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Preface

Preface

You are entering a profession where scientific knowledge and technical skill intersect with the
complexities of human behavior. This textbook was born from a simple but profound realization — the
most sophisticated medical treatment can fail if we neglect the psychological dimensions of care.
Whether you're preparing to take a patient's blood pressure or perform a root canal, understanding the
mind is as crucial as mastering the procedure.

This book bridges the gap by merging psychological concepts with maximum clinical relevance
for your medical and dental training. We did not focus on abstract theories but rather on practical
applications and tips that will help you in providing accurate diagnosing and better services. Therefore,
you will find many practical boxes such as: key learning point, human diversity, evaluate yourself,
psychology on the ground, critical thinking and at the end of chapter a box with practical tips under
the title Do & Avoid. Additionally, this book is equipped with and electronic platform that provide you
with unit summary, unit’s PowerPoint, and multi choice exam trials to test your understanding.

This book is structured over seven units, these units progress from foundational psychological
concepts to applied skills:

1. Psychology in Healthcare: This unit is about the vital role of psychology in health care system
as well as exploring the fundamental principles of psychology and its basic theoretical framework
and its clinical implementations.

2. Attention, Perception, Memory and Language: This unit explores the fundamental cognitive
processes of attention perception, memory, and language, which are essential for understanding
how humans interact with the world and process information. As future healthcare providers,
gaining a deep understanding of these processes will enable you to better diagnose, manage, and
treat patients who may experience impairments in these areas due to neurological, psychological,
or developmental conditions.

3. Human Development: This unit is about Human development, a fundamental area of psychology
that explores how individuals grow, learn, and change throughout their lives, from infancy to old
age.

4. Anxiety and Psychosomatic Illnesses: This unit is about Anxiety and psychosomatic illnesses,
which are prevalent conditions that significantly impact patients' physical and mental health. As
future healthcare providers, understanding these conditions will enable you to diagnose, manage,
and treat patients more effectively.

5. Pain Management: Medical students will be introduced to the psychological theories, principles,
and therapies that are essential to understanding and treating pain holistically. The material is
designed to enhance empathy, diagnostic insight, and therapeutic effectiveness by integrating
psychological science into medical practice.

6. Interpersonal Skills: This unit is about providing information about the core interpersonal skills
that every worker in the medical field need to achieve success and professionalism.

7. Burnout in Healthcare: This unit focuses on work-related burnout among healthcare providers,
the symptoms, consequences, and burnout management at organizational or personal level with
practical information about self-care strategies.

Therefore, We challenge you to read this book differently than your anatomy texts! The knowledge
here won't just help you pass exams — it will help you to provide better human empathic services as well
as sustain your own passion for medicine when exhaustion and burnout hits.

. This is the psychology that makes good clinicians great and distinguished! We're honored to
8uide your journey.

On behave of the authors
Prof Marwan Al-Zoubi
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[ 8]




Content of the units

i
Content of the units
Unit 1 Unit 2
Item Page Item Page
1. The vital role of psychology in 13 1. Introduction: Human 24
the healthcare? Cognition
iy behavior inherited
2. Is human behavior inherited or 16 T Ty 15
learned?
. Th in theori dt lai
3 e main ec')rles used to explain| o 5 Peromiicn 18
human behavior?
4. The applications of psychology
24 4. M 41
in the healthcare sector? el
| 5. Practical tips 30 5. Language 45
6. Practical Applications 49
Unit 3 Unit 4
| Item Page Item Page
1. Introduction: what is human 59 1. Introduction: Understanding 81
: development? Anxiety
2. Biological and Cultural Infl
A et e 2. Types of anxiety Disorders 82
on Development
3. Developmental Challenges 69 3. Psychosomatic Illnesses: 87
Across the Lifespan Bridging Mind and Body?
4. Evaluating Developmental 7 4. Managing Anxiety and 91
Awareness Psychosomatic Symptoms
5. Practical Applications:
5. Practical  Applications for — lc.a = lf:a A
’ 73 Managing Anxiety-Induced 95
healthcare professionals
Symptoms
6. Practical tips 74 6. Practical Tips 98
—

[ 9]




Content of the units

Unit 5 Unit 6
Item Page Item Page
1. Interpersonal skills in
Introduction: what is pain? 105 healthcare: definition and 126
importance
Psychological Theories of Pain 106 2. Active listening skills 129
Psychological Interventions in 100 3. Questioning  skills  during 133
Pain Management medical interviews
Turning Inward: Self-Awareness 4. Empathy skills 137
and Psychological Insight in Pain| 113 _ T
Management 5. Practical Applications 140
Implementing Psychological 17 » Communication techniques 140
Insight in Pain Care with clients and colleagues
Practical Tips 119 * Techniques of providing help to | 44
patient
» Braking bad news to patient and 142
their families
6. Practical tips 143
Unit 7
Item Page
Burnout in healthcare: Definition 149
and primary causes
The immediate and long-term
consequences of unaddressed| 151
burnout
Symptoms and diagnostic 153
approaches of burnout
Approached to deal with work 156
related burnout
Self-care techniques to reduce 159
burnout
Practical tips 162

[ 10 ]




Psychology in Healthcare: Fundamental Principles UNIT 1
UNIT 1
Psychology in Héalthcare: Fundamental
Principles

‘Why is this unit important and what I will learn? Content of the unit
. 1) The vital role of psychology in the
e This unit is about the vita? role of psychology in ?ea_lth care healthicie?
system as well as exploring the fundamental principles of b} !
psychology and its basic theoretical framework and its clin- 2) Is human behavior inherited or learned?
ical implementations. 3) The main theories used to explain human
I will learn the following: behavior?
® Tirst: The vital role of psychology in modern healthcare 4) The applications of psychology in the
services. healthcare sector?
® Second: How human behavior, personality, and other char- 5) Practical tips

acteristics are shaped by biology or by the environment.

® Third: The several disciplines that have attempted to ex-
plain the formation of human behavior.

® Fourth: The various ways psychology is applied in the
health sector, particularly in dental and medical fields.

® Fifth: How Physicians can benefit from psychology to pro-
vide professional services.

==
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UNIT 1 Psychology in Healthcare: Fundamental Principles

Opening Case study

® As a family physician, Huda regularly treats elderly patients. She was ap-
proached by an older woman who was complaining of having poor memory.
The elderly woman repeated the narrative many times during the same session,
indicating that she forgets where she places things and what she just said. In-
quiring into her history, Huda asked the old woman about things like her mar-
riage date, the birth of her first kid, and her first home. She responded to each
one promptly and without hesitation. This scenario surprised Huda. How could
this woman complain about her poor memory while recalling every detail of
the past?

e Mohamed works as a dentist. He saw a little girl who had teeth rot. After Mo-
hamed placed the girl on the dental chair, she got extremely frightened, began
screaming and covered her mouth with her hands. Mohamed made every effort
to persuade the girl to open her mouth by assuring her that there was nothing to
fear, but the girl resisted and kept screaming and acting frightened. Muhammad
remained confused, wondering how to deal with such cases appropriately 7!

e Sajed, a newly appointed doctor in the pediatric clinic, came to him with a three-
year-old child who treats her dolls as if they were living beings and plays with them
for long periods and interacts with them. Sajed thought that this condition was ab-
normal and that it might be one of the symptoms of Autism!!

e A patient came to Kazem, a newly graduated dentist. The patient told Kazem
that he had a toothache that was driving him crazy and preventing him from
sleeping, working, and relaxing! Kazem did not know what to say to this patient
and how to help him relieve his feeling of pain?!

e Roaa, a pediatrician, a mother came to her with a two-year-old girl who spoke fluently and expressed herself in com-
plete sentences and correct formulation. Later, she checked a boy in the same age but did not speak fluently and spoke
in sentences consisting of one or two words. Roaa concluded that the girl is much smarter than the boy and that the
boy might have problems with pronunciation, hearing or language issues!

e Samer, an internal medicine doctor, checked a patient complaining of pain in her stomach and that she could not eat
anything because she felt severe pain after eating. Samer did the necessary tests and found that all laboratory tests
were normal and did not indicate any physiological disorder! Samer was confused about this case, as the patient was
complaining of severe abdominal pain without any clear biological or physiological reason!!

e Tamara, a doctor working in the emergency department, received a case suffering from a heart attack. Tamara admitted
the case to the Intensive Care Unit and performed all the necessary medical procedures, but unfortunately she was un-
able to revive the case, and only a few minutes later the case passed away. Tamara was confused about how to tell this
shocking news to the family of the deceased who were gathered in extreme tension in front of the ICU!

e Suad, a dentist, wanted to get information from a patient about his dental health habits and about the medical condi-
tions in the family related to teeth. Suad wondered about the interpersonal skills she should master in order to obtain
the most accurate information in the least possible time and effort?!

e After months of working in the clinic with patients, long working hours, and
constant contact with patients and their families, and after seeing many cases,
some of which she successfully diagnosed and others that she failed to diag-
nose, Salma, a doctor working in a hospital, began to feel very distressed and
tense and began to complain about the hospital and everything related to it.
She began to feel that she was detached from the patients and no longer cared
about them and began to treat them as objects and without feelings. At first,
she did not care about these feelings and thoughts, thinking that it was a tem-
porary condition and would go away after a few days! but she began to feel that her condition was getting worse.
Salma went to a psychologist to explain her condition and ask her for some advice to get rid of these symptoms.
In your opinion, what did the psychologist tell her about her situation and what suggestions did she make to help
her overcome these symptoms?
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Psychology in Healthcare: Fundamental Principlesl ' ‘ UNIT 1

Psychology has become an indispensable
part of modern healthcare, transforming how
medical professionals understand, diagnose,
and treat patients. By integrating psychological
principles into medical practice, healthcare pro-
viders can deliver more comprehensive, patient-
centered care that addresses both physical and
mental well-being.

It should be noted that the traditional biomed-
ical model focused solely on physical symptoms
has been replaced by the bio-psycho-social ap-
proach , which recognizes that health is influ-
enced by:

For example, chronic stress (psychological)

* Biological factors (genetics, physiology) can worsen diabetes (biological) by affecting

e Psychological factors (thoughts, emotions, blood sugar levels, while poor social support
behaviors) may hinder recovery from surgery. This holistic
e Social factors (relationships, environment) framework enables doctors to develop more ef-

fective treatment plans (Engel, 1977).

It summary, psychology has a significant role in the following areas of healthcare system:

~

Psychology has a significant role in understanding how perception, language, and memory shape
how patients and providers interact in medical settings. For example patients’ interpretation of

symptoms can influence their health-seeking behavior. Y

Understanding human development helps heslthcare providers to address different life stages
during midical intervention. for examples, cognitive and social developemental; stages help den-
tists to make children more active during therapy sessions.

4

P&ynhology plays a crucial role in diagnosing psychosomatic illnesses by analyzing the interplay
een biological and psychological factors that contribute to chronic conditions like gastroin-
inal and cardiovascular disorders.




UNIT 1

Psychology in Healthcare: Fundamental Principles

The subsequent units of this book will address
these roles in detail showing their applications
within the medical and dentistry and healthcare
in general.

In summary, the integration of psychology
into medicine represents a paradigm shift to-
ward truly holistic healthcare. By addressing the

What is psychology?

Psychology comes from the ancient Greek root
(Psyche), which means mind or soul, and (logy)
which means science or knowledge. Theoretical-
ly, the term psychology refers to the science that
studies the mind and behavior and why people
behave the way they do (Coon & Mitterer, 2019).

Behavior in the definition of psychology re-
fers to any action or response that can be di-
rectly observed such as eating, laughing, sleep-
ing, talking, watching TV, reading, learning and
other behaviors. Behavior can also be in the
form of thoughts and beliefs such as dreams,
thinking, remembering, interpretation and

interconnectedness of mind and body, medical
professionals can improve patient outcomes, en-
hance therapeutic relationships, and create more
sustainable work environments. As healthcare
continues to evolve, psychological principles
will remain essential for delivering compassion-
ate, effective, and comprehensive medical care.

perception, and other mental processes. Human
behavior can be in the form of feelings and emo-
tions such as love, fear, anger and hate For in-
stance, a woman may act in one of three ways if
she 1s unhappy with the way one of her coworkers
treats her. The first is that she is upset but either
hides it or doesn’t express it. The second is that
she believes her coworker is nasty and should no
longer interact with her, or that she will react to
her by acting violently, either verbally or non-
verbally! The term “behaviors” refers to all of
these potentialities, which psychologists want
to investigate in a scientific way (Hetherington;
Miller, Neville, 2013).

Key learning point

Psychology, in terms of concept, is an ancient science, but in terms of interests and the method of
studying behavior, it is a modern science that is no more than 120 years old!!

Psychology is very wide science and have many fields. Some of the main fields in psychology are
presented in following table (Coon & Mitterer, 2019, Al-Zoubi and others , 2014):

Brain science |Brain science and cognitive psychologists study how the human mind thinks,
and cognitive |remembers, and learns. They apply psychological science to understand how we
psychology [make decisions and perceive our world.
limat ; ] . : ; :
. !ma Ly Climate and environmental psych-ologists use psychological science to improve
environmental : : ;
the interactions of people with the world around us.
psychology
Clinical psy- | Clinical psychologists integrate the science of psychology with the treatment of
chology complex human problems.
Counseling | Counseling psychologists focus on facilitating personal and interpersonal func-
psychology | tioning across the lifespan.
i |
Devetigeital DeveI.opr.nental psychologlsts. study how people grow and adapt over the course
bt of their lives. They apply their research to help people overcome developmental
Ld i challenges and reach their full potential.

[ 34 ]




psychology in Healthcare: Fundamental Principles

UNIT 1

.

Psychology of
Personality

This discipline focuses on understanding the role of biological, social, and psy-
chological components in forming personality as well as the elements that influ-
ence personality and its theories. The varieties of personalities and their key traits
are another area of study in this science

Forensic and
public service

Forensic and public service psychologists use psychological science to support
the judicial system and other organizations dedicated to public safety. Their ex-
pertise and assessments are important in a range of issues that straddle the psy-

P tology chology and legal fields, from mental competence to youth testimony.
Health psychologists use the science of psychology to promote health, prevent

Health psy- |. . ! :
s illness, and improve health care. They get to the root of people’s emotions to help

&Y them make healthy choices.
Experimental | Experimental psychologists use science to explore the processes behind human
psychology [and animal behavior.
Work Psychol- | work psychologists use science to study human behavior in organizations and the
ogy workplace.

Psychology of
teaching and

Psychologists working in education study how people learn and retain knowl-
edge. They apply psychological science to improve the learning process and pro-

learning mote educational success for all students.
Al bs Social psychologists use psychological science to understand how we perceive
e DAy ourselves in relation to the rest of the world and how this perception affects our
chology : . .
choices, behaviors, and beliefs.
Sport and per- | Sport and performance psychologists use science to study human behavior and
formance psy- | abilities in sport, exercise, and performance. They help people overcome psy-
chology chological barriers that can impede their achievements and professional success.
Key learning point

] =

There are many domains in psychology that may reach more than 52 specialties according to the
American Psychological Association (APA). New research fields in psychology includes: Nero
clinical psychology, space psychology & Artificial intelligence psychology.

Human diversity

Because human beings are diverse there are many application
of psychology in all areas of life. Examples of diversity include
visible diversity such as age, ethnicity, gender, intelligence,
physical abilities/qualities, race. Invisible diversity examples
are educational background, and work experiences. Personal di-
versity includes religion, and geographical location.

.




The idea that our behavior is influenced by
our genes is a common one in evolutionary
psychology. Is there solid, tangible proof of
this? Does our biology dictate our results? Twin
studies produced the most used results on this
topic.

A natural experiment in which two people
with the exact same genes are raised in distinct
circumstances is the study of identical twins
raised apart. The resemblance can be ascribed to
genotype if they prove to be comparable.

Some behavior geneticists came to the con-
clusion that personality is heavily influenced by
genetics, which explains almost half of the varia-
tions in personality test scores and much more
of the variations in IQ scores (Coon & Miterer,
2019).

However, identical twins separated from birth
exhibit some startling variances. If one twin has
schizophrenia, there is only a 50/50 probability
that the other will be diagnosed with the same
mental illness. This is particularly noteworthy
given that schizophrenia is thought to have a bio-
logical foundation (Hetherington; Miller, Nev-
ille, 2013)

We must also acknowledge that identical twins
are an exception to the rule, and their significance
to everyday conduct is debatable. The difficulty is
that many traits are influenced by several genes.
Ifthere are six genes involved, identical twins are
the same since they share all six genes. However,
when evaluated in the broader population, each of

-these genes may have no observable influence on

the characteristic of interest (Clark, & Grunstein,

2004). So there is a stark contrast between the
seeming clarity of early research via twin and
adoption studies, which demonstrated clear and
significant impacts of genetic inheritance on
personality and behavior, and subsequent efforts
to understand how these influences play out.

Although it is difficult to ignore the effect
of genetics on human behavior, anyone who
tries to explain what a person does in terms of
basic physiological distinctions is bound to be
disappointed. Personality scientists understand
that genetic effects are difficult to distinguish
from environmental factors. Children who
grow up in the same family have extremely
varied experiences because they have various
temperaments, are treated differently by their
parents and siblings, and pursue different
hobbies with different friends. A child with
a strong sense of curiosity, for example, will
develop a variety of hobbies and activities that
satisfy his or her need for information, whereas
less curious siblings will receive significantly
less intellectual stimulation from their home
environment. Differences between siblings in
what they acquire from their surroundings are
roughly as significant as genes in influencing
personality and 1Q (Spuhler, 2017)

To summarize, there is little doubt that genes
influence our behavior in pretty general ways.
Some people are born with a natural tendency
to be extroverted, joyful, emotionally reactive,

[ 16 ]
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Psychology in Healthcare: Fundamental Principles

UNIT 1

a good understanding of any of the relevant

biochemical mechanisms. Moreover, there is -

no satisfactory explanation of the underlying
biochemical mechanisms in most cases. There

friendly, creative, or clever. Yet, we do not have

is an important distinction between personality
predispositions and actual behavior. Personality

may be genetically heritable to some degree but
human behavior never is.

Key learning point

and 50% by the environment!

It is difficult to give a firm conclusion that personality and behavior are fully affected by genes or
by environment. There are many probabilities in this issue, and the simplest and superficial way to
answer such a question is to say that personality and human behavior are affected 50% by genes

Critical thinking

self the following questions:
differences between them?
parents?
same way, resulting in similar behavior?

them lived with a different family?

Find identical twins from your classmates or family and ask your-
e Are they 100% identical in behavior and actions, or are there
® Do their behavior and personalities resemble those of their
® Do they act the same, or do those around them treat them the

® Do you think they would have different personalities if each of

[ 17 ]




Psychology in Healthcare: Fundamental Principles

In general, there are four different theoretical approaches that have tried to explain the causes
and sources of personality and human behavior, as shown in the following figure:

Psychoanalytic Theory

e Personality and human behavior are influenced by sub consciousness and early childhood experiences

Behavioral Theory

e Personality and human behavior are influenced by parental nurturing styles and reinforcements

Cognitive Theory

Personality and human behavior are influenced by style of thinking and way of perception

Humanistic Theory

Personality and human behavior are influenced by individual’s will and choices

First: The Psychoanalytic Theory

The main idea behind this theory is that Per-
sonality and human behavior are influenced by
sub consciousness and early childhood experi-
ences. This theory can be traced back to the Psy-
chology’s most famous figure Sigmund Freud,
an Austrian neurologist born in 1856 and died in
1943 (Ghoghre, 2023).

Freud transformed how we think about
and handle mental health issues. Freud devel-
oped psychoanalysis as a method of listen-
ing to patients and understanding how their

minds operate. Psychoanalysis continues
to have a significant impact on cur-
rent psychology and psychiatry.

Sigmund Freud’s theories and work influenced
contemporary views of dreams, childhood, per-
sonality, memory, sexuality, and therapy. Freud’s
work also established the groundwork for many
other theorists to develop ideas, while others cre-
ated new theories in contrast to his (Hethering-
ton; Miller, Neville, 2013).

The main concepts of Freud’s theory are as
follows:

e Unconscious mind: One of his most persis-
tent concepts is the unconscious mind, which
stores thoughts, memories, and emotions be-
yond conscious consciousness.

[ 18 ]




psychology in Healthcare: Fundamental Principles

UNIT 1

e Personality: Freud postulated that personal-

ity consists of three elements: the id, ego, and

superego. The ego is the conscious state, the

id is the unconscious, and the superego is the
moral or ethical framework that governs how
the ego functions. The conflicts and interac-
tions between these components shape one’s
personality.

e Life and death instincts: According to Freud,
how people behaved is determined by two
types of instincts: life and death. Life instincts
include sexual reproduction, survival, and
pleasure, whereas death instincts include vio-
lence, self-harm, and destruction.

e Psychosexual development: Freud’s theory
of psychosexual development posits that there
are five stages of growth in which people’s
personalities and sexual selves evolve. These
phases are the oral stage, anal stage, phallic
stage, latent stage, and genital stage.

e Mechanisms of defense: Freud suggested
that people use defense mechanisms to avoid
anxiety or to cover the conflict between the
personality component (Id & Super Ego).
These mechanisms include projection, dis-
placement, repression, sublimation, regres-
sion, and many more.

® Childhood Influence: Freyd believed that
childhood events had an influence op adult-
hood, notably that traumatic experiences as
children may develop as maladaptive personal-
ity characteristics and mental health disorders
as adults. While childhood experiences are not
the only things that influence mental health in
adulthood, Freud established the basis for a
person’s history to be considered during treat-
ment and diagnosis.

Freud’s theory of the personality

- YOU CAN'T
HAVE IT. IT'S
NOTRIGHT,

INEED TO DO A

BIT OF PLANNING
/ TO GETIT.

il

f{.’ ‘3

Freud’s theories had such a profound influence on
psychology that a new school of thought sprang
from them: psychoanalysis. Psychoanalysis has
had a long-term influence on both the study of
personality and psychotherapy (Ghoghre, 2023).

Key learning point

distress.

=

Psychoanalysis sought to bring unconscious information into conscious awareness in order to
induce catharsis. Catharsis is an emotional release that may bring about relief from psychological

Perhaps Freud’s most significant contribution
to the area of psychology was the invention of
talk therapy as a method of treating mental health
issues. In addition to acting as the foundation for
Psychoanalysis, talk therapy is currently used in
a variety of psychotherapeutic procedures aimed
at assisting patients in overcoming psychological
and behavioral issues (Coon & Metterr, 2019).

Freud indicates in his writings that a psycho-
logically healthy person is the person who is able
to “love and work” because a disturbed person
cannot perform this function in a sound or com-
plete way. Freud shows that the only way to treat
a person and his problems is by uncovering the
secrets of the unconscious and searching for the
person’s repressions. Most of these experiences
are events and situations that occurred during the
person’s early childhood and are shocking situa-
tions that are not easy to change or modify. They

[ 19 ]




UNIT 1

Psychology in Healthcare: Fundamental Principles

are largely unconscious and only appear at times

when the self-censor is absent from conscious-
ness, which is through dreams in a state of sleep
or through slips of the tongue in a state of con-
sciousness, in which the person expresses what
he really feels without falsification (Hethering-
ton; Miller, Neville, 2013).

Despite the attractiveness of these previous
ideas, Freud’s theory has received a lot of criti-
cism and attacks from many scientists and re-
searchers, who indicated that they are mythical
philosophical ideas that cannot be verified, and
they are general ideas that focus largely on sex.
It is also a completely male theory, as it focuses
on what happens inside the male individual and
neglects the female psyche.

Despite the above, it cannot be said that the
theory of psychoanalysis is a dead theory, but it
has followers and there are those who defend it
to this moment. This theory has been popularly
accepted by many, and many of its terms have
become used by non-specialists, such as the
terms self-defense, projection, ego etc.

Second: Behavioral Theory

This hypothesis is based on the assumption
that parental nurturing techniques and reinforce-
ments impact personality and human behavior.
This method focuses solely on visible behavior.
A lot of researchers in this discipline are not con-
cerned in what happens within a person in terms
of ideas or feelings, but rather in visible behavior
that can be watched and quantified. A person’s
personality features are just a collection of obvi-
ous actions that distinguish him. These are the
actions he has become used to and has integrated
into his or her personality. As a result, we don’t
need to presume things we cannot observe or
quantify, such a person’s thoughts, subconscious,
or emotional state.

Skinner, the main theorist in this field who
lived from 1904 to 1990, indicated that a per-

- son is governed by the environment in which he

grows up. All our behaviors and personalities are
acquired from the way we were raised and rein-
forced, especially by parents and people around
the child (Skinner, 1971).

Skinner showed
in his theory that
care givers are the
ones who reinforce
the repetition of be-
havior or are the
ones who suppress
it and prevent its ap-

pearance. Therefore,
concepts such as the
principle of reinforcement, the principle of pun-
ishment, shaping behavior, and other principles
that work to shape human behavior through
the environmental framework in which he lives
emerged in this school.

Based on this,
personality is defined
as a set of behaviors
that have been rein-
forced by the envi-
ronment and encour-
aged to emerge. For
example, if a child is
regularly reinforced
for showing polite
actions, his/her per-
sonality will reflect
this, and we will refer to him/her as a polite per-
son. On the other hand, if undesirable actions
are rewarded, they become permanent traits that
leave a distinct impact on everyone who interacts
with this individual (Ghoghre, 2023).

One of the most significant advancements in
this theory was made by the well-known psychol-
ogist Bandura, who developed the social learning
theory. In this topic, Bandura argues that people

[ 20 ]
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have guided actions rather than automatic ones, ' can continue to perform a certain behavior in the
since humans learn from reward and punishment  hope of getting reinforcement that will continue
as well as from the experiences of others. Some  throughout his life, just like the person who buys
individuals may take certain behaviors of others ~ lottery tickets constantly even though he/she has
as a model for their behavior. not won any prize or profit in his life!
Additionally, Bandura indicated that a person
can do a certain behavior if he/she expects to get
q certain benefit, even if it is in the future (Vidya,
2017). It is not necessary for the reinforcement
of the behavior to be immediate, so the person
Key learning point
Behaviorism focuses on the apparent behaviors that humans perform and the role of reinforcement
and punishment in repeating behavior.
Evaluate Yourself
What is your parental style?
The way parents interact with their children and the socialization style they follow influences the
formation of children’s personalities. Parenting styles can be classified based on two variables: the
first is the amount of love and acceptance parents show their children, and the second is the amount
of control and discipline parents impose on their children’s behavior. The interaction between
these two variables results in four parenting styles, as shown in the following figure:
High behavior discipline
Dictatorship
style
High love and Low love and
acceptance acceptance
Permissive
style
S . " . .
t Low behavior discipline
S
e Democratic style: Parents who show great affection and love for their children and also set spe-
| cific behavioral rules for proper behavior.
in , ;
1 e Dictatorship style: Parents who demonstrate high behavioral control without showing affection
5 and love for their children.
1
le | .
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pose rules on their children’s behavior.

deviance!

® Permissive style: Parents who show great affection and love for their children but do not impose
rules on their behavior or teach them right from wrong.

e Neglectful style: Parents who do not show affection and love for their children and do not im-

The parenting style greatly influences the future personality of children. We find children with a
democratic parenting style to have high social skills, often excel academically, and are kind and
polite. Children with a dictatorial parenting style are fearful, unsure of how to make decisions,
and have average academic achievement. Children with a permissive parenting style are depen-
dent, spoiled, impulsive, moody, and socially inept. As for the neglected style, children are mostly
negative, have low academic achievement, are aggressive, and their behavior can develop into

Third: Humanistic Theory

The humanistic or phenomenological theory
focuses on how people interact with their situ-
ations and surroundings. The basic assumption
underlying this theory is that behavior and per-
sonality are primarily shaped by the will and
choices that a person makes in his or her life. In

this way, you cannot blame your surroundings or
circumstances, but rather yourself and the deci-
sions you made to establish your comfort zone!

CHOYCES)

e

With roots in philosophy and psychology, phe-
nomenologists focus on the interaction between
the initial state of our experiences and the mental
processes that go through them to perceive these
experiences (Spinell, 1989).

For example, music is a collection of musical
melodies that interact with the way we interpret
these melodies to form a composition that arous-
es different emotions in humans. Phenomenolo-
gists argue and show that the things we deal with
in life are a way of interpreting these things and
events.

Some of these
interpretations  are
individual interpre-
tations that only the
individual shares in
perceiving them, but
other  experiences
are shared by a large
number of people
and interpreted in
the same way, which

is known as ‘“com-

mon sense” or intuitions that everyone agrees
on. Some researchers in this field indicate that
common sense is a set of images and patterns of
humans.

The famous psychologist Carl Rogers is one
of the pillars of the humanistic trend through his
development of an integrated theory in this field
(Rogers, 1970). Rogers showed that the person
who seeks “self-realization” must be open to
new experiences, and the person must explore
his own feelings and thoughts.

Unfortunately, we find that many people fail
to open up to their own experiences and try to
understand and interpret them. Therefore, it is
possible for the person to work on suppressing or
deleting any experience or thoughts that conflict
with the person’s concept of himself.

[ 22 ]
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Rogers argued that many people have no ideas

about their nature except the ideas that their fa-

thers and mothers planted in them. Therefore, we -

find many people who have many skills and abil-
ities, but they do not know about them because
they believe that they are not important or inap-
propriate for society, just as their parents taught
them throughout their lives.

This is not true, and people need not to submit
to this matter, as people have free will and the
possibility of change. Not everything that soci-
ety or parents say is true, even if it is a common
sense, because the origin is that people are able

UNITT

to choose and are free-willed

people, and they
are free to choose, not controll

ed (Vidya, 2017).

Since people have free will, Rogers emphasiz-
es that there is a difference between the behavior
of the person and the person as a self. Therefore,
parents should not criticize the person, but rather
the behavior of the person, as parents can tell
their children “This behavior is not good” but
they do not have the right to say “You are not a
good person” because this phrase criticizes the
individual’s self and not just a specific behavior
(Coon & Mitter, 2019).

Key learning point

— Choice -The option of selecting from the alternatives.
— Decision —Making up one’s mind to act on any choice, need or problem.
— Consequences: The choices we make and the decisions we take gets us the results

Forth: Cognitive Theory

The main theme behind this theory is that per-
sonality and human behavior are mainly affected
by a set cognitive processes such as attention,
perception, memory, information processing,
and style of thinking.

Cognitive theory posits that people tend to
perceive and interpret situations in characteris-
tic ways that color their feelings and shape their
behavior. People often have spontaneous “auto-
matic thoughts” about their past, current, or fu-
ture situations. Additionally, Cognitive theories
are characterized by their focus on the idea that
how and what people think leads to the arousal
of emotions and that certain thoughts and beliefs
lead to disturbed emotions and behaviors and
Others lead to healthy emotions and adaptive be-
havior (DiGiuseppe, David, & Venezia, 2016).

One of the main points in this approach is the
Way a person thinks and the processes of inter-
Preting the reactions of others. Supporters indi-
Cated that there are two types of people formed

as a result of the thinking style: the first type are
individuals with positive thinking and the sec-
ond type are individuals with negative thinking
(Ghoghre, 2023).

People with positive thinking tend to focus
on opportunities rather than obstacles, and view
failure as temporary setbacks rather than insur-
mountable obstacles .

People with negative thinking are often pessi-
mistic, doubt themselves and their abilities, think
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about problems rather than solutions, and hinder
themselves from striving and developing.

OPTIMISTIC IMAGINATIVE

Cognitive scientists emphasize the role of
the individual’s previous experiences and the
mechanism of storing/recalling them in memory,
as they point out that human memory is affected
by the way of thinking! For example, if thinking
is positive, positive information is often recalled
from memory, unlike if thinking is negative. For
example, if a person sees someone smiling at
him, positive thinkers will interpret this smile
as a compliment, and their memory will recall
previous experiences that support this interpreta-
tion, while negative thinkers will recall all previ-
ous experiences in which they were subjected to
ridicule or criticism (Vidya, 2017).

Key learning point

The combination of cognitive and behavioral ideas resulted in Cognitive Behavioral Therapy
(CBT), which is one of the most well-known techniques in psychological therapeutic methods.

There are several applications; however, for the purposes of this book, we will divide them into
two categories and define the key applicable elements, as illustrated in the figure.

% 2
& 4
( A & N

Applications in the medical field Applications in the dentistry field
e for patients e for dentistry patients
e for medical professionals e for dentistry professionals
e for hospitals e for dentistry clinics
& A 4/
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First: Applications in the medical field

The applications of psychology in the medi-
cal field provide valued help for three catego- -
ries within the healthcare system which are the:
patients, physicians and workplace. However,
this can provide reasons why doctors should be
trained in psychology.

For patients

e Psychology provides greater know-ledge of
human sickness: According to the bio-psycho-
social model of health approach, health, illness,
andhealthcare canbeaffectedbybiological, psy
chological, and social variables. Today,
several healthcare systems have adopted
this paradigm. Medical experts understand
the need of taking psychosocial aspects into
account when treating patients.

® Psychology contributes to comprehensive
healthcare services: Psychologists work to-
gether with physicians, nurses, social work-
ers, and other healthcare professionals to offer ®
integrated care for physical and mental health
issues. This collaborative approach ensures
that patients receive comprehensive care and
promotes overall well-being.

® Psychology can enhance diagnosing: With
the advent of technology and the internet, pa-
tients have multiple resources providing them
with the information to diagnose themselves.
It is not uncommon to see patients arriving at
hospitals and clinics with a diagnosis and a
‘preferred’ treatment. However, this can deter
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them from receiving the appropriate diagnosis
and treatment. Doctors are often faced with
this issue and are left to deal with it in their
ways. In addition to this phenomenon of self-
diagnosing, several other psychosocial factors
such as treatment adherence, lifestyles, moti-
vation, and psychological issues such as anxi-
ety, stress, and depression should also be fo-
cused on, to provide holistic healthcare to the
patients. Psychosocial training is necessary
for doctors to support and facilitate shared de-
cision-making with patients so that they con-
sider and deliver treatment and management
options that align with the patient’s lifestyles
and motivations.

