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2004 Winter Cour se

“Putting Winter into theWinter Course: Finding Beauty inanAdverse
Environment” isthetheme of AAPP's 2004 Winter Course.

TheWinter courseisspecifically for American Academy on Physicianand
Patient Faculty and Faculty InTraining (I Ts).

Weareexcited to havefour proven facilitatorsfor thisactivity. Thoseof you
who have experienced working with any of theseindividualswill begladto
know that AminaKnowlan, Charlie O’ Leary, Joanne DeMark and Gerald
Boydwill befacilitating thisyesr.

TheWinter Coursewill beat thebeautiful Mt. Olivet Retreat Center in
Farmington, Minnesota, very near Minneapolis, Sunday, January 25 - Friday,
January 30. Participantsmay arrive Saturday afternoon, January 24.

Please Save These Dates!

For moreinformation onthelocation of theWinter Coursevisit
www.mtolivetretreat.org.

Savethe Date!
2004 Annua Faculty Devel opment Course

Teaching Doctor-Patient CommunicationAcrosstheLifeCycle,
The22nd Annual Faculty Development Course

WHEN?
Sunday evening, June 13 - Friday, June 18, 2004

WHERE?
Rittsburgh, Pennsylvania
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E rticles

Caring for the Patient With
Functional IlIness: A Route

of Explication
Frederic Platt
Frederic.platt@uchsc.edu

Wewho haveaspecial interestin
doctor-patient communication may
occasionally be asked to help other
phys cianswith specific communica-
tion syndromes.
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| wasrecently asked to speak with
two groupsof physicianswho clamed
to behaving particular difficulty
working with patientswho had
“functiond illnesses” Thephysicians
sadthat their difficultiesstemmed
from severd factors:

a) These patientshad nothing
wrong with themselves. They had no
illness

b) These patientsseemed to
demandthat thephysicianfinda
diseasetofit their symptomsand that
thephysician curethemof it.

¢) These patients seemed to come
back over and over, refusingtoleave
the physicianswho wished they would
just go away.

| was puzzling about what | might
best do to help thisgroup of troubled
doctorsand began with asample
case:

Ms. X isa40 year old woman
who comesto you with the complaint
that she* hasn’t beenwell for thelast
fiveyears.” Shesaysshesuffersfrom
terrible pain throughout her body and
from congtant overwhel mingfatigue.
Sheoffersseveral diagnosesthat have
been madeby other clinicians: chronic
fatiguesyndrome, fibromyagia,
chronicyeast adlergy, and sick-
building syndrome. Shehasbeen
treated with many medications
including analgesicsand antidepres-
santstono avail. Onexaminationyou
find aworried woman with normal
vital sgns. Thereareno physica
abnormadlitiesdiscernable. All your
routinelaboratory testsarenormal.

The physicians present agreed that
they were often asked to carefor
such patients. They even thought that
they weresingled out in having such
patientsand that perhaps someone
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sent them those patients asasort of
punishment for unknown crimes.
Severa voiced thethought that not
only didthey get aninordinate number
of such patients, but that their col-
leaguesall knew that about them.

| thought that it might hel pto direct
thesetroubled doctorsto some of the
literaturethat dedlt with the problem
of functiond illnessand somatization.
| provided six articlesfrom the many
that discussthese syndromes, and we
read excerptsfromthearticlesal oud.
Thisapproach seemed to work
particularly well and | thought it might
be hel pful to other membersof the
AAPPIf | sharedit.

Thearticlesand the excerptswere
asfollows:

1. “TheCareof the Patient” by
FrancisW. Peabody. First published
intheJAMA in 1927 (1), Peabody’s
classic article has been often quoted,
though perhapsseldomread. Its
most quoted lineisitslast: Oneof the
essential qualitiesof theclinicianis
interest in humanity, for the secret
of the care of the patient isin
caring for the patient. Peabody
hinted at thisthemeearlier inthe
articlewhen hesaid, Thetreatment
of a disease may be entirely imper-
sonal; the care of a patient must be
completely personal. Thesignifi-
cance of the intimate personal
relationship between physician and
patient cannot be too strongly
emphasized, for in an extraordinar-
ily large number of cases both
diagnosis and treatment are directly
dependent on it, and the failure of
the young physician to establish
thisrelationship accounts for much
of hisineffectiveness in the care of
patients.
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But what was Peabody talking
about? Consider: if teachersand
students are liable to take a limited
point of view even toward interest-
ing cases of organic disease, they
fall into much more seriouserror in
their attitude toward a large group
of patients who do not show objec-
tive, organic pathologic conditions
and who are generally spoken of as
having “ nothing the matter with
them.” Ahal Peabody’smain
concerninthisclassicarticlewasthe
patientswith functiond illnessand
note hisvery words, “nothing the
matter withthem,” thesameasmy
troubled doctorsin year 2002 used.
Andwhat of these patients? Medi-
cally speaking, they are not serious
cases as regards prospective death,
but they are often extremely serious
asregards prospectivellife. Their
symptomswill rarely prove fatal,
but their liveswill belong and
miserable, and they may end by
nearly exhausting their families
andfriends. Andwemight add, their
physiciansand caretakers. About
these patientswith functiond illnesses,
Peabody noted that many a student
enters practice having hardly heard
from them except in his course in
psychiatry, and without the faintest
conception of how large a part they
will play in hisfuture practice. How
largeapartisthat? Somehave
suggested that patientswith functional
illnessareonly ten percent of our
patient |oad but provide 50% of our
work and 90% of our heartache.
They have symptomsaplenty but we
areunableto definethedisease at
work and unableto provideany
effectivetherapy. Worse, they keep
coming back! They arethe“Familiar
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Face Syndrome” and are often
viewed by physiciansas* sent espe-
cidly totorment me’ asif therewas
some sort of supreme power that
dealt out patientsto doctorsand that
dedlt thisparticular physiciana
particularly bad hand.

So how common are patientswho
have symptomsbut no definable
disease? Kurt Kroenke has been
writing about SY MPTOM Sfor years
and recently edited asupplement to
theAnnasof Interna Medicine
dealing with just that phenomenon. In
“Studying Symptoms: Samplingand
Measurement Issues’ (2) hesaysAn
exact medical diagnosis that
explains the symptom is often not
established; at least one third of
symptoms lack an adequate physi-
cal explanation and are referred to
by variouslabels, including ‘ func-
tional,’ ‘idiopathic, ‘atypical,’
‘somatoform,” or ‘unexplained.’
Symptomsare ubiquitousand most
personswith symptomsnever report
them to aphysician sothemore
important question may be“Why did
this patient decideto bring hissymp-
tomstoadoctor?’ After dl, every-
one has headachesbut wedon’'t goto
the doctor with our headaches,
perhaps not until we have become
convinced that wemight haveabrain
tumor.

When doctorsareunabletofinda
diagnosisfor the patient’ssymptoms,
what dowedo? If weare
subspecialists, wemight be content to
smply categorizethe symptomsby
what itisnot. “noncardiac chest
pain” might relievethecardiologist of
hisworry and histask. | recall a
gynecologist who used astamp to
impress on emergency department

recordsthat the patient had “ no
gynecological disease.” Of course
thereisusualy someclinicianwith
whom thebuck stopsandthenitisn’t
enoughto label what isnot present,
but one must cometo termswith what
ispresent. Kroenke saysthat Salient
health outcomes have been referred
to asthe“five DS’ —death, dis-
ease, disability, discomfort and
dissatisfaction. He proposesasixth,
destitution (economic consequences
for the patient and the health care
system.)

Reading Kroenke, one must come
tothe conclusion that symptomsare
often present without definable
diseaseand that, asphysicians, we
must cometo termswith that fact and
must come to some sort of an ap-
proach to hel p uswith these patients
whowill makeup at least onethird of
our popul ation and perhaps more of
our practices.

Therearemany good summaries
of thesyndrome of somatizationinthe
literature. | turnedto McWhinney,
Epstein, and Freeman’sarticleinthe
1997 Anndsof Internal Medicine(3).
They quoteLipkowski’sdefinition:
somatization is a tendency to
experience and communicate
somatic distress and symptoms
unaccounted for by pathological
findings, to attribute them to
physical illness, and to seek medi-
cal help for them. They noted four
components:. experiential (the
patient’s experience of distress),
cognitive (the patient’s attribution
of the distressto physical illness),
observational (the physician’s
negative findings), and behavioral
(the patient’s decision to seek care).

The cause of somatization or




functiond illnessisclearly unknown.
Therearehowever many entertaining
theories. We might consider some of
them:

a) Psychosomatic. Thisview
suggeststhat the physical symptoms
(such asabdominal pain and sensa-
tionsof bloating, dternating constipa-
tion and diarrheaof thefunctional
bowel patient) are caused by emo-
tiona or psychicdistresses. This
theory believesthat anxiety, unre-
solved decisions, depression, and
other mentd distresseshave become
trandated or transformed into physica
symptoms. At onetime, perhaps50
yearsago, it was much believed that
specific persondity typeswerelikely
to develop specific physical syn-
dromes. Therewere* ulcer personali-
ties’ and“ coronary persondities’ and
even“ ulcerativecolitispersondities.”
Thisspecificity hasbeenlargely
abandoned but many of usphysicians
and perhaps most of our American
patientstoday tend to ascribe physical
symptomsto anebulous psychic
“dress”

b) Altered somatic awareness.
Perhapspatientswith chronic pain
syndromessmply havealowered
painthreshold. Nobody knowswhat
apainthreshold might consist of or
whereit might resdein our nervous
system or elsewhere, but we do know
that some people can tolerate more
painthan othersand that al of ushave
dayswhen we can tolerate more pain
than on other days. | findit useful, as
ademongtrativeexample, to cdl
attentiontothe pressure of one's
shoeson hisfeet. Until mentioned,
thepersonisusualy unaware of the
presence of the shoes, unawarethat
they are surrounding hisfeet and
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compressing them. After aminuteor
two of focusing attention onthe
shoes, onefeelsoppressed and
cannot escapethe awarenessof their
claustrophobic presence. Perhaps
our sométicization patientswith
chronic pain suffer from aheightened
somatic awareness. Similarly, per-
hapsour patientswith persisting
fatiguesuffer from an elevated effort
sengitivity. | don’t know where our
“effort meters’ arelocated or how
they work, but surely weall can
speak to how hard we areworking,
to how much effort we are putting
out. Perhapsour tired patients have
their effort metersturned up!

