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homas Paine, the famous pamphleteer of the Ameri-
can Revolution described the era as “These are times
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The American health care delivery system is undergoing a rapid and substantive change. Health
care providers are now expected to depart from their traditional role of healers of the sick to a more
comprehensive one of including maintenance of health as well. Incentives are being put in place to
encourage physicians to interdict disease at its early, more curable stage and to detect and treat previ-
ously unrecognized or underrecognized conditions. Research indicates that there is a great need in the
area of mental heath. In order for primary care practitioners to recognize patients who have mental
health problems with some facility, it is recommended that they employ the BATHE technique for de-
veloping a psychosocial history. This technique will enable primary care practitioners to succinctly
and efficiently uncover psychosocial problems while at the same time to lend support to patients as
they attempt to come to grips with these issues.

nance of the health of populations as opposed to concen-
tration on the treatment of an individual patient’s disease.
This paradigm shift has been manifested by a movement
from inpatient to outpatient, to ambulatory management
of patients (and the concomitant de-emphasis on hospital-
ization), to the imposition of “financial risk” on the actual
providers of services, and to global- or population-based
reimbursement for health care services. Figure 1 portrays
the changes involved as we move from our traditional
“fee for service”-dominated system to one that is driven
by the notion of “accountable care.”

Clinicians are encouraged to intervene early at the fre-
quently more curable stage of diseases. They are also ex-
pected to deal efficiently and effectively with patients’
problems that in the past were virtually ignored because
there was no incentive to aggressively ferret out and treat
these conditions. For instance, in the mental health arena,
the Medical Outcomes Study2 provided substantial evi-
dence that depressive disorders are often untreated at the
present time, and there is compelling evidence that these
disorders are frequently underdiagnosed also. The study
reported on the use of minor tranquilizers and antidepres-
sants in 634 patients with a current depressive disorder or
depressive symptoms who visited general medical clin-
icians, psychiatrists, psychologists, or other therapists. Of
these patients, 59% were receiving neither an antidepres-
sant nor a minor tranquilizer, while 12% were taking an
antidepressant only, 19% were taking a minor tranquilizer
only, and 11% were taking both types of medications. It
was determined that 23% of these patients used antide-
pressants, while 30% used minor tranquilizers despite the
unproven efficacy of minor tranquilizers for depressive
disorders. In addition, of patients using antidepressant
medications, 39% were receiving subtherapeutic doses

T
that try men’s souls” (Common Sense, January 1776).
Seventy-five years later, Charles Dickens proclaimed in a
Tale of Two Cities, “It was the best of times, it was the
worst of times.” In the more recent past, the controversial
vocalist Bob Dylan penned and sang the popular “The
Times They Are Achangin” in an album of the same name.
As true as any of these comments were relative to those
respective societies, the same can be said today about the
practice of medicine in this country. “American medicine,
although undergoing evolution, now faces changes of a
magnitude that has never before been encountered.”1 Up
until now, “I’m a doctor, I take care of sick people,” has
been axiomatic to the American health care delivery sys-
tem. But we are well into the 90s, and many axioms are
being called into question, not the least of which is the one
that has formed the base for the system of health care de-
livery in the United States. Physicians’ practices are now
expected to focus on prevention, screening, and patient
education as the traditional therapy of disease becomes a
more distant consideration. The evolving health care de-
livery system seems to have as its endpoint the mainte-
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regardless of the specialty sector treating them.2 Katon et
al.3 observed in another study that “among a sample of 119
distressed high utilizers of primary care, 45% of patients
evaluated by a psychiatrist as needing antidepressant treat-
ment had been treated in the year before the examination.
However, only 11% of the patients needing antidepres-
sants had received adequate dosage and duration of
pharmacotherapy.”3(p67) In still another study in which
Stokes4 investigated “a primary care perspective on man-
agement of acute and long-term depression,” he observed
that “the frequency of presentation of patients with clinical
depression at the primary care physician’s office is in
sharp contrast to the frequency of the diagnosis of depres-
sion made in these same patients.”4(p75) All of this occurs
despite reasonable evidence that in mental health, as well
as in medicine in general, recognition and early interven-
tion can improve a patient’s quality of life and can con-
serve health care resources in the process. Considerable
effort and energy is expended by physicians in attempts to
identify such conditions as coronary artery disease, can-
cer, and AIDS, whereas mental health disorders, in gen-
eral, and mood disorders in particular are frequently over-
looked. Compounding this problem is the reality that
many effective treatments are available for mood disor-
ders, whereas coronary artery disease, cancer, and AIDS
have, at best, a variable response to therapeutic interven-
tions (Table 1).

