00;00;09;01 - 00;00;17;24
Courtney Ringstaff
Welcome to the Compassionate Care Podcast series brought to you by the WVU Center for Excellence in Disabilities. I'm your host, Courtney Ring staff.

00;00;18;10 - 00;00;25;16
Patrice Guzman
And I'm Patrice Kinsman. We're thrilled to have you join us for this special series designed for those pursuing careers in pediatric medicine.

00;00;25;26 - 00;00;40;01
Courtney Ringstaff
In each episode, we will hear from medical professionals who work closely with families that have children with special health care needs. They'll share their insights and experiences offering a unique perspective on how to provide comprehensive, empathetic care.

00;00;40;10 - 00;01;06;18
Patrice Guzman
As parents with children with disabilities. We understand the challenges and joys that come with raising children with special health care needs. We believe that our personal experiences will add depth to these conversations, helping to create a more relatable and meaningful dialog. We believe that learning from both parents and professionals will enrich your perspective and prepare you for a career where compassion and empathy are as crucial as medical knowledge.

00;01;07;06 - 00;01;15;10
Courtney Ringstaff
So whether you're a student, a current professional, or simply someone interested in pediatric care, we invite you to listen, learn and grow with us.

00;01;15;18 - 00;01;19;19
Patrice Guzman
We're excited to start this journey with you.

00;01;20;25 - 00;01;59;26
Theresa Anderson
I'm Dr. Theresa Anderson. I'm a general pediatrician, moved to West Virginia three years ago after retiring from the faculty at the University of New Mexico School of Medicine. I'm delighted to be here to talk about communication from the perspective of a clinician and also someone who was a mom before she was a doctor. And to share a lot of what I've learned from families, as well as some tips or communication that people can practice and can get comfortable with.

00;02;01;13 - 00;02;11;16
Courtney Ringstaff
Thank you for that introduction. Can you describe a time when effective communication with a parent made a significant difference in the care of a child?

00;02;12;14 - 00;02;45;01
Theresa Anderson
Oh my goodness. That is every day that is whether we're talking about welfare is a preventive health care visit, a chronic care visit. Terrible. Admission to the pediatric intensive care unit. Those communicate and skills are always, always important. And I don't see how that can really be separated from working with families and with patients.

00;02;46;22 - 00;02;53;15
Courtney Ringstaff
What is your experience with working with medically complex families and children?

00;02;53;22 - 00;03;19;12
Theresa Anderson
Let me give you a little background about me first. Medicine was a second career for me. I actually have a master's in urban affairs and policy analysis and worked with maternal child health programs for several years and have two. If you look at my CV, it looks like it all flowed, but it was really serendipitous that I got into pediatrics.

00;03;20;15 - 00;03;28;06
Patrice Guzman
What are some of the biggest communication challenges you face when discussing complex medical issues with parents?

00;03;30;06 - 00;04;13;00
Theresa Anderson
The first issue in talking with parents or guardians or family is to understand where they're coming from and what they already know or believe. There are actual techniques with which we can talk about later for getting connected with families. But the the most important thing in in my estimation, is being open to where people are and trying really hard not to be critical.

00;04;13;07 - 00;04;48;24
Theresa Anderson
And I'll give you an example. When I was in New Mexico, I had the privilege of working with various people from Native American tribes. And there are some beliefs systems that don't align with the Western medical model that we use. And one of those is that a child old may have problems because of something that happened during pregnancy, that the mom was mean to someone or the mom did something.

00;04;48;24 - 00;05;10;29
Theresa Anderson
And I'm not talking about drinking alcohol with the results that come from that. I have to accept that and not poo poo it and not roll my eyes. Try to figure out how to move forward with that with a family.

00;05;12;06 - 00;05;40;21
Courtney Ringstaff
How do you ensure that medical information is conveyed in a way that's both clear and understandable to parents who may have limited medical knowledge? And also, just given your example, how did you convey medical information to that particular family who was under the impression and understanding that their child had a diagnosis because of something the mom did? I feel like those questions kind of go hand in hand with your example.

00;05;42;02 - 00;06;24;23
Theresa Anderson
So in in some ways, my job as a physician is to get a name for things. If you can diagnose something, then you can figure out a path to deal with it. So getting a name is something that I do all the time, and that doesn't necessarily align with what families are hoping for. You know, an example is if if I say based on these things, we are looking at cerebral palsy and I've had families that just cannot get their mind around that and are upset.

00;06;24;23 - 00;06;55;19
Theresa Anderson
And actually, one one family fired me over over those words. And and I, I wouldn't do it differently. There's no way I could have prevented that family from being so upset with me. And so in my in my search for what is this and what can we do about it, that doesn't mean that I have to dismiss what families are also thinking.

00;06;56;12 - 00;07;23;01
Theresa Anderson
It's kind of a dance. And I so there's two things that I try to live by. One is never say never. And that's particularly important in in medicine. And I can't predict the future. I can think what probabilities are. I cannot say this trial will never walk. This trial will never talk. This trial will never, you know, whatever.

00;07;23;27 - 00;07;56;19
Theresa Anderson
And the other thing I try not to do is say but because but sets you up for incoming. So and I'll give an example not about parents, but about medical students that I've worked with. So we have them do an oral presentation after they've seen a patient and they come and there's a format for it. And, you know, you give a little history and you wait to do physical examination and you do physical examination head to toe so people can get their minds around it.

