












































Focus Group Topic #8

HOW TO COPE
Coping strategies are mechanisms that help reduce the
sense of stress and emotional load; they can be practical,

psychological, or both.

A recent study showed that over 60% of oncologists feel burned
out. That is, they feel demoralized and often depressed about
their profession. There are many causes of burnout—the long
hours, bureaucratic hassles, the toll of taking care of so many
very ill patients, the demands of families and their own

feelings of helplessness at watching people die as well as the
pain of families. Yet, somehow we must cope with the everyday
care of patients and get up the next day and do it again. The
video excerpts in this section illustrate some ways that cancer

doctors get through all of this.

Perhaps the concept of the “renewable resource” is a useful
analogy here. If you are able, through various coping mechanisms
and strategies, to replace the psychological energy and reserves
that are lost in daily clinical practice, you will manage to
maintain some form of equilibrium. If you cannot do that—
and we all have days when we cannot—then that may produce
burnout in the long term. Reflecting on and discussing this topic
may be as important—perhaps even more important—than any
of the other topics, because if you are burnt out, you will be

unable to help your patients deal with their own burdens.
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Focus Group Topic #8

HOW TO COPE

Topics for Discussion

How does the daily stress of clinical cancer care affect you?

Can you identify the features that make a day really tough?

What helps you cope with the stress of everyday oncology
practice? What restores your own sense of energy and enthusiasm

for your job? Do you work out? Have a hobby?

When your patients thank you, are clearly glad to see you, or are
grateful for your help, does that reduce the stresses that you feel?
Can you easily acknowledge the gratitude of patients and family

members?

Are there things that you wish you could avail yourself of to get

through the losses and stresses?

Is family support an important factor? What have you noticed

about this?

Do you ever find yourself “dumping” your stress on your family?
Do you ever find yourself relying on self-destructive coping such
as excessive alcohol use?

How do you give yourself a break? By taking vacations?
Planning regular cultural or other events? Does your hospital or

office have a place such as a lounge or office where you can take

a break?
Do you feel that your home and work life are in balance?
Do you have any colleagues to talk to about how you feel?

Do you know many colleagues who seem stressed and burnt out?

36



NOTES
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IN CONCLUSION
Everyone who has been involved in this project hopes that the
videotape and this booklet will help crystallize some of the
biggest problem areas in cancer care and that they will provide
some strategies for dealing with them effectively. Nobody who
goes into the practice of oncology expects it to be easy. But, as
the scenarios show, sometimes the practice of oncology is more
difficult than anyone could imagine. If this tape and booklet
lessen that difficulty and in the process help you become a
better caregiver to your patients with cancer, then this project
will have fulfilled its aim.

38



Appendix I

S-P-1-K-E-S COMMUNICATON PROTOCOL

SETTING

PERCEPTION

InviTATION

KnNoOwLEDGE

ExPLORATION

S-P-I-K-E-S is a communications protocol for difficult clinical
situations, such as when it’s necessary to impart bad news. It is
summarized briefly below. You will find more detail about this
protocol and how to use it in the Annotated Bibliography that

follows.

Before you begin, attend to the context in which the conversation will take place.
This includes such things as choosing a private setting rather than a public
hallway, determining who is (and isnt) present, sitting rather than standing.

Take time before beginning to determine what the person knows or suspects about
the medical situation. “Tell me what you know so far about your condition...” Note
any mismatch between this and the actual medical information.

Encourage the patient to let you know how much detail he/she desires. “Are you
the sort of person who...” Accept the patient’s right NOT to know (but offer to
answer questions later should they arise).

Begin to impart information (in small chunks), checking reception as you go, and
responding to patient’s reactions as they occur.

Explore the patient’s understanding of whats been said, and respond to emotions.
“I can see this was more serious than you suspected...” This does not require
you to experience the same feelings as the patient or to agree with his/her view
or assessment.

STRATEGY & SUMMARY

Propose the best medical strategy, assess patient response, and agree on a plan.
End the session by summarizing, and then ask whether there are important
issues or questions to discuss. Offer assurances that you will answer questions
that arise later. Make a clear contract for the next contact.

