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ABSTRACT: Even if the treatm ent of cancer has developed over the last decades 
50% of the patients still die of their cancer. The doctor's way of dealing with his 
and his patient's anxiety must surely be of significance for the treatm ent the 
patient receives.

In the first part of the thesis earlier studies of physicians' stress and ways of coping 
are reported. There is a lack of systematic studies w hich show how doctors 
working with cancer patients adjust to this work. The aim of this investigation is to 
study cancer doctors' difficulties and coping strategies. The theoretical frame of 
the study em braces parts of psychoanalytical theory and coping m odels, 
em phasizing that both unconscious and conscious psychological processes play 
their part in the coping process.
The second, em pirical part of the study includes 23 physicians strategically 
selected out of a population of physicians who work with institutional care and 
who have daily contact with adult cancer patients. The main m ethod of data 
collection has been a series of recorded interviews. The focus of the interview 
was the physician's perception of how he reacts, thinks, talks and acts in different 
phases of the cancer disease. To illustrate the defence strategies of the 
interviewers, the projective percept-genetic test, the "Defence M echanism Test" 
(DMT) is used. The "Structural Analysis of Social Behaviour" (SASB) has been used 
to study the doctors' self image.
The results indicate that the stated difficulties deeply affect the doctor as a human 
being. The statem ents reflect conflicting feelings and wishes in relation to 
authority, conflicting feelings and wishes in relation to frightening and injuring, 
conflicting feelings and wishes in relation to intimacy/distance. Thirty themes of 
coping strategies frequently recur and they have been grouped into seven 
categories. Most of the doctors "seek knowledge" and support from scientific 
literature. The majority of them state that attempting to "solve a problem" is their 
main strategy. Most of the doctors "seek support " as a part of their coping 
strategy. An interesting observation is that the doctors to a higher extent "seek a 
relation" to their patients rather than to their colleagues. Almost one third use 
"denial of the severity of a situation" as their main strategy. All the doctors 
consciously or unconsciously use "diverting strategies", i.e. undertake tasks which 
are devoid of contact with patients, such as research and administration or other 
activities which allow  them to avoid the patient. O ne third use "projective 
manoeuvres" but this is never a main strategy.
In the third part of the study the credibility of the results and their pedagogical 
and practical implications are discussed.
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..because their anxiety 
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Foreword
In the  m id-1980s I w as out fell-walking w ith one of my best friends. W e 
w ere  talk ing abou t my job , my "work situation". She m ade a com m ent 
w hich really struck hom e, "You m ust be in a constan t state of grief." She 
w as right. W hat I had reflected over w as nam ely the  fact that half of my 
patients die. I kept losing them . It w as not the  case that my situation w as 
different from other oncologists. The science of m edicine has not com e tha t 
far.
Naturally w e have m ade very real progress in the treatm ent of certain forms 
of particular tum ours but the "over all" survival rates w e have not im proved 
over th e  last ten  years, d esp ite  all th e  ad v an ces  in m ed ic in e  and  
technology.
My friend could  see the feelings that I myself had borne but w hich I had not 
in tellectually  perceived: grief and pain. My friend 's rem ark lead m e to an 
insight w hich  has had m ajor consequences for me. It gave me the idea of 
acquiring a better understanding of w hat my work entailed. O ver the years I 
had been aw are that I often expressed feelings w hich w ere regarded by 
certain  colleagues as signs of w eakness, by others as sensitivity and by still 
o thers as aw areness. I could see how  differently w e doctors view ed death 
and  separation . It becam e clear to  me tha t there w as a relation betw een 
how  one view ed death  and disease, how  one m astered all the  w orry tha t 
o n e 's  w ork brings on a w ard and how this in turn influenced o n e 's  work, 
i.e. the organization of one 's  work.
There w ere conversations about patients having different w ays of coping 
w ith their illness. In such conversations it w as often said tha t the  patien t 
"was taking it very well".
D octors w orking with cancer patients again and again are confronted with 
serious and life-threatening illnesses. Every day w e m ust do  m ore than 
m erely understand  in tellectually  and  tell patients abou t results. W e feel 
cancer w ith our hands and see it in pictures and in the m icroscope. I have 
noticed that w e doctors experience this differently. There was a tim e w hen I 
let myself be convinced  that a certain w ay of acting and reacting w as the 
correct way.
Step by step I cam e to understand w hat I had seen over the years, nam ely 
that certain  doctors have strategies to cope w ith their work w hich offer the 
patient w ell-being but w hich "wear out" the doctor. O thers have solutions 
w hich m ake the patient and staff confused and/or d isappoin ted  but w hich 
give th e  d o c to r satisfaction . T here is p robab ly  a large reperto ire  of 
strategies.
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This insight m ade m e curious about how  individuals deal w ith threats, 
distress and anxiety. W hich initally w as m erely a desire to  acqu ire  for 
myself a new  w ay of behaving w hich w ould be conscious and flexible led 
to  m e w anting  to  im prove my know ledge and understand ing  of o ther 
cancer doctors' different em otional and behavioural responses.
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CHAPTER 1

PROBLEM AREA

Even if the treatm ent of cancer has developed over the last decades 50%  of 
patients still d ie of their cancer. Probable cancer is still the most frightening 
of diagnoses. For m ost peop le w ho  are struck w ith can cer the  diagnosis 
brings on an existential crisis with a high m easure of death anxiety. This the  
patien t's  state of crisis, has been the subject of research for m any years and 
has given rise to know ledge on patients' attitudes and to  a new  w ay of 
w orking  w ith  the  patien t. W hat happens to  the  docto r is, how ever, of 
interest as w ell. The docto r's  w ay of dealing with his ow n and the  patien t's  
anxiety  of death  m ust surely be of sign ificance for the  recep tion  and 
trea tm en t w hich  the patien t receives. A look at the  literature, how ever, 
reveals an obvious dearth of system atically collected data on this area and 
there is a need for explorative studies.

The doctors' educational perspective

In order to  obtain information about the patient the doctor has to establish a 
relation  (H olm  1985) w hich  can  take one  of m any forms. The d octo r 
interacts w ith another hum an being w hether he likes it or not. The docto r's  
first encoun ter with a patient during his education may be a m eeting w ith a 
dead  body. This w as the case at m edical colleges in Sw eden in the  1960s 
and it is still the case at certain  colleges even today  in the 1990s. At the  
sam e tim e students are recruited in Sw eden as in o ther W estern countries 
from  a soc ie ty  w h ere  d ea th  is seldom  p resen t (K astenbaum  1976). 
H ow ever, the  c lin ica l reality  is tha t the  th rea t of in cu rab le  d isease , 
tan tam oun t to  death , is constantly present. "The doctor is confronted every 
day  w ith o ther p eo p le 's  em otional im balance, w orry, suffering, fear of 
disease, bereavem ents and grief and is expected constantly  to give priority 
to the patient's feelings and dem ands" (Holm 1985 p22-23).
The doctor has very little formal space to consider, both during the  seven 
years educa tion  (U tbildningsplan 1993) and later during his professional 
life, th e  personal em otional reactions and possible difficulties w hich th e  
d octo r m ay bring along  and w hich  may be activated  in th e  w ork w ith
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seriously  ill and dying patients. M edical studies en ta ils  th e  s tu d en t to  
plunge, at an intensive pace, into the structure of the hum an body from a 
functional point of view  as a system of genetic, m olecular, cell-biological 
and physiological processes. Besides, he should be ab le  to  analyze and 
understand  the com plex  system  w hich the hum an body constitu tes and 
above all to understand and attack the changes w hich can happen w ithin 
this system, and w hich are referred to  as pathological. In order to  becom e a 
diagnostician the student of m edicine needs this factual know ledge of the 
body 's  norm al structure and biological processes to  be able to  de tect the  
disturbances.

The pressure on doctors - "stress"

D octors are p repared  for in tellectual challenges. The physical stress to 
w hich  they are subjected to has been observed and described. During the 
1970s and 80s there w as a debate  in Sw eden, not at least am ongst jun ior 
docto rs, abou t long w orking days. As a m atter of fact into the  1970s 
w orking hours legislation did not apply to  doctors. During the 1970s and 
1 980s, th e  e m o tio n a l a sp ec ts  of th e  w ork ing  en v iro n m e n t w ere  
docum ented  for o ther professional groups such as firem en, social w orkers 
and nurses (M aslach 1986). H ow ever, the em otional strains for doctors 
have not attracted so m uch attention (Fain 1989), exept Balint (1966) w ho, 
as early as in the 1950s and 1960s, invited doctors to  exam ine their ow n 
w ay of reacting and th e  co n seq u en ce  of their attitudes tow ards patients 
w h o  did  no t com ply  w ith th e  p rescribed  th e rap y  or w ho  w ere  not 
d ia g n o sab le  acco rd in g  to  som e tex tbook  m odel, i.e. heart and u lcer 
patients. D uring the  last decad e  there  have been alarm ing reports about 
psychological stress, self abuse and high divorce and suicide rates am ong 
doctors, the  latter applying to  fem ale doctors in particular (Arnetz 1987; 
LARM 1987; Hellström M 1993; Hellström L 1982). The risk of doctors to  
burn ou t w hile  trea ting  AIDS sufferers, seriously  ill ch ild ren  and w hen  
dea ling  w ith th e  victim s of ca tastrophes and road acc iden ts  has been 
described (LeBourdais 1989; Fain 1989). Le Bourdais reports a conversation 
w ith a fem ale doctor w ho looks after AIDS patients saying: "A doctor is just 
a short step aw ay from G od and  w e 're  used to  th inking of ourselves as 
being so strong and not needing  any help. W e never get sick, w e never 
burn out, w e never fail. So it's hard for us to recognize w hen  w e are in 
tro u b le , hard  for us to  adm it it to  ourselves" (p441). H ow ever, th e  
do cu m en ta tio n  is considerab ly  less ex tensive w ith regard to  docto rs ' 
vulnerability w hen caring for o ther chronical d iseases than AIDS, such as
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patients w ith cancer (Feifel 1965; Feigenberg 1976; M aguire 1989; Vachon 
1987).
T here has been  a co llec tiv e  res is tan ce  from  d o c to rs  to  d iscuss in 
counselling/supervision groups, difficulties w hich are regarded by som e as 
stress and by others as psychological discom fort. Allison (1981) describes a 
survey w h ere  studen ts p artic ipa ted  in d iscussion  groups during  th e ir 
education . They left the  groups even though the activity in the groups w as 
com m itted . M any partic ipan ts  seem ed to  be gen u in e ly  in terested  in 
exploring their interactions with patients and their ow n em otional reactions. 
The reason w hy the students stopped attending the groups w as the  obvious 
rift b e tw een  th e ir c lin ical te ach e rs  and  th e  g roup leaders w ho  w ere  
psychiatrists. The students cou ld  not reconcile  th e  te ach ers ' apparently  
contradictory  approaches tow ards m edicine. Holm (1985 ) concluded  that, 
"On the one hand, the students are studying to becom e scientifically trained 
and skilled clinicians, seeking so-called objective hard data and developing 
their intellectual capacity . O n the other hand, in the  discussion groups, an 
opportun ity  w as offered to  approach  patien ts from a v iew po in t w here  
know ledge of em otions and insight into hum an relations w ere  used to  
understand the  patient as a w hole person. The conflict w as aggravated by 
som e of the clinical teachers openly  show ing their sceptical attitude to  the  
groups. In order to avoid this conflict of values and the discom fort w hich it 
brought, many of the students w ere forced to  take their choice for or against 
one  of the  approaches. They chose the m odel w hich  m ost en h an ced  the  
value of their education as a w hole, i.e. the hard data model" (p 31).

M cCue (1982) also claim s that there is a reluctance to  acknow ledge o ne 's  
em otional difficulties w hen one  has spen t up to  a th ird  of o n e 's  life 
bettering oneself and has expectations of one 's  profession w hich com e into 
conflict w ith the  reality on later encounters. He form ulates the  fear and 
notion  th a t a d o c to r cou ld  possibly lose con tro l, th a t a d o c to r cou ld  
becom e em otionally  too  involved, w hich could prevent him from fulfilling 
his prim ary task, nam ely revealing the nature of the disease or injury, w hich 
is the forem ost of H ippocrates ' (460-377 B.C.) rules for doctors. It still 
gu ides for docto rs  in m ost parts of th e  w orld  to  th is very day . But 
H ippocra tes ' m edical school also had a second  rule, to  com fort and  
palliate, a very central tenet w hich Bennet (1987) expounds in "The W ound 
and the Doctor". He claim s that in every doctor is a patient and in every 
patient a doctor. The doctor stands for pow er, know ledge and ability w hile 
the  patient represents w eakness, fear and helplessness. These tw o roles are 
never fully separated . No doctor is ever one hundred percent doctor and no 
patien t o n e  hundred  percen t patien t. Rather there  is a con tinuum . The 
doctor should be regarded as the expert w hich he is, but also as having the
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w eakness and helplessness w hich  pertains to  the  role of patient: "For the  
p ractising  docto r, th e  'd o c to r p o le 1 of th e  con tin u u m  is m anifest and  
dom inant, w hile the  'p atien t po le ' is latent. But the  latent w eakness and 
helplessness is there , and, if it can  be consciously  accep ted , it is w hat is 
m ean t by the  con tem porary  doctor by the  term  'w ound '."  (p208-9) It is 
B ennet's opinion tha t there is a "collective m edical fantasy of the  doctor as 
a person w ho  is above hum an frailties, and w ho  has to survive the hospital 
years as a kind of 'rite de passage'" (p7).

Training program m es w hich  only focuses on the  pa tien t's  feelings and 
b ehav iou r are incom plete . G orlin (1983) notes th a t the  docto r-p a tien t 
relation needs to be defined as w ell as the  docto r's  feelings and how  the 
doctor deals w ith these also needs to  be explored. The docto r's  feelings 
about the  patient, the disease and his ow n role affect the  diagnostic acuity 
and cho ice  of therapy, as well as the docto r's  w ay of com m unicating  with 
the  patien t and, in the long run, the ou tcom e of the treatm ent. If only the 
patien t's  m edical and psychological problem s are taken into consideration 
throughout the course this implies that the doctor's psychological problem s 
are trivial or should be repressed.

In her doctoral thesis, Holm (1985) shows that medical students during their 
education  develop  "instrum ental thinking" and she refers to  o ther authers 
w ho  have m ade the  sam e observation (Guze 1979; Parson 1951; Gorlin 
1983). Gorlin (1983) describes a range of typical situations (chapter 2 p23) 
for exam ple, tha t patients w ith incurable illnesses and  the term inally  ill 
m ake the  doctor feel im potent and incom petent. His self-esteem  falls and 
he feels frustrated. Patients in a state of em otional crisis give the  doctor a 
sense of helplessness and loss of control. O ther situations, for instance the  
m eeting w ith self-destructive patients, may cause anger, w hereas an over
d ep en d e n t patien t m ay initially give the  doctor a sense of gratification 
w hich is follow ed by a feeling of im patience, guilt and anger. W hether or 
not these  reactions are regarded as trying and stressful d ep en d s on the 
ind iv idual's  attitude tow ards his ow n reactions (Lazarus 1984). G orlin 
(1983) claim s that a m edical student w ho reacts strongly in the face of very 
ill and dying patients, at best, feels lonely. At worst, he experiences guilt, 
sham e or bitterness. If the m edical student understands that all doctors now  
and then  experience positive and negative feelings and im pulses, he can 
begin to consider w hether he might share the reaction with som eone else or 
w hether it is very personal in the face of certain types of patient or certain 
diseases.
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It does not necessarily have to be death  itself w hich  gives the  docto r the  
feeling of, for exam ple, being insufficient. Probably he can accep t that there 
are limits to  expert ability. The strain - "stress" - w hich the doctor feels m ay 
have other causes. That w hich disturbs or confuses does not need to  be the  
situation or developm ent itself but may be the surrounding preconceptions 
and delusions (Vachon 1987).

In this first chapter, I have described how the doctor during his education  is 
tra ined  chiefly to  view  the  patien t as an o b jec t and is tra ined  to  view  
him self as objective . H ow ever, the  docto r is not m erely an objectively  
rep laceable instrum ent. He has both rational and irrational w ays of acting, 
reacting and interacting. The doctor tries to  assum e control and to avoid a 
sense of incom petence. Research w hich expands this area is discussed in 
chap te r 2. The w ay w hich he chooses is e lucidated  in this study using 
concep ts from psychoanalytical theories and from theories of stress, w hich 
are described in m ore detail in chapter 3.
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CHAPTER 2

EARLIER RESEARCH AND THE AIM 
OF THE PRESENT STUDY

Choice of search strategy

In order to answ er the  question how  doctors every day, from year 's  end to  
year's  end, cope  with working w ith cancer patients, I em barked on a search 
for earlier docum entation  on the  subject. I w en t through four databases, 
nam ely "MEDLINE", "PSYC" (Psychological abstracts), "SOCA" (Sociological 
abstracts), and "NAHL" (Nursing and Allied Health Literature). The focus of 
th e  search  w as docto rs ' reactions and attitudes tow ards can cer patients 
(searchw ords w ere "doctor","stress", "anxiety", "serious disease", "cancer", 
"death", "psychological adjustm ent", "coping" and "defence"). T hrough 
MEDLINE only abou t ten articles w ere identified for the  period 1966 to 
1991. A coup le  of these  describe how  doctors relate to  their ow n cancer 
(M ullan 1985; S tau tem ire 1983) and a co u p le  d esc rib e  th e  specia l 
vu lnerability  of doctors w ho  trea t ch ildren  w ith can c e r (Jankovic 1989; 
M ulhern 1981). Some o ther studies describe the com m unication  betw een 
doctor and patient (Hill 1977) or consider doctors' attitudes tow ards death  
(Cohen 1982) or their need of further training to recognize mental disorders 
(Adams 1978). In PSYC (Psychological abstracts) 1967-1991 - w ith the  
sam e searchw ords - ten  m ore articles w ere found. Some describe the  stress 
of can ce r doctors (Ullrich 1990; A hlberg 1987; Slaby 1986) and a few 
describe  how  doctors have adapted  to  their stressful w ork (Kahlra 1987; 
Strain 1986; Slaby 1986). D ata searches th rough SOCA (Sociological 
abstracts) 1963-1991 gave the  sam e references as PSYC (Kalra 1987). 
Searching through NAHL (Nursing and Allied H ealth Literature) gave a 
reference to an article on doctors' attitudes to  informing a patient that he is 
term inally  ill (Pacheco 1989). In order to  obtain  m ore articles a w idened  
search on MEDLINE w as m ade, i.e. I w ent in and studied titles and abstracts 
from the 1980s with a view to find interview studies describing how  doctors 
experience situations arising at different stages of a cancer illness and how  
they then cope  with these. I did not locate a single study. H owever, through 
the  searchw ords "em pathy" and "patien t-doctor interaction", I ob ta ined  
som e further references on doctors stress, reaction and coping in an article
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by Fain (1989) w ho  referred to  V achon (1987) and to M cCue (1982) and 
Gorlin (1983).
O n the  o ther hand, several accounts of patients' w ays of coping w ith the  
stress w h ich  serious and  life-endangering  illnesses bring have been  
published. Am ongst others, Lazarus (1984) has in this contex t in troduced 
the  term  "coping" and W eism an (1979) has reported his observations of 
can cer patients in the  book "Coping w ith cancer". D uring the  1980s and 
1990s, at scientific m eetings such as the "European C onference on Clinical 
O nco logy  and C ancer Nursing" (ECCO) and th e  "European Society for 
Psychological O ncology" (ESPO), further stud ies of pa tien ts ' w ays of 
handling cancer illnesses have been reported. At these meetings, it has also 
been  reported  how  caregivers experience  and relate to  their w ork w ith 
can cer patients. There have been several presentations of evaluations of 
training program m es for caregivers. However, few if any doctors have taken 
part in such training program m es w ith the exception of those offered and 
reported by M aguire (1985) since the mid-eighties.

The guilt of survivors, including staff and, in particular, doctors has been 
investigated. At the Nordic Conference on "Care at the End of Life" (Omsorg 
ved Livets Slutt) a paper w as presented (Moe 1988) w hich  referred to  a 
British neurosurgeon, psychiatrist and stress researcher w ho has com piled  
his experiences in the book "The W ound and the Doctor" (Bennet 1987).

Analysis of earlier studies

In order to  illustrate earlier research, I have chosen to  present som e studies 
in m ore detail. They exem plify how  different m ethods have been used both 
in the co llection and analysis of data. They offer exam ples of analyses both 
of s ta tem en ts  taken  from  in terv iew s, of o b serv a tio n s  perform ed  on 
education  courses and theoretical discussions on the basis of com parisons 
w ith o ther professional groups and experiences from therapy situations. In 
som e studies concepts such as "stress" and "coping m echanism s" are used. 
O th er stud ies describe  the  reactions w h ich  doctors have expressed in 
testing situations and how  they  adapt to and/or w ard off discom fort in the  
situations described.

In the presentation of earlier research, I have chosen to  present the different 
studies accord ing  to  the  different theoretical concep ts w hich are variously 
described  as: "stress", "em otional reactions" and "coping", as com pared  to  
"stress", "emotional reactions", "defensive m anoeuvres" and "coping". I have 
grouped the  studies on the basis of the concep ts w hich the various authors
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have used to  illustrate the strains of the work and their consequences for the 
physician. After the presentation of the references, there follows a sum m ary 
of the  authors' theoretical perspectives and how  these have influenced the  
layout of this study.

Stress, emotional reactions and coping

The authors of the studies being presented in this section have described  
no t on ly  the  stress but also th e  em otional reac tions in th e se  stressful 
situations and how  the physicians cope with these reactions.

The pediatric ians Fain and Schreier (1989) claim  that feelings of fear and 
vulnerability have not been perm itted in the m edical culture, i.e. it has not 
been  perm itted to  express these  feelings. They poin t to  the  necessity  of 
support for doctors w ho  have been  involved in ca tastrophes of various 
kinds so that their reactions in the aftermath should be as small as possible. 
The authors w rite in their article, "Disaster, stress and the doctor", that they 
consider that there has been paid little attention to  stress sym ptom s am ongst 
th o se  w ork ing  in health  ca re . They cla im  th a t g rea t d em an d s  and  
expectations are p laced on doctors. Their inability to save patien ts ' lives 
can lead to feelings of failure and guilt. The authors refer to the  body of 
know ledge w hich has been built up on post-traum atic stress in individuals 
and they  em phasize that doctors are not em otionally im m une. They claim  
th a t a face of indifference in doctors "may hide the  cop ing  m echanism  
w hich typically includes denial and detachm ent" (p92). Fain and Schreier 
offer ex am p les  of how  feelings of d esp o n d en cy , frustra tion , anger, 
depression , desillusion, physical illness and guilt m ay be reduced . O n e  
m ethod is to establish support groups that focus on certain  character traits 
w hich  can m oderate th e  stress. Examples of such traits w ould  be a high 
degree of involvem ent and a positive attitude tow ards taking on challenges. 
They discuss w hether m edical students should be trained to becom e aw are 
of their ow n feelings of stress and they conclude that this is a necessity for 
coping w ith stress.

Fain and Schreier (1989) refer to  M cCue (1982), a docto r and w ho  based 
his judgem ents on experience from training program m es and surveys m ade 
by o ther authors. It is not apparen t w hether Fain and Schreier base their 
observations on similar experiences. M cCue reports in "The Effects of Stress 
on Physicians and their M edical Practice" that suicide is the second m ost 
com m on  cau se  of death  am ongst m edical studen ts. The su ic id e  rate 
am ongst doctors is tw o  to  th ree  tim es higher than  in th e  rest of th e
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population and serious drug abuse is 1.6 tim es higher am ongst doctors than 
am ongst non-doctors. D octors consult psychiatrists ten  tim es m ore as the  
general population. M cCue assum es that doctors' adjustm ent to stress leads 
to certain  typical patterns of behaviour, such as em otional w ithdraw al. He 
gives th e  fo llo w in g  ex am p le . The d o c to r  avo id s his fam ily . The 
consequence of this em otional retreat, says M cCue, is w orry and suffering. 
M cCue asks the question w hy doctors to lerate  failure in their ow n family 
lives and w hy non-m edical interests becom e uninteresting and lose their 
appeal. His conclusion  is that, am ong other things, this is due to pressure 
from colleagues and fear of failing in their work. M cCue holds that insecure 
doctors can  m axim ize their con ten tm ent at the hospital, w here they give 
orders and m ake im portant decisions, etc. At hom e the doctor is m erely an 
ordinary spouse.
M cCue (1982) gives another exam ple of the physician 's adaptation to  stress 
i.e. social isolation. He claim es that the phenom enon of w ithdraw ing from 
non-m edical life usually starts during the doctor's education  and develops, 
to  an alm ost com plete  avoidance of non-m edical situations. He m aintains 
that doctors are often locked defensively in authoritarian professional roles, 
w hich rarely are challenged by non-m edical professionales. The isolation is 
difficult to  break, because  the doctors are defend ing  them selves from  
society. This is further aggravated by the fact that non-m edicals becom e 
delighted if a doctor reveals a vulnerable hum an face.
A ccording to  M cCue, a further adjustm ent to stress is tha t the doctors and 
patients often conspire to deny com plexities, uncertainties and lim itations 
w hich are part of the m edical reality. For exam ple, the ordering of a lot of 
laboratory tests is used to protect against fear and insecurity.
Finally M cCue (1982) states that doctors establish group support through a 
jargon of code  w ords w hich often are cynical and insensitive. He says that 
this, the  physic ian 's  best know n and m ost despised ad justm ent to stress 
facto rs, for no obv ious pu rpose , is p robab ly  th e  least dam ag in g  of 
behaviours.
M cC ue's (1982) observations show  how  vulnerable doctors are if they are 
not prepared for their ow n reactions to  death and the suffering, the fear, the 
in tim acy and th e  uncerta in ty  they  en co u n te r in the ir in teraction  w ith 
patients. This can lead to  dram atic consequences, such as suicide. M cCue 
focuses on "negative" strategies. He believes that these negative adjustm ents 
to  stress can  be avoided by im proved training of m edical students w hich 
w ould provide them  with an aw areness of the im plications of their work.
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Gorlin (1983), a m edical doctor, portrays both the em otional reactions and 
th e  behavioural responses in frequently  occurring clinical situations. He 
based his observations of "Physicians' Reactions to Patients" on experiences 
from  tra in ing  program m es for m edical students and  doctors co n tinued  
education  courses. He differs from other authors in defining difficult clinical 
situations and describing doctors' reactions and cop ing  strategies in these 
situations. A ccord ing  to  G orlin the  physic ian 's  em otional responses in 
term inal illness and incurable d isease have com ponen ts  of sym pathetic 
identification, feelings of im potence, low ered self-estem  and frustration. 
The physician 's behavioural responses may be denial, reluctance to  discuss 
illness, avo idance of patien t and family. He has also suggested how  these 
negative em otional responses can be dealt w ith. Som e exam ples of such 
coping  strategies are the attem pt to  analyze and understand how  to m aster 
feelings w hich  lead to avo idance of the patient and also discussions with 
colleagues.
The keystone of G orlin 's (1983) program m e is tha t m edical students first 
learn to  recognise and accept that destabilizing em otional reactions happen 
and as the next step accep t that these are justified and understandab le and 
finally learn to cope with these em otions.

Stress, emotional reaction, defensive manoeuvres 
and coping

In this section I present authors w ho  describe stress, em otional reactions 
and the co n cep t of coping  in the light of defensive m anoeuvres to avoid 
psychological distress.

