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Psychosomatics – how it should be understood 
nowadays

Bohdan Wasilewski

Summary

Some people still associate the term of psychosomatics with the past rather than with the present. Arti-
cles announcing the end of psychosomatics and the need to distinguish psychosomatic diseases are be-
ing published [1]. At the same time we observe reintroduction of psychosomatic out–patient consultations 
and psychosomatic wards to Polish health care system as well as establishment of wards for psychoso-
matic rehabilitation. The aim of the present publication is to provide medical doctors and psychologists 
who do not have close links with clinical and psychosomatic rehabilitation an up-to-date and accessible 
picture of the psychosomatics.

Psychosomatic therapy / Balint groups / contact with the patient / functional disorders / health- 
-related behavior

INTRODUCTION

Psychosomatics is a way of understanding 
medicine, a way of understanding health and 
disease – a holistic approach to therapy. Let us 
say that nowadays it is an antidote to practicing 
narrowly understood medicine of a pill-and-ap-
paratus. In our understanding it is a tradition in 
medicine based on the knowledge about how 
tightly the psyche, the body and the environ-
ment are interlinked and how this link is reflect-
ed by mechanisms and development of partic-
ular diseases.

A contemporary common conviction that “we 
are not machines which fix themselves on their 
own, we need drugs to recover” is a complete-
ly new thing, because generally we are exact-
ly machines which fix themselves on their own. 
We have a wonderful factory, still very little ex-

amined, which produces therapeutic substances 
which can keep us healthy for long years, fight-
ing for example with cancer. This factory main-
tains our health while being constantly exposed 
to infections, some worst bacteria, and only in 
unfavourable conditions its effectiveness col-
lapses. This moment, when the barrier is pene-
trated, is not random [2].

There are people who had functioned fantasti-
cally until suddenly a person close to them died, 
for example a second partner. After such event, 
they were swept off by a purely physical disease, 
which was triggered by the loss, by the psyche. 
Paradoxically, a similar mechanism is observed 
in the context of retirement. It is an event so long 
awaited that when it happens, it causes a huge 
change and puts an end to so many issues, which 
had kept one alive, that the body practically per-
forms an execution on itself. This leads to a seri-
ous disease or – sometimes – leaving this world. 
This mechanism results from psycho-physical 
integrity of human beings, who are united into 
one unbreakable system, which could be dis-
cussed extensively on the bases of scientific data 
[3, 4]. Every-day life provides many examples. 
When we are affected by a less significant psy-
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chic problem, we start having infections, flues, 
etc. There are however many links that one do 
not take into consideration in a normal life. Ne-
oplasm’s, for instance, constitute a specific type 
of medical conditions which are induced by the 
collapse of our immunity, to a large extent. Apart 
from being based on biology, the resistance of 
our immunological system, is based on the psy-
chic, and – as we know today – on the volition-
al factors. Will-dependant dimension of health 
and sickness are discussed at present.

As far as the treatment of cancer is concerned 
we know that people, who break down, do not 
believe in themselves and their capacities and 
lack spiritual support have much worse results 
in therapy and much faster course of disease. We 
also know that the appearance of cancer symp-
toms happens in special moments in life. The 
disease which had consumed someone for many 
years (or in shorter periods) reveals itself when 
one is depressed, when the problems accumu-
late, exactly when something breaks down in-
side. This mechanism is documented by research 
and new, yet confirmed knowledge.

People react to the surrounding situation. For 
example, when one is surrounded by a crisis and 
many things change in life, one would some-
times say that only the financial aspect become 
destabilised. If we look further however, finan-
cial specialists say that an ethical, moral crisis 
underlies the financial one. It is a crisis of hu-
manity in breakthrough moment, followed by 
organisational and financial difficulties. Tak-
en together, they create the phenomenon of cri-
sis, which consequently affects psychosomatic 
functioning. Thus a psychosomatisation of dis-
eases takes place. Not only does a doctor receive 
a patient whose leg or arm hurts, but a patient 
whose soul hurts most of all. Currently, the lone-
liness – feeling of being lost and abandoned – is 
the first disease treated more or less conscious-
ly by the doctors. All subsequent symptoms re-
sult from it [5].