Notice that the protocol calls for easing both the patient and
the physician into the situation by first attending to the context
of the conversation, by gathering information before imparting
it, by giving feedback and acknowledgment, and by providing

the structure of a summary.
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Annotated Bibliography

TIME PRESSURES
Baker Laurence H, O’Connell, D and Platt, FW “What Else?”
Setting the Agenda for the Clinical Interview. Ann Internal Medicine
2005;143(10), 766-770.

Many times patients have concerns that go unexpressed until the end
of the interview when the clinician thought that he had covered the
important points of the encounter. This paper is a useful article on how
eliciting the patient’s agenda at the beginning of the interview can save
time later on.

Beckman H, Markakis K, Suchman A, Frankel R. Getting the most
out of a 20-minute visit. Am ] Gastroenterol 1994;89:662—4.

A discussion of four core skills that can increase the efficiency of the
medical encounter and enhance the feeling of co-participation in
problem-solving by the physician and patient.

Dugdale, DC Epstein R. and Pantilat, SZ Time and the Patient—
Physician Relationship. J Gen Intern Med. 1999 January; 14(S1):
S$34-S40.

An overview of the issue of time pressures in the physician-patient
encounter and some suggestions as how to use interview skills to save
time and improve important outcomes of patient care.

Gunderson L. Physician burnout. Ann Intern Med 2001;135:145-8.

A brief overview of the concept of burnout and approaches for physicians
to combat it, including the American College of Physicians—American
Society of Internal Medicine Renewal Project.

Lang E Marvel K, Sanders D, Waxman D, Beine KL, Pfaffly C,
McCord E. Am Fam Physician. 2002 Apr 1;65(7):1277-9.

Interviewing when family members are present. In oncology family
members often accompany patients to interviews. This can create
challenges but also opportunities to involve them in the support of the
patient. This article briefly discusses a core set of interviewing skills for
involving families in the patient’s care and more advanced skills for
managing conflict and negotiating goals of care.

Lee Rs, McGrath P . Dealing with Time Pressure. International J
Stress Management 1995;2(2) 79-86.

A study of individuals experiencing time pressure during personal encoun-
ters revealed that those who felt effective in focusing on the task at hand,
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viewed the encounter with a person as a challenge rather than a burden
and set realistic goals were more likely to feel less time pressure and more
likely to show satisfaction with the meeting.

Ramirez AJ, Graham J, Richards MA, Cull A, Gregory WM, Leaning
MS, Snashall DC, Timothy UK. Burnout and psychiatric disorder
among cancer clinicians. Br J Cancer 1995;71:1132-3.

Emotional exhaustion, depersonalization, low personal accomplishment,
and psychiatric disorders among cancer clinicians were associated with
feeling overloaded, treatment toxicity/errors, and deriving little satisfaction
from professional status. Clinicians who felt insufficiently trained in
communication and patient management skills had significantly higher
levels of distress than those who felt sufficiently trained.

COMMUNICATION:

SEEING THE PERSON THROUGH THE PATIENT
Baile WE Beale E. Giving bad news to cancer patients: matching
process with content. J Clin Oncol 2001;19:2575-7.

How a failure to understand a patients expectations and anxieties can
lead to misunderstanding and conflict in the doctor-patient relationship.
Suggestions for ways to efficiently explore patients” expectations and
concerns.

Branch WT, Malik TK. Using ‘windows of opportunities’ in brief
interviews to understand patients’ concerns. JAMA 1993;269:1667-8.

How to pick up on verbal cues from patients during appointments to
identify issues that are of concern to them and that may affect their quality
of life, satisfaction with medical care, and compliance with treatment.

Smith RC, Hoppe RB. The patient’s story: integrating the patient- and
physician-centered approaches to patient interviewing. Ann Intern Med.
19915115: 470-7.

Techniques for eliciting the patient’s perceptions, needs, and concerns in
the context of the medical interview and the advantages of this approach
for patient management.