¢) Anintriguing notionisthat our
somati zation patientsareinfected with
MEMES, aset of virulent and conta-
giousideas. Whichbringsusto:

“’Memes aslnfectiousAgentsin
Psychosomaticlliness’ by StephenE.
Ross. (4) Rosssuggeststhat A
virulent idea, a maladaptive social
construction of disease, can be
found at the core of these diverse
disorders. Henotesthat because
ideas can replicate through commu-
nication and mutate (asthey are
altered by their hosts) and are
subject to selective pressures
(enduring only if they are useful or
compelling), they, like genes, are
subject to Darwinian evolution.
Thisinfectiousqudity can account for
theubiquity andlong livenessof such
conceptsas*” chronicfatiguesyn-
drome’, “fibromyagia’, or “gqulf war
syndrome.” Thedisorder might be
simply not yet adequately understood
or may beafantasy, butif theidea
catcheson, ispropogated by the
media(including theinternet), and
satisfiesour patients’ needsto havea
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namefor their suffering, it will remain
withus.

d) Metaphors? | havetwo
patientswho seem to suffer from
metaphorica disease. Butthis
explanation seemsrdatively rarein
my practice. One patient, for ex-
ample, anelderly poet with chronic
dysphagiaand attacks of dyspnea,
oftenfed sdissatified with her life
course and saysthat she* cannot
swdlowit.” Whenthepalitical
gtuationin her resdencebuilding
changed, her dyspneaattacks ceased
and she explained thechange by
noting that “the atmosphere had
changed.”

e) Of course, one of the greatest
problemsfor physiciansisthat weare
never sure. Weare never certain that
thereis® no disease present” or even
“no diseasethat we sofar recognizeis
present.” Weare alwaystormented
by the possibility that we have missed
something. Uncertainty remainswith
us. Our patient may really have some
outlandishrareentity such asAcute
I ntermittent Porphyriathat werarely
think of and haven't thought of yetin
thiscase. Or, perhapsour patient is
intheshoesof the English king,
GeorgetheThird, who DID haveAlP
at atimewhen that disease had not
yet beeninvented. Perhapsour
patient with functiona bowel disease
will be much better understood and
diagnosableinthefuture. Evenl can
remember atimewhen Lactose
I ntolerance had not yet beeninvented
and our cramping gassy patientswho
complained about milk wereviewed
as"just another patient with functional
disease.”

If we cannot say what disease our
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patient has, if our patient hassymp-
tomsbut nofindings, if we cannot
cometoadiagnosis, isthereanything
wecan say for sure? | think thereis.
| think we can say that our patientis
uffering.

Eric Cassdl surely brought the
natureof sufferingto our atentionin
hisNEJM articleand thenin hisbook
of thesametitle. (5) Hemade severa
pointsthat we must keepinmind:
uffering is experienced by per-
sons. Suffering occurs when an
impending destruction of the
person isperceived. Suffering can
occur in relation to any aspect of
the person —in therealm of social
roles, group identification, the
relation with self, body, or family,
or therelation with a transpersonal
transcendent source of meaning. It
becomesclear that to understand
suffering we haveto understand what
makesup aperson. Wemust redlize
that the personisnot just body, not
just mind, but al thewayswedefine
oursdlf. And then suffering can occur
when any of these defining parameters
arethreatened or damaged. Physi-
cians work includestherecognition
of suffering, the empathicwitnessng”
of itspresence, and eventherelief of
uffering.

Thisal leadsmetotheview that
when confronted by apatient with
“functiond illness’, apatient who has
plentiful symptomsbut no clear
organicdiagnosistoexplainthe
symptoms, areasonableroutefor us
tofollow isto attempt to understand
how the patient issuffering. Todo
that we haveto explorethepatient’s
person, trying tolearnwho heis, what
hisconcernsare, what hislifeis
about, and whereit has been threzat-
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ened or damaged. Sofinaly wemust
shift from our disease-centered
interviewing to amore patient-
centered interview.

How lucky that | canend with an
articlethat | wasprivilegedtohelp
with. “’ Tell MeAbout Yourself': The
Patient-Centered Interview.” (6) We
think that physiciansneed to know a
lot about the person of their patient
and that the sort of datawe need
usudly falsintofivezones. Whois
this patient? What constitutes that
person’'slife? What are the
patient’s interests, work, important
relationships, major concerns?
How tofind out? Welikeasking the
patient to tell usabout himself. Then,
what doesthispatient want fromthe
physician? And how doesthis patient
experiencetheillness? How isit
affectinghimfunctionaly? (“Isthere
anything you cannot do since you
devel oped thisillness that you used
tobeabletodo?’) Orintermsof
relationshipsor even hisown view of
himself? (“Hasit affected your
relationship with anyone ad-
versely? Do you think of yourself
differently since this happened?” )
Thenwhat arethepatient’sideas
about hisillness? What ishisEx-
planatory Model (What happened,
why it happened, and what should be
doneaboutit?) Findly, what arehis
mainfedings? Ishemostly sad?
Frightened?Angry? What?

Thinking about thedifficulty of
caringfor thepatient with functional
illness, perhapswe can extend the
conclusionof “Tell MeAbout Your-
self”: Intheend, the two most
useful physician qualities may be
curiosity and patience—curiosity to
ask questions such as “ tell me

about yourself,” and patience to
wait for the answer. Perhapswe
should add that thesetwo qualities
may be even moreimportant in caring
for thefunctiond illnesspatient—
curiogty toredly understand how this
patient issuffering and patienceto
stay with him despite our eagernessto
fleefromthedifficultinteraction.

Tomy surpriseand pleasure,
physiciansled through these quotes
fromtheliterature seemed comforted
and enthused. | offer theroute map
toadll of us.

Suggested Reading

THEFUNCTIONAL PATIENT: Our
Mo Difficult Challenge.
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Using Portfolios to Promote

Medical Sudent Reflection
Heather Harrdll
HarrdlHE@medicine.ufl.edu

Abstract

Educationa portfoliosarepur-
poseful collectionsof evidencethat
learning hasoccurred. They area so
used in some professionsto promote
reflection. Medical educators, a so
interested in promoting reflection by
medica students, have used specific
writing techniquesand small group
interventions, but thesearevariably
integrated into thestudents’ daily
experiences. We describe how we
used educational portfoliosinathird
year medicineclerkship to enhance
student reflection about their experi-
encesand to promote self-reflection
inaway that isintegrated into their
daily, practical experiences. Lessons
learned and theresultant changesare
also described.

Introduction

“ The practice of medicineisan
art, not a trade; not a business, a
calling in which your heart will be
exercised equally with your head.”
SrWilliamOder

Asmedical educators, we often
strugglewith how best to teach our
studentsthisart of medicineina
medica systemthat increasingly
promotesand even rewards” unre-
flectivedoing”. (1) Many medical
schoolsusecritical incident reportsas
aforma meansto encourage medical
studentsto reflect about seminal
experiencesduring their medical
training. (2) RitaCharonmovedthis
type of reflection closer to the bed-
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aspectsof the patient-student interac-
tionsthat wereimportant but did not
belongintheofficia medica record.
(3) Recently, Baernstein and Fryer-
Edwards compared strategiesto
promotereflection by medica stu-
dents. They found that one-on-one
interviewswith faculty may bemore
effectivethanwritten critica incident
reportsinéeiciting reflectionon
professondism.

AttheUniversity of Florida, we
too haveintroduced reflectivewriting
intotheclinica years. Third year
studentsrotatinginthemedicine
clerkship meetinsmall group discus-
sonsto share narrativesthat they
havewritten and that follow asmilar
format to critical incident reports.
However, they alsoreceiveexplicit
ingructionstoincludereflectionon
how the experiencethey selected may
affect their professiona development
and future practice of medicine. These
sessionsare both popular and highly
valued by studentsas evidenced by
cong stently superior anonymous
evaluationsand comments. Yet,
despitetheir value, these sessionsdid
not addressthe other key aspect of
reflectioninmedica education,
namely, students ability toreflect on
their own performance, educational
needs, and progress. Thus, in 2002,
weintroduced educationa portfolios
into themedicineclerkship asameans
to promote and expand reflective
learning beyond the competency of
professondism.

Description of the Educational
Portfolio

Educationa portfoliosarepur-
poseful collectionsof evidencethat
learning has occurred.(5) When

s'geand dally patient careactivities
by introducing parallel chartingto her
medica studentsat Columbia. Stu-
dentswere encouraged to record
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executed properly, they requirethe
learnerstoreflect and self-assessin
order to select the best evidence that
highlightstheir progressand current
level of competence. Infact, they
weredeveloped inthe school system
to enhancereflection.(6) Portfolios
asooffer tremendousflexibility in
content, which enablesthemto
addressmultiplecompetenciesinan
individud learner whileaccommodat-
ingavariety of learning styles. How-
ever, for the experienceto be maxi-
mally effective, thelearnersneedto
have skill at self-assessment and
indghtintother optima learning
styles. However, studies show that
lesscompetent learnerstend to
overestimatetheir abilitieswhilethe
most competent learnersunderesti-
matetheir abilities.(7) Therefore, to
counter this, we assigned each student
an experienced faculty mentor to act
asaportfolio advisor to help students
learn and improvetheseskills. This
advisor-student rel ationship hasbeen
one of themost successful aspectsof
the portfolio experience.

