HOW TO HELP THOSE YOU CARE ABOUT

1. Understand that emotional consequences follow "bad times."

2. Don't expect that the person you care about will "get better” ina
certain amount or time or in a certain way. Ofien recovery is a long and
difficult process. If the person requires more time than you expected, you
may feel frustrated or even angry.

3. Tell the "hurting person” how you feel: that you are sorry they are
hurting.

4. Encourage the "hurting person” to talk to you about how they feel.
When they do, listen without interrupting or making judgements about
what you heat. All the "hurting person's" feelings are OK even if you
might not feel the same way.

5. Remind the "hurting person” that under the circumstances their
emotions are normal.

6. Do not attempt to impose you explanation on why this has happened to
- the "hurting person”. It probably won't be the explanation the survivor
believes and imposing yours might hurt your relationship with him/her.

7. Do not tell the "hurting person”, "I know how you feel" or "
Everything will be all right." Often these statements are really efforts to
relieve your own anxiety about how you feel about the "hurting person."

8. Be willing to say nothing. Just being there is often all that you can do
to help.

9. Don’t be afraid to encourage a "hurting person" to ask for help in the
form of counseling.
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Suicide Prevention

Francine Klagsbrun in her book Too Young To Die: Youth and

Suicide identifies ways that you can help when you suspect that
someone is thinking about suicide.

L
2.

Recognize the signs of suicide

Trust your own judgment. If you believe someone is in danger

- of suicide, act on your beliefs. Do not let others mislead you

into ignoring suicidal signals. _
Tell others. As quickly as possible, share your knowledge with

parents, friends, teachers, or other people who might help in 2
suicidal crisis. Do not worry about breaking a confidence if

someone reveals suicidal plans to you. You may have to betray
a secret to save a life.

Stay with a suicidal person until help arrives or the crisis
passes..

Listen intelligently. Encourage a suicidal person to talk to you.
Do not give false reassurances that everything will be OK.
Listen and sympathize with what the person says.

Urge professional help. Put pressure on a suicidal person to
seek help from a psychiatrist, psychologist, social worker, or
other professional person during a suicidal crisis or after a
suicide attempt. Encourage the person to continue with thera-
py treatments. '

Be supportive. Show the person that you care. Help the person
feel worthwhile and wanted again. |




Practical Tips to Cope with Depression | |
Five Steps You Can Take to Beat
the Blues

ike a dark cloud that obscures the
sun, depression can cover over

our feelings of joy and happiness.

Just way the appearance of a cloud can
be brief and fleeting or dense and long-
lasting, feelings of depression range from
a floating day or two of the “blues” or
the “blahs” to months, or even years, of
incapacitating unhappiness.

While everyone feels depressmn in
their own unique way, there are certain
symptoms which are almost always found
to be present. Restlessness, loss of
concentration, insomnia, change in
eating patterns, unexplained fatigue,
vague aches and pains, instability and,
above all, a sense of sadness and hope-
lessness should make suspect that
depression is the culprit.

It is normal to

Because depression is so prevalent
and so emotionally and financially
draining, scientists from many disci-
plines are rapidly zeroing in on its
causes and cures and so there are many
current theories and treatments available.

Some psychologists and psychia-
trists feel that serious depression sets in
after a long period at unresolved stress
in some manner, our SITESs reserves
become exhausted, Depression, there-
fore, can be seen as a form “depletion.”
When this occurs, certain biochemical
changes may occur in our brain and this
temporary chemical imbalance can cause
the myriad of depressive symptoms.
Some people, because of their genetic
make-up, are more susceptible to
depression than others who might be
biologically programmed to

experience some depres-
sion following a loss or
after a severe blow to
our self-esteem. How-
ever, sometimes, this
temporary normal state
of sadness deepens and
begins to affect our
happiness and function-
ing. It is during these

chological

| respond to stress in different
| fashion.

' Other psychologists and
 psychiatrists feel that the
1s,ource of depression can be
found in angry feelings that
are not expressed and are

. then turned “inward.” Still
'other scientists are con-

rimes that it is important

F trst Ald

vinced that depression is the
"result of patterns of faulty

to take steps to cut

s ; [ T T
depression down to its -
proper size. '

Depression is so frequent that it is
often referred to as the ‘common cold’. of
emotional disorders. It has no respect of
class. race, age or sex. Paupers and
princes alike have endured the suffering
that depression can bring. Abraham
Lincoln, Queen Victoria, William Styron
and Buzz Aldrin are among millions of
others around the world that have
experienced painful bouts f depression.
It has been reliably estimated that at any
one time approximately 14 million
Americans are seriously depressed, and a
far greater number of people experience
a milder form of depression.

