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Curriculum witae

Tan Tre Kroon obrained his Arcsexamen in
1985 ar the Universiry of MNijmegen, the
Netherlands, He served for mvo years as
Medical Officer in the Roval Netherlands
Grownd Forces, and in 1987 he and his wife
started to work as Medical Officers ar the
Siloam Hospiral in Venda, where they keft in
March 1991, Ax present he is enjoving his
waork as Senior Medical Officer ar Ceza
Huospinal ( Kwa Zulw) and is busy with his pae-
time M Prax Med programme ar Medunsa, In
November 1991 he bacame & mermber of the
Academy of Family Pracrice. They have three
chikdren who provide them with a rich and

varibde source of pracrical experience in family

life. Jan likes vo paing in watercolours if be can
find mme o do so,

’ATIENT STUDY

“Mona Lisa” or “Don’t Worry, Think

Systems!”

Sumimary

The history of a difficule patienr is
presented fo demonstrase the reward
e making a three stage diagnosis,
and wsing a family approach in arder
to fimd the decper fssues behind the
presenring illness behaviour.
Applving the principles of Gamily
medicine in 2 transcultural health
care siruarion was found ro be
esseneiad for good parient
management and professional
satisfaction, It 15 recommoended that
family practtioners familiarise
themselves with basic theoretical and
pracrical aspects of family therapy.
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Tnrroduction

Fortunately, most of us like our work
and, in general, we derive much
sarisfaction from daily interaction
with patients. However, a small

proportion of our paticnts might give |

us nightmares by merely appearing in
the consultation room. These patients
are often investigated and leave us
cither fechng irntated, hopeless or
depressed because I'l[:l‘l']'l]I'LE; We try to
do for them has ever given them, or
us, any relief,

These parients are not dealt with in
medical texthooks, or if they are, the
srandard suggestion is referral oo 2
psychiarrist. Recently in this journal,
RE Kirkby* described a practical
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approach to the management of such
patients.

I would like to present the case of
Miss Mona Lisa to demonstrare a
way to discover the real issue behind
the illness behaviour,

Mona Lisa:

A 17 year old African girl entered my
consultation room (in a busy roral
hospatal) with her well-known
spectriam of Lnrnpl:unrl. ‘hll'IE,'Ll-L
headache, dizziness, chest pain,
palpitations, heart pain, nausea and
painful legs. She only spoke Venda
and our communication depended on
a4 nurse II'II-E'FFII".'.H.!' :].I.'Il.i MY CHsT
observations of her body language.

Often she had a faint smile as she
explained her symptoms. At other
times, her expression was neutral or
distanr as if she was not emorionally
invelved with her illness, This was the
7th rime she was secing me. Until
then she had been treated strictly
according to the biomedical model.
As a result, her bedletrer was far

{see figure 1),

Diagnoses made over this ome
included post rheumaric mirral valve
discase, neurosis, anxiery syndrome,
fracture of the L-hand, and gastro
enteritis. Frequently no diagnosis
could be made and she was sent
home with some tablets. In 1989, an
echocardiographic assessment
revicaled no abnormalines, Despate
this, her complaints persisted.
Fortunately, by that time, [ had been
introduced 1o some interesting ideas
abour family medicine during my M
Prax Med programme. Until then
some important principles® had been
neglected, including:

l. Personal commitment to the
patient and
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Figure 1 Patient Bedletter

PATIENT STUDY

... Don’t worry, think systems

arn- Different | Admis- Visiting Referrals
visits doctors sions specia-
lists
1983-87 | 9 4 0 0 0
1988 13(2x |7 1 (gastro) | O 0
seen by
me)
1989 22(bx | 9 1{psych) | 2 1
seen by
me) :

2. Continuity of care. Mo patient
will open-up adequately to an
unpredictable and ever-changing
group of docrors, The minimal
requirement to allow my patient
to open up is a good docbor-
paticnt relationship, This cannot
be built in a haphazard, rushed
way by 10 different docrors.
Stepr I vowards adeguate
management, I decided was to
assume personal

These patients leave us irntated

or hopeless or depressed

responsibility for my parient. Her
bedletrer then read in red letters
an the front cover: *For Dir de
Kroon, if available”,

3. Her social conrext had never
been explored. No notes about
her family appeared in her
bedletrer.

4. Nothing was known abour her

persanal beliefs, ideas, hopes and
fears concerning her illness. 1
had seen her 7 nimes bur she
mever volunteered personal
information.