Voices From the Lived World of Illness: Advanced Cancer DVD

The film leads the viewer into the “in-illness” experience and highlights
patient’s expectations of doctors, the impact on one’s sense of self and
relationships with others, spiritual issues, dying and hope. Available at
http://www.communicationinmedicine.org/
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BREAKING BAD NEWS
Buckman R. How to Break Bad News. A Guide for Health Care
Professionals. Baltimore: Johns Hopkins University Press, 1992.

A comprehensive guide and six-step protocol for telling families and
patients about adverse medical information.

A Request for Nondisclosure: Don’t Tell Mother
Hallenbeck J and Arnold R. J. Clin. Oncol. 2007; 25: 5030-5034.

What to do when family or loved ones want to withhold bad news from
patients.

Guten CE Ferris FD, Emmanuel L. Ensuring competency in
end-of-life care. Communication and relational skills. JAMA
2000;284:3051-57.

An expansion of the Buckman six-step method for giving bad news that
includes setting treatment goals, advance care planning, withholding or
withdrawing therapy, making decisions about life-threatening illness,
resolving conflict around futility, and discussing death and dying.

Lubinsky MS. Breaking bad news: dealing with the mimics of denial.
Journal of Genetic Counseling 1994;3:5-12.

Differentiates “true” denial (repudiation of reality) from a number of
more benign coping strategies (disbelief, deferral, and dismissal) used by
patients and families when dealing with bad news.

THE ANGRY PATIENT
Astrow AB. Isn’t there someone to blame? J Clin
Oncology2007;26(9):1560-1561.

Discusses how the oncologist can frame and survive the anger and blame
that may emerge in patients around death and dying.

McCord RS,Floyd NR,Lang f and young VK. Responding to anger
directed at the physician. Fam Med 2002;34(5):331-336.

It is suggested that apologies and explanation are likely to be most effective
in simple situations such as patients’ being kept waiting.

Platt FW, Gordon, GH. Anger. In: Field Guide to the Difficult
Patient Interview. Philadelphia: Lippincott, Williams & Wilkins,
1999, pp 75-83.

How patient anger affects the physician, and some practical management
tips, including pitfalls to avoid.
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HOPE & EXPECTATIONS
Evans WG, Tulsky J, Back AL and Arnold RM. Communication at
times of transitions: how to help patients cope with loss and re-define
hope.

A review of the dynamics of patient challenges as they face losses associated
with phases of their illness and several strategies that may accomplish the
goal of helping them to maintain hope.

Fallowfield L. Truth sometimes hurts but deceit hurts more. Ann NY
Acad Sci 1997;809:525-36.

Discusses the implication of clinicians concealing or altering medical facts
to protect the patient from “losing hope.” Argues that most patients today
desire accurate information across the disease spectrum and that most
patients also have mechanisms to assist them in coping with bad news.
Suggests that, for most patients, health care providers will accomplish
much by focusing on helping patients redefine hope in terms of realistic
goals of care and maintaining quality of life.

Gerretsen P and Myers J. The physician: A secure base. J Clin Oncol
2008;26(32): 5294-5296.

A case discussion raises the point that patient comfort can be derived
from the perception of physician availability that provides the security
that comes with feeling one is not alone.

Sardell AN, Tierwieler SJ. Disclosing the cancer diagnosis. Procedures
that influence patient hopefulness. Cancer 1993;72:3355-65.

The authors empirically examined the extent to which various forms of
physician disclosure of a cancer diagnosis are seen by patients as more or
less hopeful and as favorable or unfavorable.

SYMPATHY, EMPATHY & PERSONAL BOUNDARIES
Banja JD. Empathy in the physician’s pain practice: benefits barriers
and recommendations. Pain Medicine 2006; 7(3): 265-275.

Explores the phenomenon of empathy from the perspective of the physician
and proposes a communication model valuable in communicating when
facing challenging emotional situations.

Gabbard GO, Nadelson C. Professional boundaries in the physician-
patient relationship. JAMA 1995;273:1445-9.