DISCUSSION

One can ask a question why we do not apply 
the knowledge about the psychosomatic condi-
tions of health which used to be practiced for 
ages. What made us loose it in such a short and 

recent period? In historical terms shaman medi-
cine which has a history of a few hundred thou-
sand years and priest medicine of at least 10 
thousand years, constitute the roots of medicine. 
The contemporary drug-dominated medicine is 
just 100 years old, the antibiotics were discov-
ered at the times of the Second World War, so we 
face a completely new issue. Recently we have 
childishly revelled in the myth that people will 
replace God to some extent and that we can do 
anything. Generally according to this, if some-
one dies, there must have been a mistake and it 
has to be somebody’s fault.

We are convinced about somebody’s mistake 
because nowadays everyone must always be 
young, always beautiful and always healthy. 
This is supposed to be ensured by the antibiot-
ics and other drugs. In the Polish reality, it trans-
lates into a situation when an average patient 
above 60 years of age, who is treated by a fami-
ly doctor in an out-patient clinic in a city, takes 
more than 5 different types of drugs. Moreover, 
we consequently use many procedures even be-
fore a child is born. Even then, it experiences in-
tensive influence of artificially administered hor-
mones and other medical procedures. A child is 
influenced by hormones, then vaccinated and, as 
a result, the activity of natural defence mecha-
nisms is largely blocked from the very beginning 
and such person becomes artificially maintained 
by drugs. A similar interdependency is observed 
in the psychological and social dimensions of 
life. We are brought up in incubators and see the 
world though a TV screen. As consequence, psy-
chotherapists and psychoactive drugs become 
integral elements of a common life. This is not a 
scary vision; it is a new direction of civilisation. 
We just need to ask ourselves if this new direc-
tion should be implemented so extensively; is 
every activity rational. This question is very up 
to date because the medicine is a wonderful sci-
ence with humanistic traditions and, at the same 
time, it became an element of the industry. Un-
fortunately, in the cities the functioning of med-
icine looks like technological processes in a fac-
tory.

Yes, often contemporary medical procedures 
resemble a Ford assembly line, where every par-
ticipant of the production process deals with a 
car for a few seconds, places an element, mounts 
it, puts a stamp and the car moves on. It reflects 



 Psychosomatics – how it should be understood nowadays 43

Archives of Psychiatry and Psychotherapy, 2011; 3 : 41–48

a model medical approach, in which the pa-
tient is a passive object and has no partner who 
would be responsible for their treatment. He just 
deals with, yet another one, new specialist fix-
ing one organ, responsible for one diagnostic 
or therapeutic procedure. This model is simply 
failing. We just rushed into a badly blind alley; 
not because something in people failed, but be-
cause the medicine merged with a huge indus-
try. It is a source of employment for hundreds of 
thousands of people. It determines the picture of 
medicine and its functioning in practical terms. 
Insufficient financing of the health care system 
is to be blamed apart from the power of market-
ing and financial incentives. When the time and 
money lack, it is safer to prescribe a drug cov-
ering half the existing diseases and complete its 
activity with a drug which suppresses the psy-
che. It is even easier to do because still the con-
sequences of such practices are not covered by 
the medical procedures.

Moreover, if a doctor has 6-7 minutes per pa-
tient his or her possibilities of addressing psy-
chical aspects of the disease seem quite limit-
ed. In the reality however, it does not exclude a 
wider and effective contact with the patient. A 
very good book, which I hope to see translated 
into Polish, proves it: “6 minutes per patient” by 
Enid Balint and by a general practitioner Jack S. 
Norell [6]. The authors demonstrate how much 
can be done in these 6 minutes. They show how 
to manage the available time to achieve a per-
sonalised contact with the patient even in the 
most difficult circumstances. It is not only pos-
sible, but increasingly necessary, because – as I 
mentioned – the patients have changed. They 
are not just patients who want to get a specific 
medical issue solved, but individuals who expe-
rience many personal and social problems and 
want to share them with a doctor. Recent studies 
on interactions taking place in the general prac-
titioners’ offices show that more time is devoted 
to extra-medical activities than it is devoted to 
the strictly medical ones. As I mentioned, people 
come to see doctor for many reasons. They come 
because their health deteriorates in its biological 
aspect as well as in psychological and social di-
mensions. Diseases, which used to have a rap-
id and acute course, were experienced and then 
forgotten [7]. Now they have a chronic course. 
Recently, many diseases become chronic with a 