Theorigina content of the portfolio
was sel ected both to address some of
the clerkship goa sand objectivesand
promote moreactive and reflective
learningwhileminimizingadditiond
work requirements. (Table 1) For
example, studentsalwayshave been
required towriteacomprehensive
history and physical for every patient
they admit, and the attending physi-
cianswereexpected to givethem
feedback. Inthe context of the
educational portfolio, studentsalso
now shared thesewrite-upswith their
portfolio advisorswho would provide
consistent feedback over thetwo-
month rotation. Using thisfeedback,



studentsreflect on their work and
progressand select which four write-
upsthey think represent their highest
level of achievement. Formal goal
setting and thelogging of scholarly
activitiesareadditionad examplesof
portfolio content added specificaly to
help promoteactive and ongoing
student self-assessment and reflection
onthestudents progress.

Tablel. Elementsof thelnitial
Educational Portfolio

Goalg/Learning Contract
- Reassessed every two weeksand
revised asneeded
ReflectiveWriting
-Onewritten submissionand
participationinagroup discussion
required
Reading/Scholarship Log
-Optimally adaily record of
reading, educational talksgivento
theteam, morning report
presentations, and other scholarly
activities
Patient Write-ups
-Student selectsfour best write-up
for forma evauation
Observed Physica Examination
-Completephysicad examination
checklist completed by an attending
physcianeachmonth
Evidence-Based Medicine Report
Approximately one-pagecritical
appraisa of anarticledirectly related
tothe careof one of the student’s
patients

Results

Wefound that studentsviewed the
new write-up experiencevery posi-
tively; asit did notincreasetheir
workload, and they appreciated
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seeing their improvement so con-
cretely. Thisand thereflectivewriting
sessionswere singled out by students
asthemost valuable part of the
portfolio experienceintheir anony-
mousevduations, asexemplified by
thefollowing comment: “ Theprocess
of turninginmultipleH& P sfor
feedback and picking thefour best at
theend allowed meto seeimprove-
ment week toweek.”

Yet not surprisingly, responses
werequite mixed regarding elements
of the portfolio that were perceived as
added work tothe“usua” clerkship
respong bilities. Somestudents
particularly resented the documenta:
tion requirementsinherent to aportfo-
lio.“1 don’t believe studentsat our
level needtorecord their work daily”
isarepresentative responsefroma
subset of the students. Yet, other
studentsfound vaueinthevery
portfolio e ements|abeled asbusy-
work by others, “I dodl thethings
ligedintheportfolio dready, thisjust
made me more conscious of them.”
Interestingly asthisinitia cohort of
students hasmoved past their medi-
cineclerkship, athird group of
studentsisemerging who have
devel oped adelayed appreciation of
someof themore controversial
portfoliodements.

Duringtheroutinemidyear clerk-
ship debriefingwiththe course
directorsand deans, aclassrepresen-
tativemadethefollowing observation,
“ At thetimel hated keeping track of
my reading but now that | have been
on other clerkships, | realizel am not
reading asmuch as| did on Medi-
cine.” (Comment paraphrased from
notestaken by theauthor at the
mesting.)
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Curricular Revisonsbased on
LessonsLearned

Thoughour initia experiencewith
portfolioswasan overal success
based on student and portfolio
advisor eva uations, therewasroom
for improvement. Withthisinmind,
we made changesto the portfolio that
would enhancetheflexibility in
content withtheideathat thiswould
also promote even more active self-
assessment, reflection, and self-
directedlearning. (Table2) The
revised structureof the portfoliois
competency-based using thesix core
competencies defined by theAccred-
iting Council of Graduate M edical
Education. Onthefirst day of the
clerkship, studentsreceiveinformation
about the competenciesalongwith
clerkship-specific descriptors of
student behaviorsrequired to meet
and exceed competence. Studentsare
instructed to reflect on wherethey fall
withinthese descriptors, and based
onthat assessment, creategoalsfor
theclerkship to help them address
weaknessesand maintain strengths.
They meet with their portfolio advisor
withinthefirst two weeksof the
clerkshipto review thesegodsand
select dementsof theportfolio that
will best helpthem meet thesegoals.
They are encouraged to meet with
their advisorsat |east every other
week for feedback and reassessment
of their progress.

It has been said that “ assessment
driveslearning” and the eva uation of
theportfolioisaso designedto
promote reflection and self-assess-
ment. Theportfolioiscriterion-
referenced so that students can keep
submitting entriesin any of thecom-
petenciesuntil they have demon-




strated the highest level of compe-
tence. Theoveral number of required
submissionswasreduced and stu-
dentswere encouraged to document
activitiesthat promote achievement of
their goals. Portfolio advisorseval uate
the portfolio using aset of written
guiddinesandthe portfolio contrib-
utes 20%to the students’ overall
clerkship grade. However, asfurther
incentivefor studentsto accurately
assessthemsalves, seek frequent
feedback, and improvetheir weak-
nesses, documented progressand
god achievement intheportfolio may
be used to help studentswho havea
borderlinegrade. To date, only one
cohort of studentshascompleted this
new portfolioformat, and their ratings
of thevaue of the portfolio have
increased dong withtheir USMLE
shelf examination scores. It remainsto
be seen whether thisimproved
acceptance of the portfolioand
student performancewill be sustained
andsgnificant.

Table 2. Elementsof the Compe-
tency-Based Revised Educational
Portfalio

Professondism
-Reflectivewriting*
-Journding
-Pardld charting
-Written formativefeedback from
atendings

Patient Care
-Write-ups(Four best
submitted)
-Progressnotes
-Observed complete physical
examination
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-Mini-CEX

-Procedurelog

-Useof interactiveteaching
moduleson ECG and x-ray
interpretation

Medica Knowledge
-Conference preparation

Practice-Based Learning
-Goal setting/lear ning contract
-Evidence- based medicinereport
-Lead ajourna clubdiscussion
-Reading/scholarshiplog
-Prepareasdlf-study guide
-Educationd taksgiventothe
team

| nterpersona and Communication
alls
-Entriesat sudents' discretion

Systems-Based Practice
(Onesubmission of student’s

choicerequired)
-ldentify and andlyzeasystems
error
-Spend half aday witha
nonphys cian member of the
hedlthcareteam
-Makeahomeor rehab visit
-Interview and compare
perspectiveson apatient’'scare
by al membersof thehealthcare
team (RN, PT, social work, etc.)

* |[temsin bold arerequired of al
students.

Concluson

Portfoliosare oneway tointegrate
previoudy successful methodsof
promoting reflection on professiond-
isminto broader self-reflectionand
assessment that, inturn, may promote
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morereflectivemedica practiceand
continuousprofessiona development.
It will beimportant to track these
studentsto seewhether such ashort-
termintervention hassustainable
effectson future behaviors. Weaso
have plansto expand the use of the
educationd portfoliosto encompass
dl theclinical years, whichmay
achieveanevengreater influenceon
long-term student devel opment of
reflective practices.
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Reflections on Total Care
For the Cancer Patient and
Family

Edward Rockwood
rockwoe@ccf.org

Ed Rockwood MD isaglaucoma
specidist at the Cole EyeIngtitute, at
the Cleveland Clinic. Herecently lost
hiswifeto cancer and wrotethis
articlefor physician colleaguesand dll
peoplewho carefor dying patients
andtherfamilies.

-MarianaHewson

I ntroduction:

Beingaphyscian offerstheability
to help othersby improving quaity of
life, reducing pain and suffering, and
saving lives. Thesegoa sarenot
possibleinevery patient. It isupset-
ting to be unableto help apatient, and
worse, to be unableto savetheir life.
However, thisbecomesapart of
every physiciansexperienceand can
improveour ability to ded with future
patients. Even the best generd or
medical education can never ad-
equately prepare onefor someof
life'sgreatest trillsand tragediesor
prepare othersfor how to assist
someone going through such events.
Everyone hasat |east some expecta-
tion of medical or persona calamity
usualy inthemoreremotefuture,
however, thereremainsapeculiar
sensethat such tragediesonly occur
to others.

Theshock of adiagnosisof cancer
canoccur at any pointinlife, dthough
more probably later inlife. Some
patientsare affected in the prime of
lifeor in childhood. A cancer diagno-
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sisisdifficult to accept at any age,
though more so at ayounger age.
Cancer patientsof al agesusudly, at
leastinitialy, feel both shock andan
eerie, unred feding after thediagnosis
of cancer, or worsestill, after being
told they have cancer and their
conditionisterminal. Properly dedling
withthesefedingsisimportant for the
physician or other health careworker
who treats cancer or other potentially
fata conditions.

Medical School Education:

Medica school education has
traditionaly beenvery strongin
teaching the areas of thebasic sci-
ences, the pathol ogica basisof
diseases, and inthemedical and
surgical methodsof treating diseases,
especialy inahospital-based setting.
Inthelast few decades, there has
been amuch- needed, increased
focuson outpatient and primary care
inmedicine. Other areassuch as
office management and learning about
the costsof health care havereceived
little, if any, attentioninmedical school
or postgraduatetraining. More
importantly, theart of communicating
with patientsand families, and espe-
cialy thecommunication of bad news,
has not been given adequatetimein
medical school curriculaorinresi-
dency training programs'. Thistoois
changing. Eventhebest communica
torsareuneasy indealing with these
tensesituations. A solid self-confi-
dence combined with compassion,
understanding, and awishto help
those experiencing severe stresscan
hel p patientsand familiesexperiencing
thegrief and emotional stressof a
cancer diagnosis.

