of CBT/ERP in adults, while large, is smaller than that in children (Olatunji et al. 2013).

Nonetheless, pharmacotherapy continues to play an important role in the treatment and management of OCD, especially when used as part of a broader treatment approach that, at least initially, includes psychotherapy. This may happen for many reasons. First, many patients do not have access to high-quality CBT/ERP, whether because of financial/funding constraints, inability to travel for weekly in-person psychotherapy or to access high-quality internet-based therapy, or inability to locate well-trained CBT/ERP therapists who are accepting new patients. For these patients, at least for a time, pharmacotherapy and supportive care from a prescribing clinician may be the best short-term solution.

Second, patients may resist the difficult demands of CBT/ERP. Many children and adults undergoing CBT/ERP drop out of treatment prior to completion or do not complete between-session ERP homework assignments. For these patients, pharmacotherapy and supportive care may provide a helpful and necessary support. In some cases, this resistance may be explored in other forms of psychotherapy, including psychodynamic psychotherapy, dialectical behavior therapy (DBT), and acceptance and commitment therapy (ACT). Woon et al. (2017), for example, describe the case of Mr. B, a 32-year-old physician with OCD who had not responded to multiple medication trials and decompensated further when he began a course of CBT/ERP. He not only neglected to complete ERP exercises at home but also stopped taking his medications, became increasingly depressed, and required a course of electroconvulsive therapy. As his depression improved, he resumed CBT/ERP along with a course of weekly psychodynamic psychotherapy that focused on the cultivation of a strong and trusting therapeutic alliance that allowed him to speak more freely about interpersonal conflicts, anger toward his parents, wishes for gratification from caregivers, and guilt that led to self-loathing. This adjunctive psychodynamic therapy allowed Mr. B to complete his course of CBT/ERP, resume medications, and eventually reconnect with his family and return to work.

Third, as Freeman and her colleagues have long recognized, not all patients with OCD respond equally to CBT/ERP. Freeman emphasizes that the predictor literature on treatment response to OCD is still in its infancy. However, in a secondary analysis of the POTS I study among children and adolescents, Garcia et al. (2010) showed that patients responded better to CBT when they had lower baseline OCD severity, less OCD-related functional impairment, greater insight, fewer externalizing symptoms (e.g., oppositional-defiant behavior), and lower levels of accommodating behavior by family members. They also responded much better to CBT alone when OCD did not run in their families. The authors concluded, tentatively, that children with a family history of OCD, particularly those with more severe symptoms, should be offered CBT in combination with medication.

Medication, then, is not the first-line treatment for OCD in children and adolescents, but plays an important role in supporting the therapeutic alliance.




Medicating in the Context of Relationship: Building Strong Therapeutic Alliances in Pharmacotherapy for OCD


Jennifer Freeman says the patients in the Intensive Program for OCD develop strong working relationships not only with her but also with the program’s entire team of clinicians to do the difficult work of exposure therapy.

Freeman’s conviction that therapeutic alliance matters for the treatment of OCD is borne out in empirical studies in both children and adults, though not all studies have shown this effect. Children in family CBT improved more when therapists rated the alliance highly in mid-treatment, even after control for symptoms and any prior improvement (Keeley et al. 2011). Adults undergoing CBT/ERP for OCD improved more at the end of treatment when therapists rated the alliance highly early or in the middle of the treatment course (Hoogduin et al. 1989; Keijsers et al. 1994; Vogel et al. 2006). In a different study, adults in CBT/ERP who rated the alliance highly did better because they were more likely to complete between-session homework (Simpson et al. 2011; Wheaton et al. 2016). Not all studies, however, have shown an effect between alliance and outcome (Strauss et al. 2018).

Although there are no published empirical studies that investigate the effect of the therapeutic alliance on the efficacy of medication for OCD, it is reasonable to think that the importance of alliance in psychotherapy for OCD would carry over into medication treatment for OCD. Drawing on the experience of Jennifer Freeman and her colleagues, as well as other literature and our own clinical experience, we recommend four practical strategies for prescribers to build strong and effective working alliances with patients with OCD. While Jennifer Freeman’s work is with children, adolescents, and their families, these treatment recommendations are for both adults and children with OCD (see Table 8–2).


TABLE 8–2. Ways to build alliance with patients with obsessive-compulsive disorder (OCD)







	Strategy

	Effect on relationship and patient’s capacity for exposure






	Be warm and kind.

	Builds necessary trust for the hard work of exposure.




	Withhold judgment, and cultivate comfort with your discomfort.

	Reduces patient shame/avoidance, allows clinician to focus on the patient’s good and not the clinician’s comfort.




	Encourage externalization of symptoms without perpetuating negative reinforcement cycle of OCD.

	Reduces shame; allows clinician and patient (and family) to stand together against OCD as a common foe.




	Medicate in a way that facilitates exposure.

	Keeps prescribers, therapists, and patients focused on goal of exposure; builds bond and task alignment as prescribers work with patients to reduce barriers to exposure.








Practical Strategy 1: Be Warm and Kind As You Invite Patients to the Hard Work of Exposure


Freeman says that by the time patients and families find their way to her office, they are often deeply frustrated. They may be frustrated at the way that OCD has torn apart their family’s life. They may be frustrated that previous treatments have not worked. They may be frustrated at previous clinicians for misdiagnoses or for not recommending the best treatments. They may be scared that things will never get better. In these cases, Freeman says, “I do a lot of listening.” She takes time to hear and understand stories. “I think that fundamentally we have to respect the people that we work with, and to show warmth and kindness.” This warmth and kindness, Freeman says, is an absolute precondition for the trust that is necessary if patients are going to follow her recommendations to do the hard work of exposure and response prevention (Franklin et al. 2019, pp. 52–58).




Pra ctical Strategy 2: Withhold Judgment and Cultivate Comfort With Your Discomfort


Freeman emphasizes that children and adolescents with OCD often live in environments where well-meaning but frustrated family members soak compulsive behaviors in judgment and shame. Why are you doing this? That doesn’t make any sense! That is illogical! Stop washing your hands! That’s not dirty! What’s wrong with you? Why are you washing your hands? I told you that you don’t have to apologize! But these judgmental responses, by intensifying anxiety and shame, only perpetuate and accelerate the cycle of reducing anxiety through ritual and compulsion.

Before all else, Freeman says, clinicians working with patients with OCD must be able to hear and to sit with patients in their experience without conveying judgment or perpetuating shame. “Nonjudgmental,” she says. “We want kids to not be afraid to tell us whatever OCD is telling them. We want to say, ‘We’ve heard it all! Nothing scares us, nothing’s going to spook us.’ We want kids to see us as not afraid and, most importantly, not judgmental.”

Sitting with patients with OCD without judgment, though, requires clinicians to be comfortable with our own discomfort. Prescribing clinicians, being human too, may find that patients’ obsessive thoughts and behaviors, or therapist expectations about how patients should be responding in therapy, evoke strong feelings of fear, shame, or disgust in the clinician (Franklin et al. 2019, pp. 59–61). If the clinician is not able to recognize and accept these evoked feelings, it may harm the therapeutic process. First, prescribing clinicians may respond with verbal or nonverbal judgment in ways that harm the alliance, lead the patient to censor herself or himself in order not to further upset the clinician, and perpetuate the negative reinforcement cycle of compulsive behavior. Second, if clinicians’ own discomfort is not recognized and accepted, clinicians may prescribe medication not only as a response to the patient’s distress but also as a response to the clinician’s distress—treating the doctor’s anxiety by medicating the patient.




Practical Strategy 3: Encourage the Externalization of Symptoms, but Make Sure That This Does Not Perpetuate the Negative Reinforcement Cycle of OCD


Freeman finds that one helpful strategy for reducing judgment and shame is to encourage patients and families to externalize the symptoms of OCD (see Figure 8–1). In their guide to CBT/ERP for OCD in children, Franklin et al. (2019) speak of “making OCD the problem” and “naming OCD as an opponent” (pp. 120–121). They may encourage children and families to think of OCD as a familiar enemy, such as Lord Voldemort in the Harry Potter series, or (for younger children) Plankton in SpongeBob SquarePants. This naming of OCD as an opponent encourages patients to “talk back to the OCD”: “begin to say no to OCD’s efforts to feed off you via negative reinforcement and though OCD will not back down immediately, it will in time get the clear message that you will no longer be taken advantage of in this manner” (Franklin et al. 2019, pp. 122–123). This then allows patients to separate the experience of OCD from their logical selves: just as a teenager may not want to take orders from other authority figures, the teenager does not have to follow the orders of OCD.


[image: The difference externalizing obsessive-compulsive disorder (OCD) symptoms makes.]

FIGURE 8–1. The difference externalizing obsessive-compulsive disorder (OCD) symptoms makes.



Freeman notes that this process of externalizing OCD has been liberating for many patients and families, allowing them to join together against the common enemy of OCD rather than perpetuating shame when a child can’t “just stop.” But she warns that there are perils of externalizing also. When properly used, treating OCD as a foe or an enemy outside of one’s self provides just enough perspective that the person can feel distress (exposure), accept those feelings, and then be able to tolerate those feelings without engaging in a compulsive ritual to make those distressing feelings go away (response prevention). But in some cases, this externalization can have the opposite effect, serving as a way not to have to feel distressing feelings. Sometimes externalization can obscure the fact that a ritual has indeed occurred, as when someone engages in a mental ritual (e.g., praying for forgiveness after thinking a blasphemous thought) and then says, “It’s OK, I didn’t really do that; I didn’t really think that; it was my OCD telling me to do it.” Or sometimes the externalizing can itself become a ritual, as when someone counters distressing thoughts by repeating “it’s not me, it’s my OCD” as a mantra to get rid of the thoughts. In these ways, externalizing OCD as a foe or an enemy can contribute to the negative reinforcement cycle of OCD, in which rituals/compulsions are reinforced because they relieve distress.

Healthy externalization should facilitate exposure to distressing feelings, not prevent it. “We want kids to know that they can handle feeling distress,” Freeman says. “The reason they ritualize is because they don’t believe that they can handle feeling that distress. If the externalizing is taking you away from feeling distress, it’s essentially leading you away from doing exposure. That’s the balance.”

It is the function of behavior that is important. As Freeman notes,


If someone is telling me about what they are saying to themselves [about OCD], . . . I’m thinking, “What is the function of that behavior in the moment? Is it helpful, in giving you energy to take on this exposure task and to fight your OCD? Or is it bringing your symptoms down, is it reassurance?” If that’s in the context of an actual exposure practice or a tough situation, that might not be the best thing to do.



Freeman’s insights about how externalization of symptoms functions in the context of CBT/ERP are deeply important for the context of medication prescribing—not only for OCD but also for many other conditions for which medication is commonly prescribed. Patients with OCD (or other mental health challenges) often present to prescribers having already formulated their unwanted experiences as “symptoms” external to their true or core self. This externalization of symptoms then allows the patient and prescriber to work together against the common enemy of “OCD” (or another disorder), with medications “targeting” these symptoms.

As Freeman’s work makes clear, this can be a very effective strategy for reducing shame, focusing the goals of treatment, and building alliance with patients with OCD. If patients are not already describing OCD as an opponent or enemy to be faced, prescribers might offer this language to patients. Freeman’s caution about psychotherapy applies even more strongly to medication prescribing: ways of speaking and acting that lead patients not to engage the distressing feelings that drive the negative reinforcement cycle of OCD are unlikely to contribute to sustained improvement in the long run. If patients externalize obsessive thoughts as “my OCD” and then look to medication to target the distressing feelings associated with these thoughts, this will not break the pathological negative reinforcement cycle, and may even contribute to it.




Practical Strategy 4: Medicate in a Way That Facilitates Exposure (and Psychotherapy)


Given that CBT/ERP, rather than medication, is regarded as most efficacious for OCD in children and adults, and given that some ways of using medication may perpetuate the negative reinforcement cycle of OCD, what is the appropriate role of medication? Freeman emphasizes that among the children and adolescents whom she treats, medication often plays a vital and important role. While she will often recommend to a treatment-naïve child and family that they try CBT/ERP first, prior to taking medication, she notes that in many cases CBT/ERP alone is not sufficient. In the POTS I study, as described earlier, only 39.3% of patients receiving CBT/ERP alone achieved remission (POTS Team 2004). For many children and adolescents with OCD, medication in combination with psychotherapy is needed, for two reasons.



Severity of Distress


Freeman notes that many patients present for treatment with such extreme anxiety and distress related to OCD that the work of exposure is practically impossible. Exposure and response prevention requires patients voluntarily to take on additional distress, by accepting obsessive thoughts without engaging in usual distress-reducing rituals. But “if your anxiety is already at a 10, how can we ask you to take on more, to feel more distress? There’s a ceiling effect. Medicine can take you down to a point where you can actually do the work.” SRIs are generally first-line medications in this case.




Comorbidity and Diagnostic Complexity


Freeman further notes that many patients, especially those who do not respond to first-line treatment, live with experiences and challenges that are not accounted for by OCD alone. They may also experience attention-deficit/hyperactivity disorder, major depression, or psychotic disorders. They may be on the autism spectrum. In these cases, there may be specific aspects of these conditions that make the work of exposure and response prevention more difficult, such as severe depression or severe inattention. In these cases, medications to target the specific therapy-interfering symptoms, such as stimulants or sometimes even atypical antipsychotic medications, may be helpful.

The key, Freeman offers, is for prescribers and nonprescribers alike to always ask, “What, in this case, are the barriers to exposure?” Sometimes there are severity barriers. Sometimes there are insight barriers. Prescribing clinicians can best support patients’ progress in psychotherapy when they keep this question central to prescribing decisions.

Freeman collaborates with a trusted group of child psychiatrists in her outpatient work and in the Intensive Program for OCD. When she and her colleagues speak with patients about the role and possible benefits of medication for OCD, they often use the image of “water wings,” inflatable armbands that children use for flotation. They will say to families who may be cautious or hesitant about medication, “It’s like water wings. This is not going to teach you to swim—the CBT is actually the active treatment—but you need something to help keep you afloat while you’re learning to do this exposure part of treatment.” This approach is helpful for many families. Conversely, when patients and families express a preference for medication instead of psychotherapy (“Can’t you just give me something that will help me to feel better faster?”), she uses the water-wing image to explain why CBT/ERP, and not just medication, is most helpful. Medication, she says to patients, “is not actually going to change the process. It might abate the symptoms for a moment or a while, but what we’re trying to change is a whole approach to life.” It is this new way of living—a way of living in which those who live with OCD are able to take on anxiety and fear without immediately engaging in distress-reducing rituals—that enables long-term healing and recovery.






Keeping the Big Picture in View


Freeman offers prescribing clinicians many practical strategies for building effective therapeutic relationships with persons with OCD. Although she works with children and adolescents, as adult psychiatrists we recommend them for the treatment of adults with OCD also. Be kind and compassionate. Seek to understand, and to listen. Don’t judge, and don’t shame—which requires understanding and accepting our own discomfort. Be creative and flexible. Encourage patients to externalize OCD as a foe or an enemy to be defeated together—but be attentive to how this might feed into the negative reinforcement cycle of OCD and be willing to speak with patients about this. Finally, understanding that CBT/ERP is associated with larger effect sizes for the treatment of OCD among children and adults and is also associated with longer-lasting improvement, prescribe in a way that facilitates exposure. Consider barriers to exposure and medicate in a way that reduces or eliminates these barriers, but do not medicate in a way that discourages patients from engaging in the work of exposure.

Of course, while CBT/ERP with or without medication is considered the gold standard for the treatment of OCD in children and adolescents, access to high-quality psychotherapy is limited. Freeman confirms that even in her own community, with a robust academic medical center, it can be hard for children with OCD to find either therapists or child psychiatrists who are accepting new patients. We can confirm that the same is true in our own settings in different regions of the United States. As much as prescribing clinicians may want to prescribe medication for OCD in conjunction with high-quality CBT/ERP, or to offer combined treatment themselves, this may not be possible.

In this case, as in so many other contexts of psychiatric prescribing, it is important to keep the big picture in view. OCD does not become a condition to be managed only with medication simply because psychotherapy is not available. It remains a condition for which medication may be helpful in reducing certain symptoms, but for which healing requires the capacity to accept and to sit with deeply uncomfortable feelings without engaging in the compulsions that make these feelings go away. A working relationship characterized by collaboration, listening, acceptance, and kindness will only help to provide a secure context within which distressing feelings that were once received as unwelcome strangers can be witnessed, withstood, and worked through.
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Building Peace: Prescribing in the Context of Trauma- and Stressor-Related Disorders


Featured Clinician: Glenda Wrenn, M.D., M.S.H.P., Morehouse School of Medicine

Key Concept or Skill: Exploring the Meaning of Medications (and Symptoms)

 

Dr. Glenda Wrenn works every week to empower trauma survivors. She should know; she is a survivor herself.

When Glenda Wrenn was a cadet at the U.S. Military Academy at West Point, she was involved in a life-threatening motor vehicle accident that left her with serious physical injuries. After months of hospitalization and rehabilitation, with the support of her family, and through hard work and determination, she was able to graduate from West Point and to join “The Long Gray Line”—but her injuries prevented her from pursuing her dream career as a commissioned officer in the U.S. Army.

Instead, she enrolled in medical school at Jefferson Medical College, completed her psychiatry residency at the University of Pennsylvania, and began working with female veteran trauma survivors at the Philadelphia VA Medical Center. She listened to story after story of women living with high burdens of trauma: childhood physical and sexual abuse, combat-related trauma, military sexual trauma, racism-induced trauma, and more. Many had symptoms that met criteria for PTSD, described in DSM-5-TR as exposure to a traumatic event or events, followed by one or more symptoms of intrusion, persistent avoidance of stimuli associated with the traumatic event(s), negative alterations in cognitions and mood, and marked alternations in arousal and reactivity (American Psychiatric Association 2022).

Wrenn drew on her own experiences. She did not see her patients as broken. She saw them, and related to them, as survivors with the capacity for resilience. “Everyone has mental health, and we all face threats to our mental health every day,” she says. “Certain traumas are bigger hits, so they call upon our resilience in greater ways. But I have never to this day met a trauma survivor that did not exhibit a tremendous amount of strength and resilience.”

Working with male and female veterans, Dr. Wrenn recognized the strengths and the limits of symptom-focused medical models for treating PTSD. “We were really good in the medical model at symptom management, and how to mitigate [symptoms] with medication,” she says. But this symptom-focused approach was not broad enough. It didn’t sufficiently address “people’s lives, and their identity, and the meaning they placed on those symptoms.” As a result, “they were stuck.”

This commitment to engaging not only trauma’s symptoms but also the meaning of posttraumatic experience and the social context of trauma has guided Wrenn’s career as a psychiatric clinician and researcher. After a research fellowship she joined the faculty of Morehouse School of Medicine in Atlanta, Georgia, where she was the founding director of the Kennedy-Satcher Center for Mental Health Equity. She now works as chief medical officer for 180 Health Partners, a startup company offering a peer-based model to help pregnant women who are navigating opioid use disorder, and continues to work as a psychiatrist on two public integrated primary care–mental health teams at Grady Memorial Hospital in Atlanta.

Seventy to 80% of the primary care patients in these clinics have been exposed to trauma, mostly in the form of community violence or adverse childhood experiences. Wrenn keeps a trauma-informed perspective on her work, whether or not she is treating PTSD specifically. Her patients often live for years hiding and blaming themselves for trauma-related experiences before presenting for mental health care, and trauma affects the way that they experience every therapeutic interaction.

In this context, Wrenn works hard to cultivate a trusting and strong therapeutic alliance with each of her patients. “The therapeutic alliance,” she says, “is most of our treatment effect.” The alliance affects whether patients are willing to engage in therapy or to take a medication, and affects the kinds of experiences that patients have with their medicines.

Drawing on our own work and the experience of Glenda Wrenn, we describe practical steps for building strong working relationships with trauma survivors seeking treatment for PTSD or other trauma- and stressor-related disorders.



Relationships and Trauma


Relationships are important in the healing of trauma because relationships have usually been important in the infliction and perpetration of trauma (see Chapter 2, “Relationship Matters”). While not all trauma occurs directly in the context of relationship, trauma that involves intimate relationships—especially sexual trauma—is more likely to be associated with the development of PTSD than trauma that does not involve intimate relationships (Kessler et al. 2017). Survivors of childhood physical, sexual, or emotional abuse have often experienced profound harm in the context of relationships with others whom they should have been able to trust for safety, security, and provision (Stovall-McClough and Cloitre 2006). Adult survivors of intimate partner violence and sexual assault have experienced profound harm from trusted others. Even when interpersonal trauma does not come in the context of a trusted relationship—as in the case of physical or sexual assault by a stranger—the experience is nonetheless a relational one and may lead to long-lasting disruptions in the capacity for trust.

Similarly, military survivors of combat trauma often report that their greatest suffering is not from impersonal events such as an explosion but from the loss of comrades, from the feeling of not being able to protect others from harm, from witnessing the aftermath of interpersonal violence, from killing in war, or from participating in or witnessing events that violate one’s own deeply held moral beliefs (Litz et al. 2009).

Relationships may be central to the origination of posttraumatic stress; they may also be central to the perpetuation of posttraumatic stress. The severity of PTSD among veterans, for example, is related not just to the severity of experienced military trauma, but also to premilitary traumatic experiences and to present-day levels of social support and psychosocial stress (King et al. 1999; Steenkamp et al. 2017). Present relationships, as well as past relationships, may be centrally linked to ongoing PTSD.

Relationships are often central to the genesis and perpetuation of trauma, but also to its healing. Indeed, in her classic description of the “stages of recovery” from trauma, Judith Herman begins with the need for “a healing relationship”:


The core experiences of psychological trauma are disempowerment and disconnection from others. Recovery, therefore, is based upon the empowerment of the survivor and the creation of new connections. Recovery can take place only within the context of relationships; it cannot occur in isolation. In her renewed connections with other people, the survivor re-creates the psychological faculties that were damaged or deformed by the traumatic experience. These faculties include the basic capacities for trust, autonomy, initiative, competence, identity, and intimacy. Just as these capabilities are originally formed in relation with other people, they must be reformed in such relationships. (Herman 1997, p. 133)



Herman notes that therapeutic relationships with trauma survivors must be different from some other forms of relationship in medicine. First and foremost, the relationship must be oriented to the “empowerment of the survivor. She must be the author and arbiter of her own recovery” (Herman 1997, p. 133). This requires that the therapist remain aware that trauma survivors take a risk whenever they entrust themselves to a therapist, and that the therapist refrain from “using her power over the patient to gratify her personal needs” (Herman 1997, p. 135). It requires that the therapist “affirm a position of solidarity with the victim” (Herman 1997, p. 135).

Most of all, this requires that therapist and patient alike work to build a collaborative working relationship. This is difficult, Herman says, because trauma survivors are likely to either devalue or overvalue their therapists, remaining distant because of distrust or acting in rage against perceived abandonment. Similarly, therapists are likely to experience countertransference in working with trauma survivors. The therapist, for example, may work to assume the role of a rescuer, pushing and possibly violating the boundaries of a safe relationship. The therapist may identify with the victim through profound experiences of rage or grief. The therapist may identify with the perpetrator, disbelieving the patient’s story or rationalizing abuse. Or the therapist may experience guilt for not having had to endure the patient’s experiences of trauma, and thereby “come to feel that only a limitless dedication can compensate for her shortcomings”—leading to exhaustion and burnout (Herman 1997, p. 145). To guard against adverse outcomes generated by these responses, Herman recommends close attention to the therapist-patient contract, focusing on the importance of truth-telling and clear boundaries, and an ongoing community of support and accountability for the therapist.




Cultivating Alliance in Pharmacotherapy for PTSD and Complex Trauma: Practical Strategies for Prescribing Clinicians


While the experience of past interpersonal harm may present challenges to the therapist-patient relationship, many studies have shown that patients in trauma-focused psychotherapies develop strong therapeutic alliances with their therapists. This has been documented among veterans (Chen et al. 2020; Thompson-Hollands et al. 2018) and childhood sexual abuse survivors (Keller et al. 2010), and has also been demonstrated with text-based, internet-only cognitive-behavioral therapy (CBT) protocols (Germain et al. 2010; Knaevelsrud and Maercker 2007; Wagner et al. 2012).