predominant psychosomatic element. In Euro-
pean countries health care becomes a public in-
stitution bound to provide services and to han-
dle issues beyond the scope of the classically un-
derstood medicine. This is how now a doctor has 
been transformed into a professional acting as a 
personal advisor, state official, social worker and 
only a bit a medical specialist.

The scope of administrative and social activi-
ties required from doctors broadens quickly. It 
changes natural proportions of practical med-
icine, especially some aspects of medical art, 
which are being increasingly robbed. This is 
where the psychosomatics play a role. It tries 
to maintain all the most valuable aspects of the 
humanistic tradition of medicine. This kind of 
medicine approaches the patient as a partner in 
the therapy. Doctor creates conditions for the 
recovery and patient practically manages the 
process of the recovery. For ages, the patients 
were taught how to maintain their health and 
performed the majority of therapeutic activities. 
Doctor mainly assisted them and supported in 
difficult periods [8].

Now these roles seem to be changing, giving 
all initiative to medicine confronted very often 
with a passive resistance on the side of the pa-
tients. Psychosomatics struggle to maintain bio-
logical and psycho-social influences within their 
right proportions, even for purely economic rea-
sons. The Germans, for example – who are very 
down to earth at calculating what is value for 
money, what is worthless and what costs what 
– calculated precisely, that the model adopted 
from the US and practiced by us simply costs 
enormous money [9]. That is why they main-
tain psychosomatics at a very high level with 15 
thousand beds for psychosomatic patients.

The practice of Polish medicine is that pa-
tients circulate between many different special-
ists, each of whom limits his or her activities to 
a particular organ according to their specialisa-
tion and tries to limit their dealing with other is-
sues because they already feel overloaded in all 
spheres related to finance, working hours and 
competence – expectations about their skills and 
knowledge which their never acquired. Within 
presently applied specialisation-based medicine 
the problems which exceed the competence of a 
particular doctor are referred to different special-
ists. One forgets that even if there was a doctor 
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specialising in treatment of the tip of left ear, he 
or she cannot stop being a medical professional 
from whom one can expect a holistic treatment. 
There is a pool of information and medical skill, 
which cannot be lost. Not only does it cover the 
internal medicine or general medicine, but also 
it adds an element of psychosomatic influence 
and the knowledge about functional disorders 
which constitute a psychosomatic compound of 
the medicine. This knowledge is taught at med-
ical universities together with a thousand of ac-
ademic things, i.e. it’s a 501st or 1501st piece of in-
formation hammered into students’ heads next 
to the sequence of chromosomes and different 
proteins at the end. Students leave medical stud-
ies equipped with all this huge and little useful 
knowledge. Training programmes for medical 
doctors are very little oriented at acquiring skills 
on how to practically apply medical knowledge. 
Every doctor should acquire skill of using their 
intuition regarding the situation and the patient, 
consonance with the patient, the ability to read 
their emotions and problems [10, 11]. Every doc-
tor has to be a psychologist even in a minor de-
gree. Even hidden behind an apparatus a doctor 
has to be a psychotherapist too. Most of all how-
ever, a doctor has to be an internal medicine spe-
cialist. All specialisations include internal med-
icine, which after 10–15 years of not being prac-
ticed, is lost. Health professionals, who lim-
it their practice to cutting one type of muscles, 
abandon medicine and cease to be doctors.