. thinking in which a person

~ consistently views the world
through ‘black-tinted” glasses an sees
every situation as the beginning of a
negative event.

ost recently, many psycholo
gists have convincing evidence,
that depression often results

from a state of “learned helplessness”.
When a person feels there is nothing

_ they can do, they simply “give up” and

when they stop resisting, they sink
rapidly into a state of depression,

From my own clinical work experi-
ence with many patients, I am convinced
that all these theories are really pieces of
the same “jigsaw puzzle” of depression.

The good news is that with compe-
tent treatment almost everyone who is
depressed can be helped. The bad news
is that many people still view depression
as some sort of character flaw or as a
sign of wealmess.

If your depression is severe or long-
lasting, you should certainly consider
professional help. With or without
professional help, however, here are
sevieral psychological “first aid” tips that
can help you lift the clouds of depres-
siom.

®1) SPOT CHECK YOUR
THINKING:

Many research studies indicate that
many depressed people constantly make
errors in their thinking. They have
learned to see everything around them as
being a result of their faults or lack of
ability. They often indulge in a form of
erroneous thinking that is called “over-
generalization.”  For example, one
depressed patient of mine was an ex-
tremely gified legal stenographer. Her
two employers valued her work and her
accuracy. One day, in a marathon rush
to type a lengthy brief, she made two
typographical errors which her employer
dsked her to correct. She appeared at
my office the next day depressed and
tearful. When asked what was troubling
her, she told me that she was “a failure”
as a stenographer. When she was able to
torrect her thinking so that it was more
realistic, she accepted the fact that
everyone makes an error or two. Are
you thinking realistically” about events in
your life?

®2) GET COMFOR?'ABLE

WITH YOUR ANGER:

Anger is a part of life and a natural
reaction to frustration. Handling anger
properly is a great skill. Exploding with
anger rarely helps.  “Stuffing” anger,
however, often can result in an imp]c_)'-
Sten), THAT CRUSE S D& Pecssion




T DEALING .
with depression, your goal is to identify

the source of your anger and to learn not
to feel guilty about your feelings. You
are responsible not for what you feel but
for what you do with your feelings. You
must learn to express your anger in an
appropriate manner that can help undue
the source of your frustrations.

The ancient Greeks know that it was
impossible to have a “sound mind’ unless
you also had a “sound body”.

Too often in our rush to miracle
drugs, and quick fixes, we forget this
ancient wisdom. Many people who are
depressed can improve their mental
outlook by simply taking better care of
their bodies. Lack of rest and sleep can
result in a sense of fatigue which often
deepens into depression. Not exercising
our bodies makes us feel sluggish and
dull. Alcohol which is often
used by people to lift their
spirits, plays a cruel trick by
actually producing 2 state of
depression. Indeed, depression
and alcoholism are twin sisters
of despair. Often, when a heavy
drinker stops drinking, they are
surprised how much their mood
improves after a period of
several weeks.

@4 ARE YOU GETTING
ANY “PAY-OFF” FROM
YOU DEPRESSION:

Sometimes, a person who
is depressed has learned (often
unconsciously) that being the
unhappy victim and staying sad
has its special rewards.

One college student that I
knew, learned that each time she
would begin to cry to her
boyfriend about her dorm
conditions and her roommate,
he would try to cheer her up by
taking her to a movie or to
dinner. Without realizing it.
rewarding her behavior in this
manner, only served to increase
her depressive behavior. After a
while, the boyfriend became
disgusted with her constant
unhappiness and found himself
another girlfriend who had a
more balanced view of life.

When someone is sad or
complains, most friends and
close associates are initially
sympathetic. After awhile,
however, people withdraw their
support and the depressed

© 3) TAKE CARE OF YOUR BODY:

person is more lonely than ever.

Is anyone that you know

“rewarding” your sad mood by

giving you some special privi-

lege or attention? Think hard!
®5 DO!DO! DO!

Considerable recent
research points to the fact that
both people and animals can
learn to be helpless.