V achon (1987) described an individual's "coping responses" as com prising 
his ability to  observe, and to com prehend his behaviour. She allies herself 
w ith Lazarus (1984) w ho by "coping responses" m eans "some of the  things 
th a t peop le  do, the ir co n cre te  efforts to  deal w ith the  life-strains they  
encounter in their different roles" (p25). In her book "O ccupational Stress in 
th e  C are of th e  Critically III, the Dying and the Bereaved", V achon has 
presented an analysis of interviews with 600 health care professionales with 
different specializations and backgrounds, w orking in different departm ents 
at university hospitals and palliative care units, in hom es for the chronically  
ill and com m unity hospices in C anada, USA, Europe and Australia. 71%  of 
the interview ees w ere w om en. O f the men 65%  w ere doctors.
V achon 's (1987) study is descriptive. Besides dem ographic variables, she 
studied the participants' conscious motivation for w orking with seriously ill 
and dying patients, their personal value system s and their "coping style".
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V achon  bu ilds her analysis of cop in g  on persp ec tiv es  w h ich  w ere  
in troduced  by Lazarus (1984) (chapter 3, p42). Lazarus m eans th a t the 
individual controls his stress partly by m anipulating the  cause  of the stress, 
problem -regulation, and partly by checking his feelings tow ards it, em otion- 
regulation. As concerns cases of problem -regulation, V achon points to the  
developm ent of a group philosophy and the creation of support groups. The 
shaping  of personnel and adm inistrative policies, c rea tion  of form alized 
decision  and supervision groups and train ing program m es, the  ability to  
influence, the possibility of both variation in and control over the work and 
finally the possibility to  change or quit the job  belong here, as well.
C oping techn iques w hich she primarily sees as em otion-regulating are the 
sense th a t one has th e  freedom  to m ake dec isions and th a t o n e  has 
co m petence  in the clinical situation. The ability to  delim it o n e 's  field of 
interest, w hich  m eans that one  attains a sense of m astery over a limited 
area, should be included in this context. A further strategy w hich belongs 
here but w hich she regards as a problem -regulating strategy, is the lifestyle 
w hich one  adopts, i.e. one 's  habits concern ing  exercise, diet, drugs. Those 
w ho  w orked  in onco logy  reported  th is as the second  m ost im portan t 
strategy. Several of the participants expressed that they w ould not be able to 
w ork w ith dying patients if they w ould not have private philosophy abou t 
death . V achon found that men gave this response m ore frequently  than 
w om en and  that doctors nam ed this coping  m echanism  m ore often than  
o the r groups. The co nsc ious or u nconsc ious defensive psycholog ical 
strategies cited by the  participants are also included in this group of this 
group of em otion-regulating strategies. V achon found that the participants 
tried to protect them selves from a identification w ith their patients. They 
w ith d raw  from  th e ir  patien ts to  avoid  feelings of h e lp lessness  and  
h o p e le ssn ess . As an ex am p le  of th is  s tra tegy , sh e  m e n tio n s  th e  
categorization  of patients as d iagnostic labels instead of peop le, i.e. the  
patien t is depersonalized . She calls this a tactic of d istancing and asserts 
that it may be far m ore than just a m atter of physically w ithdraw ing oneself 
from the  patien t. Furtherm ore, V achon found th a t m any health  care  
professionals held th a t further training m ade it easier to w ork w ith dying 
patients. The im proved know ledge and experience of dying affected both 
o n e 's  ow n aw areness and o n e 's  ability to  assert and apply  both o n e 's  
know ledge and o n e 's  ideas. Finally, hum our w as nam ed as an im portant 
strategy of keeping pain at bay.
In conclusion , V achon (1987) found tha t in regard to  the  con tro ling  of 
feelings of stress, em otion regulation accounted  for 64%  of the identified 
cop ing  m echanism s, w hile 36%  w ere expressions of problem  regulation. 
These proportions w ere the sam e for all specializations, professions and age 
groups and for both sexes.
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H er survey is im portant in that it contributes to  clarifying coping  strategies 
in a vu lnerable group, nam ely those caring for chronically  sick and dying 
patients. H ow ever, her interest w as not especially  d irec ted  tow ards the  
s itu a tio n  of d o c to rs . She has sy stem atica lly  an a ly zed  p a rtic ip a n ts ' 
s ta tem en ts  by using  co p in g  m odels and  at th e  sam e tim e  app ly ing  
psychoanalytical concepts. H ow ever, the  psychoanalytic perspective w as 
not, specifically explained.

M aguire (1989), a psychiatrist, and  w ith a long history of observ ing  
experienced  docto rs in train ing situations, focuses on how  those defend 
them selves from com ing  into co n tac t w ith the  p a tien t's  psychological 
d iscom fort. In "Barrier to  Psychological C are of th e  Dying" (1989) he 
describes how  doctors constantly use distancing tactics so as not getting too  
close to  patients' suffering and how  they use these strategies to "survive". 
He sees a risk in the doctor building a barrier betw een him self and th e  
patient. As an exam ple of a d istancing tactic, M aguire describes how  the  
experienced  docto r observes a p a tien t's  suffering and assum es th a t he 
"understands" w hy the patient is reacting as he does and actually  answ ers 
th e  patien t on th is selective understand ing . Typical m anoeuvres, says 
M aguire, inc lude giving false positive m essages and having a selective 
perception  tow ards things w hich distract from uncertainty or anxiety. For 
exam ple, this may concern  changing the subject of conversation. According 
to  M aguire, these defensive m anoeuvres are often unconscious. How ever, 
they  are w hether conscious or unconscious, in so far im portant, as they 
affect the dialogue w ith the patient.
The result of not w anting  or daring to  m eet the patien t may be th a t o ne  
develops a cynical, rigid attitude tow ards critically ill and anxious patients. 
O n e  m ay find changes strenuous and m ay easily  feel self-contem pt. A 
co n sid erab ly  less self-destructive w ay of d is tancing  on ese lf from  the  
psychological distress is by using hum our.
In this w ay, like M cCue (1982), he believes that the  docto r needs these  
defences in order to survive. Like all the o ther authors, M aguire holds that 
th ese  defences can  be m odera ted . An im portan t step  in this process is 
becom ing aw are of o n e 's  feelings and defence strategies.

Bennet (1987), a neurosurgeon and psychiatrist. He studied how  peop le  
reac t to  ex trem e physical and  psychological stress. He has w ritten  a 
personal book from  th e  d o c to r's  po in t of view , "The W ound  and  th e  
Doctor". In this w ork he describes the docto r's  life and w orking situation. 
He does not refer to any particular study, but bases his observations and his 
analysis on an extensive reading of the literature, on his ow n studies and 
subjective experiences. In addiction to an overview  of the doctor's  w orking
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situation , Bennet gives an analysis of the  docto r's  behavioural response 
patterns and illustrates how  these responses are reflected in his actions and 
behaviour. He bases his analyses on his perspective as a surgeon, stress 
researcher and psychiatrist w ithin a psychoanalytical fram e of reference. 
Throughout his w ork, Bennet uses the term  "to pro tect oneself" to  refer to  
th e  m echan ism s w hich  th e  d o c to r em ploys to  m ain ta in  a "cohesive 
exterior". The physician m ust pro tect him self against an over-in trusive 
in teraction  w ith o thers. B ennet's  m ain aim  is not only to  describe  the  
actions of the doctor but also to try to  understand the  docto r's  needs. It is 
his op in ion  tha t m ale doctors, to  a higher degree th an  fem ale doctors, 
organize their w ork around their ow n needs.
B ennet (1987) finds it possible, by studying the individual's needs and the  
profit he gains through establishing a certain  lifestyle, to  m ake ou t th e  
con tours of the individual docto r's  m otivation. He claim s tha t there  is a 
considerable num ber of possible behaviours w hich the doctor may em ploy. 
The alternative w hich is chosen is intended, above all, to  avoid anxiety. As 
described  in chap ter one, he asserts that w hen  a doctor equips him self to  
care for a person w ith an illness, his m edical aw areness is activated. At the 
sam e tim e, tha t w hich  Bennet describes as the  patien t part is activated: 
terror, helplessness and the longing for to  be looked after. If this so-called 
"patient part" is repressed, the  physician becom es an "all-knowing" doctor 
w ho  acts as if d isease w ere qu ite  separate  from feelings. The physician 
d isp laces the patien t's  experience w hich clashes w ith the rational doctor 
part an d  w h ich  do es  no t adm it any feelings. F urtherm ore , B ennet 
specu la tes, the docto r projects his unconscious patien t part on to th e  
patient, for exam ple the need for intimacy and dependence.

A ccording to  Bennet (1987), adapting  to  the  conditions of w ork follows 
certain  patterns w hich are most clearly seen in doctors w ho have problem s 
in cop ing  w ith anxiety  and psychological stress - pain - but w hich  all 
doctors present m ore or less. O n e  exam ple is the physician w ho  sets up a 
barrier of social d istance betw een himself and the patient, pursues unique 
skills and  esoteric know ledge w hich can only be practised by the doctor 
him self in certain places, i.e. m edical tem ples.
The fo llow ing  is a sum m ary of how  B ennet p recise ly  illustrates his 
exam ples: The doctor sits face to face w ith a patient but with a large desk in 
betw een. The desk is covered w ith e.g. X-ray slides w hich sym bolize the 
doctor's  superiority. The atm osphere in the room is one of stress.
The te lephone is left to  ring and people dash in and out, w hich prevents the  
patient from asking sensitive questions and even m ore from com m enting on 
inform ation from the doctor. The doctor sets up a barrier w hich  prevents 
com m unication . The patien t's  opportunity  to  contribu te  is reduced  w hich
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m eans th a t decisions exclusively are m ade by the  doctor. The d o c to r's  
pow er is based  on his capab ility  to  in tervene as no -one else  can  in 
situations of m edical crisis. The ability to  deal w ith a large am oun t of 
inform ation gives the im pression that the doctor is in possession of a vast 
body of know ledge, far beyond tha t of ordinary people. The doctor may use 
this belief to  take control over his patients and the  situation. The docto r 
m ay en h an ce  his pow er in so far as he can m aintain the patien t's  sense of 
insecurity  in regard to  the  course of the  d isease and the  effect of the  
therapy.
Bennet (1987) is provocative. His approach  is interesting though because 
he does not m erely study actions and behav iour but also illustrates th e  
d o c to r 's  vu lnerability  and  needs, to  safeguard his fragile self. B ennet's  
im portant insight into the  nature of the w ork can be exem plified by th e  
following quotion: "The m edical profession is pow erful. Individual doctors 
are also powerful, and face to face with patients they can behave in ways 
w h ich  en ab le  th em  to  e n h an c e  the ir pow er and avoid  th e ir  various 
anxieties...doctors are largely unaw are of the ways in w hich they m aintain 
their ascendancy over those they are em ployed to help" (p67).

Feifel (1965), a psychologist has in a frequently quoted study, "The Function 
of A ttitudes Tow ards Death", exam ined  fourty doctors ' a ttitudes tow ards 
death by m eans of interviews. He found that they thought less about death  
and tha t they w ere m ore afraid of death  than th ree  control groups, tw o 
consisting of patients and one  consisting of non-professional health -care  
workers. Feifel points out that one should be aw are that that w hich is taken 
for an a ttitu d e  to w ard s d ea th  m ay instead rep resen t castra tio n  and  
separation anxiety just as well as over-protectiveness, fear of loss and of the 
unknow n. Feifel's con tribu tion  illustrates the  com plexity  of the  feelings 
w hich the fear of death encom passes.

This brings to an end the  presentation of the studies on physicians w hich 
w ere  ob ta ined  from the various data  searches undertaken . H ow ever, in 
O cto b er 1993 a study w as published w hich is of relevance to  this study. 
Holm (1993), by m eans of observations, interviews and psychological tests, 
has studied 40  physicians. They w ere surgeons and internists w orking in 
university clinics and sm aller hospitals and general practitioners from the  
city and countryside. The aim of the study w as to find ou t w hat strains the  
physicians w ere subject to and w hich psychological strategies they used to 
cope w ith these.
In the analysis of her material she exam ined the external w orking situations, 
the various interactive contexts and the internal psychological states of the 
physicians. M any physicians said that problem s due to  the organization
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w ere th e  m ost strenuous; o n e  third thought tha t pressed tim e schedules 
w ere  the  most trying. The sam e proportion claim ed that the stress w as in 
dealing  w ith the patients. A few described the  treatm ent and diagnosis as 
problem atic. A quarter of them  thought that con tact w ith the m em bers of 
staff w as the most trying aspect.
H olm  (1993) grouped  the psychological strategies of the physicians into 
eight categories, based on observations, interpretations and the  physicians' 
reactions to  her interpretations. She found tha t m any w ere using a w ell- 
devised m odel for how  to care for and handle patients and m ake decisions. 
They all sought better know ledge. Som e w ere striving to  develop  their 
professional roles by m eans of continued  education  courses in interaction 
and  em pathy . Several underlined  the  im portance of taking tim e ou t to  
reflect over things. M ost of them  w anted to  act im m ediately, i.e. they tried 
not to  put things off but to  be resolute. Som e m ade use of com ple te  
concentration  and m ental presence w hen dealing w ith the patient. Several 
nam ed the im portance of seeking stim ulation through fleeting contacts with 
their co lleagues. Som e m ade use of jocularity, a few constantly . Som e of 
them  habitually used rigid defence m echanism s such as in tellectualization, 
ra tionaliza tion , den ia l, reaction  form ation, transference  or com pulsive 
ac tiv ity . This study  is of sp ec ia l im p o rtan ce  b e c a u se  H olm  has 
system atically investigated experienced physicians. Her starting point has 
been  th a t the  term  cop ing  em braces both consc ious and unconsc ious 
actions and attitudes as well as unconscious defence m echanism s.

This concludes the presentation of studies on physicians1 stress, em otional 
reactions, defensive m anoeuvres and coping. H owever, som e studies have 
been conducted  with the purpose to exam ine other health care-personnePs 
a ttem pts to  avoid psycholog ical distress in the ir w ork. For exam ple , 
M enzies (1970), a psychologist, carried out a w ell-know n study of nurses 
w here  she exem plifies how  striving to  avoid anxiety in th e  practice  of 
m ed ic ine  leads to  the  deve lo p m en t of a social defence  system . This 
system 's m ethod of functioning is determ ined, am ongst o ther things, by the 
m em bers' psychological needs for protection against psychological distress. 
This protective or defence system  develops in tim e and is the result of a 
"secret", unspoken  in teraction  and  ag reem en t, often  unknow n to  th e  
participants in the social context, e.g. a hospital departm ent.

M enzies (1970) claim s that these organisatory, socially structured defence 
m echanism s tend to becom e a "culture", part of the "external reality" w hich 
old and even new  participants in the context have to adjust to. The purpose 
of the  nature of the social defence system is to  help the individual to  avoid 
anxiety, guilt, doubt and uncertainty.

28



Consequences of previous research for the design of 
the present study

The above acco u n t of earlier research dem onstrates th a t th e re  is som e 
know ledge about w hat doctors experience and how  they react in their work 
w ith seriously  ill patients. Fain (1989) H olm  (1993) M cCue (1982) and 
V achon (1987) use term s such as stress and strain. B ennet (1987) Gorlin
(1983), M aguire (1989) and Feifel (1965) describe situations as anxious. A 
recurrent them e is that doctors adjust and develop  defensive m anoeuvres 
against stressful feelings and situations. The strategies w hich the doctor uses 
to  adjust to  situations are described using concep ts w hich can  be traced  
back  to  psychoanaly tical theory  such as avo idance, d istancing , denial, 
p ro jection  and  repression (Bennet 1987; Fain 1989; Feifel 1965, G orlin 
1983; Holm 1993; M cCue 1982; M aguire 1989). V achon and Fain use the 
term  cop ing  for adjusting by m eans of seeking know ledge, support, life 
style, etc. They use and define coping as a "conscious problem  regulating 
or em otionally  regulating behaviour" and assum e tha t earlier experiences 
are significant for the evaluation  of every situation. H olm  uses the  term  
"coping" and "psychological stratgegies" alternately. She holds that coping  
has a broad m eaning em bracing a com bination of many different strategies, 
including defence m echanism s.

It is interesting to  note that all the authors w rite abou t the im portance of 
hav ing  a d o u b le  perspec tive , i.e. focusing  on th e  inner, em o tional 
(psychological) w orld and the outer world of actions and behaviour w hen 
analyzing adjustm ent to stressful and anxiety-provoking situations as part of 
patient care.
This review  of the literature show s that there is plenty of know ledge abou t 
clinical situations w hich are strenuous for physicians.
The studies have had a particular focus on physicians in an educational 
situation. H ow ever, there  is an obvious lack of system atic studies of how  
doctors w ith m any years' experience of w orking w ith adult patients cope 
with their work.
There seem  to be no studies w hich cast light on the conflicting feelings and 
w ish es  w h ich  such  situa tion  evokes. O u r know ledge  ab o u t c a n c e r  
physic ians ' cop ing  is lim ited to  separa te  observations in ed u ca tio n a l 
situations. There is a lack of studies w hich explore the strategies w hich exist 
w hereas at the  sam e tim e there  are studies w hich perpetuate  the  myth of 
th e  d o c to r as th e  unm oved , e levated  and d isso c ia ted  docto r/fam ily  
m em ber.
The ob jective of this study is to explore th e  em otional and behavioural 
response  patterns of doctors in their w ork w ith critically  ill and  dying
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patients. By m eans of a series of interview s, I w ish to  describe  difficult 
s itu a tio n s  and reac tio n s  by focusing  on  doc to rs  w ith m any  years ' 
experience of exclusive responsibility for cancer treatm ent. Finally, I wish 
to  analyze the strategies used from the perspective that Bennet (1987) Holm 
and M aguire (1989) in troduced, nam ely to  exam ine w hether they  have a 
need for defensive m anoeuvres. The starting point of the present study is to  
study docto rs ' inner w orlds. It is my assum ption th a t th e re  occurs both 
unconscious and conscious activity in this w orld and that doctors, to som e 
extent, reveal defensive m anoeuvres in their behaviour. I assum e tha t the 
d oc to rs  use th e se  defensive  m anoeuvres to  p ro tec t them selves from  
con flic ting  feelings and  d iscom fort and  to  a tta in  a s ta te  of psych ic  
equilibrium  and to m aintain their sense of com petence.
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The aim of this study is to investigate 
experienced doctors':

1. difficulties in their w ork w ith can cer patients and to  illustrate these  
problem s through looking at the conflicting em otions and w ishes w hich  
they reflect.

2. adjusting to, "coping" with, their work with cancer patients and clarifying 
the concep t "coping" in the sense of avoiding anxiety.

In order to be able to  cast light on difficulties and coping  in line w ith the  
stated aims, I have chosen  a theoretical fram ework em phasizing  that both 
unconscious and conscious psychological processes play their part in the  
ind iv id u a l's  various a ttem pts of so lu tions at a given tim e in a given 
situation.

In the next chapter, psychoanalytical theories are partly presented together 
w ith the  concep ts w hich form the basis of this analysis of cancer doctors ' 
problem s and adjustm ent to their work.
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CHAPTER 3

RESEARCH PERSPECTIVES

In the  fo llow ing chap ter, th e  theore tica l perspectives of th e  study are 
p resen ted  w hich  em brace parts of psychoanaly tical theory  and cop ing  
m odels, em phasizing  that both unconscious and conscious psychological 
processes play their part in the individual's various attem pts for solutions in 
a given situation . I have chosen  these  theore tical fram es of reference 
becau se  they  offer th e  concep ts  w hich  I find useful for th e  study and 
description of individuals' attitudes to threatening and strenuous situations.

Psychoanalytical concepts which are relevant to this 
study

Sigm und Freud (1856-1939), the  "father" of psychoanalytical theory  m ade 
som e basic assum ptions w hich are particularly interesting for my study; that 
unconscious forces control th e  w ay w e think and behave; tha t there  is a 
com plex  in teraction betw een our needs and their gratification; th a t the 
hum an psyche strives for balance, i.e. it avoids conflicts. How conflicts are 
reso lved  is in fluenced  by ea rlie r  ex p erien ces , bo th  c o n sc io u s  and  
unconscious. This striving for balance may be understood in the  light of the  
ind iv idual's  background . Earlier experiences control the  w ay w e m eet 
difficulties here  and now . The confron ta tion  w ith a new  task  m ay be 
associated with m ore or less realistic perceptions of danger w hich, in their 
tu rn , have to  do  w ith expecta tions of failures and their con seq u en ces. 
These are basically the  sam e: being left alone, inferior and  bereft of o n e 's  
strength, w ithout the possibility of satisfying o n e 's  m ost basic needs and  
w ishes (Sjöbäck 1984). W e endeavour to avoid/defend ourselves from these 
th rea ten ing  situations and em ploy strategies to  avoid inner unconscious 
conflicts and to  attain inner balance.

Below follows a presentation of the theoretical concep ts  w hich figure in 
this study.

O n e  of Freud 's m odels of the  hum an m ind is the structural theory . He 
describes the  psyche as divided into three "systems" - the  Id, the  Ego and 
the Superego - i.e. th ree systems w hich are characterised  by their different 
"tasks" and w ays of functioning. The first system is the Id, w hich is totally
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unconscious and is the source of our psychic energy. The second system is 
the  Ego. This has both conscious and unconscious levels. The Ego tries to  
co-ordinate information from both the inner and outer worlds. The Ego tries 
to  adapt and com prom ise betw een the dem ands of the outer w orld w hile at 
th e  sam e tim e trying to  satisfy the  ind iv idual's instinctive needs. If the 
com prom ise does not succeed  then the Ego can distort information from the 
outer and inner w orlds in order to  reconcile conflicting needs. To help it in 
its w ork, th e  Ego m akes defensive m anoeuvres w hich  will be discussed 
later (chap ter 3 p36). The Ego has the  ability to  put off th e  im m ediate 
satisfaction of needs dem anded  by the Id and adap t th e  m anner of their 
satisfaction to  the dem ands of the individual's environm ent and personality. 
The Ego strives to  adapt the individual to reality.
The third system, the Superego, is mainly unconscious. A conscious part of 
the  Superego, called "conscience", is form ed through the internalization of 
p roh ib itions and punishm ents during ch ildhood . This gives rise to  ou r 
moral values and our ability to  feel guilt.
The subjectively experienced  elem ent of o n e 's  person is called  the  "Self". 
O n e 's  experience of oneself includes both experiences of on e 's  body and 
soul. The Self d evelops  in o n e 's  re la tions to  o thers. O n e  school of 
psychoanalysis is O b jec t Relations theory . It focuses on th e  relation 
b e tw een  inner self- and ob jec t-rep resen ta tio n s  (Igra 1983; W inn ico tt 
1971 ).This theore tica l app roach  highlights how  im portant o u r earliest 
relations are  for our Self-image and attitude to  the  w orld around us. An 
early experience of "good mothering" gives us know ledge of w hat trust is. 
This know ledge then manifests itself as a sense of security and an ability to 
build new , trusting relationships.

In trap sy ch ic  conflict a n d  guilt

In the psyche's endeavour to  avoid negative feelings, conflicting interests 
may arise. Intrapsychic conflicts arise w hen conflicting interests can not be 
reso lved . T hroughout our lives th e re  is a constan t in terp lay  betw een  
co n flic tin g  feelings and  w ishes. In D eve lo p m en ta l P sycho logy  th e  
assum ption is that w e have all been confronted w ith and forced to  try to 
resolve conflicts in som e com plex  situation . W e all have unconscious 
m em ories w hich  are activated w hen one m eets situations w hich  rem ind 
o n e  of th e  early  ex perience . The feeling or th e  sym ptom  w hich  one 
associates w ith conflicts in p eo p le 's  inner and ou te r life situations is 
discom fort or, w hen stronger, anxiety.
Below follows an account of exam ples of intrapsychic conflicts w hich are 
relevant to  this survey.
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L o v e  a n d  h a te .  O n e  m ay feel split, am bivalen t tow ards a person. O n e  
can feel both love and hate and these em otions are present sim ultaneously. 
Som e individuals can  not co p e  w ith this. N orm ally they  solve th is by 
repressing one  or o ther of the com ponents in the conflict of am bivalence 
and/or they distance them selves from the person.

The non-damage/damage conflict is a varie ty  of th e  lo ve /ha te  
am bivalence as it is characterized by aggressive im pulses (Haak 1982). The 
feeling that the trea tm ent may injure a person is frightening for the patient 
bu t also for the  docto r. The desire to  give trea tm en t m ay inc lude  an 
aggressive attitude or aw aken aggressive fantasies but it m ay also  be a 
reaction to  the  physician 's feeling of a threat from the patient and w ishing 
to  prevent the patien t from becom ing angry or anxious. Such aggressive 
im pulses must be neutralized. This can be done by intervention of the ego. 
O n e  "tackles" rather than "attacks". H aak (1982 p126) offers by w ay of an 
exam ple of a situation w here an im pulse to  injure forces its w ay through 
the  ego 's  m odifying ability w hen a surgeon encounters a trying situation 
w hich he can  not cope  w ith but instead "regresses to  primitive levels". The 
previously neu tra lized  aggressive energy w ith w hich  he has perform ed 
surgery satisfactorily m ay becom e operational. The su rgeon 's  superego 
attacks him  for cu tting  up his patien ts. He becom es scared  of being  
overtaken by his aggressive im pulses and becom es uncertain  and anxious 
because of this conflict, w hich hinders surgery. He becom es tired because 
so m uch psychic energy is engaged in this conflict. A nother exam ple of this 
conflict is the physician 's am bition to  give information w hich is founded on 
facts but will also frighten the patient.

Being big/being little. People w ho  are subjected  to  a situation w hich 
brings m ore dem ands than they can cope with, often revert to som e earlier 
stage of their developm ent. It may be a m atter of a situation w hich rem inds 
them  of ch ild h o o d  events w hen  ex p erien ce  or fan tasies have put a 
prem ium  on unaw areness. "Being special", com peting  and w inning, may 
have been  punished  in ch ildhood , or at least the ch ild 's  fantasies have, 
w hich prevents the person daring to go into a new  situation w here one has 
to  perform  and  tak e  responsib ility . The o id ipa l com plex  w h ich  in 
developm ental psychology takes place betw een tw o and a half to  six years 
is the most fundam ental of all com petitive conflicts and entails "desires for 
the  destruction or d isappearance of all rivals, usually the  fathers/(m others, 
my paren thesis) and  a longing for "an exclusive  o w n ersh ip  of th e  
mother/(father, my parenthesis)". (Brenner 1968).
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Intimacy and distance. A ccording to  ob ject relations theory , the self 
develops in interaction with a "significant" adult. The developm ent happens 
in an ever m ore obvious fluctuation betw een  intim acy and  d istance in 
relation to  this adult. The distance is necessary for the  individual to test new  
ideas and crea te  his ow n m odel of understanding. At the  sam e tim e, the  
child experiences the m eaning of intim acy as protection against perils and 
a llo w in g  iden tifica tio n  (ch ap te r 3 p39). The ind iv idual m ay have 
experience  of being prevented from establishing distance. He m ay have 
experience of being far too  close so that he has lost his ability to  think and 
experim ent in his ow n and new  ways.