Discusses the limits and parameters of behavior that characterize the
fiduciary relationship between physician and patient. These include sexual
boundaries, gift-taking, personal disclosure, and physical contact with
patients and families. Factors leading to boundary violations and ways to
increase awareness of and to prevent them are outlined.
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Meier D, Back AL, Morrison RS. The inner life of physicians and
care of the ill. JAMA 2001; 286:3007-14.

Examines how physicians emotional responses to seriously ill patients can
affect the quality of care and the physician’s own sense of well-being and
accomplishment. Proposes a model for increased self-awareness in
identifying and working with emotions that may affect patient care.

Suchman AL, Matthews DA. What makes the doctor-patient
relationship therapeutic? Exploring the connexional dimension of
medical care. Ann Intern Med 1988;108:125-30.

Considers the essential elements of the relationship with a patient with a
view toward defining the role of the physician in situations in which there
is no appropriate biomedical response.

THE DYING PATIENT & THE PHYSICIAN
Baider L, Wein S. Reality and fugues in physicians facing death:
confrontation, coping and adaptation at the bedside. Crit Rev Oncol
Hematol 2001;40:97-103.

Describes common physician reactions to patients with cancer and how
they can represent barriers to comprehensive patient care.

Berry, S.R. Just Say Die . Journal of Clinical Oncology 2008;
26(1):157-159

Discusses when and why oncologists and other physicians avoid using the
term “dying” and how reintroduced into our discussion with terminally ill
patients can actually improve their care.

Block SD. Psychological considerations, growth and transcendence at
the end of life. The art of the possible. JAMA 2001;285:2898-2905.

Mlustrates using cases how enhanced understanding of the common
psychological concerns of patients with serious illnesses can improve
not only the clinical care of the patient but also the physician’s sense
of satisfaction and meaning in caring for the dying.

Mount B. Dealing with our losses. J Clin Oncol 1986;4:1127-34.

Discusses the impact of the stresses of oncology practice, including
frequent patient loss, the quest for cure, and professional idealism, and
suggests a number of self-reflective techniques to diagnose and address
professional stress.
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Renz M, Koeberle D, Cerney T and Strasser E. Between utter despair
and essential hope. J Clin Oncol. 2009;27(1):146-149.

How a model of patient coping with severe illness called “the stages of
maturation,” provides guidance for both compassionately and professionally
accompanying patients at the end of life.

Shanafelt T, Adjei, A and Frank L. When Your Favorite Patient
Relapses: Physician Grief and Well-Being in the Practice of Oncology.
J Clin Oncol. 2003;21(13):2616-2619.

A reflection on how grief, disappointment and watching the suffering of
others are part of caring for critically ill patients and how the importance of
self-care and support are necessary in enabling us to be effective clinicians.

HOW TO COPE
Creagan ET Bombarded by stress. Healthy habits to avert burnout.
Minn Med 1999;82: 14-5.

A practicing oncologist offers practical recommendations for dealing with
the demands of clinical care.

Gabbard GO. The role of compulsiveness in the normal physician.
JAMA 19855254:2926-9.

A thought-provoking article discussing intrinsic factors in those deciding
on a medical career that may predispose them to burnout, including
difficulty in relaxing, reluctance to take vacations, chronic feelings of not
doing enough, and other factors that interfere with the healthy pursuit of
pleasure and sense of accomplishment.

Rabow MW, McPhee SJ. Doctoring to heal. Fostering well-
being among physicians through personal reflection. West ] Med
2001;174:66-9.

Describes a staff and faculty development program implemented at the
University of California, San Francisco based on a monthly discussion
group of topics meant to address existential and spiritual themes in the
work of the physician. Discusses ground rules, topics considered, and
feedback from physicians participating in the experience.

Shanafelt T, Chung H, White H, Lyckholm LJ. Shaping your career
to maximize personal satisfaction in the practice of oncology. J Clin

Oncol. 2006 Aug 20;24(24):4020-6.

How oncologists can avoid burnout and increase the likelihood of
achieving personal and professional satisfaction by optimizing career fit,
identifying and managing stressors specific to practice type, and achieving

the optimal personal work-life balance.
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Weiner E, Swain, GR, Wolf B, Gottlieb M. A qualitative study of phy-

sicians’ own wellness promotion practices. West ] Med 2001;174:19—
23.