In one classic experiment,
dogs in a laboratory learned
they could not escape a harmless
by slightly painful electric
shock. When these dogs were
later placed in a situation where
they could, in fact, escape the
shock- they did nothing. They
learned to be helpless.

_Many people, after a series
of frustrating failures or
disappointments, simply give-up
and give-in. Like the dogs in
the laboratory, they have
learned to be helpless and they
generalize their helplessness and
pessimism to new situations
which, in reality, they could do
something about, In the last
analysis, depression is a disease:
of hope. When you are sad or
down, our greaiest enemy is
inactivity and passivity. To
combat this tendency, it is
important to stay active and
involved. If one solution
doesn’t seem to work, try
another. If a second doesn’t
work- try a third. Start becom-
ing involved in new and
constructive activities. learn a
new skill, play some tennis,
volunteer at a shelter for the
homeless. Return to some of
the healthy activities that used
to bring you pleasure.

If, after a period of self-
help you find that you are still
down, do yourself a favor and
get the help of a qualified
professional person who can be
your all in you battle against
the “blues”

YOU CAN WIN!!!

.About Dr. Sugarman

Dr. Dar Sugarman is a full
professor of Psychology at the
William Paterson College in
Wayne, NJ, He is on the staff of
the Wayne General Hospital in
Wayne, NJ and S¢. Joseph’s Hos-
pital in Paterson, NJ. Dr.
Sugarman also maintains a pri-
vate practice in Wayne, NJ.

In addition, he is the author
of five books and has written over
60 articles which have appeared
in magazines such as Seventeen,
Woman’s Day and Reader’s Di-
gest. He would welcome your
comments and invites you to sub-
mit questions or topics about be-
havior that you would like to have
addressed in future issues of The
Gazette.

_

When asked what was troubling
her, she told me that she was “a
Sailure” ... When she was able to
correct her thinking so that it was

- more realistic, she accepted the fact
that everyone makes an error or

0. Are you thinking realistically

about events in your life?




Redefining Depression as Mere Sadness

By RONALD PIES, M.D.

Let’s say a patient walks into my of-
fice and says he’s been feeling down for
the past three weeks. A month ago, his
fiancée left him for another man, and he
feels there’s no point in going on. He has
not been sleeping well, his appetite is
poor and he has lostinterestin nearly
all of his usual activities.

Should I give him a diagnosis of clini-
cal depression? Or is my patient merely
experiencing what the 14th-century
monk Thomas & Kempis called “the
proper sorrows of the soul”? The an-
swer is more complicated than some
critics of psychiatric diagnosis think.

To these critics, psychiatry has medi-
calized normal sadness by failing to
consider the social and emotional con-
text in which people develop low mood
— for example, after losing a job or ex-
periencing the breakup of an important
relationship. This diagnostic failure, the
argument goes, has created a bogus epi-
demic of inereasing depression.

In their recent book “The Loss of Sad-
ness" (Oxford, 2007), Allan V. Horwitz

A debate over when and
how to treat a patient
reeling from a loss.

and Jerome C. Wakefield assert that for
thousands of years, symptoms of sad-
ness that were “with cause” were sepa-
rated from those that were “without
cause.” Only the latter were viewed as
mental disorders.

With the advent of modern diagnostic
criteria, these authors argue, doctors
were directed to ignore the context of
the patient’s complaints and focus only
on symptoms — poor appetite, insom-
nia, low energy, hopelessness and so on.
The current criteria for major depres-
sion, they say, largely fail to distinguish
between “abnormal” reactions caused
by “internal dysfunction” and “normal
sadness” brought on by external cir-
cumstances. And they blame vested in-
terests — doctors, researchers, pharma-
ceutical companies — for fostering this
bloated concept of depression.

But while this increasingly popular
thesis contains a kernel of truth, it con-

ceals a bushel basket of conceptual and

scientific problems.

For eone thing, if modern diagnostic
criteria were converting mere sadness
into clinical depression, we would ex-

Ronald Pies is a professor of psychiatry
at Tufts and SUNY Upstate Medical Cen-

. ter in Syracuse.

|

pect the number of new cases of depres-
sion to be skyrocketing compared with
rates in a period like the 1950s to the
1870s. But several new studiesin the
United States and Canada find that the
incidence of serious depression has held
relatively steady in recent decades.
Second, it may seem easy to deter-
mine that someone with depressive
complaints is reacting to aloss that
touched off the depression. Experienced
clinicians know this is rarely the case.
Most of us can point to recent losses

" and disappointments in our lives, but it

is not alway's clear that they are causal-
Iy related to our becoming depressed.