D efen ce  th e o r ie s

O n e of the  basic assum ptions of psychoanalytical theory is, as described  
above, that the psyche endeavours to resolve the em otional conflicts w hich 
arise as a result of conflicting feelings and w ishes so that anxiety is avoided. 
In the m entally healthy adult, conflicts betw een adult and childish parts of 
th e  personality  are not generally  very no ticeab le . The individual has 
developed  a reperto ire of behavioural responses. These have developed  
during th e  early years of ch ildhood  but are, th roughou t life, constantly  
being reform ed. Certain typical behavioural responses can  be seen w hich 
th e  ind iv idual perce ives as satisfying, or at least as causing  as little 
d iscom fort as possib le, and w hich have developed  in relation to  o ther 
significant persons. These learnt behavioural responses are often partly 
conscious. But in situations w hich are particularly dem anding  for the Ego, 
unconsc ious defences m ay be em ployed . O n e  defends oneself against 
intruding impulses. It is not only "unpleasant" instinctive desires w hich one 
defends oneself against but a lso  the signal foretelling  an "unpleasant" 
situation activates defences. This entire p rocedure, "intruding im pulse - 
fantasy around  the  th rea t - signal anxiety - defence", takes p lace on an 
u n co n sc io u s  level, even  if o n e  can  som etim es n o tice  th e  ten sio n s  
consciously, e.g. in the form of discom fort, irritation, restlessness, w orry or 
gloom iness.

D efence m echanism s are only possible if a psychological developm en t 
level w ith a m ore or less developed Ego functioning has been attained. The 
basic defence is repression. The other defence m echanism s reflect different 
aspects of repression.
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Below  fo llow s a sum m ary  of th e  c lassic  d e fen ce  m echan ism s w ith  
references to Freud (1936), Haak (1982), Sjöbäck (1984), C ullberg (1985) 
and Klein, as revised by Igra (1991) and Sjögren (1988).

R e p re s s io n
This basic defence m echanism  entails em otionally  charged  ideas w hich  
co n flic t w ith  th e  e g o 's  ow n in terests being  to ta lly  ex c lu d ed  from  
co n sc io u sn ess  and  sparing  th e  ego  from  d an g ero u s  or th rea ten in g  
experiences. Controlling oneself, wilfully suppressing aggressive im pulses is 
not repression but requires a certain  m aturity and integration of the  ego. 
Usually repression alone is not enough, but the ego em ploys o ther defence 
m echanism s w hose function is to deal w ith the im pulses w hich repression 
can  not m anage. The follow ing defensive m anoeuvres are exam ples of 
closely related defence m echanism s.

R ea c tio n  form ation
Reaction form ation m eans that forbidden or ego-threatening tendencies are 
not only repressed but also tha t an attitude arises in the  ego w hich  is the  
rep ressed  te n d e n c y 's  d iam etric  o p p o site . This m ech an ism  en ta ils  a 
behav ioural ten d en cy  in the  ego, w hich  is the  d irec t o pposite  of th e  
im pulse one  is trying to  repress, being reinforced and  exaggerated . This 
defence is d irected  tow ards im pulses and activities w hich have a clearly  
aggressive aspect. The result m ay be stiff and basica lly  "cold" and 
am bivalent courteous conduct.

Iso lation , in tellectualiz ing
Isolation m eans tha t the  em otional con ten t of an idea is repressed  and 
isolated, even  though  the  action or im pulse itself m ay be conscious. A 
special form of isolation is intellectualizing and rationalizing (see below). 
In tellectualizing m eans tha t painful and em otionally  difficult events are 
discussed only in technical term s and one can act "coldly", w ithout feeling. 
The feeling is kept at bay by the use of unfeeling reasoning. The ability to 
isolate and in tellectualize may be a necessity in certain  situations, e.g. in 
h ealth  ca re  w h ere  w ork w h ich  m ust not be h in d e red  by em o tio n s  
som etim es is necessary.

R ationaliza tion
Sjöbäck regards this defence m echanism  as an exam ple  of a defence, 
w hich m eans that behaviour, a feeling or an action w hose real reason is not 
com patib le  w ith o n e 's  self-esteem  or o n e 's  ideal self is reform ulated. By 
pointing to  only one or tw o, of m any possible, motives for on e 's  behaviour
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it is possible to keep the  other m otives w hich are unaccep tab le  to  o n e 's  
self-esteem  out of o n e 's  consciousness. As exam ples, S jöbäck m entions 
cho ice  of career, e.g. the doctor's, w ho probably has several motives. Some 
of these are unconscious and not com patible w ith the interests of the ego or 
superego and are therefore kept out of consciousness by m eans of that so- 
ca lled  good, accep tab le  m otives are brought to  light. This m echan ism  
Sjöbäck regards as closely related to displacem ent.

D isp la c e m e n t
D isplacem ent m eans that an unaccep tab le  im pulse or idea w hich the  ego 
can not coun tenance  is transferred and attached to an object or a situation 
w hich is m ore acceptable . By m eans of this m echanism  one can achieve a 
delay  in the  em otional expression. An im portant type of d isp lacem ent is 
sublim ation, w hich requires a m ature superego. An interest is transferred or 
attached  to  an area w hich is m ore accep tab le  to the  superego. Freud and 
the  early  psychoanalysts claim ed that intellectual activity, th e  desire  to  
explore and curiosity in general w ere the result of the d isplacem ent to m ore 
neutral ob jects  of sexual curiosity . S jöbäck underlines tha t this type of 
d isp lacem ent does not need to  be of a pathological nature but may, under 
certain circum stances, give rise to productive motives.

R e g re ss io n
Regression may be a defence strategy, i.e. a defence against discom fort and 
anx iety , and  it m eans th a t o n e  reverts to  m ore prim itive, ch ild ish  
behavioural responses. This m eans tha t one does not m ake use of m ore 
adult parts of the personality. O ne does not intellectualize or rationalize but 
adopts a helpless attitude and dem ands to be looked after. But regression is 
also described as a psychological m echanism  w hich does not always need 
to  be a defence. Play often involves a return to  creativity. It is often claim ed 
that w e are not encouraged to be childlike with society 's values as they are. 
"'Regression for the sake of the ego ' m eans the ability to relax 'childishly ' in 
play, sexuality or artistically creative work" (Cullberg 1985 p76). This can 
only happen  if one is still in touch with one 's  earlier stages of devlopem ent 
and childish needs. Cullberg m eans that "one regresses either in action, e.g. 
by so iling oneself or drinking or fighting, or in though t by looking for 
m agical solutions such as idealizing or vilifying a person" (Cullberg 1985 
p76).

The defence m echanism s w hich have been presented above and w hich are 
often called  the "higher" m echanism s require a m ature ego  w hich delays 
im pulses, distorts them  and m aintains different perspectives, "both one and 
the  other". The prim itive ego has a sm aller register and perceives things as
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"either one  thing or the  other". "The m echanism  of splitting is o n e  of the  
earliest ego  m echanism s w hich , together w ith denial and  om nipo tence , 
have  th e  sam e function  as repression  do es  at a la ter stage of ego  
developm ent," w rites Klein (1988). These m echanism s are com plem ented  
by projection, introjection and projective identification w hich entail and 
reflect splitting and th e  inability to m aintain tw o perceptions or feelings 
sim ultaneously.

D enial
D enial may be regarded as a special form of repression. Cullberg defines it 
as avoiding to  see and perceive threatening aspects of the inner and outer 
reality.

P ro jec tion
Projection may be said to  be a specific form of transference in the  inner 
psychological w orld from the self to  the object. P rojection is in fact, like 
regression, a general psychological m echanism  w hich occurs in a num ber 
of different forms w hich are not all of a defensive nature.
The defence m echanism  of projection entails the transference of o n e 's  ow n 
"forbidden" and repressed im pulses on to o ther object representations. The 
projection of aggression offers m uch scope to  vent one 's  ow n aggression. In 
this w ay one can rid oneself of the content of the idea or feeling w hich one 
has w ithout having to take responsibility for the feelings that this provokes 
in others.

Introjection, identification
Introjection may be said to be the opposite of projection. It is also a general 
psychological m echan ism  w hich  only under certain  cond itions is of a 
defensive nature. Introjection as a defence m eans tha t an o b jec t in the 
outside reality, i.e. the idea/apperception  w hich represents it, is adm itted 
over the  border betw een  the  "outer" and "inner" realities and is given a 
p lace in the inner psychological dom ain. This type of introjection mostly 
happens during the early years of ch ildhood. It may be characterized  as a 
very prim itive process by w hich the ob ject or person in the environm ent 
establish them selves as m ore or less independent, even ego-strengthening, 
gestalts in the deeply  unconscious dom ain. Introjection is the basis of and 
an aspect of another im portant m echanism , identification.
Identification m eans that one takes on character traits, motives and interests 
from  o th e r peo p le  and in tegrates them  into o n e 's  ow n personality . 
Identification differs from im itation w hich does not require an em otional 
involvem ent.
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Splitting
At an early  stage of developm ent, the ego can  not co p e  w ith guilt and 
anxiety. Experiences of good things and bad things are split in such a w ay 
tha t certain  people are idealized and o ther peop le are vilified. Even the  
person him self may have a good and a bad aspect w hich are integrated in 
the  "mature" individual. "By m eans of splitting, the sadistic and idealistic 
needs are kept separate" (Cullberg 1985 p78).

O m n ip o ten t control
In a w ish-fulfilling "fantasy-hallucination" abou t constan tly  having o n e 's  
"hunger" and needs satisfied, a num ber of defence m echanism s are at work, 
says Klein (1988). O n e  of these is the om nipotent control of the outer and 
inner ob ject. Klein describes this defence as denial in its m ost extrem e 
form . It entails a negation on every frustrating o b jec t or situation . The 
co n seq u en ce  is tha t the experience of frustration, both the o b jec t w hich 
brings it on and the unp leasan t feelings w hich it entails, seem  to  have 
cea se d  to  exist. They have  been  n eg ated  and  by th is  m eans th e  
child/individual attains satisfaction. According to Klein, these processes are 
also  p resen t in th e  case  of idea liza tion . It is her o p in io n  th a t th e  
"om nipotent conjuring up of the ideal object and the ideal situation and the 
equally  om nipotent destruction of bad, persecuting objects and  the painful 
situation are processes w hich are based on splitting from both the ob ject 
and the ego" (Klein from Igra 1988 p220).

P ro jec tiv e  identification
Projective identification is an interactive m echanism  in contrast w ith the  
o ther m echanism s w hich are intrapsychic. The ch ild 's  outw ard projective 
p lacing of good and bad parts of his ow n w orld is, accord ing  to  Igra, the 
basic form of w hat Klein calls "projective identification". The ob ject of the 
projection is experienced as identified with that w hich is projected and has 
its goodness or badness reinforced. A ccording to  Cullberg, this gives the 
in d iv id u a l an o p p o r tu n i ty  to  e x e rc is e  c o n tro l o v e r  a n o th e r  
ind iv idual,"because  th e  latter unconsciously  m ay com e to  accep t th e  
m ental con ten t w hich is loaded on to  him with the  result that he is draw n 
into a gu ilt-relationship . The fantasied control becom es a real control" 
(Cullberg 1985 p78). But at the  sam e tim e, if the o the r "can carry this 
projective identification w ithout acting along" then he can, C ullberg says, 
"give the  patien t an opportunity  to learn the  difference betw een his inner 
representations and the reality of the outer world" (p79).

In the  above, I have explained  how  the  in teraction betw een  the  inner 
p sycho log ica l w orld  and  th e  o u te r reality  can  be d esc rib ed  using
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psychoanalytical theory. It is my intention in the present study to show  how  
this psychological in teraction affects ou r behav iour in situations w hich  
evoke conflicting feelings and em otions. There are o ther concep ts  w hich 
o ccu r in theo re tica l m odels of ind iv iduals ' behav ioural responses in 
situa tions ch arac te rized  by th rea t and /o r stress. Below som e of these  
concep ts  are presented because  they are relevant to  my analysis in the  
study as well.

The concept of coping

The term  "coping" often occurs in stress-research w ith th e  sense of an 
attitude tow ards stress and difficulty. The term  is derived from em pirical 
experience  and has com e to  be used especially  in the  study of patien ts ' 
w ays of dealing with serious illness and, above all, cancer. In this context it 
w as in troduced  in the 1960s chiefly by Lazarus and Folkman and  w as 
presented in a series of different publications (1980, 1984, 1986).

T h e  ev a lu a tio n  of s t r e s s

Lazarus (1984) defines psychological stress as "a specia l co n n ec tio n  
betw een  the  individual and the  environm ent w hich is perceived  by the  
individual as painful or as being too m uch for his resources and threatening 
his or her well-being" (pi 9). Lazarus considers that every individual m akes 
an evaluation of every situation. He assum es that this "cognitive evaluation" 
is a p rocess w h ich  is in fluenced  not on ly  by th e  o b jec tiv e  ex ternal 
env ironm en t but also by o n e 's  individual understand ing  and personal 
desires. Each individual is presupposed to  have a subjective im age of both 
the  inner and outer realities. In every testing situation he m akes a prim ary 
and a secondary evaluation. The prim ary evaluation entails first estim ating 
th e  co n ten t of th e  situation in term s of possib le loss or th reat. Then a 
secondary  evaluation is m ade. This new  evaluation entails sizing up o n e 's  
possible choices in the situation and on e 's  resources to deal with it. Lazarus 
p resupposes th a t o n e 's  ability to  evaluate  is de term ined  by so-called  
personality  factors w hich affect one 's  handling of the situation and o n e 's  
vu ln e rab ility  w h en  u n d er stress. Lazarus says th a t ev ery b o d y  has 
individually formed and culturally determ ined value systems through w hich 
o n e  regards the  w orld and w hich affect o n e 's  understanding  of personal 
control. He em phasizes that it is significant to the  individual if he know s 
w hat w ould  bring w ell-being in a given stressful situation. Things are m ade 
easier if th e  ind iv idual's  understand ing  of the  event and  th e  feelings it
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evokes can  be im proved. Better understand ing  m akes it easie r for the  
individual to deal with the situation.
Lazarus then says that situational factors also affect o n e 's  ability to evaluate. 
Exam ples of situational factors w ould  be if the  situation  is new  and 
uncertain  or if it is predictable. A lack of clarity in one situation may be 
th rea ten ing  w hereas in ano ther it may be used to  reduce the threat. The 
degree  of probability  of an event develop ing  in a th rea ten ing  direction  
determ ines our perception of hope. Lazarus also underlines that there are 
"tem porary factors" w hich influence the indiv idual's ability to  evaluate . 
Tim e is significant to  our perception  of hope, e.g. the  am ount of tim e it 
w ould  take for a th rea t to be enacted . D uration, tha t is the length of tim e 
that a trying situation continues, is also significant for the behaviour, i.e. if 
the current situation is chronic and intermittent or chronic and continuous.

T h e  co p in g  p ro c e s s

Lazarus (1984) describes coping as a process w hich entails "cognitive and 
behavioural efforts to  deal w ith outer and/or inner dem ands w hich  are 
perceived  by the individual as painful or beyond a person 's  resources" 
(p141). He claim s th a t the re  is no c lear division betw een  cop ing  and 
defence strategies. The object of coping is to deal w ith a situation not to 
m aster it. He em phasizes the  im portance of the  prim ary and secondary  
evaluations respectively in every situation and the interaction of dem ands 
and  resources w ithin the individual. He describes cop ing  as a process 
w hich  m ay be observed through a person 's  u tterances and actions in a 
given specific situation and in a given "context". These actions change with 
tim e. Lazarus claim s that coping has definite functions w hich he describes 
as partly  affect-m oderating  and  partly p roblem -solv ing  strateg ies. The 
form er m eans that on e 's  stress is reduced through, for exam ple, belittling or 
redefin ing  th e  situa tion  w hich  m ay entail d ifferen t deg rees of "self- 
deception". The latter, problem -focusing strategy m eans that o n e  m akes 
changes in the  w orld around one, e.g. in an organization. He claim s tha t 
resources such as health, positive belief, problem -solving and social talent, 
social support and m aterial resources facilitate coping. O n the  o ther hand, 
barriers to  coping  w ould be things such as internalized cultural values or 
beliefs w hich prohibit certain feelings and activities.
Lazarus offers som e exam ples of "significant" coping  strategies. Am ongst 
these are the  ability to seek information and activity w hile at the sam e time, 
in ano th er situation, the  ability to  refrain from action may be a w ay of 
dealing  with the situation, i.e. the ability to  refrain from im pulsive actions. 
The ability  to  re-evaluate , den y  and in te llec tua lize  Lazarus nam es as 
exam ples of an intrapsychic coping process and he claim s that the ability to
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see the  opportun ity  offered by seeking support, tu rn ing  to  o thers, is a 
significant strategy.
Lazarus (1984) assum es that the  evaluation and coping processes affect the 
individual's adaptation to a stressful situation on three levels, nam ely: at the 
social functional level in order to  re-establish com petence and self-esteem ; 
at the psychological level in o rder to  attain different degrees of short or 
long-term w ell-being; and at the som atic level because coping has an effect 
on one 's  susceptability to  disease.
In sum m ary, Lazarus (1984) defines coping  as the  ind iv idual's cognitive 
evaluation  ability, determ ined  by previous life-history, external factors, 
personal factors w hich  are im portant for the  indiv idual's possibilities to 
solve p rob lem s and adap t em otionally  w hilst su b jec t to  th e  acu te  or 
chronic strain - the stress - w hich, for exam ple, an illness entails.

In his book "Coping w ith cancer", W eism an (1979) has used th e  term  
co p in g  to  d escribe  can ce r patien ts ' ad justm en t to  the ir situa tion . Like 
Lazarus, he underlines that coping is a description of how  cancer patients 
dea l w ith a d ifficult situa tion  and  no t how  they  m aster it. C oping  
p resupposes tha t one recognizes tha t a problem  exists and then  does 
som ething about it. Like Lazarus, W eism an em phasizes that one  evaluates 
the  situation and that there is an interaction betw een needs and resources 
in th e  ind iv idual. A ccord ing  to  W eism an, good co p in g  en ta ils  "good 
so lu tions to  o ld  problem s, ad eq u a te  so lu tions to  new  p rob lem s and 
resources to  m eet new  problem s" (pi 5). "Bad" copers  adop t a passive 
attitude and w ait for som ething to  happen . The difference betw een good 
and  bad  copers, says W eism an, is th e  d ifference be tw een  w ealth  of 
resources and rigidity, betw een optim ism  and pessimism . G ood copers see 
cancer as a burden, but not an overw helm ing one. They are confrontati ve, 
do w hat they can, seek the support w hich is available, including their own 
inner resources. They ask and give selectively, they can  face reality and 
know  th a t not all p roblem s can  be so lved . W eism an says th a t "more 
prob lem s are  solved through aw areness and accep tan c e  than  through 
denial" (p43). He assum es th a t there  is at the sam e tim e an intrapersonal 
and  an interpersonal process going on and th a t the  d ifference betw een  
defence and cop ing  is an unconscious or a conscious w ay of relating. 
W eism an m akes the  sam e argum ent as Lazarus, nam ely tha t cop ing  is a 
process and can be altered through changes both in the  person and in the  
situation. His rem arks are based on observations and conversations w ith 
can ce r patien ts and he has d ivided the ir cop ing  strategies into fifteen 
groups: seeking know ledge, sharing  concerns, laughing it off, trying to  
forget, d is trac tion , con fron ta tion , redefin ing , fatalism , im pulsiveness,
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drugs and alcohol, isolation, blam ing som eone, blam ing oneself and finally 
cooperative com pliance.

A model for understanding the connection between 
defence mechanisms and coping

The co n cep t of coping  as defined by the authors cited above em phasizes 
how  o n e  solves a difficult situation, i.e a situation of stress, w hich  e.g. a 
c a n c e r  illness brings w ith it. W ithin  th e  c o n c e p t of cop ing , earlie r 
experiences and personal resources are assum ed to  be of significance. The 
q u e s tio n  w hy  o n e  c h o o se s  d iffe re n t so lu tio n s  o ffers im p ro v ed  
u n d e rs ta n d in g  of how  d ifficu lties  are  c o p e d  w ith . Tw o G erm an  
p sy c h o a n a ly s ts ,  S teffens an d  K achele  (1 9 8 8 ), h av e  u sed  th e  
psychoanalytical approach to  coping and state, as does Kastenbaum (1976), 
th a t in the  face of difficulty, e.g. illness, anxiety is provoked w hich  is 
d irected tow ards a real peril, but that the registering and experience of the 
real peril can , at the  sam e tim e, call forth an earlier anxiety. "That action 
w hich serves to deal w ith the real peril is called coping. C oping strategies 
m ake possible a flexible interaction in relation to  the varying dem ands of 
the  social reality. The processes w hich prevent the activation of regressive 
anxiety belong to  the defence m echanism s." (Steffens 1988 p3)

A ccording  to  Borg and Poulsen (1990), tw o D anish psychologists w ho  
research in "health psychology", the purpose of defence m echanism s is to 
m ain ta in  in trapsych ic  stability . By m eans of in trapsych ic  defensive  
strategies, the self protects itself from traum atic losses of both basic safety 
and security . The ob ject of the  defence m echanism s is to keep the  ego 
afloat and prevent repeated experiences of earlier traum atic situations. If 
the  ego is functioning it can m obilize coping  strategies appropriate to  the 
present situation.

The above nam ed authors claim  that coping em braces both unconscious 
and conscious elem ents. But coping  researchers have chiefly focused on 
the individual's conscious behavioural responses (Persson 1985) partly as a 
result of m ethodological issues. By focusing on the individual's conscious 
strategies, it is easie r to  obtain , system atize and analyze data from e.g. 
questionnaires.

The cop ing  process can  be said to  include the individual's strategies for 
dealing  w ith  a trying, ca tastroph ic  situation but it can  also be limited 
m ere ly  to  th e  in d iv id u a l 's  ab ility  to  m aste r th e  s itu a tio n . Both
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psychoanalytical theory and the coping m odels claim  that the evaluation of 
the  situation is dependen t on earlier experiences and the resources w hich 
the  individual has at his disposal. In the psychoanalytical perspective the  
assum ption  is th a t th is  eva lu a tio n  is no t only b ased  on co n sc io u s  
inform ation but also on unconscious fantasies and em otional inform ation. 
T he p sy ch o an a ly tica l p ersp ec tiv e  on th e  co p in g  p ro cess  inc reases  
understanding  of the solutions w hich the individual chooses but it m akes 
different dem ands of the m ethods for collecting and analyzing data.
The starting  po in t w h ich  I have ch o sen  in my analysis of d o c to rs ' 
behavioural response patterns is to  con tinue w ith the  d oub le  perspective 
w hich Lazarus (1984) and W eism an (1979) em ployed and w hich  Steffens 
(1988), Borg (1990) developed . It is my intention to  categorize  docto rs ' 
behavioural responses using both coping m odels and a psychoanalytical 
perspective, in o ther w ords, relate doctors' different strategies to  intended 
m anoeuvres w hich may be expressions of defences against anxiety. The 
pu rpose  of th is perspective  is to  im prove th e  unders tan d in g  of such 
strategies.

Examples of connections between defence 
mechanisms and the coping strategies in the studies 
presented

In the following section exam ples of coping w hich repeatedly occu r in the 
literature w hich has been cited are presented. C oping is exam ined here in 
relation to defence m echanism s. As has been pointed rarely ou t earlier, 
clinical experience tells us tha t defence m echanism s are seldom  used in 
iso la tion  or even  tw o  at a tim e. O n  th e  con trary , m any a re  used 
sim ultaneously , even if a few  are usually the  m ost im portant, and  the  
m ajority of individuals use both early and higher defences.

"The All-know ing physic ian"
Bennet (1987) takes up an argum ent, w hich w as stated in chap ter 2, tha t 
doctors are totally unm oved. A doctor does nothing m ore than give his so- 
called  conscious expert op in ion  and represses all experience  of his so- 
called  "patient experience" of fear, helplessness and a w ish to  be looked 
after. If this patien t part is repressed from consciousness then  w e are left 
w ith the all-know ing doctor w ho acts as if the illness w ere totally detached  
from any feelings of any w orth and w ho either will not or can not see any 
feelings in the patient. This phenom enon is according to  Gorlin (1983) the 
resu lt of th e  d o c to r 's  e d u ca tio n . He m ain ta in s th a t th e  d o c to r  by 
im p lica tion  has been  led to  u n d ers tan d  th a t his reac tio n  is e ith e r
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unim portant or it should be repressed because it is never discussed during 
his education . This unm oved, instrum ental approach  may be regarded as 
an expression of both repression and isolation of the  type w hich  is called  
intellectual izing.

R e lu c ta n c e  to w a rd s  d isc u ss in g  is s u e s  of pa in  an d  d e a th
Bennet (1987) describes clinical work as being in the  presence of physical 
pain, disfiguring surgery w hich limit bodily - and social - functions, w hile 
intim ate matters, such as sexuality, are delved up. He assum es that death, 
pain, intim acy and sexuality evoke powerful associations for the doctor. 
These associations may be disruptive in the sense that he may not be able 
to  handle them  in a current situation and therefore he represses them  from 
consciousness in o rder to feel better. D espite, the  feeling rem ains now  
unconscious, it may m ake itself know n in the docto r's  conscious at any 
tim e. This repression of feeling may, as Cullberg (1984) says, be functional 
in certain  situations but, accord ing  to  G orlin (1983), it m ay result in a 
resistance tow ards discussing, for exam ple, issues of death and sexuality or 
at least that one m inim alizes the im portance of such questions. O ne does 
not m erely repress these matters but one changes their m eaning. Klein (Igra 
1988) described  this derogation and belittling as the  little ch ild 's  w ay of 
keeping frustration at bay; one  projects outw ards o n e 's  own littleness and 
insecurity and m aintains o n e 's  om nipotent control. For the adult this may 
be an expression of both displacem ent and rationalizing: "it isn 't my field of 
interest".

T h e  d en ia l of d e a th
Kastenbaum  w rites that "death games" can be interpreted as an im portant 
denial function for the young child. The child tries to  m aster or neutralize 
death  through the gam e. Feigenberg (1976) claim s that w e live in a death- 
denying  cu lture  and that the  docto r is influenced by his social cultural 
environm ent just as m uch as the patient is. Bennet (1987) claim s that denial 
of death  is particularly  p ronounced  w hen dealing  w ith a term inally  ill 
co lleague. "W hen the  patient is one of them , death  com es m uch closer." 
Cullberg (1985) also provides exam ples of different degrees of denial w hich 
one com es across in health care. He asserts that anxiety that oneself may 
b eco m e physically  ill m ay be one  reason  for choosing  th e  m edical 
profession, som ething w hich can have m ajor consequences in one 's  work 
with sick people.

C ynicism
In her thesis, Holm (1985) illustrates m edical studen ts ' attitudes concern ing  
the relations with the  patient. She refers to  surveys (Rezler 1979) w hich
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suggest tha t the  docto r's  education  contributes to  the  developm ent of a 
cynical attitude and w eakens a hum anitarian tendency  in the students. The 
s tu d en ts ' feelings and  o p in io n s  ch an g e  during  th e ir  ed u c a tio n  bu t 
ex p lanations vary. M any peop le  consider tha t the  m edical edu ca tio n  
estab lishes such pow erful feelings of inferiority in the  students tha t they 
defend  them selves w ith cynicism . Bennet (1987) says th a t docto rs w ho 
have anxiety over their own mortality may be quite incapable of discussing 
death, in extrem e cases totally unable to  use the w ord "death". He represses 
the  psychological pain by joking or using a euphem ism . M aguire (1989) 
says that the doctor "takes refuge in gallow humour".

R edefin ition
R eform ulation or som ething  called  redefinition are exam ples of den ial. 
B ennet (1987) gives us exam ples of a dying pa tien t's  cond ition  being 
redefined so that treatm ent is m ade possible. There are alw ays indications 
for drop  and blood transfusions as w ell as surgery. The student or jun ior 
co lleag u e  w ho  questions the  practice  runs th e  risk of being  m ocked, 
h u m ilia ted  or c ritic ized  for being  "em otional" or unsc ien tific . The 
uncertainty one feels is projected onto the junior.