00;07;57;06 - 00;08;29;01
Theresa Anderson
And so when students didn't do that, I would say, let me model this for you. And before that, I would say, you did. You gave me the information that I needed. And the next time it would be even better if you gave it to me in this format. So there was no but there was. And next time, here's this feedback.

00;08;29;17 - 00;08;38;07
Theresa Anderson
Go with it.

00;08;40;24 - 00;09;21;10
Theresa Anderson
So in the in the question, ensuring medical information is conveyed in a way that's clear and understandable. All not only knowing what they understand, but me asking them, tell me what you know. Tell me what people have said. Tell me what you've seen on the Internet so that that is an invitation to hear from them and to really I mean, what I do in reality is I clasp my hands together in my lap and that's my listening.

00;09;21;23 - 00;10;05;17
Theresa Anderson
That's my reminder. Just be there, be present and listen and then with helping understand complex things. Again, it depends on the person. Do I need to draw something? Do we go online and pull up something? Do I tell them a story? What do I do? And one way to find out how well I've done with sharing that information is sent to ask and to say, okay, so now tell me, summarize back for me what we were just talking about.

00;10;06;24 - 00;10;37;18
Theresa Anderson
And that's a it's a technique called teach back. There's also a technique called ask, tell, ask. So what do you know about this? And then I hear from this family what they know about it. And then I say, thank you. I have some more information to share. So let me tell you these things. And then after that conversation, there's another ask.

00;10;37;18 - 00;10;48;17
Theresa Anderson
So what else do you need to know? Tell me again. Summarize for me what the important points were for you.

00;10;50;04 - 00;11;01;26
Courtney Ringstaff
Are these techniques that are being taught in medical school curriculums, or are these things that you're interested in? So you sort out in like continuing education opportunities or these are things you learned by experience.

00;11;03;11 - 00;11;34;02
Theresa Anderson
I'm involved in the professional education curriculum, including doc delivery of chronic care, and I do work one on two with medical students in their first two years who are learning about interviewing. I can say that there is an overarching technique called patient centered interviewing that has been introduced at WVU in the past couple of years to first year medical students.

00;11;34;17 - 00;12;11;13
Theresa Anderson
And I am delighted about that and am able to work with the that one of the faculty members who's brought that to the curriculum that said communication skills and and clinical skills that is were my academic career at the University of New Mexico. And UNM has a robust communication skills training for medical and PR students. And then there is crossover into the nurse practitioner program and so forth.

00;12;11;29 - 00;12;51;03
Theresa Anderson
But it is a very clear with very well-done curriculum. And so these are the techniques like Ask, Tell, Ask each back. Those are in the literature. Those are evidence based techniques that can be used as is five step patients centric interviewing. So I went to the literature because I teach those things. A What I get roasted for and by love, being roasted for this from them is I ask what else?

00;12;52;18 - 00;13;25;06
Theresa Anderson
That's open ended. If I say to somebody, anything else that's closed ended, that's like shutting down a conversation and the what else, the endless what else actually is something that I sort of did that became more intentional about when we started teaching, patient centered interviewing. And I was actually able to work with the internal medicine doctor who pioneered this and who put it into the literature.

00;13;26;10 - 00;13;50;20
Theresa Anderson
But we've done asked, tell us, teach back. And the most important thing is in whatever language which I'm comfortable with or my med students or my student or my nursing student is comfortable with to say to someone, what's on your mind, what's on your list? What would you like to talk about? What are your concerns? And it's not done.

00;13;50;20 - 00;14;25;15
Theresa Anderson
Rapidfire like that. It is. Tell me what's on your mind today. I sold my hands. I wait. And giving pauses is actually evidence based. And we have to give more pauses when it's a telemedicine kind of thing, just because of the nature of it. And people finding the the audio button and, you know, doing all of that. But to give people at least 2 seconds before you move on.

00;14;26;17 - 00;14;59;27
Theresa Anderson
And with patients and families and also with groups of learners, if I'm doing what else, what else, what else? And I think we're done. And I'm looking at people, you know, and honestly inviting them to share. If I think we're done instead of waiting 2 seconds in a in person, I count to ten. And it is amazing because sometimes on number five, someone else will speak and then it reignites the discussion.

00;15;00;19 - 00;15;46;04
Theresa Anderson
So giving that space of silence and encouragement makes a huge difference. And again, these are things that I'll call them learners or what of any any other thing. And that includes I mean, we taught this to faculty as well. And our continuing education for faculty lay in getting them prepared to share these techniques with students. And I remember a wonderful trauma surgeon coming up to me in the hall we were at the little coffee place was right outside my clinic, and he came up to me in the hall and he said, I always saw this patient center staff works.

00;15;46;20 - 00;16;19;26
Theresa Anderson
I am doing it every day and it works. And I said, Yes, it works and I'm so glad you're doing it. I feel like over the past 20 years we made some culture change and communication and in what I call putting your butt in the chair and being there for patients.

00;16;19;26 - 00;16;36;18
Courtney Ringstaff
I feel like that's a breath of fresh air. I feel like Patrice probably can agree because we hear some horror stories from parents who say, I only had 2 minutes with the doctor after waiting an hour and I didn't get any of my questions answered because they didn't get an opportunity or whatever. And it's a huge breath of fresh air.

00;16;36;18 - 00;16;58;09
Courtney Ringstaff
I think, to hear is that that as the up and coming curriculum that hopefully all medical schools are adopting and that you've been a part of this movement because I think that's going to just really impact relationships between families and their providers and their children that they're caring for. So thank you for being a part of that. That's a relief, I think, to hear it.