For example, a patient who had a stroke
a month ago may appear tearful, lethar-

gic and depressed. To critics, the so-
called depression is just “normal sad-
ness” in reaction to a terrible psycho-
logical blow. But strokes are also known
to disrupt chemical pathways in the
brain that directly affect mood.

What is the “real” trigger for this pa-
tient's depression? Perhaps it is a com-
bination of psychological and neurologi-
cal factors. In short, the notion of “re-
acting” to adverse life events is com-
plex and problematic.

Third, and perhaps most troubling, is
the implication that a recent major loss
makes it more likely that the person’s

depressive symptoms will follow a be-
nign and limited course, and therefore
do not need medical treatment. This has
never been demonstrated, to my knowl-
edge, in any well-designed studies. And
what has been demonstrated, ina study
by Dr. Sidney Zisook, is that anti-
depressants may help patients with ma-
jor depressive symptoms occurring just
after the death of aloved one.

Yes, most psychiatrists would con-
cede that in the space of a brief “man-
aged care” appointment, it's very hard
to understand much about the context
of the patient's depressive complaints.
And yes, under such conditions, some
doctors are tempted to write that pre-
scription for Prozac or Zoloft and move

TRACY WALKER

on to the next patient.

But the vexing issue of when bereave-
ment or sadness becomes a disorder,
and how it should be treated, requires
much more study. Most psychiatrists
believe that undertreatment of severe
depression is a more pressing probleim
than overtreatment of “normal sad-
ness.” Until solid research persuades
me otherwise, | will most likely see pec-
ple like my jilted patient as clinically de-
pressed, not just “normally sad” — and
[ will provide him with whatever psy-
chiatric treatment he needs to feel bet-
ter.

NYT 9-)b-200%
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' Is It Normal Grief, or Depression?

To the Editor:

Re “Good Grief,! by Allen Frances

{Op-Ed, Aug. 15): - .

i well taken, To set two weeks as the thime
¢ allecated to mourning the loss of a loved
¢ one pefore receiving a diagnosis of ma-
i jor depressicn — as proposed in the
American Psyciiatric Association's {ifth
edition of the Diagnostic and Statistical
Manual of Mental Disorders — is ridicu-
laus,

Also absurd is the current manual’s
standard of twe months of grieving be-
fore one s considered clinleally de-
pressed. Dr. Frances was the chairman
of the work group that approved this
standard.

I an a psychiatrist and a bereaved
parent, When 1 show this criterion to
parents who have lost a child, they react
with biiter amusement at the idea that
unormal griel is so quickly considered
gathotogical,

it is shameful that organized psychio-
by is 80 oui of touch with such a funda-
inental, and often prolonged, human
process as mourning. Cnly the pharma-
centical industry could be happy with
such o decision.  GORDON LIVINGSTOM

Colwabia, Md., Aug. 16, 2010

&

To the Editor:

Dr. allen Francos suggests that the
propusal to eliminate the grief exclusion
criterion from DSM-D is “radical” and
wourld represent “a wholesale medical
izalion of normal emotien” But scientii-
ic evidence shows that there ave no sys-
tematic differences between individuals
who develop major depression n re-
sponse Lo hereavement and those who
develep depression following other se-
vere slressors - like being raped or re-
celving a diagnosis of a terminal illness,

Most bereaved individuals do not de-
velop major depression, although they
may feel lerrible sadness. Major de-
pression -~ the clinical syndrome — is
quite differént from feeling sad or blue.
It also involves marked, persistent
changes in function e sleep, appetits
andd cognition, and sometiimes suicldal
whinking.

Biagnosis in psycliairy, as in the rest
of medi¥ine, includes the possibility that
ireatment may be initiated at the time
of diagnosts or after a period of watchful
waiting to determing if freatment is in-
dicated, Wennirn S KENDLER

Davip KUPFER

CAROL A. BERNSTEIN

Arlinglon, Va, Aug. 16, 2010

The writers are ofl payehiubrists. Dr

Kendier is « member of the DSM-5 Mood

Disorder Work Group., Dr. Kupfer is

chairian of the DSM-5 Tush Force, Dr

Bernstein is president of the American
Pevchiatric Association.
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To the Editor:

As an adult and child psychiatrist
who specializes in bereavement, |1
sivongly apree with Dr. Allen Frances
that we need to grieve, that in and of it-
self grief is not a pathelogical process
and thai grief differs from major de-
pression.