Learning the human dimensionsof
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careinmedical school and residency
may occur from positiverolemod-
els, recollection of specid memo-
rable patient interactions, and active,
participatory learning skillswith
patientsand patient surrogates®. For
practicing physicians, continuing
medical education programscan
improvethequdity of physician-
patient communication®. Unfortu-
nately, one study of general medical
and surgical patientsshowed that only
46% of senior clerksagreed that their
medica teachersdisplayed humanistic
characteristicssuch assengitivity and
concern about how patients adapt
psychologicaly totheirillness®. Good
communication canlead toimproved
outcomes and decreased mal practice
dams.

Though possessing many of the
basic sillsfor effective communica
tion, the communication of bad news,
and dealing with the patient’sde-
pressed or angry reactionto the
news, provides specia chalengesto
thephysician, physician-in-training, or
other hedlth careprofessional. Before
addressing waysto deal with these
difficult Stuations, generd comments
on approaching the cancer patient can
assst thehedth careprofessionad in
discussing their patient’scancer
diagnosisand therapy and, perhaps
just asimportant, indeding withthe
patient’sand family’sreactiontothe
diagnosisof cancer and possible
termind illness.

BeAuthentic:

The physician should bepolite,
respectful, warm, professional, and
show agenuineinterestin, and
empathy with, the patient and their
problem or problems. At any stage of
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theillness, itisimportant to respect
the cancer patient’ sdignity, privacy,
and persona wishes. Thetreating
physician should waysbetruthful
and unambiguous’, not al oof or
evasive, and answer thepatient’s
guestionsto the best of hisor her
ability®. Many patientsand families
want the“wholetruth” but canreadily
accept anhonest “1 don’t know” or
“I’'mnot sure” whendiscussing
sendtiveissuessuch asprognosisand
longevity. Be honest, but don't
clobber the patient with difficult-to-
accept information, and be sengitive
to how muchinformationthe patient
can handleat onetime. Some patients
needto“digest” bitsof information
and detailsrather than hearingit al at
onetime.

After theinitid diagnossof
cancer, some patientsand familiesare
lost and hear littleel sethat istold to
them. Later, further discussonsmay
be necessary to outlinefuturethera
peutic plans. Talk tothepatient’slevel
of understanding but do not talk down
tothem. Consider the patient’ sability
to comprehend possibly complex
medical discussions. For example,
patientswith lower education levels
and lower literacy present withmore
advanced stages of prostate cancer®.
Intheother direction, some physi-
ciansbecomevery technical when
having discuss onswith better-
educated individualsand hedlth care
workersandtheir familiesand risk
failing to successfully communicate
withthem. Patients andfamily
members questionsmay givecluesto
their level of understanding and
acceptance of thediagnosisand

therapy.
Patience, compassion, understand-
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ing, andacaring relaionship aredll
important for the devel opment of
good patient-physcian bonding.
Similar traitsinthe cancer victim's
spouse or other caregiverswill assist
the patient through treatment. The
treating physician and other hedlth
careworkersshould beintuneto the
patient’sfamily relationshipsand
ability or lack of ability toassstinthe
cancer patient’shomecare.

Treating the health care profes-
sonal or family member can provide
both specia opportunitiesand chal-
lengesfor physiciansand other hedth
careworkers. Certainly, health care
workersand their family membersare
generally more knowledgeabl e about
cancer and cancer therapy. Whilethis
greater awarenesscanfecilitatea
patient’scare, thisgreater knowledge
maly al so cause these patientsto have
aheightened anxiety, particularly with
respect to possiblecomplications,
adverseeffectsof therapy, and
medica errors Additionally, tresting
physiciansmay have atendency to be
more self-consciousand defensive
whentresting other physicians, hedlth
careworkers, andtheir families.
Somephysicianspreferentially discuss
sgnificant findingsdirectly withthe
health care-employed spouse, or
hedlth care-employed adult child of an
affected, older adult rather thanwith
the patient directly, which can
heighten the patient’ sanxiety about
the poss bility of withheldinformation
or worse-than-actua prognosis.

An upbeat approach to the cancer
patient can be uplifting to the patient
and family. Direct eyecontactand a
simplesmile, and hand shakefromthe
treating physician can easethe anx-
ious patient and can convey better

10
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than many spoken wordsthat the
physicianredlly caresfor the patient.
Ask how thepatient isdoing. Thiscan
be an easy way to enter into adiscus-
sonof how the patient ishandling
their diagnosisand current therapy.
Allow the patient to expresshisor her
concerns, andtry to achievethis
without interruption. Repested
interruption of the patient conveysthat
you haveyour own agendaand may
not be personalizing appropriate and
necessary standard careto the
individua’sneeds. Remember your
chief concern (eg. falling whiteblood
cell count) at the moment may be
quitedifferent fromthat of the patient
or family. Try totakethetimeto
address both the patient’sand your
chief concerns.

Avoid expressionsthat may, even
remotely, be perceived asjudgmental
by the cancer victimor family. A
smple“Why didn’t you noticethat
lumpearlier?’ or “You should have
gottenin here sooner thanyou did!”
can, at best, evokefedlingsof guilt
and cause greater stressand, at
worse, provokean angry reaction
fromthe patient. Often the patient has
aready heard thisfrom well-meaning
family and friends. Certainly patient
education and early detectionisthe
key toincreasing thesurvivability of
many patientswith cancer, and future
effortsinthisdirectionwill continueto
pay off in greater cancer survival.
However, once detected at whatever
stage, the physician can best focus
attentionwith aforward-looking
attitudeto establisn further necessary
diagnostictesting and treatment
planning rather than second-guessing
apatient’sdelayed attention to
potential earlier sgnsof cancer.



Beawareof you ownvaues,
beliefs, attitudes, and defense mecha
nisms. Physiciansoftenfail to under-
stand reasonswhy apatient may
chooseto refusetreatment. Some,
particularly theelderly, may have
decided that they haveaready lived a
full lifeand do not wish to pursue
aggressivetherapy, evenif it canbe
life-saving. Itisimportant to besure
that patientsunderstand all the options
andthemost likely outcome of their
choiceof agivenoption.

Theangry patientisunsettling to
the physician but should not evokea
reci procating expression of anger or
avoidance. Many times, averba
expression of anger by the cancer
victimor family isexpressed at the
cancer, or other stressesresulting
from the cancer and itstreatment, and
tobut not at the physician. It takes
tremendousfortitudeto endurea
patient’sor family’sbarrage of
questionsand occasiondly chdlenging
accusations after thediagnosisof
cancer. Lessonslearnedfroma
physician’sown personal good, and
especialy tragic, or other difficult
experiencesinlifecanbeusedto
empathizewiththe patient and assist
inproviding theemotiona support
needed by the patient to facethe
diagnosisof cancer and possible
termind illness.

Total Patient Care:

Patientswant, and expect, the best
diagnostic, medical and surgica care
of their illness. They want acure, and
that, withtheleast possibleside
effects. Itis, of course, not possibleto
ddiverthisinadl cancer victims.
Unfortunately inthis, what isoften
their most difficult timeof life, the
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cancer patient and family need so
much morethan just the highest
quaity carefromphysicians. Phys-
cians, nurses, socia workers, clinical
research coordinators, psychologists,
pharmaci sts, hospiceworkersand
othersinvolved with the patient’scare
should work together to provide
comprehensiveand coordinated
health care and support for the cancer
victimandfamily.

Cancer and other terminal patients
often seek dternative carein specia
diets, vitamins, mineralsand other
supplements. Yoga, Relki, aroma
therapy, massotherapy, spiritua care,
and music therapy may each provide
relaxation, comfort, diversion, anda
method to reduce stress and better
toleratethe side effects of cancer and
cancer therapy. Thecancer victimwill
hopefully not choosethesein lieu of
standard cancer therapy. However a
nonjudgmental approach by the
physicianto thesedternativesmay
help the patient accept and continue
necessary, traditional anti-cancer
therapy offered by the physicianin
additionto dternative hedth care
options.

Thecancer patient may fear losing
timeat work and possibleloss of
employment and lossof income.
Financial concernscan beseverefor
many cancer patientsand families.
Somefamilieswithapatient facing
terminal illnessreported that they had
to take out aloan or second mort-
gage, spent their savings, or obtained
an additional job to pay medical
bills. In addition to acutely facing
the seriousillness of aparent, Spouse,
or child, many familiesmust rapidly
adjust to an enormouschangein
family routine. Young childrenmay be
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bewildered by thesefamily changes.
[l parentsmay no longer be ableto
play with children and engagein
previousfamily activities. Socid
interactions, family outingsandtrips
may bedragtically changed after
cancer strikesafamily. Somechildren
become quietly depressed and others
maly act out aggressively. Perfor-
mancein school may suffer and
children may becomewithdrawn or
show alack of interest in previoudy
interesting hobbiesand activities.

External Support:

Immediateand extended family
can providetremendous physical and
emotiona support tothe cancer victim
andfamily. Lovingand caring family,
neighbors, and coworkersmay offer
assistanceto the cancer patient and
their family during difficult timesand
tothesurviving family after thedeath
of the cancer patient. Nationa and
local support groupscan provide
vauableinformation, counsdling,
mutual support, and other servicesfor
thecancer victim andfamily. Many
patientsand family memberscan be
expected to surf the Internet for
information about cancer and both
conventiona and dternativetherapeu-
ticoptions. The physician can pro-
actively provide*alists of afew of
the better information sourcesand
Internet Sitesto guide the patient and
family to morereliableand accurate
information.