00;16;58;12 - 00;17;24;08
Theresa Anderson
It was a privilege for me. And, you know, when I'm when I'm with people who were my learners, you know, 15 years ago and I hear them say what else? I was just like, oh, my goodness, you know? And again, these are things that can be practiced. They are techniques. You don't have to believe in them. You have to do them.

00;17;25;08 - 00;17;58;19
Theresa Anderson
And then it becomes it becomes part of you and me on my best day, every day with patients. Now, do I do do I communicate the way I would like to? Every time? No. I can go back though, and and reconnect with someone or I can send an email. I can say that didn't go the way that I was hoping it would go and I could have done it differently.

00;17;59;26 - 00;18;17;01
Patrice Guzman
What role does empathy play in your interactions with families of medically complex children and how do you express it during those difficult conversations?

00;18;17;01 - 00;19;01;13
Theresa Anderson
I, I don't know how people feel. I can imagine how hard it is. I can imagine that it is devastating. I don't know that it there may be anger, there may be who knows what. And so from my perspective, empathy is manifested by paying attention, by listening, by touching. And I've been so sad to to see that that touching patients is something that some learners have been warned away from.

00;19;01;13 - 00;19;35;18
Theresa Anderson
And I talked to them about what's appropriate and inappropriate touch. No touching a shoulder touching an arm touching a hand. Those are really, really important. And just that human connection can make a difference. And so being being there in the moment for me and paying attention and noticing and you know, one of the nice things about the patient centered interviewing and now it's called family centered or relation centered or blah, blah, blah, blah.

00;19;35;18 - 00;20;04;06
Theresa Anderson
But the, you know, the steps and this elegant little package of five step patient centered interviewing, you know, the first thing you do, you know, after sort of setting the scene, we've got a 15 minute visit, we've got, you know, blah, blah, because families don't know that they think got all day. They have no idea there's somebody else in the waiting room in and that there's pressure that I'm trying not to show when there is emotion in the room.

00;20;04;06 - 00;20;33;19
Theresa Anderson
And again, I share this with learners. The first thing is you notice there's emotion and then you say, okay, whose is it? Is it me? Is it the family? And then you name it. Naming emotion is incredibly important. And again, it's something that can be practiced. So I could say to someone, You look like you're curious, but I try not to go into the superlatives, the highest energy.

00;20;34;14 - 00;21;01;02
Theresa Anderson
I say, How do you look? Like you're not very happy. And then pause. And the person can say, I am serious. I got here early and it took me 20 minutes to get a parking space and then I can go on with that and that I can empathize with that. I've been there, you know, I know what it feels like to me.

00;21;01;02 - 00;21;28;23
Theresa Anderson
I might not know what it feels like to you, but I know what it feels like to me. Oh, but naming that emotion, acknowledging it, support it, and then keeping it in mind and also, you know, moving on and not be stuck in the anger or the sadness, moving on to what can we do? What are our next steps?

00;21;29;14 - 00;22;28;15
Theresa Anderson
And sometimes I have an agenda or time with a family. And that's not what we do that day, because that's not what the family needed that day. And that is is something to acknowledge and to remember that in this partnership, I've got an agenda, families got an agenda. And then there may be something else that just comes serendipitously that really is the most important thing to address at that time on on the empathy part and nonverbals are really important and nonverbals can be seen and, and they can be worked on from the perspective of the clinician, if I lean back and fold my arm across my chest, that is not welcoming.

00;22;29;12 - 00;23;10;12
Theresa Anderson
That's a non-verbal that says either I'm feeling defensive or, you know, I just really don't want to hear this. And the sort of the opposite of that is leaning forward. It's it's having an open posture. It is really sharing that space and saying we're here to to take care of your child. And so the the nonverbals, which include, you know, body language, silence, what your face does, wash your hands do.

00;23;10;27 - 00;23;41;02
Theresa Anderson
And and an important thing and I think particularly with a hospitalized patient is getting at eye level with people. So if parents are standing then I can stand. If parents are sitting, then I need to sit or squat. But having that that level of communication where I hesitate to call it a power differential, that's that's something that is said in the literature.

00;23;41;21 - 00;24;18;14
Theresa Anderson
I call it just basic human connection, that if we're making eye contact at eye level, we're more likely to connect than if I'm across the room by the door, standing up, giving news. That to me is pretty good news, but to a family might be devastating sometimes something that's simple to me or or something that's easy to treat or something that I'm so delighted to have a name for is devastating for families.

00;24;18;14 - 00;24;44;13
Theresa Anderson
And I'll give you an example. Years and years ago, a patient of mine, a, had intermittent respiratory problems. So he was, you know, he was coughing a lot. And this would happen over and over again. And at one point, I gave him an asthma breathing treatment because not all asthma wheezes, some asthma just coughs. And he got remarkably better.

00;24;44;28 - 00;25;13;19
Theresa Anderson
And so I recommended, you know, to the mom that we that I gave him a prescription so that he could use an asthma inhaler at home. And I said, you know, so I would I would say that he has asthma. And she burst into tears. I mean, she sobbing, sobbing. And I was taken aback. I was like, oh, my goodness, here I am giving you something.

00;25;14;07 - 00;25;35;20
Theresa Anderson
I got a name for it and we know what to do. I've already seen We can make your kids better and we can make him even better. I remember reaching out and saying, I'm so sorry. It looks like this is so upsetting for you. And her kid is over there in the corner, you know, and he's not this school age, but it's just a lot to deal with.