Psychology can enhance services provided
for patients: Training doctors in essential soft
skills such as empathy, active listening, criti-
cal thinking, decision-making and problem-
solving also helps them tailor interventions
to suit their patient’s needs, and also improve
their communication with their patients.

Supporting caregivers: Caregivers of chron-
ically sick patients can experience stress,
burnout, and other psychological challenges.
Leaving such problems unaddressed is likely
to spread to other aspects of the caregivers’
lives. Doctors can monitor the caregivers on
a regular basis and, if necessary, refer them
to mental health professionals. This decreas-
es the incidence of major cases of caregiver
burnout, therefore indirectly improving treat-
ment quality as well as the quality of life for
both caregivers and patients.
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- Handling difficult patients, conflicts with
patients and / or their caregivers

- Handling complicated ethical dilemmas

- Improve questioning and interviewing
skills

- Breaking the bad news
- Dealing with medical errors
- Dealing with difficult colleagues

e Managing stress, burnout and promot-
ing self-care environment: In general, doc-

tors are more likely to experience mental
health disorders such as stress, anxiety, low
self-esteem, depression, drug and alcohol
e Psychology provide valuable information abuse, and post-traumatic stress disorder

about improving medical professionals skills (PTSD). As a result, psychologists devel-

which include the following: oped a variety of self-care programs that can
be used to reduce stress and increase mental
health among doctors (Unit 7).

For medical professionals

- Responding appropriately to biases aris-
ing due to sociodemographic and/or
individual differences such as gender,
race, nationality, etc.

Key learning point

Training in psychology can assist doctors deal with ethical distress and moral harm. Ethical
distress is a feeling of discomfort caused by being unable to act ethically, which is generally
due to institutional or resource limits. Moral harm, on the other hand, is caused by prolonged
moral discomfort and can result in interruption of functioning as well as long-term psychological
impairment.

For hospitals

e Psychologists can offer insights into managing
healthcare facilities like hospitals and clinics.
Many doctors work in the management
of healthcare facilities. As a result, work
psychology can provide useful insights on
recruitment, performance evaluation, training
and development, job satisfaction, employee
motivation, and leadership abilities.

e Architectural design of medical facilities can
have physical, emotional, and psychological
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The exact architectural design of a medical
facility, as well as its techniques
infrastructure, and their impact on healthcare
quality, has recently attracted attention in
health care.
medical environment, such as light, color,
and the establishment of places for seclusion

Various characteristics of the

and social connection, have proven to be key
aspects in supporting mental health while
visiting or staying at a hospital.

Doctors must maintain mental stability and
brain function as they work about 120 hours
per week, making it one of the most demanding
jobs. This has the potential to boost production
and improve disease treatment precision.
Doctors, for example, must run throughout
the wards as quickly as possible as necessary.
Without discrete rooms, the doctor’s station
is frequently an open environment with little
airflow, assuring no privacy. This may result
in reduced treatment quality, decreased patient
safety, patient discontent,
physician turnover.

and increased

Second: Applications in the dentistry field

For dentistry patients

® Psychology is an important part of dentistry
since it influences the total dental experience
of patients. Dental procedures can be
stressful, and some patients may experience
excessive fear and anxiety as a result of their
appointments.

Understanding human behavior, emotions, and
motives is vital for providing a great dental
experience. Psychologically trained dental
practitioners may successfully interact with
patients and provide the emotional support
they require to overcome their worries.

effects on patients and healthcare providers. |

and t

® In addition, psychology can assist dentists
in understanding their patients’ particular

requirements, including their  worries
and concerns about dental treatments.
Understanding the emotional and

psychological elements that can contribute
to dental fear allows dentists to help patients
feel more comfortable and relaxed during
operations.

e Psychology is also useful in resolving
underlying psychological difficulties that
might lead to dental problems. For example,
dental fear can be linked to a traumatic
experience, thus dentists who understand the
psychological aspects of dental phobia can
assist patients in overcoming these concerns
and avoiding future dental problems.

e Another example is that teeth grinding and
clenching can be a sign of stress. To treat
bruxism induced by stress, it is critical to
manage and reduce stress. Exercise, relaxation
techniques, and meditation can all help reduce
stress and avoid teeth grinding.

e Overall, psychology helps dental professionals
provide high-quality care and improve their
patients’ overall dental experiences.

For dentistry professionals

Psychology can provide significant information
to help dentists improve their performance and
professionalism. Some psychology guidance in-
clude the following:
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e Being trained in psychology may help in
building good relationships with clients and
reduce cancellations by getting the right com-
mitment. Creating a low cancellation percent-
age begins with getting the right kind of com-
mitment from patients.

e Creating active patients with the right mindset.
Helping patients attain an active mindset
in regard to their dental health will help the
process of ongoing dental care smoother.
Proactive patients are those that don’t want
their dental health to deteriorate. They want
preventive care rather than extensive treatment
later on. Psychology is a powerful tool.

e Being trained in psychology can improve
interpersonal skills. Improving such skills can
improve human performance within minimum
efforts (see unit 6). Simply rephrasing the
way you ask a question can assist you with
developing a patient’s understanding of their
treatment choices and making commitments
to achieve their best oral health outcomes.

e Clinical psychology can provide dentist
with practical tips to reduce stress and work
burnout (see unit 7). Work burnout has proven
to reduce productivity and affect personal and
professional life.
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For dentistry clinics

e Psychology can help design effective dental

clinics. By selecting the appropriate design
that reflects the needs and emotions in terms
of colors and furniture. For example, when
selecting furniture colors, consider colors that
have good psychological connections. Blues
and greens are popular colors for healthcare
clinics because they can help generate a sense
of calm and trust.

Psychology can help develop dental tools and
furniture that are appropriate for children.
Creating a child-friendly environment in
a dental office can be achieved through
engaging and playful waiting rooms, kid-
friendly treatment rooms, child-appropriate

dental equipment, ceiling decorations, and
kid-sized furniture.
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e

Psychology on the ground
10 top tips to make pediatric and dental clinics a child-friendly environment

1. Design the clink to be more friendly

As always, the first impression leads the way to how the child
will feel and behave. Take the reception desk, for example. Can
you picture how a child might enter your office and see nothing
but a large wall? Obviously the choice of colors on your walls/
chairs or uniform can make a difference as well.

Pediatric psychologists have defined schemes which make chil-
dren feel comfortable. The stainless steel and white décor of a
standard practice may look pristine to adults, but it is not an en-
vironment a child will feel comfortable in. In contrast soft colors
such as blue, pink, green or yellow will have a calming effect on the child.

2. The work starts before the child even arrives

The initial contact with the parents on the phone is very important. The receptionist should take
the time to collect as much information about the child as possible (previous experiences, pain,
anxiety etc.), so that everybody knows beforehand how to approach the child and what to expect
when (s)he comes for the initial appointment.

3. take the time to really get to know your new little patient
It is important you get the first appointment right, which is

why you need to take the time to really get to know your new little

patient. This will make the child feel comfortable and relaxed.

4. It’s about the child, not the parent

Always try to keep the child at the center of attention. At the
end of the day, this is their visit and not the parent’s one. Use open
questions in a child appropriate language, which they can answer
with ‘yes. Psychology state that if the child answers five questions in a row with ‘yes’, (s) he will
not say ‘no’ when you ask them if they want to do the check up to their teeth or throat.

5. Give them choice

As any parent can testify to, giving children directives does not always work, especially when
they are in an unfamiliar environment. For example give them choice over what cartoon they wish
to watch or listen while they are lying on the treatment bench.

6. Positive reinforcement

Positive reinforcement is a key component of success. Everything you say/do can be wrapped

into a positive reinforcement.

7. Tell the truth!

Telling the truth is a fundamental principle and the same should
apply to parents. Parents should tell their children why they are
Vvisiting a dentist, but equally reinforce the positive notions. For
example if the child asks if he/she will need an injection don’t
just say yes but instead emphasize that they will get a special
children’s injection with magic gel!

8. Be prepared

When it comes to the actual treatment the most important thing is to be fully prepared. Children

have, at most, a 20 minute attention span. Therefore it is important to keep treatment times to a

___I_l_‘l_in;imum while doing as much treatment as possible in one visit. That means everything has to be
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ready and the parents need to be aware and informed, so that they don’t ask questions or interrupt
the treatment. .

9. You have one opportunity, so make it count

If you do treatment then make sure it will last. Any treatment should be a long term solution, as
there is nothing more traumatizing than having to return to the clinic several times because of the
same problem.

10. Improve prevention education

Always talk to the child in a simple language about their healthy habits as children listen to pro-
fessionals more than their parents about the healthy life styles.

Adapted from
10 top tips for a child-friendly environment.
BDJ Team 2, 15085 (2015).https://doi.org/10.1038/bdjteam.2015.85

5. Practical Tips!

@ Do @ Avoid

Show patients compassion and under-
standing.

Show your patients that you care about
them by giving them extra attention.
Develop your social skills because they
are essential for a successful career in
healthcare.

Give patients honest, genuine advise, and
be prepared for them to disregard it.
Have conversations with patients, follow
up with them, and establish trust

Avoid treating people like objects as this can
hinder the success of any medical experts.

As a dentistry professional treat patients “as
people not a teeth”

Don’t get burned out. Take breaks and regular
vacations.

do not force patients to take your options and
give them the right to choose!

do not lose trust with your patient and remem-
ber the ancient saying that ‘trust arrives on foot
but leaves on a horse’

Quick review

— Psychology word comes from the ancient Greek root (Psyche), which means mind or soul, and
(logy) which means science or knowledge. Theoretically, the term psychology refers to the sci-
ence that studies the mind and behavior and why people behave the way they do.

— There are two benefits that we can get from studying psychology, increasing self-awareness
and increasing awareness of others.

— There are many domains in psychology that may reach more than 52 specialties according to
the American Psychological Association (APA). Some of the most common are: clinical psy-
chology, health psychology, personality psychology, work psychology and social psychology.

— Human behavior may get affected by biology and environment. there is little doubt that genes
influence our behavior in pretty general ways. Some people are born with a natural tendency to be
extroverted, joyful, emotionally reactive, friendly, creative, or clever. Yet, we do not have a good
understanding of any of the relevant biochemical mechanisms.
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—
— In general, there are four different theoretical approaches that have tried to explain the causes and

sources of personality and human behavior > these theorioes as follows:

—  Psychoanalytic perspective: Personality and human behavior are influenced by sub consciousness
and early childhood experiences.

— Behavioral perspective: Personality and human behavior are influenced by parental nurturing
styles and reinforcements.

— Cognitive perspective: Personality and human behavior are influenced by style of thinking and
way of perception.

— Humanistic perspective: Personality and human behavior are influenced by individual’s will and
choices.

There are many applications of psychology in the healthcare sector, sof them as follows:
— Applications in the medical field

o for patients
o for medical professionals

o for hospitals
— Applications in the dentistry field

o for dentistry patients
o for dentistry professionals

o for dentistry clinics
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UNIT 2
The Psychology of Attention, Perception,
Memory, and Language

E}r is this unit important and what I will learn? Content of the unit

This unit explores the fundamental cognitive processes 1) Introduction: Human Cognition

of perception, memory, attention, and language, which 2) Attention
are essential for understanding how humans interact with
the world and process information. As future healthcare
providers, gaining a deep understanding of these processes 4) Memory
will enable you to better diagnose, manage, and treat patients
who may experience impairments in these areas due to
neurological, psychological, or developmental conditions. 6) Practical Applications

3) Perception

5) Language

In this unit, you will learn the following:

. _First: To define perception and explain its role in
Interpreting sensory information.

Second: To understand the mechanisms of memory
formation, storage, and retrieval.

'_l"hjrd: To identify the factors that influence attention and
1ts importance in daily functioning.

Fourth: To explore the complexities of language processing
and its connection to cognition.

Fif!-'ll: To apply evidence-based strategies to support
Patients with cognitive impairments related to perception,
memory, attention, or language.
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Opening Case study

e Case 1: Visual Perception and Stroke -

forgets recent conversations

like Mr. Khader?

Mrs. Fatima, a 65-year-old woman, presents with difficulty
recognizing faces after suffering a stroke. Despite having intact
vision, she struggles to identify familiar people, including
family members. Upon further evaluation, her neurologist
diagnoses prosopagnosia (face blindness), a condition caused
by damage to specific regions of the brain responsible for visual
perception. How does this case highlight the complexity of
sensory processing and its reliance on specialized brain areas?

e Case 2: Memory Loss and Alzheimer’s Disease

Mr. Khader, a 72 - year - old retired teacher, is brought to
the clinic by his daughter, who reports that he frequently
and misplaces items
around the house. A neurological assessment confirms
mild cognitive impairment (MCI), likely an early stage
of Alzheimer’s disease. How might understanding the
stages of memory help clinicians develop interventions
to slow the progression of memory decline in patients

1. Introdu

Cognition mental

processes that

encompasses  the
control executive functions
and allow humans to acquire knowledge and
understanding through thought, experience, and
sensory input. For medical and dental students,
a foundational
is essential, as it underpins many aspects of
patient care, from accurate diagnosis to effective

understanding of cognition

communication and treatment planning. This
chapter focuses on four core components of
cognition - attention, perception, memory, and
language - and explores how these processes
interact to shape human behavior and decision-
making. Each component will be examined
with a practical, application-oriented approach,
emphasizing their relevance to clinical practice.

Attention refers to the ability to focus on
specific stimuli while filtering out irrelevant
information, a skill critical for tasks such
as surgical precision or diagnosing subtle
symptoms (Posner & Petersen, 1990). Perception
involves interpreting sensory information to
make sense of the world, enabling clinicians
to recognize patterns in patient presentations,
such as identifying abnormalities in radiographs
or physical examinations (Goldstein, 2019).
Memory allows individuals to encode, store,
and retrieve information, which is vital for
retaining medical knowledge, recalling patient
histories, and applying learned protocols during
emergencies (Baddeley et al., 2020).
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Finally, language serves as the primary tool
for communication, both with patients and within
healthcare teams, ensuring clarity and precision

UNIT 2

in conveying complex medical
(Pinker, 1994),

information

Together, these cognitive processes form
the foundation of effective clinical practice. By
understanding the mechanisms and limitations
of attention, perception, memory, and language,
future healthcare professionals can enhance their
diagnostic accuracy, improve patient outcomes,
and foster stronger therapeutic relationships.
This chapter will integrate theoretical insights
with practical examples, equipping students with
the tools to apply cognitive science principles in
real-world medical and dental settings.

Key learning point

Cognitive processes such as perception, memory, attention, and language are interconnected and
play critical roles in everyday functioning. Impairments in these areas can significantly impact
quality of life and require tailored interventions.

“ﬁ; Attention

Definition and Function

Attentionis afundamental cognitive process
that allows individuals to selectively concentrate
on specific aspects of their environment while
filtering out irrelevant stimuli. This ability to
focus is essential for effective interaction with
the world, as it enables humans to prioritize
information that is most relevant to their goals
or tasks.

oW

ATTENTION
PLEASE! |

In clinical settings, attention plays a critical
role in ensuring precision and accuracy. For
example, sustained focus is necessary for medical
professionals when interpreting diagnostic
images, performing intricate surgical procedures,
or monitoring patients during emergencies
(Posner & Rothbart, 2007). Although attention
has always been a part of human experience, it
was not widely studied as a distinct cognitive
process until recent decades. Historically,
attention was often overshadowed by other areas
of psychological research, such as memory and
perception. However, advances in neuroscience
and cognitive psychology have brought attention
to the forefront, highlighting its integral role in
cognition and behavior (Driver, 2001).
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Types of Attention Overt verses covert attention

Attention can be categorized into three

primary types: sustained, selective, and divided. whether it involves body movement or remains
Each type serves aunique function and isrelevant  internal.

to different aspects of clinical practice.
]

1. Sustained Attention : This involves
maintaining focus on a task over an extended
period. For instance, reading lengthy
medical records or observing subtle changes
in a patient’s condition requires sustained
attention. Research has shown that fatigue
and stress significantly impair sustained
attention, which can lead to errors in high-
stakes environments like healthcare (Warm
et al., 2008).

2. Selective Attention: This refers to the
ability to focus on specific stimuli while
ignoring distractions. In a noisy hospital
ward, clinicians must selectively attend
to critical conversations or alarms while
tuning out background noise. Studies have
demonstrated that selective attention is
mediated by neural networks in the brain,
particularly involving the prefrontal cortex,
which helps suppress irrelevant information
(Desimone & Duncan, 1995).

3. Divided Attention: Also known as
multitasking, this involves allocating
cognitive resources to multiple tasks
simultaneously. While divided attention
is often necessary in fast-paced medical
environments—such as managing multiple
patients or responding to emergencies—
it can compromise performance if tasks
require significant cognitive effort. Evidence
suggests that multitasking increases cognitive
load and may lead to errors, highlighting the
importance of prioritizing tasks effectively
(Pashler, 1994).
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Attention can also be classified based on

Overt Attention: This refers to attention that
involves physical movement, such as turning
the head or shifting gaze toward a stimulus.
For example, a dentist focusing on a specific
area of a patient’s mouth by adjusting their
position demonstrates overt attention. Overt
attention is often guided by external cues and
is closely tied to sensory-motor coordination
(Corbetta & Shulman, 2002).

CovertAttention : In contrast, covert attention
involves focusing on a stimulus without
any accompanying physical movement.
For instance, a clinician might mentally
focus on a particular detail in a radiograph
without physically moving their eyes. Covert
attention is particularly important in situations
where physical movement is restricted or
unnecessary, allowing for rapid shifts in focus
without overt actions (Posner, 1980).

Overt vs. Covert Attention

Overt attention Covert attention
* Theeyemovestofocuson = You attend to an area of
the object of attention spacebmmee)edoesnot

. Objectofattenmmsmyour
peripheral vision

. Wlt!md

With the Eyes
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Top-Down vs. Bottom-Up Processing

Attention can also be understood in terms
of how information is processed:

Bottom-Up Processing (Exogenous
Attention): This type of attention is driven by
external stimuli and occurs automatically in
response to salient features in the environment,
such as a loud noise or a flashing light.
Exogenous attention is reflexive and does not
require conscious effort. For example, a sudden
alarm in a hospital setting will immediately
capture a clinician’s attention, regardless of
their current focus (Theeuwes, 1991).

Top-Down Processing (Endogenous
Attention): This type of attention is goal-
directed and influenced by an individual’s
expectations, knowledge, and intentions. For
instance, a physician deliberately searching
for a specific symptom during a physical
examination is engaging in top-down
processing. Endogenous attention requires
cognitive effort and is essential for tasks that
demand deliberate focus and planning (Egeth
& Yantis, 1997).

The Psychology of Attention, Perception, Memory, and Language

Factors Influencing Attention

Several factors can influence attention,

~ both positively and negatively. Stress and fatigue

are well-documented contributors to impaired
attention, reducing the ability to focus and
increasing the likelihood of errors (Lieberman
et al.,, 2005). Neurological disorders, such
as Attention Deficit Hyperactivity Disorder
(ADHD), can also disrupt attentional processes,
making it difficult to sustain or shift focus.
Conversely, training programs designed to
enhance attention, such as mindfulness-based
interventions, have been shown to improve
cognitive performance and reduce stress in

clinical populations (Chiesa et al., 2011).

K y learning point

An important implication of attention is that it focuses cognitive resources on relevant stimuli
while filtering distractions and sustaining concentration.

Eﬁn diversity

® Cultural differences influence how individuals perceive and
interpret sensory information. For example, some cultures
prioritize holistic perception, while others emphasize detail-
oriented observation.

® Language diversity highlights variations in cognitive
processing, as bilingual individuals often exhibit enhanced
executive function compared to monolinguals.

e IS
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3. Perception i ; \:! s * a’ﬁf -
Definition and Importance

Perception is the cognitive process

by which sensory information is organized,

; interpreted, and integrated to create a coherent
| and meaningful representation of the external
world. It involves multiple sensory modalities,
I including vision, hearing, touch, taste, and
| smell, each contributing to how humans interact

with their environment. In clinical practice,
accurate perception is essential for tasks such
as diagnosing conditions, interpreting medical
imaging, or assessing patient symptoms.

| For example, visual perception helps
| clinicians identify abnormalities in radiographs,
| while somatosensory perception enables dentists
!H to detect subtle changes in tissue texture
: during oral examinations (Goldstein, 2019).
‘ Understanding the perceptual process is critical
|
|
\
|

o . Example of illusion when there is no color in the picture
not only for recognizing normal sensory function

I but also for identifying deficits that may arise
|

. i ; Types of Perception
from neurological or sensory impairments. ypes of P

Perception can be categorized based on
The perceptual process involves several

the sensory modality involved, each playing a

stages: (1) sensation , where sensory receptors unique role in clinical practice:

detect stimuli; (2) organization , where raw . .

sensory data is structured into patterns; and (3) 1. Visual Perception:

interpretation , where the brain assigns meaning Visual perception refers to the ability
| to the sensory input. This process allows to interpret wvisual stimuli, such
“i individuals to make sense of their surroundings as shapes, colors, movement, and
;‘i and respond appropriately. However, perceptual spatial relationships. In healthcare,
I errors, such as illusions, can occur when the visual perception is indispensable for
| brain misinterprets sensory information, leading tasks like reading diagnostic images,
}: to distorted perceptions of reality (Goldstein, identifying skin lesions, or observing
‘;I 2019). These phenomena are not only fascinating subtle changes in a patient’s facial

from a theoretical perspective but also clinically expressions. For instance, radiologists

relevant, as they highlight the potential for rely heavily on visual perception to detect
| misdiagnosis or diagnostic bias in medical fractures or tumors in X-rays, while

settings. surgeons depend on it to navigate complex

anatomical structures during procedures.
However, visual illusions—such as the
Miiller-Lyer illusion, where two lines of
equal length appear different due to arrow-

[ 38 ]
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be misleading. Clinically, this underscores
the importance of corroborating visual
assessments with objective measurements
or additional diagnostic tools (Livingstone
& Hubel, 1988).

< <

Muller-Lyer illusion

2. Auditory Perception:

Auditory perception involves processing
sounds and speech, which is crucial for
effective communication with patients
and colleagues. In audiology, for example,
clinicians assess auditory perception
to diagnose hearing impairments or
conditions like tinnitus. Speech perception
is particularly important for understanding
patients’  descriptions of  symptoms,
especially in noisy environments like
emergency rooms. Misinterpretations can
occur when background noise interferes with
auditory processing, highlighting the need
for quiet clinical spaces to ensure accurate
communication (Zatorre et al., 2007).

Hearing (Ear) Auditory Perception (Brain)

3. Somatosensory Perception:

Somatosensory perception encompasses
the interpretation of tactile sensations, pain,

[ 39

like ends—demonstrate how perception can

, body position). Dentists and surgeons rely on

B

temperature, and proprioception (awareness of |

somatosensory perception to perform precise
manual tasks, such as suturing or extracting teeth.

For example, tactile feedback helps dentists
detect caries or periodontal pockets during
oral examinations. Conditions like peripheral
neuropathy, which impair somatosensory
perception, can hinder a clinician’s ability to
perform these tasks effectively, emphasizing
the importance of maintaining sensory health in
clinical practice (Kandel et al., 2013).

Neural Mechanisms

The brain integrates sensory input through
specialized pathways, ensuring that information
is processed efficiently and accurately. The
occipital lobe is primarily responsible for visual
perception, housing the primary visual cortex
(V1), which processes basic features like edges
and motion. Higher-order visual areas, such
as the ventral stream (“what” pathway) and
dorsal stream (“where” pathway), enable object
recognition and spatial navigation, respectively
(Goodale & Milner, 1992). Similarly, the
temporal lobe plays a critical role in auditory
perception, with the primary auditory cortex
analyzing sound frequency and pitch. Damage to
these areas can result in perceptual deficits, such
as cortical blindness (loss of vision despite intact
eyes) or central deafness (inability to process
sound despite functional ears).

Right visual
field

Left visual
field

Optical lens

] kL
p——— 2
retina

Temporal Temporal
Optic nerve

retina

Optic chiasma

Lateral geniculate
nucleus (LGN)

Primary visual cortex
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In addition to sensory-specific pathways,
multisensory integration occurs in regions
like the parietal lobe, which combines visual,
auditory, and somatosensory inputs to create a
unified perceptual experience. For instance, when
examining a patient, a clinician integrates visual
observations (e.g., skin discoloration), auditory
cues (e.g., wheezing), and tactile feedback (e.g.,
palpation findings) to form a comprehensive
understanding of the patient’s condition (Calvert
et al., 2004).

Clinical Relevance

Perceptual deficits can have profound
implications for both patients and healthcare
providers. For example, neglect syndrome , often
seen after right hemisphere strokes, results in
a failure to perceive stimuli on one side of the
body or environment. Patients may ignore food
on one side of their plate or fail to dress one
side of their body, demonstrating how impaired
perception disrupts daily functioning. Early
rehabilitation, such as visual scanning training
or prism adaptation therapy, can help restore
awareness and improve quality of life (Halligan
et al., 2003).

Illusions also provide valuable insights
into the fragility of perception. The Ponzo

illusion , where converging lines create the
impression of different-sized objects, illustrates

~ how contextual cues influence visual judgments.

In a clinical context, this phenomenon could lead
to overestimating or underestimating lesion sizes
in radiographic images if surrounding structures
bias perception. Awareness of such biases is
crucial for minimizing diagnostic errors and
enhancing patient care (Gregory, 1997).

Practical Implications for Medical and Dental
Students

For future healthcare

understanding perception is vital for developing

professionals, -

skills in observation, diagnosis, and patient
interaction. By recognizing the limitations of
human perception—such as susceptibility to
illusions or the influence of fatigue—students
can adopt strategies to mitigate errors. For
example, double-checking visual assessments
with objective measurements or using assistive
technologies can enhance diagnostic accuracy.
Additionally, fostering empathy and active
listening ensures that auditory and somatosensory
perceptions are aligned with patients’ subjective
experiences, ultimately improving clinical
outcomes.

Key learning point

representations of the environment.

Perception includes organizing and interpretating sensory input to construct meaningful

Critical thinking

determinism:

boundaries of cognition?

factual?

1. Challenges the Sapir-Whorf hypothesis and debates over linguistic
® Can thoughts exist without language, or does language define the

2. The ethical concerns about false memories vs. uncovering trauma:

® Should repressed memories recovered through therapy be trusted as

[ 40 ]
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Definition and Importance

Memory is the cognitive process by which
information is encoded, stored, and retrieved,
enabling individuals to retain and utilize
knowledge over time. It serves as the foundation
for learning, decision-making, and effective
communication—skills that are indispensable
in clinical practice. For medical and dental
students, understanding memory is crucial not
only for mastering complex academic material
but also for applying this knowledge in patient
care. Memory processes allow clinicians to recall
patient histories, remember treatment protocols,
and adapt to new diagnostic challenges. However,
memory is not infallible; lapses or distortions
can lead to errors in judgment, misdiagnoses,
or compromised patient safety (Baddeley et al.,
2020).

The study of memory has gained significant
attention in recent decades due to its implications
for education, aging, and neurological disorders.
Advances in neuroscience have revealed the
intricate biological mechanisms underlying
Memory, shedding light on how these processes
Can be optimized or impaired (Eichenbaum,
2017). In healthcare, a deeper understanding
of memory can inform strategies to enhance
leammg, improve patient outcomes, and address
¢onditions like dementia or post-traumatic stress
disorder (PTSD).

Types of Memory

Memory is typically categorized into three
main types, each with distinct functions and
clinical relevance:

1. Sensory Memory:

Sensory memory briefly retains sensory
input, allowing individuals to perceive the world
as continuous and coherent. For example, the
persistence of visual afterimages or echoes of
sound demonstrates sensory memory in action.
While its duration is fleeting (milliseconds to
seconds), sensory memory serves as the initial
stage of information processing. Clinically,
sensory memory ensures that healthcare
professionals can quickly detect changes in a
patient’s condition, such as subtle variations in
vital signs or facial expressions (Atkinson &
Shiffrin, 1968).

2. Short-Term Memory (STM):

Short-term memory temporarily holds a
limited amount of information for immediate use,
typically lasting around 20-30 seconds. STM is
essential for tasks requiring active manipulation
of information, such as calculating medication
dosages or recalling a patient’s symptoms
during an examination. The capacity of STM is
constrained by factors like stress, fatigue, and
cognitive load, which can impair performance
in high-pressure environments. For instance, a
clinician may forget critical details if interrupted
during a consultation, highlighting the importance
of minimizing distractions (Miller, 1956).

3. Long-Term Memory (LTM):

Long-term memory stores information
indefinitely, ranging from factual knowledge
(semantic memory) to personal experiences
(episodic memory) and skills (procedural
memory). In healthcare, LTM enables
professionals to draw upon years of training and
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experience when making diagnostic decisions or |

performing procedures. For example, semantic
memory allows a dentist to recall the anatomical

features of teeth, while procedural memory

supports the execution of technical skills like
suturing or cavity preparation (Tulving, 2001).

Neural Mechanisms of Memory

Memory processes rely on intricate
neural networks distributed across the brain.
The hippocampus , located in the medial
temporal lobe, plays a central role in encoding
and consolidating new memories, particularly
episodic and spatial information. Damage to the
hippocampus, as seen in Alzheimer’s disease,
results in severe memory impairments, including
difficulty forming new memories (Squire, 2004).

Once consolidated, memories are stored
in various cortical regions. For example, the
prefrontal cortex is involved in working memory
and executive functions, enabling individuals
to manipulate and prioritize information.
Meanwhile, the cerebellum and basal ganglia are
critical for procedural memory, supporting motor
skills and habitual behaviors (D’Esposito et al.,
1998). Understanding these neural pathways
provides insight into how memory can be
disrupted by neurological conditions and how
rehabilitation strategies might target specific
brain areas.

Clinical Implications of Memory

Memory impairments have profound
implications for both patients and healthcare

[ 42 ]

providers. Below are examples of clinically

relevant memory phenomena and their
applications:
1. False Memories and Diagnostic Bias:

False memories occur when individuals recall
events that never happened or misattribute
details to the wrong source. In clinical
settings, this can lead to diagnostic errors
if clinicians rely on inaccurate recollections
of patient interactions or case details. For
example, a physician might misremember
a patient’s reported symptoms due to
suggestion or confirmation bias, resulting
in  inappropriate treatment decisions.
Awareness of this phenomenon underscores
the importance of documenting patient
encounters meticulously and corroborating
subjective reports with objective data
(Loftus, 2005).

Memory Decline in Aging and Neurological
Disorders:

Age-related memory decline 1s a common
concernamongolderadults, often manifesting
as difficulties in recalling names, dates, or
recent events. Conditions like Alzheimer’s
disease exacerbate these deficits, leading to
profound impairments in daily functioning.
Early identification of memory problems
through cognitive assessments can facilitate

o e ol il Al i W

timely interventions, such as pharmacological

treatments or cognitive rehabilitation

programs (Beason-Held et al., 2017).
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3. Flashbulb Memories and Trauma: . nutrition, and stress management supports
Flashbulb memories refer to vivid, detailed memory  consolidation and  retrieval

recollections of emotionally significant (Roediger & Butler, 2011).

events, such as traumatic experiences or  Examples from Clinical Practice
major life milestones. While these memories

' ) ® Medication Errors: A nurse administers the
are often perceived as highly accurate,

wrong dosage of medication due to a lapse in

research shows they can be distorted over short-term memory caused by multitasking

fune: and interruptions. This highlights the
4. In trauma survivors, intrusive flashbacks—a importance of structured workflows and

hallmark of PTSD-—can disrupt normal double-check systems to reduce cognitive

functioning and require therapeutic overload. -

interventions  like  cognitive-behavioral

therapy (CBT) or eye movement

desensitization and reprocessing (EMDR) 7

(Brown & Kulik, 1977).

5. Enhancing Memory in Medical Education:

Medical and dental students face the
challenge of retaining vast amounts of
information. Strategies to optimize memory
include spaced repetition, active recall, and
interleaved practice.

e Patient Compliance: A patient forgets to
adhere to a prescribed treatment regimen due
to poor episodic memory. Providing written
instructions, visual aids, or reminders via

d b mobile apps can enhance adherence and

improve outcomes.

e Memory Rehabilitation: A stroke survivor
struggles with anterograde amnesia (inability
to form new memories). Occupational
therapists use external memory aids, such
as calendars and alarms, to compensate for
deficits and promote independence

For example, using flashcards or digital
tools like Anki can reinforce learning
through repeated exposure to key concepts.
Additionally, ensuring adequate sleep,

Key learning point

Working Memory temporarily holds and manipulates information for decision-making, problem-
Solving, and learning.
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Evaluate Yourself
Try to evaluate yourself using the following adapted part of the Executive Skills Questionnaire
by Peg Dawson & Richard Guare

Read each item below and then rate that item based on the extent to which you agree or
disagree with how well it describes you. Use the rating scale below to choose the appropriate score.
Then add the three scores in each section. Use the Key on page 2 to determine your executive skill
strengths (2-3 highest scores) and weaknesses (2-3 lowest scores).

Response Inhibition Items Your score

1. I don’t jump to conclusions
2. I think before I speak.
3. I don’t take action without having all the facts.

YOUR TOTAL SCORE:
Working Memory Items
1. I have a good memory for facts, dates, and details.
2. I am very good at remembering the things I have committed to do.
3. I seldom need reminders to complete tasks.