The physicianmust never underes-
timate the power and value of adeep
religiousfaith. Religionmay affect
patient choices about therapy*! . Even
though not previoudy overtly reli-
gious, many cancer patientsand
familiesfind great inner strengthin
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prayer andin thechurch community.
Faithand afedling of purposeinlife
can providetheinner strength neces-
sary to get the cancer patient through
along and difficult therapeutic course.
For theterminal patient, faith can ease
the acceptance of, and reducethe
suffering from, their inevitabledemise.

External Pressures:

Family and friendsfrequently
offer unsolicited opinionsand advice
to the cancer patient and their family.
Somemay behelpful, suchasadvice
onhow to handleasimilar difficult
gtuation. Unfortunately, not l advice
ishepful. Thecancer victimand
family may also beexposed to
sometimesstrong recommendations
to seek second and third opinions,
oftenfromwell-meaning family and
friends, or to seek alternative care
locally or overseasfor somewonder-
ful new cure, only availableinMexico
or elsawhere. Formerly supportive
family membersor friendsmay
becomevery critical of the cancer
victim'simmediatefamily or phys-
ciansif thereisaperceived lack of
courageouseffort performed on
behalf of the cancer patient. Educa
tion of thefamily can dleviatethese
concerns.

Patient and Family Concerns.

Cancer patientsare suddenly
forced to faceamyriad of issues: the
diagnosisof cancer, possiblemortal -
ity, radiation and chemotherapy and
their sdeeffects, and the possibility of
disfiguring surgery. Many do not
initidly redizethat their course of
treatment may bealong and arduous
course, evenif successful. Many hope
for aone-shot, quick treatment of
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their cancer with alumpectomy or
some other easy cure. Some may
expressseemingly ingppropriate
concernsor requests such asbreast-
conserving surgery for advanced
breast cancer or extensivesurgery to
eradicate multiple distant metastases.
Patience and appropriate education
may help the patient and family come
toamoreredistic understanding of
ther dtuation.

Patientsarefearful of painand
other symptomsthat they may experi-
enceeither fromeither the cancer
itsalf (pain from bone metastases) or
from surgery, radiation, and chemo-
therapy. Reassurance of the patient
about thelarge number of excellent
optionsto control pain and nausea
may help easethese concerns.As
trivial acomplication asit may seem
tothephysician, hair lossisnosmall
sideeffect to the cancer patient . One
fema e physician with breast cancer
indicated that shewasvery upset
about losing her hair from chemo-
therapy and stated, “1 felt naked
without my hair!”

Termina patientsfaceahost
of additiona burdensincluding
preparing awill, making funera and
buria arrangements, and, particularly
for younger adults, preparing their
spouseand childrenfor lifeafter their
death. Other factorsimportant to
qudity of lifeintermind illnesscan
differ by roleand by theindividual*?.

During cancer treatment, some
patientsface other severe stresses
such asspousal estrangement, di-
vorce, or abuse. Marriagesand
families, possibly aready under stress
for other reasonsbefore the cancer
diagnosis, can easily be pushed
beyond the breaking point. The
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cancer patient may haveto facethe
disntegration of their family at atime
they aremost in need of family
support.

Outpatient Cancer Care:

Theincreasingmoveto
outpatient care, outpatient surgery,
and shorter inpatient stayshashad
many benefits, not theleast of which
include cost savings, reduced risk of
nosocomial infections, and keeping
the patient inthemidst of their sup-
portiveand beneficid family milieu.
However, thisshift comeswith some
cost tothepatient and their family.
Complicated outpatient oral chemo-
therapeutic regimens, postsurgical
wound and Hickman catheter care,
and even subcutaneousinjectionsare
now commonly |eft to the aready
burdened and stressed cancer patient
andfamily®.

Education and training of the
patient and family can ease concerns
about their ability to providecare
previoudy provided by physiciansand
nursesinaninpatient setting. The
patient and family may haveaconfus-
ing array of oral cancer chemothera-
peutic agents, corticosteroids, antibi-
otics, painreievers, antiemetics,
antidiarrheal's, and anti pyretic agents
that can bedifficult evenfor aphys-
cian or nurse-spouse of acancer
victimto properly manage! Family
membersmay not beinformed of all
the subtle nuances of effectsand side
effectsof home medical and postop-
erative care. Important sSide effects
and new problems may not be
recognized until relatively lateby the
cancer victimandfamily. Vigting
nurses, home health care, hospice,
and detailed written patient education



brochurescan beinvauableto the
patient and family inthismatter.

Cancer Clinical Research:

Many cancer patientshavea
decidedly mixed view of participation
inclinica research. Often cancer
victimseagerly expressinterestinthe
“|atest available’ potentia cancer
treatment or cure but then, are
hesitant to participateinclinicd trials
with placebo or comparing older to
newer therapeutic regimens. They
want the best treatment and may be
eager to accept the newest therapeu-
tic option or vaccine asthe best hope
for acure. An honest presentation of
theoptions, andthe offeringto assist
inthe procurement of asecond
opinionmay help the patient and
family feel more secureinthe chosen
therapeutic optionsor clinica re-
search participation.

After Death of the Cancer
Patient:

After thetermina cancer patient
dies, physician and support staff
commitment to the patient isobvioudy
over. Suchisnot truefor surviving
family. Theabrupt disappearance of
the physician canleavethefamily
fedling abandoned. Whilefamiliesdo
not usually expect thephysicianand
health careworkersto attend the
wakeor funerd, physicianscan
overseeeffortsand inform familiesof
optionsadministered through hospice
and other organizations. Surviving
adultsmay benefit from support
groups. Children may benefit from art
and music therapy and child-oriented
support groups. Important asit was
whilethe cancer victimwasadlive, the
need for outside support of family,
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friends, and others can becomeeven
morecritical after the death of the
cancer patient. Thefamily that was
handling cancer stressespoorly
beforethe patient’s death may have
even moredifficulty after the cancer
victims passing. Eventhestrongest of
familiescan benefit fromvarious
family and support services.

Summary:

A total medical careand patient
and family support careapproachis
needed for the cancer victimand
family. Helping the patient physicaly,
emotiondly, and spiritudly can
provide benefitsfar beyond that
possiblewithjust anarrow focuson
the most up-to-date and highest
quality medical and surgica care(14).
Cancer patientsand family will be
forever grateful to physiciansand
health care workerswho attempt to
addressall theseimportant needs.
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Simulated Teaching
Experiences - A Teaching
Tool

MarianaHewson
hewsonm@ccf.org

Inorder to train young profession-
asinvariousskills(such ascommuni-
cation), wedescribeaninnovative
teaching method for professional
education, whichwerefer toasa
smulated teaching experience
(SIMTEX). Consstent withthe
principlesof adult education,
SIMTEX dlowslearnerstolearnina
clinicdly rdevant learning climate,
learn according to their needs, be
involved (at least, to someextent) in
planning thelearning experience,
participate actively inlearning experi-
ences, and receivefeedback ontheir
performance (Knowles, 1975).
SIMTEX isamethod of teaching
professond skillsusingtailored
ingruction, inwhichtheteachingis
responsiveto and based on learners
demonstrated or elicited needs
(Hewson, 1992).

SIMTEX offersacombination of
micro-teaching (amethod for organiz-
ingingructiononasingle, eementa
ideaor gtrategy) (Merrill inReigeluth,
1983), case-based teaching, role-play
(Cohen-Coleet d, 1995) and simula-
tions(Hoppe, 1995). In addition, the
SIMTEX approach can be organized
toutilizemultiplegtations, dlowingthe
possibility of teaching largegroupsat
onetime. Inthisrespect, the organiza-
tionof SIMTEX issimilar tothat of
Objective Structured Clinical Exams
(OSCEs) (Hardern, 1975).

The SIMTEX structureinvolvesa
case-based approach to teaching how
to teach (Shulman 1992), and isan
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adaptation of the use of standardized
patientsfor teaching medica students
how to handlemedical Situations
(Smpsonetal, 1992). SSIMTEX
focusesmainly onteachingissues
instead of medical ones, but can be
used for both. Theapproachis
characterized asfollows:

1. It utilizestrained persons
representing astudent or resident with
aninteresting learning problemthat
provokesthelearning group to focus
on animportant issue or strategy. For
example, how to teach astudent who
isdefengveor lacking important
information. Or how toteach a
student who needsto learn how to
interview arambling patient.*

2. Eachlearning group consists of
afacilitator, and agroup of 4-8
learners

3. Personsinthegroup elect to
smulate characterssuch asthe
student, resident or faculty (they may
play out aroleor may play them-
selves) and respond to the presenta
tionfor agivenamount of time
(usually short, eg, 1-5 minutes)

4. Thegroup then engagesin
facilitated discussion about the
performanceand theissuesraised..

5. Thefacilitator bringseach
SIMTEX to conclusion by asking for
agroup summary, and may use
checklistsor published materiasto
summarizethetopic.

6. TheSIMTEX stationsaretimed
and at the end of thedesignated time
the group movesonto the next
station, or the s mulated patient or
learner moveson, which canbemore
efficient, especialy whenthegroupis
large.

* Insome SIMTEX casesthere
can betwo nested interactionsthat
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formthefocusof conversation: a
student interviewsapatient, and a
faculty workswith the student by
giving feedback. Inthisgituation, the
facilitator organizesbothlevelsof the
smulation, and negotiateswhich
playerswill be asked to givefeed-
back.

TheRoleof theFacilitator

Thefacilitator doesnot teach
overtly but helpsthelearning groupto
reach their own conclusionsabout
how to respond to agiven scenario.
Thefacilitatorsresponsbilities
indude

1. Orientation: Thefacilitator
introducestheteaching topic and
describesthe purpose and mechanism
of the SIMTEX process. Thefacilita-
tor explainsthat asmany peopleas
possiblewill haveaturnto encounter
theissue/casebeing presented. The
facilitator assuresthe group of confi-
dentidity, establishesafriendly, non-
judgmental, non-threatening learning
climate by emphasizing collaboration
and mutua support. Thefacilitator
encouragesthegroup to relax and be
informal. We recommend that the
group Sitsinacircle (without atable,
if possible). In preparationfor the
smulation, thefacilitator describes
exactly how thesmulationwill take
place and how the debriefing will
ocCur.