00;25;36;28 - 00;26;07;24
Theresa Anderson
And she said, My sister died from asthma. Oh, my goodness. How would I ever know that? How would I ever know that? Something that straightforward is that laden emotionally for a family. So there's those little, you know, landmines there that you have no idea. I mean, some some things, you know, it can be a problem. But other things, it's just a big surprise.

00;26;08;16 - 00;26;23;23
Theresa Anderson
So I don't limit this approach to patients and families to complex illness. These are basic everyday things that they just come up all the time.

00;26;25;09 - 00;26;48;23
Courtney Ringstaff
So our question was, how do you approach conversations about bad news or poor prognosis or difficult treatment decisions? And you said you don't limit it. You kind of treat them all the same because you never know what might trigger a family. So what strategies are helping you to deliver that news compassionately, or are there different strategies for when you're specifically delivering news versus when you're trying to just connect with a family?

00;26;49;08 - 00;27;14;22
Theresa Anderson
Well, I'm always trying to connect, whether it's news or whether it's listening. You know, the word on the street is you're not you're only supposed to give bad news in person. You can't always do that or I can't always do that. And so, you know, sometimes it's by phone during the pandemic, sometimes it was by Zoom. Bad news needs to be given when it's given.

00;27;16;14 - 00;27;41;28
Theresa Anderson
My definition of bad news, as I mentioned before, maybe may not fit with the families, but there's some things that are just bad, bad news still. So I have another story. In my practice at UNM, I had my my own continuity clinic and so those were my patients and had a wonderful group of colleagues and and we all had our own patients.

00;27;41;28 - 00;28;06;14
Theresa Anderson
And then we also operated an urgent care clinic that saw everything. I mean, we admitted directly to the intensive care unit from our clinic. We had the most rocking nurses in the world. We could give inpatient care in our clinic until we could get kids, admitted or get them get them to the picture or whatever. And so you never knew what was going to come in the door.

00;28;07;10 - 00;28;38;13
Theresa Anderson
And I remember one night I was there and and it was at the time that it was down to me and the nurses because, you know, during the day we were staffed differently. And then at night and we were open later than anybody else in town. And a teenager came in with a sore throat, but she came in because her dentist was concerned about something that that he had seen in her mouth.

00;28;39;00 - 00;29;00;07
Theresa Anderson
And so, you know, I don't usually in that situation, I don't sit around and review the records. I go see the patient. And, you know, I look at this patient, I'm like, you know, she looks she looks sick. You're not sick, sick, sick, but sick ish. And so her story was that she and she was a teenager, I don't know, maybe 16.

00;29;00;07 - 00;29;31;23
Theresa Anderson
I never met her in my life. And she had had what was diagnosed as strep throat a couple of times. She hadn't been cultured, she'd been treated. And that's actually that can be done. There's criteria for doing that. But she didn't get better. She had a weight loss. Her clothes were getting loose on her and it was attributed to she wasn't eating because her throat hurt.

00;29;31;23 - 00;29;59;04
Theresa Anderson
I looked in her mouth and and in the roof of her mouth, she had something that I'd never seen before was this sort of multicolored growths on her palate. And it was it was pretty big. And it's what, in the parlance we call a bun gating lesion. I was like, I do not like this. And so I called our EMT colleagues because I thought she needed an evaluation that night.

00;29;59;04 - 00;30;33;20
Theresa Anderson
And sure enough, they did a biopsy that night. I was the least likely in my group to get labs on patients, and I got labs on her and her white count was 160,000. That is remarkably abnormal. A normal white count is between oh four and 10,000 and somebody 4010 thousand and her age and and white blood cells fight infection and so she had 160,000 of them.

00;30;35;07 - 00;31;31;09
Theresa Anderson
And I had to go in and talk to this teenager and her auntie and say, I am so glad you came in. I need to admit you to the hospital. I believe that you have leukemia and that it was such a hard thing to do and it had to be done and it couldn't be postponed. The EMT doctors did a biopsy then and if things were very bad and in terms of her of her diagnosis and then what ultimately happened, that's probably the worst bad news I can recall having given to someone who had been a stranger to me before that.

00;31;31;09 - 00;31;51;25
Courtney Ringstaff
Yeah, I can't imagine that. I think we always think about things from being on the parents side and hearing that, and we all empathize with that. But to think about what it must feel like to be the person that's about to deliver this and to know what it's going to do to that family in that patient, that has to be really difficult.

00;31;53;13 - 00;32;31;17
Theresa Anderson
It is. And so as I was thinking back about patients, I, I realized that no, as a generalist, which means, you know, I didn't specialize in cancer. I didn't specialize in asthma. I have to kind of know a little about a lot and then know when to call in the specialists. So for me, giving that diagnosis was something that didn't happen very often for an oncology, just it happens every single day.

00;32;32;14 - 00;33;19;08
Theresa Anderson
And so someone who's dealt with it over and over and over again has a really well-practiced skill set in conveying that information. And as much as I could, when I knew we were going to be giving news like that to families and the oncologist was there, I would send in medical students and residents, as many as the family could tolerate, so that they could observe how this clinician with expertize and who had done it probably thousands of times, connected with the family for a generalist, doing things that are very unfamiliar and sharing news is it's different.

00;33;19;19 - 00;33;42;08
Theresa Anderson
And so there there are some things that over the life of my practice, there were there were rare things that I saw a lot of, and I got pretty comfortable with that. I also got comfortable once we got the Internet, and I'll just say that my I started medical school in 1986 when my son was five years old.