Bai T equally strongly disagree with
his perspective that having n giagnosis
fov the grief condition would necessarily
medicalize i, fn some instaaces, medi-
cation is necessary for severc symyp-
toms that cause condnuing dysfunction
and distress, But ihere is no foregone
conclusion that a diagnosis inevitably
2ads to apilt — magic or otherwise.

1t Is precisely becanse ol my respect
for the necessity of the grieving process
that 1 can support its recoginition tn the
diagneostic manual. The only way that
many patients can afford therapy is
with insurance -— which covers only
certain mentat health diagnoses, and
even then in very limited ways.

Q' soclety does not provide mourn-
ers with the emotional support and ca-
pacity to "bear witness” that they need.
We run from any inthnations of owe

Dr. Frances's point about the medical- -
ization of normel human emoticns s

mortatity. Until such time that we are
better able to tolerate the intensity of

. feelings created by a significant loss, we

must do alliwe ¢an to preserve the op-
tion of psychaological support for those
i’ apourning. Therapy provides a
uique retationship in which these feel-
ings can be icleraied, understood and
worked threough. ’ ELENA LISTER

New York, Aug, 16, 201
The writer is o clinival associate prafes-
sor of psychialry ot Weill-Cornell Med-
feald Cerder and the author of “T Wifl Re-
member You: A Guidebeok Through
Grief for Teens.”

ES

To the Editor: ;

Allen Frances is vight to oppose list-
ing grief as a psychiairic illness, Griefis
the most vivid, piercing and franscend-
ent of emotions. People grieve in their
own unique ways. The problem is that

LALIA DIFHI

we axpecd grief o follow the same
throwaway, “get over B ethic that
drives too much of modern life.

Mauny peeple expect a funeral ov me-
maovial for the deceased to bring “clo-
sure” for the grieving, when, in reality,
preparations for such cerpmonies only
postpone mourning. After a few he-
reavenient days, a griever is often ex-
pected to go back to work without miss-
ing a beat. After iwo weeks, the mere
mention of the deceased or your loss
may be considered rude or burdensome
to pthers,

Little wonder people arc depressed.

' CAREYN Muiviis
Chicagp, Aug. 15, 2010
@

Tothe Rditor:

We agree with Allen Prances thai
normal grief” two weeks after the
death of a loved one shonldn't be diag-
nosed as major depressinn or congtd-
ered a “mental disorder” Indeed, most
racently  bereaved: individuals dow’t
meet il criteria fov major depression,
though intense grief may be hard o dis-
tinguish from depression,

Zut should a recent death {or other
loss) nullify the diagnosis of major de-
pressive disorder when {he bereaved
meets all symptom and duration crb-
terta for it¥ We think noi. Moest studies
sugeest that, given ftwo people with
identical symptoms of major depres-
sion, the recently bereaved person
wor't differ significanily from the non-
bereaved regarding Hiness duration, ira-
pairment, suicide visk ov treatment re-
sponse,

Grief can be a terribly palnful and
profonged experience. Bui vulnerable
individuals muy have o severe depres-
atve episode triggersd oy worsened by
the recent death of a loved one, render-
ing their grief even more disabling and
persiatent. The huihane response 15 10
recoguize and treat both their grief and
depressio. RONALD PLES

SIDNEY ZIS00K
‘ Lexingion, Mass, Aug. 15, 2010
The wrilers are heth professors of psy-
chiotry, B Pias of Upstabe Medical Uni-
versity, SUNY, and Tufts Universily, and
I Zisaok af the University of Califor-
niti, Setn Diegn.




v Allen Frances

Coronano, Calif.
startling suggestion is buried in the fine
print describing proposed changes for
ihe fifth edition of the Diagnostic and
£ Statistical Manual of Mental Disorders
- A — perhaps better known as the D.SM.
5, the book that will set the new boundary between
menmi disorder and novmality. If this suggestion is
adopted, many people who experience completely
normal grief could be mislabeled as having a psy-
chiatric problerm,

