Caring for Patients and their disorders

The person of the practiioner: Roy Jobson
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experience has been to learn thai the
gloomy times (which still oceur) are
temporary and will end, often within a
short time. ['ve come to realise that it's
not helpful 1o resist these times, and
somewhat like the allegorical creature
in the parable at the beginning of

Richard Bach's Musions: Adveniwres of

a Reluctani Mezsiah,” it’s wiser and
ultimately better 1o ‘let go and go with
the: Mow".

In recent years society has been
exposed to a profusion of motivational
speakers who urge people to set (ofien-
simplistic) goals and then strive to
achieve them, We are urged to take our
lives in our own hands and believe in
ourselves. Some of this is accompaniced
with evangelical zeal not unlike the
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*helifire and brimstone” preachers of not
80 long ago. | particularly like the
following quote by Rick Fields:

Thiz person called up and said,
"You've got to come and take thix
seminar: ffwill completely change vour
life in fust one weekend, ™ And § said
‘Well, I don 't want to completely change
my life this weekend. ['ve poi a lot of
things fo do on Momday, "

Setting goals can of course be very
worthwhile, and believing in ourselves
(that we're capable and worthy human
beings) is vital in terms of healthy self-
esteem.  But [ must point out that my
‘goals” now — both personally and as a
health professional — are quite different
from 20 years ago, What has not
changed quite so much are my values.
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1 suspect that, as the Jesuils claim, these
were imprinted into my being in the first
scven years of miy life,

The way we live our lives, e our
behaviour, the actions we take, the
manifestations of the driving force in
our lives, can be thought of as based on
“life issues'. One way of considering
various life issues is to examing some
of their components. (1 have extensively
used and modified John Bryson's work
in presenting this approach.®)

A life izsue could for example be miv
depression (and the consequences of a
major depression]; or, how [ behave in
my chosen profession as a doctor.

The componenis of a life 1ssue could
b made up of:
¢ Our values
*  Our mandates
*  The context'situation in which we

exist/practise
* D intnnsic/miernal consciousness
+  Other as yet unknown aspects

I, Whar are your values (as &
person and as a doctor) amd
where do they come from?
My values are reflected by the kind of
person that 1 am; what | do in and with
my life; how | respond to life-situations
and 1o other people; and what | believe
I

As Bryson (modified) states: ‘I a
person can be clear about her/his values,
s/he will be able to say no more easily
o any proposals or actions that are
likely to damage his'her integrity and
vex to those that mamiain or enhance
her/his integrity.™

Integrity or the extent 10 which each
of us lives up to our own values could
also be called "authenticity’. Bob Terry
has sugpested seven criteria by which
io assess our authenticity.?

Correspondence:
Our actionsbehaviours correspond with
(are compatible with) our values.

Congixtency:
Possibly best captured in the phrase: “to
walk your talk’.

Coherence:

Authentic action leads to other authentic
actions; or, authentic action does not
lead to inauthentic action.

Cosncealment:

Having a hidden agenda is inconsistent
with being authentic, Being wnwilling
o address unintended consequences of
a particular stance 1s inauthentic,

C-l’l'ﬂ'1"|3‘_1'{.l'.l?|'.'£':

Is our authenticity carmied forward
{conveyed) into creating relationship
and dialogue as ‘[W]e engage in
listening and understanding that cross
boundanes and enter into the life, space,
and experience of the other.”™

Comprehensiveness:
Authenticity is “all-embracing’ - of
others, and of one's own *shadow” self.

Convergence:

Authenticity tends towards common
human experience. As Terry states in
more esoteric language: ‘It is the search
for the one and the many that transcends
the many in the search for the one.™
This laner sentence could possibly be a
summary of the whole discipline of

medicine.

Having considered aspects of our values
personally or professionally, let us tum
to pur ‘mandates’,

2 Whar are your obfigations and
responsibilities (as a person and
a9 a doctor)?

These are the ‘musts” of our personal
and professional lives, Some of them
are clear and explicit {the date by which
my HPCSA subscription s payable);
others are often unspoken or implicit
(phoning mum on her birthday).

Some of us have religious mandates
to ohserve such as times to gather and
pray, particular fasis or pilgrimages; or
evangelical crusading.

What we often ignore is to look at
those aspects of our lives mot prohibited
by our obligations and responsibilities.
Are there possibilities, which [ have not
considered that are nevertheless
compatible with my obligations and
responsibilities? [f | dislike being a
doctor, is there another way of using my
knowledge and skills and still meeting
my family and financial obligations? 1f
[ love being with my children, is there a
way of legitimately reducing my work
hours to spend more time with them?

{And will | then actually spend that
time with them?) Do 1 really need
work sohard, or ig it just habinal?
15 preventing me from writing
book? from leaming another language
or from taking that cruize? The old ston
aboul putting your hand into a bucl
of water to see how indispensable yo
are when you remove if, remai
salutary advice.