YOUR TOTAL SCORE:
Sustained Attention Items:

1. I find it easy to stay focused on my work.
2. Once I start an assignment, I work diligently until it’s completed.

3. Even when interrupted, I find it easy to get back and complete the job at hand.
YOUR TOTAL SCORE:

Flexibility Items

1. I take unexpected events in stride.
2. I easily adjust to changes in plans and priorities.

3. I consider myself to be flexible and adaptive to change.

R TOTAL SCORE:

Your Strongest SKills =~ =m-mmmmmmm oo e oo

Your Weakest Skills =~ =-===mm-=mmmmmmmmmme e e e e

Plan for improvement — --------===mm=mmsmmeeee e oo
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Definition and Importance ? L

Language is a complex cognitive system
that enables humans to communicate through
the use of symbols, sounds, and rules. It
consists of multiple components—phonology
(sound patterns), syntax (grammar), semantics
(meaning), and pragmatics (contextual use)—
that

communication. In clinical practice, language

work together to facilitate effective
is essential for patient-provider interactions, 2.
accurate diagnosis, and treatment planning. For
medical and dental students, understanding the
intricacies of language is critical not only for
mastering technical terminology but also for
fostering clear, empathetic communication with
patients from diverse backgrounds. Language
impairments can significantly impact healthcare
delivery, underscoring the need for awareness
of its neural basis, developmental disorders, and

acquired conditions (Pinker, 1994), 3.
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Components of Language

Language can be broken down into four
Primary components, each playing a distinct role
In communication:
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Phonology: refers to the sound patterns and
rules governing how sounds are combined
to form words. For example, phonological
awareness is crucial for distinguishing
between similar-sounding  terms like
“hypertension” “hyperthyroidism.”
Misinterpretation of such terms due to
phonological errors can lead to diagnostic or
treatment mistakes. :

and

Syntax: involves the grammatical rules
that dictate how words are arranged into
sentences. Proper syntax ensures clarity
in communication, particularly when
explaining complex medical information to
patients. For instance, using simple, direct
sentences (“Take this medication twice
daily”) rather than convoluted ones improves

comprehension and adherence.

Semantics: focuses on the meaning of
semantic

understanding is vital in healthcare to avoid

words and phrases. Accurate
miscommunication. For example, a clinician
must distinguish between a patient’s use
of “dizzy” to describe lightheadedness
versus vertigo, as these terms have different
diagnostic implications.

Pragmatics: refers to the social and
contextual aspects of language, including
tone, intent, and cultural nuances. Effective
pragmatic skills allow clinicians to tailor
their communication style to individual
patients, ensuring that explanations are

culturally sensitive and easily understood.
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Neural Basis of Language

Language processing primarily occurs in two
key brain regions:

e Broca’s Area: Located in the left frontal
lobe, Broca’s area is responsible for
speech production and articulation.
Damage to this region results in expressive
aphasia, characterized by difficulty
forming coherent sentences despite intact
comprehension. Patients with expressive
aphasia may speak in short, fragmented
phrases, such as “want water” instead of
“I would like a glass of water.”

e Wernicke’s Area: Situated in the
left temporal lobe, Wernicke’s area is
involved in language comprehension.
Damage here leads to receptive aphasia,
where individuals struggle to understand
spoken or written language and may
produce fluent but nonsensical speech,
often referred to as “word salad.”

Wernicke's /rea
LANGUAGE
COMPREHENSION

Broca's Area
LANGUAGE PRODUCTION

The arcuate fasciculus, a bundle of nerve
fibers connecting Broca’s and Wernicke’s areas,
facilitates the integration of speech production
and comprehension. Disruption of this pathway
can result in conduction aphasia, where patients

have difficulty repeating words or phrases despite
relatively preserved comprehension and fluency

- (Damasio & Damasio, 1992).

Developmental and Acquired Language

Disorders

Language impairments can arise from
developmental or acquired causes, each with
unique clinical implications:

1. Developmental Disorders:

e Dyslexia: A learning disorder
characterized by difficulties with reading
and decoding written language. Children
with dyslexia may struggle to recognize
letters, spell words, or comprehend texts,
impacting their academic performance
and self-esteem. Early interventions, such
as phonics-based instruction and assistive
technologies, can help mitigate these
challenges (Simpson, 2000).

e Specific Language Impairment (SLI):
SLI affects the acquisition of language
skills without an apparent cause, such
as hearing loss or intellectual disability.
Children with SLI often exhibit delayed
vocabulary development, grammatical

errors, and poor sentence construction.

Speech-language therapy is a common

intervention to  support language
development in these cases (Leonard,
2017).

2. Acquired Disorders:
e Aphasia: commonly occurs after
strokes, traumatic  brain  injuries,

or neurodegenerative diseases like
Alzheimer’s. Depending on the location
and extent of brain damage, aphasia

can manifest as expressive, receptive,

[ 46 ]
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or global impairments. For example, a |
stroke affecting Wernicke’s area might
leave a patient unable to understand
instructions during a dental procedure,
requiring clinicians to adapt their
communication strategies. Speech therapy

and rehabilitation programs are critical 2.
for recovery (Hillis, 2007).

e Primary Progressive Aphasia (PPA): A
subtype of frontotemporal dementia, PPA
causes gradual deterioration of language
abilities while sparing other cognitive
functions initially. Patients may struggle
to name objects, follow conversations,
or write coherently. Clinicians must
recognize early signs of PPA to provide
appropriate  referrals and  support
(Mesulam, 2001).

Clinical Implications of Language Disorders

Language impairments can profoundly
affect both patients and healthcare providers,
necessitating tailored approaches to care:

1. MiscommunicationinPatientInteractions:

Language barriers or impairments can lead
to  misunderstandings between patients
and clinicians. For example, a patient
with receptive aphasia may fail to grasp
Postoperative care instructions, increasing

[ 47 ]

the risk of complications. Using visual
aids, simplified language, and confirmation
techniques (“Can you repeat what I Just
said?”) can enhance comprehension and

safety (King & Simmons-Mackie, 2017).
Cultural and Linguistic Diversity:

Patients from non-English-speaking
backgrounds may face additional challenges
in accessing healthcare. Clinicians must
employ  professional interpreters or
translation services to ensure accurate
communication. For instance, explaining a
complex surgical procedure to a non-native
speaker requires careful attention to both
semantics and pragmatics to avoid confusion
(Flores et al., 2012).

Impact of Neurological Conditions:

Neurological disorders like Parkinson’s
disease oramyotrophic lateral sclerosis (ALS)
can impair articulation and voice quality,
making it difficult for patients to express
themselves. Speech-language pathologists
play a vital role in providing augmentative
and alternative communication (AAC) tools,
such as text-to-speech devices, to maintain
functional communication (Beukelman &
Light, 2020).
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4. Language Development in Pediatric

Populations:

Identifying language delays in children is |

crucial for early intervention. For example,
a toddler who does not use two-word phrases
by age two may benefit from referral to a
speech-language therapist. Early support
can prevent long-term academic and social
challenges (Rice et al., 2008).

Practical Examples in Clinical Practice

e Aphasia After Stroke: A patient recovering
from a stroke struggles to articulate symptoms
during a follow-up visit. The clinician uses
yes/no questions and visual aids to gather
necessary information, demonstrating
adaptability in communication.

® Dyslexia in Medical Education: A

medical student with dyslexia finds reading
dense textbooks challenging. By utilizing
audiobooks, mind maps, and spaced repetition,
they successfully manage their coursework
while addressing their learning needs.

Cultural Sensitivity in Dentistry: A dentist
treating a non-English-speaking patient
employs a professional interpreter to explain
a root canal procedure, ensuring the patient
fully understands the risks, benefits, and steps
involved.

Key learning point

interventions for language disorders.

Noam Chomsky proposed that humans are born with an innate Language Acquisition Device
(LAD), a hypothetical mechanism enabling children to learn language rapidly and intuitively.
On the other hand, critical Period Hypothesis (CPH) proposed by Eric Lenneberg, the critical
period posits a biologically determined window (up to ~puberty) for optimal language acquisition.
The LAD operates most effectively within the critical period, combining innate readiness with
developmental timing. Together, they explain why language acquisition is effortless in childhood
but becomes harder with age, shaping educational practices (e.g., early bilingual exposure) and

il
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Practical Applications: Cognitive Processes in
Clinical Cases

Cognitive processes—attention, perception,

memory, and language—are integral to
diagnosing, managing, and treating patients
across various medical and dental specialties.
Below, we explore how these processes are
implicated in specific clinical cases, including
multiple sclerosis (MS), stroke, and attention
deficit hyperactivity disorder (ADHD), and
discuss their management when patients present

to a general practitioner (GP) or dentist.

1. Multiple Sclerosis (MS) Case
Clinical Presentation:

A 45-year-old patient with MS visits the GP
complaining of fatigue, difficulty concentrating,
and memory lapses. They also report challenges
with fine motor skills during daily activities. The
same patient later visits the dentist for routine
care but struggles to follow instructions due to
cognitive fog and sensory disturbances.

Cognitive Implications:

® Attention: Patients with MS often experience
reduced sustained attention and divided
attention, making it difficult to focus on tasks
or multitask.

® Perception: Sensory deficits, such as altered
proprioception or tactile sensitivity, may
affect the patient’s ability to perceive stimuli
accurately.

Memory: Memory impairments, particularly
working memory, can hinder recall of medical
advice or dental hygiene instructions.

Language: While primary language deficits
are less common, slowed processing speed
may lead to communication difficulties.

Management Strategies:
o At the GP:

- Use clear, concise language and provide
written summaries of treatment plans to
accommodate memory deficits.

- Encourage the use of organizational tools
like calendars or mobile apps to manage
appointments and medications.

- Refer the patient to occupational therapy
for strategies to improve attention and
executive functioning.

e At the Dentist:

- Simplify instructions and demonstrate
procedures visuallytoaid comprehension.

- Allow extra time for appointments to
minimize stress and cognitive overload.

- Provide sensory accommodations, such
as using softer instruments if tactile
hypersensitivity is present.

2. Stroke Case
Clinical Presentation:

A 60-year-old stroke survivor presents
to the GP with residual left-sided weakness
and difficulty expressing themselves. During a
subsequent dental visit, the patient struggles to
describe oral pain due to aphasia and exhibits
neglect of the left side of their mouth during
brushing.
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Cognitive Implications:

e Attention: Hemispatial neglect, often seen

after right hemisphere strokes, leads to

impaired awareness of one side of the body or
environment.

e Perception: Visual-spatial deficits may
distort depth perception or recognition of
facial asymmetry.

e Memory: Short-term memory loss can impede
recall of post-stroke rehabilitation exercises
or medication regimens.

e Language: Aphasiaaffects speech production,
comprehension, or both, complicating patient-
provider communication.

Management Strategies:

e At the GP:

- Conduct thorough assessments of
cognitive and physical deficits to tailor
rehabilitation programs.

- Use visual aids and repetition to reinforce
verbal instructions.

- Collaborate  with  speech-language
pathologists to address aphasia and

improve communication skills.

e At the Dentist:

- Employ yes/no questions or picture-
based tools to facilitate communication
in patients with expressive aphasia.

- Focus on the neglected side during
examinations and treatments to ensure
comprehensive care.

- Educate caregivers about oral hygiene
techniques to compensate for unilateral
neglect.

3. ADHD Case

Clinical Presentation:

A 10-year-old child diagnosed with
ADHD visits the GP for routine check-ups and
later attends a dental appointment. The parents
report that the child frequently forgets to take
prescribed medications and struggles to sit still
during consultations or procedures.

Cognitive Implications:
e Attention: Deficits in sustained and selective
attention make it challenging for the child to

focus on lengthy discussions or remain seated
during exams.

e Perception: Hyperactive tendencies may
lead to overstimulation in sensory-rich
environments like clinics.

e Memory: Poor working memory contributes
to forgetting instructions, such as taking
medications or maintaining dental hygiene.

e Language: While language development
is typically intact, impulsivity may result
in interrupting conversations or providing
incomplete responses.

Management Strategies:
e At the GP:

- Break down information into smaller,
manageable chunks and use visual cues
to enhance understanding.

- Prescribe reminder systems, such as
alarms or pill organizers, to support
adherence to medication schedules.
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- Involve parents in discussions to ensure - Use positive reinforcement to encourage
accurate transmission of information. cooperative behavior during procedures.
e At the Dentist: ' - Provide hands-on demonstrations of oral

hygiene practices to improve retention

- Create a calm, structured environment and compliance.

by minimizing noise.

B

Key learning point

Understanding cognitive processes—attention, perception, memory, and language—is essential for
delivering patient-centered care. By recognizing how these processes are affected in conditions like
multiple sclerosis (MS), stroke, and ADHD, healthcare providers can adapt their communication
and treatment strategies to meet individual needs effectively. Practical applications of cognitive
science not only improve diagnostic accuracy but also enhance patient outcomes and satisfaction.

Psychology on the ground

Cognitive impairments often manifest differently in real-world clinical settings than they do in
textbooks. For example:

e A stroke survivor with neglect syndrome may ignore
instructions about caring for one side of their body.

e A child with ADHD may appear disengaged during
consultations, not due to lack of interest but because of
attention deficits.

® A patient with MS may struggle to recall complex medical
advice, requiring simplified explanations and written reminders.

General Considerations Across Cases

Regardless of the condition, certain principles apply universally when managing patients with
cognitive impairments:

1. Patient-Centered Communication: Tailor interactions to the individual’s cognitive abilities.
For example, simplify language for patients with aphasia or memory deficits, and allow extra
time for processing information.

2. Multimodal Approaches: Combine verbal, written, and visual
methods to reinforce key messages. This strategy benefits
patients with attention or memory challenges.

3. Environmental Modifications: Reduce environmental
stimuli (e.g., noise, bright lights) to prevent overstimulation,

particularly in patients with ADHD or sensory sensitivities.
; 4. Collaborative Care: Work with multidisciplinary teams, including neurologists, occupational
therapists, and speech-language pathologists, to address complex needs comprehensively.

S By grounding psychological principles in practical scenarios, clinicians can bridge the gap
t between theory and practice, ensuring that care is both compassionate and evidence-based.
"--.______;
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@ Do ® Avoid

1. Simplify Communication: Use clear, concise [ 1. Overwhelm with Information: Avoid

language and avoid medical jargon. Break bombarding patients with too much
down complex information into smaller, information at once, as this can lead to
manageable parts. confusion and poor retention.

2. Use Visual Aids: Incorporate diagrams, | 2. Assume Understanding: Don’t assume that

pictures, or demonstrations to reinforce patients have understood your instructions;

verbal instructions, especially for patients always confirm comprehension by asking

with memory or language impairments. them to repeat or demonstrate what was
discussed.

3. Allow Extra Time: Be patient and give
individuals sufficient time to process|3. Neglect Sensory Needs: Don’t overlook

information, respond, or complete tasks. This sensory impairments or sensitivities, such
is particularly important for patients with as tactile hypersensitivity in MS or visual-
cognitive deficits. spatial deficits in stroke survivors.

4. Engage Caregivers: Involve family members | 4. Rush  Appointments: Avoid rushing

or caregivers in discussions to ensure accurate consultations, as this can increase stress

transmission of information and adherence to and reduce the quality of interactions,

treatment plans. : particularly for patients with cognitive or
5. Adapt the Environment: Minimize attentional challenges.

distractions, noise, and sensory overload | g Ignore Emotional Factors: Don’t disregard

to create a calm and supportive setting, the emo-tional impact of cognitive

especially for patients with ADHD or sensory impairments, such as frustration or anxiety,

sensitivities. which can further hinder communication and
6. Provide Written Summaries: Offer take-home cooperation.

materials, such as brochures or checklists, to 6. Use Complex Tools Without Training: Avoid

help patients remember key points and follow introducing assistive devices or techno-

through with instructions. logies without proper instruc-tion, as this
7. Collaborate with Specialists: Work with may lead to misuse or noncompliance.
multidisciplinary ~ teams  (e.g., speech |7 pismiss Nonverbal Cues: Don’t ignore
therapists, occupational therapists) to address body language, facial expressions, or other
complex cognitive and physical needs nonverbal signals, as they can provide
comprehensively. valuable insights into a patient’s level of

8. Validate Patient Experiences: Acknowledge understanding or discomfort.
the challenges patients face due to cognitive | ¢ Fail to Follow Up: Don’t leave patients
impairments and reassure them that their without a plan for follow-up care o

concerns are understood and addressed. support, as this can exacerbate feelings of

abandonment or uncertainty.

s
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 Quick review and brief answers to unit questions
1. How do sensory inputs transform into meaningful perceptions?
Sensory inputs are transformed into meaningful perceptions through a three-step process:
e Sensation: Sensory receptors detect stimuli (e.g., light, sound, touch).
e Organization: The brain organizes raw sensory data into patterns, such as shapes or sounds.
e Interpretation: The brain assigns meaning to the organized information based on context, past
experiences, and expectations.
For example, visual input from an X-ray is interpreted as a fracture due to the clinician’s training and
contextual understanding.
2. What are the stages of memory, and how can they be disrupted?
Memory has three main stages:
e Encoding: Information is processed and stored. Disruptions can occur due to lack of attention or poor
focus.
e Storage: Information is retained over time. Damage to the hippocampus (e.g., in Alzheimer’s disease)
impairs long-term storage.
e Retrieval: Stored information is accessed. Stress, fatigue, or neurological conditions like dementia
can hinder retrieval.
For instance, a stroke affecting the temporal lobe may disrupt semantic memory, making it hard to recall
medical terminology.
3. How does attention influence learning and task performance?
Attention enhances learning and task performance by:
e Filtering irrelevant stimuli to focus on critical information.
e Enabling sustained concentration for complex tasks (e.g., reading medical charts).
e Facilitating selective attention to prioritize urgent tasks in high-pressure environments.
Impaired attention (e.g., due to ADHD or fatigue) can lead to errors, missed details, or reduced efficiency.
4. What are the neural bases of langunage processing, and how do disorders affect communication?
Language processing involves key brain regions:
® Broca’s Area: Responsible for speech production; damage causes expressive aphasia (difficulty
speaking).
® Wernicke’s Area: Involved in comprehension; damage results in receptive aphasia (nonsensical
speech).
e Arcuate Fasciculus: Connects these areas; disruption leads to conduction aphasia (impaired repetition).
Disorders like stroke, dementia, or developmental conditions (e.g., dyslexia) disrupt these pathways,
affecting verbal and written communication.
S. What ethical considerations arise when addressing cognitive impairments in diverse populations?
g cog p pop
Ethical considerations include:
® Informed Consent: Ensuring patients with cognitive impairments fully understand treatment options.
® Cultural Sensitivity: Adapting communication styles to respect cultural and linguistic differences.
® Equitable Access: Providing assistive tools or interpreters to bridge gaps in understanding.
® Autonomy and Dignity: Respecting patients’ independence while offering necessary support without
paternalism.
qu example, using professional interpreters for non-native speakers ensures accurate communication
without bias or misunderstanding.
‘-________
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‘:"‘Why is this unit important and what I will learn? Content of the unit
This unit is about Human development, a fundamental area 1) Introduction: what is human development?

of psychology that explores how individuals grow, learn, and

change throughout their lives, from infancy to old age. 2) Biological and Cultural Influences on

Development

I will learn the following:
5 3) Developmental Challenges Across the

® First: Understand foundational psychological theories that Lifespan

explain human development, including the work of Freud,
Erikson, Piaget, and Vygotsky.

Second: Identify the biological, environmental, and cultural 5) Practical Applications for healthcare
factors that influence growth and behavior throughout the professionals
lifespan.

4) Evaluating Developmental Awareness

6) Practical tips

Third: Analyze developmental challenges in key life stages—
such as infancy, adolescence, adulthood, and aging—and
understand their impact on mental and emotional health.

Fourth: Evaluate your own developmental awareness and
€motional intelligence using a psychological self-assessment
tool.

Fifth: Apply psychological development concepts to real-
world medical scenarios and implement developmentally
informed strategies in clinical practice.

e
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Opening Case study

Developmental delays in early childhood can have a
profound impact on long-term health outcomes if not
identified and addressed promptly

A longitudinal study conducted by Glascoe and
colleagues (2011) highlighted the case of a 24-month-old
child, identified during routine pediatric developmental
surveillance, who demonstrated significantly delayed
speech, limited social interaction, and poor responsiveness
to verbal commands.

Upon screening with the Parents’ Evaluation of %
Developmental Status (PEDS) tool, the pediatrician found
multiple areas of concern and initiated a formal referral for early intervention services. Subsequent
assessments confirmed language delay and social communication deficits, prompting enrollment
in targeted speech therapy and a structured early education program.

By age four, the child showed substantial improvements in expressive language and social
functioning, underlining the benefits of early detection and intervention.

Similarly, the American Academy of Pediatrics (2006) issued guidelines emphasizing that
structured developmental surveillance during routine health visits leads to earlier recognition of
delays compared to informal observation. Their research supports that early intervention, especially
within the critical neuroplasticity period before age three, dramatically improves developmental
trajectories.

Reflection:

This real-world evidence highlights how structured developmental screening tools, parent
collaboration, and timely referrals significantly enhance outcomes for children with early
developmental concerns. For healthcare providers, understanding and applying psychological
development knowledge is not optional — it is crucial to promoting lifelong health.
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Human development encompasses

physical, cognitive, emotional, and social growth
from conception to late adulthood, influenced by
biological, psychological, and environmental
factors (Berk, 1998). The life course paradigm
emphasizes the timing, social context, and
organization of lives, considering concepts such
as social pathways, cumulative experiences,
and turning points (Elder & Shanahan, 2007).
Proper nutrition and lifestyle choices are
essential throughout development, particularly
during pregnancy and early childhood
(Sgarbieri & Pacheco, 2017). Parental health,
genetic inheritance, and environmental factors
significantly influence a child’s development
from conception onwards.

students and healthcare
understanding  psychological
development is essential not only to provide
age-appropriate care but also to recognize signs
of typical and atypical growth. This knowledge
helps in building effective communication with
patients, understanding behavioral symptoms,
and supporting emotional well-being across
different life stages. Medical professionals
frequently encounter patients at various stages
of development. A pediatrician working with a
toddler will focus on developmental milestones
and early intervention, while a geriatric specialist
Must be aware of cognitive decline and emotional
transitions in the elderly. Thus, familiarity with
the Psychology of human development allows
for a more empathetic, informed, and person-
Centereq approach to care.

medical
professionals,

For

E. Introduction: what is human development? | =

Understanding human develo
healthcare professionals

Pment allows
to recognize typical and

atypical patterns of growth, thereby enhancj
patient care at every life stage. See Figure bellow
for a summary of the main developmental stages
across life.

Tk, QQM

Human development is guided by three
foundational processes: growth, maturation,
and learning. Growth and maturation are
biological processes, while learning is largely
behavioral (Malina, 2014). These processes
interact dynamically across the lifespan, with
evolutionary and ontogenetic perspectives
shaping the biological-genetic and social-cultural
architecture of development (Baltes, 1997).
Growth refers to the measurable physical changes
that occur over time, such as increases in height,
weight, and organ size. Although most prominent
during infancy, childhood, and adolescence,
growth continues throughout the lifespan in
more subtle ways, adapting to biological and
environmental influences (Sigelman & Rider,
2017). Closely linked to growth is maturation,
the genetically programmed unfolding of
physical and behavioral traits. Maturation
reflects the biological timetable of development,
independent of specific experiences or learning.
For instance, behaviors like walking, the onset
of puberty, and the development of certain
reflexes occur as part of an organism’s natural
progression toward physical and functional
readiness (Papalia et al., 2019). Complementing
both growth and maturation is the process of
learning. Learning involves the acquisition
of skills, behaviors, attitudes, and knowledge
through experience, observation, and practice.

ng
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Unlike maturation, learning is shaped heavily by

environmental inputs such as education, cultural
expectations, and social interactions, thereby
enabling individuals to adapt flexibly to diverse

life contexts (Santrock, 2020). Together, growth,
maturation, and learning interact dynamically to

- produce the rich tapestry of human development

observed across the lifespan.

Key learning point

learning.

Human development is a lifelong interaction between biological maturation and experiential

Major Theories of Human Development

Human
scholars,
centuries because it seeks to explain how people
change and grow throughout life. These changes
cover physical, cognitive, emotional, and social

development has fascinated

philosophers, and scientists for

dimensions, shaping how individuals perceive
the world and interact with it. Understanding the
major theories behind this process helps clarify
why people behave, think, and feel the way they
do at different life stages. The major theories of
human development include:

Freud's Erikson’s
psychosexual psychosocial
theory stages
Piaget’s Vygotsky’s
cognitive sociocultural

stages theory

Freud’s Psychosexual Theory

as indicated in unit 1, Sigmund Freud
(1856-1939), a pioneering figure in psychology,
proposed that early childhood experiences
significantly shape personality through a series
of psychosexual stages. Freud’s theory of
psychosexual development posits that personality
is shaped through a series of stages centered on

erogenous zones: oral, anal, phallic, latency, and
genital (Elkatawneh, 2013). The first stage, the
oral stage, occurs from birth to about one year
of age, where pleasure is centered on activities
involving the mouth, such as sucking and biting.
During the anal stage, from one to three years,
the focus shifts to bowel and bladder control,
introducing issues of control and autonomy. The
phallic stage is notable for the emergence of the
Oedipus and Electra complexes, where children
develop erotic attraction to the opposite-sex
parent and rivalry with the same-sex parent
(Mazur, 2021). During this stage, the superego
forms, internalizing ethical principles and taboos.

From six to twelve years, children enter
the latency stage, a period during which sexual
feelings are dormant, and the focus shifts to the
development of social skills and intellectual
pursuits. Finally, the genital stage begins
at adolescence and extends into adulthood,
characterized by the maturation of sexual interests
and the establishment of intimate relationships
(Freud, 1905/1953). Freud’s theory emphasized
that unresolved conflicts at any stage could lead
to fixation and impact adult personality and
behavior.
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Freud's psychosexual stages

B

o ' ol ; B, % 2
Oral stage: Birth to 1 year EmAniﬁsuzg:;‘gg:“r;ugn d Genital stage: Puberty to death
I Erogenous zone: Mouth g€ Blaitiies Eoltrsl maturing sexual interest

Phallic stage: 3 to 6 year
Erogenous zone: Genitals

Latent stage: 6 to puberty
libido inactive

Key learning point

Early childhood experiences play a pivotal role in shaping later psychological development.

Erikson’s Psychosocial Development Theory

Building on Freud’s
ideas but expanding the
scope to cover the entire
lifespan, Erik Erikson
(1902-1994) introduced
the psychosocial theory
of development. The
theory proposes eight
S€quential stages of
human  development,
€ach characterized by
a psychosocial crisis that must be resolved for
healthy personality development (Erikson,1950).

In infancy, the conflict revolves around
trust versus mistrust, as babies learn whether
their environment can reliably meet their needs.

During early childhood, toddlers struggle
between autonomy and shame and doubt,
striving to develop a sense of personal control.
Preschool-aged children encounter the challenge
of initiative versus guilt, where the ability
to initiate activities is crucial for a sense of
purpose. In middle childhood, the focus shifts
to industry versus inferiority, emphasizing
competence in social and academic skills.
Adolescence is marked by the task of identity
versus role confusion, as teenagers explore and
form their personal identities. Young adults face
the crisis of intimacy versus isolation, seeking
meaningful romantic and social relationships.
Middle adulthood brings the challenge of
generativity versus stagnation, involving the
desire to contribute to society and support
future generations. Finally, in late adulthood,
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individuals confront integrity versus despair,

reflecting on their lives with either a sense of
fulfillment or regret. These stages are influenced

by biological, psychological, and social factors

throughout life (Gross, 2020; Orenstein &

Lewis, 2022). Erikson’s theory has significantly
influenced various fields, including gerontology
and personality development, providing g
valuable framework for understanding emotional
and social challenges across the lifespan.

e
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Integrity vs. Despair

Generativity vs. Stagnation

Intimacy vs. Isolation (adulthood)
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Identity vs. Role-Confusion (adolescence)

Industry vs. Inferiority (elementary years)

Initiative vs. Guilt (preschool years)

Autonomy vs. Shame/Doubt (toddlerhood)

d §

==
O -

Trust vs. Mistrust (infancy)

Key learning point

development.

Successfully resolving psychosocial conflicts at each stage fosters healthy emotional and social

Piaget’s Cognitive Development Theory

Jean Piaget
(1896-1980) revolu-
tionized the wunder-
standing of cognitive
development by pro-
posing that children

actively construct

knowledge as they
interact with their environment (Piaget, 1952).
According to Piaget, cognitive development un-
folds in four distinct stages: sensorimotor (birth
to 2 years), preoperational (2-7 years), concrete
operational (7-11 years), and formal operational

(11+ years) (Rabindran & Madanagopal, 2020).
Each stage is characterized by qualitatively dif-
ferent ways of thinking and interacting with the
environment (Molitor, 2013).

The first stage, the sensorimotor stage,
spans from birth to approximately two years of
age. During this period, infants learn about the
world primarily through sensory experiences and
motor actions, culminating in the development
of object permanence—the understanding that
objects continue to exist even when not visible-
The second stage, the preoperational stage (ages
two to seven), is marked by the emergenceé
of symbolic thought, but thinking remain$
egocentric and intuitive rather than logical. From
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operational stage,

logically about concrete events and understand
concepts such as conservation and reversibility.
Finally, the formal operational stage, beginning
around age twelve, introduces the capacity for
abstract and hypothetical thinking, allowing
to reason

adolescents systematically about

complex problems.

seven to eleven years, children enter the concrete |

where they develop the ability to think .

work

Piaget’s
cognitive development involves fundamental
transformations in perception and reasoning, not
just an accumulation of information.

emphasized that

Key learning point

for more complex thinking.

Cognitive development progresses through a series of distinct stages, each laying the foundation

Vygotsky’s Sociocultural Theory (Brief
Mention)

Lev Vygotsky (1896-1934) proposed
that cognitive development is fundamentally
shaped by social interaction and cultural context
(Vygotsky, 1978). Central to this theory is the
Zone of Proximal Development (ZPD), which
representstherangeoftasksachildcanaccomplish
with guidance from a more knowledgeable other
(Gebhard, 2008; Shepard, 2005). The ZPD
concept supports the use of cooperative learning
strategies in classrooms, enhancing social and
cultural experiences (Doolittle, 1995). Vygotsky
proposed that cognitive development occurs first
on the social plane through interaction, then on
the psychological plane.

This process is exemplified in language
acquisition, where children learn through social
interactions before internalizing skills. The ZPD
model aligns closely with formative assessment
and instructional scaffolding, emphasizing the
importance of supportive guidance in learning.

;KEy learning point

Cognitive growth is deeply embedded within social and cultural environments.
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The Human Lifespan: Key Developmental
Stages and Their Characteristics

The human lifespan encompasses five
distinct developmental stages: infancy, childhood,
adolescence, adulthood, and aging. Each phase
presents unique physical, cognitive, emotional,
and social changes that shape an individual’s
growth and development. Understanding these
stages is crucial for providing appropriate care,
support, and interventions throughout life. In the
following pages we examines the main features of
each developmental period and their significance
in human development.

Human Development Across the Lifespan
Scope of H Owvelop +

Infancy .

Rapid phpnical  Childhood  Adolescence Adulthood  Aging
and sensory grossh l.mmg ientityand  Carverand “l!ﬂs_wm
i devenpment  bullding
Liespan

Infancy (0-2 Years): The Foundation of Life

Infancy represents the most rapid period of
growth and development in the human lifespan.
During these first two years, infants undergo
dramatic physical changes, including tripling
their birth weight and developing essential motor
skills. The brain grows at an astonishing rate,
with neural connections forming at a pace never
again matched in life.

Cognitive development follows Piaget’s
sensorimotor stage, where infants learn about the
world through sensory experiences and motor
actions. A key milestone is object permanence -
the understanding that objects continue to exist
even when out of sight. Emotional development
centers around attachment, as described by
Bowlby’s attachment theory. The bond formed
with primary caregivers during this period lays
the foundation for future relationships.

Socially, infants progress from reflexive

* behaviors to intentional communication. By 12

months, most babies develop stranger anxiety and

- separation anxiety, demonstrating their growing

social awareness. Language development beging
with cooing and babbling, typically leading to
first words around 12 months.

g 2
0-3 4-5

&

o

5-7
holding head up rolling over rising up
bath ways on hands
- S,
w2 i A @ o (cl:?
= ~
6-8 6-8 9-10 11-15
crawling sitting standing walking
without support with support

Childhood (3-12 Years): The Age of
Learning and Exploration

Childhood is divided into early (3-6 years)
and middle (7-12 years) childhood, each with
distinct characteristics. Physically, children
experience steady growth and refinement of
motor skills. The brain reaches 90% of its adult
size by age 6, enabling more complex cognitive
abilities.

Cognitive development moves through
Piaget’s preoperational and concrete operational
stages. Children develop symbolic thinking,
language skills, and logical reasoning abilities.
Erikson’s psychosocial theory highlights the
development of initiative (early childhood) and
industry (middle childhood) as crucial emotional
milestones.

Socially, play becomes increasingly
important, evolving from parallel play to
cooperative play. Friendships grow moré

significant, and children begin to understand
social rules and norms. The development of self-
concept and self-esteem becomes prominent
during middle childhood.
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Adulthood

childhood to adulthood, characterized by puberty
and significant physical changes. The brain
undergoes substantial reorganization, particularly
in the prefrontal cortex, which governs decision-
making and impulse control.

Cognitive abilities reach near-adult levels,
with the development of abstract thinking and
metacognition. Piaget’s formal operational stage
emerges, allowing for hypothetical reasoning
and problem-solving. Emotionally, adolescents
experience heightened sensitivity to social
evaluation and increased risk-taking behaviors,
partly due to the developing limbic system
outpacing prefrontal cortex maturation.