00;33;43;04 - 00;34;10;01
Theresa Anderson
And so I did four years of medical school at UNC Chapel Hill, three years of his residency at the Johns Hopkins Hospital, and then came to Albuquerque. And I was in the Indian Health Service and an HMO. And then left the HMO to go to the university. And there were things that I had read about that I never thought I would see, but I saw them back to, you know, when we got the Internet.

00;34;10;01 - 00;34;36;27
Theresa Anderson
So when there were computer terminals in the exam rooms, I could look up stuff and I would look up stuff right in front of patients. So a family that I was just meeting came in and the adoptive mom, who was an auntie, used an acronym and I said, What is that? And and she said, I don't know. And I said, Oh, let's look it up.

00;34;36;27 - 00;35;03;21
Theresa Anderson
And so I turned the computer screen around and and went online and we looked it up. And then I was like, okay. So I didn't know the acronym, but I know what this is and I can explain it. So for years this family had had an acronym that they knew nothing about, and it was as simple as saying, I don't know, let's find out.

00;35;03;27 - 00;35;46;08
Theresa Anderson
Or Let's say I had no I might still have logged on to the Internet because, again, we're we're talking about sharing information and and how you know, how you choose to do that. For some people, showing up something on the computer is the best thing you can do. And then printing it out or giving them a link and giving things in small bites and not trying to do everything all at once, I think is a skill that we can aspire to.

00;35;47;17 - 00;36;19;20
Theresa Anderson
There's a limit to how much information any human being can absorb in the moment. So practicing that and being comfortable giving handouts, letting people take stuff home, being comfortable, encouraging people to write their questions down. And I actually when I was in the Indian Health Service, there was a particular specialist at UNM who was working with a family of mine, and I went to all the appointments with them because they would come back knowing nothing.

00;36;20;26 - 00;37;01;24
Theresa Anderson
And I was so irritated because they drove 72 miles to go there and waited and then met with someone and came back home and they didn't know what the plan was and they didn't know what the diagnosis meant. And so I just became a fixture at those appointments for, for some families. And, you know, that was frustrating. But I did I did what I could do to get the family, the information that was needed, and also to help the family convey the information to clinicians.

00;37;01;24 - 00;37;28;17
Courtney Ringstaff
We were just talking about emotions and parents emotions. And just to circle back to that, when you do have parents who are emotional, how do you gauge when they're in a place to receive your information or to have a conversation about what that means, whether you're delivering a diagnosis or treatment options or whatever that is if they're emotional, maybe angry or sad, how do you gauge where is the right time to communicate further or to stop?

00;37;28;17 - 00;37;31;13
Courtney Ringstaff
And then what is your next steps?

00;37;31;13 - 00;38;07;07
Theresa Anderson
I'm going to say it depends. It's very situational. I do not have a formula or an algorithm for that. And that would bring me back to naming the emotion that I'm perceiving is in the room and then going on from there. I don't have any handy dandy tips. It's it's pay attention. It's listen it's come back to things later or something is absolutely incredibly important.

00;38;07;18 - 00;38;39;24
Theresa Anderson
Let's say a child needs to have a lumbar puncture, a spinal tap, and the family is totally melting down about it. In a situation like that, I would say this is really important and it seems like this is scary to you and go from there, give options. I try very hard not to say if you don't do, then this will happen.

00;38;40;02 - 00;39;01;25
Theresa Anderson
Or if you do, then this will happen with a situation of, you know what? To a clinician is pretty darn straightforward. You know, we're going to do we're going to do a lumbar puncture. It gets us this information that we can't get in any other way. And, you know, you explain it, you get consent. But consent is not just signing a piece of paper.

00;39;02;10 - 00;39;42;13
Theresa Anderson
It's it's trying to be sure that a family has understanding of what's going on. And so if we don't do this, then I will need to assume that your child has meningitis. That requires antibiotics and that's in the hospital. And it is X number of days of the following antibiotics. And so if we if we don't do a lumbar puncture, we will need to assume that there is meningitis.

00;39;42;23 - 00;40;14;27
Theresa Anderson
And that's how we treat. And I've done that. If families absolutely could not get their minds around it and then, oh, heavenly days, the simple procedure. Sometimes we don't get the spinal fluid. Oh, my goodness. We've done our best. We've brought in the 18 to do the procedure. We still don't get the spinal fluid. We're stuck. We have to treat as if this were documented meningitis.

00;40;15;11 - 00;40;25;16
Theresa Anderson
That's how I try to deal with it.

00;40;25;16 - 00;40;44;12
Patrice Guzman
So we've talked about a lot of great techniques on effective communication when communicating with families or the patients, but your opinion, what are some of the most common mistakes that health care providers make when communicating with families?

00;40;45;25 - 00;41;31;17
Theresa Anderson
One of the most common mistakes is to not appear that you're giving your attention to being distracted, to not being being present in the moment. And that can can set things off on a footing that's hard to recover from. Not asking what's going on is a big mistake, assuming that people either are sophisticated or unsophisticated medically.

00;41;31;17 - 00;41;56;15
Courtney Ringstaff
We hear families talk about more of the negative when when communicating with their providers and their clinicians. I'll just say you should go and listen to our Adjusting the sales podcast, and I can think of some specific episodes of family sharing their story of how they were talked to or, you know, how providers communicated things with them. And I feel like you would just be so devastated to hear some of these things.

