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interactions with colleagues from 
subspecialty disciplines, a problem 
particular to family practice and hospital 
inpatient practice. 

• Analyzing the pros and cons of 
reassurance. 

• Recognizing the "apostolic fimction" of 
the family physician. 

• Recognizing the child as the presenting 
symptom or complaint of the parents' 
problem. 

• Recognizing the scapegoat patient, and 
being aware that the identified patient is 
not always the sickest member of the 
family. 

• Learning a framework for understanding 
psychosomatic illness. 

• Becoming familiar with a variety of 
useful concepts, such as the unorganized 
and organized phases of the somatization 
process. 

• Learning how to listen, how to start and 
when to stop a counseling session, and 
when and when not to engage the patient 
in office counseling. 

• Above all, the outcome of Balint training 
is a synthesis of cognitive and affective 
processing that leads the physician to a 
more precise, empathic and practical 
understanding of doctor/patient 
interactions and difficult patients. The 
physician learns to be more therapeutic 
in his or her relationship with patients 
while, equally importantly, learns a 
framework within which to view patients 
and practice that leads to less frustration, 
dissatisfaction with practice, and 
burnout. 

The hallmark of this approach is that it does not 
deal with abstractions and resists idealizing both 
the patient and disease. The discussion does not 
turn on "What do you do?' 

INTRODUCTION TO BALINT 
SEMINARS 
Lee Sdieingold, M.S.W. 

Michael Balint was a Hungarian/British 
psychoanalyst who maintained a lifelong interest 
in the application of psychological principles to 
the practice of medicine. Beginning in 1950, he 

and his wife Enid led groups of general 
practitioners in case discussions of physician-
patient relationships at various clinics in London. 
In his well known book, THE DOCTOR, HIS 
PATIENT, AND THE ILLNESS, Dr. Balint set 
forth some of the principles which emerged from 
his first seminars. These case discussion groups 
have had a powerful influence on general practice 
medicine throughout the Commonwealth, and are 
gaining increasing popularity in family medicine 
training in America 

Discussion in the groups centers around a specific 
case interaction from hospital or clinic. Specific 
goals of13alint group training are more in the area 
of attitudes and skills than of knowledge. In a 
Bahia group physicians: 

(1) present cases to the group with a focus on 
feelings and interpersonal interactions 
rather than on medical issues; 

(2) use their won awareness of and insight 
into feelings to shed light on difficult 
physician-patient interactions; 

(3) respond to presentation of other group 
members with questions and comments. 

It is hoped that during and after participation in a 
Balint group, physicians will be able to: 

(1) handle more comfortably patients who 
had previously been intolerable or 
frustrating to care for, 

(2) develop a variety or personal styles with 
patients rather than maintaining the 
same structured medical interview for 
all; 

(3) step back more easily from patient-
exerted pressures and examine their 
meanings; 

(4) critically analyze the process of a 
consultation afterward with an emphasis 
on their own response to the patient's 
behavior, and 

(5) exhibit a nonjudgemental curiosity about 
patient behaviors that they may 
previously have labeled irrational. 

The atmosphere of a Bailin group, which is 
composed of eight to ten physicians and often led 
by a mental health professional, is that of a rather 
free give and take, in which everyone can bring 
up problems in the hope of learning from others. 
The focus is often on the physician's emotional 
response to the patient, and the following 
questions are typical of what might be asked of 
the presenting physician: 

• 



• Shared observing of data about the group life 
to better understand Overall direction. (With 
residents, helping to foster a group feeling of 
identity in a constantly changing group.) 

SPECIAL SKILLS: 
Recognize effects on one's own need to succeed 
and have group succeed. Trying too bard as in 
tennis and golf 

Active passivity (motor passivity) tuning a third 
ear into what is going on in group, kind of case 
presented; ruction of members to case, the 
presenter, leader and each other; do certain 
members behave in a certain way and what does 
that mean; listen to what is not said and why. 

Make a quick diagnosis of the patient then not 
treat the patient but use the diagnosis to inform 
his work group. Will miss things in process but 
will allow leader to decide what its like for 
members to learn from the presentation. 

Recognize Group Crisis. Especially the group 
cingling out an individual/an individual isolating 
themselves - usually out of step with the group. 
Thus lacking the group's support to tolerate 
insight about the gulf that separates them. 

Understand the time scale on which the group 
deal with issues. Understand the timing required 
for individuals or the group to deal with issues by 
allowing members to discover by making mistakes 
through habitual responses and seeing how others 
deal with the same situation better. 

Recognition of parallel process. Understand 
parallel process and be able to use the 
understanding to e.g. model in the here and now 
of the group, by their own tolerance of group 
member's errors, how to tolerate listening to their 
own patients errors and distortions and allowing 
them to be themselves. 