But why then do we physicians not deal effectively
with psychosocial problems when they account for a sig-
nificant portion of our practices at a time when there is in-
creasing emphasis on the efficient practice of medicine? A
case could be made that the complexity of psychiatric con-
ditions contributes significantly to the problem. As Zal ob-
served in an article on diagnosing and treating generalized
anxiety disorders, “anxiety and its frequent somatic mani-
festations may be symptoms of many medical and psychi-
atric conditions.”9(p19) Certainly this is the case with many
psychiatric disorders, anxiety included, but I would submit
that a goodly portion of the problem originates with the

medical education process itself. Since the famous Flexner
Report of 1910,10 American medical education has been
linked to the scientific method of scholarly inquiry. Reduc-
tionism prevails as the dominant research and practice
methodology, which results in a system that has become
more and more subspecialized in its orientation. This is a
wonderful approach for problem solving in the biomedical
sphere, but it has left the medical education system bereft
of most inquiry into the psychological (with the exception
of psychiatry) and the social dimensions of patients. Thus,
contemporary medical practitioners have become very
good at dealing with exotic diagnoses, high tech medical
practice, in an organ system orientation, at the expense of
dealing effectively with undifferentiated patient problems
heavily laden with psychosocial baggage. Sadly, we have
not come very far since the White et al. landmark study11

of “The Ecology of Medical Care” in 1961, which demon-
strated that “data from medical-care studies in the United
States and Great Britain suggest that in a population of
1000 adults (sixteen years of age and over), in an average
month, 750 will experience an episode of illness, 250 of
these will consult a physician, 9 will be hospitalized, 5 will
be referred to another physician and 1 will be referred to a
university medical center. The latter sees biased samples
of 0.0013 of the ‘sick’ adults and 0.004 of the patients in
the community, from which students of the health profes-
sions must get an unrealistic concept of medicine’s task in
both Western and developing countries.”(p891) To its credit,

Figure 1. Evolving Health Care Delivery System*

Table 1. Recognition and Treatability of Mood Disorders and
Other Major Illnesses in Primary Care

Mood Coronary
Disordersa Heart Diseaseb Cancerc AIDSd

Recognition Rate Low High High High
Treatability High Variable Variable Variable
aData from reference 5.
bData from reference 6.
cData from reference 7.
dData from reference 8.
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the medical education system is scrambling to rectify, at
least to some degree, this problem. Since the introduction
of the American Board of Family Practice in 1969 and for-
mal training programs in family practice (which from the
outset required a significant outpatient experience and a
designated family medicine center), the American medical
education system has moved to incorporate more and more
ambulatory experiences into the process of undergraduate
and graduate medical education. Although some individu-
als in the medical education as well as the health policy
arenas consider this to be “too little too late,” nonetheless
substantive changes are under way that will certainly rep-
resent an improvement over making no changes at all.

However, it is noteworthy at this juncture that patients
themselves also seem to play into this situation by virtue
of the way they report “illnesses” to their physicians. Zung
et al. reported in the Journal of Family Practice that “clini-
cally significant depressive symptoms are highly prevalent
in primary care patients; however, depression is an infre-
quent patient complaint.”12(p337) In other words, even pa-
tients seem convinced that they need to legitimize their
visit to a physician by presenting with an organic com-
plaint, which is really only a manifestation of an
unmentioned, underlying psychodynamic dysfunction.
Physicians who treat only the complaint effectively turn
off the alarm while the fire rages unchecked.

Dealing with all these issues and predispositions in the
time-compressed environment of a primary care practice
is, at the least, a monumental challenge. The question be-
comes: How do we direct the efforts and energies of the
frequently hassled and harried primary care practitioner in
such a way that, as part of his/her daily practice pattern,
the practitioner will be able to identify psychodynamic
problems? Dr. Marian Stuart and I, in our book The Fifteen
Minute Hour: Applied Psychotherapy for the Primary
Care Physician, propose a system that we feel satisfies this
need.1 The cornerstone of the system is the BATHE tech-
nique that is employed as part of the history-taking portion
of a patient encounter. The technique itself is a system of
inquiry that delves into psychosocial issues in a sequential
and logical but brief fashion to get at the information the
primary care practitioner needs in order for him or her to
deal effectively with this dimension of medical practice.
The acronym BATHE was chosen because it not only en-
ables us to fill this need, but it also relates to the SOAP for-
mat of records keeping that is commonly employed in pri-
mary care medical practices. The acronym itself stands
for:

B : Background - What is going on in your life?

A: Affect - How do you feel about that?

T : Trouble - What troubles you the most?
H: Handling - How are you handling that?