3. Whar is the costext,/sftuation
in which you exist/practise?
This 15 all about our external envirg
ments. We can look at the trend
OCCUMTIng in our society (e.g. crime
‘proudly South African’); we o
consider those areas with where we g
collaborate and co-operabe; or thas
which are a threat to our contexis;
can consider the political, economi
social and iechnological aspes
(PESTs).

Ibury and Sunter’s adaptation®
constructing scenarios 1s another us
way of looking at our extern
environments, Az Bryson (modifie
SUMmMarises ‘Scenanos are stories th
pose alternative futures . . . based o
assumptions about trends and L
Usually a hest case, a worst case and
case somewhere in belween a
developed to map out the range o
possible futures a person may face,’
(my emphasis)

4. Whar is the infToence of your
intrinsic self/inner
Cconscionsness i your personad
and/or professional life?

This has a lot to do with our view o
ourselves and the world, and ourselve
in relation to the world. 1 may have
defensive, closed and controlling
attitude to life. 1 may have an open an
trusting approach to other people
all the circumstances of life. | ma
define my worth in terms of my stanhs
perceived importance (“being a doctor
or my possessions (the make of car
drive). 1 may define my worth in te
of my need (healthy or pathological)
help others.

How do | internally rationalise th
injustices of society? What “accident
of fate’ have made me wealthier
some people and poorer than othe
Why is it that | am more talented a
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it tham 20me in ceriain ways, yet
iely inferior in oiher ways? Iz
hing that [ am “mercly” a result of
rsonal genetic make-up amd some
if circumstantial quirk of chance?
8 it me writing this and not vou?
 worldviews alzo determing the
0 which we’re prepared o take
1ain risks of be vulnerable — when
!' . of course. (Am |
| _tu]l you about my depression
;_:r | Healthy boundaries and limits
IMpoTian aspﬂ‘ts of our inner
100, (Am | going to end
dmhnuse call at an unearthly
o some relatively minor problem
56 my need 1o be neaded or liked,
glms my need for sleep?)
& internal consciousmness is part of
-1 potivaies us in our evervday
sonal and professional lives. It is
' may transform a religious
late” from being dead collections
fles inbo a source of ecsiasy.,

job Terry has written about our life-
: A i terms of metaphors of life
s amd he has described
m* 1 have taken the liberty of
i sevenih at the end.
fie i a gifi fexistence): [which ties
h the Campbell quote from the
e nming of thiz article.] Many of
use this metaphor when
eribing life as sacrosanct, etc.,
il eertainly this is a metaphor
gionately held by persons
ipposed to abortion or voluntary
pasia. Consider what the
| eharacteristics of a doctor
maotivated by this metaphor
it be.
ife is @ market (resowrces): Capila-
» the “free market” and
i = 3

vatisation are prime examples of
1i# metaphor and the illusion (7) of
wdual free will, and freedom to
can also be described here.
s are highly valued aspects of
:" ern Wesiern life, as well as
mocraiic sysiems. [Perhaps the
mic would say that the person with
e most money is the one who wins
€ democratic clection? — yet
other version of the market
wlphe ]'Cumn:h:rwhntdi:lﬂ:m]
ristics of a doctor who 15
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% is a body (structure): As
zlars we probably use this

Canng for 1°

mmefaphor more than most people do,
a5 we're more knowledgeable about
the interdependencies, complexities
and hierarchies of living sysiems.
‘Bystems’ is a key word, and svetems
theory features prominently in this
worldview. The focus is often on
growth and homeostasis (“balance™).
We talk about the “body corporate’,
‘political bodies’, and a “body of
knowledge" (structure again) As
doctors we have our own particular
meaning for “foreign body®,
However, “illness" descriptions
sometimes make this a particularly
vivid metaphor = for example
“there's a cancer in the council of the
university.” Consider what the
typical characteristics of a doctor
who is motivated by this metaphor
might be,

Life is Ups versus Downy (power):
We all use these metaphors
extensively, 1 used one quite
unconscicusly atl the beginning of
this article when | talked about the
“depths of depression”. We falk
about being {or not being) up to
something, an elevated post or
position; or being beneath contempl.
People who feel that they have been
victimised wsually experience
themselves as having been at the
receiving end of those “in power”
{above them). As doclors, we are
most often in an we position
compared o our patients who are,
or perceive themselves o be, in a
dovwn (sick, miserable, powerless)
position.  It's highly likely that we
all know what the charactenistics of
a doctor who is driven by this
metaphor are, nol only beécause
we've probably personally behaved
in this way towards our patients (and
even our colleagues — especially
nursing and more junior staff), but
because we've seen doctor-
colleagues behaving in this way.
Life is a Jowrney (mission): Again
a common metaphor in evervday
life, journeys are often featured in
the way we describe our activities.
Perhaps one of the most well-known
Jourmey metaphors in this country is
‘Long Walk to Freedom® — the
autobiography of former president
Mandela. Another book title in
similar vein is ‘“The Road Less
Travelled’, by Dr M. Scott Peck, We
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somelimes hear that 5" been a long
haul” in terms of & major accom-
plishment. Journey metaphors not
only focus on the destination, but on
the “process” of reaching the
destination. [What is the destination
of vour life?] Meandering and going
“‘off the beaten track’ are also valid
forms of joumeyving. In medicine,
our formalised diagnostic process
could also be considered a journey
with the final diagnosis as the
destination. The steps along the way,
however, including all the inter-
personal doctor-patient interactions,
often form a vital part of overall
management — as family physicians
know all too well.