Social development focuses on identity
formation, as described in Erikson’s identity vs.
role confusion stage. Peer relationships become
increasingly important, while relationships
with parents often undergo renegotiation. Many
adolescents experiment with different roles
and beliefs as they establish their independent

identities.

3 Stages of
Adolescence

GRADES
9-12

MIDDLE ADOLESCENCE

Adulthood (20-64 Years): Peak and
Stabiliga

Adulthood is typically divided into
Carly (20-40 years) and middle (40-64 years)

Adolescence (13-19 Years): The Transition to

Adolescence marks the transition from

adulthood. Physically, early adulthood represents
peak physical condition, while middle adulthood
brings gradual declines in muscle mass, bone
density, and metabolic rate.

Adulthood

Creative age :
Settling-down age

Ve

Reproductive age

Social isolation *—— (.\'r, \
| Problem age
R

Emotional tension

Cognitive abilities generally remain stable,
with crystallized (accumulated
knowledge) increasing while fluid intelligence
(processing speed) begins to decline in middle
adulthood. Erikson’s stages of intimacy vs.
isolation (early adulthood) and generativity vs.
stagnation (middle adulthood) highlight key
emotional challenges.

intelligence

Socially, adults typically focus on career
development, long-term relationships, and
parenthood. Middle adulthood may bring the
“empty nest” syndrome as children leave home,
along with increased caregiving responsibilities
for aging parents.

Aging (65+ Years): Wisdom and Decline

Late adulthood brings more pronounced
physical changes, including sensory decline,
reduced mobility, and increased susceptibility to
chronic illnesses. Cognitive changes vary widely,
with some experiencing mild forgetfulness while
others develop more serious conditions like
dementia.

Erikson’s  final  psychosocial  stage,
integrity vs. despair, emphasizes the emotional
task of reflecting on one’s life with satisfaction.
Socially, older adults often face role changes
such as retirement, widowhood, and increased
dependence on others. However, many maintain
active social lives and continue contributing to
their communities.
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2. Biaiaglcal and Cultural Influences "og il)‘evelnpment S

Nature and Nurture in Human Development

NATURE vs. NURTURE

Human development is shaped by a complex
interplay ofbiological factors and cultural context.
While biological elements—such as genetics,
brain maturation, and hormonal influences—
lay the foundational blueprint for development,
cultural and  environmental  conditions
determine how that potential is expressed and
refined (Papalia et al., 2019). The relationship
between biology and culture is systematic, with
evolved predispositions allowing individuals
to acquire contextually relevant information
for their specific environments (Keller, 2008).
Cultural neuroscience research examines how
psychological processes are affected by the
interaction of culture with biological factors,
including genetics, neural activation patterns,
and physiological processes (Sasaki & Kim,
2017). Understanding this interplay is crucial
for comprehending human development across
diverse populations and contexts. See Figure 3 for
a summary of key biological and environmental
influences on development.

Biological Influences on Development

From the moment of conception, biology
plays a central role in guiding the structure and
function of the developing organism. Genetic
inheritance determines physical traits and
predispositions to various conditions, including
developmental delays and temperament styles.

[ 66 ]

For instance, chromosomal abnormalities like
trisomy 21 (Down syndrome) or mutations
in genes such as FMRI1 (linked to Fragile
X syndrome) have direct developmenta]
implications (Santrock, 2020).

Brain development is another critical
biological influence. The human brain undergoes
rapid growth in early childhood, especially in
areas related to sensory processing, language, and
emotional regulation. This neurodevelopment is
highly sensitive to both internal (e.g., nutrient
availability, genetic programming) and external
(e.g., toxins, infections) factors (Berk, 2018).
Genetic factors and brain development in early
childhood establish neural pathways supporting
cognition and behavior (Gottliebetal.,2007). The
surge of hormones during puberty significantly
influences  adolescent behavior, affecting
emotional regulation, risk-taking, and identity
formation (Peper & Dahl, 2013). These hormonal
changes contribute to brain-behavior interactions
that can shape developmental trajectories in both
positive and negative directions. The biological
changes of puberty are particularly important for
the establishment of romantic relationships and
initiation of sexual activity, key developmental
tasks in adolescence (Halpern, 2003).
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Key learning point

10 basic principles of human development

Development is Lifelong (Continual): Development does not stop at childhood or adolescence
but continues throughout adulthood and aging.

Development is Multidimensional: Involves changes in physical, cognitive, emotional, and
social domains.

Development is Multidirectional: Some abilities improve while others decline.
Development is Flexible: The brain and behavior can adapt based on experiences.

Development is a Combination of Nature (Genetics) and Nurture (Environment): Genes
interact with experiences (e.g., nutrition, trauma, education). Example: Height is genetically
influenced but can be stunted by malnutrition.

Development Involves Both Gains and Losses: Growth in one area may come at the expense
of another.

Development is Cumulative (Early Experiences Matter, but Change is Possible): Early
childhood sets a foundation, but later experiences can modify trajectories.

Development progresses from general to specific: Initially, general skills develop first,
followed by more specialized skills.

Development proceeds from top to bottom and from inside to outward: The head grows
first, followed by downward growth. Internal vital organs develop first, then external body
parts.

. A child’s development should not be compared to others: Growth follows varying timelines
for each child, yet all ultimately reach the same outcome (for example, early speech is not an
indicator of intelligence, and delayed walking is not a sign of disability).

Cultural and Environmental Influences

_ Cultural influences play a crucial role
N shaping developmental pathways and
Parenting strategies across different societies.
The relationship between biology and culture is
_Systematic, with evolved predispositions allowing
Mdividuals to acquire contextually relevant
‘Mformation (Keller, 2008). Culture influences

parenting styles, educational practices, emotional
expression, gender roles, and values around
independence or collectivism. For example,
children in collectivist societies (such as Japan
or India) are often encouraged to prioritize social
harmony, while those in individualistic cultures
(such as the United States) are urged to express
autonomy and self-confidence from an early age
(Kagitcibasi, 2007).

The environment also encompasses
factors such as socioeconomic status, nutrition,
exposure to toxins, and access to education and
healthcare. For instance, poverty has been linked
to increased stress, reduced access to stimulating
environments, and poor health outcomes—factors
that can negatively affect both brain development
and educational attainment (Bradley & Corwyn,
2002).

[ 67 ]




UNIT 3

The Psychology of Human Developmepg

Cultural norms also influence

developmental milestones. In some cultures,

children walk earlier due to active motor

training (e.g., Uganda), while in others, verbal
communication is emphasized earlier due to

interactional styles (e.g., Western societies)
(Super & Harkness, 1986). These variationg
underscore the importance of cultural sensitivity
when evaluating developmental progress iy
clinical settings.

Human diversity

signs of pathology.

One compelling example of cross-cultural diversity
in development comes from a study by Bornstein et
al. (2012), which analyzed parenting behaviors in 9
countries. The researchers found that although warm
parenting was universally valued, how parents expressed
warmth (e.g., through physical affection vs. verbal
praise) varied significantly. For instance, Italian mothers
showed more physical affection, while American
mothers used more verbal encouragement. Such findings
highlight that while the need for emotional bonding is
universal, its expression is culture-specific. These insights are crucial for clinicians working with
multicultural families, helping them to avoid misinterpreting culturally normative behavior as

Genetic Inheritance

Determines physical traits, health risks,
and temperament

Brain Development

Early childhood development forms
neural pathways.

Pubertal Hormones

Impacts adolescent behavior, identity,
and emotional regulation.

Cultural Values

Shapes parenting, emotional
expression, and social expectations.

Environmental Factors

Affect developmental outcomes like
poverty and nutrition.

Cultural Contexts

Influences timing and emphasis of
developmental milestones.

Biological, cultural, and environmental factors that shape human development across

different life stages
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As individuals move through the lifespan,
ey encounter a series of psychological,
omotional, and social transitions. Each life
L. ge brings its own set of developmental tasks
.d challenges. While childhood development
.. often closely monitored and supported, later
. olescence marks a crucial shift from concrete
to abstract thinking, sexual self-awareness,
and identity formation, impacting healthcare
transitions (Kaufman, 2006). A well-planned
healthcare transition from pediatric to adult
bare is essential for maximizing lifelong
functioning and well-being, ideally occurring
between ages 18-21 (Cooley et al., 2011).
" Throughout adulthood, individuals face various
developmental tasks and challenges influenced
by family, peers, and social environments. In
later life, transitions often involve loss and
grief, including bereavement, retirement, and
relocation. These experiences can significantly
impact older adults’ health and well-being,
necessitating compassionate care from healthcare
professionals and family caregivers (Seedsman,
2021). Understanding these life-stage transitions
is crucial for healthcare providers to deliver age-
appropriate, empathetic, and comprehensive care
across the lifespan. Refer to Figure 4 for a visual
summary of major adolescent developmental
transitions.

Challenges in Adolescence

As indicated earlier, adolescence is a
critical period of development characterized
by significant biological, cognitive, and
emotional changes (Somerville et al., 2010,
Nebhinani & Jain, 2019). This phase involves
heightened sensitivity to rewards and emotional
Cues, coupled with immature cognitive and
emotional regulation capacities (Steinberg,
2005). Adolescents often engage in risk-taking
behaviors and experience mood fluctuations due
to neurobiological changes and social influences
(Somerville et al., 2010; Resch & Sevecke,

- 2018). While most adolescents navigate this

period successfully, approximately 15% are
at risk of developing psychological problems
(Resch & Sevecke, 2018). According to WHO
(2021), approximately one in seven adolescents
experiences a mental disorder globally, making
early identification and support essential. Identity
formation is a crucial aspect of adolescence,
with some youth attempting to stabilize their
self-esteem through risky behaviors or substance
abuse. The interplay between developing brain
systems, behavioral patterns, and cognitive
abilities makes adolescence a period of both
vulnerability and opportunity for personal growth
and reorganization of regulatory systems.

Adolescence

HORMONAL
CHANGES

COGNITIVE
DEVELOPMENT

« Abstract thinking
Challenges in Adulthood

In early adulthood, individuals typically
strive to form intimate relationships and
establish careers (intimacy vs. isolation). Failure
to do so can result in feelings of loneliness and
disconnection (Berk, 2018).

psychosocial
across

Erikson’s  theory  of
development posits distinct stages
adulthood, influencing well-being and personal
growth. In early adulthood, identity and intimacy
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. are crucial for midlife satisfaction (Sneed eft fil.,
2012). Middle adulthood focuses on generativity,
which strongly impacts psychological well-
being, particularly for women (An & Cooney,

2006). Late adulthood involves the integrity
versus despair stage, where individuals reflect on
their lives and confront mortality (Wee, 2020).
While Erikson’s model provides a purposeful
narrative for aging, empirical evidence for its

2020). Childhood relationships with parents
influence adult offspring relationships and

overall well-being (An & Cooney, 2006),

The process of reminiscence and life review
is considered healthy and necessary in late
adulthood. Understanding these developmental
stages can inform interventions for older adults,
such as promoting volunteer work to enhance
generativity and well-bein.

stage-like nature remains limited (Gilleard,

Key learning point

Each stage of adulthood presents distinct developmental challenges that require psychological
adaptation and support.

Critical thinking

Is Adolescence a Universal “Storm and Stress” Period?

The notion that adolescence is inherently
turbulent—a time of “storm and stress”—was
popularized by psychologist G. Stanley Hall in the
early 20th century. While emotional volatility and
rebellion are often viewed as universal in teenagers,
modern research challenges this assumption.

Cross-cultural studies suggest that adolescent
behavior varies significantly depending on social
norms, family structure, and cultural expectations.
For instance, adolescents in collectivist societies,
such as Japan or China, report lower levels of
conflict with parents and authority figures compared to their Western counterparts (Greenfield,
2009). In contrast, individualistic cultures may encourage self-expression and independence,
which can manifest as perceived defiance or emotional intensity.

This raises a critical question: Are the challenges associated with adolescence biologically

normative variation.
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While understanding the theories and
principles of human development is essential, it
is equally important for healthcare professionals
to reflect on developmental
This self-awareness, especially
in terms of emotional intelligence, empathy,

their own
awareness.

and interpersonal sensitivity, enhances patient
communication, reduces burnout, and fosters

collaborative healthcare environments (Goleman,
2006).

Healthcare professionals often find
themselves in emotionally charged situations.
From delivering bad news to calming distressed
families, their emotional regulation and social
competence can directly impact patient care and
satisfaction. Evaluating one’s developmental
strengths and areas for growth is therefore not a
luxury—it is a clinical necessity.

Emotional Intelligence and Healthcare

Emotional intelligence (EI) encompasses
self-awareness,  self-regulation,
Cmpathy, and social skills

motivation,
(Gamage &

p, Evaluating Developmental Awareness

UNIT 3

e

Sudusinghe, 2024; Freshman & Rubino, 2002).
In healthcare, EI is crucial for managing stress,
improving teamwork, and enhancing patient care
(Sahney et al., 2024). Nurses with higher EI
demonstrate better interpersonal relationships,
professional success, and work-life balance
(Gamage & Sudusinghe, 2024). EI training in
nursing education and continuing professional
development is essential for improving healthcare
outcomes. The COVID-19 pandemic highlighted
the importance of EI in boosting healthcare
professionals’ resilience and communication
skills (Sahney et al., 2024).

EI is particularly valuable in fostering
culturally sensitive care and addressing the needs
of diverse patient populations (Coelho, 2012).
Overall, EI is a core competency for healthcare
administrators and clinicians, contributing
significantly to effective management and
enhanced clinician-patient relationships
(Freshman & Rubino, 2002; Coelho, 2012).
Thus, evaluating one’s emotional competence is
a vital step in achieving psychological maturity
and professional growth.

healthcare environments.

Emotional intelligence plays a critical role in effective patient care and personal well-being in
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| Evaluate Yourself
How much is your emotional intelligence?

Rate yourself from 1 (Rarely) to 5 (Always) for each of the following statements.

f!, No. Statement Rating (1-5)
}I' 1 |I am aware of my emotional reactions during patient interactions. 0
| 2 |1 stay composed under stressful clinical situations. &
il 3 |1 can empathize with a patient’s emotional state. L
4 |1 reflect on how my behavior affects team dynamics. %
5 |Iresolve workplace conflicts calmly and professionally. ®
i‘ 6 |Iadapt my communication based on the emotional needs of patients. ]
l 7 |1 seek feedback to improve my interpersonal skills. ez}
“ ' 8 | I handle emotionally intense cases without feeling overwhelmed. L]
iT 9 |I listen actively and attentively during patient consultations. 0
:‘; 10 |Irecognize early signs of emotional fatigue or burnout in myself. O
5 Scoring:

e 40-50 = Excellent emotional intelligence

® 30-39 = Good, but with areas for improvement

e 20-29 = Moderate; targeted development recommended

e Below 20 = Needs attention; consider training or mentorship in EI

3 SELF- SELF- B
'SOCIAL SKILLS AWARENESS REGULATION EMPATHY  MOTIVATION

B

\ . EMOTIONAL INTELLIGENCE
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Understanding  human

medical

development
helps professionals tailor their
communication and treatment strategies to
meet patients’ specific needs (Upton, 2012).
Family physicians can provide anticipatory
guidance and support during key developmental
transitions, recognizing that medical issues often
intersect with family dynamics and life cycle
events (Brummel-Smith, 1999). The life span
approach emphasizes that growth and change
continue throughout adulthood, with each stage
presenting unique challenges and opportunities

for intervention (Streever & Wodarski, 1984). By
viewing patients through a developmental lens,
healthcare providers can offer more personalized
care, addressing age-specific health risks and
psychosocial issues in areas such as obesity,
sleep, substance use, and relationships (Halloran,
2024). This integrated approach to patient care
acknowledges the complex interplay between
developmental processes and health outcomes
across the lifespan. See Figure 5 for an overview
of how developmental understanding integrates
into patient care models.

Integrated Patient Care through Developmental Understanding

Personalized Care
Eo

Tailored healthcare addressing unigue
needs

Age-Specific Interventions

%

Targeted strategies for different life stages

Life Span Approach

s

Recognizing continuous growth and change

QUO? - -
Family Dynamics
& TV

Considering family context in patient care

@ Human Development
Understanding
Core knowledge of developmental
processes

y learning point

of key practical recommendations.

To help healthcare professionals integrate developmental insights effectively, here is a summary
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Psychology on the ground

settings (UNICEF, 2017).

An excellent example of applied developmental
psychology comes from UNICEF’s Early Childhood ¥ ‘?@
Development (ECD) programs, which focus on promoting u n Ice \\1\\ 9
health, nutrition, responsive caregiving, and early learning oy
opportunities for children under five. Evidence from

lobal studies shows that early interventions in cognitive 2
ftimulation and emotional support dramatically in%;rove for every Ch lld
developmental outcomes, particularly in low-resource

For instance, community health workers in rural Bangladesh were trained to provide
structured play and parent education sessions, leading to significant improvements in children’s
cognitive and language skills compared to those without such interventions (Grantham-McGregor
et al.,, 2014). This kind of psychology-on-the-ground approach demonstrates how theories of
human development translate into measurable health and social outcomes.

In clinical practice, similar principles are applied when pediatricians screen toddlers for
developmental delays, geriatricians assess cognitive decline in older adults, or psychiatrists
consider psychosocial stressors when diagnosing mental health conditions.

N

N

)

v

6. Practical Tips!

@Do

@ Avoid

Conduct regular developmental screenings
during pediatric visits.

Assume all children reach milestones at the
same rate.

Recognize cultural differences in developmental
expectations and behaviors.

Apply Western-based developmental norms
universally without adjustment.

Use age-appropriate communication strategies
with patients.

Overload young patients with technical details
or complex medical language.

Provide emotional support tailored to the
patient’s psychosocial stage.

Ignore emotional distress or dismiss it as
unrelated to medical care.

-

Promote parental or caregiver involvement in
treatment plans.

Overlook the family context when designing
interventions.

]

Assess older adults holistically, including
cognitive, social, and emotional aspects.

Focus solely on physical symptoms in elderly
patients.

1

Encourage ongoing emotional intelligence
training within healthcare teams.

Assume technical competence alone ensures
high-quality care.

]

Reflect on your own emotional state during
patient interactions.

Suppress or ignore signs of professional

burnout or compassion fatigue.
4__—-“

Offer referrals to developmental or

psychological specialists when needed.

Delay intervention due to uncertainty or lack
of training. |
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Quick review and brief answers to unit questions

Here’s a concise summary addressing the critical thinking questions posed earlier:
1. How do early childhood experiences shape later life outcomes?

Early experiences, particularly attachment and caregiving quality, lay the groundwork for

emotional regulation, social skills, and resilience, influencing health and well-being across the
lifespan (Berk, 2018).

2. What role do biological factors play in development?

Biological factors such as genetics, brain maturation, and hormonal changes provide the

framework within which physical, cognitive, and emotional development unfold (Papalia et al.,
2019).

3. How does culture influence development?
Culture shapes parenting practices, social norms, expectations for maturity, and emotional
expression, leading to variations in developmental pathways across societies (Kagitcibasi, 2007).
4. Why is adolescence considered a critical stage?
Adolescence involves identity exploration, heightened emotional reactivity, and social
repositioning, making it a key period for psychosocial and cognitive change (Steinberg, 2005).
5. How can knowledge of development improve healthcare practice?

By understanding age-specific needs, healthcare providers can tailor communication, anticipate

challenges, and design interventions that align with a patient’s developmental stage (Santrock,
2020).

6. What are major challenges in adulthood and aging?

Adults navigate relationship commitments, career development, caregiving roles, and later,
coping with physical decline, social loss, and meaning-making in old age (Erikson, 1950).
7. How does emotional intelligence impact healthcare delivery?

High emotional intelligence improves empathy, communication, teamwork, and stress
management, all of which are critical in clinical settings (Goleman, 2006).
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UNIT 4
Anxiety and Psychosomatic Illnesses

&ﬂ:y is this unit important and what I will learn? Content of the unit

This unit is about Anxiety and psychosomatic illnesses, which are 1) Introduction: Understanding Anxiety
prevalent conditions that significantly impact patients’ physical
and mental health. As future healthcare providers, understanding
these conditions will enable you to diagnose, manage, and treat
patients more effectively.

2) Types of anxiety Disorders

3) Psychosomatic Illnesses: Bridging Mind
and Body?

4) Managing Anxiety and Psychosomatic

I will learn the following:

Symptoms
® First: To define anxiety and explain its physiological and
5) Practical Applications: Managing Anxiety-

h i i ions.
psychological manifestations Il Sesaitonms

® Second: To be able to explain the relationship between anxiety ; "
and psychosomatic illnesses. 6) Practical tips

® Third: To identify common psychosomatic disorders
encountered in medical and dental practice.

® Forth: To explain and recommend to my patients the evidence-
based strategies to manage anxiety and psychosomatic
symptoms, including referrals to psychologists.

| ® Fifth: To apply cultural sensitivity when addressing anxiety-
| Telated issues in diverse populations.
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Opening Case study

Mr. Waleed, a 26-year-old dental patient, presents with severe jaw pain
and frequent headaches. Despite thorough clinical and radiographic
examinations, no structural abnormalities are found. The patient
reveals high stress levels due to work pressure and family issues. Upon
further evaluation, the dentist identifies anxiety as the root cause of the
symptoms. How does this case highlight the intricate connection between
emotional stress and physical symptoms? How important is it to recognise
psychosomatic illnesses in clinical practice?

Ms. Rama, a 32-year-old marketing executive, presents to her
primary care physician with complaints of persistent abdominal pain,
bloating, and alternating diarrhea and constipation over the past six
months. She reports that these symptoms worsen during periods of
high stress, particularly around work deadlines or family conflicts.
Despite undergoing extensive medical testing—including blood work,
stool analysis, colonoscopy, and imaging—no organic cause has been
identified. In addition to her gastrointestinal symptoms, Rama describes
feeling “on edge” all the time, difficulty concentrating, irritability, and
disturbed sleep. She admits to excessive worry about her health and work performance, often fearing she might
have a serious illness despite reassurances from her doctors. Rama also mentions occasional muscle tension in her
neck and shoulders, which sometimes leads to tension-type headaches. Rama is unmarried and lives alone. She
works long hours in a high-pressure job and has limited social support. She reports drinking 3—4 cups of coffee
daily. She does not smoke and has no significant past medical history. Try to consider the following questions:

Differential Diagnosis:

Based on the patient’s presentation, what are the possible diagnoses? How would you differentiate between an
organic gastrointestinal disorder (e.g., inflammatory bowel disease) and a functional condition like irritable bowel
syndrome (IBS)?

Psychological Contribution:

What psychological factors might be contributing to Rama’s symptoms? How could chronic anxiety and stress
exacerbate her gastrointestinal issues?

Pathophysiology:
Explain the role of the gut-brain axis and the hypothalamic-pituitary-adrenal (HPA) axis in the development of
Rama’s symptoms. How might prolonged stress affect her autonomic nervous system and gastrointestinal function?

Management Plan:

Outline a comprehensive treatment plan for Rama, incorporating both non-pharmacological and pharmacological
interventions. How would you address her anxiety and psychosomatic symptoms while ensuring her physical health
is not overlooked?

Interdisciplinary Collaboration:

Which healthcare professionals might be involved in Rama’s care, and how would they collaborate to provide
holistic treatment? For example, how could a psychologist, gastroenterologist, and nutritionist work together to
manage her condition?

Ethical Considerations: |
What ethical challenges might arise when treating a patient like Rama, who has medically unexplained symptoms?
How can you ensure that her symptoms are taken seriously while avoiding unnecessary testing or treatments?
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Anxiety is a psychological state
characterized by feelings of tension, worried
thoughts, and physiological changes such
as increased heart rate or blood pressure. It
often arises in anticipation of future threats or
challenges. Anxiety can manifest in various
forms, including generalized anxiety disorder
(GAD), panic disorder, social anxiety disorder,
and specific phobias (American Psychological
Association [APA], 2023).

In medical and dental settings, anxiety is
particularly prevalent due to the inherent stress
associated with health-related procedures,
fear of pain, or concerns about diagnosis and
treatment outcomes. Studies suggest that 15-
20% of patients experience significant anxiety
before or during medical consultations (Nimbh.
nih.gov, 2023). In dental settings, the prevalence
Is even higher, with up to 30% of individuals
Ieporting dental anxiety or phobia, which can
lead to avoidance behaviours, poor adherence
1o treatment plans, and exacerbation of existing
Conditions (Armfield et al., 2007).

On the other hand, psychosomatic illnesses
Tefer to conditions where psychological factors,
Such as stress, anxiety, or depression, significantly
ontribute to the development, progression,
9T exacerbation of physical symptoms. These
Ulnesses highlight the intricate connection
tween the mind and body, emphasizing that

mental health can directly

) influenc ica
well-being (Dimsdale, 2008). © Diip.

Psychosomatic illnesses  arige when
psychological factors contribute to physical
symptoms, often without a clear organic cause.
Examples include Irritable Bowel Syndrome
(IBS), where stress and anxiety trigger
gastrointestinal symptoms such as abdominal
pain and diarrhea (Mayer & Tillisch, 2011);
Chronic Pain Syndromes like fibromyalgia,
chronic fatigue syndrome (CFS), and tension
headaches, which are closely linked to emotional
distress despite lacking an identifiable organic
cause (Bair et al., 2003); Hypertension and
Cardiovascular Diseases, where prolonged stress
and anxiety contribute to elevated blood pressure
and an increased risk of heart disease (Rozanski
et al., 1999); and Dermatological Disorders such
as eczema, psoriasis, and acne, which can flare
up due to psychological stress (Pavlovic et al.,
2018). The underlying mechanism involves the
activation of the hypothalamic-pituitary-adrenal
(HPA) axis and the autonomic nervous system,
leading to the release of stress hormones like
cortisol and adrenaline, which disrupt bodily
functions and contribute to these conditions
(Tsigos & Chrousos, 2002).

Strategies for early identification include
routine screening for anxiety and stress during
medical or dental visits, using tools like the
Generalized Anxiety Disorder-7 (GAD-7)
questionnaire (Spitzer et al., 2006). Early
identification and intervention are critical in
managing anxiety and psychosomatic illnesses
for several reasons:
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1. Preventing Escalation: Identifying anxiety
or psychosomatic symptoms early can
prevent them from progressing into chronic
conditions. For instance, addressing dental
anxiety early can prevent the development of
severe oral health issues caused by avoidance
of care (Kent, 2014).

2. Improving Treatment Outcomes: Patients
who receive timely psychological support
alongside medical or dental treatment are
more likely to adhere to their care plans and
achieve better health outcomes (Schofield et
al., 2011).

3. Reducing Healthcare Costs: Early
intervention reduces the need for costly
emergency care or prolonged treatment
due to untreated anxiety or psychosomatic
symptoms (Anda et al., 2006).

4. Enhancing Quality of Life: Addressing the
psychological roots of physical symptoms
can alleviate suffering, improve daily
functioning, and enhance overall well-being
(Katon et al., 2007).

Key learning point

as somatic symptoms.

Anxiety is not just a mental health issue; it has profound effects on physical health and can manifest

2. Types of Anxlety Disorders

Anxiety disorders encompass a range of
mental health conditions marked by persistent
and excessive fear, worry, or anxiety that disrupts

Generalized
Anxiety
Disorder
(GAD)

Panic
Disorder

Types of anxiety disorders
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daily functioning. Below is a brief overview of
the most common types:

Social

Anxiety

Specific
Phobias
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(Social
Phobia)
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o Generalized Anxiety Disorder (GAD):

various aspects of life, such as work, health, or
relationships, even when there is no clear reason
for concern. Chronic anxiety, often without a
specific trigger, leading to physical symptoms
like muscle tension, fatigue, and difficulty
concentrating.

e Panic Disorder:

Recurrent panic attacks, which are sudden
episodes of intense fear or discomfort that peak
within minutes. Symptoms during a panic attack
may include palpitations, sweating, trembling,
shortness of breath, chest pain, and a fear of
losing control or dying. Individuals may develop
a fear of future attacks (anticipatory anxiety).

e Social Anxiety Disorder (Social Phobia):

Intense fear of social situations where one
might be judged, embarrassed, or scrutinized by
others. Avoidance of social interactions, fear of
public speaking, and extreme self-consciousness
in everyday social situations.

® Specific Phobias:

Irrational fear of a specific object or
situation, such as heights, spiders, or flying. The
fear is disproportionate to the actual danger posed
by the object or situation, leading to avoidance
behaviors.

Other disorders that were under anxiety
disorders but were separated later into distinct
Sections include obsessive-compulsive disorder
(OCD), which is characterised by intrusive,
Unwanted thoughts (obsessions) and repetitive

Persistent and excessive worry about

behaviors ormental acts (compulsions) performed
to reduce anxiety. Common obsessions include
fear of contamination, need for symmetry, or
aggressive thoughts. Compulsions may include
excessive hand-washing, checking, counting, or
rituals. Post-Traumatic Stress Disorder (PTSD)
is another distinctive disorder that develops after
exposure to a traumatic event, such as combat,
natural disasters, or serious accidents. Symptoms
include flashbacks, nightmares, severe anxiety,
and uncontrollable thoughts about the event

Physiological Mechanisms of Anxiety

Anxiety involves complex interactions
between the brain, nervous system, and endocrine
system. Key physiological mechanisms include:

A. Hypothalamic-Pituitary-Adrenal (HPA)

Axis:
Hypothalamus )
Negative Feedback
Corticotropin
Releasing
Hormons Anterior
Pituitary
Adrenocorticotropic
Hprmone Adrenal
Cortex
HPA Axis CORT

The HPA axis is a central component
of the body’s stress response system. When a
person perceives a threat, the hypothalamus
releases corticotropin-releasing hormone (CRH),
which signals the pituitary gland to release
adrenocorticotropic hormone (ACTH). ACTH
then stimulates the adrenal glands to produce
cortisol, the primary stress hormone. Cortisol
helps the body respond to stress by increasing
glucose availability, suppressing non-essential
functions (like digestion and immune response),

[ 83 ]




UNIT 4

Anxiety and Psychosomatic Illnesseg

and enhancing alertness. However, chronic

activation of the HPA axis can lead to elevated

cortisol levels, contributing to anxiety symptoms
and other health issues like depression, weight
gain, and memory problems. This is also seen for
depression and schizophrenia, and recent studies
tried to tackle the underlying mechanisms to
enhance therapeutic potentials (Mikulska et al.,
2021).

B. Autonomic Nervous

Activation:

System (ANS)

The ANS controls involuntary bodily
functions, including heart rate, blood pressure,
and breathing. It has two main branches:

1. Sympathetic Nervous System (SNS):
Responsible for the “fight-or-flight”
response, which prepares the body to deal
with perceived threats by increasing heart
rate, dilating pupils, and redirecting blood
flow to muscles.

2. Parasympathetic Nervous System (PNS):
Promotes  “rest-and-digest”  functions,
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helping the body return to a calm state after
the threat has passed.

In anxiety disorders, the SNS is often
overactive, leading to symptoms like rapid
heartbeat, sweating, and hyperventilation. Over
time, this can contribute to chronic stress and
physical health problems.

C. Neurotransmitter Imbalance:

Neurotransmitters like serotonin,
dopamine, and gamma-aminobutyric acid
(GABA) play crucial roles in regulating mood and
anxiety. Serotonin helps regulate mood, sleep,
and appetite, while GABA inhibits excessive
neuronal activity, promoting relaxation.
Dysregulation of these neurotransmitters can
lead to heightened anxiety. For example, low
levels of serotonin are associated with increased
anxiety and depression, while reduced GABA
activity can result in overexcitation of the brain,
contributing to panic and anxiety symptoms.
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Symptoms of Anxiety Disorders generally include a combination of psychological

) . d physical t :
The symptoms of anxiety disorders can vary ArE: PAYAICALSHPLONES

depending on the specific type of disorder but

i CA Psychological Symptoms: j
:

e Excessive Worry: Persistent and uncontrollable thoughts about potential negative
outcomes.

e Irritability: Feeling easily annoyed or agitated.

3 e Difficulty Concentrating: Trouble focusing on tasks due to intrusive thoughts or
restlessness.

‘ e Fear of Losing Control: A pervasive sense of impending doom or fear of going
: “crazy.”

e Avoidance: Avoiding situations or places that trigger anxiety, such as social gatherings
or specific phobic objects.

. e Compulsions: Repetitive behaviors or mental acts aimed at reducing anxiety, as seen
/ in OCD.
| e Hypervigilance: Constantly scanning the environment for potential threats, leading
. to an inability to relax.
( B. Physical Symptoms: )

e Restlessness: Feeling on edge or unable to relax.

e Fatigue: Feeling tired despite not engaging in strenuous activity, often due to disrupted
sleep or constant tension.

e Muscle Tension: Tightness in muscles, particularly in the neck, shoulders, and back,
leading to discomfort or pain.

e Sleep Disturbances: Difficulty falling asleep, staying asleep, or experiencing
restorative sleep due to racing thoughts or physical tension.

e Gastrointestinal Issues: Anxiety can affect the digestive system, leading to symptoms
like nausea, diarrhea, or irritable bowel syndrome (IBS).

e Increased Heart Rate: Palpitations or a racing heart, often triggered by the activation
of the sympathetic nervous system.

e Sweating and Trembling: Physical signs of autonomic arousal, especially during
panic attacks.

Differentiating Between “Good Stress” and
“Bad Stress”

Stress is not inherently negative; it can
be categorized into “good stress” (eustress) and
“bad stress” (distress), depending on its nature
and duration. Eustress is short-term, motivating,
and often linked to positive challenges, such as
Preparing for an important event or meeting a

deadline. It enhances focus, boosts energy levels,
and improves performance by activating the
body’s “fight or flight” response in a controlled
and temporary manner. In contrast, distress refers
to chronic, overwhelming stress that persists
over time, often stemming from uncontrollable
or negative situations like financial struggles,
work overload, or unresolved conflicts. Unlike
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eustress, distress disrupts the body’s equilibrium,

leading to harmful physiological effects such

as elevated cortisol levels, weakened immune -

function, and increased risk of chronic diseases.
The key difference lies in the intensity, duration,
and perception of the stressor—eustress
empowers, while distress debilitates.