E : Empathy - An empathic or supportive statement made
by the physician, where appropriate, to conclude.

Let us now look at each component of the acronym in
order to more fully explore the utility of this approach to
evaluating the psychosocial component of a patient’s of-
fice visit.

Background. “What is going on in your life?” This ques-
tion is designed to elicit nothing more than a simple
statement as to what is going on in the patient’s life.
The answer gives the primary care practitioner his/her
first insights into the patient’s psychodynamic state and
also a feel for the probable origins of the patient’s
problem(s). The patient’s response will give firm clues
as to whether the patient is in an acute stressful situa-
tion or whether the patient is exhibiting a personality
disorder or a comparable type of behavior. When the
physician states the question specifically and suc-
cinctly, the patient is literally forced to give a fairly di-
rect answer (as opposed to responding with the uninfor-
mative “Okay” that usually follows an inquiry into how
well someone is doing). Caution needs to be exercised
here to ensure that the interviewer gets as much infor-
mation as he/she needs to make a judgment but not so
much information that it overwhelms the interviewer
and prolongs the process. Many patients when asked
what is going on in their life will tell you, and in great
detail. The interviewer needs to interrupt, if need be,
with a statement to the effect that, “I can see that there
is a lot going on in your life, but how is it making you
feel?” This takes you easily and logically to the next
portion of the acronym.

Affect. “How do you feel about that?” This question flows
quite smoothly from the assessment of “What is going
on in your life?” It gives the patient the opportunity to
get in touch with, and label, his/her feelings. It is im-
portant for the interviewer to push the patient to accom-
plish this if the patient is going to be expected to face,
and deal, with his/her feelings. The interviewer is also
presented with an opportunity to evaluate the appropri-
ateness of the patient’s labeling of feelings. For in-
stance, it is not uncommon for patients who are de-
pressed to state that they are angry. Therefore, an
assessment of body language and other nonverbal clues
is a necessary adjunct to our direct questioning. Once
the interviewer is comfortable that the patient has a
grasp of, and an appropriate label for, his/her feelings,
the interviewer proceeds to the next question.

Trouble. “What about the situation troubles you the
most?” The answer to this question gives the inter-
viewer a sense of the patient’s powers of perception,
ability to prioritize, sense of self, and other pertinent
qualities. It is, after all, the trouble that frequently
brings the patient to the doctor. An ability to appreciate
the nature and magnitude of the trouble is critical if the
practitioner is to assist in developing a strategy for
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dealing with it. Having crystallized what troubles the
patient the most, the interviewer then proceeds to the
critical assessment of how the patient is functioning.

Handling. “How are you handling that?” This gives the in-
terviewer a sense of the patient’s problem-solving skills
and coping mechanisms. One needs to keep in mind
that patients in acutely stressful situations tend to re-
gress to a lower level of functioning as they strive to
deal with the situation. The clinician needs to respond
accordingly. In addition, although it is frequently the
trouble that bothers patients, it is the handling of the
trouble that may be causing them more problems than
the trouble itself. The ability to identify coping mecha-
nisms and understand how a patient is employing them
is critical to successfully understanding how a patient is
handling a situation. This is also an area where sugges-
tions can be offered, which may be most beneficial to
the stressed and frequently dysfunctional patient.

Empathy. “That must be very difficult.” An appropriate
sympathetic statement can be offered by the inter-
viewer to conclude this portion of the encounter. This
form of support for the patient makes the practitioner
an ally as well as a resource for the patient and indi-
cates to the patient that the interviewer was both listen-
ing and assimilating what the patient was saying. Sup-
port and compassion can be simultaneously offered a
patient, frequently with great therapeutic benefit.

In The Fifteen Minute Hour, we propose that the
BATHE technique be employed on each and every patient
encountered by a primary care practitioner. As with any
facet of medical history–taking, it has to be practiced to be
perfected. Once accomplished, however, it enables the in-
terviewer to gain incredible insights at the cost of a mini-
mal expenditure of time. In addition, the BATHE tech-

nique can be viewed, not only as a screening test to deter-
mine the psychosocial status of the patient, but also as a
therapeutic entity. It builds upon the preexisting doctor/pa-
tient relationship and enables the practitioner to demon-
strate interest in the patient as a person while simulta-
neously developing a psychosocial history. It positions
you to support the patient as he/she attempts to solve his/
her problems. In this era of managed care, cost contain-
ment, and continuous quality improvement, the primary
care provider is well served by expanding his/her diagnos-
tic as well as therapeutic armamentarium. The better and
more comprehensively one practices medicine will go a
long way toward determining the success or failure of the
practitioner in these troubled but exciting times.
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