Suppose your spouse or child died 1wo weeks
ago and now you feel sad, take less interest and
pleasure in things, have little appetite or energy,
can't sleep well and dow't feel like going to work. In
ihe proposal for the D.S.M. 5, your condition would
ire diagriosed as o major dem essive disorder

This would be a wholesale medicalization of nor-
mal amotion, and it would result in the overdiagno-
315 and overtreaiment of people who would do just
fine if lefl alone Lo grieve with Tamily and friends,
as people atways have, 1t is also a safe bet that the
drug companies would gquickly and greedily
pounce on the opporiunity fo mount a marketing
sﬂli? targeted to the bereaved and a cam;mgn o
“teach” physicians bow o treat mourning with a
nagic mii

1t s nof mal psychiatrisis are in bed with the
drug companies, as s often alleged, The proposed
change actually grows out of the best of intentions.
Regearchers point out that, during bersavement,
some people develop an enduring case of major de-
presston, and cliniclans hope that by identifying
such cases early they could reduce the burdens of
illness with treatment.

This approach could help those grievers who
have severe and potentially dangerous symptoms
—- for example, delusional guilt over things done to
or not done for the deceased, suicidal desires o
join the lost loved one, morbid preoccupation with
worthilessness, restless agitation, dyastic weight
loss or a complete inability to function. When
things get this bad, the need for a guick diagnosis
and bmmediate treatment is obvious. But people
with such symptoms are rare, and their condition
can be diagnosed using the criteria for major de-
pression provided in the current manuad, the
DS IV

What is proposed for the D.S.M. 5 is a radical ex-
nansion of the boundary for mental liiness that
would cause psychiatry to intrude in the realim of
novmal grief. Why is this such a bad idea? First, it
would give mentally healthy people the ominous-
sounding diagnosis of a major depressive disorder,
wihich in turn could make it harder for them to get
ajob oy health insurance.

Then there would he the expense and the po-
tenitiatly harmbut side effects of unnecessary med-
ical treatment, Because alinnst everyone recovers
fromn grief, given time and support, this {reatrment
would undoubtedly have the highest ptacebo re-
sponse rate wn medical history, After recovering
while taking a useless pill, people would assume i
was the drug that made them better and would be
veluctant te stop taking . Consequently, many

Allen Fromices, an emerilus professor ond former
chairmean of pevchiatry at Duke University, was the
chairmon of the task force thal created the fourth
edition of the Diognostic and Staiistical Manual of
fental Disorders.

Dort't confuse natural
bereavement with major
depression,

normal grievers would stay on a useless medica-
tion for the long haud, even though it would likely
cause them more harm than good.

The bereaved would also lose the benefits that
accrue from lotiing grief take its natural course.
What might these ho? No one can say exactly. Bug
grieving is an uuavoidable part of life — the neces-
sary price we all pay for having the ability (o love
other people. Our lives consist of a series of ai-
tachments and inevitable losses, and evolution has
givet us the emotional tools to handle both.

In this we are nol vnique. Chimpanzees, ele-
phants and other mammals have thelr own ways of
mourning. Humans have developed complicated
and culturally determined grieving rituals that no
douht date from ai least as far back as the Ne-
anderthal burial pits that were consecrated tens of
thousands of years age. It is essential, not un-
healthy, for us to grieve when confronted by the
death of somieone we love,

Turning bereavement into major depression
would substitute a shallow, Johnny-come-iately
medical ritual for the sacred mourning rites that
have survived for millenninms, To slap on a diag-
nosis and preseribe a pill would be to reduce the
dignity of the life lost and the broken heart feft be-
hind. Ps yci’}iatw should insfead tread. hghily and

ouly when it is on solid footing.

There ig still time to keep the suggested Lhang,a
from entering the DSV, 5, which will not be pub-
lished uniil May 2013, The task foree preparing the
new maenuat could adopt a more cautious and mod-
est estimation of the reach of psychiairy and its ap-
propriate grasp,

For the few beregved who are severely impaired
ar at risk of suicide, doctors can already apply the
diagnosis of major depression. But don't change
the rules for everyone else. Let us experience the

griaf we nead to fee] without heing calied sick,. [




Six steps
to giving
bad news

By STEPHANIE BEASLEY
THE BALTIMORE SUN

When her partner, Mickey Bar-
ron, was diagnosed with breast
cancer in 2001, Dr. Rhonda
Fishel accompanied her to the
oncologist’s office. As an experi-
enced surgeon, Fishel was no
stranger to the delivery of bad
news. She was the one who jotted
notes furiously as the doctor dis-
cussed treatment options, while
Barron’s mind struggled just to get
past the word “cancer.”

