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Abstract
Effective communication between physicians and patients is vital and necessary for proper medical care. The
problem is that there are times in which misunderstandings can take place. Because of the nature of medical care and
conditions, the effects of miscommunication can have devastating effects especially for those who have co-occurring
medical conditions and mental health disorders such as depression. Thus, the article outlines the following: How
to apply empathic interventions to build therapeutic rapport, identify rumination in communication with patients and
manage rumination by promoting psychological flexibility.
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Introduction
According to the World Health Organization (WHO), depression is
the leading cause of disability worldwide with an estimated 300 million
people affected each year [1]. Physicians see patients whose physical
symptoms have mental health components and are often on the front
line in assessing those who have symptoms of depression. According
to clinicians who specialize in cognitive therapy, non- functional
thoughts about the self, world and future lead to and sustain feelings
of depression; Beck termed this phenomenon as the classic triad [2].
One such example of non-functional thoughts is rumination which
is defined as misattribution of facts, hopelessness and repetitious/nonproductive thoughts [3]. People who use rumination tend to be fixated
on the problem and feelings associated with it rather than employing
an active problem solving strategy [4]. The challenge remains in terms
of how to build a solid therapeutic rapport with patients so that the
cognitive techniques can be personalized. Without a “buy in” from
patients, the application of cognitive strategies to address depression
will be limited. One of the best ways to gauge motivation is through
listening to patients and examining the various aspects of their lives.

which involves open ended questions and responding to patient
statements by capturing the emotional content of what patients reveal
[9]. The takeaway here is that building a therapeutic rapport via
empathic interventions can help a patient feel more comfortable to
open up about specific challenges he/she faces.
When considering the “presenting problem”, it is important to
examine the personal expectations of patients who see healthcare
providers. As practitioners listen to the patient tell his/her story, they
can evaluate expectations which form the assumptions /foundations of
the thought processes as they relate to depression and related mental
health symptoms. It is also good to see if the thoughts are within the
realm of reality. Special consideration should be made for those who
are grieving a recent death.
Rumination is a thought process that causes people to respond
to internal distress by obsessively focusing on the external causes of
one’s depressive symptoms rather than employing active strategies to
examine the circumstances and personal resources to find a resolution
[10]. Over time, non-functional thought processes can lead to
increased depression, anxiety, increase substance misuse/relapse and
can exacerbate physical pain such as headaches, stomach issues and
back pain.

One of the first things that healthcare professionals learn is to take
a history of patients. This is important because it enables us to see the
presenting problem within a specific context and in so doing, a tailored
approach can be applied to help the individual. In order for the history
and consequent interventions/compliance to be effective, people
have to feel comfortable with practitioners. In addition to a mental
status exam, key information could include the following: duration of
symptoms, history of mental health/addiction issues, presence of pain/
chronic conditions, important life events/developmental milestones,
current family structure/social support, trauma/recent deaths,
occupational status and family history.

Rumination is composed of four factors including: 1. Problem
focused/problem solving difficulties which leads to internal stress, 2.
Counterfactual thinking- visualizing and focusing on real/imagined
scenarios involving regret, shame/guilt, 3. Repetitious thoughtspersistent/automatic obsessive non-functional thoughts and 4.
Anticipatory Thoughts- worrying about future events/outcomes
[11]. While not everyone will exhibit all four simultaneously, the
conceptualization is useful as physicians assess a patient’s mental
health status and evaluate present coping resources.