Several studies have documented challenges to building strong therapeutic alliances in trauma-focused therapy. In one study, veterans entering Veterans Affairs residential treatment programs who identified as racial/ethnic minorities endorsed lower levels of alliance (especially when this was measured as a shared bond and shared goals) with previous providers than did white patients, and this endorsement was correlated with lower expectancies for future treatment (Koo et al. 2016). Alliance may be more difficult for women with histories of abuse (Paivio and Patterson 1999), for patients with higher levels of sympathetic nervous system activation at the beginning of treatment (Doukas et al. 2014), for patients who have difficulty expressing thoughts and feelings in words (Brady et al. 2015), and for patients who have lower levels of trauma-related social support from others (Keller et al. 2010).

Despite these challenges, the therapeutic alliance matters for psychotherapy outcomes in PTSD (Ellis et al. 2018). In multiple studies, children and adolescents completing trauma-focused CBT or prolonged exposure therapy for adolescents (PE-A) improved more when the alliance was rated stronger (Capaldi et al. 2016; Ormhaug et al. 2014; Zorzella et al. 2015). Other studies find that adults with PTSD and dissociative disorders with strong alliances remain in treatment longer (Ruglass et al. 2012), are more adherent to exposure homework (Keller et al. 2010), experience fewer symptoms of dissociation and general distress (Cronin et al. 2014), and are more able to regulate negative moods and affects (Cloitre et al. 2004).

Given these challenges, how can prescribing clinicians build strong therapeutic relationships with trauma survivors? Drawing on the work of Glenda Wrenn, we offer five practical strategies (see Table 9–1).


TABLE 9–1. Practical strategies for building strong prescribing relationships with trauma survivors







	Strategy

	Sample question or response






	Cultivate safety and trust.

	



	 Validation

	See Table 9–2.




	 Care when asking patients about trauma

	“I’m going to ask you some questions about past experiences, and I want you to know that you are in control and can tell me as much, or as little, as is comfortable for you.”




	Focus on the patient’s agency and empowerment.

	“I’m here as your advisor and want to help. How can I help you?”




	Encourage trauma-focused psychotherapy.

	“Would you like me to talk about some forms of talk therapy that are often very helpful for people who have experienced similar things?”




	Learn about the contexts in which trauma occurs.

	Ask open-ended questions about the patient’s experience, but also commit to learning about these contexts outside of the therapeutic session.




	Attend to your emotional responses to the patient, as well as to the patient’s emotional responses to you.

	Ask yourself, “Why might a person react to me that way? Why might I be reacting in a certain way? What within the person’s world might explain how they are reacting to me?”








Practical Strategy 1: Cultivate Safety and Trust


Glenda Wrenn observes that trauma survivors often live with their experiences for years before presenting for mental health care. They may never have disclosed the trauma to anyone. They may have been blamed and shamed by others for the trauma. They may have deep ambivalence or disinterest in taking medication. There are many reasons why a trauma survivor might find it hard to be vulnerable when meeting with a medication prescriber. So it is critical for prescribing clinicians to establish a therapeutic frame characterized by safety and trust. Two practical steps can help.



Validation


First, prescribing clinicians can validate the experience of the patient, with empathy and without judgment. We have found Marsha Linehan’s “six levels of validation” in dialectical behavior therapy to be a useful guide for validation in initial prescribing relationships (Koerner and Linehan 2003; see Table 9–2). While many trauma therapists rightly observe that it is often helpful to frame patients’ experiences in the context of past experiences of trauma and victimization (Gunderson and Chu 1993), it is much more important early in treatment to focus on more basic validation strategies such as active, attentive listening and close, accurate reflection. Koerner and Linehan (2003) stress that while clinicians should validate at the highest possible level, clinicians should only validate what is valid (and not what is invalid) and should proceed in a stepwise fashion, ensuring that lower levels are established before proceeding to higher levels.


TABLE 9–2. Adapting dialectical behavior therapy levels of validation to prescribing conversations with trauma survivors







	Level of validation

	Suggestions for prescribing clinicians






	1.Active, aware, nonjudgmental listening

	Listen attentively; reflect patient’s posture; nod and show nonverbal empathy as appropriate.




	2.Accurate reflection of patient’s communication, without added interpretation

	Repeat patient’s exact words back to them (e.g., “You are exhausted and frustrated because you have not slept more than 2 hours at night in the past month”).




	3.Articulation of unverbalized thoughts, emotions, or patterns

	Offer tentative interpretations, ready to modify if the patient disagrees (e.g., “It sounds like you’re feeling increasingly tense, and that you’re feeling really uncomfortable around your supervisor. Am I hearing that right?”).




	4.Articulation of how the patient’s behavior makes sense given their biology and/or past experiences

	Connect the present with the past, ready to modify if the patient disagrees (e.g., “It makes sense that you are feeling so tense around your supervisor now, given what happened with your last supervisor just 2 years ago, and that this is affecting your sleep at night. What do you think?”).




	5.Articulation of how the patient’s behavior and experience make sense in their current circumstances

	Affirm ways that the patient’s experiences make sense given how they perceive the situation (e.g., “It sounds like you experience your work environment as very unsafe and isolated from anyone you trust. Given that experience, it makes sense that you’re feeling so tense”).




	6.Radical genuineness, treating the patient as a human being and as an equal

	Relate to the patient person-to-person, disclosing your own perspective (e.g., “Wow, this all makes sense. If I were in your situation, I would feel the same way”).






Source.  Adapted from Koerner and Linehan 2003.




Talking With Patients About Trauma


Second, prescribing clinicians must discern the extent to which patients are ready and willing to discuss specific traumatic experiences, and whether patients can do so safely without becoming emotionally dysregulated (or dissociating). There are two extremes to be avoided when it comes to talking about trauma in the context of a prescribing relationship. On one hand, the abstract nature of the DSM-5 criteria for PTSD and other trauma- and stressor-related disorders, which allow clinicians simply to ascertain that a traumatic exposure has occurred rather than to engage in detailed inquiry about these exposures, makes it possible for prescribers to initiate and sustain medication treatment plans, often for years, without ever knowing the specific details of a patient’s trauma. In some (though not all) cases, this symptom-focused approach may coincide with patients’ strong desire not to talk about these experiences. While it is possible to establish viable working relationships without this detail, we believe that not asking about specific contexts of trauma makes it harder to envision possible avenues for treatment.

On the other hand, if prescribing clinicians press patients to disclose specific details of their traumatic experiences, particularly in an initial intake or in the first one or two sessions of treatment, some patients may not wish to do so or may become dysregulated when they attempt to do so. For that reason, it is important for prescribing clinicians both to indicate a genuine interest in and openness to hearing the specific details of trauma and to allow patients to disclose this at their own pace, if at all. For example, as we enter the portion of an intake assessment in which we are asking questions about trauma, we will often preface these questions by saying, “I’m going to ask you some questions about past experiences, and I want you to know that you are in control. You have freedom to tell me as much or as little as you wish, and to let me know if you would like to move on to the next question or to the next part of the interview.” In our experience this often helps build alliance by building a safe space within which patients can tell their stories. During this time, if patients show signs of dysregulation, we check in with them, again emphasize their own freedom about what and how much to say, and focus on grounding practices such as awareness of breath.

It is also very important that prescribing clinicians remain attentive to and aware of their own voyeuristic desires to know specific details of patients’ traumatic experiences, to the extent that these exist, and not to allow these desires to direct the shape of the interview.





Practical Strategy 2: Focus on the Patient’s Agency and Empowerment


While prescribing clinicians are often rightly focused on reducing symptoms of mental distress, the specific symptoms of PTSD in DSM-5 such as insomnia and hypervigilance cover only part of what is important in trauma therapy. These symptoms often are part of a broader phenomenon of disempowerment and loss of self-efficacy and agency in the context of trauma and deprivation. Survivors of trauma experience healing not only by seeing reduction of problematic symptoms but also by establishing or reestablishing the capacity to tolerate and regulate distressing emotions and bodily sensations, complex interpersonal challenges, and lived experiences that may evoke past experiences of trauma. All treatment of trauma, including medication treatment, must keep this focus on agency, self-efficacy, and empowerment (Ford et al. 2005).

This focus on agency, empowerment, and resilience is central to Wrenn’s approach to working with trauma survivors. She often starts with the question, “What’s your understanding of why you’re here?” and then follows this with a conversation about the patient’s goals, various treatment options, and principles of shared decision-making. She emphasizes to patients that she is a consultant, not a coercive authority. “The patient is an expert on themselves, on what will work with them.” She will tell patients, “I’m not going to make you do anything; I’m here as your personal advisor with this set of expertise, and I want to help you with these problems you’re having.”

Part of empowering patients, Wrenn notes, is making space for patients to talk about their expectations, concerns, and responses to medication. Early in her career, she read Shawn Christopher Shea’s Improving Medication Adherence: How to Talk With Patients About Their Medications and was attracted to Shea’s move away from the language of “medication compliance” to the language of “medication interest” (Shea 2006). Following this model and drawing on motivational interviewing principles (Miller and Rollnick 2013), she asks patients to speak about their concerns about medication and their interest in taking them. She asks them to speak about prior experience with medication. She asks them what their illness is taking from them, and also what they would like to be doing if they did not feel so impaired.

Recognizing that patients who experience adverse effects of medication may not want to talk about them, Wrenn encourages them to do so. She listens carefully to patients’ negative perceptions of medication and does not discount them. “You don’t have to have a clear symptom,” she says. “You can just say, ‘I don’t like the way this medication makes me feel,’ and I’m going to hear that as a valid report.” When patients voice concerns about medication, she will often ask them whether they want to stop the medicine or to keep going—all as a way to foster the therapeutic alliance and to assure patients that they are in control.

It is deeply important, Wrenn emphasizes, for prescribing clinicians to explore the meaning of medication—what she describes as “the soul of the pill”—for the patient. Does the patient expect a “magic pill,” as in, “I won’t have to do anything else but take this pill, and I’ll feel better?” In that case, she speaks about the role of trauma-focused therapy. Or is the patient concerned that “you’re mucking with them [and] pumping brain chemicals into their body?” In cases like this, Wrenn describes the mechanism of serotonin reuptake inhibitor (SRI) medications in a way that emphasizes that the patient, not the medication, is the active force:


I’m not introducing a new [brain] chemical into your body. Your body is making the serotonin already. I’m just helping the balance of it to be where it needs to be. I’m like, “This isn’t a brain chemical. This is like turning on a little stopper for the vacuum cleaner so that your own body’s serotonin can build up. You’re still in charge of making all that.”



Wrenn also notes that empowering patients requires clinicians to be aware of their own power in the relationship and to be willing to deliberately lay that aside. “Every patient,” she notes, “knows that if they are suicidal you can lock them up. But to say, ‘I’m not interested in hospitalizing you—I’m really concerned about your safety, though, and I’d like to work with you on that’ can be deeply empowering.” The key, she notes, is “making patients active agents in their own lives.”




Practical Strategy 3: Encourage Trauma-Focused Psychotherapy


Wrenn’s experience, like ours, is that not every patient with PTSD requires trauma-focused psychotherapy for meaningful recovery—but many do. Two large meta-analyses examining both psychotherapy and medication for the treatment of PTSD have shown consistently larger effect sizes for psychotherapy, especially trauma-focused psychotherapies such as trauma-focused CBT and eye movement desensitization and reprocessing (EMDR), than for SRIs or other medication (Lee et al. 2016; Watts et al. 2013). This and other evidence led the U.S. Departments of Defense and Veterans Affairs to recommend trauma-focused psychotherapy, not medication, as the first-line treatment for PTSD in veterans (Management of Posttraumatic Stress Disorder Work Group 2017). Though they did not find sufficient evidence to recommend psychotherapy as an augmentation for medication nonresponders, it is clear that trauma-focused psychotherapy is associated with greater and longer-lasting reduction in symptoms and improvement in functional status.

With this in mind, prescribing clinicians must be humble about the capacity of medications to successfully guide patients to recovery from PTSD, and must work to prescribe in a way that supports and that reduces barriers to trauma-focused therapy for patients who would benefit from it. Often this can be done by emphasizing to patients that the role of medication is not to treat PTSD per se, which may encourage fantasies of a “magic pill,” but rather to help treat particular symptoms or adverse experiences that may get in the way of engagement with therapy and other meaningful life activities, and to help patients manage extreme arousal states (Ford et al. 2005). Serotonergic medications such as paroxetine, sertraline, and venlafaxine, if taken daily, can help to decrease hypervigilance, reduce nightmares, and lessen the intensity of emotional experiences. Non-habit-forming anxiolytics such as hydroxyzine and buspirone may curb the intensity of acute anxiety states (benzodiazepines are contraindicated because of their habit-forming potential, because they may reduce the effectiveness of exposure therapy, and because they have not been associated with long-term PTSD symptom improvement in controlled trials). Prazosin may help to reduce the intensity of trauma-related nightmares, and sedative-hypnotics such as trazodone may reduce sleep-onset latency (though the latter are less useful for sleep duration; Management of Posttraumatic Stress Disorder Work Group 2017).

Prescribers must be aware, however, that even distressing PTSD symptoms may have a function and that patients are sometimes ambivalent about giving them up. In this case, they may be ambivalent about the medications that promise to take these symptoms away. One way to understand PTSD is as a set of conscious and unconscious strategies to regain and maintain control after one’s lived world has become, at least for a time, threatening and uncontrollable. Many of the core experiences of PTSD—numbing, avoidance, hypervigilance, and so on—serve as protective strategies for living in a hostile and uncontrollable world. Trauma-focused psychotherapies work by encouraging patients to feel and to accept these experiences. In the case of cognitive approaches such as cognitive processing therapy, patients also directly explore the thoughts and beliefs about the world that engender these experiences—engaging them at the root. But if the function of these experiences is not addressed, the therapeutic effect of medications may be threatening. A person with severe PTSD may be exhausted from chronic hypervigilance and yet be reluctant to take an SRI, because hypervigilance is the way that she stays safe. A combat veteran might desperately want to sleep more than 3 hours per night and yet be reluctant to take a sedative-hypnotic, because deep sleep (and especially drug-induced sleep) leaves him vulnerable to unexpected threats. For all of these reasons, it’s important for prescribing clinicians to consider the function of PTSD symptoms, to speak with patients about what they stand to lose if medications have their intended effect, and to address ambivalence about medications directly and collaboratively.

Finally, Wrenn says it is important for prescribers to actively encourage therapy and to facilitate access to therapy. She speaks with her patients about what they can expect in trauma-focused therapy. Sometimes therapists will visit her clinic to meet prospective patients. Sometimes she will encourage her patients to “just go one time, meet with me afterward, and let me know how it is.” But she never just gives a patient a list of phone numbers to call.




Practical Strategy 4: Learn About the Contexts in Which Trauma Occurs


We have noticed in our own practices that it is possible to diagnose patients with PTSD using DSM-5 criteria and to initiate treatment plans that include medication without ever learning the specific details of patient’s traumatic experiences. In some cases, for instance in acute care settings, this may be appropriate. But if we do not seek to understand the experiences and contexts that give rise to patients’ posttraumatic stress, we lose important opportunities to build meaningful relationships that affect medication prescribing.

Wrenn emphasizes that it is important for clinicians to educate themselves about the forms that trauma takes in the communities that they serve. In the African American community, for example, historical and systemic racism renders certain forms of trauma more likely. Inequitable community policing and racial disparities in criminal sentencing laws lead to higher rates of criminal justice involvement for Black men and higher rates of traumatic encounters with law enforcement. Learning about this history and present reality can foster sensitivity in clinicians to the possible presence of trauma, and also can foster greater compassion and empathy for trauma survivors. It can also help clinicians avoid relationship-damaging microaggressions and microinvalidations that are common in the experience of members of racial/ethnic minority groups in the United States.

In a related but different context, one of us (W.K.) worked as a psychiatrist in the Veterans Affairs health care system for years before realizing with shame that while I had diagnosed dozens of Vietnam veterans with combat-related PTSD and treated many of them with medications, I did not know very much about the experience of American soldiers in Vietnam. When I began to learn more about this—starting with Jonathan Shay’s Achilles in Vietnam: Combat Trauma and the Undoing of Character (Shay 1994)—I was able to share much more effective conversation with patients about their war experiences, I better understood them, and I was able to develop stronger and more trusting relationships that, in turn, helped my prescribing practices. Every clinican would benefit from learning more about the communities in which they practice.




Practical Strategy 5: Attend to Your Emotional Responses to the Patient, as Well as to the Patient’s Emotional Responses to You


As Herman (1997) makes clear, trauma clinicians can often elicit strong feelings and reactions in patients who are trauma survivors, and vice versa. Patients may consciously or unconsciously associate prescribing clinicians with abusers and perpetrators of trauma, perhaps due to resemblances to historical perpetrators—as when a Black survivor of racial violence enters the office of a white clinician, or when a survivor of childhood sexual abuse works with a clinician with shared characteristics to their abuser. In this case, patients may appear guarded, uncomfortable, or defensive. Or patients may associate prescribing clinicians with rescuers and show effusive gratitude and praise until a perceived slight or disappointment, when praise can quickly change into despairing rage.

Wrenn emphasizes that a trauma-informed perspective that asks of patients not “What’s wrong with you?” but rather “What happened to you?” is valuable for making sense of therapy-endangering behaviors. With patients who are angry or who are “prickly porcupines,” she encourages clinicians to ask themselves, “Why might a person react to me that way? Why might I be reacting in a certain way? What within the world where that person comes from might explain how they are reacting to me?”

Conversely, trauma survivors often elicit strong feelings and reactions in prescribing clinicians. Clinicians may find that patients’ stories resonate with our own trauma histories, and this can lead to a number of productive and unproductive reactions. Positively, clinicians may feel greater empathy and compassion for patients, and find their hearts opened to understanding not just the patients’ symptoms but also their stories and contexts. Negatively, however, prescribers may find themselves enmeshed in patients’ experience and prescribing medications to take away the pain that the clinician feels for and with the patient. They may feel the urge to align with patients against the perceived inadequate or faulty treatment of other clinicians, contributing to a splitting pattern. Or prescribers may find themselves emotionally cut off from their patients, or even wishing to punish them for their vulnerability and weakness. For all of these reasons, as Herman recommends, prescribing clinicians must be self-aware of their own experience and countertransference reactions. Just as peer consultation is an established component of many forms of trauma-focused psychotherapy, prescribers benefit from opportunities to consult with other peers to describe their work with trauma survivors.

Ruptures in alliance in trauma work are very common. McLaughlin et al. (2014) found that ruptures (quick declines) in alliance occurred in 46% of patients undergoing prolonged exposure therapy for PTSD. The good news, though, is that ruptures can often be repaired. In the same study, for example, patients with unrepaired ruptures in alliance reported the highest posttreatment PTSD severity, but patients with repaired ruptures reported posttreatment PTSD that was much closer to those who had never experienced a rupture in alliance.





Keeping Relationship Central in Trauma Treatment


“It’s not just the prescription that you’re giving,” Glenda Wrenn says. “In everything you are doing, there are so many opportunities to be a part of the healing process for people who are traumatized. Whether it’s the smile on your face, the welcome in your voice, or the understanding in your eyes, these are all really powerful interactions.”

Trauma is relational. Relationships are central to the perpetration of trauma and to the perpetuation of posttraumatic stress. But relationships are also central to resilience, to recovery, and to healing from trauma. By working to cultivate strong therapeutic relationships and by prescribing in a way that empowers patients for relationship, prescribing clinicians can participate in this process of relational healing, and celebrate as patients recover and display the capacity to endure as they build a future marked by peace.
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When the Body Speaks: Prescribing in the Context of Somatic Distress


Featured Clinicians: Cecilia Ordóñez, M.D., and Luke Smith, M.D., El Futuro, Durham, NC

Key Concept or Skill: Cultural Formulation

 

Sometimes the body speaks what words cannot express.

Mental health prescribers are accustomed to prescribing medicines for psychological and behavioral symptoms and concerns. But some of the most challenging prescribing situations occur when patients present with bodily symptoms and concerns that either do not have clear physiological explanation or are accompanied by high levels of preoccupation and distress. Some symptoms have no medical explanation; indeed, “medically unexplained symptoms” are a part of 40%–50% of primary care visits worldwide and are a regular feature of primary care practice (Haller et al. 2015). In other cases, there are known physiological reasons for patients’ symptoms, but patients experience distress or impairment that is disproportionate to these known reasons. Sometimes these bodily symptoms and concerns are referred for treatment by mental health prescribers.

DSM-5-TR includes, in the category of “Somatic Symptom and Related Disorders,” several diagnoses that differ from each other in important ways (American Psychiatric Association 2022). Factitious disorder involves intentional falsification of psychological or physical signs or symptoms, or induction of injury or disease, in order to present oneself as ill, impaired, or injured, and in the absence of obvious external rewards. Functional neurological symptom disorder (conversion disorder) involves one or more symptoms of altered voluntary motor or sensory function that is incompatible with recognized neurological or medical conditions. Illness anxiety disorder involves preoccupation with having or acquiring a serious illness when bodily/somatic symptoms are either minimal or entirely absent. Psychological factors affecting other medical conditions may be diagnosed when, as the name indicates, psychological factors adversely influence the etiology, course, and/or treatment of known medical disorders. Finally, the diagnosis of somatic symptom disorder involves one or more distressing or impairing bodily or somatic symptoms accompanied by disproportionate and persistent thoughts about their seriousness, persistently high anxiety about them, or excessive time and energy devoted to these symptoms or health concerns. If pain is the primary symptom, DSM-5-TR specifies this as somatic symptom disorder with predominant pain. Unlike related diagnoses in previous editions of the DSM, the DSM-5-TR diagnosis of somatic symptom disorder does not require that the somatic symptoms be medically unexplained—only that they be distressing or disruptive, and that they be accompanied by excessive thoughts, feelings, or behaviors (American Psychiatric Association 2022).

The diagnosis of somatic symptom disorder, however, captures only a small portion of what might be called, more broadly, somatic distress. While the prevalence of somatic symptom disorder is not known, it is safe to assume that for every patient who presents to a medical setting and who is diagnosed with somatic symptom disorder, there are many other patients for whom somatic symptoms are attributed to major depressive disorder (including fatigue and changes in sleep and appetite, which are part of the diagnostic criteria for major depressive disorder), anxiety disorders (e.g., shortness of breath, nausea, or paresthesias in panic disorder), or other medical disorders (including mental disorders). For that reason, we focus in this chapter not on the challenges of prescribing for somatic symptom disorder alone, but more broadly, on times when mental health prescribers are asked to treat troublesome, excessive, or impairing somatic distress.

Drs. Cecilia Ordóñez and Luke Smith, who are both psychiatrists at El Futuro (https://elfuturo-nc.org), a nonprofit mental health organization dedicated to providing culturally responsive, trauma-informed mental health care to Spanish-speaking residents of North Carolina, have earned practical wisdom on prescribing medications for somatic distress. Most of the Latino patients whom they treat do not present to them with somatic distress, and somatic distress is found universally and is by no means limited to the Latino population.1 But their work, informed by a commitment “to nurture stronger familias to live out their dreams,” highlights ways to build effective therapeutic relationships with patients who present with somatic distress, and also makes clear that attending to somatic distress always requires attending closely to patients’ cultural and social contexts.



Somatic Distress, Relationship, and the Work of El Futuro


El Futuro is a mental health clinic, and also a communal space of gathering and meaning-making. Located in a 1960s-era shopping center in an area of Durham, North Carolina, with a high concentration of Latino residents, one wall is covered with a colorful, flowing mural painted by a local Mexican American artist. Just outside the clinic entrance, a formerly neglected courtyard has blossomed into a therapeutic community garden. Inside the entrance is a brightly lit, colorful space that reinforces El Futuro’s commitment to relationship, confianza (trust), and calor humano (human warmth). El Futuro strives to be not only a clinic but also a safe space and a place of belonging, both for the patients who seek care and for the staff and clinicians who work there. The clinic recently celebrated its own quinceañera, a celebration of its fifteenth birthday, with a party that was attended by staff, current and former patients and their families, and leaders within the local Latino community.

El Futuro’s patients reflect the growing and rapidly changing Latino population of central North Carolina. Many have recently immigrated to the United States from Latin American countries, especially Mexico and several countries in Central America. Many others were born in the United States and are the children and relatives of immigrants. Most would strongly embrace Latino cultural identity, familismo (commitment to and connection to family), and a commitment to work.