C o n sp ira c y  with th e  p a tien t
M cCue (1982) has observed that doctors and patients som etim es conspire 
to  deny the com plexity , uncertainty , lim itations and tragedies w hich  in 
practice o ccu r on a daily basis. A myriad of laboratory tests are used as a 
shield against fear and uncertainty. The refusal to accep t the inadequacies 
of the trea tm ent w ould  be an exam ple of denial on the  doc to r's  part, as 
w ould "walking aw ay from crisis". M aguire claim s that som e of the doctor's  
"distancing tactics" include giving false assurances of good health  and 
selective observations. The docto r dism isses the com plexity, reform ulates 
the  problem  to subgoals w hich Sjöbäck (1988) defines as rationalizing. He 
reform ulates or dism isses the  problem , som eth ing  w hich  M aguire calls 
selective observation. He even changes the topic of conversation.

T h e  n e e d  for d e p e n d e n t  p a tie n ts
Bennet (1987) offers exam ples of projection w hen he describes how  the  
docto r attributes his so called "patient part" to  the patient, the frightened, 
needful person in need of intim acy and dependency , but w ho  at the  sam e 
tim e needs respect and adm iration. This latter could tem pt him to keep the 
patient d ependen t on him. He projects his ow n w eakness onto  the  patient 
w ho now  has a double burden of w eakness, his ow n and the doctor's.
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A ddiction to  w ork

A ccording to  Bennet (1987), "com pulsive business" m ay be view ed as a 
defence m echanism . The doctor does not allow  him self or give him self tim e 
to  reflect w hat he is doing. He sees no reason for this, because  the  feed 
back w hich he gets from his environm ent confirm s his w orth. For their part 
the  patients are im pressed by the busy doctor. Relations w ith co lleagues 
and o ther staff may be good. The doctor may enthuse his staff w ho in return 
give him encouragem ent. This defence strategy keeps the doctor sufficiently 
isolated from the patient. He makes his expert opinion available, w hich is 
w orth so m uch, and rem ains unm oved.This type of defence is, as Sjöbäck
(1984) stated, an exam ple of the individual reinforcing and exaggerating a 
behavioural tendency  w hich is the diam etric opposite of the im pulse one is 
trying to  repress and results in one losing touch  w ith o n e 's  feelings. 
SjöbäckO 984) describes the m echanism  of reaction form ation as covering 
up by asserting the opposite. But covering up also takes p lace through an 
investm ent in som ething, strictly speaking anything at all, so that attention 
and  energy  is taken  aw ay from tha t w hich  is being defended  against. 
A ccording  to  psychoanaly tical theory , the  exp lanation  of "addiction to 
work" is th a t it serves to d isconnec t im pulses, feelings and ideas w hich  
could cause psychological pain. "W orkaholics" fear that these w ould com e 
to  the fore if they  are left to  them selves. They use over-involvem ent in 
activity as a perm anent cover-up defence.

The theoretical background to  this study has now  been  presented. In the  
next chap ter the p lanning  and m ethodology of the em pirical part of the  
study is presented. The em pirical part will be presented in part II.
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CHAPTER 4

CHOICE OF METHOD

Study group

In Sw eden, cancer patients are cared for both as out- and inpatients. In 
institutional care every kind of cancer illness is represented. The population 
w hich I have chosen  to exam ine is doctors w ho  w ork in institutional care 
and  w ho  have daily  co n ta c t w ith ad u lt c an c e r patien ts. W ith in  this 
population I have m ade a strategic (Patton 1990) selection of doctors. They 
are  all ex p e rie n c e d  spec ia lis ts  in th e ir  fields an d  th ey  hav e  so le  
responsibility for treatm ent. The assum ption is that, under the  course of 
m any years, they  have developed  m ore or less ev iden t and observab le  
strategies for w ithstanding and solving the situations w hich arise in their 
w ork with cancer patients.

The project w as presented on paper to the chief clinicians at the following 
departm ents of a hospital in northern Sweden: general oncology, surgery, 
internal m edicine and pulm onary m edicine. The respective heads of clinic 
thereafter inform ed those co lleagues w ho  had m ost co n tac t w ith can cer 
patients in each  clinic and left it to these doctors to dec ide  w hether they  
w ere prepared to  take part in the study. As the  next step, I con tacted  the  
strategically selected doctors in writing and suggested a m eeting w ith each 
of them . At these  m eetings I inform ed the potential partic ipant abou t th e  
aim  of the  study and that participation in the  survey w as entirely voluntary. 
The idea behind this conversation w as that he w ould have the opportunity  
to  pose questions abou t the p rocedure of the study and how  the  findings 
w ere going to be treated.

All the specialist general oncologists (12) w ho  w ere on service in O ctober 
1989 (excluding the  four w ho  w ere involved in a pilot p ro ject the year 
before) responded positively to contributing in som e w ay to the  study. An 
oncologist from the the  gyne-oncological clinic offered m e his participation 
and  en tered  the  study as w ell. O f the  ten  "non-oncologists" w ho  w ere 
approached , all agreed to  participate, but to different degrees. In total, 23 
doctors w ere  con tac ted  for participating in the  study. From these , tw o 
general oncologists and one internist declined to  take part in the interview 
part. The num ber of participants w ho  agreed to take part in the w hole study
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w as tw enty  of w hom  eleven  are specialists in oncology and n ine are 
specialists in surgery, internal m edicine and pulm onary m edicine. Fifteen of 
them  w ere men and five w ere w om en.

Table 4:1 N um ber of doctors, by specialization w ho agreed to take part:

Specialization in part of the study in the w hole study
oncology 2 11

surgery 0 3

internal m edicine 1 2

pulm onary m edicine 0 4

Total 3 20

Method of data collection

The aim  of the study w as to  system atically  investigate experiences and 
coping from a theoretical perspective w hich holds tha t in all strategies a 
desire to  attain psychic balance. Therefore a series of open  interviews w as 
chosen  as th e  m ain m ethod of co llection  of data. The intention w as to 
obtain  material w hich reflected the  doctors' ow n experience of w hat their 
w ork  en ta ils  and th a t they  should  consider th e ir  ow n reac tions and 
behav iou ra l responses. I preferred to  co n d u c t open  interview s as my 
m ethod of data collection rather than questionnaires. Q uestionnaires w ould 
com pel th e  participants to keep them selves to  areas w hich have already 
been defined by others. In interviews, i.e. verbal com m unication, one gives 
signals at different levels. O ne reveals both conscious and manifest material 
and latent m aterial. By latent m aterial I m ean unconscious thoughts w hich 
have been  repressed but have been reshaped and m anifest them selves in 
conscious speech and behaviour. By listening to  the doctor's  description of 
his subjective experience of different situations and their significance, one 
can  partly understand the  unconscious w ishes, values, needs, conflicts and 
expectations.
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T h e  Interview

The m ain m ethod  of data  co llec tio n  has been  a series of reco rded  
interviews of 30  - 40  m inutes' duration. The focus of the interview  w as the  
partic ipan t's  percep tion  of how  he experiences, thinks, speaks and acts 
w hen  face to  face w ith a cancer patient. D uring the  course of the  study 
every participant had som e form of daily con tact w ith a large num ber of 
patients at different stages of their cancer illness. The con tac t w ith cancer 
patien ts during  the  w orking day  cou ld  be directly  at th e  c lin ic  and /o r 
departm ent or indirectly in the form of surgery, data collection through an 
epidem iological data base, experim ental study of tum our tissue, follow  up 
by m eans of files (case-books).

In o rder to  give the interview a structure, I cam e to an agreem ent w ith each 
p artic ipan t w h ich  m ean t tha t they  w ould  choose  o n e  of th e ir  cu rren t 
patients, a “new" patient w ith an estim ated 50%  likelihood of surviving five 
years. The therapeu tic  goal for the chosen  patient should be curative. The 
doctor should be ab le to follow the patient's progress over a period of tw o 
years. The interview s w ould take place every th ree  m onths over the  tw o 
years period or until the patien t's  death. O n every interview  occasion , the 
partic ipant w ould report w hat he had felt, thought, said and do n e  at the 
preced ing  m eeting w ith the patient. It w as my expectation  tha t on every 
interview occasion experiences w ould be be brought up also from meetings 
w ith o ther patients. The selected patient w ould serve only as a reference 
p a tien t for the  docto r. The partic ipan ts w ere  inform ed th a t it w as my 
intention to  capture their experiences of reality. I em phasized  tha t I thus 
w as on ly  interested in the partic ipan t's  experience of reality and tha t I 
understood that it may well look different from another partic ipant's point 
of view. The aim  of the  open  and repeated  interview  w as thus th a t the  
partic ipants them selves w ould  describe  their understand ing  of w h at th e  
w ork en tailed  and w ould  reflect on their ow n reactions and behavioural 
responses.

Prior to the  series of interviews using a selected patient as a reference, an 
"introductory interview" w as conducted  w ith each  physician . It w as my 
am bition not only to  introduce the project but also to  get inform ation on 
the  doc to r's  attitude to  the  work. I w as interested in w hich factors m ade it 
eas ie r or possib ly  harder for th e  physician  to  live up to  th e ir  role 
expectation.

All the  interview s w ere  conducted  by the au thor w ho  is a specia list in 
obstetrics and gynaecological oncology having w orked for th e  past seven
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years  in p sy ch ia tric  ca re . I have  co m p le te d  th e  first s tage  of a 
p sy c h o th e ra p u e tic  tra in in g  b ased  on p sy ch o an a ly tica l th eo ry . The 
interview s have been supervised by Anna-Lena Kindås Burman, a certified 
psychologist and psychotherapist and a qualified supervisor.

In o rder to  illustrate the docto rs ' ad justm ent to their w ork from different 
approaches, tw o psychological tests have been used. These are presented 
in the  next section.

D efen ce  M ech an ism  T e s t  (DMT)

In o rder to  illustrate the  in terv iew ees' behavioural responses focusing 
particu larly  on defence  strategies, I have used the  p ro jective percep t- 
genetic  test, the  "D efence M echanism  Test" (DMT) w hich  is based on 
psychoanalytical theory. This test w as developed  at Lund in the  1950s by 
Kragh and w as prim arily constructed  for the  selection of people for stress- 
related  tasks (Kragh 1955). D uring the last d ecad e  the  test has been  an 
established instrum ent in selection procedures, such as selection of pilots 
(Olff 1991, overview) and deep-sea  divers (Vaernes 1982). The test has 
been  used in m any studies in Scandinavia and is closely  related to the 
international tradition based on sublim inal perception.

The DMT is based on a test situation w here a serie of anxiety-provoking 
pictures is successively presented in a tach istoscope w ith exposure tim es 
increasing  from 5 m illiseconds to  2 seconds. After each  exposure, the  
proband describes verbally and in the form of a sim ple draw ing w hat he 
has seen . The aim  of th is is to  gain an idea of how  th e  p ro b a n d 's  
percep tions of the  p ic tu re  agree w ith the  presented  p ic ture itself. The 
distortions and  other reactions to the stim ulus picture w hich are reported as 
conditioned  by the short exposure tim es are interpreted as attem pts by the 
proband to  control the anxiety w hich is provoked by the stim ulus picture. 
In this w ay, the  d istortions have the  sam e function as psychoanaly tical 
defence m echanism s.
O ver the past years, interest has grown in the developm ent of the test as a 
c lin ica l tool (Sundbom  1992). The results of th is research  show  tha t 
p robands ' defence m echanism s are intimately associated with the degree of 
internalized inner self- and object representations. A ccording to  Sundbom  
(1992), the  test should  be regarded as an ob ject relation test rather than  
m erely a defence  test. Results ind icate  th a t it is possib le using pattern 
analysis of the test subjects' distortions on the DMT to  distinguish different 
psychiatric diagnostic groups.
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DMT testing in this pro ject has been carried  out by Elisabeth Sundbom , 
Ph.D . certified  psychologist and  psycho therap ist, and lecturer a t the  
D epartm ent of Applied Psychology, Um eå University.

S tru c tu ra l A nalysis  of S ocia l B eh av io u r (SA SB)

The "Structural Analysis of Social Behaviour" (SASB) has been  used to  
illustrate the  docto rs ' im ages of them selves. SASB is a m ethod w hereby  
in terpersonal rela tions and self-im age are analyzed  by m eans of self- 
a ssessm en t. In th is study  th e  focus has been  on  th e  se lf-im age. 
Theoretically, the test is based on the idea that all experiences are filtered 
through the  self. The test is founded  on a m odel in w hich  self-im age is 
described  using tw o  basic d im ensions: self-control/spontaneity  and self
love/self-hate. These dim ensions form the axes of a rhom boid (Fig 4:1).The 
test consists of 36 questions, each  expressing different degrees of the tw o 
basic d im ensions. In the  so-called  "cluster version" of the  SASB, the 36 
questions are grouped into 8 clusters (See Fig. 4:1). Each cluster expresses 
different degrees of the tw o dim ensions. For exam ple, cluster 2 includes 
questions w hich  all express self-love and  spo n tan e ity / im pulsiveness. 
Cluster 8, on the o ther hand, expresses the sam e degree of spontaneity  but 
now  com bined  w ith self-hate instead of self-love. The test m easures how  
the participant considers himself on these aspects at the tim e of com pleting 
the  questionnaire. The test w as intended to contribute to an illustration of 
participants ' im ages of them selves and to an increasing understanding  of 
their attitudes to their work w ith cancer patients.
The test has been developed by Lorna Benjamin (1974) and the m ethod has 
been tested at the D epartm ent of Applied Psychology at U m eå University 
by associate professor Kerstin Armelius (1983) w ho has also analyzed the 
test m aterial in this study.

The self-assessm ent questionnaire w as presented to  the participants a t the 
beginning of the interview  series and w hen the  patient had died or w hen 
the con tract w as concluded . The participants com pleted  the  questionnaire 
on their ow n and sent it to  Armelius in an attached envelope.
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Fig 4:1 The SASB m odel. Cluster version

FOCUS ON SELF-IMAGE
1 Spontaneous and 

impulsive

8 Neglecting and 
daydreaming

7 Destroying and 
rejections

6 Oppressing and 
blaming

2 Accepting and 
exploring

3 Loving and 
cherishing

4 Nourishing and 
enhancing

5 Controlling and 
restraining

Data collection 

Interview

O f the tw enty participants w ho  accepted  the design of the interview, three 
(two m en and one w om an) have dropped out. Two of these (one man and 
one  w om an) changed the nature of their w ork after the com pletion of the 
DMT test and  the  in troductory  interview  w hich  w as incom patib le  w ith 
prerequisite of "daily con tact w ith cancer patients". O ne  of the participants 
m oved to  ano ther tow n after four interviews with the patient in focus. The 
partic ipan t's  patien t had deterio ra ted  and the  ch an g e  from curative to  
pallia tive  trea tm en t w as reco rded . O f th e  rem ain ing  17 docto rs , th e  
con tract has been  concluded  w ith eight because  their patients had died. 
O n e  doctor "was not able" to  choose a patient but has been interview ed on 
five different occasions at roughly three m onthly intervals. The focus has 
been on a newly diagnozed  patient, a patient in remission, a patient with a 
relapse, a patient for w hom  recidivai treatm ent had failed and a patient in
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the  term inal stage. Eight participants have been follow ed for tw o  years in 
agreem ent w ith the con tract and the patients have survived. For th ree  of 
these certain  circum stances have not allow ed the assessm ent of the  th ree 
m onth interval.
Eight of the participants' selected patients died one year after the  start of the 
study. This is in line w ith one of the prem ises of the  study, nam ely  tha t 
"about half of the  patients w ould die".

In Table 4:2 the  procedure of the study is presented in a flow chart form. In 
total 108 interviews took place of w hich 20 w ere introductory interview s 
(l:0) w ith the  doctors w ho  initially participated in the  study. An interview  
(1:1 -8) w ith each  doctor, w here the patient w as in focus at different stages of 
the  cancer illness, w as conducted  at three m onth intervals for tw o years or 
until the patient died. The D efence M echanism  Test (DMT) w as perform ed 
before the  in troductory  interview  and the  Structural Analysis of Social 
Behaviour (SASB) w as carried out on the occasion of the first interview with 
the patient in focus and also w hen the contract was concluded .

Table 4:2 Time table of interviews and tests

Nov 1989 every 3 m onths June 1992
it it it it it it it it

DMT, 1:0 1:1 l:2 1:3 1:4 1:5 1:6 1:7 1:8

SASB SASB at death SASB

Introductory interview = l:0 
Interview with focus on patient = 1:1-8 
D efence M echanism  Test = DMT 
Structural Analysis of Social Behaviour = SASB
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In Table 4:3 the drop-out of participants during the patient-related interview 
period of the study is show n.

Tabe 4:3 No. of doctors by specialization w ho dropped ou t during the 
interview series

Specialization No. of drop out

oncology 1

surgery 1

internal m edicine 0

pulm onary m edicine 1

Total
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Table 4:4 show s the  distribution of patient-focused interviews betw een the  
d ifferen t p a rtic ip a n ts . In to ta l 88 p a tien t-fo cu sed  in terv iew s w ere  
conducted .

Table 4:4 Distribution of patient-focused interviews (1:1-8) 
Participant doctor (Doc), patient died (pat. dead)

Doc

1 2 pat. dead
2 4 pat. dead
3 8
4 8
5 4 moved
6 7
7 5
8 8
9 8

10 2 pat. dead
11 5
12 2 pat. dead
13 3 pat. dead
14 2 pat. dead
15 6
16 0 drop out
17 4 pat. dead
18 8
19 2 pat. dead
20 0 drop out

Total 88

D efen ce  M ech an ism  T e s t  (DMT)

O f the 23 participants, 21 w ere DMT-tested before the start of the interview 
series. Two accepted  the design of the study interview but could not attend 
th e  app o in tm en ts  for testing. H ow ever, they  have con trib u ted  to  th e  
interview series and in the SASB .
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S tru c tu ra l A nalysis  of S ocia l B eh av io u r (SA SB)

Eleven of the  eighteen  participants w ho took  part in th e  interview  series 
w ith th e  patient in focus have com pleted and handed  in tw o independent 
self-assessm ents (SASB1&2). Three participants handed  in only th e  first 
questionnaire  (SASB1), one of these m oved during the course of the study. 
Three participants have only handed in a self-assessm ent after the  patient's 
death  (SASB2) and o n e  partic ipant has declined  to  do  a self-assessm ent 
(SASB1&2).

Processing and analysis of data

All 108 interview s w ere recorded  and transcribed . The analysis of the  
interview  material, w hich runs to approxim ately 1500 A4 pages, has been 
perform ed by the author. In connection with each  interview, I noted them es 
w hich  had been highlighted during the  interview . I also noted my ow n 
observations of the  participant's behaviour tow ards m e and in the context 
of the interview.

In the analysis of the interview  m aterial I have used the  theoretical fram e 
presented in chapter th ree for guidance. The focus of the analysis has been 
on the participants' statem ents about:

1. Difficulties, illustrated in relation to  conflicting feelings and wishes.

2. Emotional and behavioural responses, i.e. coping strategies, illustrated in 
relation to  different defence m echanism s.

Both manifest and latent material are covered by the  analysis. I have sought 
to  m ake a com prehensive analysis of the  relation betw een the different 
areas, i.e. the categories of conflicting feelings, difficulties and coping.

The credibility  of my analysis has been tested by Elisabet Sundbom  Ph.D 
and Ulla Holm  Ph.D, both certified psychologists, w hich is d iscussed in 
chap ter 10 (pi 25).

Ethical considerations

The m ethod I have chosen  im plied that the participants in the study w ere 
not only strategically selected but are also identifiable. The purpose of the
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selection w as that the individual doctor should exem plify som e of the ways 
in w hich  experienced  doctors deal w ith difficulties in th e ir w ork w ith 
cancer patients. Each individual doctor serves as a reference in a theoretical 
argum ent abou t how  understanding  of doctors ' w ays of w orking can be 
im proved. Each doctor has both a background and a present-day life. I am  
aw are that my observations of both conflicting feelings and adapting to and 
solving difficult situations could  have been exem plified m ore sim ply if I 
should  have reported on each  docto r in m ore detail as a case study. The 
risk w ould  then  be tha t I w ould  m ake a personality  descrip tion . This, 
how ever, is not the aim of the study. I am  also aw are that the presentation 
of results w ould  have been clearer if I could  better dem onstrate  both th e  
categorization  and the following discussion of this categorization , i.e. if I 
p resen ted  m ore c learly  in each  individual case  the  traum as both  in 
ch ildhood and later on in life and also w hat happens to individual doctors 
during  th e  course  of the  study. Thus it is not only for m ethodolog ical 
reasons but also for eth ical reasons tha t I do  not present case  studies. 
Instead, by considering  the integrity of each  doctor, I have preferred to 
m ake general com m ents such  as "occurs in the  group" and to  partly 
d e sc rib e  th e  p a rtic ip an ts  in th e  exam ples. The p hysic ians a re  for 
gram m atical reasons constantly referred to as "he".

Presentation of results

In chapter 5, a categorization of the stated difficulties is m ade. In chapter 6, 
background data is given together w ith a categorization of the participants' 
conflic ting  feelings and w ishes. In ch ap te r 7, a ca tego riza tion  of the  
participants' coping strategies is m ade. In chap ter 8, the results from DMT 
and SASB are presented. The analysis of the relation betw een the  categories 
in the different areas is given in chap ter 9. Finally, in chap ter 10 I discuss 
the possible practical im plications of the study.
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Part II

RESULTS
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CHAPTER 5

DIFFICULTIES

Categorization

In this chap ter a categorization is presented of those difficulties w hich the  
doctors have nam ed in their w ork with cancer patients.

In th e  first step  in this ca tegoriza tion , I w en t th rough  each  individual 
do c to r's  interview  series and analyzed  in each  interview  th e  statem ents 
w hich  expressed som eth ing  w hich  w as difficult, p roblem atic or "tough". 
The m aterial ob ta ined  included  abou t 500  recurring  statem ents abou t 
"difficult situations" in relation to  som e particular clinical situation.

In the  next step, I analyzed  the  con ten t of these  stated  difficulties. This 
analysis led to three categories of difficulties, nam ely those concern ing  the  
disease, the interaction with the patient and the docto r's  ow n reactions.

I. Difficulties concerning the disease

In this category I have included difficulties connec ted  w ith the  objective 
limitations in m edical science, technical expertise and organization w hich 
influence the cancer disease at different stages.

II. Difficulties concerning the interaction

Difficulties in this category are connected  with the actual m eeting with the 
c a n c e r  p a tie n t. In th is  c a teg o ry  I h av e  in c lu d e d  p ro b le m s in 
com m un ica tion , w hich  are con n ec ted  to  the  physic ian 's  psychological 
know ledge.

63



III. Difficulties concerning the physician's own 
reactions

To this category belong difficulties w hich  reflect conflicting feelings and 
w ishes w hich  stem  from m edical/technical lim itations and /or because the 
situation dem ands psychological and organizational know ledge about the 
d isease 's  different phases and in relation to  different types of patients. 
Statem ents about conflicting feelings w hen m aking decisions, m aintaining 
hope, involvem ent, a healthy self-im age and support groups, as well as the 
d ilem m a of personal strain at w ork, are exam ples of w h a t has been  
included here.

The categories are dep icted  in Figure 5:1 in the form of a triangle. The 
figure is in tended  to  illustrate furthest to  th e  left: the  "actor" w ho  has 
m edical/technical expertise in order to tackle the d isease as expected from 
him . At th e  bottom  of the triangle: the  "reactor" w ho  is expec ted  to 
understand his ow n reactions and w ho experiences the  situation as trying 
b ecause  he has conflicting feelings and  w ishes. Furthest to the right: the  
"interactor" w ho  is expected to have expertise in psychological caring and 
com m unicating in order to m eet the person behind the disease.

Fig 5:1 The categories of difficulties

ACTOR 
Difficulties 
concern ing  
the  disease

REACTOR
Difficulties 
concerning 
the physician 's 
ow n reaction

INTERACTOR
Difficulties 
concern ing  
the interaction
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Several of th e  s ta tem en ts  re flec t s im u ltan e o u s  d em an d s  on  both  
techn ica l/m edica l expertise and an ability to  build relations w hilst at th e  
sam e tim e indicating th a t conflicting feelings have been  triggered. Thus 
they fall into one or m ore categories.

In th e  fo llow ing, th e  d istribution  of th e  difficulties over th e  d ifferen t 
categories is reported.
Special situations linked to  special types of patients and different stages of 
the  d isease are m arked in bold. Italics indicate quotes from th e  physicians. 
The num bers in brackets correspond  to  the  num ber of physicians w ho  
m ake statem ents w hich fall into the different groups.

I. Difficulties concerning the disease 
"The ACTOR"

In the  descrip tion  of the  difficulties of the  physician as an "Actor" th e  
statem ents w hich point to m edical, tecnical and organizational lim itations 
have been grouped together as follows.

Medical limitations

The doctors have said with one voice that it is no problem  to  read a referral 
for a p a tien t w ho  has just fallen sick. For th e  d isease-focused  docto r 
w ithou t any kind of relation to the  patient, the fact tha t th e  patien t has 
becom e ill w ith cancer is not problem atic.

The first m eeting w ith the  patien t does not seem  to  cause  any m edical 
problem s for m ore than a few physicians (3).

A couple of doctors state that the difficulties begin w hen primary treatment 
fails. "W e have tried three of our classic treatments which could have 
worked and we do not have much more to offer."

D uring the  progress stage, one doctor reports that there  can be difficulties 
w ith the  tim ing of m edical interventions, i.e. w hen or w hether a dram atic 
m easure should be taken.
Alm ost all the participants report that th e  biggest difficulty is w hen  the  
treatm ent o f a relaps fails. This situation seem s to  trigger off all th e  
categories of difficulties. The dem ands on m edical efforts are accen tuated  
as is the psychological caring and one experiences problem s dealing  with 
on e 's  ow n reactions. From the m edical point of view, the problem  consists
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of knowing if and w hen to  treat the cancer actively: "It is one of the greatest 
problems in oncology that far too may patients are treated for diffuse 
indications..."

In the terminal stage it is once  again only a few doctors w ho say that they 
are doubtful about their m edical/technical capabilities. O n e  of them  says, 
"The only times when I hesitate to go into a room where someone is 
waiting are when I don't really know what to do medically."

The doctors m ention special treatm ent situations. Amongst these is deciding 
w hat to  do  by w ay of preventive treatm ent w hen patients are symptom -free, 
adjuvant treatment. Some doctors (3) nam e tha t it is difficult to  be active 
and  to  suggest trea tm ent a t this stage of the  disease. Several doctors (4) 
d o u b t th is form  of therapy  and question  w h e th er th e  pa tien t's  life is 
p ro longed  at all and if the re  is any sense in it. The idea is d iscussed  
w hether it is better to  give treatm ent only during a relapse and not subject 
the patient to  cytostatics during a period of good health. "The patient's life 
is put at risk. One has to decide how damaging treatment one dares to 
give." A nother doctor has taken up this difficulty: "I notice and have noticed 
amongst other oncologists that many of us apply the matter of cytostatic 
treatment during a relapse to the adjuvant situation" (w hen the  patien t is 
symptom-free).

A nother special situation is w hen testing new  drugs, so called clinical trials. 
A few doctors (3) see clinical trials as a controversial m edical problem . 
O nly  one doctor com m ents on the risks of introducing new  cytostatics and 
gives an exam ple: "We had a patient who took part in a trial last week and 
this patient died from the cytostatics."
A coup le  of physicians have observed that it is difficult to  bring about the  
changes to  the treatm ent and care routines w hich their and others' research 
findings w ould  suggest: "In the morning I talked about the changes which 
the studies would result in. The procedure routines for a lot of the patients 
are going to be changed. People just sat and drank coffee and read things 
and discussed duty rosters and had nothing to say, barely  
listened".