Assessed the specific practices used by 130 physicians to promote wellness.
These sorted themselves into five main categories. The ability to balance

several of these techniques in dealing with life’s stressors appeared to cor-

relate with improved levels of psychological functioning.
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CONTINUING MEDICAL EDUCATION
ON BEING AN ONCOLOGIST

2nd Edition

The content of this educational activity is reviewed annually. After May, 2011,
please call the Department of CME/Conference Management, at The University
of Texas MD Anderson Cancer Center (713-792-5357) for verification of the sta-

tus of continuing medical education credit.

To obtain credit, you must complete and submit the post test answer sheet and
evaluation and obtain a score of at least 70%.

Target Audience, Purpose, Educational Objectives
The primary intended audience for this Continuing Medical Education material is
physicians who work with cancer patients, however other healthcare professionals
caring for patients should also find this program relevant to them and their clinical
practices. The program was designed to “give a voice” to the often unspoken,
unexplored issues and concerns that arise out of the practice of oncology, perhaps
impacting the personal life and well-being of the oncologist. Its purpose is to
increase awareness and promote discussion of such issues. Use of the materials as
suggested will enable the practitioner to recognize some of the stressors inherent
in cancer care and their potential consequences and identify strategies that may be
helpful in alleviating stress and enhancing relationships with patients.
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CME REGISTRATION AND ANSWER SHEET

The University of Texas MD Anderson Cancer Center
On Being An Oncologist
PROGRAM CODE: 1107

INSTRUCTIONS for AMA PRA Category 1 Credits™
Special Prerequisites For Participants: None

To participate in this continuing medical education activity:

* View the video at www.mdanderson.org/icare, click on Earn Free CME Credit and scroll to
the On Being An Oncologist Video

 Use the pages from the workbook or print the documents from the Web site

* Record your responses to the Post-test (scoring at least 70% of questions correct), and
Mail or fax registration, answer sheet and evaluation pages to:

Department of CME/Conference Management, Unit 1381
The University of Texas MD Anderson Cancer Center

P.O. Box 301439

Houston, TX 77230-1439 Fax: (713) 794-4734

POST TEST: Circle best answer:

1. ABCDE 6. ABCDE
2. ABCDE 7. ABCDE
3. ABCDE 8. ABCDE
4. ABCDE 9. ABCDE
5. ABCDE 10. ABCDE

PERSONAL INFORMATION- Please print
Name Highest Degree (MD, PhD, etc.)

Specialty.

Institution

Mailing address

City, State, Zip

Phone Email

The University of Texas MD Anderson employee? Yes or No
If so, include employee ID#

I am claiming AMA PRA Category 1 Credits™ for this activity, all of which are
ethics/professional responsibility credits (Maximum 3.00)

Signature

NOTE: To receive credit, you must return this form and the Evaluation Form found on pages 53-55.
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CME POST-TEST QUESTIONS
The University of Texas MD Anderson Cancer Center

On Being An Oncologist
PROGRAM CODE: 1107

Which of the following factors is mentioned in this program as a stressor specific
to the practice of oncology?

A.

mO 0w

The psychological burdens that patients bring to the situation
related to their diagnosis

The ever-present threat of death and dying

The effect of lack of sleep on the doctor

The pressures of managing time

All except C

According to this program, which of the following are potential negative
effects on patient care of ignoring such stressors?

A.
B.
C.

D.
E

Unrealistic hopes

Demoralization

Emotional withdrawal from patients, resulting in cold or
detached delivery of care

Inability to discuss end-of-life issues with patients and families
All of the above are mentioned

What are some of the strategies for offsetting such stressors that are
specifically mentioned in this program?

moOw>

Talking with colleagues, role models or mentors
Shopping

Taking time off

Acknowledging and discussing stressors

All except B

In the section on Time Pressures the discussion is about all of the following except:

s

B.
C.
D.

Not seeing the patient for a period of time that seems long enough
Being constantly behind at work

Missing events with family because of work

How to manage your time appropriately

Which of the following items are discussed in the section on “Breaking Bad News?”