Ordóñez and Smith emphasize that many of their patients do not present with somatic distress, but they report that somatic distress is common among their patients. Many patients present with tension en la nuca (tension in the neck), which, in Smith’s experience, is frequently associated with depression. Other patients commonly present with headaches, abdominal pain, or other gastrointestinal symptoms. Regularly, but less commonly, patients will describe paresthesias in the trunk or extremities, dry throat, or persistent dizziness. Frequently patients will associate these symptoms with nervios, a condition described in many Latin American countries that involves symptoms of muscle tension, high or low blood pressure, headaches, chest and abdominal pain, and desperation (Weller et al. 2008).

Ordóñez’s and Smith’s experience is consistent with clinical studies showing that somatic distress is common within Latino populations in the United States (Angel and Guarnaccia 1989; Dunlop et al. 2020; Escobar et al. 1989; Lara-Cinisomo et al. 2020; Rao et al. 2012). This literature also emphasizes cultural variation among different Latino populations; for instance, in a study of children and adolescents referred to an anxiety clinic in south Florida, Pina and Silverman (2004) reported that Cuban American youth who chose to conduct an interview in English reported lower levels of distress from somatic symptoms than did non-Cuban American Latino respondents, but Cuban American youth who chose to conduct an interview in Spanish reported higher levels of distress from somatic symptoms than either other Latino/a respondents or European American respondents. Culture-specific psychiatric diagnostic systems outside of DSM-5-TR also exist for particular communities, including Latin America (Berganza and Mezzich 2003) and Cuba (Otero-Ojeda 2002). See Table 10–1 for a description of how DSM-5-TR describes common “cultural concepts of distress” common in Latino cultures.


TABLE 10–1. Cultural concepts of distress in DSM-5-TR common in Latino cultures








	Name

	Description and/or symptoms

	Notes






	Ataque de nervios (“attack of nerves”)

	Intense emotional upset (acute anxiety, anger, or grief)

	Often occurs in relation to stressful life event, especially related to family




	
	Screaming and shouting uncontrollably




	
	Attacks of crying

	



	
	Trembling

	



	
	Heat in the chest rising into the head

	



	
	Becoming verbally or physically aggressive

	



	
	Sense of being out of control

	



	Nervios (“nerves”)

	Headaches and “brain aches” (occipital neck tension)

	



	
	Irritability

	



	
	Stomach disturbances

	



	
	Sleep difficulties

	



	
	Nervousness

	



	
	Easy tearfulness

	



	
	Inability to concentrate

	



	

	Trembling

	



	
	Tingling sensations

	



	
	Mareos (dizziness with occasional vertigo-like exacerbations)

	



	Susto (“fright”)

	Illness attributed to a frightening event that causes the soul to leave the body and results in unhappiness, sickness, and difficulty functioning in key social roles

May appear days to years after fright is experienced

Common experiences include appetite disturbances, inadequate or excessive sleep, troubled sleep or dreams, feelings of sadness, low self-worth or dirtiness, interpersonal sensitivity, lack of motivation

Somatic symptoms may include muscle aches/pains, cold in the extremities, pallor, headache, stomachache, diarrhea

	Recognized among Latino communities in the United States, Mexico, Central America, and South America; not recognized in the Caribbean

May be precipitated by natural phenomena, animals, interpersonal situations, and supernatural agents, among others






Source. American Psychiatric Association 2022.




Culture, Personhood, and the Problem of Somatization


The concept of somatization has deep roots in the history of psychiatry. Josef Breuer’s and Sigmund Freud’s Studies on Hysteria (1893–1895), arguably the founding text of psychodynamic psychiatry, featured five case studies of Breuer’s and Freud’s work with women who suffered unexplained neurological symptoms that would now be considered medically unexplained somatic symptoms. Breuer and Freud postulated that their patients’ symptoms were at root caused by various forms of “psychic trauma” that could not be psychologically processed (“abreacted”) and therefore continued to exert power—hence their observation that “hysterics suffer mainly from reminiscences” (Breuer and Freud 1893–1895, p. 7). They then observed that if these psychic traumas could be expressed in language and affectively experienced, the hysterical (somatic) symptoms would immediately disappear. Though the diagnosis of “hysteria” is no longer used, these observations helped to cultivate within psychiatry a core belief that symptoms in the body could be caused by mental processes, and that somatic distress can be alleviated when these mental processes are understood, brought to consciousness, and addressed.

More recently, however, cultural anthropologists and clinicians who study mental health across cultures have charged that this view of the relationship of psychic distress to somatic distress is misleading and particularly Western in form. Kirmayer et al. (1998), for example, argue that “somatization is a concept that reflects the dualism inherent in the Western cultural concept of the person” (p. 258). Somatic distress, these critics argue, is a common phenomenon across cultures, but takes different meaning in different cultural contexts. Sometimes, in every culture, somatic distress is an index of disturbed physiology—though cultures differ on how to account for somatic distress when the distress does not clearly point to a disease process. Modern psychiatry, following the example of Breuer and Freud, has traditionally attributed somatic symptoms to internal psychological conflict (e.g., unresolved trauma) or to a manifestation of a different mental disorder, such as psychomotor agitation in major depression. But somatic distress does not have to function in these ways. Somatic syndromes such as nervios among Mexican Americans and “heart distress” among Iranians might be just as well understood as “cultural idioms of distress” or as non-language-based “metaphors for experience” that are recognized as meaningful in particular cultures. Or, alternatively, somatic distress may function as modes of social maneuvering and positioning within local systems of power, or as ways to protest the adequacy and legitimacy of existing social structures (Kirmayer and Young 1998).

Kirmayer and Young (1998) warn that clinicians may fail their patients if they insist on interpreting somatic distress exclusively through the lenses of psychiatric diagnoses that are dominant in the United States and Europe. First, for collectivist cultures that place high priority on the family and community unit rather than on Western “expressive individualism,” somatic distress may be more helpfully regarded as a problem in family systems or communities rather than as a manifestation of individual psychological conflict. Second, some somatic distress syndromes such as nervios, while not found in official diagnostic manuals, have culturally recognized patterns of cause, presentation, and treatment that cannot be reduced to DSM constructs such as major depressive disorder or generalized anxiety disorder (see Koss 1990). Third, DSM categories may obscure clinicians’ ability to see how somatic distress may function as a way of communicating protest or dissatisfaction about one’s relationships or social context. With these critiques in mind, Kirmayer et al. (1998, p. 255) encourage a “cultural approach” to treating somatic distress comprising five stages:



	Understanding the potential and effective meaning of somatic symptoms;


	Joining the patient by eliciting and employing their own explanatory models, attributions, and metaphors;


	Applying behavioral medicine interventions to achieve some symptomatic improvement;


	Broadening the context of illness through considering its impact on the patient’s daily life and social network; [and]


	Intervening in the social context that sustains distress through culturally responsive methods.






But how can a clinician develop a cultural approach? The clinical experience of Cecilia Ordóñez and Luke Smith at El Futuro offers practical ways that prescribing clinicians might build strong, culturally responsive working relationships with patients experiencing somatic distress.




Practical Strategies for Cultivating Strong Working Relationships With Patients With Somatic Distress


There is little evidence for the effectiveness of medication for the disorders contained within the DSM-5-TR section on somatic symptom and related disorders. Several small or open-label studies have suggested that serotonin reuptake inhibitors (particularly fluoxetine and paroxetine) are helpful for hypochondriasis, a precursor to illness anxiety disorder (Fallon 2004; Scarella et al. 2019), and one small study associated fluvoxamine with at least moderate improvement in four of seven patients with DSM-IV somatization disorder (Noyes et al. 1998).

Psychotherapy trials, in contrast, have shown more consistent (though modest) benefit for somatic symptom disorders. A recent Cochrane review of 21 psychotherapy studies (14 specific to cognitive-behavioral therapy) showed significant benefit for psychotherapy at small to moderate effect sizes, though cognitive-behavioral therapy was not superior to increased structured care from physicians (van Dessel et al. 2014). The authors of this Cochrane review observed, however, that these psychotherapy trials included only patients who were amenable to psychological treatments, which leaves out many patients in somatic distress. There are no psychopharmacological or psychotherapeutic “magic bullets” for somatic distress. Successful treatment of somatic distress is a matter not of technique, but rather of the establishment of a collaborative working relationship with patients over time (Henningsen 2018).

Drawing from the literature on somatic distress, on our clinical experience, and on the work and experience of Cecilia Ordóñez and Luke Smith, we offer six practical strategies for building effective working relationships with patients who present with somatic distress—not only for patients who identify as Latino/a but for everyone.



Practical Strategy 1: Validate Patients’ Distress and Honor Somatic Distress as Valid Modes of Experience


Prescribing clinicians sometimes become so preoccupied with whether or not patients’ somatic symptoms are rooted in known anatomical lesions or physiological disturbances—that is, whether they are “organic,” on one hand, or “psychogenic” and “functional,” on the other—that they fail to recognize and to communicate that whatever the cause, somatic symptoms are real for the patient and need to be validated as such. Luke Smith emphasizes that leading with biomedical models can be like speaking another language to patients, even if clinicians are speaking in patients’ first language of Spanish. Ordóñez and Smith have learned that it is first important to listen and to validate patients’ experiences.

Prescribing clinicians can build alliance with patients by validating their distress and saying, for example, “I want you to know that although no one has yet been able to identify a clear cause, I recognize that you are experiencing ________ and that it is very distressing to you.” As with any symptom, prescribing clinicians can build alliance with patients by taking detailed histories of each symptom, focusing especially on when the symptoms started, how they impair the patient’s function, what makes them worse, and what makes them better. Prescribing clinicians should never tell patients that the distress is “in their head” or that it is caused by psychological conflict, as this perpetuates a false mind-body dualism and patients may believe that the clinician does not believe the somatic distress to be real.

To this point, although we affirm that somatic distress is often closely related to prior trauma and ongoing psychosocial stress, we also affirm that there is nothing intrinsically inferior or pathological about experiencing distress in the body rather than in the “mind.” For over a century, mental health clinicians have often internalized the belief that patients make progress in therapy when they are able to “make the unconscious conscious” and to bring unverbalized conflicts into conscious awareness. We affirm the value of such work, whether it is done in a psychodynamic or a more cognitive-behavioral frame. But if the process of bringing experience to consciousness leads patients to understand the “real” source of conflict as in the “mind” rather than the “body,” this can lead to intellectualism and to the depreciation of bodily experience. It also may lead to depreciation of cultures in which somatic distress is an accepted way of interpreting and experiencing stress. Good therapy of any sort does not encourage patients to leave behind their bodily experience in favor of “mental” experience, but rather to be more present in their bodies and to the meaning and power of living as bodies. For that reason, it is important for clinicians to check any belief that patients who choose to articulate their distress in mental/psychological language—who are “psychologically minded”—are more able to communicate “real” distress than patients who experience distress in their bodies. This psychic bias will only get in the way of building alliance with patients with somatic distress.




Practical Strategy 2: Explore Cultural Context and the Meaning of Symptoms for the Patient and for Their Community


Luke Smith stresses that somatic symptoms among Latino patients often serve as “practical currency by which people are able to communicate about something inside.” Many of his patients, for example, have immigrated to the United States from rural Mexico. In small Mexican villages, it is rare for these patients to have had an opportunity to see a psychiatrist. Personal and relational problems are more likely to be engaged within families or brought to a network of healers including priests, pharmacists, and curanderos (practitioners of folk remedies). In this world, it makes sense to feel distress in the body and to communicate distress by reference to the body—not only as a response to unavailability of mental health clinicians, but as a way to avoid stigma associated with mental illness. Smith adds that in these contexts, even nervios (“nerves”) is best understood not as “anxiety” but as a somatic illness.

For these reasons, it is important to engage patients on their own terms, exploring the role that somatic experiences play in the particular contexts of their families, their communities, and their cultures. Prescribing clinicians may misunderstand syndromes such as nervios if they assume that they can be translated without loss into DSM-5-TR diagnoses such as generalized anxiety disorder. Rather than forcing patient experience into DSM-5-TR categories, in some cases it may be better to treat patients for the diagnoses that they understand themselves to have, such as nervios, which will often be more acceptable to patients, better reflect their cultural context, and avoid the stigma that may be associated with formal psychiatric diagnoses (Varela et al. 2004). When prescribers and patients are not fluent in the same language, using an interpreter will facilitate this communication about cultural nuances without harming the therapeutic alliance (Villalobos et al. 2016).

The Cultural Formulation Interview (CFI) in DSM-5-TR provides a practical way for clinicians to ask about the meaning of symptoms for patients and to better understand patients’ relational and cultural contexts (Diaz et al. 2017). The CFI is a set of 16 questions that may be flexibly adapted to elicit cultural definition of the problem; cultural perceptions of cause, context, and support; and cultural factors affecting coping and past and present help seeking. See Table 10–2 for an abridged list of the 16 CFI questions, which can be found in full in DSM-5-TR (American Psychiatric Association 2022) and explained in more detail elsewhere (Lewis-Fernández et al. 2016).


TABLE 10–2. Abridged list of DSM-5-TR Cultural Formulation Interview questions






	Cultural definition of the problem




	What brings you here today? (How would you describe your problem?)




	Sometimes people have different ways of describing their problem to their family, friends, or others in their community. How would you describe your problem to them?




	What troubles you most about your problem?




	Cultural perceptions of cause, context, and support




	Why do you think this is happening to you? What do you think are the causes of your [PROBLEM]?




	What do others in your family, your friends, or others in your community think is causing your [PROBLEM]?




	Are there any kinds of supports that make your [PROBLEM] better, such as support from family, friends, or others?




	Are there any kinds of stresses that make your [PROBLEM] worse, such as difficulties with money, or family problems?




	Sometimes, aspects of people’s background or identity can make their [PROBLEM] better or worse. . . . For you, what are the most important aspects of your background or identity?




	Are there any aspects of your background or identity that make a difference to your [PROBLEM]?




	Are there any aspects of your background or identity that are causing other concerns or difficulties for you?




	Cultural factors affecting self-coping and past help seeking




	Sometimes people have various ways of dealing with problems like [PROBLEM]. What have you done on your own to cope with your [PROBLEM]?




	Often, people look for help from many different sources, including different kinds of doctors, helpers, or healers. In the past, what kinds of treatment, help, advice, or healing have you sought for your [PROBLEM]? (What types of help or treatment were most useful? Not useful?)




	Has anything prevented you from getting the help you need?




	Cultural factors affecting current help seeking




	What kinds of help do you think would be most useful to you at this time for your [PROBLEM]?




	Are there other kinds of help that your family, friends, or other people have suggested would be helpful for you now?




	Cultural factors affecting current help seeking (continued)




	Sometimes doctors and patients misunderstand each other because they come from different backgrounds or have different expectations. Have you been concerned about this and is there anything we can do to provide you with the care that you need?






Source. American Psychiatric Association 2022.




Practical Strategy 3: Speak With Patients About the Relationship of Stress to the Body


Cecilia Ordóñez notes that her patients with somatic symptoms usually respond well to being asked about stress, a term that avoids the stigma of formal psychiatric diagnoses and that is widely accepted as something that is part of being human. She will ask her patients, “Do you notice in your body if you are stressed? Or do you know anyone who, when they are stressed, has physical symptoms?” She listens carefully to how patients respond, and if appropriate, follows by commenting that stress can affect the way that we feel both in our bodies and in our emotions. This response does not separate mind and body, and yet helps patients to reflect on the association between somatic distress and emotional experience.

In our practice we always ask patients with somatic distress about current sources of stress, including stress from relationships and financial and housing stress, because this leads directly to avenues for therapy. Over the course of treatment, it is also important to pay attention to prior exposure to trauma and possible comorbid PTSD, because somatic symptoms are more common in patients with prior trauma exposures and may respond to trauma-focused therapy (Creed et al. 2012).




Practical Strategy 4: Establish Clear Targets for Medication Treatment, With Frameworks for Monitoring


Because there are no medications with strong evidence for efficacy for somatic symptom disorder as a whole, medication treatment for somatic distress must be clearly targeted at particular symptoms and should be stopped if the symptoms do not improve after medication is started. When Cecilia Ordóñez meets patients with prominent somatic distress, she first gathers detailed information on all of their symptoms. She then identifies targets for medication (e.g., sleep) and explains to patients that a medication may reduce the target symptom and, overall, help their bodies to feel healthier (e.g., as a result of better sleep). She then asks patients to pay attention to any changes that they notice, and makes a point to follow patients frequently at the beginning of treatment (every 1–2 weeks). If patients do not notice symptom improvement, she reassesses the need for a medication and decides if changes to the medication are needed (discontinuing, increasing the dose, or selecting a different medication). If they do notice improvement, she celebrates with them and uses this as an opportunity to strengthen the alliance and to encourage patients’ confidence in mental health treatment. Throughout treatment, she encourages patients to speak about any reservations about medication (for instance, disapproval of family members, a fear that medication will be addictive, or beliefs that taking medication signifies weakness) and helps them to place these concerns alongside the response that they are feeling (or not) to medication treatment.




Practical Strategy 5: Decouple the Expression of Symptoms From the Frequency and Intensity of Treatment


Medical systems are generally configured to titrate clinician availability to patients’ ongoing experience of symptoms. In some cases, however, this may create an unconscious incentive for patients to continue to experience and to report somatic distress in order to assure frequent contact with their clinicians. Prescribing clinicians can partially mitigate this by setting a treatment frame in which patients have regular and mutually agreed-on contact with the clinician, regardless of whether the patient’s symptoms are better, worse, or unchanged. This can be done by scheduling appointments at regular and frequent intervals, by setting clear boundaries on phone communication and written messages, and by collaborating with the patient on clear plans for management of troubling symptoms (e.g., abdominal pain, headaches, or insomnia) that do not require emergency consultation with the prescribing clinician. In this way, patients do not have to have ongoing symptoms in order to preserve a treatment relationship in which they find value.




Practical Strategy 6: Communicate Collaboratively With Other Medical Practitioners


Patients with somatic distress and “medically unexplained symptoms” are often sources of significant frustration for primary care practitioners, who may have already engaged in extensive workups for various somatic complaints (Olde Hartman et al. 2009). Referral to a mental health prescribing clinician may be the “end of the road,” when all diagnostic workups have been negative and when both clinicians and patients are frustrated. We encourage mental health prescribing clinicians to communicate and to collaborate with patients’ primary care and other clinicians, both to avoid splitting situations and because these clinicians have often developed helpful strategies for engaging patients’ somatic distress (Aamland et al. 2017).





From Symptoms to Stories


People in somatic distress are not only bearers of symptoms. They are also inhabitants of stories that are invaluable for placing those symptoms into proper context, and in finding helpful pathways forward. Luke Smith says that he has learned from psychiatrist and anthropologist Arthur Kleinman to look for the story behind any illness (Kleinman 1988). When patients present in somatic distress, clinicians may ask, “In what story or stories does this experience have meaning?”

Smith notes with gratitude a message that he received, as El Futuro’s executive director, from a medical resident who had recently concluded a rotation at the clinic. “I think the most important thing I’ll take along,” the trainee wrote in an e-mail to Dr. Smith,


is the example of a clinic that acts as so much more than an auto repair shop for bodies. [It is] a living, breathing community center. An immigrant advocate. A voice for the community, bearing witness to the lives of immigrants that are often hidden from the mainstream public eye. A place where like minds come together to feel a sense of solidarity in working to support the Latinx community. There seems to be something powerful and healing about a place where people are so proud of the community they have found that they will enthusiastically ignore stigma to proclaim to others that El Futuro is their home for mental health.



Drs. Ordóñez and Smith frequently prescribe medications at El Futuro, but they do this in the context of a community that fosters relationship, trust, and human warmth. It is this affirming, expectant, listening community—and not medication alone—that brings healing.




References



	Aamland A, Fosse A, Ree E, et al: Helpful strategies for GP’s seeing patients with medically unexplained symptoms: a focus group study. Br J Gen Pract 67(661):e572–e579, 2017


	American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, 5th Edition, Text Revision. Washington, DC, American Psychiatric Association, 2022


	Angel R, Guarnaccia PJ: Mind, body, and culture: somatization among Hispanics. Soc Sci Med 28:1229–1238, 1989


	Berganza CE, Mezzich JE, Ojeda AO, Jorge MR: Guía Latinoamericana de Diagnóstico Psiquiátrico (GLADP). Guadalajara, México, Asociación Psiquiátrico de América Latina, 2003


	Breuer J, Freud S: Studies on Hysteria (1893–1895). Translated by Strachey J. New York, Basic Books, 2009


	Creed FH, Davies I, Jackson J, et al: The epidemiology of multiple somatic symptoms. J Psychosom Res 72:311–17, 2012


	Diaz E, Añez LM, Silva M, et al: Using the Cultural Formulation Interview to build culturally sensitive services. Psychiatr Serv 68:112–114, 2017


	Dunlop BW, Still S, LoParo D, et al: Somatic symptoms in treatment-naïve Hispanic and non-Hispanic patients with major depression. Depress Anxiety 37:156–165, 2020


	Escobar JI, Rubio-Stipec M, Canino G, Karno M: Somatic Symptom Index (SSI): a new and abridged somatization construct: prevalence and epidemiological correlates in two large community samples. J Nerv Ment Dis 177:140–146, 1989


	Fallon BA: Pharmacotherapy of somatoform disorders. J Psychosomatic Res 56:455–460, 2004


	Haller H, Cramer H, Lauche R, Dobos G: Somatoform disorders and medically unexplained symptoms in primary care. Dtsch Arztebl Int 112:279–287, 2015


	Henningsen P: Management of somatic symptom disorder. Dialogues Clin Neurosci 20:23–30, 2018


	Kirmayer LJ, Young A: Culture and somatization: clinical, epidemiological, and ethnographic perspectives. Psychosomatic Med 60:420–430, 1998


	Kirmayer LJ, Dao THT, Smith A: Somatization and psychologization: understanding cultural idioms of distress, in Clinical Methods in Transcultural Psychiatry. Edited by Okpaku S. Washington, DC, American Psychiatric Press, 1998, pp 233–265


	Kleinman A: The Illness Narratives: Suffering, Healing, and the Human Condition. New York, Basic Books, 1988


	Koss JD: Somatization and somatic complaint syndromes among Hispanics: overview and ethnopsychological perspectives. Transcultural Psych Res Rev 27:5–29, 1990


	Lara-Cinisomo S, Akinbode TD, Wood J: A systematic review of somatic symptoms in women with depression or depressive symptoms: do race or ethnicity matter? J Womens Health (Larchmt) 29(10):1273–1282, 2020


	Lewis-Fernández R, Aggarwal NK, Hinton L, et al (eds): DSM-5 Handbook on the Cultural Formulation Interview. Arlington, VA, American Psychiatric Publishing, 2016


	Noyes R, Happel R, Muller B, et al: Fluvoxamine for somatoform disorders: An open trial. Gen Hosp Psychiatry 20:339–344, 1998


	Olde Hartman TC, Hassink-Franke LJ, Lucassen PL, et al: Explanation and relations: how to general practitioners deal with patients with persistent medically unexplained symptoms: A focus group study. BMC Fam Pract 10:68–76, 2009


	Otero-Ojeda AA: Third Cuban Glossary of Psychiatry (GC-3): key features and contributions. Psychopathology 35:181–184, 2002


	Pina AA, Silverman WK: Clinical phenomenology, somatic symptoms, and distress in Hispanic/Latino and European American youths with anxiety disorders. J Clin Child Adolesc Psychol 33:227–236, 2004


	Rao U, Poland RE, Lin K-M: Comparison of symptoms in African-American, Asian-American, Mexican-American, and Non-Hispanic White patients with major depressive disorder. Asian J Psychiatr 5:28–33, 2012


	Scarella TM, Boland RJ, Barsky AJ: Illness anxiety disorder: psychopathology, epidemiology, clinical characteristics, and treatment. Psychosomatic Med 81:398–407, 2019


	van Dessel N, den Boe M, van der Wouden JC, et al: Non-pharmacological interventions for somatoform disorders and medically unexplained physical symptoms (MUPS) in adults. Cochrane Database Syst Rev 11:CD011142, 2014


	Varela RE, Vernberg EM, Sanchez-Sosa JJ, et al: Anxiety reporting and culturally associated interpretation biases and cognitive schemas: a comparison of Mexican, Mexican American, and European American families. J Clin Child Adolesc Psychol 33:237–247, 2004


	Villalobos BT, Bridges AJ, Anastasia EA, et al: Effects of language concordance and interpreter use on therapeutic alliance in Spanish-speaking integrated behavioral health care patients. Psychol Serv 13:49–59, 2016


	Weller SC, Baer RD, Garcia JG, Rocha ALS: Susto and nervios: expressions for stress and depression. Cult Med Psychiatry 32:406–420, 2008









1We are aware of considerable debate on how to name the population that Drs. Ordóñez and Smith treat. While individuals in this population most often refer to themselves as “Hispanic,” “Latino,” or “Latina,” many object to the term “Hispanic” because of its association with the U.S. Census and its association with Spanish colonialism and language, and to the terms “Latino” and “Latina” because of concerns about gender-binary language. While many scholars now speak of the “Latinx” community, we use the term “Latino” here to reflect the language used by most of El Futuro’s patients, who overwhelmingly do not refer to themselves as “Latinx.”
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Befriending the Body: Prescribing in the Context of Eating Disorders


Featured Clinician: Jennifer Gaudiani, M.D., Gaudiani Clinic, Denver, CO

Key Concept or Skill: Listening to the Body


It feels to me like you’ve been working really hard, the last 2 or 3 months with your therapist, your dietitian, and me, trying to make change in your food and in your general self-care. And we really haven’t seen a lot of change, despite those intense efforts. I wonder whether medication that would be treating your underlying anxiety, depression, or OCD, all of which are exacerbated by your malnourished brain at all body shapes and sizes, would be helpful? I wonder if a medicine might give you a little space to take a breath between the thoughts and the action and decide what you actually want to do based on your values?