T ech n ica l lim itations

In each  stage of the d isease there are technically difficult examinations. A 
single oncologist expresses his techn ica l shortcom ings in th e  d iagnostic 
stage. The docto r thinks it is difficult to  carry ou t biopsies. It is m ainly 
doctors (5) w ho w ork with invasive exam ination procedures w ho  bring up
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this subject: "The technical side is difficult...! am completely preoccupied 
with technical matters getting good tests and no bleeding". In particular, 
the  difficulty of judging  the timing for w hen to step  in w ith surgery is 
discussed. This is especially difficult w hen the m ethod is unknow n.

O rg an iza tio n a l lim itations

There w as only  one  doctor w ho  has experienced  econom ic lim itations: 
"We had the technology but not the resources. There was a general 
helplessness that was paralyzing. It's a period which I don't want to think 
about."

Geographic distance is perceived as an obstacle  to  the m edical/technical 
p racticalities . O n e  or tw o  docto rs  m ention  the  large d is tances as an 
obstacle  to  carrying ou t check-ups w hich vary from stage to  stage of the  
illness.

The doctors nam e shortcom ings w ithin the o rganization  as obstacles to  
their w ork. Som e of them  (4) cite the lack of leadership as the reason for 
this and as "a greater problem than the work with the critically ill".

Several docto rs  (5) have experiences of failings in the  o rgan ization  of 
policlinical work and describe the problem s of m aintaining continuity  and 
m edical d ilem m as as a resulting from this. Two thirds of the doctors say 
that it is particularly difficult in the final stages of the illness.

Almost half the doctors (7) see time as a limitation in their w ork. They give 
exam ples of tight tim e-fram es, e.g. ten m inutes per patien t for the  clinical 
consultations and difficulties in keeping to  schedules. "It was a terribly busy 
afternoon. I had twelve patients on my afternoon list. It was an utterly 
horrible list."

A few doctors (3) em phasize  on the fact tha t different w ards and clinics 
have different routines and tha t this m akes things m ore difficult. This is 
particularly true w hen standing in "on call" w hen it is som etim es difficult to  
read the  palliative needs if one has not previously had co n tac t w ith th e  
pa tien t. O n e  physician  ex p eriences  th e  large num ber of pa tien ts  on 
w eekend  rounds as "detestable", especially  w hen dealing  w ith patients at 
the term inal stage. A nother participant feels it difficult if the patient chooses 
to  be at the hospital nearest his hom e, especially  in the  term inal stage 
because "there are different routines".
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II. Difficulties concerning the interaction. 
"The INTERACTOR"

Statem ents w h ich  have been  deem ed  as belonging  to  this category  of 
difficulties reflect problem s w ith psychological caring such as interpreting 
and  relating to  different patien ts verbally  and non-verbally  at different 
stages of the  illness. They are grouped around different areas such as giving 
inform ation, being aw are of questions and having consultations w ith the 
patient, including obtain ing informed consent, and finally how  to  end  the 
consultation.

Almost half the physicians speak of the difficulty of not being able to  help 
the  patien t psychologically. Several (5) m ention the  difficulty of not being 
educated  in "the other [part]" or "thepsychological part.".

Inform ation

Som e physicians (4) describe the  first meeting w ith a patient facing death 
as difficult because "it hurts the person who is given the diagnosis most".

W hen the illness is in remission, the sam e num ber (4) say that "It is difficult 
to give a poor prognosis". O n e doctor says that one  is trying to  inform the  
patient tha t the d isease has been cured w hile there is nevertheless the risk 
of a relapse and th a t there  is still the need for check-ups. "In those cases 
where there is a slim chance of a total cure I don't talk about the 
prognosis." The sam e doctor sees in this a risk of not noticing the  patien t's  
anxiety through follow ing a routine. "One risk is that I might miss seeing 
that there is something behind this. That she had a façade that was cheerful 
when I strolled in to her when we saw each other six or seven times. At this 
stage it can also be difficult to motivate check-ups."

At the next stage of the illness, i.e. w hen relapse is confirmed, nearly one 
third of the  doctors (5) nam e how  difficult it is to  inform the patient. "The 
tricky question is whether one should say straight away that one thinks this 
is cancer or, as I often do, that it doesn't look good."

W hen th e  relapse treatment fails nearly all the doctors report difficulties in 
inform ing the patient that the  treatm ent is not helping, telling them  that the 
can cer has d issem inated. For one  doctor this situation provokes thoughts 
about honesty. "If I had stopped the treatment and told them that there was
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no point in us doing anything, then I think that I would have destroyed 
them long before they died. "

At th e  term inal stage, th e re  are several (4) w ho  report difficulties in 
conveying information to the patient. This is accen tuated  w hen the  patient 
is on another w ard: " It is difficult to know how the patient feels about me 
coming to see him. "

A c o u p le  o f d o c to rs  ta lk  a b o u t different vocabularies an d  th e  
co n sequences for inform ation. "I think that if you succeed it isn't really 
down to which technical terms you use, but rather how you say it. You 
often end up trying somehow to say too little so that you don't say too 
much. "

Q u e s tio n s

O n e third of the  doctors (6) em phasize the  difficulties associated  w ith the 
patien t's  questions about death  and the effects of the  treatm ent. Som e of 
them  express it as w alking on a tightrope so as "not to make the patient 
disappointed". It is difficult to  "give the patient space to ask questions". O ne 
docto r d iscusses a specific situation w here a patient d ied  sooner than  he 
could  have expected  and he had not thought of "these difficult questions" 
because they usally "don't come straight away but when you've met each 
other a few times. "

T w o-w ay  co m m u n ica tio n

M any docto rs  see difficulties concern ing  the  tw o-w ay  com m unica tion  
during  consu lta tions, i.e. in in terpreting or observ ing  all the  levels of 
com m unica tion  - "probing" the  patien t's  m ind. Som e (5) have difficulties 
b ecau se  they  do  not succeed  in estab lish ing  co n tac t w ith th e  patien t. 
Several (6) find it difficult w ith patients w ho  do not seem  to  react w hilst 
som e doctors (3) have problem s w ith silent m en: "It is difficult to know  
what's going on because he didn't say very much. He made no response. It 
felt like he was leaving it all to me."
In cases of relapse and especially concern ing  very advanced  stages, nearly 
all the  doctors (17) talk abou t problem s w ith obtain ing inform ed consent, 
above all w hen the  patient w ants trea tm en t."You meet patients who want 
treatment at whatever cost...They are the straw-catchers and I think it's 
almost always the case that they want to have some sort of treatment. The 
hardest thing is trying to probe into the patient is thinking."
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O n e doctor in particular m entions that consent is also a question of tim ing: 
"That you should give treatment by gauging the situation and if you ask this 
sort o f  question too early then the patient just says that it's the doctor who 
knows best and not me".

E nding  a  co n su lta tio n

Several doctors (10) think it is difficult to bring a consultation to an end. 
Patients can have m any things on their m inds and m any questions w hich 
o n e  has no t previously m entioned  and  "it is a big problem (knowing) 
exactly when to finish and you have lots of patients waiting".

III. Difficulties concerning the physician's own 
reactions "The REACTOR"

In this category, stated difficulties are included w hich are related to  the 
physician 's ow n reactions connected  w ith different types of patients and to 
d ifferent m edical, tech n ica l, o rgan izational and in teractional limits at 
different stages of the cancer illness.

T y p e  of p a tie n ts

M ost doctors nam e difficulties w hich can be attributed to  different types of 
patients. Nearly half (7) say that it is even m ore difficult w hen the patient is 
young. "Young girls who have died of miserable diseases make me feel 
worst." O n e doctor thinks there is a particular risk if the  patient is a "nice" 
person. In that situation it can be difficult to avoid wishful thinking.
Also m entioned are the  so-called ungrateful (1), d iscontent (1) and patients 
w ho  have had a delay  in getting the diagnosis (9). "It was the case that we 
had all overlooked him somewhat so that there was some kind of collective 
bad conscience so that we had to try something."They express difficulties 
w ith loyalty tow ards colleagues, that "it is difficult to defend colleagues". "I 
felt some kind of anger with my colleagues and then I realized that this 
would crop up in the conversation and I felt some sort o f conflict of  
loyalties. "

M edical lim ita tiones

O nly a few, as m entioned above, have problem s during the initial stages of 
the  trea tm en t. "It can be tough if the unpleasant reactions (side-effects) 
already happen after the second or third session".
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There are just a coup le  of doctors w ho  talk of their dread, w hen  primary 
treatment fails, that the medical resources are insufficient.

M any m ore, m ore than  half (9), m ention difficulties w hen  the patien t is in 
remission. They describe "how difficult it is to know about an illness with a 
poor prognosis". The doctors talk about not feeling "really happy because 
it's at the back of my mind. I think a little bit more about what can happen," 
and tha t "it is difficult not to expect a relapse". "I have the feeling all the 
time that ...when is the relapse going to come. I feel like I do not dare to be 
happy." They describe a sort of em ptiness w hen the first short term  goal has 
been  ach ieved : "Now we're here. Now we can't do very much more. 
Things have gone well and this is where we are. What should I do?"

W hen  a relapse has been confirmed, the re  are som e docto rs  (5) w ho  
m ention difficulties such as "one has to think again". "Turning everything 
round - that's tough." At th is phase, the ir a ttitude to  the  tream en t is 
p roblem atic. "One can really wonder whether what one thinks one can do 
is of any use in comparison with the primary treatment when it's easier to 
be a bit cocky. "
This is even m ore the  case in situations w hen the tream ent o f relapse 
failed. As described  above, all the doctors find this to  be hardest of all. 
They describe how  "I feel that it's slipping from my grip. I think that I can 
keep it under control. I have promised (the patient) that there is medicine 
and methods of treatment. I feel disappointment and a helplessness that I 
can't use the methods as an effective weapon, that I'm losing control. It is 
very frustrating."O ne doctor says that "it's all a wretched business and you 
feel frustrated and upset". This situation brings on thoughts about w hether 
to  start trea tm en t now  or w heth er one  should  have started earlier, i.e. 
timing. "It is a difficult problem in Swedish oncology. It is a case of treating 
the doctor's anxiety instead of the patient's illness." O n e  doctor describes 
this feeling: "If I sort of pretend this isn't happening, pretend I haven't 
decided about treatment and say okay, it looks pretty good, then I think the 
patient would have accepted it ,too. But then I would always have had the 
nagging feeling that, all of a sudden, things can get worse".
All the doctors describe their problem s in refraining from giving treatm ent. 
A num ber of them  use the term  "straw-catching treatm ent" and say that it is 
difficult not to  act. Som e of the  doctors ta lk  about th e  trea tm en t being 
psychological, that it is good to have som ething to  offer. They know  full 
well that it is questionab le ."But it's very difficult. I know how everyone says 
that you definitely shouldn't give treatment in situations like this, but 
everyone does. "
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After the patient has died, one doctor expresses his pain: "I must say that 
I'm still influenced as I speak. She's just died and it really hurts." A nother 
doctor w hose patien t suddenly  died accuses him self of contributing to  the 
patien t's  death . "I want to be certain that we didn't do anything wrong. 
Because to me it looks bad."

T ech n ica l lim itations

The tech n ica l exam inations can  above all cau se  p rob lem s during  the 
diagnostic stage. This app lies especially  to  those  doctors (5) w ho  use 
invasive exam ination techniques. "It is something really dreadful to lose a 
patient during an intervention. Really dreadful and I go and worry for ages 
afterwards."

O rg an iza tio n a l lim itations

Som e doc to rs  (3) say th a t it is d ifficult to  w ait for the results o f  
examinations and tests. O ne doctor describes how  aw kw ard it is w hen new 
inform ation spoils the p lanned course of treatm ent. "I feel frustrated at the 
moment when I get this new information." Another explains that one feels a 
lack of som ething in that one can not refer the patient to  som eone else w ho 
can continue to w ork with the patient w ith the new  facts.
O n e  docto r m entions his reluctance to  inform the patient of a relapse by 
telephone. This applies to patients w hom  he has had con tact w ith earlier 
and w ho lives at a long distance from the clinic.
A nother doctor sees great difficulties if a patient receives information from  
different sources.

H alf the  doctors (9) m ention the difficulty of not letting the patien t dow n 
due  to problems with continuity especially at the term inal stage. The sense 
of betrayal is even the greater if the person is an ou t-patien t or if one is 
going on holiday. "I know I won't be able to keep things going. It's me she 
knows and I just send her to a completely unknown ward with temporary 
summer staff and just when it's the worst time for her. That's what I mean 
by betrayal." A docto r w ho heard tha t his patien t had died after he had 
gone on leave felt that he should perhaps have been there. "Somehow I felt 
that once you've started such a course of treatment, given the course of the 
disease, then they would have needed me there." The physician discusses 
his ow n feelings and  expresses th e  idea th a t he cou ld  have needed  
som eone "here and now to clear this thing up. How much guilt I should 
feel and how much bad conscience should I let them put on me?" but it is 
also " difficult not finishing what you've already started..".
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O n e  recurring them e is involvement in w ork and especially  th e  patient. 
Half the  doctors see a risk in getting too m uch involved, in "having lengthy 
contacts with social obligations" b eca u se  "there are greater risks o f  
difficulties when the patient has died if you've had contact for a long time".

Almost a third of the doctors (5) describe a vulnerability in the organization 
in term s of exploitation. They feel that they have too great a w ork-load, that 
it is difficult "to be always available". It is tough w ith "too much running 
the business" and  "half-existing" and  "having too many duties". They 
describe them selves as "fragmented" and som e feel they  can  not break out 
and bring abou t changes. "I am dissatisfied that I don't have time to eat. 
That I don't have time to do other things." It is "heavy". O ften lunches have 
to  be skipped and often patients have to  sit and wait. O n e  docto r gives the 
fo llow ing exam ple. "I come home late from work and have to work 
overtime. I can only feel dissatisfied about that. But there is some kind of  
built-in principle in me that it mustn't affect my contact with the patients." 
O ne doctor feels he is being exploited. "I get many of these tough cases and 
I feel like a rubbish skip, brim-full. It has to do with flattery. I feel like 
Brother Capable who can fix everything."
Feelings of insufficiency are a key concep t w hich are repeatedly  reported 
by all of these doctors (5). "It's as if however much you do, it isn't enough."

Som e doctors (4) dw ell on the  fact that competition is a problem . This is 
p articu la rly  so if th e  p a tien t is in a w ard  for w h ich  o n e  has no 
responsibility. If one  tries to influence th e  treatm ent, one  risks offending 
o n e 's  colleagues and to be regarded as intruders.
There are som e doctors (3) w ho report difficulties in having their ow n and 
o ther's  research findings acknow ledged. "You don't just see the idea, you 
see the person who you fear will slink past you whilst dashing up the career 
ladder, rightly of course."

Several doctors (5) see a conflict betw een clinical practice and scientific  
work. They use term s such as "shirker". "It wasn't really me who was meant 
to do the ward duties, there was someone else who did that. Even so I felt 
bloody awful and I felt lousy and like I was shirking something. " A nother 
doctor says: "My big problem is really that I want to be a researcher and 
sometimes there's a conflict. You have to weigh up both sides, but 
sometimes you feel that it's gone awry." The do c to r is to rn  betw een  
different am bitions and it is "much harder than I make it out to be". Still 
ano ther docto r describes feeling like an outsider because  he does not do 
any research. He finds it difficult to  leave the  w ard: "I know that there's 
always work to do on the ward, but it doesn't lead to anything concrete,
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anything visible, it doesn't. I'm not doing any research and I feel like an 
outsider in that respect."
W ithin this area, som e (3) com m ents have been m ade w hich illustrate the 
conflict betw een not letting the patient dow n and at the  sam e tim e allow ing 
oneself som e private space.

T he d iffe ren ces  in support and  back-up  from  co lleag u es  have been  
m en tioned . The g reat m ajority  of the  docto rs have th e  opportun ity  to  
ventilate their difficulties w ith friends but at least one  doctor feels isolated: 
"I don't really have any friends on the ward. If I were to say that I needed 
friends, it would be regarded as my private concern. I haven't been given 
any support whatsoever. I've felt more that, 'Oh, so you can't take the 
strain', as if I were unprofessional." This difficulty of not getting any help 
w ith sharing on e 's  burdens at w ork can be described by others as "taking 
one's patient home with one" and saying that "one is living on credit".

In te rac tional lim itations 

Information

Som e docto rs  (3) describe  their distress w hen  inform ing a patien t of a 
cancer diagnosis: "It hurts to give a diagnosis of cancer. " A nother doctor 
says, "Informing the patient gave me gastritis".
All th e  doctors nam e as the ir task the  nurturing of hope  but som e (4) 
d esc rib e  th e  d ilem m a of having  to  be not qu ite  h o n est and  giving 
am bivalent messages. Half the doctors find the information to  the patient in 
periods of remission hard:"/f is a dilemma: (the risk of) scaring someone 
when the risk of a relapse is real..."
All the  doctors find it difficult to  inform a patient that there is no curative 
therapy  to  offer. O n e  physician talks about his experience that involvem ent 
w ith th e  patien t w hich  w as of great help  at the beginning of the disease 
turned  ou t to  be a hinder w hen he had to  inform of its progression. A nother 
physician is very open  about his fear of getting involved. He is afraid of not 
giving objective information and does not en ter into a relationship w ith his 
patients w hatsoever unless they are part of a study. This is in contrast to 
another doctor w ho  has no fear w hatsoever of close contact. "I've taken an 
interest in her and no other bugger's had a look in. I feel bad if I feel I'm 
keeping m y distance."This doctor gives exam ples, w hen  con tact has not 
w orked  w ell o r th ings have  go n e  w rong  and th e  p a tien t has been  
dissatisfied or w hen he feels th e  patient has been difficult, tha t it has been 
w hen he has been uninvolved and unconcentrated , not really present.
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G uilt and betrayal are term s w hich  em erge repeated ly  (4) w hen  giving 
inform ation at the terminal stage. O ne doctor, w hose patient died sooner 
than he had expected , says that: "First I felt that I should have gone there 
the following day. .. I should have tried to tell them how bad it really 
looked. That's why I feel a bit guilty."

At each  stage of th e  illness special type situations are described  in the  
giving of inform ation. O n e  doctor reports how  difficult it is to  face a new  
patient w ho has had a relapse. He describes th is s itua tion  as highly 
charged. "I was just confronted by her head on and I tried to explain. It was 
a very, very strained situation."
O thers (3) give exam ples of a special situation w hich arises w hen  patients 
are told they need life-endangering treatment. "It was very tough news to 
give; he could just as easily have died of the treatment, he was in such a 
bad state. "

There are also difficulties in inform ation linked to special patients. As has 
been  m entioned  earlier, som e (3) have m entioned difficulties w ith silent 
patients. "It felt a bit hopeless, actually, because I felt that this was a patient 
who doesn't want anything, who is difficult to talk with."

It is also difficult to  be the o b jec t of the  patient's dissatisfaction. An 
exam ple of this is given by one physician w ho  had to inform a patient w ho 
had been seeing another doctor and w ho felt he  had been badly treated . "I 
just went forward and said goodbye. I've simply had nothing to do with this 
patient. He just pours forth with accusations and bitterness. Wrong 
treatment. Everything was undone. It took two hours to sort it out. It was 
bloody hard work."

Questions

M any doctors (7) say that it is difficult w hen you do not have any good  
answers for questions. "I'm afraid that she'll ask, do I have a chance? That's 
when it gets difficult. I don't really like that situation, that I have to give 
reasons for hope and be honest at the same time. Sometimes I feel that I'm 
not really being honest when I sit there and talk about hope."
A risk at th e  term inal stage is being prone to  questions about som ething 
w hich one does not know. "If you daren't do anything it's usually because 
you're not really up-to-date medically, you're afraid that they'll ask you 
something you don't know." But it is also "difficult not being asked the big 
question".
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Consultation

Most doctors regard consulting the patient about how  to  plan the treatm ent 
as a m inor obstacle in the first phase of the illness.
It is considerably  harder in the palliative phase w hen most of the doctors 
have problem s. "It is highly electric, very fraught with anxiety" for both the 
doctor and the patient. The single doctor w ho thought it w as difficult at the 
prim ary  stage says th a t he has prob lem s tak ing  responsib ility  for his 
decisions. He feels from the beginning that there are several possibilities 
and tha t he often "finds himself" in situations w here  he later realizes tha t 
ano ther alternative w ould have been better. The sam e doctor says that it is 
difficult w ith patients w ho  do  not co-operate. It is not just a problem  with 
the  consen t but it is described as "an inner struggle". He describes this as a 
difficulty partly in relation to  the  patien t but also in regard to  his ow n 
position in the hierarchical organization.
Som e d o c to rs  (3) see  them selves as em o tionally  frigid. O n e  d o c to r 
m entions the  difficulty of not being able to address the patient's existential 
and  religious needs. A nother doctor states tha t "knowledge about how to 
relate to patients has no greater value in the academic world".
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A summary of the physicians' stated difficulties

In Table 5:1 the distribution of statem ents about difficulties for individual 
doctors in different categories is show n. If the  difficulties are perceived as 
belonging to several categories, they are presented in both or all categories.

Table 5:1 The distribution of the statem ents of the individual physicians 
(Doc) in the different categories. Drop out 16 and 20.
I = Actor, II = Interactor, III = Reactor 

Doc Number of interviews Difficulties
I II III

1 2 6 6 8
2 4 8 8 9
3 8 9 8 9
4 8 10 15 18
5 4 3 4 6
6 7 3 8 20
7 5 7 9 11
8 8 6 3 11
9 8 12 11 30

10 2 ■ 2 2 8
11 5 4 4 19
12 2 1 2 11
13 3 5 10 20
14 2 5 10 27
15 6 8 12 20
17 4 5 4 13
18 8 7 5 12
19 2 6 9 10

Total 88 498 = 107 130 261

21% 26% 53%

N one of the  doctors state tha t the  dem ands on them  as an "Actor" (I), i.e 
difficulties associated  w ith instrum ental skills, i.e m edical sc ien ce  and 
technical know ledge, are am ongst the m ost pressing problem s. O n e  (no. 3) 
has as m any statem ents about difficulties in the category of "Actor" as in
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th a t of "Reactor". For all o ther doctors intrapsychic difficulties are  m ore 
im portant, i.e. dem ands that affect the physician as a hum an being.

In analyzing  th e  co n ten t of the statem ents there  w ere several difficulties 
w ith the sam e them e. In the categorizing process I have grouped statem ents 
w ith  th em es of sim ilar co n ten t. T herefore w h en  th e  s ta tem en ts  are 
sum m arized in the  different categories for the w hole group of physicians as 
in T able 5:2 the  num ber of statem ents are  less than  in T able 5:1. The 
percen tage distribution of the  statem ents betw een the  different categories 
has not been influenced.

Table 5:2 Distribution of difficulties in the different categories (No) or the 
w hole group of physicians

No
The Actor 73 21%
M edical limitations 37
Technical limitations 6
O rganizational limitations 30

The Interactor 91 26%
Lack of psychological know ledge 8
Information 36
Q uestions 6
Two-way com m unication 31
Ending a consultation 10

The Reactor 182 53%
Type of patients 19
M edical limitations 37
Technical limitations 5
O rganizational limitations 54
Interactional limitations 67

Total 346

This is an experienced  group of physicians w ho  th ink  they  have good 
m edical and technical know ledge. They say that they have few difficulties
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in m aking diagnoses and decisions especially  in the earlier phases of the  
can cer d isease. Anyway, half the doctors consider tha t ad juvan t therapy  
can  be a m edical dilem m a. M ore than half the  doctors nam e shortcom ings 
w ithin th e  organization as obstacles to  their work, i.e the diagnostic process 
and p lanning of treatm ent. 21%  of the statem ents are linked to  difficulties 
that are disease-focused (I).

26%  of the  statem ents are linked to  difficulties that are patient-focused (II), 
i.e. is difficulties in th e  physic ian 's  in teraction  w ith th e  pa tien t. The 
difficulties concern  m ainly lack of education  in psychological care  of the  
patient. The physicians think it is difficult to  inform the  patien t in a good 
w ay and to  establish tw o-w ay com m unication especially w hen treatm ent of 
relapse fails. At the  term inal stage, m ore than  half have com m unica tion  
p rob lem s, no t on ly  b ecau se  of defic ien t know ledge bu t a lso  d u e  to  
shortcom ings w ithin the organization and differences in routines betw een 
w ards.

For the ow n reactions-focused physician (III), the  situation is extrem ely 
frustrating w hen  trea tm en t of relapse fails and  he can  not offer further 
curative trea tm ent. All the  doctors report feeling help less and afraid of 
frightening the  patient. M ore than  half, th ink tha t it is difficult to  hand le  
know ledge abou t an illness' poor prognosis. They say they can not feel 
pleasure about spells of remission. The sam e num ber find it difficult not to  
feel betrayal and  guilt w hen  the  patient is in the term inal stage. This is 
aggravated w hen co llaboration  w ith co lleagues at tim es does not w ork, 
partly due to  organizational h indrances such as rigid limits betw een w ard 
duties and policlinical activities. M ore than half the  doctors further report 
that it is painful to  be part of an organization w here doctors find ou t about 
colleagues' difficulties in identifying cases of cancer.

53%  of th e  statem ents are linked to  the  physicians' ow n reactions. The 
doctor feels that he has no control. He is forced to realize that som e of the 
cond itio n s  of the  w ork do  no t alw ays allow  him  to  m ake th e  right 
diagnosis or offer curative treatm ent and the doctor can not always be with 
the patient in a supportive way.
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CHAPTER 6

CONFLICTING FEELINGS AND 
WISHES

My analysis and categoriza tion  of difficulties into th ree  categories, as 
presented in the preceding  chapter, indicate that the  stated difficulties are 
p redom inan tly  in trapsychic. D uring th e  d o c to r's  w orking day , clin ical 
situations o ccu r w hich  are perceived as dilem m as by the  docto r and are 
p reconditions of their w ork. A ccording to the  theories w hich have been 
described above, the individual acts in a given situation depending  on his 
in te rp re ta tio n  of it. This e v a lu a tio n  is a ffec ted , a c c o rd in g  to  
psychoanalytical theory, am ongst other things by the experience of danger 
and  conflicting feelings w hich  th e  situation activates and  how  o n e  has 
previously solved sim ilar situations. O n e  may have experience of having 
solved a situation in such a w ay tha t one has faith in o n e 's  ability to cope 
with the conflicting feelings activated by the present situation. The situation 
is difficult but can be solved: it is conflict-free.

My goal has been to paint a picture of the conflicts w hich each  individual 
p a rtic ip an t physician  carries  w ith in  him , in o rd e r to  unders tan d  his 
statem ents about difficulties and behavioural responses. The different stages 
in the analysis of conflicting feelings and w ishes are now  described.

S ta g e  1

In th e  first stage, I analyzed  the  in troductory  in terview . I focused  on 
statem ents w hich reflected situations in w hich the doctor had problem s and 
w hich left the doctor with conflicting feelings and w ishes.

S ta g e  2

In the next stage, I analyzed the  patient-related interviews. In this analysis I 
focused on statem ents w hich I believed to  express conflicting feelings and 
w ishes in different situations and phases of the cancer illness. I also looked 
at w hat had triggered off these conflicting feelings.

81



Results

In the  statem ents from the introductory interviews and the patient-related 
interview s I have found a num ber of them es w hich  reflect conflicting 
feelings and wishes.