Allowing group members to be prima donnas or 
devil's advocates. 

Exposing collusive avoidance of the leader's 
errors and shortcomings. The group should be 
able to critique the leader and have some fun at 
his expense without rejecting him or being 
hostile. 

Recognize manifestations of resistance. 
Avoidance, denial, over-dependence on the leader, 
flight-fighting, isolation. 

Recognize the stages of group development (Clive 
Brock): 

This is a much more useful description of the 
developmental steps of the group than classical 
"forming norming, storming, reforming and 
adjourning,." 

Ebasclilapkaimbosaciarical omnipotence 
(helping everyone or no-one and identifying 
idealized expectations). The group presents 
("pregnant nuns") demanding patients, patients 
who have quit on hope - narcotics, helplesreess 
and non-compliance. Ends in appropriate 
humility and acknowledging professional role 
responsibilities and limitations. 

Pbaci.. 2 Timm-firmly intimacy.  This is a 
springboard for examining personal specific blind 
spot areas. It requires increased group trust in 
presenting taboos like sex, money and death and 
where these interfere with patient care. The phase 
ends with dealing with loss, including the loss of 
the group. Hopefully, ends with clear 
understanding of how patient issues precipitate 
doctor's conflicts and being able more easily to 
disentangle their own issues from the patient's. 

Recognize significant communications. 

Skill at clarifying summarizing initiating Or 

SliggeSting 
Direction; tolerating uncertainty, silence, 
disagreement 

Opinion seeking; consensus-checking. 

Balint Group Leader Functions 
by John Salinsky, M.D. 

1. Timekeeping - Deciding when to end one 
case and go on to the rest. Deciding when to 
end the session. 

• Discussion peters out 10 minutes before time. 
Should the session end or continue until 
designated ending time? 

• Discussion still in full flow at ending time - 
How long to let it go on? 

• Choose 2 cases at start or let one inspire 
another? 

2. Case Selection - Making space for urgent 
CMGS, remember people who didn't get in 
with their case the previous week, deciding 
order of cases and number of case to be 



Pre-meeting banter among members of the 
group - both themes and feeling tone. 
Predominant affect of presenter, patient, 
group and group leader. 
When in danger of becoming too focused on 
single member or his/her emotions or pairing 
with leader, the leader can: 
(A) ask for group reactions, feelings. 
(B) ask for more details of a specific case 

that reflects the presenter's problem 

As we have talked to group leaders and Training 
Directors around the country, we have noted some 
confusion about what constitutes a Balint Group, 
especially in contrast with what constitutes a 
Personal and Professional Development Group, 
the two dominant types of group found in Medical 
Residency Training settings. In the Newsletter 
dated September 29, 1992, we generated a list of 
categories we thought were helpful in exploring 
the similarities and differences between these two 
kinds of group learning experiences: 

DANGER SITUATIONS IN BALJNT 
WORK 
ECONOMY OF AGGRESSION 
Aggression is an ever-present danger (and of 
course the fuel for much good work) In Balint 
groups. At times the level of tension within a 
group builds too high and may be destructive. It 
may reflect the tension of clinical work for 
members, their rage and helplessness personally 
and professionally, undue competitiveness among 
members or with leader. The leader must use this 
as a stimulus for self-examination and/or 
consultation, scrutinin ng such issues as leader 
behavior in playing favorites, hating a certain 
member, competition with a member who is too 
smart, personal issues, own practice issues, 
program pressures, etc. 

An over abundance of aggression con lead to such 
problems as scapegoating, dropouts, destructive 
modeling behavior, and of course dissolution of 
the group. In addition the above self-
examination, it is helpful to emphasize the 
collegial - "we" - support for various points of 
view, etc. As last resort I rarely actively express 
disapproval in group of a destructive members 
comments. I know I have many more ideas and 
hope that others might enlarge upon the above 
"anchors" or "danger situations," too. Please 
send me a draft for the composite "How To" 
booklet, which might stimulate more ideas in 
tt1111. 

Balint Groups and Personal and 
Professional Development 
Groups: 
I. Contrasting the Role and Function of the 

Leader/Facilitator 
Frank Dornfest, Ritch Addison, and Don Ransom 

• Purpose of the group. 
• Function of the ginup. 
• Process of the group. 
• Implicit norms of the group. 
• Focus (object of inquiry) of the group. 
• Organizational structure of the group. 
• Relationship to program. 
• Role and function of leader/facilitator 
• Training of leader/facilitator 

In this issue, we discuss one of these topics, the 
role and function of the leader or facilitator. 
Although the following comments are drawn to 
apply to groups in a residency training setting, 
differences may hold for other practice situations. 
We also recognize that, although we describe 
differences in general (a non-Balint sort of thing 
to do), the specific roles and functions of Balint 
leaders and Personal and Professional 
Development Group facilitators will vary 
depending on the composition, commitment, age, 
experience, and cohesiveness of the group, as well 
as on individual differences of the 
leader/facilitators. 