Those are the kinds of question Dr. Jennifer Gaudiani has learned to ask when she cares for people with eating disorders.

Gaudiani knows people with eating disorders.

While Gaudiani was in medical school, her middle sister experienced bulimia nervosa. She knew nothing about eating disorders at the time, but she knew her sister. Loving her sister through illness and recovery formed Gaudiani. “I felt scared and powerless while she was in her illness,” she writes. “However, her journey inspired me to get into this field and take back power so that others might be helped. Illness in a family can bring surprising gifts and awaken opportunities to see the world in a new way” (Gaudiani 2019, p. 3).

Professionally, Gaudiani has spent over a decade caring for people with eating disorders. After training as an internist, Gaudiani found herself at Denver Health, an academic safety-net system affiliated with the University of Colorado. Early in her career, the hospital’s leading internist asked if any of the faculty was interested in working with patients who are medically fragile. He led the campus’s renowned eating disorder facility. Gaudiani volunteered and spent almost a decade on the service, helping people experiencing such severe medical consequences of eating disorders that they needed hospitalization. Gaudiani helped hundreds of people medically stabilize while hospitalized, but a few years ago decided to build her own interdisciplinary clinic. She still wanted to help people with eating disorders, but she wanted to know them over time.

Gaudiani wants other people to know them as well.



Understanding Disordered Eating


Eating disorders are often clinically unknown and misunderstood. Medical schools rarely teach about eating disorders in detail, trainees receive inconsistent experiences in caring for persons with eating disorders, and most physicians practice in settings that exclude people with eating disorders in one fashion or another. The care of persons with eating disorders is, as a consequence, often a niche practice across existing specialty boundaries.

Eating disorders are both serious and common. The 12-month prevalence rates of anorexia nervosa and bulimia nervosa are 0.0%–0.08% and 0.22%–0.5%, respectively, for women (American Psychiatric Association 2022). The lifetime prevalence of anorexia nervosa and bulimia nervosa is 0.9%–1.42% and 0.46%–1.5%, respectively, for women. Most people will improve, as did Gaudiani’s sister. For some people—approximately 20% of people with anorexia and 10% of people with bulimia—the disorder proves severe and enduring and may be fatal (Kotilahti et al. 2020).

Anorexia nervosa is characterized by limiting food to achieve a dangerous weight, an intense fear of gaining weight or becoming fat, and a disturbed experience of the weight and shape of one’s body. Some people with anorexia restrict, while others binge and purge. People with anorexia often display obsessional traits during childhood, engage in activities that encourage thinness, and commonly experience comorbid mental illnesses including bipolar, depressive, and anxiety disorders (American Psychiatric Association 2022).

Bulimia nervosa is characterized by recurrent binge eating and recurrent inappropriate compensatory behaviors to prevent weight gain, occurring at least weekly for 3 months. People with bulimia exhibit a range of inappropriate compensatory behaviors: 1–3 times per week (mild), 4–7 times per week (moderate), 8–13 times per week (severe), and more than 14 episodes per week (extreme). People with bulimia were often overly anxious as children, experienced childhood obesity, and internalized a thin body type as ideal, and they commonly experience a range of comorbid mental illnesses (American Psychiatric Association 2022).

Other feeding and eating disorders include pica (the persistent eating of nonnutritive, nonfood substances), rumination disorder (the repeated regurgitation of food), avoidant/restrictive food intake disorder (an eating or feeding disturbance manifested by persistent failure to meet physical needs), and binge-eating disorder (recurrent binge-eating episodes) (American Psychiatric Association 2022).

The conditions that Gaudiani treats touch on one of the most central activities of human life: eating. We all eat because we all are embodied. Eating can be interrupted intentionally (when, say, fasting for a religious observance) and unintentionally (when, say, starving from a famine). Eating is often done with others and, as such, can bring joy (when, say, feasting for a familial celebration) and sorrow (when, say, eating a last meal with a dying relative). Eating is a central way that we care for and nourish our bodies, and so when eating is a struggle, recovery often involves learning to treat one’s own body as friend instead of foe.

Within the DSM-5 structure, feeding and eating disorders follow trauma, dissociative, and somatic disorders. Each of those categories of disorders frequently emerges as a response to adverse life experiences. A person who reexperiences trauma, whose conscious awareness is fragmented, or who expresses somatic distress is often responding to experience. Likewise, feeding and eating disorders are commonly associated with adverse experiences, including sexual assault, food insecurity, and trauma.

Within the DSM-5 model, feeding and eating disorders are followed by elimination, sleep, and sexual disorders. Each of those categories of disorders entail an embodied expression of distress. So, the very placement of feeding and eating disorders at this fulcrum within DSM-5 is a reminder that these are embodied responses to adverse experiences (American Psychiatric Association 2022).




Learning From Patients With Eating Disorders


While working in a hospital-based medical stabilization eating disorder unit, Dr. Gaudiani was drawn to her patients and to the work. “I adored the patients. I loved that I could remain a general internist with connection with every possible organ system, as well as and even more importantly, the great engagement in the mind-body connection that the field afforded me as an internal medicine doctor.” The medicine was fascinating, requiring constant tinkering at the very limits of our knowledge of pathology and physiology.

Then she wanted a different relationship with patients—a greater sense of the stories of their lives. “I recognized that caring for them for 2 weeks of an intensive medical hospitalization only to relinquish them on to residential eating disorder programs, left me out of relationship with them in key ways because I wanted to track along and see what would happen in the next chapters of their lives and recoveries.”

She wanted to see more a diverse group of patients. She wanted to see them over time. She wanted to practice differently.

“I realized from their stories of their engagement with the medical field, the many, many ways in which they had been harmed, made invisible or set back in their recovery process, by well-meaning but highly uninformed physicians. So, I thought, ‘Gosh, if these patients didn’t get well served, I bet that there are others out there who need a good outpatient internist.’”

Gaudiani decided to be that internist. She built a team, and then a clinic. She received licensure in 29 states. Now, she says, “I provide medical care to people of all ages, genders, body shapes and sizes, who have eating disorders or disordered eating and work as part of a multidisciplinary team, almost always joining with therapists, dietitians, and sometimes psychiatrists across the country, where even though we don’t share a roof, and a physical space, we share the care of that wonderful individual.”

When a patient becomes interested in Gaudiani’s clinic, they meet with a member of the team. If the patient wants to proceed, Gaudiani schedules an initial meeting, lasting 2 hours, which ends with a decision to work or to not work together further.

When Gaudiani ultimately cares for a patient, she follows a three-part process. First, she begins the encounter by establishing it as a safe place for a patient to be vulnerable and themselves. To do this, she consciously reduces the power imbalances between physician and patient. When she meets a patient, they are wearing their clothes rather than medical garments. She sets clear expectations for what will occur during the examination and subsequent treatment, but then asks about a patient’s hopes, often saying to a patient,


I’d like to start with your goals and values, so that I’ll be less assumptive as a physician, and impose upon you what I imagine you might want for yourself. Rather, I’d like to hear what you want for yourself. Because not only does that help guide me in where we’re going to go, but it also gives me something to use when down the road, you’re struggling and you’re not sure what to do next, I can gently remind you, “Here’s what you told me you wanted.”



Second, as the physical examination begins, she asks permission before each component of the exam, saying, “May I lay my hands on your arm here to feel the temperature of your skin? May I listen to your lungs? May I listen to your heart? May I expose your stomach to palpate your abdomen?”

After the examination, they sit together, for the third part of their encounter. Gaudiani will say, “I’d like you to share all of the medical troubles you’re having. Let’s go through every somatic symptom that’s bothering you.” She listens, sharing medical information and advice only after this period of deep listening. The initial meeting is long because there is always a great deal to hear, but the length helps to build a relationship.

These relationships sustain Gaudiani. “I believe the most important element to being a physician in the field of eating disorders is relationship with the patient.” For Gaudiani, that means forming an authentic and mutual relationship. “I’ve always viewed the process as being a really mutual one in which we together try to find a way to make the suffering of their body make sense, and to find a therapeutic plan that feels manageable and compelling.”




The Role and Limits of Medications for Eating Disorders


Despite the fact that she has built her entire practice around therapeutic relationships, Gaudiani admits that she rarely consults psychiatrists. “I have had some fantastic interactions with psychiatrists in the course of my outpatient work, and certainly in the course of my inpatient work as well. And I’ve also had the experience, and my patients have expressed to me their experience, that psychiatry has become a field of prescription writing.” Like many of her patients, Gaudiani has also perceived that psychiatrists are sometimes too quick to act as dispensers rather than as collaborators (see Chapter 1, “Introduction: From Dispensers to Collaborators”). “There’s just not a lot of psychiatrists I feel comfortable referring patients to. So I have my favorites in the community and across the country and when I meet a terrific one, I’m so excited.”

Gaudiani is confident in her skills and feels comfortable treating depression and anxiety, but she wishes she could better access assistance for patients with less common mental illnesses. “When I have patients who are more complicated, I really want to co-manage them with a good psychiatrist. So, I’m lucky to have a couple, and the ones that I love working with are as collegial, and warm, and thoughtful about the patient narrative, as they are organized and willing to send me good thoughtful notes. Those are the psychiatrists my patients love seeing.”

Feeding and eating disorders, like their diagnostic neighbors within DSM-5-TR, are disorders at the intersections of the mind and body. As an internist, Gaudiani is eager to collaborate at this intersection. The existence of practices like Gaudiani’s speaks both to the expertise they offer and the state of mental health care for persons with mind-body disorders like feeding and eating disorders.

The literature for prescribing medications for feeding and eating disorders shows that while many medications are used to treat patients with these disorders, few are U.S. Food and Drug Administration (FDA) approved for these conditions, and all have limited evidence bases.

Consider a recent randomized clinical trial comparing the efficacy of olanzapine versus placebo among adults with anorexia nervosa in the outpatient setting. Small studies, and olanzapine’s biological properties, suggest olanzapine could help reduce obsessional body image thoughts and promote weight gain, thus benefiting both halves of the mind-body relationship. And yet, in a 16-week, multi-site trial of 152 outpatients—people like those whom Gaudiani often sees—only 55% of participants even completed the trial. Researchers were unable to identify any difference in obsessionality or other eating disorder cognitions, though participants randomly assigned to receive olanzapine did gain approximately 1.5 pounds/month. Subgroup analysis suggests olanzapine might work better with particular groups—acutely ill patients and patients who desire olanzapine—but the results were, overall, disappointing (Attia et al. 2019).

In an overview chapter, Agras (2017) summarizes medication treatment options for feeding and eating disorders. For the treatment of bulimia nervosa, a number of antidepressants have been found to be beneficial. Fluoxetine is the only FDA-approved medication for the treatment of bulimia nervosa; the most effective dosage is 60 mg/day. However, there is little difference in efficacy between most antidepressants when used to treat bulimia; the minimum duration of an antidepressant is 6 months. Clinicians are usually advised to prescribe antidepressants to be taken at bedtime to reduce the risk of a patient purging the medication.

Small studies suggest that topiramate can reduce binge eating and purging for patients who can tolerate its adverse effects, typically cognitive blunting, fatigue, and flu-like symptoms. Patients also respond to cognitive-behavioral therapy (CBT), so experts recommend initiating treatment for bulimia with CBT unless the patient is experiencing a comorbid depressive episode; the latter patients may benefit from initiating treatment with an antidepressant.

For the treatment of binge-eating disorder, antidepressants have moderate efficacy, with remission rates of approximately 40%. Topiramate induces remission in almost 60% of people with binge-eating disorder who complete clinical studies and is also associated with a mean weight loss of 4.5 kg. Other medications have been studied as well; encouraging results have been reported for lisdexamfetamine and orlistat. Comprehensive treatment, experts says, should simultaneously target binge eating, overweight, and comorbid mental disorders.

Pharmacological studies for anorexia nervosa have found limited efficacy. In pharmacological trials for anorexia nervosa, discontinuation and dropout rates are typically high and clinical benefits limited, so psychopharmacotherapy while a patient is regaining weight lacks sufficient evidence to warrant its recommendation on a population basis, except to treat comorbid conditions (Agras 2017).

The gestalt of that kind of expert-level review has been confirmed by recent systematic reviews, which find limited evidence for a handful of medications—dronabinol, duloxetine, ketamine, and olanzapine—in the treatment of persons with severe and enduring eating disorders. But even the medication with the most high-quality trials to support its use, olanzapine (Kotilahti et al. 2020), has clear limitations (Attia et al. 2019).

In the absence of medications that “fix” eating disorders, cultivating a strong therapeutic alliance is the cornerstone of treatment. The available evidence suggests that a therapeutic alliance is just as important for outcomes in eating disorders as it is in depressive and somatoform disorders (Mander et al. 2017). Clinicians who care for persons with eating disorders typically emphasize that therapeutic alliances drive symptomatic improvement, while eating disorders researchers have argued that symptomatic change drives therapeutic alliances. In an international meta-analysis, researchers found small to moderate effect sizes to describe the relationships between early alliance, early symptom improvement, and treatment outcome. They found a reciprocal relationship between therapeutic alliances and symptomatic improvement. Early symptom improvement enhanced the subsequent therapeutic alliance. Forming therapeutic alliances was, in their analysis, especially important for younger patients and patients with anorexia nervosa (Katznelson et al. 2019). Similarly, in a German randomized controlled trial of 64 adolescents with binge-eating disorder participating in CBT, the therapeutic alliance was associated with increased adherence to treatment and fewer loss-of-control eating episodes (Puls et al. 2019).




Building Alliance by Listening to the Body: Practical Strategies for Prescribing Clinicians


Gaudiani recently published Sick Enough, a clinical manual for treating the medical complications of eating disorders. She writes about physiology and pathology like a good card-carrying internist, but the book is, at least implicitly, a book about how to build alliances by affirming experience and identity. Drawing on Gaudiani’s life and work, we offer three practical strategies for prescribing clinicians seeking effective alliances with patients with eating disorders.



Practical Strategy 1: Counter the “Eating Disorder Voice” With Active Listening, Empathy, and Warmth


Gaudiani observes that because of experience and identity many people with feeding and eating disorders experience disturbances of the mind-body connection. “Emotional distress can trigger disordered behaviors, which negatively impact the ways the physical body functions, which in turn cause increased emotional distress. Good medical care must unite body and soul” (Gaudiani 2019, p. 3). Most of her patients experience division rather than union and internalize this to the extent that their own self-talk becomes divisive. “The concept of the ‘eating disorder voice’ refers to the judgmental, unkind, relentless, comparison making, rule creating, never satisfied thoughts that can occupy people’s minds” (Gaudiani 2019, p. 7). Along with their inner voice, the divided mind of a person with an eating disorder worsens with starvation, becoming anxious, resisting change, and fearing others.

To unite the divided mind, Gaudiani finds it essential to use story in a couple of senses. First, she always thinks in terms of the story of a patient’s experience. She avoids isolating a single area of pathology—like someone’s weight or body mass index (BMI)—as a sign of a person’s progress. She prefers to understand everything in the context of a patient’s story, how their experiences and identities shaped their mind and body, leading to the disorder for which they are presenting. Second, she often teaches and treats patients using story. She uses poetry and myth, but often parables, like the two-sided coin.


I put my hand out in front of me, palm up, and point to my palm saying, “This is the golden, glowing side of your coin. It includes all your traits and accomplishments that get attention and praise from your parents, coaches, and teachers.” But, and I flip my hand over and point to the back of it, everyone has another side to their coin. I tell the patient that what I see over and over again is that with the golden side can come a darker side. That’s not a moral judgment. It refers to the vulnerabilities that such remarkable patients can also possess: sensitivity, anxiety, high recharge need, and rigidity. An exquisite sensitivity to praise or criticism, for instance, can be painful, especially in childhood when there is so little life experience and so few coping skills to manage it. A deep need, by comparison with their friends, for extra reassurance, support, connection, and self-care, can feel shameful. (Gaudiani 2019, p. 101)



The parable allows Gaudiani to engage a patient’s struggles and strengths simultaneously.

Gaudiani finds that her patients often fail to appreciate the extent of both their strengths and their struggles. For example, she says “My patients can have a tendency to discount their current level of illness by comparing themselves to their sickest day” (Gaudiani 2019, p. 111). Doing so may keep them from recognizing how ill they remain. So Gaudiani refocuses patients, asking them to identify the distance between their current state and their desired life. Even if they have been sicker in the past, they are still “sick enough” to deserve care and to work for healing.




Practical Strategy 2: Focus on Patients’ Goals and Strengths Rather Than Symptoms Alone, Reducing Power Imbalances When Possible


From a mentalizing perspective (see Chapter 4, “Peak Performance: Prescribing in the Context of Attention-Deficit/Hyperactivity Disorder”), patients with eating disorders experience thoughts and feelings through their bodies, what is called embodied mentalization. Restricting, bingeing, and purging are all embodied strategies for managing affects that are otherwise unmanageable. They are, in short, mind-body solutions to unresolvable mind-body dilemmas. In a comparative study of CBT and psychoanalytic psychotherapy for patients with bulimia nervosa, researchers found that as patients are able to reflect upon themselves and their relations to others, they have increased capacity for therapeutic relationships. The converse is also true: patients with less ability to mentalize and reflect experience more difficulty in forming therapeutic relationships (Katznelson et al. 2019). Therapeutic alliances are stronger with patients with eating disorders treated with non–behaviorally oriented models of therapy and for younger patients (Graves et al. 2017).

Younger patients with feeding and eating disorders typically do better with more active forms of psychotherapy. In a qualitative French study of 15 female adolescents with anorexia nervosa, their parents, and their psychiatrists, researchers identified two contributors to strong therapeutic alliance. Researchers found that a therapist could increase the alliance by exhibiting human qualities, creating an active role for the adolescent in her treatment, taking time, and caring for the entire family while improving family relationships. The alliance was decreased when a therapist was perceived as excessively focusing on an adolescent’s weight, being overly controlling of therapeutic decisions, being committed to interpreting their conditions primarily as mental disorders, and being either too close or too distant (Sibeoni et al. 2020).

Clinicians often worry about their technique and their ability to form relationships, but the available evidence suggests clinicians overvalue the elements of psychotherapy that they control when caring for persons with eating disorders (D’Souza Walsh et al. 2019). What works in psychotherapy with persons with eating disorders is for clinicians to lower their own anxiety about their technique and initiate treatment. Especially as people become more ill, it is critical to maintain their motivation (Marzola et al. 2019).

As Gaudiani does about her sister’s experiences, therapists may even self-disclose to build therapeutic alliance. In a recent study, researchers found that therapist self-disclosure can reduce the power imbalance in the therapeutic relationship, model disclosure, and counter negative beliefs and shame. It appears that self-disclosure by a therapist increases trust and patient perception of the shared humanity of therapist and patient alike (Simonds and Spokes 2017).




Practical Strategy 3: Join With Patients to Resist Unhealthy Cultural Practices and Attitudes Around Dieting, Weight, and Body Image


In her clinical work, Gaudiani has become a trenchant critic of the pervasive “diet culture,” writing that “the multibillion-dollar commercial machine that tries to sell people the promise of thinness (for health, for self-esteem, for self-confidence) is a false and often damaging industry” (Gaudiani 2019, p. 133). The feeding and eating industries encourage a variety of habits that Gaudiani names as pathological: body shaming, diet pills, restrictive fad diets, and all the rest. “I like to tell patients that getting obsessed with clean eating is like getting into peak athletic shape and then never leaving the house for fear of getting muddy” (Gaudiani 2019, p. 189). Gaudiani encourages people to liberate themselves from restrictive eating. “I like to say that my motto when it comes to how to eat is ‘moderation in moderation,’ because sometimes immoderation is a joy” (Gaudiani 2019, p. 189). Traditional cultures all over the world, like the culture of Gaudiani’s own Italian heritage, celebrate through periodic immoderate feasting—and this is not unhealthy.

Gaudiani embraces the Health at Every Size (HAES) movement as a way to encourage patients to think and act in healthy ways about the body and eating. Often associated with the related movement of Intuitive Eating (Tribole and Resch 2020), HAES is a model that grew out of the anti-diet and fat acceptance communities in the late 1980s and early 1990s. It emerged from conversations among clinicians who were seeing the failure of intentional weight loss and realizing it was an unethical intervention, eating disorder specialists who connected problems across the weight spectrum with weight stigma, and activists who wanted better medical care. The HAES movement encourages people to accept and respect the natural diversity of body sizes and shapes, to eat in a flexible manner that values pleasure and honors internal hunger cues, and “to move for joy and to become more physically vital” (Gaudiani 2019, p. 136). Gaudiani sees HAES as a way to build therapeutic relationships between clinicians and patients and reunite a patient’s mind and body, and an opportunity for everyone to shift toward food as nourishment and eating as a joy.

Gaudiani understands HAES as a social justice movement. Too often, Gaudiani observes, people with eating disorder behaviors are shamed if they are in larger bodies but praised if they are in smaller bodies. The larger person who purges is pathologized, while the smaller person who restricts is lauded. Instead of using words like “overweight” or “obese,” she speaks of people in larger bodies, and, even more, she asks a person how they want their body to be addressed. She rarely checks weights or calculates BMIs, because they are poor proxies for health and for understanding a person’s experience. Gaudiani finds it better to ask a patient, “Would you be kind enough to tell me your story?”

With her language, Gaudiani is always trying to help patients reconnect their minds and bodies and befriend their bodies. When she talks about it with patients, she often says something like, “the mind-body connection is real and cannot always be perfectly explained or measured. Our emotional state affects our physical symptoms. When psychological stress is high and cannot be sufficiently ameliorated through therapy and self-care, it can manifest physically” (Gaudiani 2019, p. 146). Mind-body problems are medically complicated and hard to measure, but patients need to hear that they are real, that they affect both mind and body, and that the treatment involves their reunion.


Sometimes in caring for patients who have unmeasurable medical problems, I come to the point where they are still suffering, and I don’t have a next solution to offer. In this case, the ancient role of the physician once again proves relevant: I can bear witness. I can hold space for my patient’s suffering without getting impatient, distressed, or overwhelmed. (Gaudiani 2019, p. 169)



Gaudiani promises to journey with a patient, without judgment. Following her example, we offer suggested questions for walking alongside patients with feeding and eating disorders in Table 11–1.


TABLE 11–1. Ways to build a collaborative approach for people with eating disorders








	Commitments

	Clinician habits

	Suggested questions






	Compassion

	Inquire about language for describing the body.

	What words are helpful and empowering for describing your body?




	
	Provide nonjudgmental support.

	Where do you find strength and hope in living with this illness?

How can I help you find strength and hope?




	Courage

	Don’t let a measurement (e.g., weight, body mass index, rating scale) substitute for a patient’s story.

	May I share why I value your story more than any numbers?




	Empathy

	Agree that the patient is suffering and accepting responsibility for care.

	What is the hardest part of your illness?

What leads you to seek and what would lead to you accept care?




	Humility

	Ask about experience of care.

	How long have you lived with this disorder?

How have you understood and experienced treatment?

What treatment options have been offered to you, and what do you think about them?




	
	Tolerate uncertainty.

	When you feel confused and uncertain, how do you go about making sense of your experience?




	
	Tell teaching stories and parables.

	May I tell you a story that has helped me and my patients?




	Integrity

	Expend energy in a fashion congruent with your values.