It is vital to keep up with the progress in med-
icine and maintain this ability to be a doctor.  
I often say that the psychosomatics is, of course, 
specialist knowledge, but it encompasses an 
immense scope of psychosomatic information 
witch every doctor should have. One cannot 
depart from medicine and lose its humanistic 
achievements developed through thousands of 
years. This approach does not contain any ex-
aggeration and it is fully in line with patients’ 
expectations. Moreover, there are many proofs 
showing that strictly medical activities have lim-
ited influence on health. The scope of their influ-
ence is estimated at nearly 5%. The main driv-
ing factor of good health is lifestyle – the kind 
of health-related behaviour. Either someone 
is able to convince patients, understand them, 
make them an ally and get them to cooperate 
in the treatment, or this doctor’s treatment fails. 

Therefore, we see that, for example the citizens 
of	South	Korea	have	greater	chance	for	longer	
life than the citizens of the USA although South 
Korea	spends	5	times	less	money	on	health	care	
than	the	USA	[12].	People	in	South	Korea	live	
longer and are healthier than the Americans. The 
approach discusses in this article is at the source 
of this difference. What counts, is not only in-
vestment in equipment, not only development 
of complicated hospital procedures. They are, of 
course needed to solve a certain margin of very 
difficult technical problems encountered during 
the treatment by the specialists, but not by the 
100 thousand doctors whom we meet on prac-
tical terms. These doctors must have a gener-
al medical and psychological knowledge apart 
from their specialist knowledge and be able to 
encourage the patient’s will to live, will to fight 
the disease [13, 14]. Because despite all the drugs 
if someone gives up and looses the will to live, 
they practically sink down. Do not let ourselves 
be misleading by the fact that we have wonder-
ful achievements in narrow domains like trans-
plantology, construction of artificial organs – all 
of which excites us very much. These achieve-
ments influence however only promiles of pa-
tients, as compared to the huge number of issues 
(stomach diseases, followed by colon diseases, 
then – skin problems, mental conditions, spinal 
pain and finally, a person suffers from every-
thing). This is how we create patients of which 
one is able to fill cabinets of 30 specialists where-
as they could be treated by one doctor who can 
exactly treat at the same time the body and the 
soul as they are tightly linked together [15].

In order to make a point about the impor-
tance of psychosomatic problems I shall present 
the hierarchy of the related issues. The first, the 
broadest issue is the psychosomatic compe-
tence of doctors, general practitioners and doc-
tors of many basic specialities. This competence 
is a priority. The second issue is related to spe-
cialist treatments which are in the scope of psy-
chosomatics – the specialist out-patient clinics 
and psychosomatic wards as targeted units. Af-
ter the Second World War Poland made a good 
start. Before the war we had out-patient consul-
tations and wards which survived the times of 
war,	for	example	a	unit	of	Professor	Kazimierz	
Dąbrowski,	which	was	a	very	interesting	place.	
It was located near Warsaw and had branches in 



 Psychosomatics – how it should be understood nowadays 45

Archives of Psychiatry and Psychotherapy, 2011; 3 : 41–48

other locations for treatment of psychosomatic 
and neurotic symptoms. This structure survived 
up to the beginning of ideological pressure on 
medicine started at the beginning of the 1950’s. 
In this period all psychodynamic directions in 
medicine were attacked together with the psy-
choanalysis and psychotherapy. Some professors 
working in these domains were forced to burn 
their own texts and notes at home. Although in 
Poland the pressure did not lead to elimination 
of clinical psychology, as in many other social-
ist countries, we had to go through a very diffi-
cult period and struggle to survive. The attempts 
to fight psychosomatics continued until recent-
ly, totally despite the broad acceptance of this 
domain in other European countries. For many 
years, the National Health Fund (NFZ) did not 
fund psychosomatic services, which resulted in 
many clinics having to change their name just 
to be able to continue their work at all. Psycho-
somatic rehabilitation came to Poland as late as 
in 2004 and today, thanks to Social Insurance In-
stitution (ZUS), there are about 1000 beds avail-
able in psychosomatic wards, located mainly in 
spa hospitals throughout Poland. It is impor-
tant that psychosomatic rehabilitation helped 
to limit the increase in the number of pensions 
(in Poland this number is catastrophic). Poland 
has doubtful right be proud of its leading global 
position in the number of pensioners. The sec-
ond positive change in Poland is that the Nation-
al Health Fund (NFZ) again started to finance 
the psychosomatic services which are provid-
ed in the psychosomatic wards and out-patient 
consultations. Acceptance of the activity of psy-
chosomatic wards and clinics is a big progress, 
though the activity of such units is understood 
as similar to psychiatric treatment, which is a 
specifically Polish approach. In Poland the de-
velopment of medical services corresponding to 
German psychosomatics will take some time. In 
Germany psychosomatic services are based on 
the internal medicine with the crown of psychi-
atrics, in Poland it is the contrary. Whatever it is, 
though, a negative trend has been broken main-
ly because both the medical environment and 
the European administration noticed non-func-
tionality of the present situation and the need 
for a new approach to practicing medicine [16]). 
New opinion of the World Health Organization 
(WHO) contributes to this change. It estimates 