2. Elicitation: Thefacilitator dicits
thegroup-sideason thegeneral topic
andinvitesthemto sharetheir recent
experienceswith theissueintheir own
life. Whenarangeof problems,
examples, or scenarioshavebeen
eicited thefacilitator narrowsthefield
by helping the group decidewhereto
focus. Thefacilitator encouragesthe



group to explore several factors
relevant totheissue. Based onthis
discussion, thefacilitator selectsa
scenariofor aroleplay. If thetopic
hasbeen clearly delineated apriori,
thefacilitator will provideaprepared
caserelevant to thetopic, and will be
accompanied with an actor trained to
smulaetheparticular role.

3. Discernment: Thefacilitator
advisesgroup membersthat they will
be asked three questions about the
smulation: What went well ?What
could beimproved?How would you
doit differently?

4. Ingtruction: Thesmulation
proceeds and thefacilitator stopsit at
an appropriate moment (when events
have becomeworthy of discussion).
Thefacilitator first invitesthe person
intheAhot seat( to reflect on hisor
her performance and feelingsabout
the experience, followed by the actor,
and then the group memberscontrib-
utetheir ideas. Thefacilitator follows
up thediscussion and may add hisor
her thoughts (if appropriate). Itis
NOT necessary for thefacilitator to
teach the group but may add hisor
her comment and relatethe points
madeto thetheoretical premisesor
guidelinesconcerningtheissue.
However thefacilitator should warmly
thank all the peoplewhotakeonroles
and give positivefeedback wherever
appropriate.

5. Application: Thefacilitator
invitesthegroup to suggest how to
improvethe smulated behaviorsand
invitesthegroupto apply themtoa
follow-upsmulation. Thisshould
engage asmany peopleaspossible
withthesmulation by inviting different
peopleto beintheAhot seatl The
simulation can Aroll back( to start at
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the beginning, can start wherethe
previousroleplay left off, or can Afast
forwardi to afuture moment. This
alowsfor discussion of several
contingencies(variationsonthe
theme).

6. Summary and Review: The
facilitator invitesthegroup members
to sharetheir insghtsand Atake
homef learning points. Thefacilitator
may provide materiaspertinent tothe
discussiontopic (eg, published
papers, screening tools, check lists),
and may invitegroup membersto
follow up the event withahomework
assgnmen.

The SIMTEX approach hasbeen
used successfully infaculty devel op-
ment coursesat the Cleveland Clinic.
Inonecourse, weinvitemedica
studentsto take on specificroles(eg,
astudent who hasproblematic
performance and needsfeedback, or
astudent whoisnew to ambul atory
medicineand needsto beoriented to
theclinicandto thefaculty'sexpecta-
tionsof thestudent. Itisimportant to
notethat the studentsfive excellent
feedback that ishighly appreciated by
the physicianswho play thefaculty
roles, and that the ssmulated students
themselveslearn how to behave
gopropriatey intheclinica settings
and how to dedl with specificlearning
problems.
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E It Column

A FIT Reflection on the

Winter Course
KathleenMcGrall
Peter Wei ssmann
wess017@umn.edu

We spend yearslearning how to
beadoctor and being taught how to
beadoctor. And somehow, assoon
asweacquireour degree, weareaso
expected to teach withreally no
attention at all having been paidtothe
skillsand needs of theteacher we
need to become. AsPGY-1'sweare
expected to teach medical students
and asPGY-2'stoteach internsand
students. Assenior residentsand
attendingsweteach dl of theabove.
Sometimeswework withindividuds,
at other timesin pairs, small groups,
or large conferences. Weteach
formaly or ontherun, but usualy with
no prior careto our personal devel-
opment as educators.

Throughitsannual summer and
winter courses, and throughthe
Facilitator-in-Training (FI'T) program,
theAcademy offerseducatorsat all
level sthe opportunity to discover their
strengthsand weaknesses. Itinvites
ustoidentify our learning needsand
godsinthat arena, and then offers
supportive opportunitiesfor usto
accomplishthosegoals. Thewinter
coursefor FIT sand faculty of the
academy, held thisyear in Fittsburgh,
isnow long past. Near theend of the
course, the FIT sgathered to de-
scribefor each other the kinds of
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kills, teaching aswell asfacilitating,
that they felt they had learned during
thecoursethisweek. Followingis
oneexampleof thelearning that
occurred.

OneFIT wanted to better engage
aresdent around theissue of motiva-
tiona interviewing withregardsto
patient nonadherence. TheFIT role-
playedtheresdent. Faculty and
other FIT swould participate by role-
playinginquick successionthe
attending in aprecepting encounter
withthisresdent. Whilesetting up
and executing therole-play, this
teaching Stuation clearly exemplified
at least threeimportant parallel
processes. First, wewantedthe
resident to experiencewiththe
attending the samequalitiesof interac-
tionthat we wished the patient to
experiencewiththeresident. The
resident would thusexperience
motivationd interview aspart of the
precepting encounter.

Second, thetechniques of motiva-
tiona interviewing appliedtothe
attending-resident interaction aswell
astotheresdent-patient interaction.
In other words, the attending could
experience*lettinggo” hisdesire, to
somedegree, for theresident to
changeapracticebehavior. The
rollingrole-play techniquethen
allowed usto hear and to experience
theinterchangesof three* attendings’
with theresdent and to identify which
approachesand whichlanguage
seemed most effectivein achieving the
desiredgoal.

Third, therole-play becamea
vehiclefor thegroup to understand
itself more deeply asgroup members
encountered inter- and intrapersonal
conflictsbeforeand during therole-
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play. Who washeard and who was
not? Some members seemed more
engaged than others, and some
peoplewerehurt. All of thesedy-
namics had been present for the
preceding two or three days, but the
experiencealowed ustolearn more
fully about themicrocosminwhichwe
wereenacting arole-play but playing
out our very real personditiesand
behavior patterns.

Much of thelearning that occursat
Academy coursescomesinsurprisng
and unanticipated forms. Learning
exercisesbecomemore deeply
meaningful than origindly intended.
Asaresult, we hopeto become more
mindful of our rolesasphysician-
teachersat home so that we can
better recognize our impact, even
sometimeswhat isunintended, on our
learners. W

» .
n ehavioral

Science

I ntroduction to the
Behavioral Science

Column
AlyceGetler
ayce getler@hms.harvard.edu

The behavioral sciences have much
to contribute to the practice of medi-
cine. It is estimated that at least half
the symptoms for which patients seek
primary care consultations are not
accounted for by clear organic pathol-



ogy. Rather, psychiatric disorders such
as depression and anxiety, psychoso-
cial problemssuch asfamily violence
and abuse, and everyday stressors
such aswork and relationship prob-
lems often manifest with physical
symptoms. These symptoms bring the
patient to the physician’s office. A
relationship-centered approach to care
encourages the patient to share some
of these concerns. But how best to
address them? There are many
treatment optionsand intervention
models that focus on increasing the
patient’s sense of self-efficacy,
managing symptoms and addressing
underlying disorders. Familiarity with
the range of treatments available
enhancesthe physician’sability to
provide optimal care, to address
psychophysiological symptomsandto
refer the patient to appropriate mental
health clinicians when necessary.
Classical theoriesfrom the psychol ogi-
cal literature on transference, person-
ality styles, and attachment theory can
help inform physician-patient interac-
tions, influence patients’ ability to cope
with illness, and even affect medical
outcomes.

Thisnew columnwill provide
information from the behavioral
sciences on relevant theories, diagnos-
tictools, clinical interventionsand
research data. Please send ideas for
futurearticles, submissionsfor possible
publication, and other thoughts or ideas
to: alyce_getler@hms.harvard.edu
I look forward to hearing from you! W
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E ediatric

Per spectives

Inaugurated in 2000, Pediatric
Perspective is a column devoted to
work with children, adolescents
and their families. | invite you to
submit narratives, , essays, re-
search, editorials, and other pieces
along with any ideas you have
about topics that you would like to
seein Pediatric Perspective. E-
mail submissions and ideasto:
elizabeth_rider @hms.harvard.edu.

Howard King, MD, MPH isa
pediatrician with training in child
psychiatry and public health. Heis
the former chair of the subcommit-
tee for mental health of the Massa-
chusetts Chapter of the American
Academy of Pediatrics and has
organized programs on childhood
and family depression and strength-
ening the partnership between
doctors and their patients. Dr.
King isan associate medical
director for the Medical Delivery
Organization for Newton-Wellesley
Hospital, Newton, Massachusetts.
He has had pediatric practice for
many years. Dr. King'sarticle
appliesto all clinicianswho work
with children, adolescents, and
their families.

-Beth Rider
elizabeth_rider@hms.harvard.edu
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The Psychosocial Assets of

the Pediatrician
Howard King
HowieKing@aol.com

Pediatricianssometimesthink they
will be” starting from scratch” if they
addressthemental hedlthissuesof
children. They don't redlize how much
they areaready doing that can help
theminthisarea

Althoughyoumay fed youlack the
training of amentd hedthclinician,
that seeming deficiency isba anced by
your natural intimacy with many
menta health concepts. You makeuse
of thisknowledgeall thetimeinyour
work with childrenand families, often
without redizingit.

By reminding yoursdlf of the
following attributesof your relation-
ship with parents, you may feel even
more confident when youwork with
families

Thepediatrician ashistorian

Over time, listening to parents
discussconcernsabout their children,
you can often understand thewaysin
which certainfamiliesmay bevulner-
able. You may beableto usetheir
history to discover why aparticular
family member may haveevolvedto
becometherepresentativefor the
family conflict.