	I am here for you because I believe in this work. What work can we believe in together?




	Justice

	Rejoin a patient’s disjointed medical care.

	Who all is involved in your medical care?

What role can I play?

How can we make sure all your clinicians are working together?




	Patience

	Accept gradual change.

	It has often taken years to develop a problem. How fast do you expect to see change? How will we know if treatment is working?




	Respect

	Focus on the body’s health rather than the body’s size or weight.

	What would it mean for us to focus on how healthy your body feels, and how healthy your life feels, rather than your body’s weight or size?






Source. Adapted from Gaudiani 2019; Sibeoni et al. 2020; Stone 2013.

When Gaudiani prescribes medication in the context of a therapeutic relationship, she is seeking to restore a patient to health rather than to exert control over their mind or body. It is part of why, after years spent developing expertise in caring for a person in a hospital environment, she switched to an outpatient practice. It is, typically, easier to share control in an outpatient setting. A patient typically presents for treatment or their caregiver brings them into treatment. The settings are, typically, less institutional. And it is typically where most persons with related mind-body disorders receive treatment.





Mind, Body, and Agency


For all outpatient treatment, it is especially important to engage a patient’s agency—their ability to select a choice of their own. Recently, researchers published the first systematic review of psychosocial mental health interventions. They found that when an adult received a mental health treatment they preferred, they experienced a lower dropout rate and reported higher therapeutic alliance scores. Just like people undergoing physical health treatments, people undertaking mental health treatment report greater alliance when they receive treatments they prefer (Cohen’s d = 0.48; 95% CI = 0.15, 0.82; P = 0.01; I2 = 20.4%) (Windle et al. 2020).

The ethicists Larry Churchill and David Schenck spent years following patients and clinicians to understand how to engage patients. They interviewed patients and asked them about what it means to receive care, to be in a therapeutic relationship with a clinician (Churchill et al. 2013). They focused on 50 clinicians who had been identified as exemplary by their peers and mapped out their behavior. They identified the healing skills exemplary clinicians embodied as they entered a clinical encounter, during a clinical encounter, and as they exited a clinical encounter; these skills are summarized in Figure 11–1.


[image: Healing skills of exemplary clinicians.]

FIGURE 11–1. Healing skills of exemplary clinicians.

Source. Adapted from Schenck and Churchill 2012, pp. 237–238.



For each of the clinical skills, Churchill and Schenck observed that the habits of exemplary clinicians are associated with the development of character traits—including compassion, courage, empathy, humility, integrity, justice, patience, and respect—in the clinician. The implication is that as you adopt the habits of an exemplary clinician, you nurture the corresponding traits.

Gaudiani’s relationships with her patients embody this patient-centered, attentive, body-positive approach. Those are the kind of habits Gaudiani practices and the kind of traits those habits have helped her develop. Throughout her writing, she acknowledges the many privileges of being a clinician. She describes her work as medical practice committed to social justice and to forming authentic relationships with people. She can help patients understand the needs, strengths, and particularities of their bodies and, eventually, to engage their bodies not as enemy but as friend. As Gaudiani recently told us,


I think coming in with just an enormous amount of respect, and an authentic joy in the experience of getting to know my patients, begins to help them unhook their attachment to their eating disorder, and to connect that to me as a representative of what wellness might offer. And so that process feels really magical to me. It feels magical to me to align myself with the patient.



Indeed, it is the kind of magic that sustains clinicians and patients alike.




References



	Agras WS: Treatment of eating disorders, in The American Psychiatric Association Publishing Textbook of Psychopharmacology, Fifth Edition. Edited by Schatzberg AF, Nemeroff CB. Arlington, VA, American Psychiatric Association Publishing, 2017, pp 1337–1348


	American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, 5th Edition, Text Revision. Washington, DC, American Psychiatric Association, 2022


	Attia E, Steinglass JE, Walsh BT, et al: Olanzapine versus placebo in adult outpatients with anorexia nervosa: a randomized clinical trial. Am J Psychiatry 176(6):449–456, 2019


	Churchill LR, Fanning JB, Schenck D: What Patients Teach: The Everyday Ethics of Health Care. New York, Oxford University Press, 2013


	D’Souza Walsh K, Davies L, Pluckwell H, et al: Alliance, technique, both, or more? Clinicians’ views on what works in cognitive-behavioral therapy for eating disorders. Int J Eat Disord 52(3):278–282, 2019


	Gaudiani JL: Sick Enough: A Guide to the Medical Complications of Eating Disorders. New York, Routledge, 2019


	Graves TA, Tabri N, Thompson-Brenner H, et al: A meta-analysis of the relation between therapeutic alliance and treatment outcome in eating disorders. Int J Eat Disord 50(4), 323–340, 2017


	Katznelson H, Falkenstrom F, Daniel SIF, et al: Reflective functioning, psychotherapeutic alliance, and outcome in two psychotherapies for bulimia nervosa. Psychotherapy (Chic) 57(2):129–140, 2019


	Kotilahti E, West M, Isomaa R, et al: Treatment interventions for severe and enduring eating disorders: systematic review. Int J Eat Disord 53(8):1280–1302, 2020


	Mander J, Neubauer AB, Schlarb A, et al: The therapeutic alliance in different mental disorders: a comparison of patients with depression, somatoform, and eating disorders. Psychol Psychother 90(4):649–667, 2017


	Marzola E, Albini E, Delsedime N, et al: Therapeutic alliance in inpatients with severe anorexia nervosa. Eur Eat Disord Rev 27(6):671–681, 2019


	Puls HC, Schmidt R, Hilbert A: Therapist adherence and therapeutic alliance in individual cognitive-behavioural therapy for adolescent binge-eating disorder. Eur Eat Disord Rev 27(2):182–194, 2019


	Schenck D, Churchill LR: Healers: Extraordinary Clinicians at Work. New York, Oxford University Press, 2012


	Sibeoni J, Verneuil L, Poulmarc’h L, et al: Obstacles and facilitators of therapeutic alliance among adolescents with anorexia nervosa, their parents and their psychiatrists: a qualitative study. Clin Child Psychol Psychiatry 25(1):16–32, 2020


	Simonds LM, Spokes N: Therapist self-disclosure and the therapeutic alliance in the treatment of eating problems. Eat Disord 25(2):151–164, 2017


	Stone L: Reframing chaos—a qualitative study of GPs managing patients with medically unexplained symptoms. Aust Fam Physician 42(7):501–502, 2013


	Tribole E, Resch E: Intuitive Eating: A Revolutionary Anti-Diet Approach, 4th Edition. New York, St. Martin’s, 2020


	Windle E, Tee H, Sabitova A, et al: Association of patient treatment preference with dropout and clinical outcomes in adult psychosocial mental health interventions: a systematic review and meta-analysis. JAMA Psychiatry 77(3):294–302, 2020









12

Getting Clean: Prescribing in the Context of Substance Use Disorders


Featured Clinician: Joshua Blum, M.D., Denver Health

Key Concepts and Skills: Motivational Interviewing and Structural Competency

 

Sometimes you have to use drugs to stop using drugs.

There is a cruel dissimilarity between the prescription of medications to treat substance use disorders, on one hand, and the prescription of medications to treat some other forms of mental disorder. In some clinical contexts, such as major neurocognitive disorder and some personality disorders, there are few or no medications that have been proven effective for treatment of the disorder itself, and yet patients are often prescribed medications in high doses and in large numbers for symptom relief. In these cases, the prescriber’s challenge is to judiciously prescribe or even to deprescribe in order to ensure that the patient is taking only medications that are helping (see Chapter 14, “Strong Emotions: Prescribing in the Context of Borderline Personality Disorder”).

In some substance use disorders, particularly alcohol use disorder and opioid use disorder, the reverse is true. Though the overall effects are often small, there is robust evidence that prescribed medications can ameliorate the core behaviors and experiences associated with these disorders. Disulfiram, acamprosate, and naltrexone (in both oral and extended-release injectable forms) are all U.S. Food and Drug Administration (FDA) approved for the treatment of alcohol use disorder. A 2014 meta-analysis showed that among patients with alcohol use disorder, the number needed to treat (NNT) to prevent relapse of any drinking was 12 for acamprosate and 20 for oral naltrexone; the NNT to prevent relapse to heavy drinking was 12 for oral naltrexone (Jonas et al. 2014). Methadone, buprenorphine (in several forms, often combined with naloxone to prevent diversion and injection), and extended-release naltrexone are all FDA approved for the treatment of opioid use disorder. A 2016 Cochrane review documented no significant differences between methadone and buprenorphine maintenance therapy on self-reported or laboratory-documented opioid relapse or on retention in treatment, though the trend favored methadone for relapse prevention and buprenorphine for retention in treatment. Furthermore, compared with detoxification and psychological therapy alone, buprenorphine was associated with lower rates of relapse and higher treatment retention (Nielsen et al. 2016).

Nonetheless, for several reasons, people with alcohol use disorder and opioid use disorder face formidable obstacles to receiving prescribed medication for their substance use disorders. First, both substance use disorder and medication-assisted treatment (MAT) for substance use disorders are often cloaked in stigma. Substance use disorders themselves are stigmatized. People may not want to admit that they have a problem until the personal and social consequences of excessive substance use are dire. Treatment seeking for substance use may also be stigmatized (Livingston et al. 2011). But even within treatment settings, taking medication for substance use disorders—particularly replacement therapy for opioid use disorder—may be stigmatized. Many people in recovery from heroin or prescription opioid addictions have been told by those committed to abstinence-based approaches, “You’re just replacing one drug with another” or “You’re not really clean” (Hatcher et al. 2018).

Second, many people who live with substance use disorders are unable to access high-quality MAT. Individuals who lack social and economic resources often cannot utilize specialty addiction medicine or addiction psychiatry services that rely on self-paying or insurance-covered patients, and public substance use treatment resources are often stretched to capacity (Jones et al. 2015).

Third, even when care is available, people living with substance use disorders frequently encounter formidable structural barriers to engaging in MAT—especially in the context of methadone treatment and buprenorphine treatment, which require roughly daily or weekly visits to a clinic, respectively. If substance-related behavior has resulted in arrest or legal charges, people may be engaging in MAT while simultaneously juggling appointments with attorneys, judges, probation officers, employment counselors, and social service workers. They may be actively searching for employment or working jobs that offer little or no flexibility for medical leave. They may be balancing complex family and caregiving demands. When these demands become overwhelming, forgoing MAT may be the least costly course of action.

Dr. Joshua Blum understands these barriers. Trained in internal medicine and addiction medicine, Blum has spent many years caring for patients with substance use disorders and other frequently stigmatized conditions, like HIV. Much of his time is spent in direct patient care at the city and county jails in Denver, Colorado, where he focuses on HIV and transgender care, and in a substance use disorders clinic at Denver Health. He is also active in policy conversations about substance use treatment, having served as president of the Colorado Society of Addiction Medicine and co-chairing a provider education workgroup of the Colorado Consortium for Prescription Drug Abuse Prevention. But he emphasizes that his calling is not to the topic of addiction medicine, but rather to the people for whom he cares.

Blum’s commitment to caring for whole persons over time led him to pursue internal medicine as a career. It is, he admits, a hard calling: “I tell medical students, ‘If you are considering anything else [than internal medicine], do that. It’s a calling: primary care internal medicine chooses you, not the other way around.” But it makes possible deep and lasting therapeutic relationships. He does not see himself as someone who offers a particular service and then ends the relationship. Rather, as someone who accompanies and cares for patients over time, he conveys to patient the attitude that “I’m responsible for you; I’m going to do everything I can to help you.”

Blum affirms that a strong therapeutic alliance is “a bedrock requirement for treating someone with a substance use disorder,” but it is often hard to form. More than in many mental health contexts, MAT for substance use disorders is often associated with a power imbalance between the patient and the prescribing clinician. In some cases, patients may enter MAT because of a judicial mandate, because they are already incarcerated, or because they wish to avoid sustained engagement with the criminal justice system. In many other cases, patients enter MAT because substance use has precipitated personal, occupational, or family crises. This can cultivate an imbalance in which, as Blum says, “we are the authority as the provider; the patient is there to learn from us, and to take wisdom from us, advice from us.”

But this imbalance is, as Blum says, “hogwash.” Many people entering MAT, especially from “somewhat overlooked populations,” do not need an additional expert in their lives. They need someone, rather, who is relatable as a human being. This begins, for Blum, with “consistent empathy even when challenged” and with the humility to recognize “that we are not the experts on someone’s life. We are not there to tell them what to do.” Blum says that cultivating a relationship characterized by empathy and humility requires being human with patients. Sometimes it means allowing the clinician’s personality to break through the facade of authority. Always, it means checking the clinician’s agenda against the patient’s agenda, and putting the patient’s agenda first as much as possible. This can be hard: Blum experiences his most meaningful relationship-building with patients as a “constant ego smackdown.”

Just as Blum’s one-on-one clinical work led him into advocacy and policy conversations, his prescribing relationships with patients entering MAT for substance use disorders are framed by a deeply held “equity orientation,” a commitment to justice for overlooked and marginalized populations. Neither exists without the other: Blum’s equity orientation informs and inspires his work with individual patients, and his therapeutic relationships give depth and substance to his commitment to equity and justice.

We agree, following Blum’s example, that prescribing in the context of substance use disorders requires both a skilled, practiced, humble interviewing style that focuses on the patient’s agency and willingness to change and an appreciation of the broader social contexts and structures that shape patterns of substance use and that dominate the lives of individuals seeking substance use treatment. In this chapter, we highlight two concepts either that Blum draws on directly or that are consistent with his work. First, we describe how prescribing clinicians can draw on motivational interviewing (MI) principles and practices to build effective prescribing relationships. Second, we highlight psychiatrists and social scientists Helena Hansen’s and Jonathan Metzl’s concept of structural competency as a helpful way for clinicians to prescribe in a way that is informed about our patients’ lived experience.



Motivational Interviewing and Prescribing for Substance Use Disorders


Motivational interviewing is a structured approach to clinician-patient conversations about behavior change that is familiar to many prescribing clinicians and that has been shown to reduce the duration and intensity of problematic substance use, at least during the period of treatment (Smedslund et al. 2011). Its founders, William Miller and Stephen Rollnick, have called it “a collaborative conversation style for strengthening a person’s own motivation and commitment to change” and “a person-centered counseling style for addressing the common problem of ambivalence about change” (Miller and Rollnick 2013, pp. 12, 21). The therapeutic alliance in MI is important; client-rated working alliance in the closely related motivational enhancement therapy is associated with motivation to change and with decreased substance use after treatment (Cook et al. 2015). We draw primarily from Miller and Rollnick’s work, but there are many other resources for learning MI (see, e.g., www.motivationalinterviewing.org) and what they refer to as the spirit of MI (Miller and Rollnick 2013). We focus here on aspects of the method of MI that we consider to be especially salient for prescribing clinicians.

Dr. Blum emphasizes that his commitment to caring for patients with substance use disorders begins with a commitment to the particular people in front of him. “I always see a human being sitting in front of me and always feel that I can make a connection to people,” he says. “Every single person in front of me is this unique and wonderful human being, and deserves care.”

In this way of engaging patients, Blum displays what Miller and Rollnick (2013) describe as the spirit of MI, an orientation to the clinician-patient relationship that is necessary to rightly frame any conversation about change. There are four “vital aspects” of the spirit of MI—each of which is vital to the collaborator model of mental health prescribing. First, partnership means that the conversation is framed as “an active collaboration between experts”: the patient is the undisputed expert on themselves, and the clinician is “a companion who typically does less than half of the talking” (Miller and Rollnick 2013, p. 15). Partnership means that the clinician does not simply lead the patient, nor simply follow the patient, but rather “your purpose is to understand the life before you, to see the world through this person’s eyes rather than superimposing your own vision” (Miller and Rollnick 2013, p. 16).

The second vital aspect is acceptance, which Miller and Rollnick break down into four “A’s.” Absolute worth means “prizing the inherent worth and potential of every human being” and not placing conditions on worth (Miller and Rollnick 2013, p. 17). Accurate empathy means that clinicians avoid imposing their own perspective, but rather take “an active interest in and effort to understand the other’s internal perspective, to see the world through her or his eyes” (Miller and Rollnick 2013, p. 18). Autonomy support means “honoring and respecting each person’s . . . irrevocable right and capacity of self-direction” and not trying to make people do things (Miller and Rollnick 2013, pp. 18–19). Affirmation means “seek[ing] and acknowledg[ing] the person’s strengths and efforts,” not simply telling people what is wrong and how they can fix it (see Figure 12–1).


[image: Four aspects of acceptance in motivational interviewing.]

FIGURE 12–1. Four aspects of acceptance in motivational interviewing.

Source. Miller and Rollnick 2013.



The third vital aspect is compassion, defined as “a deliberate commitment to pursue the welfare and best interests of the other, and which is opposed to acting only from clinician self-interest (Miller and Rollnick 2013, p. 20). The fourth and final vital aspect is evocation, the principle that rather than starting with a position of “I have what you need, and I’m going to give it to you,” be it knowledge, insight, wisdom, reality, rationality, or coping skills, clinicians must start with “a very different strengths-focused premise, that people already have within them much of what is needed, and [the clinician’s] task is to evoke it, to call it forth” (Miller and Rollnick 2013, pp. 20–21).

Along with Dr. Blum, we believe that the spirit of MI inspires practical strategies for clinicians who prescribe medications for substance use disorders. We recount four such strategies here.



Practical Strategy 1: Cultivate Open Engagement Through Exploring the Patient’s Desires and Goals


People who use substances do so for many reasons, but we believe that it is important to remember that for many people, at the time of use, substance use is a way of caring for the self and for the body. Even when people are experiencing significant adverse social and health-related consequences of ongoing use, they may continue to use in order to attenuate significant emotional or physical pain, to feel better, to connect with others and to feel less alone, or to treat distressing withdrawal symptoms. None of the ends of action are inherently bad. All, in fact, are things that prescribing clinicians would hope for their patients. Everything turns on how such goals are pursued.

People who are considering or entering substance use treatment, including treatment that involves medication, are unlikely to continue to choose offered treatments rather than substances of abuse unless they believe that treatments, not substances, offer better ways to achieve goals that are important to them. It is critical, then, for prescribing clinicians to remember that successful treatment is much more likely to hinge on the patient’s goals then it is on the prescriber’s goals.

Within the MI framework, Miller and Rollnick (2013) describe several “traps” that get in the way of “establishing a mutually trusting and respectful helping relationship” (p. 40). Four of these traps are especially relevant to prescribing clinicians. In the “assessment trap,” the clinician bombards patients with informational questions that can be answered by short, often yes or no answers, without asking them to reflect on what is important to them. In the “expert trap,” the clinician conveys that the primary function of the interview is for the clinician to gather enough information to have an answer or solution—as if the answer did not require the patient’s active collaboration. In the “premature focus trap,” the clinician focuses on a narrow, presenting issue (e.g., alcohol use) without leaving space for patients to discuss broader issues that must be addressed as a part of any solution (e.g., intimate partner violence, caregiving burdens). Finally, in the “labeling trap,” the clinician focuses the interview on getting the patient to accept a particular diagnosis or label, which can lead to unproductive conflict (Miller and Rollnick 2013, pp. 40–45).

To avoid the traps, MI approaches encourage an open, other-focused interviewing style that de-emphasizes box-checking questions; encourages the patient to articulate their desires, preferences, and goals; and builds connection and rapport. Miller and Rollnick (2013) and other MI clinicians (e.g., Schumacher and Madson 2014) offer the acronym OARS, as summarized in Table 12–1.


TABLE 12–1. Principles for building collaborative relationships in motivational interviewing







	Principle

	Sample statements/questions for prescribing clinicians






	Open-ended questioning

	“What do you hope for from treatment?”




	Affirming, even of small victories

	“You have been showing up for our appointments even when your life has been incredibly stressful.”




	Reflecting what the patient says

	“You’re feeling really depressed this week, and you’re here because you want things to change.”




	Summarizing in simple language

	“This has been a hard week at your job and at home. On Tuesday, you had several drinks of vodka. Since then, you’ve been stressed but working hard at the skills we’ve covered, and are looking for ways to stay clean. You remember how much these skills helped several months ago when you were last having such a hard time, and this makes you hopeful that they’ll help again. Am I getting that right?”






Source. Adapted from Miller and Rollnick 2013; Schumacher and Madson 2014.




Practical Strategy 2: Ask for Permission and Feedback When Offering Information About Medication


The “expert trap” often leads clinicians to flawed views about how information is effectively exchanged in clinical interviews. If prescribing clinicians portray themselves as experts on what the problem is, why people should change, and how to do it, patients may not experience themselves as active participants in their own processes of change. Instead, Miller and Rollnick (2013) and Schumacher and Madson (2014) encourage an approach to information exchange that they call “elicit-provide-elicit” (Miller and Rollnick 2013, pp. 139–145). Before providing information, prescribing clinicians may start by asking the patient’s permission to share information (“May I offer a few possible options?”) and to clarify the patient’s goals of treatment. After providing information in clear, everyday language, with time and space to ask the patient about questions and concerns, clinicians may then elicit the patient’s feedback (“What do you make of this?”).




Practical Strategy 3: Listen Carefully for “Change Talk” and “Sustain Talk” and Nurture “Change Talk”


Central to MI theory is the concept of ambivalence, that patients within themselves often experience both desire and commitment to change behavior and desire and commitment to keep behavior unchanged. Miller and Rollnick (2013) refer to any speech from patients that is consistent with change as “change talk,” and any speech that is against change as “sustain talk.” Talk that prepares for change may be expressed in the language of desire (“I want to be clean”), ability (“I believe that I can do this”), reasons (“If I were clean, I would be able to afford to move to a new place”), and need (“I need to be clean so that I can see my children”). Talk that mobilizes change may be expressed as commitment (“I will take this medicine”), activation (“I’m ready to take this medicine”), or taking steps (“I will talk with my sponsor about taking this medicine”). (Miller and Rollnick [2013] summarize these common forms of preparatory talk with the acronym DARN, and these common forms of mobilizing talk with the acronym CAT, or DARN CAT.) Sustain talk is simply the inverse of change talk in any of these domains. Sustain talk about ability might be expressed, for example, as “I don’t believe that I can really stop using.”

MI teaches that while prescribing clinicians must accept (and not reject, ignore, or shame) patients’ sustain talk—because that is part of what it means to accept patients as they are—clinicians should nonetheless work to promote and to nurture change talk. This has to do primarily with asking questions that encourage patients to articulate their own desires, ability, reasons, or needs consistent with change. Rather than, for example, asking a patient, “Why did you not refill your prescription for naltrexone?” (a question that is likely to convey disapproval and to be met with sustain talk), a prescriber might instead say, “Tell me about how your recovery is going” or “What are some ways that you would know if naltrexone is helping you?” These questions give patients space to express ambivalence but open the door to change talk.

Miller and Rollnick encourage clinicians to respond to change talk by validating and strengthening it through reflection, affirmation, and summarizing (Miller and Rollnick 2013, pp. 183–195). They encourage clinicians to respond to sustain talk not by criticizing or correcting it but by reflecting it back to patients (therefore encouraging patients to sit with what they have said, which often activates ambivalence and change talk), by emphasizing the patient’s autonomy (“You’re right—no one can force you to change”), and by strategically reframing or reshaping the sustain talk (see Miller and Rollnick 2013, pp. 200–204). They also recommend the “importance ruler” as a useful tool that can be adapted to a number of situations. A prescriber might ask, “On a scale of 0 to 10, how important is it for you to be clean?” If the patient responds with a number greater than 0, a natural follow-up question is, “Why are you at a ____ and not zero?” This encourages patients to reflect on their own reasons for change and to respond with change talk (Miller and Rollnick 2013, pp. 174–175). This can then lead to medication-specific follow-up questions, such as “On a scale of 0 to 10, how important is it that you take your naltrexone daily?”




Practical Strategy 4: Distinguish Sustain Talk From Discord and Address Reasons for Discord


In their most recent iterations of MI theory and practice, Miller and Rollnick have moved away from the term “resistance” because it too often conflates the sustain talk that is a natural part of ambivalence (and present in every therapeutic relationship) with the discord that signifies a strained or ruptured therapeutic alliance (Miller and Rollnick 2013, pp. 196–197). Discord relates to the patient’s experience of the clinician rather than simply of the process of change, and often results when the patient feels that the clinician is not listening to or respecting the patient, or is exerting undue power in the relationship. Discord requires therapeutic responses that specifically address the discord: apology when apology is due; affirmation when affirmation is needed; and clarification and reframing when the relationship has hit a “sore spot” (Miller and Rollnick 2013, pp. 209–210).