I have grouped these them es as follows:

N eed of authority/fear of authority
Seeking to  influence and determ ine/fear of being powerful
Seeking to  assert oneself/fear of being attention-seeking
W ish to  give treatm ent/fear of hurting the patient
W ish to  be good enough/fear of failure
W ish to  give straight inform ation/fear of scaring the patient
W ish for close contact/fear of intimacy

I have grouped  th ese  them es into th ree  categories w hich  I have called  
"main conflicts":

A. Conflicting feelings and w ishes related to  authority

B. Conflicting feelings and w ishes related to frightening and injuring

C. Conflicting feelings and w ishes related to  intim acy/distance

In the  follow ing, exam ples of and com m ents on statem ents from each  
respective category are given.

A. Conflicting feelings and wishes related to 
authority

Conflicting w ishes, as described earlier in chapter 3, may be due to having 
actual experience  of or fantasies about a situation m aking dem ands on 
oneself w hich  are difficlt to  handle or m eet or, if one  m anages to  handle 
them , there  is a risk of being regarded as attention-seeking. It m ay imply 
th a t o n e  both  w an ts  and does not w an t to  be p ro m in en t and  take  
responsibilty. It is described as burdensom e: "the fact that I'm forced to take 
responsibility for my decisions as well. It's a matter of not hesitating too 
much or regretting decisions that I've made." The risk is that one "promises
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more than one can deliver". "It's almost as if you're divided." At the  sam e 
tim e the actual situation is such that "you can't do anything about it".
In one 's  inner mental w orld, the doctor is reduced to  m ediocrity, som ething 
w hich offends one 's  illusions of om nipotence. But on the  other hand it's not 
good if the  patient will not accep t any other doctor and if "all other doctors 
are useless and I get glorified and that's tough because you get 
unreasonable expectations".

B. Conflicting feelings and wishes related to 
frightening and injuring

The possibility that the treatm ent may injure a person is frightening for the 
docto r. This is of specia l re levance  in th e  trea tm en t of can ce r. Both 
cy tostatics and  rad io therapy  cause  side-effects w h ich  are serious and 
som etim es life-endangering. The possibility of curing th e  cancer is often 
limited by the fact that the doses necessary for a cure w ould be too  toxic for 
the  healthy organs. The cancer w ould be cured but the patien t w ould  not 
survive. It is a challenge to  test w hat the limits are of a to lerable dose. It is a 
ch a llen g e  to  try and  find new  m ethods of trea tm en t. All th e  docto rs 
describe the  dilem m a as "killing the  patien t's  hope". All the doctors nam e 
as their task the nurturing of hope  but som e describe  th e  d ilem m a of 
having to  be not quite honest and giving am bivalent m essages. "I'm afraid 
that she'll ask, do I have a chance? That's when it gets difficult. I don't 
really like that situation, that I have to give grounds for hope and be honest 
at the same time. Sometimes I feel that I'm not really being honest when I 
sit there and talk about hope." A nother doctor expresses it: "For the patient, 
there is still hope of things getting better, but for me there's no real hope". 
Several are afraid of "hurting the person sitting in front of me" and say they 
"don't want to make the patient worried". It is difficult. "It is a dilemma: the 
risk of scaring someone when the risk of a relapse is real..." "It is rather the 
case that one has mixed feelings. "
O n e  docto r adm its that it is easy to  m ake ou t things are better and gloss 
over in such situations.

The conflict takes up much energy and tim e. The physician is in a situation 
w here he can not make the patient happy. He can not coun t on consolation 
in term s of gratefulness and happiness from the p a tien t."I'm uptight, you 
can see from my body and the way I am. But I can't say that myself: I just 
notice that my patients notice it".
O n e  docto r has also experience of causing  irritation am ong th e  peop le  
around him because he spends so m uch tim e w ith the  patient. "/ overstep
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the time limits and I bring upon myself accusations that I can't bring a thing 
to an end. That I'm too sensitive perhaps."
Som e doctors can  express the  conflict as a feeling of grief."Of course it's 
difficult. Because one is an intellectual person, one is used to talking 
through a situation. But a situation like this you can't talk yourself out of."

C. Conflicting feelings and wishes related to 
intimacy/distance

This conflic t is ab o u t longing for in tim acy and  th e  fear of no t being 
independen t. The crux of the  conflict is the  need  of d istance in o rder to  
think freely (chapter 3 p36) and at the sam e tim e the wish for intim acy in 
order to  obtain information and identify the illness and the patients'feelings. 
The fear of intim acy involves having fantasies abou t "burning out", about 
"coping with the patient's anxiety". Two doctors express their fear of losing 
the ir "professionality" or, to put it ano ther w ay, fear "chaos if you're not 
professional". O ne doctor experiences how  his involvem ent, w hich w as a 
helpful at the beginning of a period of contact, becom es a h indrance w hen 
he has to  inform about the progress of the disease. "For any other patient at 
all it would have been different. There would've been more professionalism 
and less o f my own feelings. I haven't seen this as a positive challenge. I've 
seen it as a millstone."

The inability to  get involved in the patien ts ' situation m akes others feel 
"thick-skinned". Som e doctors see them selves as em otionally  frigid. They 
have difficulties w ith feeling and crying. "You lay a layer of metal between 
your heart and your stomach or something like that...but it is difficult to 
control it, you just become emotionally blunt at work. " They are scared by 
their ow n cynicism  and feel they are tough and thick-skinned.

In Table 6:1 the distribution of the main categories of conflicting w ishes - 
th e  "m ajor conflicts" - w ithin the g roup is given. All th e  doctors m ake 
statem ents w hich fit into these three categories. All but three seem  to have 
solutions to  conflicting feelings and w ishes connec ted  w ith authority  (A). 
H ow ever, all the  doctors feel tha t they lack the  ability to  reconcile  the  
conflic ting  feelings w hich  arise w hen  they  risk injuring or scaring  the  
patien t (B). Four doctors m ake recurring statem ents about fear of and/or 
inability to find ways of handling close relations w ith the patient (C).
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Table 6:1 The m ain categories of conflicting feelings and w ishes, the 
"major conflicts", are distributed as follows:

A = Authority B = Frighten or injure C = Intimacy

A B C  
3 18 4

S ta g e  3

The relation between conflicting feelings and the 
distribution of difficulties

In th e  next and last stage, I com pared  the  categorization  I had m ade of 
conflicting feelings and w ishes with the categorization of statem ents abou t 
difficulties w hich is presented in chapter 5 p77. See Table 6:2.
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Table 6:2  T he "m ajor conflicts" (A, B, C) o f th e  d o c to rs  (D oc) linked  
w ith  th e  d is trib u tio n  o f th e ir  s ta ted  a n d  c a te g o riz e d  
d ifficu lties (I, II, III)

A = Authority B = Frighten or injure C = Intimacy
I = Actor II = Interactor III = Reactor

Doc "Major conflict"
I

Difficulties
II III

1 A B 6 6 8
2 A B 8 4 9
3 B 9 8 9
4 B 10 15 18
5 B 3 4 6
6 B 3 8 20
7 C B 7 9 11
8 B 6 3 11
9 B 12 11 29

10 A B 2 2 8
11 C B 4 4 18
12 B 1 2 12
13 C B 5 10 20
14 B 5 10 27
15 B 8 12 20
17 C B 5 4 13
18 B 7 5 12
19 B 6 10 10

As m entioned  before m ost statem ents about difficulties are linked to the  
physicians' ow n reactions. The conflicts abou t authority  and intim acy do 
no t seem  to  in fluence th e  d istribu tion  of d ifficulties in th e  different 
categories. There is no difference in the  pattern of distribution com pared  
with those w ho have only conflicts about injury.
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In conclusion, three doctors have difficulties reconciling conflicting feelings 
about being in authority (A). Four nam e the fear of getting too  close (C). All 
the  doctors nam e the  fear of injuring or scaring th e  patient. O n e  docto r 
states tha t he has no difficulty in meeting patients with o ther life-threatening 
diseases than cancer because the patient is not so scared by the diagnosis.
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CHAPTER 7

COPING STRATEGIES

In this chap ter, th e  partic ipan ts ' coping  strategies are  presented . I have 
analyzed the transcribed interview  m aterial. The analysis w as carried  out 
w ithout know ledge of the ou tcom e of the o ther tw o survey m ethods: the  
D efence M echanism  Test (DMT) and the  Structural A nalysis of Social 
Behaviour (SASB). The results of the  DMT and the SASB are presented in 
the next chapter (8).

Categorization

The ca tego riza tion  of the  partic ipan ts ' cop ing  strateg ies has em erged  
successively during the analysis of the total interview m aterial. The analysis 
has been perform ed in several stages.

S ta g e  1

D irectly after each  interview , I w rote dow n com m ents on w h at I had 
perce ived  to  be them es and p h en om ena w hich  reflected  the  d o c to r 's  
behavioural and em otional responses.

S ta g e  2

W hen  th e  in terv iew  series w as over, I an a ly zed  th e  reco rd ed  and 
transcribed  interview s. The focus of the  analysis w as the  p artic ipan t's  
em otional and behavioural responses in his w ork during different stages of 
th e  patien t's  illness on the  basis of both m anifest statem ents and latent 
m aterial. I in terpreted things w hich  seem ed to  be th rea ten ing  or causing 
conflicts for the doctor. I described his behavioural responses in term s of 
defences and how  these manifested them selves in his behaviour. After each 
interview and later by w ay of a sum m ary of each  interview series, I m ade a 
judgm ent of each doctor's coping (emotional and behavioural responses).
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A bout tw enty  interviews have been analyzed in the  sam e m anner by one 
person using the sam e theoretical fram ework. This com parison w as m ade 
to  "calibrate" my pow ers of observation  in respect of th e  theo re tica l 
fram ew ork  and  a lso  to  see  if th e  da ta  co u ld  be given th e  sam e 
interpretation by others, a techn ique w hich corresponds to  reliability testing 
in quantitative research m ethods. (See chapter 10 on m ethod p 126)

S ta g e  3

In stage 3 of this analysis, I w ent through the total interview material once 
again and focused on the doctors ' ow n statem ents about their em otional 
and behavioural responses in the difficult situations presented in chapter 5. 
I w anted  to obtain a picture of how  the participants behaved in situations 
w hich they them selves defined as difficult. I expected , on the basis of my 
theoretical approach, that their coping strategies in these (explicitly) testing 
situations w ould be particularly evident.

The th em es of the  statem ents w ere judged  from the  v iew po in t of my 
theoretical perspective on coping  as a sim ultaneous defence and m astering 
process, i.e. that one uses both unconscious defence m echanism s and 
conscious behaviour at the sam e tim e. W hat w ould em erge w as m eant to 
be the underlying defence m echanism . U navoidably, how ever, they  all 
have  com m on featu res as all defences  v iew ed  from  my th eo re tica l 
perspective serve to avoid feelings of anxiety. A com m on them e is that all 
the categories include som e form of activity.

Presentation of categories

O ver 200 statem ents about behavioural/em otional responses (coping) have 
been  an a ly zed . M any statem ents ab o u t cop ing  in exp lic itly  difficult 
situations resem ble each  other. In this study around 30 recurring them es 
have been grouped together into clusters w hich I subsequently have formed 
into seven different categories. See Table 7:1.
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Table 7:1 Presentation of the participants' coping strategies in seven 
different categories

1. Seeking know ledge
II. Seeking solutions or reformulating a problem  so as to  m ake it soluble
III. Seeking support and guidance
IV. Building up a relation with the patient
V D enying the severity of the situation

VI. Distracting activities
VII Projective m anoeuvres

In the following, the significance of each of the categories is presented.

I. S ee k in g  k n o w led g e

This strategy entails striving to develop expertise and control. Seeking facts 
im proves self-esteem  and security and it reduces the  risk of failure. The 
supposed defence-m echanism s involved in this category are assum ed to be 
intellectualization and isolation.

In this category them es are included w hich are characterized by statem ents 
ab o u t seek ing  su p p o rt from  scien tific  literatu re , th e  s ign ificance  of 
know ledge in the professional role, trying to  prepare oneself and form a 
picture of the history of the illness and of the patient before each  m eeting, 
seeking inform ation from the patient and the pursuit of regular channels of 
information "to find out exactly how  things go".

Now follows an account of how  statem ents are grouped in this category. 
Sixteen of the eighteen doctors seek know ledge. Some chiefly m ake use of 
research for this purpose: "At least I learn to think in new ways, think a bit 
more critically." A couple of doctors use this strategy to train them selves to 
be ab le to  carry ou t technically  difficult exam inations: "I felt that I was one 
of the people who knew how to use this technique once I had learnt it. It 
doesn't matter what the patient is like, but it's just this security, that you 
have the self-confidence. It's me who's going to do it and I'm going to do it 
on my own." A nother puts it like this: "Now I've been doing this for so long 
that I should be one of the best at it."

In the discussion about so called "straw-catching" therapy (chapter 5 p 69 
and  71) several doctors m ention the im portance of being  ab le to  read 
scientific articles. "I felt a bit stronger (after having read the article) for
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having this at the back of my head, you could say, when I met her (the 
patient) the next day. It was of course a slim hope, but it's a slim hope for 
her too, I thought...Knowing this gives a feeling of being "a little more for" 
her because that's what you feel for this young flower, that you're obliged 
to do everything you can. Then I felt that I had something to offer."

R esearching new  m ethods of trea tm en t also offers satisfaction and the  
feeling tha t the activity is helpful. "I started by ringing the pharmacist and 
asking about information on this (new) preparation...There were various 
arrangements to be made for this patient if it was going to work."

At th e  term inal stage, there  is above all one participant w ho  em phasizes 
that know ledge of the previous course of the illness and the available forms 
of treatm ent are helpful. "Because the personnel who are worst off...are the 
ones who have big gaps in these medical causal relations." A nother 
participant says that it is im portant not just to see the dead  patient: "For me 
it's not perhaps about accepting that he is dead, but rather I want to know 
how he died. "

II. S e e k in g  so lu tio n s  or reform ulating  a  p ro b lem  s o  a s  to  m ak e  
it so lu b le

This strategy does not just m ean tha t one can form ulate a problem , but 
there  is a c lear action in this coping  strategy. O n e  confronts reality and 
u n d erta k es  ap p ro p ria te  m easu res. O n e  acts on th e  basis of o n e 's  
understanding . O n e  tackles the  d isease as an intellectual challenge and 
isolates the  affect. O n e  considers and applies possible alternatives. O ne 
accepts the  situation and finds som e profit by on e 's  actions. This strategy 
m eans above all reform ulating the situation into a soluble problem  and this 
requires besides in tellectualization and isolation also a rational capacity  
and som etim es a switching of focus.

In category II, statem ents have been included w hich  have expressed the  
participant's  attem pts to take one stage at a tim e. Them es w hich fall under 
th is category  suggest striving for rules, structure and support of clearly  
stated goals and the benefits of evaluation and developm ent, as e.g. trials. 
All the participants use this form of coping strategy. "We have identified it 
(the problem) and are trying to do something about it."

In this category, statem ents have been included such as "every new patient 
is a challenge". There is a challenging situation "which one tackles". O ne
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partic ipant describes it thus: "It's a way of getting me going, so to speak, 
that they're very ill."
O n e  docto r w ho  w orks w ith invasive exploratory  m ethods says "When 
you 're standing there and are going to perform the investigation you get 
technical. You don't see the face...it's just a hole and it's a case of doing the 
best job you can... I don't think about my discomfort, it's not my feelings I'm 
dealing with but the situation in front of me which I'm trying to decide how  
to proceed with. The situation is unpleasant and I can't do anything about 
it."

Several express the  im portance of establishing a routine and a fram e for 
giving the treatm ent, "otherwise we're just drifting". O n e doctor says: "I try 
to keep things separated, take one thing at a time. Right now I'm 
concentrating entirely on getting her ready for treatment and making the 
diagnosis. I'll do that bit first, then I'll treat her. That'll be part two. And 
then I'll deal with a possible failure. " A nother says: "In this situation the aim 
is, first of all, to make treatment possible. The next is to protect her (the 
patient) from side effects and give her the chance to take up other questions 
about the illness and the future." The doctor sees his work as "m onitoring 
and servicing". "In this situation, I think that thinking and feeling exist very 
much side by side with each other. " Yet another says: "Generally speaking 
it may very well be the case that one goes straight from A to B and I don't 
think that upsets me too much because we have a kind of system... Yes, I 
don't remember most patients. It's like a system we use."

Routine also seem s to  be significant w hen giving new s of results on the 
te lephone. O n e  participant prepares himself before m aking a te lephone call 
by "taking a deep breath. I think through exactly what I'm going to say as 
well as how to behave and then I ring them. It's somehow easier. I take my 
own initiative rather than being caught out by the patient's questions. Then 
I feel prepared even if I'm actually prepared all along. I try to lay it out, in 
her case, like a plan of action both for me and for her". Several doctors 
have m entioned  tha t it is helpful to take one  th ing  at a tim e in those  
situations w here  the patien t is in rem ission but w here  one is "painfully 
aware" that the patient may have a relapse. "I focus on here and now, the 
coming weeks. It doesn't feel bad. "
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III. S e e k in g  su p p o rt a n d  g u id a n c e

This strategy includes dem ands for an open  and tw o-w ay com m unication  
w ith so-called "significant persons". O n e  seeks and uses constructive help. 
O n e  accep ts the support w hich is offered. O n e  shares o n e 's  w orries and 
talks w ith others.
This category includes strategies w hich entail abandoning  one 's  om nipotent 
d e fen s iv e  position  and  ad o p tin g  m ore  m a tu re  s tra teg ies  such  as 
ra tionaliza tion , a form of in tellectua liza tion  w hich  co rresponds to  th e  
indiv idual's endeavours "to excuse and safeguard oneself. A help  for the 
ind iv idual to  m ain tain  self-respect w hen  o n e  suspects th a t o n e  is in 
trouble." (Sjöbäck 1984)

In this category, statem ents about collaboration betw een and support from 
co lleag u es have been  inc luded . Also inc luded  are sta tem en ts w hich  
describe different statem ents about self-reflection, self-know ledge and the 
possibility to establish good contacts w ith relatives.

Fifteen of eighteen doctors say that they use the support of colleagues. Most 
of them  say they  ad o p t th is strategy in uncertain  situations. "Yes, we 
discussed whether we should give cytostatics." O ne doctor thinks it is good 
"because one is afraid of becoming too powerful".

Two participants say they w ould wish to have supervision groups such as a 
Balint group. O ne has experience of this. "I often think that a clinic like this 
could operate like a Balint group. If I have a patient whom I've been seeing 
for a long time and have given different treatments to and the patient has 
progressed and then the treatment has failed...then it can be very wise to 
approach a colleague who is not so emotionally involved and say, 'Okay, 
these are the facts of the case.'" The doctor is striving for the support of a 
person. It need not only be from colleagues or psychologists but may also 
be help from relatives. Som e regard relatives, in particular as a resource, 
above all in situations w here bad news has to  be given, such as new s of a 
relapse. "In that situation I experience...that it is an advantage if a relative is 
present who can both see the immediate reaction and be there as a support 
when I've gone...And then of course I inform the nurse that the patient has 
been notified...so that she can be supportive."The participants say that they 
do  not just take help from relatives but that they also take help from other 
staff. O n e  says that "you would burn out if you tried to live up to coping 
with everything. I've tried to be human but realize my limitations. I feel that 
there just isn't enough time. So I ask another member of staff to step in, sit 
with the patient for a while and then I leave it up to them. Because
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otherwise I know that I'll be holding surgery until six o'clock (in the 
evening) and the last patients will be really fed up and they'll be fed up at 
home and there'll be chaos and I think I would be the worse a doctor. But 
this has only happened during the last years. "

Some of the doctors relate that they have developed a philosophy of death 
and express ideas abou t death . "Of course you yourself have to find a way 
of coming to terms with death...It mustn't be too charged with anxiety 
because then I don't think you can cope with it in a business like this. In 
that case you'd better become an eye specialist. You have to come to terms 
with the idea and certainly, I think, you have to come to terms with the 
thought of one's own inevitable death if you're ever going to cope with it." 
A nother doctor puts it this way: "That's the way life is. It's grim and unfair 
and there's not much you can do about it. Somehow, if you haven't already 
accepted that then you can't stay in a job like this. It's some sort of survival 
strategy. I think that maybe you become emotionally numb. "

IV. Building up  a  re lation  with th e  p a tien t

This strategy assum es a m eeting with the patient will take place. The doctor 
states that at this m eeting he gains insights into the most central questions 
of life, i.e. how  to  hand le  life and death . It may im ply that, w ith  th e  
patient's help, he can m aintain m orale for himself as well as for the patient. 
The assum ed defences in this category are internalization (identification) 
and d isp lacem ent w ith a particular focus on sublim ation, w hich entails a 
d isplacem ent to  the professional field of the need for intimacy. It may also 
m ean the  expression of an opposite need to be taken care of oneself. This 
strategy may also entail the  reform ulation of a technical problem  into a 
care-w ork problem  w hen the technology or the technical know -how  fails. 
(Compare w ith category II)

In th is ca tegory  en d eav o u rs  to  establish  "patient contacts" have been  
included as w ell as statem ents w hich  describe a relation with a patien t 
being beneficial to  a partic ipant's ow n personal developm ent. Statem ents 
describe a striving for a joint effort and the sharing of uncertainty in difficult 
situations.

Slightly m ore than tw o thirds em ploy this strategy. O ne doctor describes it 
this way: "It is very difficult, this, but somehow I arm myself with the 
patient's help because I feel that I want to know how they reason, think 
things through. Because their anxiety is also my anxiety...For my own sake I
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establish a close relationship. I am a little better prepared for when he 
comes back and is ill. And he is too and I'm convinced of that. We just 
don't need to say it with words just yet. "

Those doctors w ho have th is cop ing  strategy use it above all w hen the  
trea tm ent is failing. "And there again, when you have so little to offer and 
maybe can't get the analgesics right or do anything about the anxiety and 
nausea. Then at least I can give of myself, show them that I'm not afraid to 
come in and sit quietly with them. "

O n e docto r offers exam ples of how  he uses this strategy to obta in  co 
operation : "I asked him gently if it felt really bad, if it was hard even to 
relax.../ tried to convey to him...it's about co-operation, this thing, about 
(finding) a way to the end, if you like. But communication is necessary, so 
that he really tells us when he finds it hard and dares to trust us, so we can 
help him properly. If we're going to help him optimally then we have to 
know how he feels and what he most of all wants."

This behavioural response is regarded as so essential by one of the doctors 
that, if it does not work, then neither will the rest of it. "It was good to be on 
duty over the weekend, to do the rounds in peace and quiet. It was good  
for my soul because I could at least give what I had to give. There's some 
sort of conscience eating away, that old Doctor Capable, you know."

V. D enying th e  se v e rity  of th e  s ituation

Statem ents in this category express the idea that "one forgets, laughs things 
off1 and they include ironic twisting. Statements have been included w hich 
reflect attem pts to  gloss over, reduce the seriousness of the situation and  
use hum our. In this group them es have been included w hich express "grim" 
o r "m acabre" hum o u r, cyn ic ism  or a "th ick-skinned" a ttitu d e . This 
behavioural response may entail selective indifference and defences in this 
category include reaction form ation, displcem ent and denial.

The great m ajority  of th e  participants show  this behav ioural/em otional 
response. O n e  of them  uses a sort of neutralizing conversational style with 
his p a tien ts . "I start with purely everyday events. As regards the 
investigation ahead there's nothing much to discuss, and when I examined 
him I found nothing really out of the ordinary apart from a very large 
lymphatic gland in the armpit, so large in fact that I strongly suspected it 
was a lymphoma. On the other hand I also know that very large lymph
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nodes can sometimes be ordinary lymphadenites and I tried to play down 
my suspicion that it could be a lymphoma even though it was very strong. 
Sometimes you can be pushed by patients with very poor prognoses when 
you don't want to inform them of things like this. So you don't give bad 
news but rather have an ordinary conversation about everyday things/ 
which they're quite happy about. They expect you to make the best o f  
things."

O n e  can  also neu tra lize  by m eans of a to rren t of w ords in an "evasive 
oncological manner". "I know how you pile it on:..in an individual case it's 
impossible to say...when the statistics say this or that...there are so many 
uncertainties, etc."

O n e  strategy is indifference: "You suspect that these (patients) have had a 
rough time, suspect that they are dissimulating. I have to admit that I don't 
do very much actively to find out if it really is like that."
O n e  partic ipan t gives exam ples of how  doctors use m acab re  hum our 
am ongst them selves. "I think that most others want to make light of this 
(that the patient has had a relapse). At worst we meet it (the news) with 
some kind of grim humour, especially when you know that the patient can't 
hear anything (that you're saying)."

Som e express rationalization and denying: "But, for goodness' sake, on the 
other hand none of us have been cured. We're all going to die sooner or 
later. You just have to make the journey as pleasant as possible and take 
one day at a time...None of us really knows what tomorrow may bring, but 
of course they have a greater threat hanging over them. But what's to stop 
me from walking under a bus tomorrow?"

VI. D istracting  activ ities

This s tra tegy  en ta ils  th e  ph y sic ian  c o n sc io u s ly  o r u n c o n sc io u s ly  
undertak ing  tasks w h ich  are devoid  of co n tac t w ith patien ts, such  as 
research and adm inistration or o ther activities w hich allow  them  to  avoid 
the  patient. Statem ents have also been included here w hich tell of escapist 
tendencies and pseudotreatm ent. This strategy may entail the  defence of 
d isp lacem ent and intellectualizing.

Slightly m ore than half the participants nam e this strategy as the reason w hy 
they  do  research: "to get away" and to  have activities "which help you 
forget"the w ork with seriously ill patients. Some of them  are quite clear that
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they  have chosen  adm inistrative duties as a shelter. ".../ work with other 
things. Maybe it's good that i've found a refuge so that I won't come to any 
more harm. "

A coup le , in particu lar o n e  docto r, offer exam ples of how  they  avoid 
patients. "I didn't go up to the ward. I could hear her deteriorating all the 
time. I couldn't bear, I think, to go up and talk with her."Some say that they 
use this strategy w hen the patient has died. O ne of them  im m erses him self 
in th e  heavy w ork load . "I haven't got the slightest clue where I hide 
everything that I felt at a deeper /eve/.../ felt that it was over. And I've heard 
many (say) that now that it's over, the patient's dead, then it's all finished. 
But it's not hard, because there's so much else you can lose yourself in."

All th e  docto rs  say tha t they  give pseudo trea tm en t w hen  th e  relapse 
trea tm ent fails. "The difficulty is to try and help a person in this situation 
when really you know that you don't have anything. But still you want to 
try to do something...Sometimes, I know, I've been guilty of it, I mean, you 
give treatment just to do something for the patient and put the patient at 
ease for purely psychological reasons, although you know with 99.9%  
certainty that it won't have any effect on the illness."

VII. P ro jec tiv e  m a n o e u v re s

In this category statem ents are included w hich reflect how  difficult it is to  
recogn ize  o n e 's  ow n pow erlessness and how  failings are attribu ted  to  
o thers or to  the  o rgan ization , the  "system". This strategy is assum ed to  
include the defence of projection.

A third of the participants m ake statem ents w hich can be included in this 
category. O n e  of them  uses this strategy above all w hen  he is angry and 
unsure, e.g. in situations w here the doctor's  request for an exam ination is 
called  into question. "I was furious with them, to put it bluntly, because it 
was an interruption. It interrupted the planning and I became extremely 
uncertain."