(00D STRESS smnsm;sspm BAD STRESS

| PERFORMANCE

Laidback

SThE S 8 edal]

Too little stress

Optimum  Too muchstress  Bun-out ~ STRESS
(Underload) FVEL

stress  (overload)

The Importance of Stress Perception and Its
Impact on Physical Health

How individuals perceive stress plays a
critical role in determining its impact on physical
health, particularly heart health. Research
shows that viewing stress as a challenge rather
than a threat can mitigate its harmful effects. A
landmark study by Keller et al. (2012) found that
individuals who perceived stress as harmful had a
43% increased risk of premature death compared

to those who did not view stress negatively, even
when exposed to similar levels of stressors.

Another study published in The Lancet
(2013) revealed that people with high stress
levels but a positive perception of their ability to
cope had a lower risk of cardiovascular events,
highlighting the protective role of mindset in
buffering stress-related damage. Chronic stress
perception has been directly linked to heart health,
with studies showing that persistent negative
stress appraisal contributes to hypertension,
inflammation, and arterial stiffness, all of which
are precursors to heart disease. These findings
underscore the importance of reframing stress
as a manageable challenge rather than an
insurmountable threat, as this shift in perspective
can significantly reduce its adverse effects on
physical health.

Key learning point

Anxiety and psychosomatic illnesses often coexist and require a holistic approach to treatment.

==

Human diversity

anxiety-related symptoms.

Global studies show varying prevalence rates of anxiety and psychosomatic illnesses across
cultures. For instance, collectivist societies (e.g., Arabic culture) may report fewer cases of anxiety
due to stronger social support systems, while individualistic societies often face higher rates.

Cultural beliefs about mental health can influence how patients express and seek help for

[ 86 ]




nd Psychosomatic Illnesses

Anxiety ?

UNIT 4

Common Psychosomatic Disorders

Psychosomatic illnesses, or

1:,sychophysiologic disorders, are conditions
where psychological factors such as stress,
emotions, and mental health issues significantly
contribute to the development or worsening of
.~ physical symptoms. These disorders underscore
the deep connection between the mind and body,
illustrating how emotional distress can manifest
in tangible physical ailments. Chronic anxiety,
which is a persistent state of heightened stress,
is closely linked to psychosomatic illnesses as it
perpetuates the body’s “fight or flight” response,
activating the sympathetic nervous system and
flooding the body with stress hormones like
cortisol and adrenaline. While this response is
beneficial in short bursts, its chronic activation
leads to widespread physiological dysfunction,
contributing to symptoms such as headaches,
gastrointestinal issues, cardiovascular strain,
respiratory difficulties, and immune suppression.
Thesephysicalsymptoms, inturn, oftenexacerbate
feelings of anxiety, creating a vicious cycle that
reinforces both the psychological and physical
aspects of psychosomatic disorders. Recognizing
this interplay highlights the importance of
addressing psychosomatic illnesses through a
holistic lens, integrating mental health care with
physical symptom management to break the
cycle of chronic anxiety and its pervasive effects
on the body. In the following part, we will briefly
Cover the main effects of chronic anxiety on
different body systems.

Cardiovascular System

One ofthe most significant effects of chronic
anxiety is on the cardiovascular system. Elevated
levels of cortisol and adrenaline increase heart
Tate and blood pressure, forcing the heart to work
harder over extended periods. This prolonged
Strain can lead to hypertension (high blood
Pressure), an increased risk of heart disease,

ﬁ@hasomatic Illnesses: Bridging Mii;d and Body

- and even heart attacks. Additionally, chronic

anxiety can cause inflammation in the blood
vessels, further contributing to cardiovascular
complications. Over time, the constant elevation
of heart rate and blood pressure may result
in structural changes to the heart, such as left
ventricular hypertrophy, where the heart muscle
thickens in response to excessive workload
(Chrousos, 2009; Rozanski et al., 1999).

Immune System

The immune system is also compromised
by chronic anxiety. While acute stress temporarily
boosts immune function, prolonged stress
suppresses it, making the body more susceptible
to infections and illnesses. High cortisol levels
interfere with the production and function
of white blood cells, which are crucial for
fighting off pathogens. This immunosuppression
increases vulnerability to viral infections,
bacterial infections, and autoimmune disorders.
Furthermore, chronic anxiety has been linked
to slower wound healing due to impaired
inflammatory  responses, highlighting the
intricate connection between mental health and
immune function (Segerstrom & Miller, 2004;
Dhabhar, 2014).
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Digestive System

Anxiety significantly affects the digestive
system through the gut-brain axis, a bidirectional
communication network between the central
nervous system and the gastrointestinal
tract. Chronic anxiety often manifests as
gastrointestinal issues such as irritable bowel
syndrome (IBS), acid reflux, nausea, and diarrhea.
Stress hormones alter gut motility and sensitivity,
leading to discomfort and irregularities in
digestion. Additionally, anxiety disrupts the
balance of gut microbiota, which plays a critical
role in maintaining digestive health and overall
well-being. Dysbiosis, or an imbalance in gut
bacteria, can exacerbate symptoms and contribute
to systemic inflammation (Mayer et al., 2014;
Foster & McVey Neufeld, 2013).

Repg,
i Ess os
o ‘NGERED

* TENSION HEADACHES
* MIGRAINES

» CHRONIC BACK PAIN

* FIBROMYALGIA

+ HIGH BLOOD
PRESSURE
* HEART DISEASE

* AUTOI
DISORDERS

* RHEUMATOID
ARTHRITIS

s
» IRRITABLE BOWEL SYNDROME
» MITRAL VALVE PROLAPSE * LUPUS

* HEART PALPITATIONS « MULTIPLE

SCLEROSIS

Endocrine System

The endocrine system bears the brunt of
chronic anxiety due to the continuous release of
stress hormones. Elevated cortisol levels disrupt
hormonal balance, affecting insulin sensitivity,
thyroid function, and reproductive health. For
instance, chronic anxiety can lead to insulin
resistance, increasing the risk of type 2 diabetes.
It can also interfere with thyroid hormone
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regulation, potentially causing hypothyroidism op
hyperthyroidism. In women, anxiety may disrupt
menstrual cycles and fertility, while in men, i
can reduce testosterone levels and impair sexug]
function (Tsigos & Chrousos, 2002; Ranabir &
Reetu, 2011).

Musculoskeletal System

Muscle tension is another hallmark of
chronic anxiety. The body’s instinctive responseé
to stress is to tense up muscles as a protective
mechanism, but when this tension persists, it
can lead to chronic pain conditions such a$
headaches, back pain, and temporomandibulaf
joint disorder (TMJ). Prolonged muscle tensiol
not only causes physical discomfort but als@
contributes to fatigue and decreased mobilitys
further diminishing quality of life (Fink, 20165
McEwen, 2007).
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Pathophysiology: The Biopsychosocial Model

The biopsychosocial model is a framework
used to understand how biological, psychological,
and social factors interact to influence health and
disease. Inthe context of psychosomatic disorders,

- Biological Factors:

developing these conditions.

with both depression and IBS.

e Genetic Predisposition: Some individuals may have a genetic susceptibility to certain psychosomatic
disorders. For example, people with a family history of IBS or migraines may be more prone to

Neuroendocrine Dysregulation: Chronic stress can disrupt the hypothalamic-pituitary-adrenal (HPA)
axis, leading to abnormal cortisol levels. This dysregulation can affect immune function, inflammation,
and pain perception, all of which contribute to psychosomatic symptoms.

e Neurotransmitter Imbalance: Dysregulation of neurotransmitters like serotonin, dopamine, and GABA
can influence both mood and physical symptoms. For instance, low serotonin levels are associated

this model explains how psychological stressors
can interact with biological vulnerabilities to
produce physical symptoms.

Psychological Factors:

conditions like tension-type headaches or TMJ.

Stress and Anxiety: Chronic stress and anxiety can lead to hyperarousal of the autonomic nervous
system, resulting in increased muscle tension, gastrointestinal distress, and heightened pain sensitivity.

Cognitive Appraisal: How individuals perceive and interpret stressors can influence their physical
symptoms. For example, catastrophizing (expecting the worst) can amplify pain and discomfort in

Social Factors:

Lifestyle and Environment: Social support, work-related stress, and life events (e.g., divorce, loss of
a loved one) can influence the onset and severity of psychosomatic symptoms. Lack of social support
or exposure to chronic stressors can exacerbate conditions like chronic fatigue syndrome or IBS.

Cultural Influences: Cultural beliefs about illness and health can shape how individuals experience
and express symptoms. In some cultures, somatic complaints (physical symptoms) may be more
socially acceptable than expressing emotional distress.
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Diagnosis Challenges

Diagnosing  psychosomatic  disorders
can be challenging due to the overlap between
physical symptoms and those of organic
diseases. Differentiating between psychosomatic
symptoms and purely organic conditions requires
careful evaluation and often interdisciplinary
collaboration.

1. Comprehensive Patient History:

e A detailed patient history is crucial
for identifying potential psychological
contributors to physical symptoms.
Questions about stress levels, life events,
coping mechanisms, and mental health
history can help clinicians understand the
psychosocial context of the symptoms.

e [t’s important to assess whether symptoms
worsen during periods of stress or improve
with relaxation techniques, as this can
suggest a psychosomatic component.

2. Ruling Out Organic Causes:

e Before diagnosing a psychosomatic
disorder, it’s essential to rule out organic

diseases that could explain the symptomg
This may involve laboratory tests, imaging
studies, and other diagnostic procedures.

For example, abdominal pain in IBg
must be differentiated from inﬂammat()ry
bowel disease (IBD), which has a clegr
organic basis.

3. Interdisciplinary Collaboration:

e (Collaboration between healthcare

providers, including primary care
physicians, psychiatrists, psychologists,
and specialists (e.g., gastroenterologists
for IBS), is often necessary to ensure a
comprehensive approach to diagnosis and
treatment.

Mental health professionals can help
identify underlying psychological factors,
while medical specialists can rule out or
manage any coexisting organic conditions.

4. Patient-Centered Approach:
e Patients with psychosomatic disorders

may feel invalidated if their symptoms are
dismissed as “all in their head.” A patient-
centered approach that acknowledges the
reality of their symptoms while exploring
psychological contributors can help build
trust and improve outcomes.

Education about the mind-body connection
can empower patients to take an active
role in managing their condition.

Key learning point

dysfunction, and gastrointestinal disorders.

Chronic anxiety disrupts homeostasis, leading to systemic effects such as hypertension, immune

Critical thinking

reporting unexplained physical symptoms?

How can healthcare providers balance skepticism with empathy when dealing with patients
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’i__hnaging Anxiety and Psychoson;nati_c! Symptoms T

Anxiety and psychosomatic symptoms
can significantly impact an individual’s
quality of life, but effective management
strategies are available. These strategies can be
proadly categorized into non-pharmacological
interventions, pharmacological treatments, and
lifestyle modifications. A combination of these
approaches often yields the best outcomes.

Non-Pharmacological Interventions

v Cognitive Behavioral Therapy (CBT):

. Cognitive Behavioural N

thoughts, beliefs, ) :
cognitions, self-talk aGhons, ehwviblie

Physiological

feelings, mood, biology, genetics,
e rotons <—>| physical, physiology

Emotional

= Environment )

e Description: CBT is a widely used, evidence-
based psychological treatment that focuses
on identifying and modifying negative
thought patterns and maladaptive behaviors
that contribute to anxiety and psychosomatic
symptoms.

® How It Works:

- Cognitive Restructuring: Helps individuals
challenge and replace irrational or distorted
thoughts (e.g., catastrophizing) with more
balanced, realistic ones.

- Behavioral Activation: Encourages
engagement in activities that reduce
avoidance behaviors and promote coping
skills.

® Applications: CBT has been shown to be
particularly effective for generalized anxiety
disorder (GAD), panic disorder, social anxiety
disorder, and psychosomatic conditions like
irritable bowel syndrome (IBS) and chronic
fatigue syndrome (CFS).

e Benefits: CBT not only reduces anxiety
symptoms but also equips patients with long-
term coping strategies to manage stress and
prevent symptom recurrence.

v" Relaxation and Mindfulness Techniques:

e Deep Breathing Exercises:

- Deep breathing involves taking slow,
controlled breaths to activate the
parasympathetic nervous system (PNS),
which promotes relaxation and counteracts
the “fight-or-flight” response. Deep
breathing reduces heart rate, lowers blood
pressure, and decreases muscle tension,
making it effective for managing acute
anxiety and panic attacks.

e Progressive Muscle Relaxation (PMR):

- PMR involves systematically tensing and
then relaxing different muscle groups in
the body to reduce physical tension and
promote relaxation. By focusing on muscle
relaxation, individuals can break the cycle
of muscle tension and pain associated with
anxiety and psychosomatic conditions like
tension-type headaches and TMJ.

- Mindfulness: Encourages individuals to
focus on the present moment, reducing
rumination and worry. Body awareness
helps individuals recognize physical
tension and discomfort, which can reduce
the intensity of psychosomatic symptoms
like headaches, muscle tension, and
gastrointestinal issues.
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v' Other Techniques: Guided imagery,
visualization, and autogenic ftraining are
additional relaxation techniques that can help
reduce anxiety and promote overall well-
being.

Pharmacological Treatments

While non-pharmacological interventions
are often the first line of treatment, medications
may be necessary for moderate to severe
anxiety or when psychosomatic symptoms
are significantly impairing daily functioning
(Note that some recent categorisation of the
psychotropic medicines does NOT use the
disorder to sort them but rather the type of
medication, we here sorting and explaining them
very briefly according to functionality for easier
understanding):

1. Antidepressants:

e Selective Serotonin Reuptake Inhibitors
(SSRIs):

- Examples: Fluoxetine (Prozac), sertraline
(Zoloft), escitalopram (Lexapro).

— Mechanism of Action: SSRIs increase the
availability of serotonin in the brain, which
helps regulate mood, anxiety, and sleep.

- Applications: SSRIs are commonly
prescribed for GAD , panic disorder |,
social anxiety disorder , and OCD . They
are also effective for managing depressive
symptoms that often co-occur with anxiety.

- Side Effects: Nausea, insomnia, sexual
dysfunction, and weight gain are common side
effects, though they often improve over time.
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e Serotonin-Norepinephrine Reuptake
Inhibitors (SNRIs):

- Examples: Venlafaxine (Effexor),
duloxetine (Cymbalta).

- Mechanism of Action: SNRIs increage
levels of both serotonin and norepinephrine
which can help with both anxiety Eln(i
chronic pain.

- Applications: SNRIs are particularly
useful for treating chronic pain syndromeg
(e.g., fibromyalgia) and psychosomatic
conditions like IBS and migraines .

- Side Effects: Similar to SSRIs, but SNRIs
may also cause increased blood pressure in
some individuals.

2. Anxiolytics:
e Benzodiazepines:

- Examples: Alprazolam (Xanax), lorazepam
(Ativan), diazepam (Valium).

- Mechanism of Action: Benzodiazepines
enhance the effect of GABA, a
neurotransmitter that inhibits neuronal
activity, leading to rapid relief of anxiety
symptoms.

- Applications: Benzodiazepines ~ aré
typically used for short-term management
of acute anxiety or panic attacks due 10
their fast-acting nature.

- Risks: Long-term use can lead to tolerancé,
dependence, and withdrawal symptoms, 0.
they are generally not recommended for
chronic anxiety management.

e Buspirone:
— Mechanism of Action: Buspirone WOI
by modulating serotonin and dopamif®
receptors, providing anxiolytic effects
without the sedative properties
benzodiazepines.

=]

- Applications: Buspirone is often used 10
GAD and is considered safer for long-t€™
use compared to benzodiazepines.
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- Side Effects: Dizziness, headache, and
nausea are common, but buspirone is less

likely to cause dependency.
Lifestyle Modifications

In addition to therapy and medication,
lifestyle changes play a crucial role in managing
anxiety and psychosomatic symptoms. These
modifications can help reduce stress, improve
overall health, and enhance resilience to stressors.

1. Exercise:

e Benefits: Regular physical activity has been
shown to reduce anxiety and depression by
increasing the production of endorphins
(natural mood enhancers) and improving
sleep quality.

y
e 2. Types of Exercise: Aerobic exercises (e.g.,
1t running, swimming, cycling) are particularly
0 effective for reducing anxiety and stress.

e Frequency: The American Heart Association
a recommends at least 150 minutes of
50 moderate-intensity exercise per week for
of optimal mental and physical health.

3. Nutrition:

® Balanced Diet: A diet rich in fruits,
ks vegetables, whole grains, lean proteins,
ne and healthy fats supports brain health and
vil can help stabilize mood.

4. Key Nutrients:

® Omega-3 Fatty Acids: Found in fish,
flaxseeds, and walnuts, omega-3s have
anti-inflammatory properties that may
reduce anxiety.
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e Magnesium: Magnesium-rich foods (e.g.,
spinach, almonds, avocados) can help relax
muscles and reduce stress.

e Complex Carbohydrates: Whole grains and
legumes help regulate blood sugar levels,
which can prevent mood swings and energy
crashes.

e Avoid Stimulants: Limiting caffeine and
alcohol intake can help reduce anxiety
symptoms, especially in individuals prone
to panic attacks or sleep disturbances.

Sleep Hygiene:

e Importance: Poor sleep can exacerbate
anxiety and psychosomatic symptoms,
while good sleep hygiene can improve
mood, cognitive function, and stress
resilience.

e Tips for Better Sleep:

e Maintain a consistent sleep schedule by
going to bed and waking up at the same
time every day.

e Create a relaxing bedtime routine (e.g.,
reading, taking a warm bath).

e Avoid screens (phones, computers) at least
an hour before bed, as blue light can disrupt
melatonin production.

e Keep the bedroom cool, dark, and quiet to
promote restful sleep.

Stress Management:

e Time Management: Prioritizing tasks,
setting realistic goals, and breaking large
projects into smaller steps can reduce
feelings of being overwhelmed.

e Social Support: Building strong social
connections and seeking support from
friends, family, or support groups can help
buffer against stress.

e Hobbies and Leisure Activities: Engaging
in enjoyable activities (e.g., art, music,
gardening) can provide a healthy outlet for
stress and promote relaxation.
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7. Religious and Spiritual practices: 3

These could have a powerful effect as it
could deal with existential questions such.
as answering “Why I am here?”, “What 1
should do?, “Why me?”. Also, it can help
deal with the root causes of the anxiety
stemming from the uncertainty related to
the unknown future and increase tolerance
toward life ordeals. Additionally, religious
practices such as praying are important for
enhancing psychological stability.

Interdisciplinary Collaboration: The
Importance of Teamwork

Managing anxiety-induced and psychoso-
matic symptoms often requires input from
multiple healthcare professionals. Effective
interdisciplinary collaboration ensures that all
aspects of the patient’s condition are addressed
comprehensively.

1. Primary Care Physicians (PCPs): PCPs
play a central role in coordinating care and
ruling out organic causes of symptoms. They
can initiate pharmacological treatments,
refer patients to specialists, and monitor
overall progress.

2. Psychologists and Psychiatrists:

A. Psychologists provide non-pharmacolog-
ical interventions such as CBT, mindful-
ness training, and relaxation techniques.

B. Psychiatrists assess the need formedication
and manage pharmacological treatments,
particularly for anxiety, depression, or
chronic pain.

Specialists:

A. Gastroenterologists: For conditions like
IBS, gastroenterologists collaborate with
mental health professionals to address
both the physical and psychologica]
aspects of the disorder.

B. Dentists: In cases of TMJ, dentists work
alongside psychologists to manage
bruxism and jaw pain through g
combination of dental interventions
(e.g., nightguards) and stress-reduction
techniques.

C. Neurologists: For conditions like chronic
fatigue syndrome or tension-type
headaches, neurologists may be involved
to rule out neurological causes and

manage pain.

Physical Therapists and Occupational
Therapists and speach pathologist: These
professionals can help patients with chronic
pain or fatigue by teaching them pacing
strategies, gentle exercise routines, and
ergonomic modifications to reduce strain on
the body.

Nutritionists and Dietitians: Nutritionists
play a key role in managing conditions like
IBS by helping patients identify dietary
triggers and adopt gut-friendly diets (e.g.
low-FODMAP).

Social Workers: Social workers can
provide support for patients dealing with
socioeconomic stressors, trauma, or lack
of social support. They may also connect
patients with community resources Of
support groups.

Key learning point

anxiety and psychosomatic illnesses.

Start with non-pharmacological interventions when possible. Sometimes, a combination Of
pharmacological and non-pharmacological approaches yields good outcomes for patients wi
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E
Evaluate Yourself

Self-Assessment Anxiety Scale

Rate each item 0-3: 0=Never, |=Sometimes, 2=0ften, 3=Always

e Excessive Worry: I feel uncontrollable anxiety about work/studies.
e Physical Symptoms: I experience racing heart, sweating, or trembling.
e Sleep Issues: I struggle to fall/stay asleep due to stress.

e Irritability: I snap at colleagues/patients over minor issues.

e Avoidance: I delay tasks due to fear of failure.

e Concentration Problems: My mind goes blank during critical tasks.
e Fatigue: | feel exhausted even after rest.

Scoring & Interpretation:

- 0-7: Mild anxiety (Self-care recommended)

- 8-14: Moderate anxiety (Consider professional support)

- 15-21: Severe anxiety (Seek clinical evaluation)

Adapted from (GAD-7) for quick screening

Practical Applications: Managing Anxiety-Induced Symptoms |

To effectively address anxiety and e Assessment: Sarah’s symptoms align with
psychosomatic symptoms, it is essential to apply irritable bowel syndrome (IBS), a condition
theoretical knowledge to real-world scenarios. strongly influenced by psychological stress.
Below are case examples that illustrate how She also meets the criteria for generalized
different interventions can be tailored to anxiety disorder (GAD), as she experiences
individual patients. Additionally, the importance excessive worry about her health and daily
of interdisciplinary collaboration in managing responsibilities.

these complex conditions is emphasized.

Case 1: Irritable Bowel Syndrome (IBS) with
Anxiety

Patient Profile: Sarah, a 32-year-old woman,
Presents with chronic abdominal pain, bloating,
and alternating diarrhea and constipation. She
Teports that her symptoms worsen during periods
of stress, such as work deadlines or family
Conflicts. She has undergone extensive medical
- ?estirlg, which has ruled out organic causes like
- flammatory bowel disease (IBD).
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e Interventions:

1. Non-Pharmacological Interven-tions: Sarah
is referred to a psychologist for CBT to
address her anxiety and maladaptive thought
patterns related to her health. CBT can help
her develop coping strategies to manage
stress and reduce symptom exacerbation.

2. Lifestyle Modifications: Patients are advised
toadoptalow-FODMAPdiet (fermentable
oligosaccharides, disaccharides,

monosaccharides, and polyols) to identify

and avoid foods that trigger her symptoms.

Regular aerobic exercise (e.g., brisk walking)

is recommended to reduce stress and improve

gut motility.

3. Pharmacological Treatments: A low-dose
SSRI (e.g., sertraline) is prescribed to manage
her anxiety and improve mood regulation.
SSRIs have also been shown to reduce IBS
symptoms in some patients.

e Qutcome: Over several months, Sarah
reports a significant reduction in both
her anxiety and IBS symptoms. Her
ability to cope with stress improves, and
she experiences fewer gastrointestinal
flare-ups.

Case 2: Temporomandibular Joé’nt Disorder
(TMJ) with Anxiety

Patient Profile: Jamal, a 45-year-old man,
complains of jaw pain, clicking sounds when
chewing, and frequent headaches. He admits to
grinding his teeth at night and feeling “tense”
all the time. His dentist confirms the presence
of temporomandibular joint disorder (TMJ)
but notes no structural abnormalities requiring
surgical intervention.

e Assessment: Jamal’s TMJ symptoms are
likely exacerbated by stress-related bruxism
(teeth grinding) and muscle tension. He also
exhibits signs of chronic anxiety, reporting
difficulty relaxing and persistent worry about
financial issues.

3. Pharmacological

e Interventions:
1. Non-Pharmacological Interventions:

e Behavioral Therapy: Jamal is referreq
to a psychologist for CBT to address hig
anxiety and develop healthier coping
mechanisms. He learns to recognize
stress triggers and replace maladaptive
behaviors (e.g., jaw clenching) with
relaxation techniques.

e Relaxation Techniques: Jamal practiceg
progressive muscle relaxation (PMR) and
guided imagery to reduce muscle tension
in his jaw and neck.

H“QB1

e Dental Intervemtion: A custom-fitted
nightguard is prescribed by his dentist to
protect his teeth from further damage due
to bruxism.

2. Lifestyle Modifications:

e Jamal is encouraged to practice stress
management  techniques  such a8
mindfulness and deep breathing exercises.

e Regular physical activity (e.g., swimming,
cycling) is recommended to reduce overall
stress levels and promote relaxation.

Treatments: A short
course of a benzodiazepine (e.g., lorazepam)
is prescribed for acute relief of severe anxiety’
and muscle tension. However, this is tapered-,
off after a few weeks to avoid dependency:
An SNRI (e.g., duloxetine) is introduced @
manage chronic pain associated with ™/
and improve mood regulation.
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treatment, Jamal reports a significant reduction

in jaw pain and headaches. His anxiety levels

decrease, and he feels more in control of his
stress response.

Case 3: Chronic Fatigue Syndrome (CFS) with

Depression
Patient Profile: Eman, a 28-year-old
woman, presents with persistent fatigue,

cognitive difficulties (“brain fog”), and sleep
disturbances. She has been unable to work for
several months due to exhaustion. Extensive
medical testing has ruled out underlying organic
causes, and she has been diagnosed with chronic
fatigue syndrome (CFS). She also exhibits
symptoms of depression, including low mood,
lack of motivation, and feelings of hopelessness.

CFS is likely
exacerbated by psychological factors such as
depression and chronic stress. She reports a
history of trauma and unresolved emotional
issues, which may contribute to her condition.

e Assessment: Eman’s

o Interventions:
1. Non-Pharmacological Interventions:

e Cognitive Behavioral Therapy
(CBT): Eman is referred to a therapist
specializing in CBT for chronic fatigue.
The therapy focuses on pacing activities,

challenging negative thoughts about her

e Outcome: After six months of consistent °

illness, and gradually increasing physical
activity.

2. Lifestyle Modifications:

e Eman is encouraged to establish a
consistent sleep routine and practice good

sleep hygiene to improve restorative
sleep.

e Gentle exercise (e.g., walking, stretching)
is introduced gradually to avoid post-

exertional malaise, a common issue in
CFS.

3. Pharmacological Treatments:

e An SSRI (e.g., escitalopram) is prescribed
to address her depressive symptoms and
improve mood regulation.

e A low dose of modafinil is considered for
short-term use to combat daytime fatigue,
though its long-term efficacy in CFS is
debated.

e Qutcome: Over time, Eman experiences a
modest improvement in energy levels and
cognitive function. Her depressive symptoms
diminish, and she begins to regain a sense of
purpose and control over her life.

gy learning point

well-being.
r—

Psychosomatic illnesses are genuine conditions that require validation and empathy from healthcare
providers. A holistic approach is often essential. Effective management does not always mean
achieving a perfect cure but rather addressing the psychological root causes and improving overall
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In Japan, the concept of “Karoshi” (death by overwork)
underscores the impact of chronic stress on physical
health. Public health campaigns have been launched
to address workplace stress and promote mental well-
| being.

6. Practical Tips!

i ()| Do (x)| Aveid

« Validate patients’ experiences and | ¢ Dismiss symptoms as purely psychological
' emotions. without investigation.

| « Use open-ended questions to explore [ ¢ Rush through consultations without addressing
stressors. emotional concerns.

» Refer patients to mental health specialists | ¢ Prescribe anxiolytics as the sole treatment
when needed. without exploring other options.

Quick review

Quick Review and Brief Answers to Unit Questions

il 1. How does chronic anxiety affect the body’s physiological systems?

. Answer:

, Chronic anxiety activates the hypothalamic-pituitary-adrenal (HPA) axis and the sympathetic |
‘ nervous system, leading to prolonged release of stress hormones like cortisol and increased
i autonomic arousal. This can disrupt multiple physiological systems:

_ A. Cardiovascular System: Elevated heart rate and blood pressure increase the risk of hypertension
i and heart disease.

: ‘ B. Immune System: Chronic cortisol exposure suppresses immune function, making individuals
1 more susceptible to infections and inflammatory conditions.

I C. Gastrointestinal System: Anxiety exacerbates conditions like irritable bowel syndrome (IBS) by
altering gut motility and sensitivity.

‘ D. Musculoskeletal System: Persistent muscle tension can lead to pain conditions such as tensiof”
type headaches or temporomandibular joint disorder (TMJ).

E. Sleep and Energ Reg ulation: Anxiety disrupts sleep patterns, contr ihutillg to fatigue and iIIlPaire
Wi
| COgI’litiVG function.
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E What role do environmental and genetic factors play in the deve

illnesses? lopment of Psychosomatie
Answer:

Psychosomatic illnesses result from the interaction of biological vulnerabilities and psychosocial
stressors:

A. Genetic Factors: Some individuals have a genetic predisposition to heightened stress reactivity,
anxiety, or conditions like migraines or IBS.

B. Environmental Factors: Stressful life events (e.g., trauma, job strain), lack of social support, and
cultural attitudes toward illness can trigger or worsen symptoms. For example, chronic work-
related stress may exacerbate chronic fatigue syndrome (CFS) or TMJ.

3. Can untreated anxiety lead to long-term physical health complications?
Answer:
Yes, untreated anxiety can contribute to serious long-term health issues:

A. Cardiovascular Disease: Chronic stress increases the risk of hypertension, heart attacks, and
strokes.

B. Metabolic Disorders: Elevated cortisol levels can lead to weight gain, insulin resistance, and type
2 diabetes.

C. Chronic Pain: Anxiety amplifies pain perception, worsening conditions like fibromyalgia or
tension headaches.

D. Gastrointestinal Disorders: Anxiety can exacerbate or prolong symptoms of IBS and other
functional gastrointestinal disorders.

E. Mental Health Decline: Untreated anxiety often coexists with depression, further impairing
quality of life.

4. How can healthcare providers differentiate between anxiety-induced symptoms and
organic diseases?

Answer:
Differentiation requires a comprehensive approach:

A. Patient History: A detailed history helps identify psychological stressors, symptom triggers, and
patterns (e.g., worsening during stress).

B. Physical Examination and Testing: Ruling out organic causes through lab tests, imaging, or
specialist consultations is essential.

C. Psychological Assessment: Screening for anxiety, depression, or trauma using validated tools
(e.g., GAD-7, PHQ-9) can highlight psychological contributors.

D. Response to Treatment: Symptoms that improve with psychological interventions (e.g., CBT) or
Stress management are more likely anxiety-induced.

‘-“'-—-__;
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5. What ethical considerations arise when treating patients with anxiety and psychosomatic
disorders?

Answer:

Ethical considerations include:

A. Validation of Symptoms: Avoid dismissing symptoms as “all in the patient’s head,” which can
lead to mistrust and disengagement.

B. Informed Consent: Ensure patients understand the role of psychological factors in their
condition and the rationale for recommended treatments.

C. Avoiding Stigmatization: Be sensitive to societal stigma around mental health and avoid
language that could alienate or shame the patient.

D. Balancing Treatments: Use pharmacological treatments judiciously, especially for medications
with dependency risks (e.g., benzodiazepines).

E. Interdisciplinary Collaboration: Respect the roles of all healthcare providers involved in the
patient’s care to ensure coordinated, patient-centered treatment.
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UNIT 5

The Psychology of Pain Management

E."WWhy is this unit important and what I will learn?

Medical students will be introduced to the psychological
theories, principles, and therapies that are essential to
understanding and treating pain holistically. The material is
designed to enhance empathy, diagnostic insight, and therapeutic
effectiveness by integrating psychological science into medical
practice.

I will learn the following:
First: Understand the biopsychosocial model of pain.

Second: Recognize psychological contributors to pain
experience with psychological theories.

Third: Identify and apply psychological interventions such
as CBT, relaxation techniques, and mindfulness.

Fourth: Explore cultural and individual variations in pain
perception and reporting.

Fifth: Evaluate one’s ability to apply psychological tools in
clinical pain management.

e
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Content of the unit
1) Introduction: what is pain?
2) Psychological Theories of Pain

3) Psychological Interventions in Pain
Management

4) Turning Inward: Self-Awareness
and Psychological Insight in Pain

Management

5) Implementing Psychological Insight in
Pain Care

6) Practical tips
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Opening Case study
A Tale of Two Recoveries: A Comparative Clinical Journey

Reema and Ahmed, both 34 years old and employed in
high-demand jobs, underwent similar orthopedic procedures
for meniscal tears in their left knees. Both were physically

fit and had no significant prior health issues =surgery,

their initial medical recovery was devghtful. However,

their recovery trajectories began to diyérge rapidly in the
following weeks.

Reema, supported by her family and maintaining a
positive outlook, returned to work within six weeks. She
practiced daily physiotherapy, reported minimal pain on follow-up, and even described the experience as “learning
and growth.”

Ahmed, in contrast, began to express increasing
distress about his pain. Despite normal MRI and post-
operative evaluations, he frequently reported intense
discomfort, difficulty sleeping, and fear of long-term
disability. He began avoiding physical therapy due to pain
anticipation and soon developed symptoms of low mood

and anxiety. Over time, he was diagnosed with chronic post-

surgical pain with psychosomatic features.