Structural Competency and Prescribing for Substance Use Disorders


We have described MI in some detail because we learned much from it, because it is central to Dr. Blum’s work and practice, and because we believe it to be profoundly useful for prescribers of psychiatric medications. But there are limits to MI. Like most forms of psychotherapy, including most approaches to interviewing profiled in this book, MI emerged from reflection on individual encounters with clients. Substance use disorders are broader than individuals alone, and prescribing clinicians cannot understand the experience of patients with substance use disorders unless they are also aware of the histories, communities, and social structures within which their patients live. For that reason, we find the concept of structural competency, developed by psychiatrists and social scientists Helena Hansen and Jonathan Metzl, to be important for building effective prescribing relationships with persons with substance use disorders. Structural competency seeks to push clinicians beyond the concepts of “cultural competency” or even “cultural humility,” with their focus on knowing about cultural difference, to a stance of active engagement with structural causes of illness. The structural competency framework encourages clinicians to better understand patients’ experiences of illness in the context of structural factors, such as unstable housing and neighborhood crime; to intervene to address structural factors at institutional levels, such as through legislative advocacy; and to collaborate across disciplines and within communities to promote structural change (Hansen et al. 2018; Metzl and Hansen 2018).

Helena Hansen, an architect of the structural competency approach, is also a prescribing clinician with extensive experience in MAT, including treatment with buprenorphine, for substance use disorders. Her research into racial differences in buprenorphine prescription and use in the New York area, which emerged from her observations as a clinician, illustrates why structural competency is so necessary for prescribers who treat patients with substance use disorders. With drug policy expert Julie Netherland, Hansen argues that the “War on Drugs” in the United States has looked remarkably different for Black and white Americans who use illicit substances. Since the 1980s, illicit substance use among Black Americans has been heavily criminalized and marked by mandatory sentencing guidelines that disproportionately target Black substance users, contributing to a 6- to 10-fold higher rate of drug-related incarceration among Black Americans. The prescription opioid abuse crisis, however, which has disproportionately affected white Americans, was preceded by a concerted effort by several agencies of the National Institutes of Health in the “Decade of the Brain” of the 1990s to depict addiction as a brain disease rather than a character flaw. This focus on the (individual, diseased) brain deemphasized social and economic drivers of substance use and encouraged blame for addiction to be diverted from the substance-using individual to specific drugs and their manufacturers (e.g., OxyContin; Purdue Pharmaceuticals) and to clinicians working in “pill mills” prescribing high volumes of opioids. This not only promoted sentencing guidelines that led to lighter (if any) sentences for (predominantly white) prescription opioid abusers relative to those convicted of crimes involving other drugs such as crack cocaine, but also allowed for the marketing of drugs like Suboxone for these opioid users. In this way, Hansen and Netherland argue, neuroscience, pharmaceutical technology, legislation, and pharmaceutical marketing have all served as “technologies of whiteness” that contribute to racial disparities and substance use policy and treatment (Hansen and Netherland 2016; Netherland and Hansen 2017; see also Mendoza et al. 2016). Consistent with this analysis, Hansen and colleagues have found that in New York City, buprenorphine use is highest in higher-income and lower-minority-population areas (Hansen et al. 2013, 2016; see also Mendoza et al. 2018).

This work may seem abstract, but it is practically relevant for clinicians who prescribe medications for substance use disorders. Buprenorphine, for example, is comparably as effective as methadone in preventing relapse in opioid use disorder and is generally less burdensome for patients in terms of time. But not all opioid-using patients have equal access to buprenorphine, and even for those who do, the social meaning might be considerably different. Patients with high levels of income and education often find the medically focused, individual approach of many buprenorphine prescribers to be liberating and helpful. But patients who are experiencing multiple, intersecting forms of social challenge and oppression, or who live within communities in which MAT is stigmatized, may experience even well-resourced clinics and well-meaning buprenorphine prescribers as isolating and alienating. Such patients may benefit more from treatment settings that are more communally focused and/or that allow them to access interdisciplinary services to address structural concerns, including concerns about housing or navigation of the criminal justice system (Hatcher et al. 2018).

With this in mind, we offer three additional practical strategies for prescribing clinicians in building effective relationships with substance use disorders.



Practical Strategy 5: Become Familiar With Structural and Historical Dimensions of Substance Use That Are Relevant to Your Region and Domain of Practice


One requirement of structural competency is that clinicians do not depend on their patients alone to educate them about social determinants of health, but rather commit to appreciating an understanding of the structures that shape our patients’ lives. With respect to substance use, this includes understanding the social and legal history of drug criminalization, the way that criminal law pertaining to drug use has evolved over time, the historical and social contexts of recovery support and drug treatment approaches (such as Alcoholics Anonymous), and local and national policies that affect access to and distribution of substance use treatment resources including MAT. While this learning largely happens outside of individual patient encounters, it enables prescribing clinicians to engage patients with more nuance, sensitivity, and appreciation of their specific contexts, and contributes to a stronger therapeutic alliance (Davis et al. 2015).




Practical Strategy 6: Talk With Patients About the Social Structures Relevant to Their Experience of Recovery


As mentioned above, patients seeking MAT for substance use disorders are often pulled among multiple complex legal, occupational, and social service entities that may be difficult to balance and, at worst, may set patients up for failure when they require behaviors that are impossible to fulfill, such as working full-time while also attending daily or weekly treatment appointments. As Blum emphasizes, “If you’re seeing a patient who is also having to go to court, to see a probation officer, and other things, the MAT is just one thing they have to jump through in a week.” Asking patients directly about social challenges that they are facing and about how their lives are structured encourages a strong alliance, alerts clinicians about barriers to successful treatment, and allows clinicians and patients to collaborate on solutions. Blum also encourages clinicians to ask patients directly what they think of the clinic’s processes, and to work to reduce barriers to successful participation: “If a barrier [is] there, does it need to be there because it affects the patient, or because it makes the clinician’s life easier? . . . When you have rules, make sure the rules are the right rules, and that they don’t just reinforce your self-image as an expert.”




Practical Strategy 7: Cultivate Relationships With Others Who Are Supporting the Needs of People in Recovery in Your Community


Key to structural competency is the awareness that clinicians do not live or operate in isolation. We are all part of networks that collectively create barriers to successful care or facilitate the needs of those in recovery. Often we learn by building relationships with others who are doing important work in our area. Participating in networks of care and advocacy both encourages more holistic care of patients and offers prescribing clinicians the chance for life-giving collaborative relationships with nonprescribers who are passionate about the flourishing of those who are in recovery.

Blum, for example, says that his views on the decriminalization of marijuana in Colorado were influenced by his relationship with a Latinx policy advocate who made him aware of significant racial/ethnic disparities in law enforcement practices in criminal sentencing for marijuana use and distribution. He has also coordinated with local public health experts in Denver to understand the prevalence of substance use disorders in Denver and rates of health care utilization among those who use different types of substances, in order to advocate for substance use treatment that is more closely integrated with other medical systems (Calcaterra et al. 2015; Prieto et al. 2019). It is not enough, Blum knows, for individual clinicians to want to help people who struggle with substance use. The system has to work well also—and every door into medical care needs also to be an open door into effective substance use treatment. For Blum, building effective relationships opens onto building systems, as a public health approach amplifies the work of a clinician into systemic change in pursuit of health equity.
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Knowing and Being Known: Prescribing in the Context of Neurocognitive Disorders


Featured Clinician: Sharon K. Inouye, M.D., M.P.H., Harvard Medical School

Key Concept or Skill: Listening for Stories

 

Dr. Sharon Inouye is a skilled geriatrician and an international expert on delirium, but she recently wrote of feeling helpless at the very place of her expertise. She was at the bedside of her own hospitalized father. Inouye described a sense of heartbreak at her father’s illness, but especially the uncoordinated care he received from competing specialists, the 20+ medications he was receiving daily, and his resulting delirium. Even though both Inouye and her father were physicians, they were powerless. Inouye wrote, “I had spent the days at his bedside trying to speak with every team each day to alert them about his worsening brain function and provide information about his sensitivity to psychoactive medications and the adverse effects that some of the drugs in his regimen have on older adults. Though their responses varied, they were unified in their dismissiveness” (Inouye 2020, p. 499). While her father eventually returned to practice, Inouye says he lost a year of his life to delirium. Inouye believes her father’s loss, and those of so many others, could have been prevented by the implementation of person-centered and evidence-based treatments that help clinicians listen for a person’s life story and seek a fitting ending.

Inouye has been developing such treatments for more than 30 years.

In 1990, Inouye and colleagues developed the Confusion Assessment Method (CAM), a brief bedside tool designed to assess delirium. Instead of quick-hitting orientation questions, Inouye proposed, in an influential paper, a nine-item instrument that assessed time of onset, attention, organization, consciousness, orientation, memory, perception, psychomotor activity, and sleep. The test was free and easy to use, while being both sensitive and specific for the diagnosis of delirium. The paper has since been cited thousands of times, and the CAM has been widely employed to identify persons experiencing delirium, but the title of her initial paper deserves to be remembered: “Clarifying Confusion” (Inouye et al. 1990). The paper’s title is one summary of Inouye’s work. She has labored to clarify the confusional state known as delirium so that patients with neurocognitive disorders (NCDs) can be known by their clinicians, who can then be known by the older adults for whom th ey care.



Understanding Delirium and Neurocognitive Disorders


Within DSM-5-TR, the category of neurocognitive disorders encompasses two diagnoses—delirium and neurocognitive disorder—with multiple subtypes (American Psychiatric Association 2022).

Delirium is a disturbance in attention and awareness, along with a least one more sign of disturbed cognition that develops over a short period of time and tends to fluctuate in severity through the course of a day. Clinicians are encouraged to name the etiology of a delirium episode—for example, due to an underlying medical condition, substance intoxication, substance withdrawal, toxin, use of a medication, or multiple etiologies—when a cause can be elucidated. Clinicians are also encouraged to specify an acute or persistent course, and an activity level (hyperactive, hypoactive, mixed). Delirium is common among hospitalized older adults, with a prevalence of 8%–17% in emergency departments, 11%–51% in postoperative settings, and up to 80% in intensive care settings. Delirium has profound effects on older adults, tripling the rates of skilled nursing facility (SNF) placements and functional decline among hospitalized older adults, increasing rates of morbidity and mortality, and increasing the risk of developing dementia (American Psychiatric Association 2022).

Dementia is a state of cognitive and functional impairment, but such impairments exist along a spectrum, so DSM-5-TR uses the term neurocognitive disorder. At one end of the spectrum sits major NCD: significant cognitive decline that interferes with independence in everyday activities. Cognitive decline is experienced in at least one domain—complex attention, executive function, learning and memory, language, perceptual-motor, social cognition—and is not better explained by another mental disorder or and does not occur exclusively during delirium. At the other end of the spectrum sits mild NCD: a modest cognitive decline that does not interfere with capacity for independence in everyday activities. For both major and mild NCD, clinicians are encouraged to specify an etiology: Alzheimer’s, frontotemporal, Lewy body, vascular, traumatic, substance/medication, HIV, prion, Parkinson’s, Huntington’s, another medical condition, multiple etiologies, or unspecified. Prevalence, risk factors, course, prognostic factors, and functional consequences vary by etiology (American Psychiatric Association 2022).

Inouye’s work began at the bedside of people like her father. After completing her training as a geriatrician, she joined the staff of a Veterans Affairs (VA) hospital. Like many geriatricians, she observed that “older adults were often ignored and undervalued” (Inouye 2018), but especially when they were the most vulnerable, experiencing the acute confusional state of delirium. Inouye brought her concerns to senior colleagues, who dismissed delirium as a fact of aging.

“I wanted to understand why it was happening,” she writes:


In particular, I could not stop thinking about 6 older patients on my service who had developed an acute confusional state, and went on to have poor outcomes. Two of them had to be transferred to the ICU, 1 died, and 3 went to nursing homes. I reviewed their charts, recording all their activities, medications, procedures, laboratory abnormalities, and correlated that with their mental status recorded in my notes. I became convinced of a pattern: that aspects of the hospital care they received—such as psychoactive medications, procedures, immobilization, sleep deprivation—had contributed to the problem. I wanted to explore this further—to gain understanding through research.” (Inouye 2018)



When she sought understanding in the research, she found no validated way to identify delirium. So she created one—the CAM—and validated its use.

Inouye was concerned that delirium was unnamed and thus unknown in clinical settings. The CAM proved so helpful at naming delirium and allowing patients to be known that it was translated into over 20 languages, used in more than 5,000 studies and adapted for use in multiple settings; additionally, a severity scoring system (CAM-S) was developed and evaluated (Inouye 2018). Using the CAM, Inouye and her colleagues have found a dose-response effect for delirium, identifying that the more severe the delirium, the greater the risk for the patient. She conceptualized delirium as multifactorial, identified precipitating and perpetuating factors, and advanced the scientific understanding of delirium.

And yet, Inouye recently reflected, she “had not yet been able to make a difference at the bedside. Thus, I eagerly moved on to conceive the Delirium Prevention Trial” (Inouye 2018), whose intervention was developed into the Hospital Elder Life Program (HELP), which targets six known delirium risk factors: cognitive impairment, sleep deprivation, immobility, dehydration, vision impairment, and hearing impairment. In its initial trial, HELP significantly reduced the incidence of delirium, total number of days of delirium, and total number of delirium episodes (Inouye et al. 1999).

HELP has since been implemented in more than 200 hospitals worldwide and effectively reduces falls, prevents delirium, reduces cognitive and functional decline, shortens lengths of stay, reduces costs, and improves the experience of patients, families, and clinicians (Hshieh et al. 2018). The program can be adapted for different contexts (Wang et al. 2019).

While spreading person-centered, evidence-based interventions like HELP, Inouye is exploring the pathophysiological relationships between delirium and dementia. Delirium is commonly understood as an acute, reversible state, but Inouye has been showing that even after delirium resolves, its effects linger and alter a person. After decades spent studying ways to improve the care of elder adults, Inouye is increasingly interested in operationalizing such care. She recently joined with the National Academy of Medicine to announce the Healthy Longevity Global Grand Challenge, an international initiative to improve the health, productivity, and quality of life for older people. Experts will develop recommendations so society can implement best practices and host innovation competitions to transform the care of elder adults (Dzau et al. 2019).




Prescribing Wisely for Neurocognitive Disorders: Practical Strategies for Prescribing Clinicians


The care of elder adults needs transformation in part because medications used for NCDs have significant limits. In a recent evidence-based review of medications to treat NCDs, the authors found no evidence that any medication could prevent the development of dementia. In the authors’ analysis the evidence was best for simply making the diagnosis and to rule out nonpsychiatric conditions that can resemble an NCD (O’Brien et al. 2017) (see Figure 13–1).


[image: Conditions that can resemble a neurocognitive disorder.]

FIGURE 13–1. Conditions that can resemble a neurocognitive disorder.

Source. Adapted from Jacobson 2014.



At present, neither hormone replacement therapy nor vitamin augmentation strategies are evidence-based treatments for dementia prevention or treatment of dementia itself (O’Brien et al. 2017). In search of safe disease-altering treatments, researchers were initially encouraged by epidemiological studies about omega-3 polyunsaturated fatty acids and basic science studies suggesting that omega-3 polyunsaturated fatty acids could stabilize neurons. However, in Cochrane reviews of the subsequent clinical investigations, researchers found no benefit on cognitive function, quality of life, or mood for the treatment of persons with mild to moderate NCDs (Burckhardt et al. 2016).

Once a clinician has diagnosed a person with an NCD, the clinical question shifts to how to slow the ensuing functional declines. In a systematic review, researchers found the best high-quality evidence for exercise. In the underlying studies, exercise frequency varied from two to five times per week and lasted at least 7 weeks. Given the many mental, physical, and social benefits of exercise, the researchers concluded that clinicians should counsel all their patients with an NCD to exercise. Researchers also found sufficient evidence for acetylcholinesterase inhibitors and memantine to counsel a medication trial (Laver et al. 2016). Although acetylcholinesterase inhibitors and memantine may delay, but do not stop, cognitive decline in persons with NCD due to Alzheimer’s, Lewy body, or Parkinson’s disease, the evidence does not favor prescribing these medications for frontotemporal or vascular dementias (O’Brien et al. 2017).

The first acetylcholinesterase inhibitor, tacrine, was introduced in 1993 but is no longer available because of its hepatoxicity. The second, donepezil, remains commercially available; it is distinguished by a long half-life that is ideal for once-a-day dosing. The third, rivastigmine, showed benefit for NCD due to Alzheimer’s, Lewy body, and Parkinson’s, but its short half-life required twice-daily dosing, and its use was limited by nausea until a transdermal formulation was introduced. The fourth, galantamine, also has a short half-life and requires twice-daily dosing but is typically well tolerated; it is available in both immediate- and extended-release formulations. Finally, the N-methyl-d-aspartate receptor antagonist memantine can be used as either adjunctive therapy to an anticholinesterase inhibitor or monotherapy for persons with NCD due to Alzheimer’s; extended-release and combination memantine-donepezil formulations are commercially available (Putman 2020).

In this chapter, drawing on Inouye’s work and the broader literature, we offer six practical strategies for prescribing clinicians who seek to prescribe wisely and to build effective therapeutic relationships with people with NCDs and their families. We focus first on basic pharmacological strategies and then move to how patients know and are known in story and community.



Practical Strategy 1: Start Low, Go Slow, One at a Time


When you are prescribing these (and other) medications for older adults, it is critical to think about the altered physiology and psychology of older adults. In Table 13–1, we have summarized some of the changes and compensatory clinician strategies necessary when prescribing for older adults. In general, we find it helpful to remember the mantra of our own teachers: start low, go slow, one at a time. Prescribe the fewest medications at the lowest efficacious doses only during the necessary interval. As Inouye recently told us,


TABLE 13–1. Changes in older adult physiology associated with altered pharmacokinetics and suggested practitioner responses









	Organ or organ system

	Physiological change

	Pharmacokinetic consequences

	Practitioner responses






	Gastrointestinal tract

	Decreased intestinal and splanchnic blood flow

	Decreased rate of drug absorption

	Consider when medication should (and should not) be administered with food.

Divide peak doses if adverse effects are problematic.




	Circulatory

	Decreased concentration of plasma albumin and increased α1-acid glycoprotein

	Increased or decreased free concentration of drugs in plasma

	Increase (and decrease) doses gradually.

Monitor vital signs.




	Kidney

	Decreased glomerular filtration rate

	Decreased renal clearance of active metabolites

	Start (or stop) a single medication at a time.

Monitor changes in bladder function.




	Muscle

	Decreased lean body mass and increased adipose tissue

	Altered volume of distribution of lipid-soluble drugs, leading to increased elimination half-life

	Prescribe an appropriate progressive exercise regimen to every patient.

Monitor changes in strength and limb function.




	Liver

	Decreased liver size; decreased hepatic blood flow; minimal effects on cytochrome P450 enzyme activity

	Decreased hepatic clearance

	Start at low doses (often one-half to one-third of adult doses).

Obtain serum levels when indicated.






Source. Adapted from Schatzberg and Nemeroff 2017.


Because of the high risk of drug-drug and drug-disease interactions in older adults, monitoring closely for adverse effects is critical. Moreover, it is important to keep in mind that atypical presentations of adverse effects are common in older adults, who commonly manifest nonspecific symptoms such as loss of appetite, decreased energy, failure to thrive, mild confusion, disorientation, or apathy. Family reports of “they’re just not themselves” are frequent and should herald reassessment of medications.






Practical Strategy 2: Attend to Social and Financial Barriers to Care


It is also critical to think about how an older person’s social and psychological situation can affect their ability to take medications as prescribed. Many older adults live on fixed incomes and may not be able to afford medications. Practitioners can work with pharmacies to identify less-expensive alternatives (e.g., generic medications, on-formulary alternatives, 90-day supplies), to work with social services to explore additional insurance options (e.g., supplemental insurance to Medicare Part D), or to participate in medication assistance programs. Many older adults experience decreased mobility; practitioners can explore the possibility of pharmacy delivery programs. Many older adults have physical impairments that limit their ability to take medications; practitioners can work with pharmacies to provide blister packs, non-childproof containers, talking medication containers, large-print labels, and easy-to-divide tablets. Many older adults experience cognitive impairment; practitioners can instruct in the use of medication timers, timed pillboxes, and pillbox organizers; prescribe medications to coordinate with meal and bedtime routines; provide additional written direction; and engage a caregiver to administer medications (Wang and Nussbaum 2017). As Inouye told us, “Involve family members to assist and monitor; educate family caregivers about the uses and side effects of all of the patient’s medications.”




Practical Strategy 3: Identify Neuropsychiatric Symptoms and Comorbid Medical and Mental Disorders but Prescribe With Caution


Clinicians should also remember that people with both mild and major NCD often experience neuropsychiatric symptoms. In a decade-long, multinational cohort study the majority of people with dementia experienced neuropsychiatric symptoms. The study was so large that it was sufficiently powered to estimate the prevalence of symptoms. Among persons with mild cognitive impairment, 20% had experienced depression, 15% had experienced apathy, and 15% had experienced irritability in the past month. Among persons with dementia, neuropsychiatric symptoms were common and 36% had experienced apathy, 32% had experienced depression, and 30% had experienced agitation/aggression in the past month (Lyketsos et al. 2002).

Neuropsychiatric symptoms in NCDs frequently are correlated with comorbid mental disorders that may be hard for clinicians to recognize. In one study, treating clinicians correctly identified depression in only 35% of their patients with NCDs. The failure to identify depression was costly to the patient and the system, because it was associated with functional impairment and nursing home placement (Kales et al. 2005).

Unfortunately, even when these comorbid conditions are recognized, they are not easy to treat with medication. For example, in a multi-site, randomized controlled trial of sertraline (dose targeted to 100 mg daily) for persons with major depressive disorder and mild to moderate Alzheimer’s type dementia, researchers found no evidence that sertraline reduced symptoms or induced remission. Instead, researchers observed high rates of adverse events—primarily diarrhea, indigestion, dizziness, and pneumonia—so they concluded that prescribing sertraline to treat comorbid depression for persons with major NCDs was of limited utility (Rosenberg et al. 2010).

Antipsychotic medications have proven even more disappointing. In the National Institute of Mental Health–funded Clinical Antipsychotic Trials of Intervention Effectiveness—Alzheimer’s Disease (CATIE-AD) study, a multi-site, randomized controlled trial of persons with Alzheimer’s disease, researchers found that patients receiving atypical antipsychotics were at greater risk of significant and progressive cognitive decline (Vigen et al. 2011). These medications are also associated with a higher risk of premature death. In a decade-long retrospective case-control study from the Veterans Health Administration, researchers found that the risk was higher than previously known, differed by medication, and increased with dose. The researchers matched outpatients with dementia who received antipsychotics with those who did not receive medications and found that receiving antipsychotics increased mortality in the first 180 days: haloperidol by 3.8% (number needed to harm [NNH] = 26), risperidone by 3.7% (NNH = 27), olanzapine by 2.5% (NNH = 40), and quetiapine by 2.0% (NNH = 50). Then the researchers matched outpatients with dementia who received antipsychotics with those who received antidepressants and found that receiving antipsychotics increased mortality in the first 180 days in this group as well: haloperidol by 12.3% (NNH = 8), risperidone by 6.1% (NNH = 31), olanzapine by 7.0% (NNH = 14), and quetiapine by 3.2% (NNH = 31). Although findings like these are limited by the study design, their size and the consistency of their findings across multiple databases suggest that using antipsychotics to treat neuropsychiatric symptoms in people with dementia increases the risk of death in small, but significant, ways and that the effect is dose related and differs by medication (Maust et al. 2015).

Because the efficacy of antidepressants and antipsychotics is limited for neuropsychiatric symptoms of NCDs, and given the documented harms, clinicians must pragmatically explore other ways to treat neuropsychiatric symptoms. For example, in a 9-week, randomized, double-blind, placebo-controlled multicenter clinical trial, citalopram (target dosage 30 mg/day, titrated from 10 mg/day over 3 weeks) showed no benefit for cognition, but was significantly associated with reductions in anxiety, delusions, and irritability/lability. Researchers observed adverse effects, including sleep disturbances, gastrointestinal complaints, respiratory tract infections, and falls, which are known to occur when patients are taking serotonin reuptake inhibitors (Leonpacher et al. 2016).