O n e physician put the heavy burden onto others. He c an 't identify himself 
w ith the  group w ho finds the job frustrating: "Those who work with this find 
it tough, at least those who are on the ward."Still another physician lets his" 
desperation right out into thin air. I can't find a destination for my feelings."
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S ta g e  4

Coping patterns

In th is phase  of th e  analysis, I exam ined  my earlier judgm ents of th e  
participants' em otional and behavioural responses in situations w hich they 
had not deno ted  as "difficult" (stage 2). After each  interview  and series of 
interviews, I had m ade a judgm ent of each  participant's m ethod of coping 
(behavioural and em otional responses) in term s of defences and how  these 
affected their behaviour. All of the behavioural responses analyzed in this 
m an n er co u ld  be p laced  in o n e  or o the r of th e  seven given cop ing  
ca tego ries . I found th a t th e  p artic ipan ts  show ed  m ore o r less c lea r 
groupings of strateg ies. The d istribu tion  of strateg ies in th e  d ifferent 
categories for different doctors revealed a "coping pattern" w ith one  or 
m ore m ain strategies and sub-strategies for each  doctor, respectively. By 
m ain strategy I m ean recurrent coping  strategies (behavioural/em otional 
responses) rather than a single statem ent in a single interview. The coping 
strategy has been  nam ed by the  partic ipan t as significant in strenuous 
situa tions (chap ter 5) and it occurs in th e  overall ju d g m en t of each  
in d iv id u a l d o c to r . By su b -s tra te g y  I m ean  c o p in g  s tra te g ie s  
(behav ioural/em otional responses) w hich  can  be traced  in individual 
statem ents but w hich do not occur in the overall judgm ent of the doctor.

A summary of the coping strategies

As one  can  see from Table 7:2, alm ost half (8) express th a t they  seek 
know ledge (I). The majority (15) of the participants state that attem pting to  
solve a problem  (II) is their main strategy. A few of them  (4) seem  to  have 
th e  m ain strategy of seeking support (III). Far m ore (10) show  this less 
obviously as a strategy, i.e. as a sub-strategy. Half (9) establish a relation 
w ith the patient (IV) as a main strategy and over tw o thirds (6) use this as 
part of their coping "repertoire". All but tw o use denial of the  severity of a 
situation (V) as a strategy; alm ost a third (6) use this as their m ain strategy. 
All the participants m ake use of diverting strategies (VI). O nly tw o show  this 
as part of their main strategy. O ne third (6) use projective m anoeuvres (VII). 
N o-one uses these as a main strategy.
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Table 7:2 The distribution of m ain strategies (X) and substrategies (x) for 
each  doctor (Doc) as grouped in the described categories 
(l-VIII).

Doc Seeking Seeking Seeking Building Denying Distracting Projective
knowledge solution support relation severity activity manoeuvre

I II III IV V VI VII

1 X X X X X

2 X X X X X X X

3 X X X X X X

4 X X X X X X

5 X X X X X X X

6 X X X X X X

7 X X X X X

8 X X X X X

9 X X X X X X X

10 X X X X X

11 X X X X X

12 X X X X X X

13 X X X X X

14 X X X X X X

15 X X X X X X

17 X X X X X

18 X X X X X

19 X X X X X X

In o rder to  further illustrate the studied doctors' coping patterns, I have used 
th e  results of the  DMT and th e  SASB. The results are presen ted  in the  
following chapter.
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CHAPTER 8

THE DEFENCE MECHANISM TEST 
(DMT) AND THE STRUCTURAL 

ANALYSIS OF SOCIAL BEHAVIOUR 
(SA SB )

The results of th e  survey instrum ents DMT and SASB are first briefly 
p resen ted . The cop ing  patterns I p resen ted  in ch ap te r 7 are thereafter 
com pared  with DMT and SASB results in chapter 9.

The Defence Mechanism Test (DMT)

G en era lly  speak ing , th e  ind iv idual DMT results of th e  p a rtic ip a n t 
physicians show  a pattern w hich frequently occurs in groups of individuals 
not belonging to  a psychiatric clinic (Sundbom 1992). The majority (9) have 
a balanced  and stable defence structure. Som e of the participants deviate 
from the  m ain group in this respect. A few have a subtle structure but show  
m ore c lea rly  than  th e  m ain g roup  conflic ts  a ro u n d  aggression  w ith 
p rom inen t reaction  form ation defences. Som e of the  w om en also  show  
conflicts around the them e aggression. They show  difficulties in defending 
and distancing them selves. They suppress them selves and show  a need for 
control. The conflict seem s to  occur w ithin the fram ework of an intact ego, 
but th e  structure does not show  the  sam e nuances. Som e o thers (3) are 
deem ed  to  have an inadequate ly  resolved authority  conflict. They have 
internalized great dem ands upon them selves and have a tendency  to  turn 
aggression and criticism tow ards them selves.
O n e  partic ipant is distinguished by the fact that he is deem ed to  have a 
conflict around dependency  and independency.
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The Structural Analysis of Social Behaviour

The results of th e  SASB show  a picture for the group w hich on the  tw o 
different rating occasions is alm ost identical (See Fig.8:1). As can be seen in 
Figure 8:1, self-ratings on both occasions are dom inated by cluster 2 (self- 
accepting), follow ed by clusters 4 and 5 (chapter 4 p 54). These results 
have been  com p ared  w ith , on one hand, a so-called  "normal" group  
com prising 52 persons, students and others, aged 20-56 (M=31 years) 
(Bodlund & A rm elius 1993) and, on the o ther hand , another group of 
doctors from th ree  different som atic specialities (Holm 1993). The picture 
(See Fig.8:1 ) w as found to  fit with the "normal" pattern with the exception 
of the cluster w hich reveals positive self-image.

Figure 8:1 SASB. Self ratings of the doctors in the study at the first (Study 
doct bef) and the last (Study doct aft) interview with patient in 
focus related to  com parison doctors (Doct comp) and a 

reference group (Ref grp).
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Part III

INTERPRETATION, 
DISCUSSION AND 

CONCLUSIONS
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CHAPTER 9

RELATIONS BETWEEN THE 
DIFFERENT RESULTS IN THE 

EMPIRICAL STUDY

Coping patterns illustrated by means of the results 
from the DMT and the SASB

An analysis of th e  partic ipan ts ' s tatem ents show s th a t all th e  docto rs 
em ploy  a num ber of strategies, i.e. have a b road  reperto ire  of cop ing  
(chapter 7). A large majority, the "main group", have statem ents w hich can 
be g rouped  w ith in  th e  first six ca tegories of strategy  (i.e. they  seek 
know ledge, solutions to  problem s, support, build up a relation w ith the 
patients, they  deny  the  severity of the  situation and pursue distracting 
activities.

The coping  pattern is thus fairly sim ilar and varied for all participants. All 
those  w ho , accord ing  to  the  DMT, show  a ba lanced , subtle  and stable 
defence structure are to be found in the "main group" described above.

There are strategies w hich certain doctors do  not use. These are striving to  
"seek knowledge", "seek support", "building a relation w ith the patient" and 
"denying the severity of the situation" and finally "projective m anoeuvres". 
Am ongst these doctors there is no uniform agreem ent in regard to  deeper 
defence structures as m easured by the DMT or deviations in the  self-im age 
on the  SASB. H owever, certain tendencies may be seen. A couple of those 
w ho  do  no t "seek support " and w ho do  not at all seek to  "build up a 
rela tion  w ith the  patient" p rod u ce  a DMT p ic tu re w h ich  suggests an 
in a d eq u a te ly  reso lved  aggression  co n flic t or co n flic t in regard  to  
d ependence/independence . O f those w ho do not "build up a relation with 
the patient", all show  conflicts pertaining to  aggression.
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All the  fem ale doctors seek to  "build up a relation w ith the patient". N one 
of them  show s projective strategies. O ne of the tw o participants w ho do  not 
"seek know ledge" is fem ale and her DMT picture suggests both difficulties 
in distancing herself and suppression of her ow n needs. The m ale docto r's  
DMT picture suggests a conflict pertaining to aggression.

A ccording to  the SASB there  are espacially  tw o  doctors w h o  show  self- 
evaluations with a dom inating negative self image. They both have conflicts 
around aggression and different degrees of self-control. The one  w ho  has 
less self-control seeks to  "build up a relation w ith the  patient" to a higher 
degree than  he "seeks know ledge" w hile the one w ith greater self-control 
"seeks knowledge" rather than "builds up a relation with the patient".
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Coping patterns related to conflicting feelings and 
wishes

C oping  strategies m ay also be linked to  the  results of the  analysis of 
conflicting feelings and w ishes w hich has been based on statem ents of the 
total interview material and presented in chapter 6 p86. See Table 9:1.

Table 9:1 The "main conflicts" (A, B, C)in relation to  the distribution of 
main strategy (X) and sub-strategy (x) for each  doctor (Doc) as 
grouped in the described categories (l-VIII)

Doc Major Seeking Seeking Seeking Building Denying Distrac Projec
conflicts knowled solution support relation severity ting tive ma

ge activity noeuvre
A, B, C I II III IV V VI VII

1 A/B X X X X X

2 A/B X X X X X X X

3 B X X X X X X

4 B X X X X X X

5 B X X X X X X X

6 B X X X X X X

7 C/B X X X X X

8 B X X X X X

9 B X X X X X X X

10 A/B X X X X X

11 C/B X X X X X

12 B X X X X X X

13 C/B X X X X X

14 B X X X X X X

15 B X X X X X X

17 C/B X X X X X

18 B X X X X X

19 B X X X X X X
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T able 9:1 show s th a t if th e  large group , w h ich  is d eem ed  to  have 
conflicting feelings only in regard to being frightening (B), is exam ined 
aco rd in g  to  th e ir  cop ing  strateg ies o n e  finds th a t they  show  cop ing  
strategies such as "seeking knowledge", "solutions", "support" and "building 
up a relation  w ith the  patient". N early all of them  em ploy denying  and 
diverting strategies.

W hen w e exam ine the sixteen w ho  seek know ledge w e find tha t in this 
group tw o of those w ho  have statem ents expressing conflicting feelings in 
regard to  being an authority (A) are missing.
They do  not like public appearances and  com petition . Those w ho  do not 
"seek know ledge" to  the sam e extent as their colleagues have, as described 
above, a DMT picture w hich may suggest a conflict in regard to  aggression 
and  difficulty in d istancing them selves and also th e  suppression of their 
ow n needs.

In th e  group (of four) w hich  I in terpreted  in my analysis of conflicting 
feelings and w ishes as being afraid of getting too  involved and avoiding 
intim acy (C) w e find the th ree  doctors w ho  have no statem ents about the  
possibility of "building up a relation w ith the patient". Three of them , in 
com parison  w ith th e  o ther participants, also strive to  a lesser degree  to 
"seek the  support" of colleagues. They have a DMT picture w hich suggests 
an inadequate ly  resolved aggression conflict and a conflict in regard to  
d ep endence  and independence, respectively.
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Conflicting feelings and wishes - DMT- coping

W hen the  correlation betw een conflicting feelings and coping strategies in 
th e  light of defence m echanism s is exam ined  w e ob ta in  th e  fo llow ing 
results show n in Table 9:2:

Table 9:2 The relationship betw een conflicts, DMT and coping 
strategies

Conflicting
feelings

DMT conflict Coping strategies

Authority/
Frightening

Frightening

Intim acy/
Frightening

Authority/
Aggression

Aggression/
Independence

Little intellectualization (they 
seek support and build up a 
relation with the patient )

Balanced/stable M oderate intellectualization

Most intellectualization (they do  
not seek support or build up a 
relation with the patient )

The picture may illustrate the  theoretical idea about how  each  individual 
nurtu res a behav ioural/em otional response in o rder to  p ro tec t him self 
and/or resolve the cause of conflicting feelings. Those w ho  have difficulties 
w ith com petition show  less evident intellectualization strategies than  those 
w ho  seek em otional support w hile  those w ho  have problem s to  do  w ith 
getting involved em ploy intellectualization strategies to  a greater degree.

The survey has not been designed to allow  an evaluation  of w hether the  
doctors ' cop ing  strategies are adaptive or m aladaptive. The SASB show s 
tha t the doctors, com pared  w ith a normal population (students) evince less 
self-love. This is mainly so for the fem ale doctors.
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CHAPTER 10

CONCLUDING ANALYSIS AND 
DISCUSSION

"It d istresses m e tha t so m uch w hich is published on cop ing  deals w ith 
trivial issues in over-sim ple, one-session research designs w hen  so m uch 
needs to  be done" says Lazarus (1993 p245) alm ost thirty years after he had 
in troduced  the  co n cep t of coping. Today he still sees a need for studies 
w here small groups of individuals are studied. He assum es that data on the 
cop ing  processes w ould  be far m ore meaningful and useful if one  knows 
the  individual's thoughts and actions in specific situations. He claim s tha t 
so far in studies "thoughts and actions tend to  be disem bodied" (p242) from 
the persons being studied.

This study has used a type of design that Lazarus w as proposing. A small 
group of individuals has been  investigated using a m ethod in tending to 
in tergrate though ts and behavioural responses in th e  individual being 
studied.
O bviously , series of interview s w ith experienced  physicians at different 
stages of the cancer disease have not been carried out before. A system atic 
an a ly sis  o f p h y s ic ian s ' d ifficu lties , co n flic ts  and  c o p in g  from  a 
psychoanalytical perspective has not been carried out before either. In this 
s tudy  conflic ting  feelings and  w ishes con tribu ting  to  th e  physic ians ' 
difficulties have been  analyzed and the physicians' coping patterns have 
been  in terpreted on th e  prem ise that in every coping  strategy th e re  is a 
striving for psychological balance.

In the following section I first report and discuss a sum m ary of the results. 
These are then  com pared  w ith the  earlier studies reported in chap ter 2. 
After that there follows a discussion of the m ethod of the  survey, the  effect 
of the study on the participating physicians and the practical im plications 
for clin ical w ork and finally proposals for educational program m es and 
research.
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Discussion of results

Difficulties

The physicians have difficulties w hich have been classified in th ree  main 
dom ains, nam ely: how  the physicians perceive the disease, the patient and 
their ow n reactions.

In the  first category belong difficulties w hich reflect dem ands for m edical 
know ledge and w hich influence the disease. An exam ple of this difficulty is 
the doctors ' differing concepts of the indications for cytostatics at different 
stages of the  d isease. This m atter is perce ived  by som e physicians as 
lead ing  to  d ifficulties w hen  in troducing  and co -o rd in a tin g  trea tm en t 
routines. They say that this has consequences for the course of the  disease. 
P roblem s w hich  reflect tech n ica l dem an d s are  also  inc luded  in this 
category. Limitations in the diagnostic procedures, i.e getting good biopsies 
or avoiding bleeding, are exam ples of this.
In add ition , to this category belong organizational shortcom ings w hich  
might limit the  m edical and technical equipm ent. It can be difficult to  get 
exam inations done w hich one has requested and to  w ait for the results. 
Shortcom ings in the  organization of policlinical w ork lead to  tight tim e
fram es per patient. C onsequently  there is som etim es too  little tim e to get 
enough  data  for m aking a proper diagnosis and for selecting  adeq u a te  
therapy.

H ow ever, in general the  physicians say tha t they  have relatively  few 
difficulties concern ing  their m edical and technical know ledge. O ne fifth of 
the statem ents seem s to belong to this first category.

Statem ents w hich have been deem ed as belonging to  the  second category 
of difficulties w here the  patien t is in focus, reflect problem s concern ing  
lim ita tio n s  in th e  p h y s ic ia n 's  k n o w led g e  of c o m m u n ic a tio n  and  
psychological caring. O ne  fourth of the statem ents belong to this category. 
M any doctors say that it is difficult to inform silent patients or those w ho do 
no t seem  to  react. Som e see difficulties in interpreting or observ ing  all 
levels of com m unication - "probing" the patient's m ind.
A lm ost all the  d o c to rs  report difficulty  in tw o-w ay  co m m u n ica tio n  
especially  w hen the tream ent is not helpful. They say that it is hard to talk 
w ith the patient once the cancer has dissem inated, to  tell them  that there is 
no o ther tream en t to  offer. It is not just the  fact th a t the  do c to r lacks 
effective m edical alternatives but it is also hard to adop t a professional 
attitude. This is described  as "professionalism " and as the know ledge to
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read the  p a tien t's  feelings and to  in terpret how  m uch the  p a tien t has 
un derstood . This also  inc ludes know ing how  to  h an d le  th e  p a tien ts ' 
reactions. Som e doctors relate how  this difficulty is particulary prom inent 
w hen  o n e  has to  face a new  patien t. This is th e  case  w hen  o n e  is a 
consultant doctor or "on call".

M ore than half the statem ents reflect difficulties w hich are related to  the  
physic ian 's  ow n reactions. It is not surprising th a t th ese  difficulties are 
p red o m in an t. It can  be frustrating to  be in a m edically , tech n ica lly , 
organizationally  and interactionally problem atic situation. In this study the  
physicians report tha t they  have m edical and  techn ica l know ledge and 
experience of m ost situations of the earlier phases of cancer diseases. This 
is the  case  even in th e  term inal stages of th e  d isease. The em otional 
difficulties arise above all w hen the chosen therapies fail. In this situation it 
is ev iden t tha t th e  different categories overlap. This situation  seem s to 
trigger off all the categories of difficulties. The dem ands on m edical efforts 
are  accen tu a ted , as is th e  psychological caring  and o n e  ex periences 
problem s dealing w ith one 's  ow n reactions. In particular, the difficulty of 
judg ing  th e  tim ing for w hen  to  start a trea tm en t is d iscussed . This is 
especially  difficult w hen the physician is not familiar w ith the m ethod or he 
has to  give life-threatening treatm ent.

A lm ost all the doctors find it em otionally  difficult in situations w here  the 
pa tien ts  do  no t a cc ep t th a t th e  the rap y  has failed  and th e  d isease  
progresses. The physicians feel that they should not give treatm ent but they 
still do. Some m ake the com m ent that they do so because  they  are treating 
their ow n anxiety.

It is no surprise that doctors experience difficulties w hen the patients have 
relapses or w hen the treatm ent of relapse fails. However, it is a rem arkable 
observation  tha t half the  doctors m ention th a t the  rem ission period is 
difficult for the doctor himself. He know s a "painful fact". He expects a 
relapse. The doctor has experienced  this m any tim es before and fears that 
he will be confron ted  w ith the  patien t's  w orry, anxiety and grief if th e  
relapse com es up. The patient and the doctor may have to face the patient's 
dying in the end despite the present remission.

The investigation show s tha t the  physician 's  frustration and suffering is 
often related to  organizational matters. For instance, som e doctors express 
difficulties w ith loyalty tow ards colleagues in an com petitive organization 
and personal needs are view ed as private and w ithou t relevance for the  
work.
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Som e say that it is em otionally  taxing. They have a sense of betrayal and 
guilt, w hen  they draw  a line betw een them selves and the  patients. This is 
the case w hen they leave the patient and at the sam e tim e allow  them selves 
som e private space in o rder to  do  research, have a vacation or a private 
life. M any say that the delim itation dam ages continuity  but it is a necessary 
condition if the doctor has to  cope with his work.

In this presentation of the difficulties of the physicians it has been show n 
th a t they  m ainly have difficulties w ith their ow n reactions. Their w ork 
entails that they face situations tha t can reactivate conflicting feelings and 
wishes.

Conflicting fee lin g s  a n d  w ish e s

In this study m ainly three main conflicts could  be identified: conflicting 
feelings and w ishes related to  authority, to  frightening and injuring and to 
intim acy/distance.

O n e  sixth of the doctors speak of how  they struggle w ith their conflicting 
feelings in regarding them selves as authorities vis-à-vis the patient. This 
conflict is of less im portance in the term inal stage. The position then  seem s 
to  have sw itched  from a docto r/healer to  a doctor/fellow  hum an-being  
relation.

They all report conflicting feelings about giving the patient inform ation and 
trea tm e n t w hich  m ay harm  or frighten him . They struggle w ith  th e  
unrealistic idea that one can give a frightening m essage w ithout the patient 
becom ing  frightened. This is a problem  w hich can  be aggravated if one 
feels a conflict abou t being an authority or being in close con tact w ith a 
patient.

Slightly less than a quarter of the  doctors m ention difficulties in finding 
solutions to  how  they  should determ ine their d istance to  the patient. They 
express their fear of losing their "professionality" and describe their fear of 
not being able to  be objective.

The analysis of the  physicians' coping  strategies show s that th e  doctors, 
w ithin the  fram e of the  organization , have orien ted  them selves tow ards 
w ork w hich  gives them  as few conflicts as possible. The physicians w ho 
show  conflicting  feelings of being  an au thority  w orks in a field w here 
com petition and leadership play a lesser role in the work than, for exam ple,
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intim acy w ith the patient. H ow ever, those w ho  have conflicting feelings 
tow ards intim acy with the patient copes with this above all by w orking in a 
field w ith limited patient contact. In this w ay, the  individual docto r avoids 
being confronted w ith his conflicts. The im portant question is w hether the 
doctors' m ethods of coping are adaptive or m aladaptive. A nother im portant 
question is w hich coping strategy is most rew arded by the organization in 
w hich  the  doctor is w orking. I will return to  this question in the  section 
w here proposals for educational program m es are discussed.

C oping  s tra te g ie s

In the  following, it is reported how  the doctors in this study cope w ith their 
d ifficu lties. T heir co p in g  stra teg ies have been  g ro u p ed  in to  seven  
categories: "seeking know ledge", "seeking solutions", "seeking support", 
"build ing up a rela tion  w ith the  patient","denying the  severity  of the  
situation","distracting activities" and "projective m anoeuvres".
M ost of the  doctors "seek know ledge". They seek support from scientific 
literature and em phasize the significance of know ledge in the professional 
role. They try at the sam e tim e to  prepare them selves and form a picture of 
the  history of the illness and of the patient before each  m eeting. They seek 
inform ation  from th e  p a tien t and  th e  pursu it o f regu lar ch an n e ls  of 
inform ation "to find out exactly how  things go".

All the  physicians "seek solutions", i.e tackle the disease as an intellectual 
challenge, as part of their coping strategy. This strategy m eans not only that 
one can reform ulate the situation into a soluble problem  but there is also an 
ev iden t activity in this strategy. O n e  confronts reality  and undertakes 
ap p ro p ria te  m easu res. O n e  seeks so lu tio n s  on th e  basis o f o n e 's  
understanding. This is not suprising. The physicians are educated  to  do so 
and it is their duty.

M ost of th e  doctors also "seek support" from co lleagues as part of their 
coping  strategy. They share concerns and talk with others. They seek and 
use constructive help from others.

W hat is rem arkable and has not been show n earlier is tha t alm ost all the  
doctors, fifteen ou t of eighteen, state tha t by "building up a relation" w ith 
the  patient they can  gain insights into the most central of life's questions, 
questions about how  to  cope w ith life and death. Half the doctors say that 
they have this strategy as their main strategy. It is said tha t the  challenge of 
the doctor's  work is to find solutions to difficult problem s (Fain 1989).

115



The estab lishm ent of a relation w ith a can ce r patien t can  be a w ay of 
obtaining m ore know ledge about w hat it is like to  live w ith the know ledge 
that one 's  lifetime is limited.
The m ajority of the  doctors say that once  the  patient has w orked through 
his d isappoin tm ent and outrage at not being able to stay alive, then  being 
together and the  conversations w ith these  patients are both essential and 
rew arding. The patient's ability to react and cope with this difficult situation 
is significant for the docto r as a person. O n e  physician says that he arm s 
him self w ith the  patien t's  help. B ennet's (1987) claim  tha t in every doctor 
there  is a patien t em erges most clearly  in these m eetings in the  term inal 
stage.

An interesting observation in this study is that the pattern of coping  for the  
w hole group show s that the doctors to a higher extent seek a relation with 
th e  pa tien ts  th an  w ith  the ir co lleagues. In th e ir  re la tions w ith the ir 
co lleag u es  they  seek  to  clarify m ethods of trea tm en t. This can  ease  
discom fort in the decision making process. But it is not ev ident tha t they 
use the  support of their colleagues simply to  talk about their em otions even 
though over half the stated difficulties are to  do with the physicians' ow n 
suffering and  frustration. The custom  of seeking em otional support from 
colleagues is unknow n, especially at the larger clinics in this survey.

M ost of the  physicians have statem ents w hich reflect their attem pting to 
gloss over, "deny the  severity of the situation". They use hum our together 
w ith co lleagues and w ith the patients, too . They adm it th a t they  show  
"grim" or "macabre" hum our, cynicism  or a "thick-skinned" attitude.

All th e  docto rs  consciously  or unconsciously  undertake  "distracting 
activities" w hich are devoid of con tact with patients, such as research and 
adm inistration or o ther activities w hich allow  them  to avoid the  patient. 
This strategy may m ean tha t the  doctors use distracting activities to  help 
them  cope  w hen therapies fail and patients die.

O n e  sixth of the  physicians have statem ents w hich  can be interpreted as 
"projective m anoeuvres". They reflect an attem pt to  project discom fort and 
shortcom ings onto colleagues or the organization.

All th e  docto rs  in th is study are  ex p erien ced . T here are  no ev iden t 
differences in their coping patterns connected  w ith w hether they have been 
in th e  field for 10 or 20 years. O n e  can  d iscern  a ten d en cy  th a t the  
oncologists (7 ou t of 11) to  a higher degree establish a relation w ith the 
patien t as a m ain strategy com pared  w ith those  w h o  have som e o ther
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specia lity  (2 o u t of 7). As for th e  rest of them , th e re  are  no ev iden t 
differences betw een the groups in regard to  coping patterns.
The sex distribution is uneven for the group of experienced  doctors w hich 
has been  stud ied , fourteen  m en and four w om en . A llow ing for this 
im balance, ten d en c ies  to  differing strategies can  be seen . O f th e  eight 
docto rs  w h o  use know ledge-seeking  as the ir m ain strategy, seven  are 
males. O f the  tw o w ho do not use this strategy at all, one  is m ale and one is 
a fem ale. Both of them  show  conflicting feelings about being an authority 
and  both find it difficult to  assert them selves in th e  face of intellectual 
com petition . All the  four fem ale doctors are am ong th e  n ine w h o  use 
relating to  the  patien t as their m ain strategy. Those w ho  do  not use this 
strategy show  conflicting feelings about intim acy and aggressiveness and 
dependence; they are males.

Some coping  researchers (chapter 3 p42) have described how  people deal 
w ith testing  situations by m odifying the ir feelings tow ards them  or by 
seeking to  achieve changes in the environm ent, e.g. the organization.
In this study, I have focused on how  the  doctors use the  regulation of 
em otion . The doctors em ploy strategies w hich  seem  to  be universal for 
individuals w ho are close to  death (chapter 3 p43).

Comparison with earlier studies

V achon (1987) and H olm  (1993) have carried  ou t interview  surveys in 
o rder to  study physicians' coping. Feifel (1965) conducted  interview s to  
study physicians' a ttitudes tow ards death . N one of them  have explicitly 
studied doctors in their work with cancer patients. D irect com parisons w ith 
o ther studies are difficult to m ake as both the  spheres of interest, i.e the  
focuses, and the  m ethods of the surveys are different. Earlier investigations 
on physicians have focused on the sym ptom s of stress and/or on the social 
conseq u en ces  w hich the w ork entails. In this investigation the  focus has 
been on experienced  doctors w orking w ith cancer patients, their reactions 
and subjective experiences of coping with their work.

I have found reaction patterns that w hich resem ble w hat o ther researchers 
(Gorlin 1983; Bennet 1987; V achon 1987; Fain 1989; M aquire 1989) have 
described by observing m edical students and doctors on training courses or 
in w ard contacts. D octors som etim es feel insecure, frustrated, helpless and 
unsuccessful.
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W ith my theoretical fram e of reference, i.e. by using a psychoanalytical 
perspective on coping, I have tem pted to  find a w ay to understand and to 
e lu c id a te  the  "adaptive m anoeuvres" (Fain 1989; V achon 1987) or th e  
"defensive strategies" (Fain 1989; Feifel 1965; Bennet 1987; Gorlin 1983; 
M cCue 1982; M aguire 1989) w hich other researchers have described.