that psychosomatic disorders will be the main 
health problem in 2020. For Poland this favour-
able to psychosomatics change can be compared 
to no longer drifting away from Europe. Stop-
ping and having a lot to do: setting a formal way 
of teaching the narrow specialisation of psycho-
somatic therapy and rehabilitation and extend-
ing the scope of psychosomatic training during 
medical studies and specialist training [17].

The most important task, which needs to be re-
minded of, is to keep changing the main core of 
medicine, i. e. the family medicine and basic spe-
cialisations, apart from having specialised units, 
which help to clarify diagnostic doubts and sup-
port in diagnostically difficult cases, where a co-
operation of psychotherapists, psychologists and 
general practitioners is needed. Practical steps 
to widen doctors’ competence in the psychoso-
matic and psychological aspects of their prac-
tice most often are made in a form of symbiotic 
actions. Polish Chamber of Physicians and Den-
tists started to train doctors in order to prevent 
professional burnout and to provide them with 
additional psychological training to some extent. 
This activity is however very limited, without 
major impact on the overall situation. Although 
all medical professional representing their re-
spective specialisations consider their fields to 
be the most important, the priority should be 
given, with no exaggeration, to activities aim-
ing at introduction of medicine which would in-
clude psychosomatics. There are issues beyond 
the interests of particular specialisations. Sav-
ing the core of medicine and its human face - is 
such a matter [18].

Apart from the medicine as such, there is an 
analogical problem of managing education of 
psychologists. Now, many new psychologists 
entered the market. There are at least 10 thou-
sand people who want to practice therapeutic 
psychotherapy in Poland, most often they are 
without appropriate qualifications. They often 
lack the qualifications to conduct treatment but 
they can contribute greatly to prevention, by cor-
recting less advanced symptoms in patients be-
fore they fully develop the disease, provided 
that such patients receive additional treatment. 
In Germany, for example, there are 15 thousand 
beds in psychosomatic wards. In Poland, if we 
functioned according to German standards, we 
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would need to have at about 7–7.5 thousand 
beds in psychosomatic wards.

In the Psychosomatic Association which is 
a part of the Polish Medical Association, three 
years ago we made estimations concerning the 
number of beds available to psychosomatic pa-
tients. It was a very difficult task because many 
wards dealing with psychosomatics had changed 
their names in the attempt to survive. We found 
54 health care units which, despite unfavourable 
conditions in the past, still emphasised the psy-
chosomatic activity in their names. On the bas-
es of the estimates, I can say, that there are 1000 
beds for patients with psychosomatic disorders, 
the vast majority of which is located in the wards 
of psychosomatic rehabilitation. This number of 
1000 beds available for psychosomatic therapy 
and rehabilitation reflects the present situation 
in Poland. The number includes various types 
of wards oriented at psychosomatic treatment, 
which is not reflected in their names. There are 
also wards which are called psychosomatic but 
in the reality, they treat patients suffering from 
psychiatric diseases who have a psychosomatic 
problem, which is a completely different kind of 
treatment. The existence of these wards results 
mainly from the fact that in big psychiatric hos-
pitals admitting sometimes even thousands of 
patients there are also patients suffering from 
serious internal diseases who also require some 
psychiatric treatment. Sometimes wards called 
“psychosomatic” have little to do with the psy-
chosomatics in the approach we discuss. There 
are some psychosomatic out-patient clinics and 
some specialised professionals. Nevertheless, the 
psychosomatic rehabilitation and some prelimi-
nary actions undertaken by the National Health 
Fund together with some openness from the part 
of the psychiatric environment constitute only 
beginning of positive changes. Still, despite at-
tempts by the psychosomatic associations, Polish 
medicine do not meet European standards of 
psychosomatic approach to therapy and preven-
tion, and unfortunately, we pay for this.