Because NCDs are often associated with anxiety that may in turn lead to more rapid progression of the NCD, treating anxiety among persons with NCDs is critical. Researchers have developed cognitive-behavioral therapy–based treatments that reduce anxiety and improve quality of life (Stanley et al. 2013). Other clinicians have designed therapeutic interventions to reduce anxiety, including a 10-session cognitive-behavioral therapy. Clinicians can directly care for a person with anxiety even though they have a progressive, deteriorating illness by teaching them rules to live with themselves and others (Charlesworth et al. 2015). The work is always relational. Among the cognitive therapies, researchers found the best evidence for reality orientation, which repeatedly reorients a patient to increase their understanding of their environment, and skills training, which teaches cognitive skills in an effort to slow or stop cognitive decline (Carrion et al. 2018).

Subsequent research suggests that medications can augment cognitive training approaches, which seek to delay or stop cognitive decline. In a randomized controlled trial, vortioxetine, a novel serotonin reuptake inhibitor that antagonizes serotonin 5-HT3 and 5-HT7 receptors, was found to increase the benefits of a computerized cognitive training program. The cognitive training program involved adaptively administering repetitive tasks involving specific cognitive domains, including processing speed, working and long-term memory, attention, and executive function. Participants who took vortioxetine during the 26-week trial experienced greater increase in global cognitive function. The authors speculate that the effect may be due to vortioxetine’s ability to indirectly increase acetylcholine, dopamine, and histamine by antagonizing 5-HT3 and 5-HT7 receptors. Whether the biological mechanism is (or is not) borne out by future studies, the trial suggests the best role for the medications presently available: to augment and to enable learning and caring in relationships (Lenze et al. 2020).




Practical Strategy 4: Practice Deprescribing


Medications for any aspect of NCD must be prescribed judiciously and conservatively, with specific target symptoms and criteria for usefulness. Inouye is a proponent of the practice of deprescribing, which we introduce here and describe in further detail in Chapter 14 (“Strong Emotions: Prescribing in the Context of Borderline Personality Disorder”). In addition to neuropsychiatric symptoms, most people with an NCD have multiple medical comorbidities. Too often, each comorbid condition is associated with multiple medications, as it was in the experience of Inouye’s father. Researchers and policymakers have documented the benefits of intentionally reducing the dosage and/or number of medications that are unlikely to benefit a patient. After all, polypharmacy increases the risk of adverse events, including cognitive decline, hospitalization, and mortality. Risks, of course, vary by medication (e.g., antipsychotics, benzodiazepines, and opiates), dose (e.g., higher doses, standard doses in persons with impaired ability to clear medications), and condition (e.g., persons with more severe cognitive impairment, recent falls, and hemorrhagic or hyperglycemic events). Clinicians should always consider deprescribing when possible, but especially when a person is taking a high-risk medication, is taking five or more chronic medications, or falls into a high-risk category for developing an adverse effect of polypharmacy. Researchers and policymakers are in the process of designing person-centered ways to systematically enable deprescribing (Bayliss et al. 2020). See Table 14–2 in Chapter 14 for further detail about practical steps for deprescribing.





Being Known in Story and Community: Further Practical Strategies


The practical strategies listed above are important but might be found in any geriatric psychopharmacology text. We now turn to additional strategies that focus specifically on the quality of the prescribing clinician’s working relationship with patients with NCDs and their families.



Practical Strategy 5: Encourage Meaningful Social Connections


In the years since the CATIE-AD trial showed increased mortality and decreased cognitive function among persons with Alzheimer’s disease who were prescribed antipsychotics, regulatory agencies and professional societies have discouraged the use of antipsychotics among persons with dementia. Critics have observed that these studies passed over what is often the critical question for these patients and their caregivers—can they stay in their home and in relationship with the people they love?—in favor of medical outcomes. In a follow-up study, British researchers asked what happens to a person with dementia whose antipsychotics are discontinued after an evidence-based review of their medications. They documented that in these patients, antipsychotic use decreased by 50% but neuropsychiatric symptoms worsened. These worsening symptoms, however, were ameliorated when a patient received increased social interactions at the same time that their antipsychotic dose was decreased, which increased their interaction with other people and the time they spent in meaningful activity. Further, these researchers found that simply stopping antipsychotics did not reduce mortality on its own. To achieve a reduction in mortality, deprescribing must be coupled with an increase in social interaction. While the study did not assess therapeutic alliance, it is a helpful reminder that social interactions are a treatment in and of themselves (Ballard et al. 2016).

NCDs, like all mental disorders, are biosocial illnesses (see Chapter 1, “Introduction: From Dispensers to Collaborators,” and Chapter 2, “Relationship Matters”). As much or more than any DSM-5-TR category, they are associated with demonstrable alterations in neuroanatomy and neurophysiology. But they are also profoundly influenced by relationships, community, and culture: depending on the social environment, a person with particular neuroanatomical lesions may experience profound isolation and loneliness or profound connection, which may in turn affect the progression of the biological disease.




Practical Strategy 6: Listen For, and Tell, Stories That Hold the Self in Trust


Inouye recently told us, “Communication is the mainstay of prudent psychopharmacology in older adults. Discuss the patient’s goals for care, and factor these in to all decisions before adding a new medication. Make sure to listen carefully about what matters to the patient, and confirm that the benefits and potential risks of a new medication are concordant with achieving those goals. . . . Listen to the patient’s stories.”

While the social context of NCDs can be quantified in epidemiological data, it is often better known in a story. Consider the novel Three Things About Elsie by the British psychiatrist Joanna Cannon. The novel’s protagonist, Florence, has been removed from her familiar world by dementia, relegated to an institutional facility with the cheery but placeless name of Cherry Tree. There are, Florence wryly notes, no cherry trees at the facility.

Nursing homes are typically places where someone’s story ends. In another medical euphemism, a person is “placed” in an assisted living facility (ALF) or skilled nursing facility, suggesting the way that they are the passive recipient of another person’s actions (and the term “facility,” with its connotation of efficiency and industry, is telling). ALFs and SNFs often need to accept people from many backgrounds and of many abilities, while operating on very low margins and with very low staffing ratios, all while following many regulations. Because of this, these facilities can become truly institutional spaces: consistent rooms, regular meal times, regimented sleep and wake schedules, limited visiting hours, and reduced meal choices.

British writer Tom Kitwood offers an alternative. Kitwood pioneered person-centered care for persons with dementia, insisting that older people need prolonged and positive interpersonal encounters to support their agency and personhood. If you structured care in that fashion, mutually empathetic relationships can form between people who care and those who receive care (Kitwood 2019). SNFs that model Kitwood’s insights exist (Mead 2013), and they are quite different from Cannon’s fictional, but familiar, Cherry Tree. In person-centered nursing homes, behavioral and environmental cues encourage agency and relationship, with reduced agitation and need for medications.

Such person-centered spaces are needed because in today’s institutional nursing facilities, patients are too likely to share Florence’s experience of clinicians as kind but complicit in institutional dehumanization. When Florence is examined by a physician, her friend Elsie says the purpose of the examination is “to make sure everyone knows who they’re supposed to be” (Cannon 2018, p. 323). The physician performs a Mini-Mental State Exam (MMSE), a bedside test of cognition, attention, and executive functioning. Florence says, “He told us there were thirty questions, which didn’t sound very mini to me. The world of medicine appears to be littered with understatements—small scratch, slight discomfort, minor abrasion. . . . It’s strange how easily you can become flustered when someone is watching you” (Cannon 2018, p. 324). The physician watches Florence, but his language and examination prevent Florence from feeling seen.

NCDs alter, but do not eliminate, our capacity to relate to one another as human beings. Psychiatrist John W. Barnhill has observed that since cognitive decline strikes at the core of our self-definitions and our ability to communicate, it alters the interview. Most patients with an NCD will present with cognitive problems but will not complain of them. Instead, Barnhill writes,


They will rarely have requested to see a psychiatrist. They tend to lack cognitive and emotional flexibility. In the midst of one of life’s tragedies, the cognitively impaired patient tends to discuss not existential loss but the mundane. Although the interviewer should strive to create a predictable and quiet interview setting so as to calm the easily distractible patient, hospital settings can be unpredictably chaotic and public. Although the initial interview is generally intended to be diagnostic, optimal clarity is not achieved unless an alliance is created, and this alliance can be undermined if the interviewer too quickly seeks to formally evaluate cognition. (Barnhill 2016, p. 519)



Barnhill recommends conducting shorter interviews because patients often fatigue easily, recognizing the patient as a person, allowing the patient time to tell their story in their own way, stimulating memory chains by repeating the patient’s words, speaking in declarative sentences, tactfully reorienting the patient, taking interest in physical complaints, and assessing for self-harm. Each strategy is a way to know and be known by a person with a NCD (Nussbaum 2011).

But humans, including humans with NCDs, do not only tell stories. We inhabit the stories of the places and communities where we are born and in which we have lived, the stories of our families and our cultural and religious communities, the stories of those whom we have loved and who love us. We find our health and our selfhood in these relationships and stories. Those who bear these stories for us can continue to hold us in “membership” even when we can no longer bear them ourselves. We can know that we are known, even when our stories and our lives are held in trust for us by others (Berry 1995).

Prescribing clinicians can build effective alliances with patients and with their families simply by wanting to hear and to tell these self-constituting stories: stories told by a person with an NCD as their condition progresses, and stories told about a person with an NCD after they are unable to tell stories on their own. Caring well for people with NCDs requires that clinicians know, and honor, those who are held in trust by these stories.

Nurses have often led the way in listening attentively to these self-constituting stories. Over two decades ago, for example, a group of nursing researchers interviewed people in the middle and late stages of major NCD, Alzheimer’s type, with a mean MMSE score of 10 (out of 30). The researchers found that despite their impairments, the patients were eager and able to form therapeutic relationships. They found that if a clinician asked broad open-ended questions, established a common ground, reduced power imbalances by speaking as equals, and established connections through judicious self-disclosure, the patients could share emotions and concerns (Tappen et al. 1997).





“They Have So Much to Teach Us”


Sharon Inouye remains at work on projects at the interface of delirium and dementia. She is studying whether delirium alters the course of dementia and whether delirium leads to long-standing cognitive impairment. She was also the senior author of a recent consensus statement calling for a delirium public health campaign. Inouye and her colleagues observe that as the populations of countries like the United States and Canada age, there is a pressing need to reduce the incidence of dementia. Despite decades of pharmacological trials, no effective dementia-reducing treatment exists. As part of a person-centered approach that integrates care, lifestyle, and nonpharmacological and pharmacological treatments, Inouye and her colleagues call for a public health approach to recognize and prevent delirium, which may reduce the subsequent development of dementia (Khachaturian et al. 2020).

In a recent address to her fellow geriatricians at their annual meeting, Inouye reflected on her journey so far. She recalled growing up as a toddler in California, holding onto her physician father’s leg as he attempted to leave their home. She wanted to be that close to him and entered medical school planning to take over his family practice. Life intervened and she wound up becoming a geriatrician and a leader in identifying and understanding NCDs. And yet, Inouye has seen that it is not enough. So the time had come, Inouye announced, to effect systemic change in the care of the elderly. She invited her peers to join her, saying, in part,


Who but us . . . can bring value, recognition, and appreciation of older people? We recognize their unique contributions, including wisdom, experience, patience, and resilience. They have lived with adversity, and survived with grace and aplomb. They have so much to teach us. (Inouye 2018)
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Strong Emotions: Prescribing in the Context of Borderline Personality Disorder


Featured Clinician: Sarah Fineberg, M.D., Ph.D., Yale University School of Medicine

Key Concept or Skill: Deprescribing

 

Prescribing clinicians who treat patients with borderline personality disorder (BPD) often face a paradox.

On the one hand, there are no U.S. Food and Drug Administration (FDA)–approved medications for BPD. Most drug treatment studies have been small, with modest effects on BPD’s core experiences (Hancock-Johnson et al. 2017; Lieb et al. 2010). There are many adverse side effects of medications commonly used to treat emotional lability, including mood stabilizers and atypical antipsychotic medications. The best empirically supported treatments for BPD are not medication but forms of psychotherapy and/or case management, including dialectical behavior therapy (DBT) (Linehan 1993), transference-focused therapy (Yeomans et al. 2015), mentalization-based therapy (MBT) (Bateman and Fonagy 2016), and general (or good) psychiatric management (GPM) (Gunderson and Links 2014). And yet, patients with BPD are often prescribed psychiatric medicines in large quantities (Zanarini et al. 2004). Sometimes they are prescribed multiple medications even when they have not participated in an evidence-based psychotherapy.

When patients are in great distress, treating symptoms with medication can facilitate both healthy alliances and patient well-being. But prescribing clinicians for patients with BPD often find themselves trapped into the dispenser model of prescribing (see Chapter 1, “Introduction: From Dispensers to Collaborators”), seeking to find the right combination of medications that will “work” for a patient’s symptoms. There are many reasons for this (Fineberg et al. 2019):


	Underdiagnosis and comorbid diagnosis. People who live with BPD are sometimes diagnosed not with BPD but with other mental disorders such as bipolar disorder (I or II), major depressive disorder, PTSD, panic disorder, and attention-deficit/hyperactivity disorder. Their medications are prescribed with the intent of treating these other (comorbid) disorders (Paris and Black 2015). This may also lead to externalization of symptoms (see Chapter 7, “Frayed Edges: Prescribing in the Context of Depressive and Anxiety Disorders”), in which particular unwanted symptoms (e.g., of depression or of panic disorder) are conceived by both prescriber and patient as targets for treatment.


	Medications as distress reducers. People with BPD experience frequent waves of highly distressing emotion and feelings of emptiness, and are often very sensitive to perceived external and interpersonal stressors (American Psychiatric Association 2022). People with BPD may see medication that relieves these intense distress states as helpful, even if it is less clear that medication is modifying the core experiences of BPD in the longer term.


	Attachment to medications. As is the case in treatment for other conditions, medications often serve as transitional objects, with a pill signifying and representing a relationship with a prescribing clinician. To protect against abandonment, some individuals with BPD may welcome medication if it helps to secure the relationship with a prescribing clinician, and may prefer not to discontinue medicine if they perceive that this may weaken or threaten a relationship with a prescribing clinician, especially an idealized past prescriber. Alternatively, again as in treatment for other medical conditions, people with BPD may consciously or unconsciously experience medications as companions with whom they have a relationship (Karp 2009) and may not wish to terminate these long-standing relationships.


	Countertransference prescribing. When patients who are in significant distress present to prescribing clinicians, clinicians may feel the need to “do something” by prescribing medications. But when we clinicians prescribe in a way that alleviates our own distress instead of the patient’s, we are engaging in “countertransference prescribing” (Fineberg et al. 2019; Mintz and Flynn 2012).




How might prescribing clinicians working with patients with BPD ensure that patients have access to medications that they need and that are contributing to long-term recovery while avoiding unproductive and potentially harmful polypharmacy? There is an old clinical maxim: Don’t just do something, stand there (Keijzers et al. 2018), which reminds clinicians that sometimes it is better to stand with a patient rather than to act on them by, say, prescribing. One way to clinically stand with a patient is to practice deprescribing, which originated within geriatric medicine but has been introduced into psychiatry by Yale psychiatrists Swapnil Gupta, Rebecca Miller, and John Cahill (Gupta and Cahill 2016; Gupta et al. 2019). For understand ing how to build effective alliances around prescribing (and deprescribing) for patients with BPD, we turn to the work of Yale psychiatrist and BPD researcher Dr. Sarah Fineberg, who has carefully considered how collaborative deprescribing can be applied to medication therapy for BPD.



BPD as Shared Human Experience


By training, Sarah Fineberg is a molecular biologist, neuroscientist, and psychiatrist. She loves the brain, but she also loves stories. It was her love of stories and of the people who bear them that led her to become a psychiatrist. While pursuing her M.D. and Ph.D. at the University of Iowa, she recalls “extraordinary experiences” as she began to hear more and more stories of people living with mental health problems. Working in a mobile free mental health clinic in rural Iowa, for example, she met a woman who was hearing multiple voices—but did not want to take any medication that would make the voices go away because she relied on one of the voices for comfort and safety. Beyond the symptoms, there was a person with a story. “I’ve been really compelled,” she says, “by thinking about the context of shared human experience—loneliness, fear, the rest of what it means to be a person.”

This wonder at “shared human experience” led Fineberg to the study of BPD and continues to inspire her work. In her clinical research laboratory at Yale, she seeks to understand BPD through a range of neurobiological and behavioral paradigms—investigating, for instance, amygdala-focused neurofeedback in DBT, or the use of ketamine for BPD. She has written about ways that embodied simulation theory—the idea that we predict what others will do by using information from our own bodies about what we would do and how we would be responding in the same situation—might help account for the ways that patients with BPD miss social cues and find themselves in places of interpersonal and experiential chaos (Fineberg et al. 2014). But when she works with patients with BPD and other mental disorders as an outpatient community psychiatrist at the Connecticut Mental Health Center, she strives for language that is direct, clear, and human. Clinicians may usefully think of the contents of the mind in complex, theoretical ways, but “acting from plain positions—sitting next to [patients], looking out at the same thing, believing that what a patient says is true on its own terms—feels human and builds alliance.”

Fineberg smiles warmly and enthusiastically when she describes working with patients with BPD. She believes her patients. She believes that they are in real and sometimes overwhelming distress, even when they may not be able to describe the nature of the distress in linear terms. “Having strong emotions and having strong emotions arise in interpersonal contexts makes sense to me,” she says. For example, where others might ask about “impulsive risky behavior,” Fineberg asks patients about how they soothe themselves during really difficult moments. “Some people find that they get into dangerous situations like driving way too fast or using drugs when they need to get through overwhelming distress.” She believes that people with BPD are capable of learning to manage that distress and to move toward life goals and purposes. And she believes that patients can improve when BPD is correctly diagnosed and when patients are offered treatments that are specifically tailored to their needs. Speaking of her role as an educator, she says she borrows from her GPM training: “I like to tell my residents that BPD will be the thing that they are going to feel most effective treating!”




The Therapeutic Alliance in Evidence-Based Treatment for BPD


Fineberg’s commitment to cultivating alliance with her patients is supported by a large body of psychotherapy research that shows that the quality of the therapist-patient alliance matters for the outcome of treatment for BPD. In a systematic review of factors affecting the outcome of psychotherapy for BPD, Barnicot et al. (2012) found that while the quality of data was variable, four of five studies performed between 1997 and 2007 found that strong therapeutic alliance was associated with a range of improved outcomes (including improvements in anger, depression, core BPD symptoms, and general psychiatric symptoms), often at effect sizes that were considered large.

Furthermore, forms of empirically supported individual psychotherapy for BPD generally prioritize the establishment of an effective, well-defined therapeutic relationship as a cornerstone of treatment (Cristea et al. 2017). Marsha Linehan, the developer of DBT, emphasizes that “the [therapist-patient] relationship is the vehicle through which the therapist can effect the therapy; it also is the therapy” (Linehan 1993, p. 514). As the therapy (“relationship as therapy”), the relationship in DBT is a space within which patients are accepted and able to grow. As a vehicle for therapy (“therapy through the relationship”), the relationship enables communication of and instruction in particular skills. But a strong relationship premised on mutual acceptance and a commitment to mutual problem-solving is essential (Bedics et al. 2015; Linehan 1993). Approaching BPD from a different theoretical paradigm, Peter Fonagy and Anthony Bateman, the founders of MBT for BPD (see Chapter 4, “Peak Performance: Prescribing in the Context of Attention-Deficit/Hyperactivity Disorder”), theorize that individuals with BPD have a limited capacity to know others’ states of mind and to use that knowledge (mentalization), that patients with BPD heal through the capacity for more robust mentalizing, and that attuned therapeutic relationships activate the attachment system and enable patients to grow in their capacity to mentalize. As the therapist keeps the patient’s mind in mind, the patient becomes more able to understand the states of mind of the therapist and of others (Fonagy and Bateman 2006).

Fewer studies have examined the role of the therapeutic alliance in prescribing relationships in BPD. Linehan actively discourages DBT therapists from prescribing medications to their patients out of concern that patients will hide information from therapists who are also prescribers and that therapists would lose the chance to coach patients on ways to engage helpfully with medical providers. Nonetheless, she recognizes that dual treatment is sometimes inevitable. When it is, Linehan recommends that DBT therapists who prescribe remain current on current pharmacotherapy research, actively address concurrent substance abuse, refrain from prescribing medications that might be lethal in overdose, and refer to a different clinician if medications become a power struggle (Linehan 1993, pp. 507–510; see also Dimeff et al. 1999).

One practical model that Fineberg draws on for her own work is GPM for BPD, a less time- and resource-intensive model of treatment and case management for BPD that is more accessible for prescribing clinicians and that has been found to result in outcomes similar to DBT in two clinical trials (Gunderson and Links 2014; McMain et al. 2009, 2012). The GPM model also highlights the importance of alliance in facilitating change and recovery for patients with BPD. Table 14–1 outlines several practical steps recommended by Gunderson and Links (2014) for building effective alliances in BPD.


TABLE 14–1. Good psychiatric management strategies for building effective alliances






	Empathic stance: Active listening, attention, and validation of painful experiences are preconditions for building effective alliances.




	Regular contact: Alliance is built through weekly initial appointments, with flexibility of scheduling as treatment progresses.




	Diagnostic disclosure: Disclosing a diagnosis of borderline personality disorder (BPD) gives the clinician and patient something to work on together and points the way to avenues for effective treatment.




	Psychoeducation: Speaking with patients about what is known about BPD fosters patient collaboration, fosters hope, and cultivates trust in the clinician’s judgment.




	Homework: Assigning tasks for patients between sessions helps patients to hold therapists in mind.




	Medications: Medications that quickly relieve distressing experiences may help to cultivate patients’ perceptions of clinicians’ goodwill.




	Setting and clarifying goals: Patients with BPD may struggle to identify and pursue attainable goals; collaborating on goals can strengthen the alliance




	Active engagement: Clinicians may strengthen the alliance by calling patients about missed appointments and, sometimes, by helping them to accomplish practical tasks (such as scheduling appointments with other clinicians).






Source. Gunderson and Links 2014.




Principles of Deprescribing


Fineberg has also drawn on and contributed to the model of deprescribing, which originated in the geriatric medicine literature but was introduced to psychiatry by Fineberg’s Yale colleagues Swapnil Gupta, Rebecca Miller, and John D. Cahill (Gupta et al. 2019; see also Gupta and Cahill 2016). Deprescribing has been defined as “the systematic process of identifying and discontinuing drugs in instances in which existing or potential harms outweigh existing or potential benefits within the context of an individual patient’s care goals, current level of functioning, life expectancy, values, and preferences” (Scott et al. 2015, p. 827). Deprescribing in psychiatry can be quite complex because prescribing clinicians must balance not only the pharmacological benefits and harms of medication (whether, for example, an atypical antipsychotic is causing weight gain), but also the meanings that patients and clinicians alike ascribe to medication and the way that medications may serve as proxies for the clinician-patient relationship and for other relationships in a person’s life. Gupta and Cahill (2016), modifying the broader deprescribing framework, recommend seven practical steps for deprescribing medications in psychiatry (see Table 14–2).


TABLE 14–2. Steps for deprescribing in psychiatry






	1.Choose the right time. Avoid times of crisis or acute illness, ensure the treatment alliance is well-established, and use caution in the context of substance abuse.




	2.Compile a list of the patient’s medications, noting dose, route, original indication, and current therapeutic and adverse effects.




	3.Initiate conversation with the patient about medication, focusing on the patient’s knowledge of and attitudes about medication, perception of risks and benefits, and the meaning of medication for the patient.




	4.Introduce the frame of deprescribing to the patient, inviting ideas, concerns, and expectations and addressing areas of anxiety.




	5.Identify which medication(s) would be appropriate for a taper, soliciting the patient’s preferences and weighing benefits and disadvantages.




	6.Develop a plan for deprescribing, focusing on how medications will be tapered, what to expect, and alternative strategies for managing symptoms.




	7.Monitor and adapt, if necessary.






Source. Gupta and Cahill 2016.

Adapting this framework for prescribing in BPD, Fineberg et al. (2019) emphasize that these steps, while useful, must be applied carefully in the context of deprescribing in BPD. They emphasize that patients with BPD often attach significant psychological meaning to medication and may not be taking all prescribed medication. They encourage patients to invite other trusted people (clinicians, friends, family, etc.) into the conversation. They suggest that clinicians allow patients the flexibility to suggest when conversations about deprescribing might occur. They stress that deprescribing may be difficult and encourage a collaborative stance in which the patient feels supported and the alliance is carefully monitored.