“He was going on about treat-
ments, and I was gone,” Barron
recalled. “I was too stressed out.”

Four years later, when Fishel
was diagnosed with a rare cancer
called uterine sarcoma, it was
Barron’s turn to listen carefully as
her partner sat numbly.

“I never understood what it felt
like physically, until I had to go
through it. It’s like a pain in your
chest,” said Fishel, 51, who has
reduced her hours as associate
chief of surgery at Sinai Hospital
in Baltimore and director of its in-
tensive care unit since being diag-
nosed and treated.

Fishel is convinced that pa-
tients often remember more
about how their doctor broke
bad news than they do about
their diagnosis.

“You go into these rooms
knowing that you're going to de-
stroy people’s lives,” Fishel said.
Yet she has heard of colleagues
who deliver bad news from the
doorway of a patient’s hospital
room and then quickly back out.

It's a concern shared by other
physicians who have developed a
protocol for delivering news that
they know will be devastating. “It
\acknowledges the fact that giving

T See SPIKES Page F-2
Saarts 7-/9-200¢
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Doctor guidelihes

This is the protocol developed by
oncologists and psychiatrists for
delivering bad news to patients:
& — Setting. Pick a private loca-
tion.

i — Perception. Find out how the
patient views the medical situa-
tion.

| — Invitation. Ask whether the
patient wants to know.

i — Knowledge. Wam before
dropping bad news.

= — Empathy. Respond to the
patient's emotions.

& — Strategy/summary. Once
they know, include patients in
treatment decisions.

— The Baltimore Sun
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From Page F-1
bad news is very hard and doctors
aren't taught those skills,” said Dr.
Walier Baile, chief of psychiatry
at the MD Anderson Cancer Cen-
ter in Houston.

Known as SPIKES, which
stands for “Betting, Perception,
Invitation, Knowledge, Enpathy
and Strategy/summary,” it em-
phasizes slalls that Baile says are
useful for physicians who have to
deliver bad news.

As part of the six-step process,
Baile says, physicians should take
their time when delivering news
to enswre that patients under-
stand whal is being said. Too
many doctors, he says, toss too
much medical terminology at
their patients.

Baile says it’s also critical to
choose a location that's comiort-
able for the patient and to pay at-
tention to the patient’s emotions
as he receives the information.

“The most important thing is to
make an empathetic statement, to
say something like, ‘I can see that
vou weren't expecting bad news,’
or “wish’ statements like, ‘I wish
there was something I could do”’
That's very dilferent trom saying,
‘There's nothing 1 can do,” be-
cause thal's abandonmenti,” he
added.

Fishel relies heavily on the
SPIKES philosophy in a presen-
tation she gives to young doctors
and medical students titled “Giv-
ing and Receiving Bad Mews:
Lessons I've Learned.”

Fishel learned of SPIKES from
a friend — an oncologist using it
with her own patients. Fishel de-
veloped her talk after a nephew in
medical school asked her to
speak to his class last summer.

Having received her own can-
cer diagnosis by this time, she de-
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Cancer survivor Dr. Rhonda Fishel tells medical students about the
six-step protocot for delivering bad news to patients.

cided to develop something more
substantive than the usual jargon-
fitted lecture accompanied by the
gory pictures that medical stu-
dents love.

“ thought a more relevant talk
for young, upcoming physicians
was bad news,” she said.

Here she parts company with
Baile, who says he’s reluctant to
give presentations to young med-
ical students who don’t have the
experience to put SPIKES into
context.

Jay Bhatt, president of the
American Medical Student Asso-
ciation, disagrees, “I don't think
that it’s ever toc soon to under-
stand human interactions, human
emotions and how that impacts
people’s heaith,” he said.

" When she spoke to her
nephew’s class at the Kirksville
(Missourl) Callege of Osteapath-
ic Medicine, Fishel says that the
medical students were interested
in hearing her advice on deliver-
ing bad news.

“The response was incredible,”
she said.

After months of chemotherapy,

Fighel's cancer is in remission.
Likewise for her partner, Barron,
51, a nurse practitioner.