A.

Differences in giving bad news to a patient you have known
for a long time and having to give bad news to someone you
have just met

Suffering is not just physical pain, but a threat to the integrity
of the human being

Obligations and truth telling

All of the above
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10.

When discussing angry patients, Megan Cole states that she came to realize that:

A.

B.
C.

D.

It is always best to call a patient advocate when the patient
is angry

Most people who are angry are really scared

It is a really good idea to call in the legal department right
from the start

All of the above

Which of the following describes how William Hurt stated he dealt with

angry patients?
A.

B

C.
D

He leaves the room and counts to 10 slowly before beginning
the discussion

He asks the patient to take a deep breath and count to 10
before beginning the discussion

He acknowledges that the anger is appropriate, but not helpful
All of the above

In the section on Sympathy, Empathy and Personal Boundaries which of the
following is not discussed?

A.

B.
C.
D

Demands of being a caregiver at home and at work
Emotional involvement with patients

How to break bad news to the family in a compassionate manner
Studies stating that Medical Students interact better with
patients, interns worse, residents worse and fellows worst of all.

In the section on the Dying Patient & The Physician, Megan Cole describes
all of the following except

A.

B.
C.

D.

The reality that patients die creates emotional tension that is
always there

The concept of a good death

Agitated family members who want a lung transplant for

the patient

How to resolve conflict with the patient and family members

In the section of “How to Cope” which of the following suggestions are mentioned?

A.
B.
C.

The need for a lounge and exercise room

Realizing that if you are struggling hard, it is because it is hard
No pager when on vacation and having someone who tells
you they know it’s hard

All of the above
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CME EVALUATION

NOTE: For credit you must fax both sides of this document and return with the registration/
answer sheet form. Test questions do not need to be faxed.

Program Name: On Being An Oncologist
Date:
Program Code: 1107

1. Tam a:
O Physician
00 Non physician, please specify

2. The program content helped me achieve the following objectives categorized as knowledge
(principles learned), competence (ability to apply knowledge), and/or performance (skills, abilities and
strategies implemented in practice) and/or patient outcomes (changes/improvements in patient care/
patient health status).

Strongly Unde- . Strongly
Agree Agree cided Disagree Disagree

Objective A: Identify daily dilemmas
and stressors involved in oncology clinical
practice that may negatively effect doctor/
patient communication (knowledge)

Objective B - More openly discuss feelings
of frustration, inadequacy and burnout
without feeling ashamed, thereby mak-
ing these feelings/stressors less noxious

(knowledge)

Objective C - Develop new and different
coping strategies, new insights and new per-
sonal resources (knowledge and competence)

Objective D — Distinguish that these
feelings/emotions are normal and,
through acceptance of this, be able to
move from the realm of being stressful
to the promotion of professional growth
(knowledge, competence)

3. 0-25% 26-50% 51-75% 76-100%

What percentage of the objectives were met?

What percentage of this information was
new to you?

Patient
Knowledge Competence | Performance
4. Outcomes

Overall the information presented will
enhance my practice in the following manner.
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5. As a result of your participation in this activity, what will you do differently than you did
before in your practice/research activities?

6. What are the barriers or other factors that may prevent you from implementing a change in practice?

7. How will the information presented impact patient health status in your practices?

8. What questions do you have that you are not getting answers to and/or what patient problems
or patient challenges do you feel you are not able to address appropriately or to your satisfaction?

Strongly
Disagree

Strongly

9. Agree Agree Undecided Disagree

In general, the overall
organization and quality
of the program met my
expectations

Comments:

10. Was any bias toward a commercial interest* noted in the information provided (products/
services unduly favored or promoted)?

*A commercial interest is any entity producing, marketing, re-selling, distributing healthcare goods or
services consumed by, or used on patients. The ACCME does not consider providers of clinical service
directly to patients to be a commercial interest.

YES NO

If yes, please identify product/service, faculty, and/or presentation(s)

54



11. What changes would you recommend to make this activity a more meaningful experience?

12. What topics would you suggest for future presentations?
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