Sreps 2 and 3 towards berner

M aEement were o collect
social and personal information,
and to integrate this with
informaton from her clinical
recard, In other words, to make
a three stage diagnosis.,

The problem was, how to gather that
information.

Since [ had liede rime I decided o
refer her to our payvchiatric nurse
with the question: “Are there any
psvchosocial stressors?™ This revealed
that she failed standard 7 three nmes
due to her illness, Her father had o
find another school for her because
she was rejected by the principal for
another term,

End of report

Mayhe fher mother could tell us
meore?
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Another psychiatric nurse saw them a
few days later. Again [ was not
present during the interview. The
muother told them that her daughrer
had become seriously ill soon afier
birth. She had been admirted several
times to our hospiral during her
childhood with unknown conditions.
Old records could not be found. She
failed sub A once, standard 6 once,
and standard 7 three rimes, A

They often get referred to a
psvchiatrist

genogeram revealed a family of father,
mother, two married daughters
(lving elsewhere) and two sons,
older and vounger than Mona Lisa,

According to mother and daughrer,
relationships at home were good.
They denied problems at school,
despite the fact that the veacher used
physical punishment if a pupil failed.

With such a history 1 found it
difficult to beheve that she had no
problems at school, but it seemed the
psvchiatric nurses could not find the
ruc Story.

I then decided to see mocher and
daughrer myself, Mother was an
asthmaric partient, collecting her
medicines from our hospital,
receiving a disability grant due to her
asthma. Mother confirmed that
Mona was the only other chronically
ill family member at home. Mo ather
relevant information could be
obtamned. I felt frpstraced. As before,
nothing helped: seeing her alone or
togerher with her mother, allowing
her plenty of ime to reveal her story,
asking many open-cnded questions
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abour all possible issues of concern oo
an adolescent girl, bur no success,
Baline® suggests that a patient often
opens-up when offered an
opporunity by a “listening” doctor.
Bur Mona remained quier and
disrant, hiding her secrers behind her
faint smile!

Balint says: “If you ask questions you
get answers and hardly anything
else™.* Bur if the patient offers no
informanon, vou just have to ask
guestions! [ was frustrated! My only
option was to toster 2 warm doctor-

Personal commitment to the
patient is essential

patient relationship® in the hope that
this would pay-off in the long run. |
wrote a letrer to her school principal,
bur he only confirmed that Mona was
failing in school because she was oo
often absenr, The same day T referred
mother and daughrer to our social
worker with the complete bedletrer
and a request: “Kindly explore the
family situarion™,

Two hours larer they came back with
the report: “Family relations are
good, no problems at home™. Home
visit is not possible due to lack of
TEATISHET,

I fidt helpless!

Srep 4, rowards improved
management was o know rhe
potentials and methods of our
consultants. Fortunately, by this rime,
I had been introduced to a new way
of thinking about patients and their
problems, in a book, called: “Family
Systems Theory in Medical

PATIENT STUDY

... Don’t worry, think systems

Pracrice™* After devouring this book,
I decided 1o give it a go, and
arranged for a family encounter. The
chance of success was small. T had
only read one book abour family
systems theory, T had no experience
with family meerings, no special
training in group discussions or
interview techniques, T was working
through a nurse-interpreter, who also
had no special training in paychology.
Drespire all this, T felr this was my last
chance 1o find our whar was going
on.

And rhis tme it worked?

Al family members came o the
hospital. They only knew that the
doctor wanted o see them to discuss
Mona's illness, 1 asked cach of them
to express their view abour her
illness, 1 eried to find out how and
when the illness started. Why was she
the only one who was ill# Flow did
that affect her position in the family?
Ar school? Whar were the reactions
of the family members when she feels
wieak! By probing and letting all

Cononuity of care is necessary

members give their opinions and
views, deeper issues slowly became
clear. What follows is a summary of
my findings.