“People would make plans like
*‘Can you give this talk? And P'm
[saying], like, ‘Welt if I'm alive,”"
Fishel recalled. “Now | have my
energy back, which s one of the
best things that you can have. |
find mysell using words like
‘orateful.” ”
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Tara Parker-Pope

Have vou had your five to nine sery-

s of vegetables today? Exercised for
an howr? Cud back on saturated fat and
sotten eight hours of sleep?

Diclating the rules for healthfud living
has become a cottage industyy, with
Web sites, tatk shows and books {and
health columng like this one) devoted to
the dos and don’ts of staying healihy,

fut when it comes to achieving these
goals, many of us feel we ave falling far
short, Whether yoir're a busy parent
who can't find time for exercise, a
chironic dieter struggling to lose 20
pounds or a multitasker who gets by on
six hours of sleep, it is virtualiy impossi-
bie to follow the rules.

Now Dy, Susan M. Love, one of the
COUntry's mosi respected women's
trealth speciatists, offers 2 new rule;
stop worrying a 30L=t your health,

I the new book, “Live a Little!
Breaking the Ru <3.‘ Won't Break Your
Health {{:mwn}. e Love makes the
case that perfect health is a myih and
thatmost of us are dving far more
healthiul lives than we realize.

D Love, o clinical professor of sur-
gery at the David Gelfen School of
Medicine at the University of California,
Los Angei“s, suys that failing (o Hve by
ifie various health rules i3 a major
source of stress and guilt, particularly
for women. For most of us, “pretly
healthy™ is healihy enough,

“Is the goal to Hve forever?” she said
it arecent interview, “1 would contend
s ot IU's really to live as iong asyou
can with the best quality of life you can,
The probiem was all of these women 1
kept meeting who were scared to death
i they didn’t eat a cup of blucherries a
day they would drop dead.”

The book, written with Alice D,
’)on‘zzr,k,ﬂc, rvard prefessor and senior
stalf psychologist at Beth 1srael Dea-
coness Medical Center, explores the re-
search and advice in six aveas of health
sleep, stress, prevention, nutrition,
exarcise and relationships, Inall six,

they write, the biggest risks are on the
extremes, and the middie ground is big-
ger than we think.

“Evervthing is a U-shaped curve,” Dr,

Love snid, ih ve may be times in your
Enf_z when you've gotten oo much of this
or too Hitle of that, bui being in the mid-
dle is better, and most of us are proba-
bly there already.”

Take the issue of sleep. Most people
helieve that 18 best to get at least eight
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hours a day. But the studies on which
this belief is based look at how much
men and women sleep under ideal con-
ditions — silence, darlness and no re-
sponsibilities other than taking partina
sleep study. These studies tell us how
much people will sleep when they have
nothing else to do, but they don’t tell us
anything about how much sleep we

A specialist says most
women are heaithier
than they think.

really need on a daily basis or what will
happen if we get lesgs,

A 2002 report in Archives of General
Psychiatry tried to address those issues
by Comp'n ing sieep habits and mortal-
ity risk. The study found that people

who sl pt sever hours a night were the
least E]lu,i}’ to mf‘ during the six-year
study period. Sleeping more than seven
hourg orl Eha:; five increased mortal-
ity risle Howase’t clear from the study

whether more or less sleep increasad
risk or whether an underlying health
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problem was affecting sleep habits, but
the findings did call the old “eight

hours” rule into question,

The reafity is that individual sleep
needs can vary. Some people need very
liitle while others need more than the
average, “The issue of sleep causes alot
of guili by women,” Dr. Love said, “We
need (o be more realistic. ¥ you're
sleepy all the time, you're not getting
encugh sloep for you. Ifyou're fine on
six hours, don’t worry about it”

Likewise, while exercise is important,
many people don’t place enough value
on the fitness that comes frem everyday
tasks Jike Jifting and chasing children,
Iugging groceries and cleaning house,

And there is nothing magic abowt los-
ing weight. People who are obese or un-
derweight have higher mortality rates,
but people who are overweight arejusc
as healthy as those of normal weight —
and sometimes healthier, “The goalis 1o
be as healthy and have as gosz of
quality of life as you can have,” Or. Love
said, “Ie's not to be thin”

Health experts agree that moderation
i impm tant and that people should not
panic about thelr health habits. Bug Dr,

lizabeth Bavrett-Connor, professor of
amily medicine at the Univarsi ty of Cali-
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