00;41;56;15 - 00;42;06;20
Courtney Ringstaff
So it goes back to earlier when I said like, we're so thankful that the tides are changing and that this type of curriculum is being adopted because it's definitely needed.

00;42;06;20 - 00;42;41;03
Theresa Anderson
I agree that this training is needed. The environment in which people practice is unfortunately more and more and more about the bottom line and shorter appointments and well, don't address everything. Just do this one thing. And it's very difficult for clinicians to be put in that situation and to be in the situation of your note needs to be done when the patient leaves the room.

00;42;41;16 - 00;43;28;22
Theresa Anderson
And we've had to totally change our method of of documentation. And so for people, you know, coming up now who are used to having a computer open in front of a patient and typing away, it doesn't feel like for them there hasn't been the loss of something that was fundamental about how we engage with patients. I had a situation recently where a clinician showed me a computer screen but didn't set it up so that there could be computer screen and eye contact and connection.

00;43;29;07 - 00;44;03;02
Theresa Anderson
So I could see the screen and the clinician was hunched over the keyboard and it was horrible. And there's no excuse for that. Even in an office where you've got an old raggedy desktop, you can heave that monitor around and you can can move that keyboard around so that you are connected with the patient. For my teenagers, I would set it up so that they could see the screen as I was typing.

00;44;03;15 - 00;44;22;18
Theresa Anderson
And and I got to the point that I'd say, so what's on your mind? And I would it was like simultaneous translation at the UN. You know, I'm typing away, my fingers are doing their thing as I'm talking to the patient. They're like, How do you do that? I was like, Wow, that's what I have to do. It's a I don't want to forget this stuff.

00;44;22;18 - 00;44;48;08
Theresa Anderson
It's really important. And I need to be talking with you and and we need to see each other. So those I guess that's another kind of non-verbal thing that can be done, which is share that screen. If you're using it, don't turn away from your patient and family. Don't make it so that there's technology between you and them.

00;44;48;08 - 00;45;10;13
Courtney Ringstaff
Just to kind of piggyback on that, some of the other topics of some of the other episodes we're recording, one of them is about burnout. And how do you feel like burnout affects effective communication between providers and families?

00;45;10;13 - 00;45;47;26
Theresa Anderson
Burnout is a complicated concept and there's been a fair amount of attention for burnout, for physicians and nurse practitioners and nurses. Some people call it compassion fatigue and other people call it moral insult to the clinician that there is a moral insult. I was fortunate in my clinical practice. I won't say I didn't feel burned out, but I didn't feel that things were futile.

00;45;48;15 - 00;46;18;28
Theresa Anderson
And when clinicians are burned out and when it's so hard to get things for patients, when the prior authorization process we're getting a medicine that is needed takes an inordinate amount of time when, you know, I was sitting in our our high acuity urgent care clinic and we had a kid we were pretty sure had appendicitis and the kid wasn't a candidate for getting an ultrasound.

00;46;18;28 - 00;46;44;20
Theresa Anderson
And so the next thing you do is an MRI. And so we had to call the insurance company and we have this person who is not a clinician reading from a resource and saying, Have you ever heard of Up to Date, which is a very expensive, very good resource, which, yes, we have. Thank you very much. And telling us that we couldn't have the MRI.

00;46;44;20 - 00;47;16;27
Theresa Anderson
I what do you do? Do you get it? And your institution eats the cost of that. Do you keep fighting? Well, yeah, kept fighting. We said get your medical director on the phone and that is infuriating. So for me, burnout is a lot of it is the loss of ability to make the best decisions with patients for what is needed and being constrained by a system.

00;47;16;27 - 00;47;39;28
Theresa Anderson
And I refuse to call it an industry, a system that very often puts dollars before people in a way that that makes it hard. And I know there's people that MRI's that aren't indicated. Absolutely that wasn't us we were I teaching institution we were doing it right we were not just saying, oh, I don't know what to do, so let me get an MRI.

00;47;40;08 - 00;48;09;14
Theresa Anderson
It was it was very well thought out, but it's really it's very difficult. And then there's been some, I think, related to the panda mix, an erosion of trust in vaccines and health care in general. And and even I mean, years ago, I my dad died of cancer more than ten years ago. I mean, he said something like, well, you know, they keep you in the hospital to make more money.

00;48;09;14 - 00;48;42;04
Theresa Anderson
And I say, No, Daddy, you know, if you have a gallbladder surgery, there's X amount of dollars that you get and that's based on the average. And so if you stay longer, there's no more dollars. It means that your care is not being paid for. And he was like, oh, so there's, you know, this sort of interesting public perception that that makes it hard.

00;48;42;04 - 00;49;10;08
Theresa Anderson
The most common mistake we as clinicians and, I am not a provider. I'm a clinician. I highly resent being called providers. And that's sort of in the echoes with the whole burnout thing. But the common mistake when communicating with families and that is telling rather than asking, are there times I have to tell? There are times when I say, this is really important.

00;49;11;05 - 00;49;37;05
Theresa Anderson
I really want you to do this because this, I believe, is critically important for your child. That said, if the family declines, the family declines. They're not very many things. I will go to court over. I have, but there are very few things that I would go to court over. And in providing care for children.

00;49;37;05 - 00;49;57;12
Courtney Ringstaff
I feel like that statement leads me to a question we have, which is how do you address situations where parents may be in denial about their child's condition or treatment needs? And how do you help to guide them towards understanding? What are your experiences with that?