The Polish Insurance Institution (ZUS) made a 
noticeable step in lowering a tendency of people 
to “run away” into pension scheme. Even 37–
38% of patients who underwent 24-day psycho-
somatic rehabilitation leave the pension scheme. 
It is a significant result, but still it relates only to 
a small part of people who qualify for such treat-

ment. There are some clinics and university di-
visions which specialise in psychosomatics, yet 
they do not influence the overall state of pub-
lic health. I expect that with greater openness to 
Europe, some measure will be implemented for 
this purpose and psychosomatics in Poland will 
see its golden age. Besides, finally someone in 
Poland will start to calculate long-term conse-
quences of short-term actions.

The settlement of payments for health care 
services by the National Health Fund is still 
done mostly on the basis of the quantity, not 
the quality. The example of Taiwan is very in-
structive. In Taiwan the rule that “money follow 
the patient” was implemented very consequent-
ly. As a result of this determined move 400 hos-
pitals out of 1000 went bankrupt. Later analy-
sis showed that it was not because of economic 
standing or level of equipment, but exactly be-
cause of the week contact with the patient, pa-
tients lacking sense of security, not participat-
ing decision-making, lack of problem-solving to-
gether with the patient and insufficient informa-
tion to the patient. Hospitals which neglected 
the psycho-social part of the treatment became 
insolvent and were closed down. If we did the 
same in Poland a similarly big share of hospitals 
would go bankrupt not because they are week 
in terms of technology or equipment, but be-
cause in some hospitals patients experience un-
friendly treatment; their problems and diseases 
are not treated in a friendly manner and because 
of this - become chronic. The hospital is proud 
of its good effects but the patient is discharged 
with a disease which becomes chronic for vari-
ous reasons. In hospitals patients either experi-
ence a trauma which they will never be able to 
get over with or become infected with bacteria 
and require another treatment and consequent-
ly becoming unable to work.

The psychosomatic knowledge is useful in 
every-day practice, for example, with a frequent 
problem of headaches. In classical migraine head 
pain constitutes a majority of elements. Migraine 
covers a very specific group of symptoms relat-
ed to muscle contraction. The majority of pain 
symptoms located in the head has a psychoso-
matic background and they become complet-
ed by organic changes, for example, in vessels. 
This leads to other symptoms and very often, the 
disease itself is accompanied by the complica-
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tions related to chronic use of painkillers and de-
pendence on sedatives – two distinct problems. 
The patient’s head hurts because he or she did 
not take the pill and because there still are – as 
there have always been – unresolved psycholog-
ical problems which originated the headaches. 
The headaches which may be very problematic 
are sometimes the realisation of patient’s hidden 
intentions. For instance, a woman who is afraid 
of getting pregnant starts having authentic head-
aches before the intercourse. A fear of malfor-
mation, pain or pregnancy is transformed into 
a completely different and physical symptom. 
The fear of sexual intercourse is sometimes the 
triggering mechanism when it results from the 
fear of getting pregnant. There are other wom-
en then those who treat headache as a smart ex-
cuse for not having sex, there are those who have 
very real and strong headache when faced with 
a possible sexual contact. Their pain is caused by 
a psychosomatic mechanism triggering patho-
physiological mechanisms which originate pain. 
Another example of symptoms which start in 
a situation of tension is accumulation of stress 
in the muscles, especially, muscles of the nape 
of the neck and, generally, muscles surrounding 
the spine. These are very substantial tensions, 
up to hundreds kilograms and they cause de-
formations of the spine. Some people experience 
a feeling of having a massive lump of muscles 
on their neck after coming back from work; it is 
like an iron band clutching the shoulders and 
the neck. The neck becomes forced by the mus-
cles into the spine. It lasts 24 hour per day. The 
muscular tension during the night causes con-
gestion and pain symptoms in the neck, nape of 
the neck and more specifically, the spine. These 
functional symptoms are accompanied by a lo-
cal inflammation, which causes complications in 
the course of the disease. A chronic inflamma-
tion leads to bone concretion in the neck spine. 
The concretion increases pressure on the blood 
vessels located in this part of the spine.