What you hear may seeminitidly
confusing. However, your observa
tionsover timewill makeincreasing
senseand may suggest potential
opportunitiesfor intervention.

Thedevelopment of trust
It takestimefor parentstoforma

trusting relationshipwith atherapist.
In contrast, family membershave
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usualy knownyouforalongtime. If
they believeyou arewillingand able
tointerveneat theright time, parents
may beready to be engaged, psycho-
logicaly, whentheneed arises.
Furthermore, you have devel oped
credibility and trust through previous
successful interventionsinvolving
illnessand physica hedlth problems.
Thetrangtiontoviewingyouasan
aly for emotiona crisesmay fre-
quently seem very natural to parents.

Crigsintervention

Asapediatrician, youplay a
uniqueroleaswitnesstodl the
developmenta stagesfrombirthto
adulthood, not to mention thevarious
joysand sorrowstowhichfamilies
areexposed over time. On such
occasions, ahost of complicated
fedingsemergesbetweenfamily
members. Relationshipschangeand
require new adjustments. With your
understanding of thefamily history,
youmay bevery helpful by suggesting
opportunitiesfor more constructive
attitudesand choiceswhenthey
confront suchissues.

A reflectiveattitude

A psychologist studyingtwo
groupsof children, onewith anorexia
and onewithout, speculated that one
factor, among others, might account
for thedifference. She suggested that
acharacteristic of the parentsinthe
control group wasthe existence of a
“reflectiveattitude.” Thoseparents
seemed to have an introspective but
not guilty nature, astriving for healthy
dia ogue between parent and child.
They seemed to beworking to
understand their children’ sbehavior
but not be so preoccupied that they
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falledtogivether children the space
and direction they needed to grow as
Separate human beings.

You useyour wdl-childvigts,
without redlizingit, to encouragethis
reflective attitude. You ask questions
like,“How isyour child doing?’
“What areyou pleased about?’
“What are you concerned about?’
“What doyou think it means?’ “How
areyoudoing?’ “How areyou and
your spouse (or partner) doing?’
Thesequestions, and others, stimulate
parentsto reflect, constructively, with
you. Such parents, inturn, areoften
abletoadopt asmilarly reflective
attitudewiththeir child.

Seeringthefamily through a
mor ass of experts

Thereisthedanger that, by asking
such questions, parents may wonder if
you arebeing judgmental. Not so.
Youaremerdy tryingto helpthem
articulate how they fedl. You arenot
just being supportive but area so
encouraging themtousether intuition
and hedthy gut-fedings.

Therearemany issuesabout which
“experts’ writeand lecture. Thepoint
isthat for suchissuesthereareno
right answers, only right answersfor
some people. Your task isto help
parentscomeupwithasolution,ina
logicd way, that reflectstheir own
feelingsand what isappropriatefor
them. Idedlly, you arenot just helping
parentsdeal with aproblem today,
but rather with how they and their
children copewith problemsfor the
rest of their lives.

Oneof your objectives, therefore,
isto protect parentsfromfedling guilty
asthey encounter avariety of experts
whotell them that thereisonly one
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way of doingthings.

Theconcept of the“right-lower -
quadrant”

What do you dowhenyoutry to
decideif your patient has appendici-
tis?You start your examintheleft
upper quadrant and gradually work
towardsthe areaof greatest discom-
fort, i.e. theright lower quadrant.

Similarly, whenyouarededing
withafamily inpain, youtry to
understand what isgoing onwiththe
family asawhole, what their strengths
areaswell aswhat they areworried
about. Gradually you discover therea
issues. Youdon't avoid thoseissues
becauseyou fear you may, tempo-
rarily, bring pain or sadnesstothe
surface. If youhavethefamily’s
permissionto do so, your investiga
tion may bring asecret problemtothe
attention of all concerned
and, by sodoing, may bring relief.

Searchingfor strengths

Theevduation of afamily problem
meansexploring thetota functioning
of achildand hisfamily. Problem
areas may bediscovered that need
attention. But, just aslikely, investiga-
tion can bring to light many areas of
mastery and competencefor both the
child and parent.

Itisimportant to discover these
strengths. Hel ping parentsremember
what they have accomplished may
givethem theesteem and confidence
to ded withissuesthat remain
to beresolved.

Thechild asan agent for change
Asparentshelp their children

through the stages of emotional
growth, they inevitably encounter



experiencesthat may bringtomind
troubling memoriesand fedlingsof
their own that may have become
repressed. Sometimestheir coping
methods have been successful.. Often,
however, they havenot.

Aschildrengothroughthese
different stages, the parents’ old
adaptationsmay bedisturbed. It can
belikewhen ascab ispeeled off,
revealing apoorly healed wound. At
such times, parents havethe opportu-
nity to reexamine suchwoundsand
contemplate how successful, or not,
they have beenin resolving such hurts.
Inshort, children, without redlizingit,
give parentsasecond chanceto
revisit their past and the opportunity
toresolve someof their old problems.

When parentsexpressthoughts
and fedlingsabout their children, their
defensesagaingt thinking about
themselvesmay belessrigid than at
other times. If you haveagood
aliancewith parents, you can help
them clarify suchissues. Inthat sense,
thechild may do asmuchfor the
parent asthe parent doesfor the
child.

System theory

Itiscommon, inawel-childvisit,
that you may end up considering
severd family memberssmulta:
neoudly. A parent comesintotalk
about onechildwho hasarivalry with
another sbling. Thismay remind
parents, inturn, of how they inter-
acted with sblingswhenthey were
younger and how their parentsdealt
withit. So, unlikeother physicians,
you may beinvolved, conscioudy or
unconscioudy, with systems.

Systemstheory asit pertainsto
familiestakesinto account not only
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how individua membersrelateto
each other but also how thefamily as
awholedevel opsand changesover
time. Thinking about familiesthisway
may help you understand causdity in
regard to childhood problems, and
may even suggest useful waysof
intervening.

Par enting, thear chetypal way to
gain competence

Regardlessof how peopleare
raised, regardlessof their education
or statusinwork or marriage, all of us
aregivenafresh start whenwe
become parents. Aspotentia aliesto
the parent, pediatricianshave agrest
opportunity to help nurturethat sense
of competence.

The parent who acquires compe-
tenceinthisrolecanusualy master
most of the other challengesinlife.

Theroutineofficevisit asacor-
rective experience

Asapediatrician, you shouldn’t
feel you arejust asource of informa-
tion. You are a so seen asan authority
figure (although maybelesssothese
days). Regardlessof how you present
yourself, parentsmay view you, and
respond to you, theway they re-
sponded to other authority figuresin
their past.

How would you characterizethe
idedl pediatrician-parent relationship?
Mightit not include patient listening, a
non-judgmental attitude, permission
for the parent to expressavariety of
fedlings, and an absenceof ridicule
and condescension?You areaways
inapositionto giveadvice. You may
bemost successful, however, when
you hel p parentsunderstand that they
have choicesand that they can
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develop asense of competencein
making good decisions.

Furthermore, parentsmay usethe
relationship with youasamode for
learning and, inturn, amodel for how
they can listen and intervene construc-
tively withtheir children.

Thereareother aspectsof the
officevist fromwhich parentsmay
gainingght. For example, many of the
familiesyou seemay havedifficulty
expressing fedings, and somemay tell
their child that “big boysdon’t cry!”
But throat swabs are unpleasant,
shotsdo hurt! It may be
useful whenyou giveaninjectionor
takeathroat cultureto say, “It may
hurt alittle... 1t'sall right tocry.”

Such corrective experiencesfor
childrenand their parents, however
trivia they may seemindividudly,
becomeincreasngly sgnificantinthe
aggregate, hel ping both parent and
child gain confidence and express
fedings

Workingwith parentswhere
they'reat!

Youwill bemoresuccessful in
hel ping parents manage the emotional
growth of their childrenif you con-
Sder starting with wherethe parents
are.

Supposeaparent cameinwitha
four-year-old child, concerned about
tantrumsand thechild being “ out of
control.” The parent wondersif the
child hasfood dlergiesor could be
hyperactive. You may personaly
believethat thetantrumsareemo-
tiond inorigin. Your task, then, ishow
to help the parent consider that
poss bility and managethechild's
behavior fromthat point of view.

If that isthe case, youwill havea
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number of tasks. You may ask
yoursdlf (and, ultimately, the parent)
why the parent would consider the
unlikely possihility of food dlergy or
hyperactivity. At the sametime, you
want to convey respect for the parent
who hasshared that belief. At some
point, youwill expressyour own
contrary, even though tentative, point
of view. Still, congder offering parents
thechoice(e.g. temporarily exploring
food alergy) and leaveit tothemto
follow their owninitiative.

Double- and triple-identification

You may bethefirst personto hear
inappropriatelabelsattachedto a
child, e.g. theone-month-oldinfant
who hasa“terribletemper” or whois
“high-strung.” (Isshetalking about
her spouse or her siblings?) Or you
maly hear about thesix year oldwitha
“bingefor crackers’

(reminiscent of anacoholic grandfa
ther?).

Youdon't know if thesethingsare
trueunlessyou think about listening,
not only to the parent but al so to your
OwWn senses asyou become aware of
aninappropriatelabel appliedtothe
child. At that point, ask yourself
whether the parent isreally thinking
about someindividual either inher
present life, or in her past, towhom
sheisattached by animportant
unconsciousconflict.