00;49;57;12 - 00;50;46;18
Theresa Anderson
Oh, to many there's the balance between supporting hope and reality. And there are times when I say, you know, maybe in ten years, medical science will have advanced to the point that this now is commonly treated. We're not there right now. I mentioned never say never. And let me think of an example. I think let's talk about hospice care.

00;50;46;23 - 00;51;32;01
Theresa Anderson
So I don't know what hospice looks like for children in West Virginia, in New Mexico. The hospice the hospice for children came out of you and I'm out of oncology but was available to non oncologic patients and working with families to make a decision about hospice care is a very, very difficult situation. One of the good things about it is that there are different criteria for for children than for adults.

00;51;32;01 - 00;52;18;10
Theresa Anderson
So for adults you have six months life to live, you know, blah, blah, blah. And God bless Jimmy Carter, who's still, you know, well beyond his six months and and on hospice all but there's a thought with hospice that it's giving up and in my perspective it was changing the kind of care that a family would have. And that included a hospice nurse who had an RV who would go park in the neighborhood and be there for a family if it if it were needed.

00;52;18;10 - 00;52;54;05
Theresa Anderson
And so opening up the the discussion about hospice care and children, it doesn't mean you can't treat acute illnesses. It doesn't mean you can't stop hospice and go back to regular care. It means going for whatever quality of life means to that family, because I can't define quality of life that does not sit with me as a clinician that sits with families and and helping them come to a decision.

00;52;54;15 - 00;53;49;18
Theresa Anderson
It does this feel like the right thing to do or does it not? And if it does not, then we don't do it and we leave the door open to talk about it again. So there's the situations that I can think of about being in denial and guiding them toward understanding one of the hardest ones was a primary care patient of mine years ago, before I was at UNM, who started having seizures and was admitted to the hospital and ended up I mean, I think we finally got a diagnosis.

00;53;51;13 - 00;54;22;20
Theresa Anderson
Her seizures were not controllable. She was on life support. She was in a medication induced coma, and she was still having seizures. And then the neurologist, who's a dear friend of mine, called me at home on a Saturday and said, we need to have a discussion with this family about discontinuing support. Can you come in? And I said, I am getting my car keys.

00;54;22;20 - 00;54;57;27
Theresa Anderson
I will be there in 20 minutes. And so we we sat down with that family and we talked about it. And it's one of the hardest things to do to say it's time to give up hope. We've we've really done everything. We're now getting into suffering with without a hope that things are going to change and so we did it.

00;54;58;11 - 00;55;24;22
Theresa Anderson
And I sat there and held her hands, you know. Oh, to to be with them. And, and I have had that privilege over and over with families to be there, to say goodbye and and those I mean, there's no there's no good way to do it. You just you just do what you can.

00;55;24;22 - 00;55;54;14
Patrice Guzman
Being a parent who has been in that position and having to hear that news, but just knowing that they didn't leave, they were there. They made sure we were comfortable as a family with the decision that we were making. Nothing was rushed. It goes a long way. And when you're in those experiences and you've built that trust with those different providers, knowing that they stand with you from beginning to end, you might be losing someone important to you, but you're not losing hope in people.

00;55;54;14 - 00;56;00;27
Patrice Guzman
And so you see the real joy of of the people who have done so much to help you and your family.

00;56;00;27 - 00;56;33;02
Theresa Anderson
So, yeah, people who've done the best they can and and coming to a decision of saying the best is not good enough and it's time is is very hard. Yeah. And you know, I can't imagine having been in your situation and I hope that the people who gave you the news gave it to you in a in a way that you could best handle it.

00;56;33;02 - 00;57;16;27
Theresa Anderson
Hard, hard, stuck. There's a question about managing my own emotional response during particularly challenging or heart wrenching conversations with families. Again, name it. You know, sometimes I'm angry with families about choices that they've made as a little girl that we had to put in the hospital in Baltimore to manage pneumonia because she'd been prescribed amoxicillin, an oral medication, and her parents didn't give it to her because she didn't like it.

00;57;17;20 - 00;57;44;02
Theresa Anderson
And so I was angry, but I couldn't be angry with them. They were doing the best that they could, and at least it wasn't their family that didn't understand that amoxicillin goes in your mouth and not in your ear because I've had that happen where people it's truly did not understand you have an ear infection, you must put medicine in the ear.

00;57;45;02 - 00;58;36;28
Theresa Anderson
So I've been angry again, not at that family and all I do is say, gosh, this is really hard for me and and name it to myself. And sometimes I can't tell the family that I'm angry with them. It's not appropriate. They may not get it. Managing my own emotional response is acknowledging it, trying to take care of myself and not doing harm to the family or the patient because of my my emotions in our busy, urgent clinic, there was a mom that just wasn't having it for me, wasn't having my diagnosis, wasn't having my no, you don't get antibiotics for this.

00;58;37;18 - 00;59;04;14
Theresa Anderson
I was furious. And sometimes what I would do in that situation was say, I'm not comfortable with how things are going. Let's start over and leave the room. And I come back, I knock on the door, I come back in with my hand sanitizer, introduced myself, sit down and start over. And sometimes that worked out. But in this particular case, I just said, you know, I'm going to get one of my partners to come in and talk with you.

00;59;04;14 - 00;59;26;09
Theresa Anderson
So I feel like we are really not able to communicate. And I left the room and I went around the corner and I was well, you know, and then I went to my partner, who's most likely to treat I was the least likely to use antibiotics. She was the most likely. And I said, I need you to go do a visit for me.