«  Life is art (meaning): Art has very
important and distinctive compo-
nenls — we can be creators (and co-
creators) [participants], ‘appre-
ciators” and recipients [observers] of
art, or both creators and recipients
[participant-observers]. We ofien
talk about ‘seeing the whole picture’
in lerms of this metaphor.

Do you see your life, personal and
professional, as a work of ant? To
what extent are vou yourself the
artist creating the masterpicce of
your life? andf/or to what extent do
you possibly see yourself rather as
an instrument being used by some
greater purpose? (God?) How does
the concept “the art of medicine"
feature in the way you practise vour
profession?

«  Life ix a school fevolution): | have
added this mainly because it seems
to be & fairly pervasive metaphor in
many circles. The idea is that we
have “come o carth” in order to leam
one or more kessons which our *soul’
still needs in order to ‘evolve’
further [perhaps that is actually a
‘body* metaphor?]. In terms of
medicine, illness then takes on a
quasi-spiritual aspect in which it is
given greater significance than we
as docrors tend 1o recognise, This
15 perhaps one of those areas in
which our profession is accused of
not treating the ‘real” (*spiritual”)
causes of discase.

It iz quite hikely thai vou will
haveresonated with some of these
metaphors more than others, 1M you have
ever done any personal writing
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{journalling, stories or poetry) it could
be interesting to see whether or not
vou've used any of the particular
metaphors mentioned above - or
perhaps others not mentioned,

5. Whar other as yet unknown
aspects exist in your life issuefs)?
The unknown is ofien feared, and yet
can be a wellspring of life-giving
sustenance. The main tool in exploring
the unknown [note the jourmey
melaphor] is reflection — which will
hopefully lead to personal insights,
Keeping a journal, recording events in
short poems or stories, drawing,
recording your dreams or even
meditating can bring unknown aspects
of yourself into consciousness,

Corrclsion
Looking at the components of our life
issues can be helpful in seeing why our
lives have unfolded the way they have.
Ii can also be helpful in making choices
fior the future,

Faor each life 1ssue identified, actions
or behaviours can be associated and
expected o follow, Again a series of

questions are posed by Bryson

imodified) to assist us in addressing

these.” [I have added my own life issue

example from a couple of years ago o

illustrate these points.]

I. What are the practical altermatives,
‘dreams’ or “visions® | might pursue
10 address this life issue? [I should
sge someone about my depression
in the hope of getting well. ]

2. What arc the bamcrs to the reali-
sation of these altermatives, dreams,
or visions? [My stubbomness and
unwillingness to admit weakness
and my need; or my reluctance 1o
ask for help.]

3. What steps could be pursued to
achieve these alternatives, dreams,
or visions directly, or to overcome
the barriers to their realisation™ [An
external force (my wile) was needed
o give me the necessary push. ]

4. What steps need to be taken over the
next year to resolve/maintain this life
issue? [Treatment, follow-up and
‘discharge’. Learning of new
patterns of behaviour in response to
certain negative stimuli, |

5. What specific steps must be taken

{11}

with in the next six months and wha
is responsible? [Regular appoint-
ments, taking of medication,
increased exercise, reduction in
alcohol, improved diet. Recognition
that | am responsible for sorting oul
my own life issues — past, present
and future. ]

The process of examining your life
izsues can be returned to again and
again. It can also be completed once
and never re-initiated. The process may
never even be completed. [i's all
entirely up to vou, 0
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(continued from page 446)

pines” sedative properties. These agents
bind selectively to type 1 benzo-
digzepine receptors in the brain, in
contrast to the older nonselective agents.
Zaleplon and zolpidem possess
comparable hypnotic efficacy in
diminishing sleep latency, and they both
have a rapid onset of action.

Zolpidem has a half-lifeof | 5t0 3.2
hours. Due to its short-hal f-life and lack
of active metabolites, initial studies have
indicated that bedtime administration of
#olpidem is not associated with residual
sedation or memory impairment when
given at its recommended dosage. When
used in higher than recommended doses
{eg 20 mg), psychomotor and cognitive
impairment can occur up to 8 hours after
administration. Tolerance is not
common but has been noted at very high
doses. The development of dependence
has been reported in extremely high
doses among individuals with a prior
history of substance abuse. The use of
zolpidem should therefore be restricted
to recommended doses of 5 to 10 mg, '

Zaleplon iz absorbed and eliminated
in approximately | hour, possessing
hoth a rapid onset of action and a short

half-life. The short half-life also allows
it o be administered in the middle of
the night, on an as-needed basis, for
patients with sleep maintenance
insomnig, The minimum recommended
safe period 15 4 hours after
administration,'"C]

Please refer to CPD Questionnaire on pg 51,
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