Ar birth Mona was very ill. She
survived bur was always regarded as a
vulnerable child, needing continuous
protection by her mother. The alder
siblings were instructed not to be
angry with her or upsct her. She was
never physically punished by her
parents, even when she was very
disobedient. It she did become upset
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or angry, she was treated as an il
person, comforted and put 1o bed, Ar
school however, her mother could
not protect her. Mona received
physical punishment and started vo
fail due to illness. As long as she was
ill, she could remain safe ar home,
Thus a cvcle of failure-punishment-
illvess was developed. Her problems

Mona remained quiet and
distant, hiding behind her faine
smile

became more severe when one of the
teachers fractured the second
meracarpal bone in her left hand. She
failed standard 7 three imes becanse
she could not go back to this teacher.
Her illness also prevented her from
working or even visiting her friends.
Her parents accepted her illness
behaviour because they believed she
had a “weak constitution™. This was
it: abnormal family dynamics! Mona
cannot cope with aggression, and her
maladaptive behaviour was supported
by her family. T fele relieved and
stimulated. At long last (1 thoughr) 1
understood Mona and her illness
enough to be able to help her.

Srep 5in berrer management now
became: Don't worry! Think Systems,
and try the family approach.

In my inexperienced enthusiasm, |
proceeded during the same meeting
to share my insights with the family.
Initially, the family members reacted
with surprise, but gradually they
began to recognise the patterns 1
tried to describe to them and they
confirmed my hypothesis.

A4 Huisarsprakovk Okrober 1992



How now to change lite for Monas
Mona and her family had no idea. T
decided o give them some
SUEECsTions:

- from now on, treat Mona as you
wold trear the other chuldren,

- express love and concern for her by
stmulating her to become an
independent and responsible
person,

- treat her as an adult as much as
possible,

I reassured Mona that she was a
pertectly healthy person and thar
being emorionally upser is frequently
accompanied by the symproms which
she thought were due to illness.

I suggested to them that this was not
Mona's problem alone, bue thar ic
imvolved the whole family, They
should not expect quick resules
because this situation had developed
over a period of 17 years.

The family scemed relieved and
satistiod wich this ourcome;, Mona

If you ask questions, you get
a?mcrs and hardly anything
clse

even showed a real smile! This
session took 212 hours and left me
exhausted, but sarisfied; a
breakthrough had been achieved.

A Happy End:?

During the next months 1 saw Mona
and her mother toggether when the
mother had to come to fetch her anti-
asthmarics. Mother and daughter

PATIENT STUDY

. Don’t worry, think systems

seemed satistied with the new
direcrion life had taken for Mona,
She was missing less of school and
she helped more often with
houschold duties, Mona did not wane
to g0 back o the old days.

Then one afternoon she presented to
our OPD with the story that her
father had arrived at home with a
voung woman. He announced that
this was to become his second wife,

Try the family approach!

Mother reacted furiously and
stormed out of the house, wheezing,
It appeared that over the past few
months her parents were having
miariral conflicts in increasing
frequency. “What is really
happening!™ I thought. By
encouraging change in the status of
Maona I probably had deranged che
family homeostasis, Concerns for
Mona might have had a peace
keeping function in her parents’
marnage, Monas “recovery” removed
a major distraction from their
sml::ldr.:rmg, conflices. Thus, they were
forced to face each other directly,
with open fighes as a resule.
Unacknowledged manral discord had
1o be acknowledged afrer my
intervention.

I asked mvself: is this a negative
development? T would argue: Mot
rcally. Open conflicts may be solved
more easily than unacknowledged
disagreements. Dunng the following
months, family life slowly sertled
down again (without the second
wife), But, I agree, all the work has
not yet been done. Every action has
consequences; the goal is to
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| anticipare them, and not to be taken

by surprise,

S0 o my last discovery,

Step 6, towards better management:
familiarise vourself with basic family
therapy rechniques.”

Your fimifies are worth it!
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