Upon referral to a multidisciplinary team, including a clinical psychologist, it was discovered that Ahmed was
engaging in catastrophizing, a cognitive pattern characterized by magnifying pain expectations and feeling
helpless in response to discomfort. Psychological therapy, including CBT and graded exposure to movement, was
gradually introduced. Ahmed began to improve, regaining function and reducing his dependency on medication.
This case comparison illustrates that biological healing is only part of the pain story—the psychological narrative and
coping mechanisms significantly determine outcomes.
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multidimensional experience (Figure 1). It is a
complicated synthesis of sensory input, emotional
states, cognitive interpretations, past events, and
social context—not only a message sent from
damaged tissue to the brain (Turk & Okifuji,
2002; Gatchel et al.,, 2007). Two people with
identical injuries may thus report quite different
degrees of disability and pain. Any healthcare
professional has to be able to understand why
this happens.

PAIN AS A MULTIDIMENSIONAL
EXPERIENCE

SENSORY-

Western medicine’s
predominant model was biomedical, treating
pain essentially as a sign of tissue damage. This
model fell short, though, when patients claimed

ongoing pain following healing or persistent pain

Historically,

without a clear physiological cause. Reflecting
a misperception of how pain operates, many of
these patients were labeled as psychosomatic or
malingering (Linton & Shaw, 2011).

A significant shift occurred with the
introduction of the_Gate Control Theory of Pain
(Figure 2) by Melzack and Wall (1965), which
proposed that pain signals are filtered through
a “gate” in the spinal cord, modulated by
psychological and environmental factors. Thislaid
the groundwork for the Biopsychosocial Model,

Pain is an essentially subjective and

which recognizes that biological, psychological,
and social factors are all fundamental to the pain
experience (Engel, 1977; Gatchel et al., 2007).

GATE CONTROL THEORY
OF PAIN

Attention

For example, chronic pain syndromes such
as fibromyalgia, irritable bowel syndrome, and
nonspecific low back pain often lack consistent
structural findings, yet produce intense suffering.
In these cases, central sensitization (Figure
3) —a condition in which the central nervous
system becomes hyperreactive to stimuli—is
often implicated. This heightened pain response
is influenced by psychological processes such
as catastrophizing, fear-avoidant beliefs, and

emotional distress (Edwards et al.,, 2011;
Apkarian et al., 2009).
CENTRAL SENSITIZATION

tfr 4%

PAIN
i NEURO-

k PLASTICICITY

INCREASED
PAIN
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I Beck’s Cognitive Theory is one of the  Cognitive Behavioral Model of Pain (Figure 5)
‘ fundamental theories in this field and maintains  Which states that pain is viewed through beliefs,

‘ and thus pain. A person in pain could have  and demonsfrate the cognitions and though
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Key learning point

Chronic pain involves changes in the body and brain function, including overactivation of pain
pathways and underactivation of pain inhibitory networks (Apkarian et al., 2009). These reversible
changes and psychological interventions can play a key role in modifying them.

| 2. Psychological Theories of Pain ‘ i

Biological processes can activate pain  we interpret, attend to, remember, and respond
(nociceptors, infection, and tissue damage). emoti to pain. Understanding these aspects
However, the experience of pain is determined  of pain is important for clinicians who strive tg
by psychological processes. This includes how  offer holistic, individualized pain care.

f—

Psychological Dimensions of Pain: Theories and Models

Cognitive Theories of Pain ﬁ -, .- ﬁ"a Learning Theories and Pain

Beck’s Cognitive Theory -4 i—- Classical Conditioning
I
I

Cognitive Behavioral Model -4 \

I
Fear-Avoidance Model - -’ Psychological s Memory and Learning

- Dimensions of N
- Pain B *) Emotion and Pain

:r - Neuromatrix Theory

]
]
]
Hypervigilance ..’ ! ‘<. Emotional Centers
]
1

! i—- Operant Conditioning

Attention and Hypervigilance

Information Processing Theory - -
]

(: ') Human Diversity
:r- Sociocultural Theory
\

| ~- Cultural Beliefs

Cognitive Theories of Pain: Thinking Shapes ‘
Feeling This concept is consistent with the

that dysfunctional beliefs and thought patterns  assumptions, and prior experiences. CognitilVe
significantly contribute to emotional distress—  distortions are well documented assimilateg

negative automatic thoughts such as “this pain  patterns linked to catastrophizing (the way 0
| will never go away,” which produces pain and  thinking about pain whereby people can enga.

emotional distress and a sense of helplessness  in persistent thoughts/rumination and' 3 ‘
(Beck, 1976; Sullivan et al., 2001). helpless) correlate directly with the severity %%
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(Edwards etal., 2011).

COGNITIVE AND EMOTIONAL
MODULATORS OF PAIN

Attention Mood

Behefs x Anxlety

Catastrophmmg
Depressmn

Another relevant theoretical model is the
Fear-Avoidance Model (FAM; Vlaeyen & Linton,
2000) which explains how individuals who view
pain as a threat are more likely to avoid activity
altogether, which leads to disuse, depression, and

chronic disablement. Those who face their pain
and have adaptive beliefs and coping strategies
appear to have faster recovery.

Emotion and Pain:
Neuromatrix Theory

Insights from the

As stated by Melzack’s Neuromatrix
Theory of Pain (1999), pain is not just a sensory
experience, but is determined by networks in
the brain that process sensory stimuli, emotional
state, memory, and cognitive appraisal. This
model also illustrates that the brain creates
its own “neuro signature” of pain, even in the
absence of any external stimuli, for example,
phantom limb pain.

ain, emotional distress, and physical disability .

The clinical implication of this theory is
that emotional and cognitive states influence the

persistence and changing of pain. For example,
chronic pain is likely to coexist with anxiety and
depression - both of which have strong effects
on the threshold and tolerance of pain perception
(Linton & Shaw, 2011).

Functional neuroimaging studies have
also shown that the emotional regions of the
brain (Figure 6) - for example the anterior
cingulate cortex, amygdala, or insular cortex are
consistently recruited in patients with chronic
pain (Bushnell et al., 2013).

Attention and Hypervigilance: The Role of
Information Processing Theories

Information Processing Theory suggests
limited attention capacity affects how we
prioritize incoming stimuli and how we perceive
it (McCracken, 1997). Pain is a biologically
salient signal, which we would give attention
to. In chronic pain patients, however, attentional
system responses can become sensitized,
resulting in hypervigilance—constant scanning
for bodily threat cues—even without tissue
damage (Crombez et al., 2005).

This hyperfocus on internal sensations can
enhance the pain experience, limit opportunities
for distraction and curtail social and occupational
participation. Distraction techniques, guided
imagery, or mindfulness-based cognitive therapy
interrupt this looping attention.
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~ Primary
Somatosensory
Cortex

Processes sensory
aspects such as
pain location. It
also processes

the intensity of the

pain.

Insula

Integrates sensory
and emotional
aspects of pain.
Creates a subjective
experience of pain.

Nucleus

Brain regions processing pain

Secondary
Somatosensory
Cortex

Integrates sensory
pain signals. This
helps in the overall
perception of pain.

Amygdala

Modulates
emotional and fear
responses to pain.
Influences how we
react emotionally.

Periaqueductal

Accumbens Gray
Influences
reward and

aversion in pain

states. Impacts

motivation and

behavior during
pain.

Modulates pain
perception
and autonomic
responses.
Controls body’s
reaction to pain.

Anterior
Cingulate
Cortex

Prefrontal
Cortex

Cognitively
appraises pain.
Guides decision-
making related
to pain.

Evaluates the
emotional
unpleasantness
of pain. Directs
attention towards
the pain.

Thalamus

Hippocampus
PP P Relays nociceptive

signals to cortical

areas. These areas

are responsible for
processing pain.

Forms and recalls
memories related to
pain. Remembers
the contexts of
painful experiences.

Cerebellum

Coordinates
anticipation of
pain and motor

responses. Helps
prepare for and
react to pain.

Key learning point

[ower pain distress and perceived disability.

Clinical Insight: Interventions that reduce self-focused attention have been shown to significantly

Learning Theories and Pain: From Experience
to Expectation

Classical and operant conditioning theories
explain how pain-related behaviors can be
acquired and maintained. For instance, if a
patient receives increased care and support every
time they express pain, they may unconsciously
reinforce the expression of pain (Fordyce, 1976).
Conversely, a negative hospital experience
associated with pain may condition a fear
response during future medical visits.

[ 108 ]

Memory and learning also play a role in
central sensitization, where the brain becomes
conditioned to overreact to normal stimuli.
Emotional learning and fear memory stored i
the amygdala can intensify pain perception and
trigger avoidance behaviors (Flor & Turk, 2011)-
This understanding supports the use of exposuré-
based therapies, where patients gradually ré=
engage in avoided activities to “retrain” the
brain’s pain response circuits.
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| Cultural  Frameworks

Theories

Pain is also culturally constructed and
socially communicated. Sociocultural Theory
posits that individual behavior is determined
py social norms, expectations, and interactions.
In pain, this means painful experiences and

and Sociocultural

behaviors often have an explanation and value
associated with culture and learned behavior
(Green et al., 2003). Healthcare Professionals

~ need to recognize these contexts and alter their

assessments and practices to avoid stereotyping
and misinterpreting pain.

?Ef learning point

Psychological theories such as the Cognitive-Behavioral Model, Fear-Avoidance Model, and
Neuromatrix Theory offer crucial frameworks for understanding pain not as a fixed sensory input,
but as a dynamic, learned, and modifiable experience shaped by mind, memory, and culture.

ﬁman diversity

associate with it. .

Collectivist cultures embody emotional restraint, which
better captures the resistance patients might express
when verbalizing pain. Collectivist societies may also
limit budding emotional dialogue to support more
resilience than certainty via the medical profession.
Individualistic societies may be more comfortable
with people expressly articulating their suffering.
Additionally, religious or spiritual beliefs can also
impact how people endure pain and what meaning they

Pain as a multidimensional phenomenon
requires an equally multidimensional treatment
approach (Figure 7). Although pharmacological
and surgical treatments continue to help manage
acute pain, psychological therapies are crucial

in the treatment of chronic and complex pain
conditions. These therapies aim at the cognitive,
emotional, and behavioral aspects of pain,
allowing patients to take charge of their pain and
function better, even if pain remains.

Pain exists at the intersection of biology,
psychology, and social context. Although the
biological basis may have tissue damage or
inflammation at the root, how people experience,
express, and respond to pain also depends
on their thoughts, feelings, behaviours, and
sociocultural context. Therefore, effective pain
management also includes interventions that are
not just medical management, such as medication
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and surgery. Psychological interventions are
essential in addressing chronic and persistent
pain. Each of these interventions takes aim at the
mental and emotional components of pain and
seeks to enhance coping, restore function, and
improve quality of life. Psychological therapies
do not seek to treat pain or to make it disappear
(that is not always possible); rather, the aim is
to change and enhance the relationship that the
patient has with their pain. Through the use
of cognitive reframing, emotional regulation
strategies, and approach behaviours, patients

can learn to develop a sense of control over thejy
lives, despite the fact that much of the pain may
still persist.

As highlighted by the biopsychosociy]
model, psychological treatments are pgt
ancillary to pain care, but rather key componentg
of integrated pain care (Turk & Gatchel, 2018),
This section will provide an overview of the
most effective, evidence-based psychologica]
therapies utilized in pain management, including
how they work, how they are used clinically, and
the evidence base supporting their use.

Psychological Interventions in Pain Management

Cognitive Behavioral Therapy
(CBT) b

Targets Maladaptive Thoughts -,

Incorporates Behavioral Tools ..' s

Biofeedback and Relaxation o
; oI - - -
Techniques =7

Enhances Physiological Self-
Regulation

1
1
-
1
1
!

Pairs with Relaxation Training ..

Psychological

Interventions
in Pain
Management

B Acceptance and Commitment
- Therapy (ACT)

I - Promotes Psychological Flexibility
I

‘<. Uses Six Core Processes

Mindfulness-Based Interventions

(MBIS)

- Encourages Present-Moment
Awareness

——————

~- Neurophysiological Basis

Interdisciplinary Pain
Rehabilitation Programs (IPRP)

1

r

[}

]

\
-

- Team-Based Care Model

g Emphasizes Education and

Engagement

Cognitive Behavioral Therapy (CBT)

Among the various psychological methods
available, Cognitive Behavioral Therapy (CBT)
is the most researched and most often used
in pain settings. CBT draws on Aaron Beck’
Cognitive Theory (1976), which suggests
that thoughts impact emotions and behaviors:
In the context of chronic pain, individuals
could have maladaptive cognitive styles that
may include catastrophizing (“This pain will
ruin my life”), black-and-white thinking (I
will never get better”), or overgeneraliziDg
(“If I hurt now, I will hurt forever”). CBT ca
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distortions, evaluating the wvalidity of their

more realistic and constructive alternatives. CBT
also includes behavioral approaches, which can
include activity pacing, goal setting, and graded
exposure to decrease avoidance behavior and
increase function. The structured nature of CBT
prepares patients to counter fear-based avoidance
and work towards establishing healthier habits
and routines. Numerous randomized controlled
trials have indicated that patients receiving CBT
experience greater decreases in pain severity,
disability, anxiety, and depression compared to
patients in chronic pain who do not receive CBT,
in studies of patients with fibromyalgia, chronic
low back pain, arthritis, and migraine (Williams
et al., 2012; Ehde et al., 2014). CBT can be
delivered in person or using online platforms,
which enables access in a wide variety of
healthcare contexts.

Acceptance and Commitment Therapy (ACT)

While CBT’s approach is to change
dysfunctional  thoughts and  behaviors,
Acceptance and Commitment Therapy (ACT)
seeks a different path. Based upon Relational
Frame Theory, ACT works with patients to accept
pain-related experiences non-judgmentally and
in alignment with personal values, even if pain
is still present. ACT advocates for psychological
flexibility through six core processes: acceptance,
cognitive defusion, present-moment awareness,

self-as-context, values clarification, and

assist patients in identifying these cognitive .

automatic thoughts, and substituting them with

e e of g o e
to take action tc;ward tlilei:l K Wa-y - People

values with pain. For
example, even with back pain, one may still be
willing to take walks with their child because
that experience does lead toward their parenting
value. In reviews and meta-analytic studies, ACT
has been shown to particularly impact reductions
in Pain interference and improve emotional well-
being for complex pain presentations (Veehof
et al.,, 2016). The practical considerations of
values with mindfulness and behavior change
make ACT particularly beneficial for individuals
who have long-standing pain, causing chronic
frustration, avoidance, or depression.

Mindfulness-Based Interventions (MBIs)

Another significant intervention that has
seen increased popularity over the last few years
is Mindfulness-Based Stress Reduction (MBSR)
and Mindfulness-Based Cognitive Therapy
(MBCT). Mindfulness is derived from Buddhist
meditative practices and has been brought into
the realm of clinical psychology through the
work of Jon Kabat-Zinn. Mindfulness therapies
focus on the patient developing a non-judgmental
and accepting awareness of their present-
moment experience, which may include pain.
Traditional techniques to reduce pain involve
distracting the patient from the pain experience,
but mindfulness encourages the patient to sit
with their pain, observing it without attempting
to resist it or suppress it. Mindfulness helps to
facilitate emotional regulation, as well as reduce
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reactivity and create a clearer cognitive space.
Functional MRI studies show that mindfulness
modulates the brain’s processing of sensations
and emotions associated with pain, including the
prefrontal cortex, anterior cingulate cortex, and
insular cortex (Zeidan et al., 2012). Even brief
mindfulness practice - such as daily practice of
focal breathing for 10 minutes - has been shown
to reduce subjective pain ratings and improve
tolerance to painful stimuli. Mindfulness
interventions are particularly suited to individuals
experiencing high levels of emotional distress,
rumination, and pain-anxiety (Fuchs, 2022).

Biofeedback and Relaxation Techniques

Biofeedback and relaxation techniques
provide another category of psychological
approaches that work directly on changes in
physiological responses related to pain and
stress. Biofeedback is the process of employing
the use of electronic monitoring devices that
allow patients to receive immediate information
about ongoing bodily processes (e.g., heart rate,
muscle tension, skin temperature). In general,
patients are taught to learn voluntary control of
their biological functions and reduce sympathetic
activation, which in turn will enable them to
experience decreased tension associated with
pain. In combination with progressive muscle
relaxation, diaphragmatic breathing, or guided
imagery, biofeedback provides an opportunity
for patients to create a physiological homeostasis
conducive to pain reduction. Biofeedback has
been found to be particularly effective in treating
tension-type headaches, temporomandibular
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joint (TMJ) disorders, and musculoskeleta]
pain syndromes (Nestoriuc & Martin, 2007).
Additionally, biofeedback and relaxation
methods are particularly well suited for pediatric
and adolescent populations, as these populations
tend to respond better to the interactive and
visual learning methods offered by biofeedback,
for grounding and fostering engagement and
self-efficacy.

Interdisciplinary Pain Rehabilitation Programs
(IPRP)

In a clinical context, psychological
therapies typically work not in isolation, but
within Interdisciplinary Pain Rehabilitation
Programs (IPRP), which represent the best
model for managing long-term chronic pain.
An IPRP includes clinician representatives from
many professional backgrounds, such as a pain
physician, a psychologist, a physiotherapist, 2
nurse, and an occupational therapist, and takes @
multi-modal approach to addressing pain. In af-
IPRP, psychological input is important for direct
psychological counseling services, but also.
for teaching group programs, pain educatiofs
behavioral coaching, etc. Patients are also advise d
on goal-setting, expectation management, coping’
with setbacks, and re-engaging with activities
they find valuable over time. Longitudinal studies
suggest IPRPs are effective because they leac
to sustained improvements in function, moo¢®
and quality of life, while decreasing relia®
on medications and emergency care service
(Gatchel et al., 2014).
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ﬁKey learning point

regardless of the pain’s persistence.

Psychological therapies do not aim to eliminate pain completely. Rather, they transform the pa
relationship with pain, equipping them with the tools to live meaningfully and functionally

L

Critical thinking

Should psychological therapies be considered equivalent to pharmacological
treatments in the management of chronic pain, even when patients present with
objectively identifiable physiological damage (e.g., osteoarthritis, neuropathies)

Understanding the
components of pain is not only a way to engage
intellectually, but it can also be a meaningful
and personal endeavor. For the medical student

psychological

or clinician, drawing insight from their own
beliefs, worries, and attitudes towards pain can
sharpen their ability to enter the pain experience
of patients in an empathetic and nonjudgmental
manner. The process of self-assessment and
listening through pain management tools (Figure
8) has value in both its reflective nature and

[ 2% j

pedagogical purpose. In assessing the self, future
health care providers can look at their automated
response patterns to suffering, evaluate their
own resilience, and become cognizant of their
interpretative biases that may unintentionally
inform clinical judgment. Just as a clinician must
be aware of and listen to the subjective pain
stories and expressions of others, it is equally
important to be aware of and attentive to their
own subjective pain experience. When we point
to our discomfort, be it physical or emotional,
we also reveal the inner narrative that shapes our
own relationship with it (Turk & Gatchel, 2018).
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Pain Assessment Tools

PCS PBPI
PEPIS
Measures Evaluates beliefs and M i
catastrophic thinking 0 perceptions about o] easures empathy
related to pain. LQ_, chronic pain. @ and lnSlghF related to
pain.

FPQ

@ Assesses fear and

avoidance of painful
stimuli.

Pain Catastrophizing Scale (PCS)

A key measure in this area is the Pain
Catastrophizing Scale (PCS), which was created
by Sullivan and colleagues in 1995. The PCS
attempts to quantify the degree to which an
individual specifies their tendency to engage
in catastrophic thinking regarding pain. These
include three related, underlying dimensions:
rumination (the to stop thinking
about the pain), magnification (the tendency to
exaggerate the threat value of pain sensations),
and helplessness (a sense that there is no control
or ability to manage pain). The PCS includes
thirteen total statements with a rating for each
item on a 5-point scale (0 =“notatall”; 4 ="all the
time”’). Higher scores on the PCS often correlate
with higher ratings of pain intensity level, higher
levels of disability, greater levels of emotional
distress, and lower levels of effectiveness of
medical and non-medical treatment approaches.
A total number below 15 is generally classified
as low levels of catastrophic thinking following
pain, between 15 - 25 is moderate levels of
catastrophic thinking, and a number above 26 is
considered high levels of catastrophic thinking,
particularly in association with maladaptive

inability

ACT

Psychological
flexibility based
approach to chronic
pain.

(inferior) coping and poorer outcomes of chronic
pain management. Students are encouraged to
take the PCS, not only to become aware of their
starting point for self-assessment, but also to
better understand and appreciate the extent of this
type of thinking in influencing pain experience
(Sullivan et al., 1995).

Fear of Pain Questionnaire (FPQ)

Another important assessment is the Fear
of Pain Questionnaire (FPQ), which assesses the
degree to which a person fears and dreads various
kinds of pain. For example, the magnitude of their
fear of pain can vary significantly based upon the
circumstances - a paper cut versus an injury or a -
medical procedure, etc. The FPQ categorizes the
circumstances in which pain is expected, such
as procedural pain, low-level pain from minof
everyday injuries, or severe trauma, while trying
to assess how fear may differ depending upon the
situation. Recall that generally, a higher score 011
the FPQ would predict more avoidant behaviors
heightened anxiety, and in certain cases:
phobic-type responses in relation to medical
environments (McNeil & Rainwater, 1998):
As medical students practice with their FPQ to}
develop an awareness of their own responsé®

[ 114 ]




The Psychology of Pain Management

to fear of pain, it will become important to
consider the responses of their patients as they
practice prospective care on patients who may

also avoid or resist effective treatments based on -

anticipatory fear.

Pain Beliefs and Perceptions Inventory (PBPI)

The Pain Beliefs and Perceptions Inventory
(PBPI) is also significant in that it addresses
some core beliefs or pain perceptions that the
writer will likely hold. These pain beliefs are
often deeply rooted in personal experiences,
cultural influences, and social learning. The way
some people frame statements such as “Pain is
always a marker of damage” or “Nothing will
help chronic pain” can lead them into a way of
behaving or setting expectations that are driven
by those beliefs. Many people, including workers
in the health care field, unconsciously assert
beliefs that can lead to greater patient suffering
or distress. For example, a student who overly
identifies with — and asserts — the idea that rest
= best response for pain, a patient’s pain can, on
the -other hand, unknowingly dissuade patients
from engaging in movement behaviour that may
ultimately help them. Taking time to examine
one’s own pain-related beliefs with this Inventory
creates a tremendous opportunity to reframe and

realign our own philosophy, with
the evidence-based decision-makij
(Turk & Gatchel, 2018).

, in this case, '
ng we aspire to

Acceptance and Commitment Therapy (ACT)

Drawing from Acceptance and
Commitment Therapy (ACT), a unique approach
to self-assessment is to focus on following
personal values despite pain and suffering. When
students select three values that are important to
themselves (e.g., integrity, compassion, family,
or service), it is more motivating to reflect on
how what they call ‘pain’ or distress might be
stopping them from being more aligned with
their values. For example, if someone values
physical fitness but decides to stop exefcising
because of back pain, it might foster an inactive
style of living, which leads to feelings of guilt.
ACT then promotes practicing psychological
flexibility, being able to continue engaged in
value-directed actions in the presence of pain/
suffering. As a self-assessment exercise, this
values clarification not only promotes emotional
awareness but is also a good demonstration of
a clinical approach used with patients attending
chronic pain rehabilitation programs (Turk &
Gatchel, 2018).

Key learning point

Self-assessment is not a process of labeling oneself; it is a process of awareness. By examining
one’s beliefs, fears, and reactions to pain, you develop the understanding to provide knowledgeable,
compassionate, and psychologically attuned care to patients.

Evaluate Yourself

Instructions:

Pain Empathy and Psychological Insight Scale (PEPIS)

Purpose: To measure a medical student’s self-reported proficiency in recognizing, understanding, and

responding to the psychological aspects of pain in clinical care.

Below are 10 statements. Please rate how true each statement is for you, using the scale provided:

[
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Rating  Description
1 = Not at all true, 2 = Slightly true, 3 = Moderately true, 4 = Very true, 5 = Completely true

PEPIS Statements:
Item Rating

e | am aware that patients’ emotional states (e.g., fear, sadness) influence 1121314/ls
their pain perception.

e | consider psychological therapies (like CBT or ACT) as essential 1121314l5s
components of pain management.

e | can recognize when I am making assumptions about how much pain a

o (13 ”" 2 ]. 2 3 4 5

patient “should” be feeling.

e ] understand how cultural differences affect the way patients express and 1121314ls
manage pain.

e | am comfortable discussing emotional and psychological factors with 112131 4l5s

patients in pain.

e [reflect on my own experiences with pain to develop empathy toward patients. | 1 | 2| 3 | 4 | 5

e [actively avoid dismissing pain complaints that lack objective physical findings. | 1 [ 2| 3 | 4 | 5

e [ can identify common maladaptive pain beliefs (e.g., catastrophizing,

fear-avoidance) in patient narratives. SRR
e [believe it is my responsibility to integrate both medical and psychological 1157 4%
understanding when treating pain.
e [ am open to ongoing personal development to improve my psychological ol 3 T IS

insight as a clinician.

Scoring and Interpretation:

Total Score Range: 10 to 50

40-50 (High Proficiency): You demonstrate strong awareness and readiness to incorporaté
psychological insight into pain care.

30-39 (Moderate Proficiency): You have a good foundation but may benefit from targeted training|
or reflection.

20-29 (Emerging Awareness): Consider further developing your psychological understanding @
empathy toward pain.

10-19 (Low Proficiency): Reflect deeply on your assumptions and seek out experiences that increast
your competence in psychosocial care.

Reflective Follow-up Questions:
Which item(s) did you score lowest on? Why?
How might these areas affect your interactions with patients?

What steps can you take to strengthen your understanding and approach to pain psychology?

[ 116 ]




The Psychology of Pain Management

UNIT 5

Recognizing the psychology underlying
pain is just the beginning; the real difficulty
lies in implementing these activities into the
everyday clinical experience, where time is
short, where the patient is distressed, and we may
not have conclusive diagnoses. To our benefit,
there is an expanding and robust literature and a
number of tested approaches that now enable and
encourage the healthcare professional to take an
evidence-informed approach to the application
of psychology within pain management (Turk
& Gatchel, 2018). This section describes how
learners and early career clinicians can better
use psychological principles at the bedside,
even if they take a lot of the concepts away from
the bedside, and provide some “guardrails” (or
boundaries) to steer clear of the common hurdles
to using psychology with their patients.

Clinician’s Communication Approach

A clinician’s communication approach is
One of the strongest tools they will ever have
' their practice. For many patients suffering

from chronic pain, feeling validated and heard is
often just as important as feeling they received a
diagnosis. Simple behaviors such as eye contact,
acceptance toward their suffering, and avoiding
phrases like “It’s all in your head” can build
trust with a patient and set the emotional stage
for collaborative care (Gatchel et al.,, 2014).
This kind of empathic listening is most vital
for patients whose pain has been centralized
or medically unexplained for years. Even if
the pathology is still somewhat unclear, it is
helpful for the clinician to offer reassurance
to the patient, like, “Your pain is real, and we
will work together to manage and treat it.” Such
reassurance and validation typically help reduce
the patient’s shame and defensiveness, and open
the door to the potential for psychologically
inclined treatment to begin to be considered.

Pain Neuroscience Education

Pain education, or “pain neuroscience
education,” is another key practice. Pain
education aims to educate patients about how the
brain processes pain, how psychological variables
(e.g., stress, fear) may amplify and impact pain
signals, and the capability to recover without
pain being completely absent (Louw et al.,
2016). For instance, an individual with chronic
back pain may find value in learning that pain
does not always equate to ongoing injury, thus
beginning to work on challenging their panic and
avoidance responses. It is often helpful to employ
visual aids, metaphors (e.g., “an overly sensitive
alarm system”), or patient pamphlets, making the
education tools more concrete and valuable for
reducing patient fear-driven behaviors. While
this process of educating patients may take some
time, it complements the cognitive-behavioural
model, arms the patient with knowledge, and
empowers them by moving the patient’s focus
from helplessness to hope (Moseley & Butler,
2015).
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Brief Behavioral Strategies

Clinicians can integrate brief behavioral
strategies into their routine visits, too. For
example, discussing pacing strategies with a
patient (such as alternating between activity and
rest) or walking a patient through some simple
breathing exercises during a consultation could
result in immediate value. Further, clinicians can
introduce conversations around goal-setting, for
example, “What would you like to be able to do
again even with the pain?” may simply reframe
the treatment goal from “pain elimination™ to
functional recovery. Most importantly, these small
engagement strategies only take a few minutes
to provide, yet they may alter the trajectory of
care through addressing the emotional turmoil
associated with the pain and providing actual,
tangible steps moving forward for the patient
(Nicholas et al., 2011).

An example
construction worker

involves a 42-year-old

who has continued
complaints of knee pain 6 months following
surgery, and imaging that showed no structural
abnormalities. The patient is expressing
frustration and avoidance of walking, saying,
“I feel broken.” The question from the clinician

- should not be just what scans show, or prescribing

‘up of pain?”’ The patient replied, “I think I’y

medications, but to ask the patient, "What goeg
through your mind when you experience a flare.

permanently damaged.” This reply represents
an opportunity to explain to the patient what
catastrophic thinking and fear-avoidance are
doing to perpetuate the pain, and make some
suggestions for a referral to physiotherapy
and CBT-based supportive care. As with many
patients seen in similar contexts, psychological
care begins with a constructive conversation that
1s not a definitive therapeutic encounter.

However, psychological

using
understanding in practice must also take care
to practice caution and humility. It’s essential
not to violate clinical boundaries—for instance,
attempting to practice psychotherapy without

proper training, or falsely assuming that
psychological factors are solely responsible for
the pain. Pain is seldom “only in the mind,” of’
“only in the body”; it is almost always both.
Refraining from binary thinking and appreciating
the complexity of pain denotes effective
management (Turk & Gatchel, 2018).

Key learning point

grounded in both science and compassion.

Psychologically informed care is not a technique—it’s a mindset. It involves seeing pain through
the patient’s eyes, using language that heals rather than harms, and offering pathways to recove
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To assist students in applying previous principles, the followin
pehaviors to adopt—and those to avoid—when managing patients with

g guide highlightg effective
complex pain.

Do

@ Avoid

Validate the patient’s experience (“I hear
that this has been hard.”)

Use plain language to explain the mind-
body connection

Encourage graded activity and small

functional goals

Refer to psychology or physiotherapy as
part of team-based care

Screen for depression,
maladaptive beliefs

anxiety, and

Practice cultural humility and

explanations accordingly

adapt

Model calmness and empathy during pain
discussions

Dismiss the pain because tests are normal
(“There’s nothing wrong.”)

Overuse jargon that may confuse or alienate
the patient

Advise complete rest or inactivity unless
clearly warranted

Imply that referral to mental health services
means the pain is imagined

Focus solely on physical symptoms in
isolation

Apply the same model to all patients
regardless of background

React impatiently to repeated complaints

Psychology on the ground

Interdisciplinary teams in Sweden using Acceptance
and Commitment Therapy (ACT) with chronic pain
patients observed fewer healthcare visits and improved
quality of life (Veehof et al., 2016). Rural pain clinics
in India introduced yoga-based relaxation and breath
Control, meaning this was a culturally appropriate
way for people to practice mindfulness and physically
Ieactivating patients with musculoskeletal pains who
learned to use limited or no pharmacotherapy (Sutar et
al,, 2016). These are examples of international uptake of psychological pain care principles, and

incorporating culturally responsive models can facilitate patients’ engagement.
e —
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Quick review and brief answers to unit questions

Recognizing Pain Beyond the Body
1. Pain is a multidimensional experience — it is not merely a biological symptom.

2. The biopsycho-social model is a means to consider both biological factors (e.g., injury),
psychological factors (e.g., emotion, thoughts), and social factors (e.g., culture, support).

3. The Gate control theory and neuromatrix theory reference how the brain is an integrator of
information regarding pain from sensory inputs, emotional inputs, and cognitive inputs.

Cognitive and Emotional Influences on Pain

1. Cognition (e.g., catastrophizing, fear-avoidance) can increase pain levels and decrease recovery
rates.

2. Emotion is important. Depression, anxiety, and stress can worsen pain, and positive affect can
help manage it.

3. Attention and hypervigilance can increase pain perception, and distraction and mindfulness can
reduce it.

Psychological Theories That Influence Pain Interpretation

1. Cognitive Behavioral Theory (Beck): Pain is thought and behaviorally dependent.

2. Fear-Avoidance Model (Vlaeyen & Linton): Avoiding pain may lead to continued disability and
fear.

3. Neuromatrix Theory (Melzack): Pain originates in network activity in the brain, not solely from
input from the physical world.

4. Classical/Operant Conditioning (Skinner): Pain related behavior is also a function of what the
patient learns and reinforces.

Cultural and Individual Variability
e Culture affects how patients express, cope with, and seek treatment for pain.

e Human diversity must be respected—some cultures emphasize stoicism; others permit
expressive coping.

e Clinicians must use culturally sensitive approaches to avoid misinterpretation.

Important Psychological Interventions in Pain Management

e Cognitive-behavioral therapy (CBT): Alters maladaptive cognitions; encourages behaviours.

Acceptance and Commitment Therapy (ACT): Encourages value-based living with pain.

Mindfulness-based approaches: Train non-judgmental awareness of sensations of pain.

Biofeedback & Relaxation: Help the patient regulate physiological functions.

Multidisciplinary programs: Teams provide physical, medical, and psychological care for &
whole person treatment.
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Self-Evaluation and Reflective Practice

e Instruments of self-evaluation and self-reflection, such as the Pain Catastrophizing Scale (PCS)
the Fear of Pain Questionnaire (FPQ), and exercises on Values Clarification support students tc;
reflect on their own beliefs, biases.

e Self-awareness increases empathy and clinical judgment.

e Psychological insight is fundamental to offering compassionate, whole-person care.
Practical Application Strategies

® Use empathetic language (“Your pain is real”) to establish a relationship.
® Introduce pain education to help patients understand that pain does not equal damage.