Practical Strategies for Building Effective Therapeutic Relationships When Prescribing (and Deprescribing) in BPD


Given the challenges of using medications in BPD, how can prescribing clinicians build therapeutic relationships that will enable patients to find the medicines that will help them? Six practical strategies can be drawn from the work of Sarah Fineberg and from John Gunderson’s GPM framework.



Practical Strategy 1: Make Clear to Patients That Their Experience Matters


Because BPD still carries stigma both outside and inside the clinical world, and because patients may have had prior unsatisfactory or conflictual relationships with prior clinicians, patients may enter treatment uncertain about whether their experiences will be respected and how they will be treated. Having learned through past experience that the way to get a clinician’s attention is to present with acute symptoms (the dispenser model of prescribing), they may present with a multitude of symptoms that demand urgent attention. Because of this, before all else it is important to establish a consistent frame of respect and gentle attention to the patient and to their experience. Through validation (see Chapter 9, “Building Peace: Prescribing in the Context of Trauma- and Stressor-Related Disorders,” and Table 9–2) and through careful, attentive listening, the clinician conveys to the patient: I see you and hear you. You matter. Your experience matters to me.

Sarah Fineberg compares the clinician’s initial role to that of a concierge at a fancy hotel:


When someone says something to you, you’re going to have boundaries because you’re a person who is very formal, working in a formal setting. You’re certainly not doing anything untoward. But you are working to ensure that the person feels heard and acknowledged. You try to move in the same direction and to remove barriers to success. If a patient has done the work to apply for a job, and hasn’t followed up, I would express interest in joining them in the next step, in keeping their momentum going. Perhaps they would like call to check on the job from my phone in the session? In first sessions with clinical and research patients alike, I suggest that some people prefer to sit closer to the window with a view of the room, and others prefer the spot near the door, I ask directly which they prefer. We express interest and willingness to accommodate as we promote individual agency.



These practical efforts to engage the patient in the frame of care display a commitment to the patient’s ability to be an active shaper of, not just a passive responder in, their life.

Fineberg says, “I take seriously that just as I have a schedule, my patients do. As I have preference about the way a meeting might go, so do they. I talk to people as though they are people who have their own ideas and preferences and could enact them. I’m holding in mind the whole time, not just, ‘Can I offer someone choices?’ but also taking seriously their ability to articulate what they are and to act on them.”




Practical Strategy 2: Offer the Patient the Diagnosis of BPD in Plain Language and With Psychoeducation


Fineberg et al. (2019) stress that patients with BPD are often on inappropriate medications either because no one has appropriately diagnosed BPD, or because this diagnosis has never been communicated to patients and their families. Along with Gunderson and Links (2014), they emphasize that when communicated without stigma and with supporting information, the BPD diagnosis can be very helpful for patients and their families because they learn that their experiences are not unique, that they are not alone, that they can get better, and that effective treatments are available. Gunderson and Links (2014, p. 23) recommend that clinicians tell patients and families that BPD is heritable (~ 55%); that it is associated with sensitivity to environmental stress, an overreactive amygdala, and an underreactive prefrontal cortex; that most patients with BPD experience remission of symptoms; and that there are multiple empirically validated BPD treatments. For patients who are unfamiliar or skeptical of the BPD diagnosis, Gunderson and Links suggest reviewing DSM criteria for BPD with patients and asking patients whether they identify with them. This collaborative approach to diagnosis helps to strengthen the alliance and sets the stage for collaborative conversation about treatment goals.




Practical Strategy 3: Clarify and Simplify Comorbid Diagnoses, Focusing on Comorbidities That Are Clearly Distinct From BPD or That Must Be Treated in Order for BPD Treatment to Work


Patients with BPD are frequently also diagnosed with comorbid mental disorders, including major depressive disorder, bipolar I or II disorder, PTSD, substance use disorders, and anxiety disorders. While these comorbid diagnoses may be important for understanding patients’ experiences and for developing an adequate treatment plan, they may also contribute to polypharmacy, as when one medication is prescribed to target depression, another prescribed to target sleep disruption in PTSD, another prescribed for prevention of bipolar mania, and so on.

Fineberg recommends two strategies for discerning when to make diagnoses other than BPD a focus of treatment. First, comorbid disorders should be treated if they are clearly distinct from BPD and causing significant impairment or distress. Periods of intense emotional distress in BPD, for example, tend to fluctuate over the course of a day in response to environmental and other stressors, and can be expected to last from minutes to hours but then to change in intensity. If patients are experiencing these rapidly fluctuating “mood swings,” this is characteristic of BPD and a diagnosis of bipolar II disorder for that reason alone may be unproductive. On the other hand, if the patient experiences clear major depressive episodes (depressive symptoms persistent for weeks) or manic episodes, then a comorbid diagnosis and associated treatment is appropriate. Second, comorbid diagnoses are helpful when the persistence of the disorder is likely to get in the way of successful engagement in BPD treatments. If possible, for example, substance use disorders should be addressed and treated prior to engagement in specialized therapy for BPD, and PTSD should be treated first if the patient’s PTSD symptoms are interfering with productive engagement in therapy.




Practical Strategy 4: Collaborate With the Patient About the Role of Medication in BPD, Specific Targets of Treatment, and Criteria for Stopping Medication


Patients with BPD need to know that pharmacotherapy alone is not adequate for treating BPD, that sustained recovery is most likely to come from empirically supported psychotherapy, and that medications are adjunctive to psychotherapy. Because there are no medications that have been consistently shown to improve the course of BPD as a whole, medication for patients with BPD, if used, should be specifically targeted to particular symptoms such as insomnia or psychotic thought process, with parameters for discerning whether or not a medication has been effective. A brief summary of core themes from the BPD pharmacotherapy treatment literature is found in Tables 14–3 and 14–4.


TABLE 14–3. Systematic review evidence for pharmacotherapy in borderline personality disorder (BPD)







	Class of medication

	Evidence






	First-generation antipsychotics

	Haloperidol may be helpful in reducing anger.




	Second-generation (atypical) antipsychotics

	May be helpful in reducing psychotic symptoms (as measured by the Brief Psychiatric Rating Scale); less effect on core BPD symptoms, though aripiprazole may be helpful for interpersonal problems.




	Mood-stabilizing medicines

	Very limited evidence for valproate, topiramate, lamotrigine for reducing interpersonal problems, anger, impulsivity; lamotrigine did not differ from placebo for core BPD symptoms in a large randomized study (Crawford et al. 2018).




	Serotonin reuptake inhibitors (SRIs) and serotonin-norepinephrine reuptake inhibitors (SNRIs)

	Very limited evidence for reducing depression, impulsivity, affective instability.




	Omega-3 fatty acids

	Limited evidence for reduction of suicidality and depressive symptoms.






Source. Adapted from Crawford et al. 2018; Hancock-Johnson et al. 2017; Lieb et al. 2010.


TABLE 14–4. Clinician actions associated with pharmacotherapy in borderline personality disorder






	Identify symptoms to be treated with medication as specifically and descriptively as possible.






	Select a medication.




	Identify with the patient how you will know if the medication is associated with desired response.




	Identify a time for reevaluation.




	Make clear that the relationship will persist whether or not the medication “works.”




	Also focus on nonpharmacological approaches.




	Prescribe, monitor, and adapt.






Despite the lack of FDA-approved medication options in BPD, medication can still play an important role in reducing distress, supporting the working alliance, and reducing barriers for engagement in therapy. Fineberg recommends that prescribing clinicians speak with patients about this collaboratively and in plain language. She gives the following example of what she might say to a patient with BPD:


It seems really important that you be able to go to work. I understand that you’re having trouble sleeping at night. While it’s important to sleep—and, you know, it’s also OK to sometimes not sleep—I think that we have to try some things to address this without leaving you sleepy in the morning. I picked out mirtazapine for you because I think that it might be helpful, but—you know, I’m not sure. In BPD there aren’t any FDA-approved medications. But we’re not going to just leave you with this [to manage alone]. So I’m going to ask you to try a few sleep hygiene things, and we’ll write them down, so you can keep track. And I’m willing to prescribe this mirtazapine if you want it, and maybe we can check in by phone for 10 minutes next week to see if it helped.



Fineberg emphasizes that this conversational, collaborative style acknowledges two things that are important to remember about pharmacotherapy for BPD. First, no therapist is perfect. Prescribing clinicians are not omniscient and will make misjudgments and mistakes; it is important for healing from BPD that patients learn to see the therapist (and ultimately themselves) as a real, rather than idealized, person. Second, medications can serve as transitional objects for the therapeutic relationship, in that medications can remind patients of the therapist-patient relationship and also signify the relationship. Fineberg’s personal approach to the prescribing process—“I picked this out for you” and “Maybe we can check in by phone for 10 minutes next week”—helps to ground medication in relationship, so that both the medication and the relationship reinforce and strengthen each other.

Indeed, reinforcing this point, some BPD researchers have speculated that medications have failed to show efficacy for BPD in randomized trials because patients with BPD show such strong response to treatment with placebo. In one meta-analysis of medications for BPD, placebo treatment was associated with significant reductions in affective dysregulation, impulsive-behavioral dyscontrol, and cognitive-perceptual symptoms, with a moderate overall effect size (0.40; 95% CI = 0.49, 0.32; P < 0.001) (Vita et al. 2011). Gunderson and Choi-Kain (2018) observe that this robust response may be related to the fact that in clinical trials, study participants are regularly interacting with study investigators who are regularly asking about their symptoms in a way that conveys care and respect (see also Dhaliwal et al. 2020). This beautifully illustrates a central theme of this book: medications—even placebo medications—signify and carry relationships, and medications “work” in everyday life not only (and sometimes not at all) because of the chemical compounds that they deliver, but also because of the relationships that are “delivered” with them. To take a medication is to “take” a relationship, and both can be agents of healing.

Fineberg emphasizes that the prescriber and patient should clearly communicate about why medications are prescribed, specific treatment goals and timelines for evaluation, and the understanding that medications that are not helping will be discontinued. If a medication is judged ineffective, Fineberg discontinues it prior to starting a new one. Although she generally discourages the use of as-needed (prn) medications in BPD, she does occasionally prescribe such medications for specific symptoms—for example, haloperidol 1–2 mg as needed for psychotic or dissociative symptoms that impair patients’ ability to carry out everyday activities—with specific parameters for use and monitoring. She also attends closely to concurrent substance use and to the degree that patients are taking their prescribed medications, and avoids prescribing medications that can be easily used for intentional self-harm.




Practical Strategy 5: Avoid Countertransference Prescribing


In their systematic review of deprescribing in BPD, Fineberg et al. (2019) artfully distinguish what we have called the collaborator model from the dispenser model of prescribing for BPD:


The patient and prescriber can practice tolerating symptoms when they have a shared language for doing so. BPD is primarily treated by psychotherapy; strong emotions are expected and can be talked about; medications are adjunctive. This approach stands in contrast to the idea of some patients, and even some prescribers, that psychiatric stability is achieved largely or solely through medications. Physicians, like many experts, are susceptible to the “therapeutic illusion” that their “actions or tools are more effective than they actually are.” (p. 78)



Prescribing clinicians treating BPD frequently experience strong emotions as they connect with the emotional worlds of their patients. When this is coupled with the illusion that BPD can and should be controlled with medication, it is all too easy for the prescribing clinician to offer medication that has as much to do with alleviating the prescriber’s distress as it does with alleviating the patient’s distress. Just as many psychotherapy treatments for BPD strongly recommend that therapists engage in peer consultation, we recommend that prescribing clinicians strongly consider regular peer consultation with other prescribers who are experienced in working with patients with BPD.




Practical Strategy 6: Acknowledge and Address Stigma


Despite decades of research evidence that people living with BPD generally improve, that effective treatments are available, and that BPD is not only significantly heritable but also affected by sexual trauma and other severe environmental stressors that are out of an individual’s control, the diagnosis of BPD is still stigmatized both inside and outside medical institutions. Fineberg recommends speaking openly about this with patients.


It’s important to talk openly with people about stigma. They’ll encounter it. It’s so painful when you come to this really warm understanding between the two of you with someone who hasn’t heard of BPD before, and they go home and google it and see pages and pages of disparaging content. So it’s worth saying, “People sometimes say hateful things about BPD on the internet. Sometimes you’ll even hear people in health care settings saying hateful things about BPD. I want you to know that I’m aware of that, and that I don’t agree with it, and there’s a whole community of people who don’t agree with it.”



Fineberg will then point patients to support resources such as the website of Emotions Matter (www.emotionsmatterbpd.org), a nonprofit organization dedicated to peer support, education, and advocacy for people with BPD. In this way she introduces her patients not only to a relationship that can heal but to communities that can promote healing also.





From Dispensing to Collaborating in BPD


Sarah Fineberg’s deprescribing framework is a resource and an encouragement for prescribing clinicians who, like Fineberg, find themselves caring for patients with BPD in a busy clinical practice without the time necessary to personally treat patients within a time-intensive psychotherapy framework such as DBT. She does so by avoiding the constraints of the dispenser model, refusing to act simply as a technician finding the right cocktail of medications for a patient’s symptoms, and instead embracing a collaborative approach. She does not even insist that patients center their experience on a diagnosis of BPD: “I think the main thing for me,” she says, “is collaborating with people and talking to them honestly. If someone says, ‘BPD doesn’t make sense to me,’ I would try to understand what would be helpful.”

It is through this collaborative connection—seeing patients in their context, believing them, and working iteratively with them to overcome specific challenges and to achieve specific goals—that her patients often find themselves on the “right” treatment after all.
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Epilogue: From Fixing to Attending



I felt an inexpressible relief, a soothing conviction of protection and security, when I knew that there was a stranger in the room. . . . I scrutinised the face of the gentleman: I knew him; it was Mr. Lloyd, an apothecary, sometimes called in by Mrs. Reed when the servants were ailing. . . .

“Well, who am I?” he asked.

I pronounced his name, offering him at the same time my hand: he took it, smiling and saying, “We shall do very well by-and-by.” Then he laid me down, and addressing Bessie, charged her to be very careful that I was not disturbed during the night. Having given some further directions, and intimates that he should call again the next day, he departed; to my grief: I felt so sheltered and befriended while he sat in the chair near my pillow.

Charlotte Brontë Jane Eyre (1847)



Prescribing mental health clinicians can be more than dispensers. We can be collaborators, accompanists, and guides to the people we meet as patients. Like Brontë’s fictional physician, Mr. Lloyd, we can collaborate, accompany, and guide patients, even while prescribing. After all, prescribing is a form of psychotherapy. And as was the case with the narrator of Jane Eyre, the alliances that we build with patients may matter as much or more than the specific medications that we prescribe. The alliances will be what they remember.

This book displays the difference between the dispenser model and the collaborator model of psychiatric prescribing. We have described what it means to reflect the collaborator model in the treatment of different mental disorders, learning along the way from experienced clinicians and researchers. We conclude by reflecting on three differences entailed in the collaborator model.

First, collaborative prescribing requires moving from a focus on individuals to a focus on persons-in-relation. As described in Chapter 2 (“Relationship Matters”), we learn to experience ourselves in and through the relationships that have formed us. We are biosocial beings. Mental disorders inhere not only in our bodies but also in our networks of relationship, community, and culture. Prescribers may dispense medication for individual bodies, but we must be aware of the relational, communal, and cultural contexts within which our patients live, within which they find purpose and meaning, and within which they suffer.

Second, as discussed in Chapter 1 (“Introduction: From Dispensers to Collaborators”), collaborative prescribing requires attention to symptoms and to stories. By the time clinicians and patients refer to experiences as “symptoms,” those experiences are already neatly packaged into bite-sized medical concepts. Most of the conceptual work is done. All that is needed is for the clinician to offer a medication that will remove, or at least ameliorate, the symptoms. But people—at least prior to our initiation in medical systems—do not first experience ourselves as bearers of symptoms. We experience ourselves, rather, as inhabitants of stories. Those stories give our lives color and shape. They depict our fears and our longings, from where we have come, and where we think we are going. Medications affect stories. Medications may even become characters in stories. Prescribing clinicians will certainly become characters in our patients’ stories. We build strong alliances when we learn to listen attentively and perceptively for stories.

When we learn to listen for story, we can help our patients understand how they are participating in their own stories. Are they passive participants, receiving whatever therapy the clinician dispenses? (This is, after all, the origin of the word patient.) Or are they active participants, agents rather than patients in their own lives, authors or coauthors of their own stories? Good psychiatric prescribing seeks to transform patients into agents and clinicians into collaborators.

Third, the collaborative model requires prescribing clinicians to understand good mental health care not as technique but as practical wisdom. The Greek philosopher Aristotle distinguished two forms of knowing-about-doing that, we believe, are essential to good clinical care (Ostwald 1999, pp. 1140a–1140b). The first, techne, was knowing how to make things beautifully and well. It is the word from which we derive our words technology and technique. Aristotle thought that for the most part, medicine was a matter of techne. If you want to suture a complex facial wound or to perform electroconvulsive therapy, you need techne. If you want to titrate lithium for the treatment of acute mania, or benzodiazepines for the treatment of alcohol withdrawal, you need techne. Prescribers need techne, and good prescribing is in part a matter of technique.

But good prescribing is also more than technique. Aristotle’s second form of knowing-about-doing was phronesis, often translated as “practical wisdom.” Phronesis is not a matter of making. It is a matter of being. It is the ability to see the big picture, to appraise a situation, and to discern the best way forward, even when the path is not clear. Unlike techne, phronesis requires clinicians not just to know certain things, but to be certain ways—to be, for example, a clinician who is so formed to treat all people with dignity that justice is promoted in everything she or he does, including in her or his prescribing practices. Practical wisdom requires not just knowing, but being.

We believe good psychiatric prescribing requires knowing. But it also requires being. It requires being genuinely interested in and attentive to the stories of our patients. It requires that we engage our patients not primarily as bearers of symptoms but rather as inhabitants of stories, cultures, and communities. It requires allowing our patients to teach us about themselves before we presume to understand what we have to teach them. Prescribing together requires wisdom and something like love.
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Appendix: Alliance Measures

How do you know when someone believes you are on their side? How do you know when you are working together toward their health?

In a clinical world where it is imperative to measure, clinicians need outcome measures that demonstrate that they affect the health of the people they meet as patients (Chassin et al. 2010). And yet, the most commonly used measures of mental health services neglect to measure the therapeutic alliances that drive mental health outcomes (Pincus et al. 2016). This means that the therapeutic alliances that patients and clinicians seek may not be accounted for in the clinical outcomes that health systems and insurers demand. Alliances and outcomes can be brought into congruence by measuring alliances—the ability of clinicians to be on the side of a patient and their health—and then measuring their association with outcomes.

At present, several validated measures of the therapeutic alliance are commonly used in psychotherapy trials. These alliances are also occasionally used in medication trials. These measures are included here because they could form the basis for quality and improvement metrics that account for the therapeutic alliance during prescribing.

Patients and clinicians are differently aligned. The most well-studied alliance measure is the Working Alliance Inventory (WAI; Horvath and Greenberg 1989), which operationalizes Bordin’s conceptualization of the therapeutic alliance (Bordin 1979). The WAI is a 36-item questionnaire, where each item is rated on a 7-point Likert scale; versions are available for patients, clinicians, and third-party observers to complete. Questions assess each of the three components Bordin articulated within the alliance—bond, task, and goal—allowing for subscales that measure each component. An updated and abbreviated version, the WAI-S (Tracey and Kokotovic 1989), includes 12 items, with 4 items from each subscale. Developing a version specific to medication would aid assessments of the comparative effectiveness of treatment modalities; earlier models exist for the use of medication in people with schizophrenia (Hogan et al. 1983).

Patients and clinicians disagree. The Alliance Negotiation Scale (ANS; Doran et al. 2012) is a 12-item, patient self-report instrument. Although studied specifically for psychotherapy, it is the only validated tool to assess how well clinicians negotiate disagreements about task and goal. The ANS uses a 7-point Likert scale to assess how a patient feels about common therapy conflicts, including their perceived ability to express frustration, to voice disagreement, and to seek treatment changes (Doran et al. 2012). The authors recently created a 9-point Likert scale version for a therapist to assess their own ability to negotiate disagreements (Doran et al. 2018). A version specific to prescribing could likely be created to assess how comfortable patients and clinicians are with negative feelings and their ability to exhibit a flexible and negotiable stance.

Patients and systems disagree. The Client Satisfaction Questionnaire (CSQ; Eisen et al. 1999) is a 44-item, self-administered scale of a patient’s perceptions of their psychiatric services. Patients rate their perception of the accessibility and quality of care. The CSQ was developed out of the Consumer Assessment of Behavioral Health Services instrument, a 56-item measure of mental health services, including for substance use disorders, and the insurance plans that provide those services (Eisen et al. 1999); it was subsequently modified for specifically studying insurance plans (Shaul et al. 2001) and inpatient psychiatric services (Eisen et al. 2002). A version could be designed to focus on the provision of medications by clinicians across a health system.

Patients and clinicians perceive helpfulness differently. The Helping Alliance Questionnaire (HAq; Luborsky et al. 1996), sometimes called the Penn Helping Alliance Questionnaire, is an early self-report measure of the therapeutic alliance. Its authors created an initial version (HAq-I), then revised it to exclude items measuring only patient improvement (HAq-II), and subsequently created a psychiatrist-specific version (HAq-PC). With each version, the authors have sought to improve its consistency and reliability (Luborsky et al. 1996). A German translation was recently studied and found to be reliable (Eich et al. 2018). The HAq-PC is a 19-item questionnaire using a 6-point Likert scale to assess a patient’s perception of their own motivation, of their psychiatrist’s ability to achieve their goals, and how collaborative the patient-psychiatrist relationship is. The HAq-PC has been used in studies of persons with bipolar disorder (Eich et al. 2018) but does not ask about medication. A version of the HAq that assesses how a patient perceives the helpfulness of their medication could be developed.

Patients and clinicians have different hopes. Hope is foregrounded in the experience of receiving care for cancer. Researchers developed The Human Connection (THC; Mack et al. 2009) scale, a 16-item questionnaire, to assess connections between patients with advanced cancer at the end of life and their oncologists. Researchers have found an inverse association between THC score and symptom burden, functional status, mental status, and intensive care unit admission. THC asks questions—including “To what extent do you think your doctor sees you as a whole person?”—that could be adapted for other situations at the interface of medicine and psychiatry, where hope is foregrounded (Mack et al. 2009).

Other commonly used scales that merit exploration include the California Psychotherapy Alliance Scales (CALPAS; Gaston and Marmar 1993); the Vanderbilt Therapeutic Alliance Scale (VTAS), now available in a short 5-item version (VTAS-R Short Form; Shelef and Diamond 2008); the 4-Point ordinal Alliance Self-report (4PAS; Misdrahi et al. 2009); the Therapist Bond Scale (Shirk and Saiz 2008); the Therapy Process Observational Coding System–Alliance Scale (TPOCS-A) (McLeod and Weisz 2005); the Motivational Interviewing Treatment Integrity Code (MITI), Version 4 (Moyers et al. 2016); and the Health Care Climate Questionnaire (Czajkowska et al. 2017).

All too often in modern health care, clinicians evaluate themselves and are evaluated by their systems not by alliance measures grounded in the research literature but by patient satisfaction measures based on the customer service literature. These measures often ask a consumer to rate a service provider on a five-star scale or a categorical response to being happy or not after receiving treatment. These measures are simple to administer and monitor, a feature that typically increases response rate, but lack the conceptual depth and therapeutic aim of alliance measures. These measures are designed for transactional encounters that resemble customer service—treating clinicians not as collaborators (see Chapter 1, “Introduction: From Dispensers to Collaborators”) but as “providers” of commodified goods and services. These metrics are more often used to control the behavior of professionals than to cultivate therapeutic wisdom and skill in professionals. Consumer metrics have been observed to distort the behavior of clinicians (Muller 2018) and to reinforce inequality (Eubanks 2018).

In this book we focused primarily on the clinician-patient relationship and have argued that prescribing clinicians can best serve our patients when we prioritize the collaborator model as much as or more than the dispenser model. But clinicians are profoundly influenced by the systems in which they work and cannot do this alone. What would it mean, we ask, for the common quality indices related to the prescription of psychiatric medications to measure the strength and quality of the therapeutic alliance and to focus on patient agency rather than patient satisfaction alone?
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