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WHEN DOCTORS SAY PSYCHOSOMATIC - WHAT DO THEY MEAN?

A ‘holistic’ model of care, when referred to in the health professions, should mean that all aspects of an individual’s health should be considered. This may include their emotional feelings and psychological reactions to illness, any social or material inequalities they may suffer (e.g. poverty, social exclusion), as well as the physical and biological aspects of their illness, including, for example, pain, vomiting, lung capacity, or mobility problems. A ‘holistic’ model could be classed also as a ‘bio-psychosocial’ model of health care: in principle. This also means that ‘psychosomatic’ should mean the complex interplay between the body and mind in all aspects of health, for ALL states of health, from cancer, to AIDS, to asthma, to spinal and head injuries. A holistic model of care in the case of CFS/ME, or lung disease, diabetes, asthma or spinal injury, for example, might involve the health professional considering the psychological impact of serious illness on the individual, and seek to employ strategies to alleviate suffering.

In the past 20 years, however, people suffering with ME, or CFS (also known by other names) have found that the term psychosomatic has come to mean something else, often not clearly delineated, but which has resulted in actions causing devastatingly adverse effects on all aspects of their health.

Bartol and Eakes (1995), in trying to define what the term ‘psychosomatic’ means to health care workers, found four broad categories: they were:

1. Imaginary (that is, an imagined physical disorder);

2. Functional (that is, a disturbance of the function of an organ mediated by emotional tension);

3. Structural (a physical structure disturbance mediated by emotional tension.)

4. Holistic (an approach to any state of the body taking into consideration psychic factors in physical conditions and physical factors in psychic conditions).

Bartol and Eakes found that the term ‘psychogenic’ was often used interchangeably with psychosomatic. ‘Psychogenic’ implies the illness is ‘all in your head/mind’, and with this there is an inference that a person “chose to be ill, perhaps to get attention, or that the person could become well simply by making a choice for health and giving up the benefits its illness affords.” (Bartol & Eakes, 1995, p. 28) Such a belief often leads to a stigmatization of the victim.

The issue of stigmatization is particularly interesting. Here the stigma is related to a culturally constructed label of ‘deviance’. Deviance is defined as being or doing outside cultural norms (Macionis and Plummer, 1997, p.208). Labels of deviance are not ‘natural’; they are socially constructed, i.e. by the culture we live in. Crime is an example of ‘deviance’, but not all criminals are considered deviant. For example, stealing a pad of Post-It Notes from one’s office stationary cupboard does technically make one a criminal (i.e. one who has committed a crime): it does not necessarily make one deviant (as so many people seem to do it, and it is usually considered a relatively minor crime)

‘Deviance’ usually involves moral value judgements of ‘good’ or ‘bad’ being applied to an act, or, more worryingly, a person. In recent times, especially with the advent of New Public Health initiatives (for example, the Ottowa Charter for Health Promotion, 1987), the idea that lifestyle or behavioural factors can influence our health has come, unfortunately, to be also associated with various cultural myths of ‘mind over matter’ (my term), very problematic notions that somehow we can often exert control over our biophysical health through our minds, or ‘willpower’. (Wendell, 1996, p 93-116)

In this context, health problems become merely a signifier of character flaw, a ‘deviance’. One example of this could be said to be ‘obesity’, where a fat body is very frequently assumed to be a result of ‘overeating’ (or ‘greed’) and ‘laziness’ (or ‘sloth’), usually considered as ‘deviant’ acts, even though other reasons for ‘obesity’ or weight gain, such as metabolic disorder or side effects of medication are possible, ‘overeating’ is extremely difficult to define, and a ‘sedentary lifestyle’ often means working long hours at a desk or in a vehicle, rather than idling on a couch.

My concern is that ME/CFS sufferers (and sometimes their carers, when sufferers are children) very frequently have similar, categories of ‘deviance’ (and associated categories of ‘bad’) assigned to them based on such myths, by health professionals, the media, and by people around them, as an implied meaning underlying any psychological terms used to describe them. Terms include but are not limited to ‘psychological’, ‘psychogenic’, ‘somatization’, ‘psychosomatic’ ‘neurasthenia’, ‘hysteria’ and ‘hysterical’. Sometimes, confusingly, these terms are used interchangeably in the literature. Anecdotal information suggests they may also be used thus in patient’s notes.