Patients sense a physician’s empathy in the verbal and non-verbal
interactions; empathic interactions have been shown to lead towards
better clinical outcomes for patients [5]. Fostering empathy promotes
collaboration, support and promotes positive exchange of salient
information pertaining to a patient’s life [6,7]. Rogers defined empathy
as the willingness to view the client’s world through his or her eyes as if
you were that client and not forgetting the as if. Empathy is conveyed
by active listening techniques that show patients that physicians are
actively engaged in the information patients are sharing [8]. Hashim
discussed the importance of being present by the use of active listening
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While the rumination thought process is generally seen as
individual, the phenomenon can manifest itself within the context of a
dyad relationship. Co-rumination occurs when two people obsessively
dwell on negative aspects of an issue rather than work towards finding a
viable solution or resolution to the presenting issue [12]. In this context,
it is helpful to assess whether patients have adequate positive social
support or if the patient is surrounded by unhelpful communication
which may contribute to pathology.
Assessment of rumination is helpful because it can also identify
treatment compliance issues in terms of patient ambivalence
towards change. Merino, Semra and Ferreiro found that brooding
was positively correlated with depressive thoughts while worry was
more linked to anxiety [13]. It should be kept in mind that patients
can exhibit a combination of anxiety and depression. Although
rumination and worry are correlated, they differ in the following way:
1. rumination is focused on the past/people tend to view event as as
certain, uncontrollable and they seek insight, 2. worry is focused on the
future, views events as uncertain/potentially controllable and they try
to anticipate/prepare for the defined threat [14].
A main strategy to use in reducing rumination is to promote reprocessing of the information. Psychological flexibility includes the
following: 1. Recognize and adapt to a variety of situational demands
and 2. Shift mindset about the situation and adjust behavior/thoughts
accordingly [15]. A key part of working towards psychological
flexibility involves re-appraisal of non-functional thinking patterns.
The collaborative empiricism of Beck et. al tests the thoughts of patients
by looking at the evidence of the thoughts and practitioner/patient
discuss ways to develop more adaptive thought processes [2].
The ability to think of a situation from a different perspective may
seem simple but it can make a big difference in how people face personal
challenges. The monitoring of rumination and non-helpful thoughts is
vital for patients to do when they are also out of the office between
visits. Patience in working with patients who ruminate is important
because there are many reasons why these non-helpful beliefs may
persist.
The ability of physicians to convey empathy is important in
addressing short term and long term concerns of patients. This is
because empathic interventions promote understanding the World, as
the patient sees/exists in it. Hashim spoke about the value of responding
to verbal and non-verbal cues from the patient within the context
of also taking a medical history [9]. This can be valuable as it helps
physicians pinpoint the salient themes and the level of motivation, on
the part of patients, can be assessed.
Jeffrey defined healthcare professional/patient empathy as having
the following: an emotional two way connection, desire to understand
patient’s specific situation through their patient’s perspective, healthcare
professional seeing patient viewpoint in managing condition and active
response to help patient through skilled interventions [16]. While
Bloom agrees with empathy in the context of purporting to understand
other people and their thoughts, he expressed concern about clinicians
who try to feel what patients feel as this can affect objectivity as people
tend to have more empathy for people like themselves and proposed
rational compassion instead of empathy [17]. In the application of
empathy as a clinical skill set, it is possible to strike a balance between
cognitive and emotional empathy.
Reiss discussed how cognitive empathy can be effective in cases
where medical professionals are helping those who are culturally
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different [18]. Empathy incorporates cognitive and emotional
components to help make sense of a patient’s experience while at the
same time, recognizing the distinctions between the self and patient
[19]. Rogers defined empathy as the willingness to view the client’s
world through his or her eyes as if you were that client and not
forgetting the as if [8].
Those who reported high levels of rumination had higher levels of
anxiety, depression, negative coping styles and lower ratings of selfefficacy and optimism [20,21]. The identification of how patients see
themselves in terms of self-efficacy can influence treatment compliance
and wellness. For many health conditions, medication alone will
not be enough to keep a person on the road to wellness. Personal
elements such as a patient feeling ambivalent, embarrassed, cultural
differences or a patient’s past negative experiences in healthcare can
affect health and wellness choices between office visits. By attending to
a patient’s perspective, healthcare professionals can optimize medical
interventions.

Discussion and Conclusion
Those who engage in rumination may have a more difficult time in
managing feelings such as depression or anxiety because they ascribe
external factors to their symptoms. Clinician attention to how personal
relationships and context can perpetuate rumination can be explored
[2,11]. Lastly, psychological flexibility via collaborative empiricism can
help patients to re-examine non-functional thoughts and reframe them
into more adaptive ones.
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