® Encourage activity pacing, goal setting, values-based participation.

Do not tell patients that their pain is “just psychological.” Be respectful of their experience of
pain as a physical and emotional experience.

® Adapt clinical care to cultural contexts, and include mental health professionals when necessary.

Q1. What is a main difference between the biomedical and biopsychosocial models of pain?

A: The biomedical model considers pain as a symptom of damage to the body, the
biopsychosocial model considers the biolo gical, psychological (e.g., emotions, thoughts)
and social (e.g., culture, relationships) factors in the pain experience.

Q2. In what ways do cognitive and emotional factors affect the way pain is perceived?

Answer: Cognitive distortions (e.g., catastrophizing) are implicated in the increased
perception of pain, the resultant increased disability from pain, and the impact of these
cognitive distortions on recovery by increasing the body’s stress response and changing
the focus of attention to signals of pain.

Q3. What are the differences in the CBT and ACT processes for managing chronic pain?

Answer: CBT is a therapy that focuses on recognizing cognitive distortions, restructuring
some negative thoughts, and encouraging adaptive responses to chronic pain. ACT helps
the patient accept chronic pain and commit to values-based living, regardless of whether
the symptoms improve or disappear.

Q4: Why is self-assessment useful for medical students in learning about pain management?

Answer: Self-assessment increases awareness of personal beliefs and biases related to pain,
increases empathy and allows for a better trained clinician to appreciate and deal with
the psychological dynamics in the care of their patients with sensitivity and competence.

Q5. What are two practical strategies clinicians can use to integrate psychological insight into pain
care?

Answer: Clinicians can 1) validate the patient’s experience and explain pain mechanisms
using simple language, and 2) set functional goals that prioritize quality of life over
complete pain elimination.

—
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| UNIT 6

UNIT 6
Interpersonal Skills in Healthcare

| Why is this unit important and what I will learn?

This unit is about providing information about the core
interpersonal skills that every worker in the medical field need to
achieve success and professionalism.

I will learn the following:

® First: What is interpersonal skills and why it is important.

® Second: The importance of active listening in the medical
field.

® Third: The right way of questioning and information getting
interview.

® Forth: How to show empathy for patients and their families.

® Fifth: Important practical applications during doctor—patient
session.

—
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Content of the unit

1) Interpersonal skills in healthcare:
definition and importance

2)

Active listening skills

3) Questioning skills during medical interviews

4)
5)

6)

Empathy skills

Practical Applications:

Communication techniques with clients
and colleagues

Techniques of providing help to patient

Braking bad news to patient and their

families

Practical tips
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Opening Case study

Look at these scenario and configure the Key Failures and what is the right way!

Mr. Ahmed visited Dr. Khaled for a toothache. As
he described his sharp pain, Dr. Khaed kept checking
his phone for messages, interrupting to answer calls
from the lab. When Mr. Ahmed mentioned his fear of
procedures, the dentist absentmindedly nodded while
preparing tools, missing crucial concerns. Rushing
through explanations, Dr. Khaed prescribed medication
without addressing the patient’s anxiety. Frustrated, Mr.
Ahmed left feeling unheard—his questions unanswered
and his fear dismissed. The next day, he canceled his
follow-up, opting for another clinic. Poor active listening cost Dr. Khan both trust and a patient.

Dr. Sarah reviewed Ms. Suha’s biopsy results
confirming breast cancer. Anxious about delivering bad
news, she rushed through the diagnosis: “There’s an
abnormal growth requiring specialist referral.” When
Ms. Suha asked, “Is it serious?” Dr. Sarah deflected -
“Let’s wait for the specialist opinion,” avoiding eye
contact while organizing files. The confused patient
left with printed lab reports but no clear understanding
of her condition. That evening, Ms. Suha googled her
results and collapsed in panic.

What do you think the key failures that Dr Sarah did during braking the bad news for the patient?

Interpersonal skills consists of direct, face-
to-face exchanges of thoughts, emotions, and
ideas, incorporating both verbal and nonverbal
cues. Professionals highly value these skills, as
they improve better service, teamwork efficiency
and overall workplace communication (Hayes,
2011).

Interpersonal skills are the essential
qualities we use to interact and communicate
effectively with others. They play a crucial role
in nearly every aspect of life—from professional
collaborations to personal relationships. These
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skills encompass the ability to engage in
meaningful dialogue, foster trust, and build
lasting connections with people.

Often referred to as people skills or soft
skills, they are sometimes even called “success
skills”. Those who excel in interpersonal
communication are seen as more professional,
reliable, and trustworthy, making them
distinguished in both their careers and personal
lives. Whether in leadership, teamwork, or
everyday interactions, strong interpersonal skills
are the foundation of productive and harmonious
relationships (Al-Zoubi, Sa’ydeh, Ja’afreh, &
Nuami, 2025)

Some examples of interpersonal skills
include: Active listening, Empathy, presentation,
leadership, negotiation, assertiveness, providing
help, and teamwork.

For physicians and dentists, strong
interpersonal and communication skills are
crucial, as their work involves constant interaction
with patients and colleagues. These skills enable
them to accurately assess symptoms, make precise
diagnoses, and determine the best treatments.
Clear communication—whether spoken or
written—ensures seamless coordination with
nurses and other healthcare providers for proper
patient care.

skills

Additionally,
doctors establish trust and rapport, often described
35 a good “bedside manner.” This involves
®ngaging with patients in a compassionate,
Professional, and empathetic way, ensuring they

interpersonal help
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feel understood and supporteq thre
treatment. Such ski]lg also enhance colfa
within  medical teams, fostering
teamwork.

Why Employers Value Interpersonal Skills in
Dentists and Physicians
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In healthcare, technical expertise alone is
not enough—employers prioritize interpersonal
skills because they directly impact patient care,
workplace harmony, and professional success
(Al-Zoubi, 2025). Here is why these skills matter:

1. Longevity in the profession: Strong
interpersonal skills reduce burnout and
improve job satisfaction, helping dentists and
physicians sustain long, fulfilling careers.

2. Effective teamwork: Healthcare is
collaborative; the ability to work well with
nurses, assistants, and specialists ensures
seamless patient care.

3. Relationship maintenance: Building trust
with patients and colleagues leads to better
compliance, fewer conflicts, and stronger
professional bonds.

4. Networking opportunities: Good
communication opens doors to referrals,
partnerships, and career advancements.

5. Career growth — Professionals who connect
well with others are more likely to be
considered for promotions and leadership
roles.
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6. Organization & efficiency: Clear communi-
cation minimizes errors, streamlines
workflows, and keeps practices running
smoothly. -

enhances self-assurance in clinical and
administrative settings.

10. Reputation building: A dentist or physician
known for excellent bedside manner and
collaboration earns patient loyalty and
professional respect.

7. Initiative & problem-solving: Employers
value those who proactively address concerns

with empathy and professionalism. )
Ultimately, employers seek healthcare

providers who combine technical skill with
emotional intelligence—because better
communication means better care.

8. Leadership potential: Strong interpersonal
abilities are the foundation of effective
mentorship and team management.

9. Confidence in practice: The ability to
communicate clearly with patients and peers

Key learning point

In professional healthcare settings, patients, colleagues, and supervisors may hesitate to give direct
feedback about lacking interpersonal skills, as such comments can feel overly harm. To bridge this
gap, it’s important to proactively seek honest feedback from trusted patients, peers, or supervisors
who can provide constructive and objective insights into your communication strengths and areas

for improvement.

Core interpersonal skills for medical students

While all interpersonal skills contribute to
professional success, medical and dental students
should particularly focus on developing these

three fundamental competencies as they begin
their clinical practice:

Active Listening Skills J [

Interviewing and
queStioning skills

] [ Empathy skills

patient care

The foundation of effective ] [ tructured questlonlng to obtalﬂ [Recogmzmg and valldatmg

complete medical histories

patient emotions

Enables accurate information Balancing open-ended and Demonstrating understandl
gethering focused questions and compassion

builds trust

Demonstrates respect and ] [Adaptlng communication styie] [ Building therapeutic

to different patients

relationship

Mastering these competencies early in
one’s career creates a solid foundation for
developing more advanced communication skills
and professional growth in healthcare. In the
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Communication is a fundamental human
activity, yet many people struggle with one of
its most critical components: listening. While
we spend years learning how to speak, articulate
ideas, and persuade others, listening is often
overlooked. Active listening is not merely
hearing words but fully engaging with the
speaker to understand their message, emotions,
and perspective. This sections explores the
importance of listening, different types of
listening, barriers to effective listening, and
essential skills for becoming a better listener—
particularly for healthcare providers who rely on
strong communication to succeed (Hayes, 201 L},

Why Listening matters

The inability to listen effectively severely
halllpers communication. When people fail
0 ligten, they miss critical information,
Misunderstand intentions, and struggle to
Tespond appropriately. This breakdown affects
Personal relationships, professional interactions,

and customer service ex
al, 2025).

periences (Al-Zoubi, et

Essential listening

skills  for
providers

healthcare

Several factors hinder our ability to listen
well, falling into the following two categories
(Al-Zoubi, Abu Hmaidan & Bani Younis, 2020):

e Factors in the Speaker:

- Physical appearance, speech patterns,
and social status can unconsciously bias
the listener.

- Emotional state may distract from the

message (e.g., anger or excitement
overshadowing content).

- Speechrate: Too slow leads to distraction,

while too fast may overwhelm the
listener.

® Factors in the Listener:
- Impatience or tendency to interrupt.

- Lack of motivation or interest in the
topic.

- Emotional state (stress, frustration, or
preoccupation).

- Personal biases against the speaker.

- Poor attention span or inability to
maintain eye contact.

In many cultures, speaking is valued

more than listening . For instance, Western
societies often emphasize assertiveness and
verbal expression, whereas Japanese culture
places greater importance on attentive listening.
However, anyone who wishes to excel in service-
oriented roles—whether physician or dentist
must develop strong active listening skills.
Without them, meaningful communication is
impossible.
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Types of listening

As indicated by many researchers‘ and

practitioners (e.g. Al-Zoubi,et al, Hayes, 2011, -

Hellen & Trower, 2013) If someone need to

Active listening is a skill that requires
practice and intentionality. Unlike speaking,
which is often instinctive, listening demands
focus, empathy, and self-awareness.

For healthcare providers, mastering this
skill leads to stronger client relationships, fewer
misunderstandings, and more effective problem-
solving. By recognizing barriers, applying
structured techniques, anyone can become a
better communicator.

Listening serves different purposes
depending on the context. Hayes (2011) indicated
that the four primary types include:

e Listening for Comprehension — Absorbing

facts and information, such as during lectures,
interviews, or meetings.

e Listening for Evaluation — Analyzing the
strengths and weaknesses of an argument, as
when assessing a sales pitch.

e Empathic Listening — Understanding the
speaker’s emotions and perspective, often
used when supporting a friend in distress.

e Recreational Listening — Engaging with
content for enjoyment, such as listening to
music or storytelling.

For healthcare providers, the most crucial
types are comprehension-based and empathic

listening. Empathic listening, in particular,
helps build trust and rapport, allowing the
listener to respond appropriately to the speaker’s
emotions.
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improve his/her if someone needs to improye
his/her skills in listening, they need to improye
five sub skills which are listed in the following
figure:

( Preparation Skills )

C Attention Skills )

C Listing to body language skills j

( Following Skills ) |

( Reflective Skills U

First: Prepare yourself for listening

e Clearing mental distractions (e.g., personal or
work-related stress).

e Avoiding heavy meals before important
conversations.

e Setting up a conducive environment
(minimizing noise, closing unnecessary tabs/
windows).

e Reviewing relevant information beforehand
(e.g., client notes or project details).

Second: Develop your pay-attention talents

Nonverbal cues signal engagement. The
SOLER technique (Egan, 1986) helps convey
attentiveness:

e S — Face the speaker squarely.
e O — Maintain an open posture.
e L — Lean slightly forward.

e [ — Make appropriate eye contact.

R — Stay relaxed and natural.

Practicing these behaviors helps build betteT
listening habits.
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Third: Improve your follow-conversation
techniques

Encouraging the speaker to elaborate
ensures deeper understanding. Strategies include:

e Open-ended prompts — “Tell me more about
that.”

e Verbal affirmations — “I see,” “Go on.”

e Attentive silence — Allowing pauses for
reflection.

e Clarifying questions — “What do you mean
by...?”

Forth: learn how to reflect thoughts and
emption

Paraphrasing and summarizing demonstrate
understanding:

e It sounds like you’re feeling frustrated
because...”

e ”So, the main concern is...?”

This reassures the speaker that their
message is being received accurately.

Fifth: listen to body language

Effective communication relies on both
verbal and non-verbal messages (VM and
NVM). While spoken words are essential, non-
verbal cues—such as tone, facial expressions,
and body language—play an equally crucial role
in conveying meaning. Ignoring NVM leads to
missed information, as these signals provide
deeper context and emotional insight (Knapp,
1978).

Hayes (2011) indicated some key aspects
of non-verbal communication which healthcare

_ provide should pay attention to during listing to

patient:

1. Facial Expressions — The face reveals
emotions, with six universal expressions:
surprise, fear, anger, disgust, happiness,
and sadness. Interpreting them requires
examining the brows, eyes, and lower face.
For example, a patient’s furrowed brows and
tightened lips may indicate pain or anxiety,
even if they say, “I’'m fine., a smile and
relaxed eyes can signal relief or trust when
a doctor explains a treatment plan. And a
wide-eyed, raised eyebrow expression may
suggest surprise or disbelief upon hearing a
diagnosis.

2. Gaze and Eye Contact — Direction,
frequency, and length of eye contact signal
interest, aggression, or disengagement.
Avoiding eye contact may indicate low
confidence or distraction. For example,
a patient who avoids eye contact while
discussing symptoms may feel ashamed or
nervous (e.g., discussing mental health or
sensitive issues) and a doctor who maintains
gentle eye contact while listening shows
engagement and empathy.

3. Body Gestures — Intentional gestures
(emblems, illustrators, regulators) -clarify
speech, while unintentional ones (self-
touching, object manipulation) reveal hidden
emotions.

4. Body Posture — Postures reflect feelings

and we should pay attention to them during
listening (e.g., slumped posture indicates
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indifference, while an upright stance suggests'

confidence).

Personal Space — Intimate, personal, social,
and public zones dictate interaction comfort.
During listening keep the right personal space
between you and the patient. Standing too
close (intimate zone) during an examination
may make a patient uncomfortable while a
respectful distance (personal/social zone)
during conversation helps patients feel at
ease and speak without stress.

6. Vocal Cues — Loudness, pitch, rhythm, ang
enunciation convey a lot of information and
we need to pay attention to them during
listing. For example, a soft, slow voice from
a patient may indicate sadness or exhaustion_

To sum up, mastering active listening
requires attentiveness to both verbal and
non-verbal elements. While words convey
information, body language, tone, and facia]
expressions reveal true intent and emotion. By
interpreting these signals in context, we enhance
understanding and build stronger connections.

Key learning point

To improve you listening skills Listen with full presence—silence your inner dialogue, maintain
eye contact, and focus entirely on the patient’s words, tone, and body language to truly understand
their needs.

Human diversity

In healthcare, patients from different
backgrounds communicate uniquely. A reserved
elderly Japanese patient may listen quietly, avoiding
eye contact as a sign of respect, while a young
American might nod frequently to show engagement.
A Middle Eastern patient may interject with personal
stories, seeing listening as interactive. Meanwhile, a
Northern European patient may prefer direct, concise
information without interruptions.

Some cultures value silence (e.g., Finland), allowing pauses for reflection, while others |
(e.g., Latin American or Mediterranean cultures) view overlapping speech as enthusiasm. A
neurodivergent patient might focus better with minimal eye contact, while someone hard of
hearing may rely on lip-reading. Recognizing these differences helps providers adapt—whether |
by allowing silence, encouraging dialogue, or using visual aids—to ensure effective, respectful

communication. '
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Effective communication is the cornerstone
of quality healthcare. Among the most critical
communication tools in medicine is the
interview which is a structured, face-to-face
interaction where a healthcare provider gathers
essential information from a patient. Unlike
casual conversations, medical interviews require
precision, empathy, and strategic questioning to
ensure accurate diagnosis, treatment planning,

3 R

® — Understanding a
patient’s symptoms,
medical history, and
lifestyle (e.g., “Can you
describe how your pain
started?”).

Descriptive Z

and patient trust. However, interviews are prone
to errors and biases that can distort information,
This in the following pages we wil] explore the
purpose of medical interviews, common biases,
and essential questioning skills that physicians
and dentists must master for optimal patient
interactions (Eagan, 1986, Al-Zoubi et al, 2025).

The Purpose of Medical Interviews

Medical interviews are not merely fact-
finding missions (Eagan, 1986; Hayes, 2011);
they serve multiple functions:

For example, a physician diagnosing
diabetes must not only ask about blood sugar
levels but also explore the patient’s emotional
readiness to manage the condition. And the
dentist should not only ask about tooth pain but
also about the life style and daily eating habits.

T

( Diagnostic
Evaluation & %

e Assessing the
effectiveness of
treatments (e.g., “Has
the medication reduced
your tooth pain?”).

e Gauging emotional
responses (e.g., “How
do you feel about this
diagnosis?”).

) Affective

ACCU

Reactions

The Purpose of Medical Interviews
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Errors and Biases in Medical Interviews

Hayes (2011) indicated that despite their importance, interviews can yield inaccurate data due to:

Discrepancies in Data

Background

Ol St erictios Bine Psychological Factors Bias

Inconsistent Responses —
Inconsistent Responses —
A patient may downplay
smoking consumption in a
clinic but admit more to a
trusted nurse.

Interviewer Variability —
Two doctors may elicit
different histories from
the same patient based on
their questioning styles.

e Gender, Race, and

e Motives — A patient
fearing a serious diagnosis
may omit symptoms.

e Attitudes & Beliefs —
A doctor skeptical of
alternative medicine may
dismiss a patient’s use of
herbal remedies.

Status — A female patient
might hesitate to discuss
sexual health with a male
doctor due to cultural
discomfort.

Stereotypes — A
physician assuming an
elderly patient won’t
adhere to treatment
may unintentionally
convey doubt, affecting
compliance.

e Emotional State — An
anxious patient may give
fragmented answers,
while an angry one may
withhold information.

For the above reasons, doctors during
medical interviews should be aware that patients
may give inaccurate or full information for
various reasons. For example, patients with
low socioeconomic status may be less likely
to disclose symptoms due to fear of judgment.
However, this may be reduced if the doctors asks
the right questions in the right format and in the
right time. In the following pages will discuss the
essential skills for effective medical interviews
(Hellen & Trower, 2013).

To minimize errors, healthcare providers
must develop five key interviewing and
questioning skills which we summaries in the
following figure (Hayes, 2011; Al-Zoubi et al

In summary, mastering medical
interviewing requires structured questionings
bias awareness, and empathy. By refining these
skills, healthcare providers enhance diagnoSt®
accuracy, patient trust, and treatment outcomé
As medicine evolves, the human element @
communication remains irreplaceable—the 3ff_‘

listening is just as vital as the science of healing
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Essential skills for effective medical interviews

1. Cognitive Preparation

e Set Clear Objectives — “Today, we’ll discuss your chest pain to rule out cardiac issues.”

® Establish Rapport — A warm greeting (“How was your trip here?”’) reduces patient anxiety.

2. Organizing Topics

® General — Specific — Start with “How have you been feeling overall?” before asking “Where exactly
is the pain?”

® Sensitive Questions Later — Ask about smoking or mental health after building trust.

3. Question Formulation & Sequencing

® Open-Ended Questions — “What brings you in today?” (encourages detailed responses).

® Closed-Ended for Precision — “Do you feel dizzy when standing?” (yes/no).

e Funnel Sequence — Broad (“Describe your symptoms™) — Narrow (*“Is the pain sharp or dull?”).

4. Probing & Clarification

® Clarification Props — “You mentioned ‘fatigue’—can you elaborate?”
® Justification Props — “Why do you think the pain worsens at night?”

e Exemplification props (do you have an example?)

R 5. Session Closure

® Summarize — “So, your knee pain started after running, and rest helps?”

® Express Appreciation — “Your details were very helpful for your treatment plan.”
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Key learning point

Improve your questioning skills
Scenario: A 45-year-old man presents with abdominal
pain.
e Poor Interview:
”Does your stomach hurt?” (Closed, leading).
- "You smoke too much, don't you? " (Judgmental).
- Result: Patient shuts down; misses smoking-
related symptoms.
e Effective Interview:
?Tell me about your pain.” (Open).
“"How does smoking affect it?” (Neutral).
"What worries you most?” (Affective).
Result: Uncovers heavy smoking and anxiety, guiding holistic care.

Critical thinking

Setting: A 56-year-old villager woman, Mrs. Halemeh, visits
Dr Fadwa who works in a clinic in the city complaining of
intermittent chest discomfort.

The Interview

Dr. Fadwa pressed for time, conducts a very quick interview:
1. ”Is your pain sharp?” (Closed) — “No.”

2. ”Does it radiate to your arm? " (Leading) — “Not really.”

3. "You'd tell me if it was severe, right?” (Assumptive) — “I T

guess...”
The EKG is normal. Mrs. Halema is diagnosed with acid reflux!

One week later: She is hospitalized with a myocardial infarction.

Critical Thinking Questions:
1. Questioning Flaws

- How did Dr. Fadwa’s closed/leading questions limit data gathering?
- What open-ended question should have been asked first?

2. Cognitive Biases
- Did anchoring bias (focusing on GERD) affect questioning? How?
- Why might age/gender/stereotypes matter here?

3. Structural Barriers

- How did time pressure degrade interview quality?
- Could a standardized chest pain questionnaire have helped?

4. Patient Factors
- How might Mrs. Halema appearance and clothes have compounded communication gaps®

- What nonverbal cues might have been missed?

Key Lesson: The scenario reveals how question framing can mean life or death. Students M s
analyze how each question shaped (or distorted) the clinical narrative.
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Empathy is the ability to understand and
share another person’s feelings while maintaining
the perspective to provide appropriate care
(Pederson, 2010). In medicine, it involves:

e Cognitive Empathy: Understanding a
patient’s emotions and perspective. For
example, recognizing a diabetic patient’s
frustration with dietary restrictions.

e Emotional Empathy: Feeling a patient’s
distress without being overwhelmed. For
examples, sensing a cancer patient’s fear
during diagnosis but staying composed to
guide them.

® Compassionate Empathy: taking action to
alleviate suffering. For example, Adjusting
a treatment plan for a struggling elderly
patient.

Empathy is a crucial aspect of healthcare
delivery as it facilitates trust and open
communication between patients and medical
professionals (Hellen & Trower, 2013). This, in
turn, encourages better sharing of information
and improved adherence to treatment plans.
Furthermore, empathy can help healthcare
Providers offer comfort and relieve anxiety, while
also promoting collaboration among healthcare

Professionals (Hermans , Hartman & Dielissen,
2018)

In medical practice, the distinction
between empathy and sympathy carries profound

implications for patient care, W
are often conflated, they represe
different approaches to emotio

hile thege tern;;ti -
nt fundamentally

| : nal connection —
one fostering genuine understanding, the other

maintaining emotional distance (Al-Zoubi, et a]
2020).

Empathy in healthcare involves truly
stepping into a patient’s emotional experience.
When a dentist says, “This diagnosis must fee]
overwhelming — tell me what worries you most,”
they create space for authentic sharing. Sympathy,
while well-intentioned, often stops at surface-
level concern: “I’'m sorry about your deep pain”
may convey pity rather than understanding.
Research in Patient Education and Counseling
(2021) shows empathetic communication
increases treatment adherence by 40% compared
to sympathetic responses.

Consider two approaches to a diabetic
patient struggling with dietary changes:

® Sympathetic: “You really should follow your
meal plan better” (judgment)

® Empathetic: “Changing eating habits is
challenging. What’s been most difficult?”
(exploration)

The empathetic approach acknowledges the
emotional struggle while inviting collaboration.
Studies in JAMA Internal Medicine demonstrate
that physicians displaying empathy receive more
accurate symptom reports, leading to better
diagnoses.

Time constraints and burnout frequently
push doctors toward sympathetic responses.
A harried ER physician might say “Your ankle
sprain isn’t serious” (dismissing concerns) rather
than “I see this pain is limiting your mobility
— let’s discuss recovery options” (validating
experience).
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Key learning point

Where sympathy creates distance, empathy builds therapeutic alliances. In an era of increasing
healthcare automation, the human capacity for genuine emotional understanding remains
medicine’s most powerful — and irreplaceable — healing tool.

Evaluate Yourself
Empathy Self-Assessment Scale

(Rate each item 1-5: 1=Never, 5=Always)

1. Inotice when patients express emotions through tone or body language.

2. 1 verbally acknowledge patients’ feelings (e.g., ‘I see this worries
you’).

3. I adapt my explanations based on patients’ cultural/educational
background.

4. 1 ask about how symptoms affect daily life (work, family, etc.).

5. Iresist interrupting patients within their first 90 seconds of speaking.

6. I feel moved by patients’ struggles but maintain professional balance.

7. 1summarize what I hear to confirm understanding (e.g., ‘So your main
concern is...”).

8. I use therapeutic touch (handshake, shoulder tap) when appropriate.

9. I avoid judgment when patients share unhealthy behaviors.

10. I feel personally satisfied when I alleviate a patient’s emotional distress.

Scoring & Interpretation

45-50: Exceptional empathy (role model level)

35-44: Strong empathy (occasional gaps)

25-34: Developing empathy (target 1-2 items/month)

<25: Significant improvement needed (consider communication training)

Adapted from Jefferson Scale of Empathy, CARE Measure, and Toronto Empathy Questionnaire,
optimized for clinical use.
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Developing empathy, essential skills for better patient care

Empathy has emerged as a critical skill  clinical objectivity,
in healthcare, with studies showing it directly - emotionally transforms patient experiences. Here
improves patient satisfaction and outcomes. are strategies to cultivate empathy in m;:dical
While medical training traditionally emphasizes  practice, illustrated through clinical scenarios:

1. Master Active Listening

® Ao65-year-old diabetic patient hesitantly mentions struggling with insulin injections. Instead of immediately
offering technical solutions, the physician pauses charting, makes eye contact, and says: “Managing this
daily must feel overwhelming. What specific challenges are you facing?” .

the ability to connect

2. Optimize Nonverbal Communication

¢ During pediatric rounds, a resident kneels to meet a frightened child at eye level while examining their [V
site. This simple posture change, proven to increase perceived empathy scores by 40% . helps the child
relax enough to describe their pain accurately.

3. Decode Emotional Cues

® An oncology nurse notices a typically talkative breast cancer patient suddenly withdrawn. By
acknowledging the change - “You seem quieter today. Would you like to share what’s on your mind?” - she
learns about the patient’s unexpressed fear of chemotherapy side effects, allowing for timely counseling.

4. Cultivate Therapeutic Touch

® A geriatrician greeting a wheelchair-bound arthritis patient with a gentle handshake before the exam
establishes trust. A Mayo Clinic Proceedings study found such appropriate touch reduces patient anxiety
metrics by 28% compared to purely clinical interactions.

5. Bridge Cultural Gaps

e When a Muslim patient declines pain medication during Ramadan, rather than insisting, the resident
asks: “Help me understand how we can best manage your pain while respecting your fast.” This approach
improves cross-cultural care by prioritizing patient values.

6. Practice Empathic Responding

e To a frustrated asthma patient repeatedly visiting the ER, the physician reflects: “It sounds exhausting to
constantly worry about your breathing. Let’s work together on a better prevention plan.” Such validation,
shown in reduces future hospitalizations by building therapeutic trust.

7. Develop Emotional Agility

® An emergency physician dealing with back-to-back trauma cases consciously modulates responses
- taking a deep breath before each new patient encounter. This “deep acting” technique, validated
by Academic Medicine research, helps maintain authentic connections despite fatigue.

In summary, empathy in medicine isn’t  to the dentist who pauses to explain procedures
innate - it’s a clinical skill requiring deliberate  in lay terms, these moments of connection

practice. From the family physician remembering transform healthcare experiences.
a patient’s job stress affects their hypertension,
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First: Effective communication with colleagaes and medical teams

In the fast-paced healthcare environment,

clear and efficient communication among
medical professionals is essential for patient
safety, workflow efficiency, and team cohesion.

Poor communication contributes to nearly 70%

" of medical errors (The Joint Commission), while

strong teamwork can improve patient outcomes
and job satisfaction. Below are practical,
strategies to enhance communication with
colleagues and medical teams.

Apply SBAR (Situation-Background-Assessment-Recommendation)  for
Example: “Situation: Post-op fever (38.5°C). Background: No prior infections. Assessment: Possible

Use Structured

concise  updates.

Tools UTI. Recommendation: Urine culture and review antibiotics.”
(% vé ; .
Closed-Loop Repeat instructions to confirm accuracy: “Confirming: 2mg morphine IV now?” This reduces errors
Communication by 25% (AHRQ).
J
e \
G Prioritize Face-to- g
Face Handoffs Critical for complex cases. Include: Active issues, Pending tasks, Red flags (e.g., allergies)
o P J
( : B £
Give Respectful Use “I” statements: “I noticed the discharge summary wasn’t signed—can we address this?”” Avoid
Feedback blame.
\G / >
(% 3
Clarify Rol(?s b Assign tasks clearly: “Nurse A, manage BP. Dr. B, lead the code.”
Emergencies
5 £ 4
(o4 Y4 -
Optimize Digital Be specific in messages: “Patient in Bed 4 — new-onset chest pain, needs ECG STAT.” Avoid vague
Communication alerts like “Check Bed 4.”
« : 4 J/
7 e )
Encot;rage Team Ask: “Does anyone see concerns with this plan?” Junior staff often spot overlooked issues.
nput
% P 5
| e }
Dm:.l]men.t Key After verbal updates, add an EMR note: “Discussed with cardiology — hold beta-blockers until echo.”
Discussions
\ AW .
(T e )
Manage Conflict Focus on shared goals: “We both want to avoid readmissions. How can we adjust this discharge plan?”
Professionally
& P\ _ i
£ Y '
Daily Huddles 5-minute check-ins to flag bottlenecks (e.g., “ICU beds full — anticipate delays.”).
. 4N >

Source: Agency for Healthcare Research and Quality (2023). Team STEPPS® Essentials.
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Second: Approaches to help patients the a perspective approach and the other are

collaborative approaches (theorizing, supporting,
challenging and information gathering). He
~ indicated that the collaborative approaches

Doctors often favor the ‘advising’
approach—offering instructions and
prescriptions. While convenient for both parties,
this method has drawbacks: it fosters patient
dependence and may deliver generic solutions
that overlook individual needs. Hayes (2011)

referred to five helping approaches one of

are more powerful and have long term effects.
The following figure provide information about
helping approaches customized to medical
settings.

Theorizing (Exploratory Support)

e Help patients understand their condition by explaining potential causes and mechanisms in simple
terms. Example: “Your fatigue could be due to low iron levels—Iet’s explore this further with a blood
test.”

Advising (Guidance-Based Support)

e Offer clear, actionable recommendations while respecting patient autonomy. Example: “Based on

your diabetes, I suggest reducing sugary drinks. Would you like help creating a meal plan?”

Supporting (Emotional Care)

e Validate feelings and provide reassurance without dismissing concerns. Example: “I hear how stressful
this diagnosis is. We’ll work together on a manageable treatment approach.”

Challenging (Motivational Support)

e Gently confront inconsistencies to promote positive change. Example: “You mentioned wanting to
quit smoking, but I notice you’re still vaping. What barriers are you facing?”

Information Gathering (Diagnostic Clarity)

e Use open-ended questions to uncover critical details. Example: “Can you describe how your pain
changes throughout the day?”

However, Effective patient care requires  explain your next steps to me?”. Additionally it

tailored communication strategies that address
both clinical and emotional needs. The best way
is balance approaches based on patient needs
(e.g., support first, then advise). And then to use
feedback to confirm understanding: “Can you
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should adapt to health literacy levels—simplify
language without patronizing. Research indicated
that patients receiving combined emotional
and informational support show 40% higher
adherence.
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Third: Braking bad news to patients and their families

most challenging yet critical responsibilities. ~ while maintaining professionalism:
The following evidence-based strategies can

e Choose a private, quiet space with seating
e Ensure all relevant test results are available
e Turn off pagers/phones to minimize interruptions

Breaking bad news is one of healthcare’s  help clinicians communicate with compassion

1. Prepare the Environment

2. Use a Structured Approach (SPIKES Protocol)

Setting: Arrange proper physical/emotional space

Perception: Assess what the patient/family already knows (““What have you been told so far?”)
Invitation: Determine how much they want to know (“Would you like me to explain the test results?”)
Knowledge: Deliver information in clear, jargon-free terms

Empathy: Acknowledge emotions with validation (“I see this is upsetting news”)

Strategy/Summary: Outline next steps and support options

3. Communication Techniques

Speak slowly with appropriate pauses
Use “warning shots” to soften impact (“I’'m afraid the results aren’t what we hoped for”)
Avoid false reassurance but maintain hope where possible

Check understanding frequently (“Can you tell me what you're taking away from this?”)

smm——— 4. Manage Emotional Responses

Normalize reactions (“Many people feel overwhelmed hearing this™)
Offer tissues and moments of silence
Provide information in digestible chunks

Have social work or chaplaincy services on standby

5. Follow-Up Plan

Schedule a specific time to revisit questions
Provide written materials summarizing discussion

Identify key support persons and resources
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6. Practical Tips!