If one com pares the  behavioural responses w hich the  cited authors have 
observed  w ith the  categories of coping  tha t I have described , a pattern 
appears w ich is show n in Table 10:1. As one can see, w ith few exceptions, 
th e  docto rs  "seek know ledge" and "solutions" and  strive to  "deny th e  
severity of the  situation". A greem ent am ong the reseachers is not the sam e 
in regard to  their opinions on w hether the physicians "seek support", "build 
up relations w ith the  patients" or use "distracting activities" or "projective 
m anoeuvres".

Table 10:1 O bserved behavioural responses in earlier studies (Study) 
com pared with the categories of coping strategies (l-IIV) in 
this survey

Study

Seeking Seeking 
knowled- solution 
g e

1 II

Seeking
support

III

Building Denying Distrac- 
relation severity ting

activity 
IV V VI

Projec
tive ma
noeuvre 

VII

Fain X X X

McCue X X X X

Gorlin X X X X

Vachon X X X X X X

Maquire X X X

Bennet X X X X

Feifel X

Holm X X X X X X

And roe X X X X X X X
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The doctors in this survey seem  to  have a broad cop ing  reperto ire  in 
com parison to  w hat has been observed in the earlier studies excep t for the 
studies by Holm  (1993) and V achon (1987). The latter has not studied the  
physicians separately (chapter 2 p23).

In the repertoire of doctors there are strategies w hich imply that the doctors 
in this study "seek know ledge", "seek support", "deny the  severity of the  
situation" and use "diverting strategies" w hich in som e w ay entail tha t he 
avoids patients, as M cCue (1982) and Gorlin (1983) has observed.
Som e doctors in this study also adm it that they avoid patients in o rder not 
to "burn out" or because they lack the necessary education.

M cCue (1982) and Gorlin (1983) do  not discuss this avo idance from the  
p erspec tive  of w h ich  conflic ting  feelings th e  co n fron ta tion  w ith  th e  
seriously ill patient may arise. Nor do Vachon (1987) and Holm (1993) w ho 
have  ca rr ied  o u t in terv iew  stud ies. H ow ever, th ey  d o  s ta te  th a t 
depersonalization  and distancing tactics may be a w ay for the  doctors to  
cope with the pressure.

The cop ing  categories in this survey have been  categorized  by using a 
theoretical fram e that em phasizes that defence m echanism s play their part 
in the individual's various attem pts to cope in a given situation. Therefore it 
is a lso  of in te res t to  e lu c id a te  th e  c o n n e c tio n s  b e tw een  d e fen c e  
m echanism s and coping  described  earlier in reported studies (chapter 3 
p45) and the coping categories resulting from this survey, as they have been 
categorized according to  the sam e theoretical frame, see Table 10:2.

A physician w ho uses inte 11 eq u a liza tio n  as his m ain defence m echanism  
may at the sam e tim e be unable to  vary his repertoire of defence strategies. 
He m ight be regarded as having "seeking know ledge" as his m ain coping 
strategy. He may on the o ther hand be an all-know ing doctor if he never 
"seeks support" from his co lleagues nor "builds up a relation w ith the  
patient" and projects his helpless part onto the patient.

The reluctance tow ards discussing psychological distress and death  may be 
deem ed  as th e  physician 's  strive to  m inim alize the  im portance of these  
questions. That may be an expression of denying and also a projection of 
the physician 's ow n limitation and insecurity.

The striving to  isolate and to  "seek a solution" to  every situation may lead to  
stereotypical behaviour and may have the consequence that the doctor has
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to  reform ulate the situation in order to m ake it soluble. This may lead to the 
physician not listening to the patient's needs.

A no ther d o c to r m ay be inc lined  to  co n sp ire  w ith  th e  p a tien t. He 
reform ulates the problem s to subgoals. In this w ay he can m aintain his ow n 
and the  patien t's  "denial of the severity of the  situation" and may reinforce 
his defence m echanism  of denial.

The need  for d ependen t patients may be an expression of a projection of 
the helpless part of oneself on to  the patient.

The jok ing  or using euphem ism  m ay be a w ay  to  repress or deny  
psychological distress.

The addiction to  w ork may be deem ed as a disinclination and inability to 
confron t o n e 's  ow n psychological distress and m ay find expression  in 
"distracting activities" and "denying of the  severity of the  situation". The 
underlying defence m echanism  may be denial or reaction form ation.
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Table 10:2 The connection  betw een coping consepts that have been 
described in the reported studies (chapter 3 p45) and the  
coping categories (l-IIV) in this survey

Coping
consepts

Seeking Seeking Seeking Building Denying Distac- Projec- 
knowled- solution support relation severity ting tive ma
ge activity noeuvre 

1 II III IV V VI VII

The allknowing 
doctor

Reluctance to 
discuss pain and 
death

Reformulating

Conspiration with 
the patient

Denial of death

Dependent
patients

Cynism

Addiction to 
work

X X  X

X X

X X 

X X

X

X

X

X X X

In this study there are exam ples of individual physicians w hose am bition it 
is to  be a ll-know ing. T here are also  docto rs  w ho  at tim es d isp lay  a 
resistance to  d iscuss the illness and its im plications, above all w hen  the  
illness is in rem ission or w hen  trea tm ent of relapse fails. This is chiefly 
w hen the  doctors m ake use of "selective understanding" (M aguire 1989) 
w hich m ay m ean that the doctor only selects inform ation he gets from the 
patien t w hich he can treat and reform ulates the situation into a trea tab le  
one. M any doctors also say that it is easy to  conspire w ith the patient and
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not solely concen trate  on the sym ptom s w hich can be treated but in m any 
cases offer "straw-catching" treatm ent.
The physician gives treatm ent although he knows that it will not w ork, in 
order to  spare the  patient and him self being confronted with talking about 
death.

The need for d ependen t patients has not been expressed by the doctors in 
this study. O n the contrary, som e see a risk in binding the patient too  close 
to  them .

Cynicism  is described as a beneficai regulator. Almost all the doctors say 
th a t th e y  now  and  th en  use th e  "deny ing  of severity" in th e ir  
com m unication  and a third of them  say that they regularly use this coping 
strategy.

The addiction to work, i.e the  opportunity to lose oneself in m uch work, is 
nam ed as a w ay of not thinking or m ourning w hen the patients have died.

Holm  (1993) has seen tha t doctors can get stuck in rigid behavioural 
responses. M aguire (1989) says th a t doc to rs  w ith rigid behav ioural 
responses have difficulty to change. This may lead to self-contem pt: w hich 
in this study is suggested by the  SASB results (chapter 8, p102). This self
con tem pt is, in this study, may be linked w ith an inability to find a good 
solution to  the conflict w hich exists betw een family and work, and betw een 
w ard  du ties  and research  d em ands, respectively . In th is study, self
co n tem p t is also expressed by those  w ho  do  not feel valuab le  in the  
organization. They feel that their clinical w ork is not appreciated . H ere to, 
belong those w ho feel that they are "shirking" their clinical duties or "letting 
down" the  patient w hen they do  research or take tim e off and finally, those 
w ho  feel torn betw een work and home-life.

A num ber of doctors in this study resolve the  conflicts described  above 
w ithou t having to  overlook the com plexity of their w ork. They succeed  in 
delim iting  them selves both in their research and in the ir c lin ical work. 
O thers  a re  less successful at delim iting  them selves and overlook  th e  
com plexities. They choose either research or clinical work, w ork or hom e- 
life, loneliness rather than the  com pany of others. Som e of them  say that 
they are not conten t w ith their w ay of coping with this conflict. They do not 
experience enough psychical balance. They express self-contem pt.
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O n e  of the  coping strategies w hich  is p redom inant in th is study has not 
been paid attention to in earlier studies. It is the strategy of "building up a 
relation" w ith the  patient. The doctors adm it that they feel psychological 
distress and sorrow  together w ith the patient, but at th e  sam e tim e they  
experience that the relation and the  contact with the cancer patients is from 
a existential point of view  of great value. They say tha t o n e  of the m otives 
for their w ork is the establishm ent of a relation with these patients. This is 
com plicated  by the conflicting feelings and w ishes the m eeting w ith them  
rouses.

Discussion of the method

The intention of this study has been  to  try to  understand how  a group of 
physicians w ho  are in charge of cancer patients experience and m anage 
their w ork. In the literature on m ethods (Berglund 1983; Starrin et a l.1991) 
good reasons are  given for using a q ualita tive  m ethodo logy  for an 
investigation of this kind w here the intention is to  integrate thoughts and 
behavioural responses in the individual being studied.

In the presentation I have tried to  follow w hat Starrin (1991) states tha t a 
study based on one type of qualitative m ethodology should include. That 
is: an em phasis on the need for deeper know ledge in the field, a description 
of th e  selection  of the participants, the  role of th e  investigator and th e  
presen ta tion  of the  results by grouping data  in categories illustrated by 
quotations from the interviews, tables, interpretive com m ents and finally a 
descrip tion  of th e  research  process and a sum m ary  of p ractical and 
research im plications.

The concep ts  of validity and reliability, w hich in traditional quantita tive 
research are the  criteria for th e  quality  of the  study is often rep laced  in 
qualitative research by credibility (Berglund 1983).

In the  follow ing the  credibility of this investigation and its interpretations 
are discussed.
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T h e  credibility of th e  investigation .

A num ber of criteria are regarded to be of im portance in distinguishing a 
cred ib le  investigation (Sundberg 1988). To these belong the fact that the  
investigator shou ld  no t m isunderstand  or be u n acq u a in ted  w ith th e  
situation and the phenom ena w hich are investigated. The interview er in 
th is study has a com prehension  and an ex perience  of tw en ty  years of 
clinical w ork as a physician, seven of them  as a gynaecological oncologist. 
This m eans tha t I am  w ell acquain ted  w ith the  w ork. I have a cultural 
com petence that has helped me to focus on certain areas of the  daily work 
of the participant physicians w hich have been fam iliar to  them  and to me. 
This m eans that I have been able to  pose interpretive questions to  m ake 
sure th a t I have understood  th e  physician  correctly . I have asked th e  
physicians w hat they  felt, thought, said and did at the m eeting w ith the  
patients in different phases of the  cancer disease (chapter 4 p51). I did not 
ask direct questions about difficulties and coping strategies. I have had no 
ready hypothesis about the difficulties or coping strategies. For exam ple, in 
regard  to  the  d istribution  of difficulties, I had no expec ta tions . It is 
interesting that the num ber of interviews, i.e. the length of the relationship, 
does not seem  to  have influenced the  distribution of sta tem ents in th e  
different categories. Statem ents about intrapsychic diffculties are the  most 
num erous regardless of the  num ber of interview s w ith  the  individual 
docto r. Thus th e re  is no link betw een  th e  num ber of interview s and 
difficulties w here the doctor himself is in focus.
O n e  consideration is that the physicians may have answ ered in a w ay that 
they think I w anted. The material from the interviews does not support that 
such system atically altered statem ents occur. All interview s are recorded  
and transcribed and may be re-exam ined.

T h e  credibility of th e  in te rp re ta tio n s

Kvale (1989) states that th ree im portant levels should be observed in order 
to  m ake the interpretations of the interviews credible.

The first level is self-aw areness. I have been aw are tha t my ow n feelings 
and behavioural responses tow ards the doctors and how  I experience their 
fee lings and  b eh av io u ra l resp o n ses  w o u ld  co m e  to  in flu en ce  my 
in terp re ta tion  of th e  m aterial. Therefore, by m eans of superv ision  by 
psychologist A-L Kindås Burman throughout the  entire series of interview s 
and during the  processing of the  data, I have had the opportunity  to  w ork 
w ith my ow n reactions to  the interviews. I have felt this to  be significant so
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that I w ould not fail to see other difficulties or solutions than those w hich I 
have experienced.

The second level, i.e. com m on-sense level, m eans tha t the  interpretations 
should be so well docum ented  and  unquestionable tha t the  reader can  see 
if there is a connection  betw een the interpretations of the investigator and a 
laym an 's com prehension . This level is addressed for by the w ay the study 
has been presented with quotations linked to interpretations and categories 
in chapter 5, 6 and 7.

The third level, the  theo re tica l one , m eans tha t th e  theory  shou ld  be 
relevant to  the field of research and that the interpretations follow logically 
ou t of the  theory. This level is catered for by the theoretical presentation 
w hich is reported in chapter 3 and by the the  discussion in chapters 9 and 
10.

In qualitative studies, one can not generalize results from a group of cases 
to  a population in the  traditional quantitative m anner. In the analysis of the  
material I have exam ined every interview and series of interviews for each  
individual physician. In the presentation of the results (chapters 5, 6 and  7) 
I have tried to  describe the distribution of the statem ents of the  individual 
docto r in the different categories. In the discussion (chapters 9 and  10) I 
have also tried to describe the pattern of difficulties and coping strategies of 
the  group of physicians w ho have participated and finally I have com pared 
these with observations from earlier studies.

The aim  has been to  identify specific difficulties and coping  strategies for 
the  individual doctor participating in the study and to  find patterns w hich 
could  be com m on to the others in this study.
Researchers such as Patton (1990) say tha t it is the  task of th e  reader to  
judge w heth er the  in terpretations and the  degree of genera liza tion  are 
cred ib le. O thers (Engquist 1990) suggest tha t an investigation should  give 
the reader a "shock of recognition".

In o rder to  get som e idea of w hether the  categories  in this study are 
c red ib le  I reported them  for the physicians w hen the  survey w as over. I 
reported my analysis of the  difficulties as well as my interpretation and 
ca tegoriza tion  of conflicting  feelings and behavioural responses to  th e  
doctors. The reporting w as carried  ou t both in groups and individually  
according  to  the doctor's  w ishes. The doctors have recognized them selves 
in the descriptions w hich have been presented. They have m ade com m ents 
and given further inform ation w hich I have taken as confirm ation of the
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validity of the  interpretations and categorization. Thus it can be assum ed 
th a t my in terpretations are c red ib le  and there  should  be a basis for a 
discussion of o ther doctors w ay of working w ith cancer patients.

C o -ev a lu a to r

In o rder to  find ou t to  w hat degree my categories are to  be found in the 
em pirical material I have asked others to  exam ine my interpretations and 
categories. During the process of analysis and categorization of the  w hole 
m aterial I have had a continuous discussion within a relation of supervision 
with Ulla Holm Ph.D ., D epartm ent of Education, U ppsala University. 
Elisabet S undbom  Ph.D ., D epartm en t of A pplied Psychology, U m eå 
U niversity has furtherm ore analyzed conflicting feelings and behavioural 
responses independen t of my categories in three series of interview s i.e. 
tw enty interviews. The interpretations in tw o ou t of three interview s series 
agree w ith the judgm ents of the doctors' conflicting feelings and w ishes. In 
the  case w here the interpretation does not agree the question is if there is 
an in trapsych ic conflic t or if it is a conflic t in th e  ou te r w orld . The 
evaluations of the  cop ing  strategies of the physicans1 in these  interview  
series show  an 80 % agreem ent.

Data from the psychological tests The D efence M echanism  Test (DMT) and 
Structural Analysis of Social Behaviour (SASB) agree w ith my interpretation 
tha t the  m ajority of the doctors experience and relate to them selves and 
threatening  situations in a similar m anner but that there are variations. The 
DMT and SASB do  not m erely lend my interpretations greater validity but 
they can  also con tribu te  to a better understanding of the functioning and 
variation in the coping patterns.

Effects of the study on the physicians

The m ethodology  of this study has con tribu ted  tow ards show ing  tha t 
doctors have difficulties connected  with experiences in their inner worlds. 
The doctors have through out the interviews been given confirm ation that it 
is legitim ate to have difficulties. "Our conversations have m ade m e think," 
says o n e  of the m ost experienced  doctors. He says that, for m ore than  
tw enty  years, he has not had any confirm ation tha t w hat he has felt w as 
norm al or of any consequence. He adm its tha t he has a negative self-image 
w hich is confirm ed by his SASB result. O ther doctors offer exam ples of how  
they feel them selves to  be em otionally "overloaded" or like "bits of metal"
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(chapter 6 p 84). U nanim ously, the doctors say that it has been a pleasure 
and a help to  have been able to  talk about their reactions and behavioural 
responses. It has aw akened a need to  acquire m ore know ledge. M ore than 
half say th a t they w ould  like to  have better know ledge abou t their ow n 
reactions and behavioural/em otional responses and a third, at the  end of 
th e  period of contact, explicitly m ention tha t they w ould like to carry on 
the  process of selfanalysis. They ask for the  nam es of peop le w hom  they 
can turn to. Some have sought therapeutic support as the study has com e to 
an end.

I interpret this as an expression of a genuine need in a group of individuals 
w h o  have been  d isc ip lined  not to  th ink  abou t th e ir  ow n em otional 
difficulties or needs but rather to  put o thers ' p roblem s and needs first. 
Perhaps it is the case that those w ho  can not accep t such a focusing on 
other peop le 's problem s move on to  other professions.

Discussion of pedagogical and clinical implications

Feigenberg (1976) m aintains tha t three dem ands should be m ade of doctors 
in th e  ca re  of dy ing  patien ts, nam ely  se lf-know ledge , em p ath y  and 
k n o w led g e  of d ea th . Em pathy en ta ils  s im u ltan eo u s  em o tio n a l and  
intellectual activity and presupposes self-know ledge. The survey has shown 
tha t the  great m ajority of doctors have, through their clinical experience, 
acquired  their ow n know ledge of psychological processes and learnt how  
to  tack le  psycholog ically  tax ing  situations. But they  lack a com m on 
vocabulary  for these processes and behavioural/em otional responses. Such 
know ledge has not attained sufficient status such tha t it is d iscussed in 
formal groups or on the rounds.

The cop ing  patterns show  tha t the  physicians do  not "seek support" as 
naturally as they "seek knowledge" or "seek solutions". There are physicians 
in this study w ho have the idea that som eone w ho expresses difficulties, 
shortcom ings and uncertainty is view ed as com pletely  w eak or uncertain. 
They do not believe in getting any help by discussing difficulties together 
w ith o ther physicians in the w ay that Balint (1966) has suggested (chapter 1 
p14).

O n e  may ask how  doctors, w ho  grow  up in a cu lture w ithou t train ing  to 
notice their ow n feelings, w ho do not have the know ledge or vocabulary  to  
put feelings into w ords and w ho do  not regard feelings as im portant, can be 
expected  to  have the necessary know ledge, vocabulary  or respect to  deal
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w ith the patients' feelings. W e can not expect doctors to understand their 
fee lin g s  o r ev en  less be p ro u d  of th e ir  re a c tio n s  and  th e ir  
behav io u ra l/em o tio n a l responses if they  are consid ered  un im portan t, 
private, as "non-problems". Feelings are silent but not "silent" know ledge.

M cCue (1982) asserts that physicians as a group show  a reluctance to talk 
abou t their difficulties (chapter 1 p i 5). The doctors in this study are  not 
averse to  talk ing abo u t these problem s, but they  are inexperienced . As 
A llison (1981) ea rlie r  observed , the  docto rs  have been  in terested  in 
exploring the interaction w ith the  patients and their ow n reactions. Two 
physicians dropped  ou t before the interview series started and one  moved 
because he w as offered a new  job. The others have fulfilled their contracts 
w ith me.

A study on medical students (Holm & Aspgren 1994) shows that em pathetic 
ability  covaries w ith w heth er th e  m edical s tuden t has th e  form alized 
possibility to  confron t in a small group his ow n reactions to  m eeting a 
patien t and the  possibility to  understand  patien ts ' reactions. The great 
m ajority  of docto rs  have the ir roles as d iagnostic ians and  givers of 
treatm ent defined by the m edical system. But situations in w hich the  doctor 
becom es afraid, d isappointed, sad, fed-up or in love w ith the patient, i.e. 
w hen  he reacts, are not so clearly  defined by the  m edical educational 
system. They are above all not defined as relevant. They are not just glossed 
over as "non-problem s" but they are dow n-graded  to  som eth ing  w hich 
affects only the w eak and unprofessional (chapter 5 p74).

It is ev ident that an analysis of one 's  ow n behavioural/em otional reactions 
and responses depends on how  one is received by others. Several of the  
participants said at the  outset of the interview series that they could  hardly 
see them selves talking about their ow n reactions in groups. Those w ho 
"seek support" are very careful about w hom  they turn to. They are fastidious 
abou t w ho  they open  them selves to. It seem s that the larger the clinic the  
m ore the doctor is left alone to seek support for his ow n reactions.

The docto r's  profession presupposes tha t the physician has certain  skills. 
This s tudy  show s th a t th e  physicians in th is investigation  p erce ive  
them selves to  have m edical, techn ica l and  com m unica tion  skills. But 
besides these  skills it is said that com prehension  of the w ork is im portant. 
"Building up a relation" is a crucial motive w hy the physicians in this study 
have chosen to work with cancer patients. Therefore it is significant that the 
d o c to r 's  edu ca tio n  recognizes th a t the d o c to r's  w ork in certa in  fields 
req u ires  a ce rta in  aw aren ess , a ce rta in  d eg ree  of se lf-k n o w led g e
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(Feigenberg 1976). This is of particu lar im portance in the  trea tm en t of 
cancer w here not m ore than 50%  of patients are cured. M any patients stay 
alive w ith ch ron ic  diseases, w orry and fear of a relapse (Bolund 1990; 
Drugge 1988; Gyllensköld 1976; Tishelm an 1993). The doctor works in an 
o rgan ization  w hich  largely consists of situations w h ich  he is scarcely  
educated  to  deal w ith.

Proposals for educational programmes

Gorlin (1983) asserts tha t educational program m es w hich just focus on the  
reactions and the behaviours of the patients are incom plete (chapter 1 
p12). Half the  physicians in this study say that they are interested in gaining 
better skills in m anaging their ow n reactions. My conclusion  from  this 
survey is th a t ed u ca tio n a l program m es for docto rs  shou ld  inc lude  a 
possibility to  exam ine com prehension  of the  w ork and to  form ulate their 
thoughts and w eaknesses w ithout being judged or com pared with som eone 
else. O n e  observation from this study is that the  doctors have experienced  
that the exam ination of their ow n reactions and behavioural responses has 
not increased their feeling of vulnerability or insufficiency but has given 
them  insights w hich offer them  relief from the problem s w hich they have 
seen to be related to  their ow n persons. Some said that they not only had 
gained  an im proved consciousness but also a respect for the ir cop ing  
strategies. They said w hen  the study had ended that they had acqu ired  a 
m otivation to  look at their difficulties in a group. It may be expected  that 
they  should  be ab le  to  open  them selves to  each  o th e r 's  behav ioural 
responses w ith a renew ed interest. The aim of such a group should be to  
build up greater respect for each  other's strategies.

M ore than  ten years' experience  from train ing  of m edical s tuden ts has 
taught m e tha t the system of supervision by a senior doctor w hich w as so 
im portant in the  1950s and 1960s is fragm ented today. In the 1960s there 
w here 9000  active doctors in Sweden. In the 1990s there will be m ore than 
25000  doctors. G ood m odels for the m edical students ought to  be m ore 
num erous today . The students say that they  m eet d ifferent docto rs  in 
different situations of supervision. They never get acqua in ted  w ith the  
doctor w ho gives supervision. This may be one of the hindrances related to 
w hy they  do not talk about the  difficulties w hich are linked to  them selves 
as persons. O n e  has ex p erien ces  an d /o r fan tasies th a t o n e  m ay be 
d im inished, used or ridiculed if one reveal o n e 's  feelings. That should be 
seen  in th e  con tex t in w hich  th e  docto r w orks on a daily  basis: w ith 
patients w ho expose their feelings.
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My experience from the  results of this study, like earlier experiences from 
e d u c a tio n a l p ro g ram m es (G orlin  1983), has b een  th a t a b e tte r 
consciousness of one 's  ow n reactions and behavioural responses will lead 
to  a discussion about w hether and how reactions and coping strategies can 
influence a given activity.
Through partic ipating  in this investigation the  physicians seem  to  have 
gained an understanding of the sam e perspective that M enzies (1970) held, 
nam ely tha t the  striving to  avoid anxiety in the  practice of m edicine leads 
to  the  developm ent of a social defence system . This system 's m ethod of 
fu n c tio n in g  is d e te rm in ed , am ongst o th e r th ings by th e  m em b ers ' 
psychological needs for pro tection  against in trapsychic pain (chapter 2
p28).

Discussion of further research

My results raise the question of how  physicians' difficulties and coping  
strategies in situations o ther than w orking with can cer patients look like. 
Holm  (1993) has investigated surgeons, internists and general practitioners 
(chapter 2 p27). It w ould be of interest to exam ine still ano ther group of 
physicians. For exam ple, it w ould  be of interest to exam ine psychiatrists 
and  the ir understand ing  of and cop ing  w ith the  w ork w ith psychiatric 
patients.

A crucial question is w hether im proved aw areness leads to a change in the 
w ay difficulties are perceived and w hether this leads to  changes in coping 
patterns. To get an answ er to  this question  a group of physicians in a 
supervision situation could  be com pared  w ith a group of doctors w ithout 
supervision. The aim of such an investigation w ould be to  exam ine if better 
self-aw areness leads to a different experience of difficulties and to changes 
in the  coping patterns.
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GENERAL CONCLUSIONS
# M ore than half the statem ents reflect difficulties w hich are related to the 
physician 's ow n reactions.

#  The difficulties seem  to be related to  three main conflicts:

conflicting feelings related to  authority

conflicting feelings related to  information and treatm ent w hich 
may harm or frighten the patient

conflicting feelings related to intimacy.

#  The analysis of the doctors' coping strategies shows tha t w ithin the  frame 
of the organization they have oriented tow ards work w hich gives them  as 
few conflicts as possible.

#  The doctors in the study have a broad repertoire of coping strategies.

M ost of them  "seek knowledge". They seek support from scientific literature 
and em phasize the  significance of know ledge in the professional role.

All the physicians "seek solutions", i.e. tackle the d isease as an intellectual 
challenge as part of their coping strategy.

M ost of them  also "seek support" from colleagues as part of their cop ing  
strategy.

Almost all state that by "building up a relation" w ith the  patien t they  can 
gain insights into the  m ost central of life's questions, questions abou t how  
to cope  with life and death.

M ost of them  m ake statem ents w hich indicate tha t they attem pt to  gloss 
over,"deny the severity of the situation".

All consciously or unconsciously undertake tasks,
"distracting activities", w hich are devoid of con tact w ith patients, such as 
research and adm inistration or o ther activities w hich allow  them  to  avoid 
the patient.
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Som e of them  m ake statem ents w hich can  be interpreted as "projective 
m an o eu v res" . T hey re flec t an a ttem p t to  p ro jec t d isco m fo rt and  
shortcom ings onto colleagues or the organization.

The cop ing  pattern of the w hole group show s that they to  a higher degree 
build up a relation to  the patients than to  their colleagues.

#  They have been totally self-sufficient: they say th a t their know ledge of 
psychological caring has com e from them selves.

#  M ore than half say that they w ould like to acquire  better know ledge of 
their reactions and coping strategies.
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Last Word

I am  grateful to  th e  physicians w ho  took  part in th is study. D uring the  
process of investigation my com prehension  of and  my respect for the ir 
difficulties and m ethods of coping have increased.

"Skäms inte för att du är m änniska, var stolt! 
Inne i dig öppnar sig valv bakom  valv oändligt. 
Du blir aldrig färdig, och  det är som det skall."

Tomas Tranström er "Romerska Bågar" 
För levande och döda (1989)
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