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The Ghosts

In a landmark article titled ‘‘Ghosts in the Nursery,’’

psychoanalyst and social worker Selma Fraiberg

wrote that unresolved issues from the conflicted pasts

of some parents complicate their interactions with

their own young children. As she stated, ‘‘In every

nursery there are ghosts. They are the visitors from

the unremembered past of parents, the uninvited

guests at the christening.’’1 Several years of research

on adverse childhood experiences (ACEs) has shown

that early experience with abuse and neglect, parental

discord or mental illness, and other forms of family

dysfunction can lead to physical and mental illness in

adulthood.2 In addition, recent research has shown

significant associations between ACEs and fear of

pain, pain itself, and pain facilitation.3

Adverse childhood experiences are known to be

related to insecure attachment style in adulthood.4,5

These ‘‘ghosts,’’ both remembered and unremem-

bered, often manifest themselves as anxious or

avoidant adult attachment styles. This can affect not

only health care utilization but also relationships with

residents, fellows, and attending physicians, and can

potentially hinder effective working relationships. For

example, in a study of patients with chronic pain,

preoccupied attachment style, a form of anxious

attachment, was associated with greater than weekly

pain-related visits at 12 months’ follow-up, even after

controlling for depression, catastrophizing, and pre-

treatment pain-related health care utilization.6 And in

a study of women with breast cancer, patients

recalling abuse in childhood were far less likely to

feel fully supported by their surgeon than those not

recalling abuse. Additionally, the surgeons, unaware

of the abuse history of these patients, reported greater

difficulty with patients who recalled abuse than with

nonabused patients.7

It should be remembered that trainees and physi-

cians may have their own ghosts that they bring to

encounters.8 Trainees should learn how their own

ACEs and relationship styles contribute to the

physician-patient relationship, so they can meet the

patients where they are and manage their own

feelings. This will help them build a better working

relationship with their patients.

The Exam Room

Residents and fellows may be unaware that some of

their frustration with patients who lack resilience is

due to the presence of such patient ‘‘ghosts.’’ Learning

about a patient’s challenges with previous relation-

ships, particularly those in their family of origin, can

help physicians better understand the sources of

problems in their relationship with patients and may

help them to avoid replicating problematic dynamics

from their patients’ pasts. Trainees often fear ‘‘inflict-

ed insight’’—that asking about a person’s past may

trigger painful experiences that will cause them to

decompensate.9 Physicians may worry that if their

patient does get upset, they won’t know how to

handle it. Yet, there is no evidence that this is the case.

Most patients are comfortable being asked about

ACEs and believe that their clinician is able to help

with problems associated with ACEs.10 Knowing the

attachment style of patients along with their history

of trauma may be useful for physicians and others in

their treatment of patients and improvement of

clinical outcomes.11,12

Deriving Well-Being From Patient
Relationships

Knowledge of the patient’s ACE history may also help

trainees feel more engaged with and connected to

their patients and less frustrated when interpersonal

challenges arise in their care. Research on the social

neuroscience basis of compassion suggests that

empathy and compassion are modulated by the ability

to engage in several interpersonal processes, including

the ability to imagine another’s perspective. They also

require self-compassion and self-care.13 Being com-

passionate and finding meaning in one’s work

contributes to self-care. One study exploring what

physicians find meaningful showed that they most

often value ‘‘moments of connection’’ resulting fromDOI: http://dx.doi.org/10.4300/JGME-D-20-00195.1
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‘‘being moved by their patients’ humanity.’’ While

these physicians valued making a difference in some-

one’s life, they described such opportunities not as

‘‘brilliant technical interventions,’’ but rather as

situations in which the physicians themselves were

the ‘‘principal therapeutic agents.’’14

Clearly, the above processes are interdependent,

and they are most likely to occur when physicians are

able to see things from their patient’s point of view.

Sometimes this is difficult because patient perceptions

can be driven by broad contextual issues, and some

might even be unconscious, hidden from the patient

themselves. Thus, developing empathy for complex

patients requires the ability to hypothesize or imagine

what might be happening with a patient and within a

physician-patient relationship when there is insuffi-

cient evidence to draw clear causal connections.15

Moving Forward

In addition to resident self-awareness and cultivating

empathy for the patient, the entire health care team

must also be included in the work of understanding the

patient’s perspective and managing the dynamics that

can contribute to burnout and a lack of empathy across

the entire team. Multidisciplinary team meetings can

also combat burnout by allowing protected time for

residents to discuss difficult or challenging cases and by

providing space for team members to offer support and

exchange vital information.16 These may offer the

opportunity for role-modeling empathy and self-aware-

ness as well. Another study examining the well-being of

the health care team noted that team members’ ability

to authentically connect with patients was ‘‘crucial for

generating emotional energy’’ when caring for a

patient.17 Reflective practice groups, including Balint18

and narrative medicine groups,19 encourage imagining

clinician-patient relationships from the viewpoints of

both patient and physician, and have been shown to

increase practitioner job satisfaction.20

It is likely that some residents exhibit empathy

more naturally than others. However, many learn

empathic practice by observing the practice of a

skilled mentor. We believe that demonstrating to

residents a faculty’s self-knowledge of issues in their

own family of origin, their own ‘‘ghosts,’’ as well as

their effort to gain knowledge of their patient’s family

history, can simultaneously help residents facilitate

greater empathy for their patients and enhance their

own well-being. To do this requires faculty to share

some personal history with the residents and give

appropriate examples of how the dynamics of their

family of origin relationships have affected their

interactions with patients. The essential elements of

the knowledge and skills that are useful in this process

are presented in the BOX.

Perhaps one solution would be more purposeful

exploration of patient backgrounds through ACEs

and attachment surveys. Having some knowledge of

the dynamics of the patient’s family of origin can help

residents and attending physicians better understand

the patient’s style of relating and how this may affect

their interactions; this knowledge can help the entire

team feel more adequate and less burned out in the

care of their patients.21 Clinicians bring their own

personal histories to their encounters with patients,

and the self-knowledge and awareness of their own

pasts may contribute to more empathic responses to

their patients, and hence their own self-care and well-

being.21 As one medical student reflecting on her own

negative experiences with medical providers stated,

‘‘Pain wants authenticity.’’22 Perhaps by reflecting on

our own pain, we can be more authentic with others.
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