









































Breathlessness and psychiatric morbidity

patients and those prone to severe depression,
there may be a role within the medical team for
the newly emerging liaison psychotherapist.
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and for secretarial assistance from Miss J. Potter.
Miss D. Bernstein, Miss M. McKenna and Miss J.
Rilett assisted with the transcription and content
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APPENDIX 1

Examples of therapists’ summaries including
focus and outcome criteria

Patient 1: Age 71. Therapist: Psychotherapist A
Disturbances

Complaints concern effort wheeze and frequent chest
infections with worsening symptoms of affective
lability and disturbance of feelings in connection with
his own illness and that of his wife. A slight stammer
under stress all his life.

Dynamic hypotheses

An emotional person with good ego development who
experienced early loss (of father). Good ‘saving’
capacities in his mother and stepfather have been well
internalized. However, he has always coped with
danger and fear of death by relying on order, energy
and integrated ego functioning. These defences
against fears appear to have crumbled recently in the
face of wife’s near death, his very intimate experience
of this, and his obvious fear and disgust. His own
feelings of disturbance about threats to his physical
health have been increased by his wife's illness, and he
has become aware of his emotional dependence on her
and her passivity.

Focus and therapeutic plan

To explore his feelings about his own and his wife’s
situation and to connect them if possible with his
fantasies about his father’s death so that some more
adequate grieving can take place.

Outcome criteria

That there would be a significant reduction in his fear
of death. At follow-up, this would be shown by a
report of reduction in his anxiety about uncertainty in
his daily life, and by demonstrable ability to talk of
his wife’s and his own death with control.
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Patient 2: Age 70. Therapist: Psychotherapist B
Disturbances

An intelligent lady, who seems ill at ease about the
project. She was quick to tell me that she did not think
there was any emotional factor behind her breathless-
ness. However, she is cooperative and tells me about
herself frankly and fluently.

Dynamic hypotheses

It became clear that she and her husband are
emotionally remote from one another. This seems to
suit them both, although there are strong under-
currents of resentment in her about what she sees
as his pig-headedness and inattentiveness. When
talking about her husband and her first son, who com-
mitted suicide, she became anxious. She seems to
have an active emotional fantasy life, but keeps her
feelings to herself.

Focus and therapeutic plan

The transference paradigm will probably be one of her
experiencing me as an intrusive and evasive mother or
perhaps as the son she has lost, who she still has not
grieved for properly and idealizes. The area of denied
or split off feelings is the most important focus with
specific reference to her relationship with her husband
and to her son’s suicide. Genetically the roots for these
problems lie in her relationship with her mother.

Outcome criteria

She must be able to express and work through some
bottled-up grief about her son. She should then be able
to resume active sexual and emotional intercourse
with her husband.

Patient 3: Age 55. Therapist: Nurse
Disturbances

Dyspnoea with conversation and minimal exertion.
The patient grew up in an orphanage, does not have
any close relationships and has lost touch with his
family. Friendly with neighbours who help out with
washing and shopping. Knows some people in the
locality to acknowledge, and rents a room in a house
with 14 others. He is very worried about how he would
manage in the event of becoming more ill.

Hypotheses

The patient is a sad, frightened, isolated man,
uncertain as to how he will manage in the face of
deteriorating illness without support.

Focus and therapeutic plan
I think examination of how he can manage his
practical day to day life might be valuable. He is more
likely to respond to advice than to analytic reasoning.
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Outcome criteria

He should be able to go out and seek entertainment
and company, without the need to drink to give him
courage. Specific forms of behaviour which would
indicate improvement include going to the cinema
once before follow-up; asking somebody for help — e.g.
consulting his boss about doing a day shift during the
winter; and talking to somebody outside the house
once per week.

APPENDIX 2

Details of measures of breathlessness, mood and
psychodynamic change

1. Visual analogue scale of dyspnoea (Aitken et al.
1970)

Please make a cross ( x ) on the line below to show how
you have been feeling about your breathlessness over
the past 24 hours.
Not

breathless

Extremely
“breathless

2. Fletcher scale of dyspnoea (Fletcher ez al. 1959)

1. Are you short of breath on strenuous exercise?

2. Areyoushort of breath when hurrying on the level?
Or
Walking up slight hills?

3. Does shortness of breath make you walk slower
than most people of your age on the flat?

Or

Have you had to stop after a mile or so (or after
1 hour) on the level at your own pace due to
shortness of breath?

