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COMMENT

Emotions and their management may be one of the 
most relevant yet least examined issues in medicine 
today. Emotions are physiological events which, 

when mismanaged or avoided, can be somatized into adverse 
health and behavioral consequences in both patients and 
healthcare providers. High rates of somatization into various 
body systems and destructive health-rated behaviors lead 
to enormous healthcare costs, long wait lists and frustrated 
physicians. Recent diagnostic and treatment advances allow 
us to identify and manage emotional processes in a broad 
range of patients. Moreover, specific education about emo-
tions may allow physicians to better self-manage in the face 
of an increasingly challenging professional life. 

Diverse research has shown that emotions are specific 
physiological processes with neurobiological bases. Specific 
emotions have observable neurobiological patterns and so-
matic pathways. For example, rage, according to videotaped 
large case-series research, is experienced as heat that rises 
from the abdomen to the chest and to the arms with energy 
and an urge to grab or do some form of violence. However, 
a whole range of anxiety, somatic symptoms, and behavioral 
disorders may take place when such strong emotions are 
mobilized but obstructed.1  The neurobiological substrates, 
locations and functions of emotions are becoming clearer 
with recent neuroimage-based research.2  

Research shows that when emotions are somatized or 
translated into somatic symptoms, health and well-being suf-
fer. Patients with somatization frequently attend the doctor’s 
office or Emergency department with vague distress, a broad 
range of somatic symptoms or the sequelae of years of self-
neglect. They present at high rates with symptoms related 
to each bodily system including respiratory, cardiovascular, 
gastrointestinal, musculoskeletal, neurological and dermato-
logical systems.3  Patients with this problem also appear to 
have higher overall mortality.4  

The physician’s response to this presentation is often bio-
logical investigations, medical treatment trials and referrals 
to specialists who in turn are baffled and frustrated by the 
problems presented. One recent study found that roughly 
one quarter of all specialty consultations yielded no physi-
cal diagnosis. In this study, over one third of all cardiology, 
neurology and gastroenterology consultations and one sixth 
of surgery consultations had physical symptoms without 
any discernable cause.3  Specialists, as second or third con-
sultants, often feel compelled or pressured to investigate 
further with scans, endoscopies and other procedures, despite 
knowing from experience that the yield of such tests is very 
low.  One US study found that 84% of common presentations 
to an internal medicine clinic yielded no diagnosis despite 
expensive investigations.5  

Physicians and their patients, frustrated by a lack of either 
diagnosis or treatment, may then develop treatment misal-

liance, resulting in patient complaints and even lawsuits.6  
The physician, facing this and many other stresses, becomes 
more burned out, turning their own emotional reactions into 
somatic complaints, substance abuse and depression.7 

The good news in this otherwise discouraging scenario 
is that recent education, diagnostic and treatment methods 
hold promise in both managing patients with somatization 
and arming physicians with tools to manage a challenging 
professional life. 

Treatments that focus on emotions and how emotions are 
somatized have been developed to interrupt somatization 
and related destructive health behaviors. These treatments 
include Short-Term Dynamic Psychotherapy and generally 
result in decreased use of healthcare, medication, hospital and 
physician services. They result in cost savings compared to 
standard management when treating patients with emotion 
linked disorders such as irritable bowel syndrome. They also 
effectively treat patients with deliberate self-harm, anxiety, 
depression and personality disorders, all groups of patients 
with frequent somatic complaints and excess medical service 
use.9 

Intensive Short-Term Dynamic Psychotherapy, developed 
through videotaped research at McGill since the 1970’s, has 
specific methods to diagnose the physiological function-
ing of the emotional system. With knowledge of emotion 
physiology and an examination procedure, one can directly 
detect pathophysiological processes in this system. Thus, 
the emotional basis of health problems may, in many cases, 
be detected directly as opposed to by exclusion. Symptoms 
are often removed or reduced during the diagnostic process 
itself. This emotional process alone can reduce symptoms 
and the need to investigate and medicate in most cases. One 
can directly treat the emotional factors involved in these 
destructive cycles.1

Education programs focusing on emotional reactions, 
self-awareness and personal self-management have been 
studied and shown to be effective. In addition, medical stu-
dents involved in education programs using emotion-based 
videotapes, readings, preceptors, senior mentors and group 
discussions have been shown to have improved emotional 
self-awareness and well-being.9  In turn, the self-aware phy-
sician can then freely and consciously tune into emotional 
distress in a somatizing patient. Thus he or she may diagnose 
this process directly in his or her patients. As a result, he or 
she may prevent excess service use and complications of 
physical testing and treatment. The conscious physician may 
then recognize his patients’, his colleagues’, his students’ 
and his own emotional responses. He or she can then main-
tain and even augment the health of both the healer and the 
healthcare community.11

We are in a new era in medical education. The emergence 
of scientific information about the human emotion system 
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is changing the way we view health and health manage-
ment. Perhaps some of the delay in this information reach-
ing mainstream medicine and medical curriculum is due to 
the susceptibility of physicians to problems with handling 
emotions; this leads to blinding, various biases, shame and 
a tendency to burnout at unacceptable rates.6  This must be 
reversed through cultural change in our own ranks and sup-
port of ourselves through various modes of education. 

In conclusion, new information and research about the hu-
man emotion system provides us with both a challenge and an 
opportunity. Since we know about the existence of specific 
emotion physiology and the destructive effects of ignoring 
pathology in this system, as a profession we must act on this 
information. We are pressed to be conscious of our emotional 
responses to those we serve and those with whom we work. 
Moreover, we have the primary obligation to ensure that our 
own personal self, as a professional vehicle, is well honed 
and well cared for. We have the opportunity to pass on this 
component of self-knowledge to colleagues and to those we 
teach. Finally, we have the opportunity to improve the quality 
of care we provide and to reduce healthcare use through early, 
direct diagnosis of emotion-linked health problems.  
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