9

Do

@ Avoid

Practice Active Listening: Give patients
your full attention—pause typing, maintain
€y¢ contact, and nod to show engagement

Show Empathy Verbally and Nonverbally:
Acknowledge emotions: “I can see this news
18 upsetting. Let’s discuss your options.”

Confirm Understanding: Use the “teach-
back” method: “Can you explain the plan in
your own words so I can clarify if needed?”

Manage Time Without Rushing: Set
expectations: “We have 15 minutes today—
let’s start with your top concern.

Ask open-ended questions: Use questions
like “What brings you in today?” rather than
yes/no questions to encourage patients to
share more information.

Check for understanding: Use the teach-
back method: “To make sure I explained
clearly, can you tell me how you’ll take this
medication?”

Be mindful of nonverbal cues: Pay attention
to your body language (open posture,
appropriate eye contact) and the patient’s
nonverbal signals.

Manage time effectively: Set expectations:
”We have about 15 minutes today - let’s start
with your most important concern.”

Summarize key points: At the end of the
visit, recap the diagnosis, treatment plan,
and next steps clearly.

Encourage questions: Always ask, “What
questions do you have?” rather than “Do
you have any questions?” which often gets a
“no” response.

* Interrupting or finishing patients sentenceg.
Let them express concerns fully before
responding. example: Instead of saying, “Sgo
your knee hurts?” try, “Tell me more about
what you’re feeling.”

° Assuming patients understand medical
terms. Use analogies (e.g., “Arthritis is like
rust in a joint”).

* Rushing through emotional moments. A
brief pause or gentle touch (if appropriate)
can reassure.

* Looking at the clock or standing near the
door, which signals impatience.

* Rushing through explanations: Don’t speed
through diagnoses/treatment plans. Pause
between key points for questions.

* Standing while the patient sits: This creates
power imbalance. Sitting improves perceived
visit length by 50%

* Facing the computer screen more than the
patient: Excessive charting during visits
reduces rapport. Balance documentation
with eye contact.

* Dismissing emotions: Avoid statements
like ”Don’t worry” or “It’s nothing serious”
which invalidate concerns.

* Asking “Do you understand?”: Patients
often say “yes” even when confused. Use
teach-back: “Can you explain this in your
own words?”

* Giving excessive unsolicited advice:
Collaborate rather than dictate: “What
strategies might work for your lifestyle?” vs
”You must do X.”
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Quick review of the unit

e Interpersonal skills consists of direct, face-to-face exchanges of thoughts, emotions, and
ideas, incorporating both verbal and nonverbal cues.

e [nterpersonal skills help doctors establish trust and rapport. This involves engaging with patients
in a compassionate, professional, and empathetic way.

e Some examples of interpersonal skills include: Active listening, Interviewing and questioning,
Empathy, presentatign, leadership, negotiation, assertiveness, providing help, and teamwork. |
However, the first three skills are essential for medical settings.

e Active listening is not merely hearing words but fully engaging with the speaker to understand
their message, emotions, and perspective.

e Several factors hinder our ability to listen well, falling into the following two categories, factors
in the listener and factors in the speaker.

e There are five essential skills that need to be developed to become active listener:

L ion Skills

2. Ztention ;kills 2

3. Listing to body language skills
4. Following Skills

5. Reflective Skills

e Interview is a structured, face-to-face interaction where a healthcare provider gathers essential
information from a patient.

e To minimize errors, healthcare providers must develop five key interviewing and questioning
skills:

(Cagnitive Preparationy

2. Organizing Topics

3. Question Formulation & Sequencing

4. Probing & Clarification

5. Session Closure

e Empathy is the ability to understand and share another person’s feelings while maintaining
the perspective to provide appropriate care. In medicine, it involves: Cognitive Empathy,

Emotional Empathy & Compassionate Empathy.

e There are 7 essential steps to improve empathetic communication which are:

Master Active Listening

Optimize Nonverbal Communication
Decode Emotional Cues

. Cultivate Therapeutic Touch

Bridge Cultural Gaps

. Practice Empathic Responding

o

. Develop Emotional Agility

e There effective ways to improve communication with colleagues and medical team members.
e While here are five approaches to provide help to patients, doctors relay heavily on Advising.
e There is a five-steps model to brake bad news to patients and their families.
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Burnout in Healthcare: Symptoms and

Self-care Strategies

Why is this unit important and what I will learn?

I will learn the following:

This unit focuses on work-related burnout among healthcare
providers, particularly physicians and dentists.

First: The definition of burnout and its primary causes

Second: The immediate and long-term consequences of

unaddressed burnout

Third: Recognizing symptoms and diagnostic approaches

Forth: Evidence-based strategies for managing burnout

Fifth: Practical self-care techniques to enhance well being and

mental health.

Content of the unit
1) Burnout in healthcare: Definition and
primary causes

2) The immediate and long-term
consequences of unaddressed burnout

3) Symptoms and diagnostic approaches of
burnout

4) Approached to deal with work related
burnout

5) Self-care techniques to reduce burnout

6) Practical tips
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Opening Case study

Dr. Amina, a 38-year-old dentist, worked 12-hour days in a busy clinic. Over months,
she grew irritable, exhausted, and detached from patients. Chronic headaches and insomnia
followed. One day, she broke down after a routine procedure—realizing she dreaded work.
Colleagues noticed her declining performance. Was this just stress, or full burnout?

Dr. Amjad, a 40-year-old general surgeon, had always taken pride in his 60-hour workweeks.
But after two years of pandemic pressures, his enthusiasm faded. He fully relay on nurses during
routine procedures, made errors in patient notes, and began drinking coffee just to fight off afternoon
exhaustion. His wife begged him to slow down after finding him asleep at the saloon sofa. “I’'m
fine,” he insisted, it is just temporary fatigue. But when a junior resident asked why he seemed so
angry lately! Amjad froze—realizing he couldn’t remember the last time he had felt joy in medicine.
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-

psychologist Herbert Freudenberger in the 1970s
to describe the physical and emotional exhaustion
experienced by professionals in high-stress
occupations and especially those require social
interaction and full engagement with people
such as teachers, police officers and healthcare

The term “burnout” was first established by

providers. In healthcare, burnout
recognized by the World Health

is formally

Organization
(WHO, 2018) as an occupational phenomenon

that may influence people working in the medica]
settings especially emergency unit.

The Three Key Dimensions of Burnout are indicated in the following figure

overwhelmed, and
unable to cope with
work demands.

L >

o

impersonal attitude
toward patients.

Emotional Depersonalization Reduced Personal
Exhaustion (Cynicism) Accomplishment

2 (225 i b
Feeling drained, Developing a detached, Feeling ineffective,

incompetent, or
unappreciated in one’s
role.

|l iy

( Example: A surgeon
feeling physically and
— mentally depleted after —
consecutive 24-hour

.78 shifts.

i -

( Example: A dintiest

referring to patients by

implanted tooth type —
rather than names.

Vo
Example: A physician
questioning whether
their work makes a
difference despite years

of service.
y @ b

Burnout is not just stress—it is a chronic
condition resulting from prolonged workplace
strain  without adequate recovery. Unlike
depression (which affects all life domains),
burnout is specifically work-related.

Addressing burnout is not just about
improving physician well-being—it’s a patient
safety imperative. Studies show burned-out

doctors are twice as likely to make medical errors.
By tackling its root causes, healthcare systems
can create sustainable environments where both
providers and patients thrive.

Primary Causes of Burnout in healthcare field

Kumar (2016) identified some factors that
may contribute to job related burnout which are:

1. Excessive Workload and Long Hours

® Healthcare professionals often work
60-80+ hours per week, especially in
residency and high-demand specialties
(e.g., emergency medicine, surgery).

e Consequences: Sleep deprivation,
impaired decision-making, and emotional
fatigue.
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e Example: A study in JAMA found that e Example: Oncologists experiencing grief
physicians working >60 hours/week after losing multiple patients to cancer.

had 2.5x higher burnout rates than those g poor Work-Life Balance

working <40 hours.
e Shift work, on-call duties, and

2. Administrative Burden and Electronic unpredictable schedules disrupt personal

HesliRecoxds B relationships and self-care.

e Doctors spend 2+ hours on EHR e ;
d o § i £ oati e Consequence: Higher divorce rates among
EmEeR AR s XEny L [ONRGL FRLIoH] physicians (15% above the national

care (Annals of Internal Medicine). N [

e Consequences: Less time for meaningful 6
patient interactions, leading to frustration
and disengagement.

Inadequate Support Systems

e Lack of mentorship, peer support, and

mental health resources exacerbates
3. Lack of Autonomy and Control b
urnout.

¢ Many physisians feel micromanaged by e Example: A resident hiding depression

hospital policies, insurance restrictions . .
P p h : due to fear of professional stigma.

and productivity metrics.
, 7. Moral Injury and Ethical Dilemmas
e Example: A primary care doctor forced

to see 30+ patients/day with no say in e Being forced to prioritize cost-cutting
scheduling over patient care leads to moral distress.

4. Emotional exhaustion from Patient e Example: A doctor unable to prescribe the

Suffering best treatment due to insurance denials.

Organizational Culture of Silence

8.
! e Many hospitals discourage discussions
' about burnout, framing it as a personal
: failure rather than a systemic issue.
e Example: A nurse afraid to report burnout

due to fears of appearing “weak.”

In summary, Burnout in healthcare is

e Repeated exposure to trauma, death, a multifactorial crisis driven by excessive
and difficult prognoses contributes to  workloads, bureaucratic burdens, emotional
compassion fatigue. strain, and unsupportive work environments.

e

Key learning point

Healthcare providers (physicians, nurses, psychologists, and social workers) are among the most
vulnerable professions to burnout due to their exposure to high levels of emotional exhaustion
resulting from their frequent witnessing of tragic events and constant exposure to the negative side
of events and people. They feel that everything around them is filled with tragedies and negative
events, sometimes leading them to fear and anxiety that what they witness will befall themselves
and their families. |

.
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consequences that may affect the workers as
well as patients and the healthcare system. We
provide in the following pages information about
the immediate and long term consequences of
burnout on staff, patients and entire healthcare
system.

First: Immediate consequences of burnout

PR

g |
Yy
. — -

1. Increased medical errors and reduced
patient safety
Burned-out clinicians are twice as likely
to make mistakes (JAMA, 2018). This can be in
form of Misdiagnoses due to cognitive fatigue,
and medication dosing errors from impaired
concentration.

Iy

2. Poor patient-provider communication

Exhausted doctors spend less time listening,
leading to: missed symptoms and lower patient
satisfaction scores.

3. Rise in unprofessional conduct

Depersonalization fuels cynicism and
rudeness: patients described as “non-compliant”
rather than “struggling” and might lead to hostile
work environments due to physician irritability.

4. Short-Term Physical and Mental Health

Crises

Acute effects on clinicians: Insomnia,
migraines, and gastrointestinal issues. Panic

Bumnout among doctors has a lot of

attacks before shifis (Annals

Medicine, 2020) and higher risk
abuse and smoking.

of Internal
of substance

Second: Long-term consequences of burnout

1. Workplace dysfunction:

Occupational performance suffers through
reduced job satisfaction, diminished professional
commitment, and absenteeism where employees
are physically present but mentally disengaged,
leading to subpar work output. A study by (Mayo
Clinic, 2021) indicated that 20% of doctors
reduce clinical hours within 2 years of severe
burnout and Early retirements (1 in 5 physicians
plans to leave medicine early due to burnout!).
Critical fields like primary care and emergency
medicine face the highest turnover.

2. Chronic health conditions among doctors:

Burnout significantly increases the risk
of cardiovascular diseases, including coronary
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heart disease, hypertension,
disorders. Associated physical manifestations
include obesity, elevated cholesterol levels

(high LDL and low HDL), type 2 diabetes, and

metabolic syndrome. These conditions stem from
chronic stress, poor self-care, and physiological
dysregulation caused by prolonged workplace
exhaustion (Reith, 2018).

3. Psychological consequences on doctors

The mental health consequences are equally
concerning, with higher rates of insomnia,
clinical depression, and severe psychiatric
symptoms requiring hospitalization. Burnout
also contributes to increased absenteeism as
affected individuals struggle to cope with daily
demands.

and metabolic

4. Systemic breakdowns in care delivery

Most critically, burnout negatively impacts
healthcare quality. Studies demonstrate that
burned-out providers exhibit decreased empathy,
higher turnover rates, and reduced clinical
efficiency—all of which jeopardize patient safety
and outcomes. The ripple effect creates staffing
shortages, overburdens remaining workers, and
perpetuates a cycle of declining care standards.

In Conclusion, Burnout considered as a2
threat to public health. Unaddressed burnout
creates a vicious cycle: exhausted providers
deliver substandard care, leading to worse
outcomes, higher costs, and more staff departures.

Key learning point

Mild stress is a good thing, but moderate stress requires managing and controlling. If stress gets
out of control, it is called burnout, where the person feels like a candle burning out to light others!

Human diversity

norms around vulnerability and resilience

Examples of diverse burnout experiences:

therapy but fears career repercussions

overwork or irritability.

numb to patient pain.

systemic change but face pushback.

absent (externalized).

Burnout is not universal—it mirrors personal and cultural

1. Cultural: A Japanese nurse hides exhaustion to avoid
burdening peers, while an American doctor openly seeks

2. Gender: Female physicians report fatigue and guilt over
work-life imbalance; male counterparts mask stress with

3. Personality: A perfectionist surgeon fixates on errors, while an empathetic therapist grows

4. Age: Older clinicians endure silently, viewing burnout as weakness; younger staff demand

5. Expression: Some develop insomnia or headaches (internalized), others become cynical of

fe

__——-"-“
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toms and diagnostic approach

Burnout can be a crisis in healthcare,
affecting physicians, nurses, dentists, and other
medical professionals worldwide. The World
Health Organization (WHO, 2018) classifies
burnout as an occupational phenomenon,
emphasizing its progressive nature—starting
with subtle early symptoms and escalating into
severe, debilitating effects if left unmanaged.
This essay examines the early warning signs of
burnout, its progression into advanced stages, and
the consequences for healthcare providers and

1. Constant Exhaustion and Fatigue

Healthcare workers feel physically and emotionally drained, even after adequate rest.
Example: A doctor struggles to stay alert during shifts despite sleeping 8 hours.

patients, Ur-xderstanding these phases is crucial
for early intervention and preventing long-

term damage to both individuals and healthcare
systems.

Early symptoms of burnout

The initial signs of burnout are often
dismissed as temporary stress, but they signal
deeper systemic issues. According to WHO

(2018), the seven key early symptoms listed in
the following figure:

2. Increased Risk-Taking Behavior

e Impulsive decisions, such as skipping safety protocols or self-medicating.
e Example: A surgeon takes shortcuts in sterilization procedures due to fatigue.

3. Anger and Self-Criticism

e Frustration toward colleagues, patients, or oneself.
e Example: A doctor snaps at a patient for asking “too many questions.”

4. Increased Doubt and Uncertainty

® Second-guessing clinical decisions, leading to anxiety.
e Example: A resident hesitates to diagnose, fearing mistakes.

= - Ieeling Unable to Help

® A sense of helplessness despite professional competence.
e Example: A dintiest feels ineffective despite patients’ progress.

—

6. Increased Irritability, Negativity, and Cynicism

® Pessimism about work and detachment from patients.
e Example: A nurse refers to patients as “the cavity in Room 4.”

7. Feeling Overwhelmed by Demands

e Inability to cope with routine tasks.

e Example: A physician dreads checking emails due to workload.
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Key learning point

Burnout is not an individual failure but a systemic issue requiring urgent attention. From early
exhaustion to severe dehumanization, its progression harms both healthcare workers and patients.

Evaluate Yourself

Maslach Burnout Inventory (MBI) )
Description N

[
kil i

The Maslach Burnout Inventory (MBI) is the most commonly used tool to self-assess whether
you might be at risk of burnout. The original form of the MBI was constructed by Christina Maslach
and Susan E. Jackson with the goal to assess an individual’s experience of burnout.

MBI consists of 22 items pertaining to occupational burnout. The three dimensions are
easured as follows:

1. Emotional Exhaustion

The 9-item emotional exhaustion (EE) scale measures feelings of being emotionally |
overextended and exhausted at one’s work. Higher scores correspond to greater experienced
burnout.

s i R oA MRS,

P ———

2. Depersonalization

The 5-item depersonalization (DP) scale measures an unfeeling and impersonal response
toward recipients of one’s service, care, treatment, or instruction. Higher scores correspond to
greater degrees of experienced burnout

|
3. Personal Accomplishment .- §
BE

The 8-item personal accomplishment (PA) scale measures feelings of competence and successful
achievement in one’s work with people. Lower scores correspond to greater experienced
burnout.

P ——
T

Usage of Tool

For each question, put a circle around the score that corresponds to your response. Add up your |
score for each section and compare your results with the scoring results interpretation at the
bottom of this document.

0 =Never; 1=A few times per year; 2 = Once a month; 3 = A few times per month; 4 = Once a
week; 5 =A few times per week; 6 = Every day

Section A

I feel emotionally drained by my work.

Working with people all day long requires a great deal of effort.

I feel like my work is breaking me down.

I feel I work too hard at my job.

I feel frustrated by my work.

It stresses me too much to work in direct contact with people.

CoN eSO o [ R
NN
W lWlw|lw|lw| w)|w
Lo I B I N R
h |Lhfun i | L | i

I feel like I’m at the end of my rope.

o \c\\c\lc\ 0\\0\ o | o

I feel I look after certain patients/clients impersonally, as if they
are objects.

o
—
o]
w
EN
o1

|

I feel tired when I get up in the morning and have to face another
day at work.

e
=
o
w
=
W
=)

|

Total Score — Section A

|
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Section B

I have the impression that my patients/clients make me
responsible for some of their problems.

I am at the end of my patience at the end of my workday. 0102858 v ivs e

I really don’t care about what happens to some of my patients/
clients.

I have become more insensitive to people since I’ve been

working.
I’'m afraid that this job is making me uncaring. IREH I e
Total Score — Section B

, Section C
: I accomplish many worthwhile things in this job. R s e R T T
? I feel full of energy. O paings 400508
; I am easily able to understand what my patients/ clients feel. oAl e U R
% I look after my patients’/clients’ problems very effectively. 0 R T B el
| In my work, I handle emotional problems very calmly. 0 Dehiadi S of

Through my work, I feel that I have a positive influence onpeople. | 0 1 2 3 4 5 6

[ am easily able to create a relaxed atmosphere with my patients/
clients.

I feel refreshed when I have been close to my patients/clients at
work.

Total Score — Section C

Scoring and Interpretation

Section A: Burnout

® Total 17 or less: Low-level burnout

® Total between 18 and 29 inclusive: Moderate burnout

® Total over 30: High-level burnout

Burnout (or depressive anxiety syndrome) is marked by fatigue at the very idea of work,
chronic fatigue, trouble sleeping, and other physical problems. For the MBI, as well as for most
authors, “exhaustion would be the key component of the syndrome.” Unlike depression, the
problems disappear outside work.

Section B: Depersonalization

® Total 5 or less: Low-level burnout

® Total between 6 and 11 inclusive: Moderate burnout
® Total of 12 and greater: High-level burnout

“Depersonalization” (or loss of empathy) is rather a “dehumanization” in interpersonal
relations. The notion of detachment is excessive, leading to cynicism and negative attitudes about
Patients or colleagues, feelings of guilt, avoidance of social contacts, and withdrawing into oneself.

The health care provider blocks the empathy he/she can show to his patients and/or colleagues.
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Section C: Personal Achievement

* Total 33 or less: High-level burnout

* Total greater than 40: Low-level burnout

first two.

 Total between 34 and 39 inclusive: Moderate burnout

When there is a reduction of personal achievement, and individual assesses him-/herself
negatively, feeling unable to move the situation forward. This component represents the
demotivating effects of a difficult, repetitive situation leading to failure despite efforts. The person
begins to doubt his/her genuine abilities to accomplish things. This aspect is a consequence of the

Note: A high score in the first two sections and a low score in the last section may indicate burnout.

Burnout manifests acutely in medical
professions, arising from an interplay between
systemic healthcare challenges and personal
vulnerabilities. While organizational factors are
primary contributors, individual characteristics
significantly influence susceptibility among
physicians and dentists (Kompier & Taris, 2005).

There are two types of intervention to deal
with work related burnout as indicated below.

First: Organizational interventions
TF

Kumar  (2016) identified critical
organizational factors particularly relevant to
healthcare that may increase job related burnout:
however, dealing with these organizational
factors has proven to reduce work related

burnout:
1. Reducing excessive workloads: for

example the cardiologist managing 30+
daily patients experiences both quantitative

[ 156 ]

overload (patient volume) and qualitative
strain (complex diagnoses).

2. Increasing autonomy: for example pediatric
residentsrestricted from altering standardized
treatment plans despite knowing individual
patient needs often express frustration.

3. Increasing recognition: for example
the oncology team working consecutive
12-hour shifts receives neither overtime
compensation nor verbal acknowledgment

from administration.

4. Resolving dysfunctional  workplace
dynamics: for example, bad relationships
between colleagues and unresolved conflicts
creates a hostile environment.

5. Minimizing procedural injustice: for
example, a hospital promote junior doctor
over more experienced candidates without

transparent criteria.

6. Resolving ethical misalignment issues:
for example, family physicians forced by
insurers to reduce visit times for a child of
forced to use cheap medicine to reduces

expenses!
Second: Individual interventions

Self-care  strategies  are individual
intentional, proactive practices that individuals
adopt to maintain and enhance their phy51031’=-
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emotional, and psychological well-being—
particularly crucial for healthcare providers
facing  high-stress  environments. These
evidence-based techniques help prevent burnout,
improve resilience, and sustain professional

performance. For doctors, de
medical professionals, self-

ntists, and other

' care is not indulgence
but a professional necessity that directly impacts

patient care quality

Key learning point

Self-care is far from being selfish—it’s an essential practice that renews
our capacity to care for others effectively. Remember: No one takes care of
yourself like yourself. At times, putting yourself first is not selfishness but
a necessity—allowing you to recharge, regain motivation, and return with
the mental and emotional strength needed to give your best.

SELF CARE
ISN'T SELFISH

Self-care strategies can be classified into five dimensions as shown in the following figure:

( G4

o

SELF-CARE
Physical Psychological Emotional Spiritual Functional
Strategies Strategies Strategies Strategies Strategies
Sleep hygiene, Cognitive- Therapeutic Meaning- | | Time management
nutritional behavioral interventions and making activities systems and
optimization, and techniques and social support and value- boundary-setting
exercise regimens mindfulness networks realignment strategies
practices exercises

V

1. Physical Self-Care Strategies: Sustaining
bodily health to manage demanding
workloads.

Examples for clinicians:

® Prioritizing 7-8 hours of sleep (e.g., an
ER doctor enforcing a “no late-night
charting” rule).

® Short movement breaks between patients
(e.g., a dentist doing 2-minute stretches
after each procedure).

® Meal prepping to avoid skipping meals
during shifts.

2. Psychological Self-Care strategies:
Managing stress and maintaining cognitive
sharpness

[ 157 ]




UNIT 7

Burnout in Healthcare: Symptoms and Self-care Strategies

Clinician applications

e Mindfulness meditation (e.g., a surgeon
practicing 10-minute breathing exercises
pre-operatively).

e Cognitive reframing (e.g., a pediatrician
replacing “I must save everyone” with “I
provide my best care within limits”).

e Learning to say “no” to non-essential
tasks.

Emotional Self-Care strategies: Processing
work-related emotions healthily

Healthcare-specific practices:

e Debriefing with peers after traumatic
cases (e.g., ICU nurses holding weekly
support circles).

e Journaling to unpack difficult patient

4. Spiritual

Self-Care strategies:
Reconnecting with purpose and meaning

For medical professionals:

e Reflective practices (e.g., an oncologist
writing “meaning memos” about impactful
patient stories)

e Volunteering in low-stress clinical settings
to rediscover joy in medicine

Functional Self-Care strategies:
Optimizing work processes to reduce
strain

Practical implementations:

e Time-blocking for charting (e.g., a dentist
reserving 30-minute slots for notes)

interactions. ) )
o Setfine  boundiries (e, 8 Tamily e Delegating tasks when possible (e.g., a
physician not checking EHRs after 7 PM). senior resident training interns to handle

discharge summaries)

Critical thinking
The Overworked Surgeon

Dr Ahlam, a skilled cardiac surgeon, routinely works
80-hour weeks, skipping meals and sacrificing sleep to
manage her overflowing patient load. Despite colleagues’
concerns, she dismisses self-care as “selfish,” believing her
duty is solely to patients. Over months, her performance
declines: she snaps at OR staff, makes near-miss errors during
procedures, and develops hypertension.

Critical Thinking Questions:

e Patient Safety: How might Dr. Ahlam’s rejection of self-care directly endanger her patients?
Consider fatigue’s impact on surgical precision.

e Systemic Factors: What hospital policies enable this unsustainable workload? Should institutions
mandate self-care for high-risk specialties?

e Ethical Dilemma: Is self-care a professional obligation or personal choice in healthcare? Debate
using the “oxygen mask principle” (secure your own first).

e Cultural Shift: How could the hospital leadership model and incentivize self-care without
stigmatizing it as weakness?

e Data-Driven Argument: Research shows burned-out surgeons have 2.3x higher complication
rates (Annals of Surgery). How would you present this to resistant clinicians?

Outcome: After a preventable adverse event, Dr. Ahlam realizes her neglect of self-care harmed
others. The hospital implements mandatory wellness check-ins and protected break times.. -
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5. S:e’lfé-éake techniques _ A &

Find below easy to do self-care techniques
that you can practice daily , weekly or even
yearly. Here are some key points to consider
when using self-care techniques:

® Self-care programs don’t have to be expensive
or involve high expenditures. They should be
something the person enjoys and that gives
them a positive sense of self,

® Toxic self-care programs, which provide a
temporary sense of happiness but lead to
future harm, should be avoided, especially
those related to addiction, food, or expensive
shopping.

® Self-care programs are pre-planned actions,
meaning the person must have planned the
program in advance and not be a coincidence.

® Programs should be scheduled periodically—
weekly, monthly, semi-annually, or annually—
and should not be abandoned based on the
changing circumstances.

e Self-care

programs should be

routine,
consistent, and repetitive according to a
known, pre-determined pattern.

® The program must be implemented, adhered
to, and explained to those around the person, as
the surrounding environment may discourage
a person from implementing it for financial,
social, or familial reasons.

The following table shows some methods
that can help an individual readjust from
psychological stress and burnout, especially if
it is mild to moderate. Not all of these methods
may be suitable for all individuals. Individuals
should choose what they like and what gives
them a sense of happiness, breaks the routine,
and releases the negative energy generated by it
(Al-Zoubi, 2025).
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Practice meditation, such | Practice relaxation
as yoga or deep breathing regularly

Practice mildly tiring
exercises, as they distract
the mind and release
tension

Exercise

Set boundaries and
preferable ways

of interacting with
colleagues,

Get a good night’s sleep
for 6-8 hours daily

Strengthen your religious
and spiritual side and
practice religious rituals
regularly

Enjoy positive, supportive
social relationships and
avoid negative people

Drink enough water
regularly

Watch your favorite
movies regularly

Practice shopping, but
break it up into regular
intervals, not all at once,
provided it doesn’t
negatively impact your
budget

Listen to your favorite
songs at a specific time,
Regularly
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Regular social interaction
with friends

Adding some aesthetic
touches to your office
that give you a sense of
comfort

Strengthening social
relationships with family
and close friends

Taking annual or semi-
annual vacations on a
regular basis

Setting a specific time to
read daily or weekly

Taking a hot bath daily
upon returning from work
or before bed

Exercising laughter,
whether with colleagues
or by watching comedy
shows

Spending time with
nature, such as going
camping, observing the
mangroves and stars, or
visiting green spaces with
a high visibility area

Going on regular trips
with family or friends

Building positive social
relationships with
coworkers and interacting
with them in the coffee
room or in the hallways on
a regular basis

Consulting a psychologist

Eating your favorite foods
regularly or when feeling
stressed, provided they
don’t have negative health
effects, and avoiding
unhealthy foods as much
as possible
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6. Practical Tips! i
©@)| Do ® Avoid
* Assess Burnout Regularly: Conduct Ignoring Early Warning Signs: Dismissing

anonymous staff surveys (e.g., Maslach
Burnout Inventory) to track burnout levels.

Promote Work-Life Balance: Enforce
reasonable shift lengths and mandatory time-
off policies.

Provide Mental Health Support: Offer
free, confidential counseling and peer-
support groups.

Reduce Administrative Burden: Hire
scribes or use Al tools to minimize EHR
documentation time.

Encourage Team-Based Care: Distribute
workloads fairly to prevent individual
overload.

Recognize and Reward Efforts: Implement
appreciation programs (e.g., "Employee of
the Month”).

Create Safe Reporting Channels: Allow staff
to voice concerns without fear of retaliation.

Train Leaders in Supportive Management:
Teach supervisors to recognize burnout signs
and respond empathetically.

Designate Quiet Spaces: Provide break
rooms for relaxation and mental resets.

Model Wellness from the Top: Hospital
leaders should prioritize their own self-care
to set an example.

complaints like “I’'m just tired” without
investigation.

Overloading High-Performers: Assigning
extra tasks to competent staff until they
burn out.

Stigmatizing Mental Health Needs:
Labeling staff as “weak” for seeking therapy.

Expecting Constant Availability:
Requiring 24/7 email/phone responsiveness
outside shifts.

Neglecting Fair Compensation:
Underpaying or denying overtime for
excessive work hours.

Tolerating Toxic Work Environments:
Allowing bullying, favoritism, or unresolved
conflicts.

Prioritizing Productivity Over Well-
Being: Measuring success only by patient
volume, not care quality.

Skipping Breaks: Normalizing “no lunch
breaks” due to workload.

Blaming Individuals for Systemic Issues:
Telling staff to “just meditate more” instead
of fixing workload problems.

Delaying Action Until Crisis Hits: Waiting
for resignations or medical errors before
addressing burnout.
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Psychology on the ground
Success Story: How Cleveland Clinic Reduced Burnout by 30% in 2 Years
The Challenge:

In 2017, Cleveland Clinic faced a crisis—45% of
physicians reported burnout symptoms, including
emotional exhaustion and cynicism. Nurses and residents
struggled with 80-hour workweeks, leading to high
turnover and near-miss medical errors.

The Intervention:

The hospital launched a multidisciplinary wellness program with four key strategies:
1. Protected Time:
e Mandated 30-minute breaks between surgeries/clinic blocks.
e Eliminated non-urgent messages after shifts.
2. Mental Health Support:
e Free, confidential counseling with psychologists specializing in clinician burnout.
® Peer-support groups for high-stress departments (e.g., ICU, oncology).
3. Workload Redistribution:
e Hired physician assistants to handle routine paperwork.
e Implemented team-based care to share patient loads.
4. Recognition Culture:
e Monthly “Gratitude Rounds” where staff acknowledge colleagues’ contributions.

e Financial bonuses for units with sustained wellness metrics.

The Results (2019 Evaluation):
e Burnout rates dropped from 45% to 15% among participating staff.

e Nurse retention improved by 25%, saving $6M in recruitment costs.
e Patient satisfaction scores rose 18%, with fewer medication errors reported.

Key Takeaways:

1. Systemic Change > Individual Coping: Structural adjustments (like protected time) had
greater impact than self-care workshops alone.

2. Data-Driven Decisions: Regular staff surveys identified the most burdensome tasks for
targeted solutions.

3. Leadership Commitment: CEO Dr. Tomislav Mihaljevic modeled work-life balance by
leaving by 6 PM unless emergencies arose.

Cleveland Clinic’s success proves that burnout is fixable when institutions prioritize
caregiver well-being as rigorously as patient outcomes.
Source:

e Shanafelt, T.D. et al. (2019). Impact of Organizational Leadership on Physician Burnout.
Mayo Clinic Proceedings.
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Quick review

e Burnout is a pervasive issue in healthcare, particularly among physicians, dentists, nurses, and
other medical professionals.

e Burnout characterized by emotional exhaustion, depersonalization, and a reduced sense of
personal accomplishment.

e The demanding nature of medical practice—long hours, high-stakes decision-making, and
emotional strain—makes healthcare workers particularly vulnerable.

e Burnout among healthcare professionals is not just an individual struggle—it has far-reaching
consequences for patient care, workforce stability, and healthcare systems.

e When left unaddressed, burnout leads to immediate risks (medical errors, patient dissatisfaction)
and long-term damage (physician attrition, systemic inefficiencies).

e Burnout considered as a threat to public health. Unaddressed burnout creates a vicious cycle:
exhausted providers deliver substandard care, leading to worse outcomes, higher costs, and more
staff departures.

e There are seven early symptoms to burnout which are:
Constant Exhaustion and Fatigue

Increased Risk-Taking Behavior

Anger and Self-Criticism

Increased Doubt and Uncertainty

Feeling Unable to Help

Increased Irritability, Negativity, and Cynicism

S ST R e

Feeling Overwhelmed by Demands

e There are two types of intervention to deal with work related burnout as indicated below.
Organizational interventions and individual intervention (self-care strategies)

e Organizational intervention includes the following:
- Reducing excessive workloads

- Increasing recognition

- Resolving dysfunctional workplace dynamics
- Minimizing procedural injustice
- Resolving ethical misalignment issues
e Self-care strategies can be classified over five categories as follows:
1. Physical Strategies: Sleep hygiene, nutritional optimization, and exercise regimens
2. Psychological Strategies: Cognitive-behavioral techniques and mindfulness practices
3. Emotional Strategies: Therapeutic interventions and social support networks
4. Spiritual Strategies: Meaning-making activities and value-realignment exercises
5

. Functional Strategies: Time management systems and boundary-setting strategies
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