4. Have you been stopping for breath after walking
100 yards (or after 4 minutes) on the level at your
own pace?

5. Have you got short of breath after walking a few
yards at your own pace?

Or

Did getting undressed last night make you short of
breath? (Check that it was the slight effort involved
and not bending over etc.)

Note. Score 0 if QI is answered NO, otherwise score

the highest number answered YES.

3. Breathlessness questionnaire to detect
disproportionately severe breathlessness (based on
Burns, 1967)

Sometimes you have trouble with your breathing
which people call ‘shortness of breath’ or
‘breathlessness’.

Please answer these questions about it by tickingin the
appropriate box.

The first question has been completed for you as an
example.
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Yes No
1. Do you have shortness of breath at

times? D
2. Does it get worse when you exert [:' )

yourself? —
3. Does it get better when you rest? D
4. Does it ever come on when you are ,

not moving around?
S. Is the main trouble getting air inso
[]

your chest?
]

6. Do your breathing troubles vary a lot
for no reason?

7. Do you find that having an alcoholic
drink helps your breathing? (If you
never drink, tick NO.)

8. Doyoufindthattakinga tranquillizer
(pills for your nerves) helps your
breathing? (If you never take them
tick NO.)

9. Some people sometimes get worried
by the presence of other people and
find this makes their breathlessness
worse. Does this happen to you?

10. Do you get more short of breath in
the evening?

11. Does a smoky atmosphere, change in
the weather or a stuffy room affect
your breathing?

12. Do you get panicky about dying

Wy
when your breathlessness comes on?

13. Does your morning breathlessness ;
get helped by bringing up sputum? (If I:] %

you do not have morning breathless-
ness, leave both boxes blank.)

‘Abnormal’ responses are shaded.

7/
]

4. Visual analogue scales of mood (Aitken e al. 1969)

Please make a cross ( x ) on each line to show how you
have been feeling in the past 24 hours.

Not Extremely
anxious anxious
Not Extremely
depressed depressed

5. Scale of resolution of focal conflict (Malan, 1963,

1976a, b)

4 Recovered.

3 Evidence for substantial resolution in main

problem.

2 Evidence for limited resolution in the main

problem.

1 (a) Substantial symptomatic improvement with-
out appreciable changes in the problems of
human relations.

(b) Valuable false solution.
0 All other changes or no change.
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6. Health Sickness Rating Scale (Luborsky & Bachrach, 1974)

Definition of scale points

Examples of scale points

At 100: An ideal state of complete functioning 100 Some patients who complete treatment and some

integration, of resiliency in the face of stress, of
happiness and social effectiveness.

(From 99 to 76: Degrees of ‘everyday’ adjustment.
Few individuals in this range seek treatment.)

At 75: Inhibition, symptoms, character problems
become severe enough to cause more than ‘everyday’
discomfort. These individuals may occasionally seck
treatment.

At 65: Generally functioning pretty well but have
focalized problem or more generalized lack of
effectiveness without specific symptoms.

At 50: Definitely needs treatment to continue work
satisfactorily and has increasing difficulty in main-
taining himself autonomously (even without ex-
pressed or recognized need for formal treatment).
Patient may either be in a stable unsatisfactory
adjustment (where most energy is bound in the con-
flicts) or an unstable adjustment from which he will
likely regress.

At 25: Obviously unable to function autonomously.
Needs hospital protection, or would need it if it were
not for the support of the therapist. The fact that the
patient is in the hospital does not mean he must be
rated at this point-he may have changed since
admission or be hospitalized for any of a variety of
reasons.

(From 24 to 1: Increased loss of contact with reality:
need for protection of patient or others from the
patient; high degree of regression.)

At 10: Extremely difficult to make any contact with
patient. Needs closed ward care. Not much chance
of continued existence without care.

At 0: Any condition which, if unattended, would
quickly result in the patient’s death, but not
necessarily by his own hand.
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