With this in mind, after carrying out a preliminary but nevertheless large amount of study of what has been written about ME/CFS sufferers by British psychiatrists and other doctors such as paediatricians and GP’s, I have tentatively identified the following implied categories of meaning that might be attached to any psychological or pyschiatric term applied to an ME sufferer. It can reasonably be assumed that these written deliberations inform both the practice and attitudes of the authors themselves, of other practitioners, as well as the media and those who access the media. The categories are:

 1. Imaginary (the illness or symptoms are not ‘real’, but imagined);

 2. Malingering (the ‘sufferer’ is lying about the extent or event he existence of their illness, in order to receive financial or other benefits, including social or familial attention. Sometimes this can be implied to be occurring on an ‘unconscious’ level, i.e. ‘lying to one’s self’);

 3. Hypochondria (the ‘sufferer’ has odd or ‘aberrant’ illness beliefs, for example, believing they need to rest, when they ‘should’ be exercising);

 4. Personality disorders (the sufferer has a personality disorder, related to categories 1, 2, 3 5 or 6, sometimes more than one simultaneously. This categorisation is exemplified by the recent paper by Henderson and Tannock, 2004);

5. Functional (that is, a disturbance of the function of an organ mediated by emotional tension, as described by Bartol and Eakes);

 6. Structural (a physical structure disturbance mediated by emotional tension, as described by Bartol and Eakes);

 7. Holistic (an approach to any state of the body taking into consideration psychic factors in physical conditions and physical factors in psychic conditions as described by Bartol and Eakes ).

The first four categories are the most extremely problematic for ME/CFS sufferers, as these will lead to inappropriate refusal of assistance or benefits, social exclusion, and ostracism by others; a common effect of being considered ‘deviant’ is social and material inequality (e.g. poverty, social exclusion), and ME/CFS sufferers are at particular risk of this (Hyde et al, 1992, p 25-37).

These categorisations might also lead to enforced treatments such as Graded Exercise Therapy or psychiatric incarceration, for example, of children, and removal from parents, and lack of suitable medical treatment.  Categories 5 and 6 are also problematic, in that they imply, problematically, an exclusively unidirectional relationship between the mind and body, privileging the mind’s effect on the body without considering the body’s effect on the mind, therefore manifesting as another variation of the cultural myth of ‘mind over matter’.

Most diagnoses utilising categories 5 and 6 cannot be verified (as is also the case for 1-4), and this appears to be particularly the case with ME/CFS. They are likely also to lead to inappropriate focusing on treatments such as anti-depressants or Cognitive Behavioural Therapy AT THE EXPENSE of investigations and treatment of serious physical and organic pathology. Indeed, this is already the case for many ME sufferers.

Categories 1 to 4 are those most likely to be accompanied by an assignation of ‘deviance’ implied by those applying them to others. Categories 5 and 6 can, however, often though not always, be related to the first four, and therefore can also have assignations of deviance accompanying their application. Categories 5 and 6 do allow for beliefs or theories that stress, for example, can affect bodily function. The effects of stressful life events, or, for that matter, of either reactive or clinical depression on the adrenal system, and whether this is related in any way to ME/CFS is outside the scope of this study, as I am not a medical doctor or research scientist. In any case, as I understand it, this has not yet been verified one way or the other, although various studies have appear to have found marked differences between ME/CFS and depression which indicate they are NOT the same illness. But even a health professional’s belief that stressful life events have somehow contributed to ME/CFS is at risk of leading to one of the first four categories of ‘deviance’ eventually being applied to the sufferer. And discussions around ‘depression’ in the deliberations I studied often led back to the categories 1 to 4 and value-judgement type assignations of ‘deviant’.

Category 7, an approach endorsed by the World Health Organisation, has been, so far, conspicuous by its absence in the deliberations on ME/CFS by certain psychiatrists, and certain key paediatricians and GPs, and nursing professionals. The other six, unfortunately, are often used, frequently interchangeably, and without critical reflection.

I have decided to release this short, preliminary summary of my tentative findings, because I believe this will provide useful information for sufferers and their carers, when faced with those health professionals who appear hostile to the idea that ME/CFS (ICD-10 G93.3) is the neurological disease that the World Health Organization classifies it as. It is my hope that health professionals using any ideas related to psychology will be required eventually to clarify to patients exactly what they mean, and that this will help to prevent the scandalous problems caused by the frequently incorrect meanings assigned by some health professionals to the ideas of holistic care and psychosomaticism. I hope this information will enable patients to successfully challenge some of the negative value judgements that some health professionals are harbouring when dealing with ME/CFS sufferers.

I also hope that any health professionals who have access to this short, informal article will be encouraged to reflect on their use of psychological terms when applied to physical illness particularly, and the possible material, social and even psychological effects of this on their clients/patients.

This work is not completed yet, and forms part of a larger study. I may have to modify and develop my interpretations in the future, as my research continues. Examples of the use of these categories are large in number, and will be presented in the future. The germ of this research project (and my interest as a social scientist) arose when I saw the work of both Margaret Williams and E.P. Marshall in their document ‘Denigration by Design’, and Malcolm Hooper’s ‘The Mental Health Movement -persecution of patients’ document. The evidence contained in these papers is particularly worrying, because the problematic categories identified in this article (especially categories 1- 4) appear, from the evidence, on occasions to have been constructed with malicious intent rather than just erroneously, and this is a slightly different issue, with critical ramifications, which needs to be addressed as a matter of urgency.
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