00;59;26;09 - 01;00;03;02
Theresa Anderson
I'm at a standstill with this mom. And so she went in and, you know, she ended up treating and blah, blah, blah, which I didn't like, but which I also knew because I had selected her to go in and I knew that she wasn't going to make a bad decision. It was just probably going to be different. And so I was so lucky to have colleagues so that I could do that, so that I could mask that anger and not not have it be totally in the way.

01;00;03;02 - 01;00;20;03
Theresa Anderson
A while back, you asked, what's the most common mistake clinicians make by communicating and telling rather than asking? And again, you got to tell, but you can ask first and and then go from there.

01;00;20;03 - 01;00;22;29
Courtney Ringstaff
We often say that families know the most about their child.

01;00;23;19 - 01;00;24;17
Theresa Anderson
You know, we have.

01;00;24;17 - 01;00;35;04
Courtney Ringstaff
A group that says, you know, I don't have a degree, but I have a Ph.D. in my child. How does that go over with other clinicians? And have you heard that from families and how do you feel about that?

01;00;36;14 - 01;01;04;26
Theresa Anderson
Well, how I feel about it is that I say it all the time. You know your kid better than anybody else. This and particularly in kids who have chronic issues, the families are living it day after day. So there were lots of things before video telemedicine that I would treat at home based on a conversation with the family.

01;01;04;26 - 01;01;43;18
Theresa Anderson
So I think so-and-so has strep throat and I'd say, okay, tell me more. And you know, there's questions you ask that help you decide is this viral or is it likely strep? And if it was likely strep, I would by phone that same family, you know, if they came in to urgent care clinic with an illness issue, I would you know, we'd do our evaluation and I'd say, do you think she needs to be admitted to the hospital or is this something you can manage at home as?

01;01;43;18 - 01;02;20;08
Theresa Anderson
A I think an unspoken rule is you do everything you can to keep kids out of the hospital, keep them at home if you can. And if the family can manage things. So I espouse that that position that families know their kids better than anybody else does. I also reserve the the position that I'm seeing something different than what they're seeing now, or grandma thinks she knows everything, but grandma doesn't.

01;02;20;28 - 01;02;42;12
Theresa Anderson
And Grandma brought her in to the clinic or him into clinic. So I have got to talk to the mom or the dad or whoever the primary caretaker is, particularly with admit to the hospital. And that's that's something where families of chronically ill kids probably know better than I do.

01;02;44;21 - 01;02;52;08
Courtney Ringstaff
What advice would you give to aspiring health care professionals about the importance of communication and empathy in pediatric care?

01;02;54;07 - 01;03;39;18
Theresa Anderson
Communication underlies everything that we do. It's so important the side eye or the eye role we all know have great significance. So communication comes before anything else and connecting to communication is not one way. It's it's bi directional or tri directional or up, down and all around. It's a dynamic process and keeping the door open for communication is it's critical.

01;03;40;23 - 01;04;33;14
Theresa Anderson
And empathy is something that we cultivate. We we can't always empathize. We can try we can try to acknowledge meeting people where they are is so important and supporting and as much as possible, uplifting. You're doing an amazing job with this. A lot of people couldn't do what you're doing day in and day out. You're just giving giving that support, that acknowledgment, and remembering that we're human and we're we're going to fail to connect or we're going to say things that get misconstrued.

01;04;33;14 - 01;04;56;13
Theresa Anderson
We're going to use a simple word like asthma that is devastating to someone. And we had no idea. And that paying attention to that and then dealing with it is so, so important. And it's not I mean, we're not to chat, but yet, you know, doing all the diagnosis and treatment, thank goodness. And I hope we won't be.

01;04;56;28 - 01;05;08;23
Theresa Anderson
I feel like that human connection is incredibly important.

01;05;08;23 - 01;05;28;28
Courtney Ringstaff
Thank you so much for coming on to our podcast. This has really been an honor. I think this was a great interview. You had some excellent discussions and I think it really showed the other side. The perspective of that clinician is important and I think we always focus on the family side here, but this project is to really show that clinician side.

01;05;28;28 - 01;05;32;04
Courtney Ringstaff
And I just think you did a really lovely job showing that. So thank you.

01;05;32;10 - 01;05;57;22
Theresa Anderson
Thank you. You know, this is a team sport. This is this is families and clinicians and pharmacies and this is a team sport. And taking care of kids is what we're all about.

01;05;59;02 - 01;06;13;06
Courtney Ringstaff
Thank you for joining us on this episode of the Compassionate Care Podcast series. We hope today's conversation has provided you with valuable insights and a deeper understanding of the experiences of families with medically complex children.

01;06;13;12 - 01;06;36;14
Patrice Guzman
We are grateful to our guests for sharing their stories and to you, our listeners, for taking the time to engage with these important perspectives. Remember, compassion and empathy are at the heart of effective care, and these stories are a powerful reminder of that. We'd also love to hear from you. If you have any questions, feedback or topics you'd like us to cover, feel free to reach out.

01;06;36;28 - 01;06;41;01
Patrice Guzman
You can connect with us through our website or our social media channels.

01;06;41;24 - 01;06;50;29
Courtney Ringstaff
Until next time, keep striving to understand the full picture of your patients lives, your dedication to compassionate care makes a profound difference.

01;06;51;09 - 01;07;11;05
Patrice Guzman
Thank you for listening and we look forward to having you with us on our next episode of the Compassionate Care Podcast series series.

01;07;11;05 - 01;07;26;24
Courtney Ringstaff
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