Self-Disclosure 
Personal and Professional Development Group 
facilitators can self-disclose but usually only upon 
invitation of the group. However they must not do 
so reratedly to allay the anxiety of the group 
members. When anxiety is high in a group and 
members do not feel safe, members often find it 
immediatrly reassuring for the facilitator to self-
disclose. Facilitators must draw a balance 
between absolute refusal and automatic 
acceptance to self-disclosure, maintaining a 
friendly, welcoming atmosphere while judiciously 
resisting the group' desire to escape their anxiety 
by looking toward the leader. In Personal and 
Professional Development Groups, members often 
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Dornfest in Santa Rosa, 
California: 
Along with a memo reminding everyone of time 
and place, the following introductory description 
is provided for all new Balint group members in 
Santa Rosa. 

Balint Training 
Balint group training is a well developed method 
of understanding the doctor/patient relationship 
and learning the therapeutic possibilities of 
communicating skillfully with patients. Michael 
Balint, born in Budapest in 1896, was the son a 
general practitioner. After completing 
psychoanalytic training in &Ain and Budapest, 
he emigrated to Scotland and moved to London 
after the War, where he worked at the Tavistock 
Clinic. There he and his wife, Enid, began the 
training-research seminars which today bear the 
eponym of "Balint groups." Balint was concerned 
with the psychological implications of general 
practice, and devising a method of training 
physicians to appreciate these implications and 
gain a usable understanding of the doctor/patient 
relationship. His method and insights are spelled 
out in, "The Doctor, His Patient and the illness," 
A book that is said to have "changed the face of 
British Medicine." 

Balint training steadily spread around the world 
but had little influence outside a few programs in 
the United States until recently. The format of 
Balint training is a weekly, usually hour long 
meeting of physicians, coordinated by a trained 
leader. The participants bring problem cases for 
discussion with their colleagues. Exploring these 
cases in depth is the principal method. On 
average, Balint groups meet for about 3 years. 

The agenda for discussion at each meeting will be 
formed by the cases which the participants bring 
for discussion. These are regarded as problems 
when they impede the successful management of 
the patient and patient care or interfere with the 
degree of comfort the physician experiences in 
practice as a family physician. 

Psychological problems in the patient 
Patient personality problems. 
Problems in the doctor/patient relationship. 
Problems in the family of the patient 
Problems in the doctor/colleague relationship. 

The extended group discussions create an ongoing 
learning environment. This process provides 
physicians with the opportunity to repeatedly 
explore and validate their perceptions of the 
emotional factors that play a role in illness or 
interfere with their successful management of the 
illness; to become sensitized to the effects of 
emotional factors and personality types on the 
doctor/patient relationship; and to continuously 
define their role as family physicians in the 
context of exploring with colleagues in a variety 
of challenges. 

The basic concept behind the need for this type of 
learning process is that all physicians have 
habitual responses to particular types of patients 
and problems. Further, every physician's practice 
has built within it certain recurring demands, 
dilemmas and vexations depending upon practice 
location, the physician's age and gender, and so 
on. Balint group discussion stimulates its 
members to examine their individual approaches 
and circumstances and explore alternative ways of 
responding. This method is not a doctor therapy 
group, nor .  is it a didactic seminar. The role of 
the group leader not to teach "content" or give 
advice, it is rather to stimulate the participants to 
gain a greater understanding of the doctor/patient 
relationship and to expand their repertoires for 
handling difficult situations. 

Certain issues and clinical situations leading to an 
exploration of attitudes and the development of 
new skills include the following: 

Gaining a broadened diagnosis of certain 
"problem patients:" the dying patient, the 
thick chart patient, the seductive patient, 
the angry patient, the demanding patient, 
the dependent patient, the regressed 
patient, the highly anxious patient, the 
"game playing" patient, the non-
compiler, the potentially suicidal patient, 
the manipulative patient, the heavily 
somaticized patient, the patient who is 
also your banker or your neighbor, 
specially in a small town or rural 
practice. 
Handling difficulties in the doctor/doctor, 
doctor/consultant/patient, doctor/patient 
family, and doctor/patient/nurse 
practitioner or physician's assistant team 
Dealing with the perpetuation of the 
teacher/student relationship in 




