In short, you may wishto consider
that parentsmay identify thechildwith
peoplefromthe parents’ past. How
you verify that intuitionand how you
shareit with compassionisanother
matter, butitisimportant for youto

recognizeit.
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Combatingthesdf-fulfilling
prophecy

How many timeshaveyou heard
parentssay suchthingsas, “I’'mgoing
to havealot of problemswith her
whensheisateenager” ...or ... “He
isahighstrungkid!”... or “He Il never
changel”

Youwill have many opportunities
inyour pediatric visitsto construc-
tively confront parents, at the appro-
priate moment, when they express
suchideasand ask why they contem-
plate such outcomes.

Thelongitudinal benefit of psycho-
social pediatrics

Pediatriciansneed to remember
that theemotional growth of parents
occursover time. Itisanevolutionary
processthat occursduring theentire
gpanof their children’slives.

Eachcrigs, each developmenta
stageof achild, infact, each childina
family provides parentswith opportu-
nitiestogaininsaght and acquire
mastery over avariety of unresolved
lifeexperiences.

Therelationship betweenyouand
parentsislikeabook with many
chapters. If you haveacollaboration
with parents based on trust and
mutual respect, the outcomewould
seem salutary for thechildand the
family.

Additiond articlesby Dr. King canbe
read at hiswebsite: http://
www.drkingsofficecom m
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E oetry Encounter

“TheNumber” by Mary Ray
Worley, likeall good poetry, rever-
berateswith meaning. At onelevel
“TheNumber” isawry and well-
crafted responseto our cultural
obsession withweight and body
image. Weight | oss, or at |east the
quest for it, isbig business. And self-
esteem teetersprecarioudy on*“the
tiny platform/withthefateful dial.”
However, | dmostimmediately
dippedintoreading“ The Number” a
different way, reflecting another
cultural phenomenon; that is, with
regard to doctor-patient relationships
and patient care. Thisisthe patient
speaking: “| havenoface, /| haveno
voice...” Unfortunately, too many
patientsexperiencetheir medica care
inthisway. “| amreducedto this/
number... Thisnumber / carriesmore
weight/than| do.”

- Jack Coulehan

ThisNumber
Mary Ray Worley

Stripped bare,

| take one heavy step
and then another
ontothetiny platform
withthefateful did.
Thenumber, the number
spinsacrossthedia
Until itsjudgment issettled.
Thenumber decrees
whether | an good.

All I havedone,

al | havetakenin,

al I havebecome



comesdowntothis,
thisnumber, thisnumber.
Each caorieof love,
eachmorsel of pleasure,
each nugget of sweetness
bearsdown and down,
and | amroundly condemned.
| havenoface,

| havenovoice,

no mind, no thoughts.

| amreducedtothis,
thisnumber, thisnumber.

| amonly

thisnumber.

Thisnumber
carriesmoreweight

than | do.

Youarecordialy invitedto con-
tribute your work to Poetry Encoun-
ter. Please send your poemsfor
consideration to Jack Coulehan,
Medicinein Society, HSC L 3-086,
Stony Brook University, Stony
Brook, NY 11794-8036.

E pecial Addition

In Memoriam - Lorenzo
Bignamini, M.D.
WilliamH. Sdazar

Kathy Cole-Kdly

Memories:

That cold, winter afternoon
Lorenzotold me, “William, itisgreat
to sharetheroomwithyouandto
know that you are Catholic. We can
pray at night. You can pray inyour
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ownlanguageand | canreply in
Italian!” Indeed, for Lorenzo prayer
wasanintegral part of hisdaily life.
During the Pittsburgh Winter Course
in2003, every night, Lorenzoand |
found each other in degp meditation
before going to sleep. We prayed for
our families, for the AAPP, for peace,
for our patients, for the poor and for
therich.

Lorenzo and hisfamily hadjust
finished vacationinginIndia Hewas
astonished by the
S0Cioeconomic
imbalanceandthe
poverty of India
So often hetold (
mehow lucky he
andhisfamily
wereto haveall I
theluxuriesthey J
had, and he I

continualy E
==

reflected on how
lucky many
peoplewerein
the United States,
especidly hedth
careworkers.
Wealso e ©
laughedtogether 0
alot, andwe
made plansfor thefuture. We shared
picturesof our familiesand wetaked
about theloveweféet for our wives
and children. Lorenzo mademe
remember thosewonderful college
dayswhen you formed those wonder-
fully strong rel ationshipswith those
who were going through ajourney
smilartoyours.

Tragedy:
Lorenzo Bignamini, 41 yearsold,
died onAugust 10thwhen hewas
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stabbed to death by aformer psychi-
atric patient. Hiswifewrites.

“Dear Friends,

| anvery sorry totdl youlikethis,
but | need you to know that L orenzo
hasbeen killed last Friday by adevil
of abeast patient hehad. Heisdead
asaheroand amartyr of hisprofes-
sion, but for meisjust awonderful
partner and spouse and father miss-
ing. Thisiswhat | can say now, but
maybeyoudl
can pray for him.
Withmy tears
andfaith,
Donata

Work:

Lorenzowas
atrueforcein
Itay inthefield
of Doctor-
Patient Commu-
nication. Hehad
establisheda
network within
the country and
wasamajor
influenceinthe
dissemination of
doctor-patient
communicationwork inmedica
schoolsaswell asother health profes-
sond inditutions.

Lorenzowasdsointrigued with
therelationship between spiritudity,
hedlth and healing. Hewasauthoring
aspecid section of anItdianmedica
journal devoted to thistopic. Hewas
President of theltalian Society of
Medicd Clinica Psychology and
Commissioner of the Order of Doc-
torsof Milan.

Lorenzo cametotheU.S. for the
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JuneAAPPcoursein 2002. For him,
theexperiencewaslife-changing. He
wanted to expand AAPPin Italy and
some day beableto hold ameeting
there. In January of 2003, Lorenzo
came back tothe U.S. and partici-
pated in the Pittsburgh winter course.
Again, hewasddighted withwhat he
experienced and constantly reflected
on how he couldintegratewhat he
learned into hiswork and hiscountry.

I ngpiration:

Our colleagueKathy Cole-Kédly
had the distinct pleasure of hosting
Lorenzointhiscountry for two weeks
beforethe course, and then being with
Lorenzo and hisincrediblefamily, in
Italy, for threeweeks. Shewritesthe
remainder of thisremembrance:

“Larger thanlife. That phrasecan
be used casually to describe some-
one, but never hasthisdescription
been more accurate than when
gopliedto Lorenzo Bignamini.
Lorenzowasandislarger thanlife.
Hisvitality wascontagious. Hehad
thewonderful mix of amischievous
nature, of whimsy and spontaneous
play, of passonfor hiswife, his
children and hisspecid friendsand for
hiswork. Lorenzolovedlife. Lorenzo
waslife. Hedidn't do anything half-
heartedly. Hedoveinto every experi-
encewithavigor, enthusasmand
curiosity that madehisbeing so
powerful.”

“Everywherewetaught, it was
clear that Lorenzo wasadistin-
guished, respected leader inthefield
of doctor patient communication. His
enthusiasm, seriousnessof commit-
ment and creativeta entswerewell
acknowledged by themultiple profes-
sonaswe
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encountered throughout the country.”

“But of dl theimagesand reflec-
tionsthat | have of Lorenzo, themost
beautiful onesweretowatch himwith
hisfamily. They—L orenzo, Donéta,
Anitaand Mathilde— had adance
that was as magnificent to watch asto
watchtheBolshoi Ballet mixedwith
MarthaGraham. They worked
together, they laughed together, they
played together, they explored
mountains, they learned about the
herbsand wildflowers, and they
traveled to new continents. They
learned about the peopl e, about the
struggles and about the beauty of their
persona and physica surroundings.
Their dancewasacombination of
jumps, of waltzes, of dow dance, of
country fiddlers. They moved together
asoneyet they rgjoicedin each
other’sindividudity. Lorenzoand
Donataco-led the dance, each
contributing their spirit, their balance
andtheir zest for lifeandlearning and
living.”

L esson:

L orenzo had asense of humor that
wasboth playful and clever. The
sense of play wassuch acentral part
of who hewas. It wasevident with his
family, hisfriendsand hispatients. He
took play to new heightsinhis
therapy. Hetook everyoneto new
heightsin hisfriendship and support.

But Lorenzo’splayfulnessand
senseof fundidn’t mean that he
wasn't avery deep man. Hewas
pensive, hewasreflectiveand hewas
adwaysdretchinglimits.

...Stretching limitswithinhimsdlf to
grow and understand histhoughtsand
hiswork. ... Stretching thefield of
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psychiatry to incorporatetheworld of
doctor-patient communication and of
spiritudity.

...Stretching to beascrestive as
hecouldin hisvery seriouswork with
hispatients.

Sorrow:

Wewill dl missLorenzo beyond
comprehension. Lorenzo'sdeathisa
tragedy toal of uswho knew him, to
thefieldsof Doctor-Patient Commu-
nication and Psychiatry, and most
importantly to hisingpirationally strong
wifeDonataand their beautiful
children, Mathilde 10 and Anita12.

Wewill believethat Lorenzo’'s
vitality hasnot been
extinguished...that heisherewithus,
spurringusall onto savor lifeashe
did—with suchtotal pleasure,
generosity, desirefor connection,
senseof justiceand spiritudity.

So muchlovewe send to Donata,
Mathildeand Anitaknowing theache
youmust fed. May wedll strivedaily
to continuethelife-affirming approach
that L orenzo showed us. We hope by
doing so, it can easethepain abit for
each of uswhowill sorely miss
Lorenzo.

To Lorenzo, withso muchlove
and respect.

We are hoping to establishafund
inhonor of Lorenzo that would allow
other International spromoting
hedlthcarecommunicationto beable
to participatein AAPP. Thepossibil-
ity of ascholarship fund that would
allow AAPPto sponsor aninterna-
tiona guest eachyear, inLorenzo's
name, isunder discussion.