Multiple allergies are subject to the same 
mechanisms. Some patients have genetically 
based immunological disorders. There are al-
lergies to particular chemical compounds or to 
dust or house dust mites. The degree of reaction 
depends however on the mental wellbeing. Pa-
tients with a moderate allergy do not experience 
the symptoms at all as long as they are in a good 

shape. When their mental condition begins to 
worsen the allergy exacerbates and it develops 
fully becoming a severe condition.

CONClUSION

We need some preliminary information to 
speak about the psychosomatics in a structured 
way. In diseases with a predominant psychoso-
matic component the psycho-social part domi-
nates and the somatic aspects yield to the sec-
ond plan. Such diseases cannot be cured with-
out providing for a professional and consistent 
treatment of the first, psycho-social component. 
In every infection, even flu, psychological fac-
tors have their share and they influence both the 
occurrence and the course of the disease. There 
is always a kind of psycho-social overlay on a 
purely physical disease. In some situations this 
overlaying compound may become dominat-
ing. For example, somebody’s life was trauma-
tised when he broke his leg and lost his job and 
then the leg becomes a catalyst of a deteriora-
tion of his health. Clients of medical cabinets are, 
in a way, produced by the life itself: by medi-
cal system, by personal situation. Such diseases 
are originated by a psychosomatic factor and af-
terwards have mainly somatic symptoms. There 
are also contrary situations when purely phys-
ical diseases give mainly psychosomatic symp-
toms in its course [19]. Such clinical cases have 
to be treated by psychologists and psychiatrist. 
The best option is – like in Germany – when doc-
tors are competent in treatment of both elements 
and do not refer patients to 10 different special-
ists. They do not say: “you must be a psycho, 
go somewhere else”. They do what needs to be 
done. The doctor simply has to be able to deal 
with such situations because they are not excep-
tional but common. Because of that, in Germa-
ny for example, a special requirement was intro-
duced. In order to enter any specialisation, even 
surgical, doctors are obliged to undergo a mini-
training of 80 hours, learning psychosomatic 
skills how to come in contact with the patient. It 
is called Psychosomatische Grundversorgung, 
i.e. the ability to perform basic psychosomatic 
care and doctors have to acquire it in order to re-
ceive their medical license [20]. Doctors of inter-
nal medicine, family doctors or sick fund doctors 



48 Bohdan Wasilewski

Archives of Psychiatry and Psychotherapy, 2011; 3 : 41–48

– as they are called there (doctors working for 
National Health Fund) – not only have to prac-
tice medicine but also participate in profession-
al trainings and psychotherapeutic meetings, the 
Balint groups, where doctors – surgeons and in-
ternal medicine doctors – discuss the cases from 
psychological perspective [21, 22]. Studies dem-
onstrated that without these activities doctors 
do not treat patients well and they accumulate 
toxic sediment themselves which gives way to 
serious psychological and physical consequenc-
es, called the “burnout syndrome” [23]. It con-
stitutes now one of the most serious threats in 
the medical professions and other assisting pro-
fessions. In Poland psychosomatics seem to be a 
hobby undertaken after coming back from the 
second job or the third job, practiced to acquire 
some psychology, some humanity. In Germany 
it is an obligation.
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