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When Physicians
Open Their Souls

Regular Group Sessions Help Doctors Improve Holistic Quality
of Their Work and Spiritual Wellness of Their Lives

Quis custodes ipsos custodiet?
(Who takes care of those who take care?)

he basic definition of the word

“catholic” as “universal” suggests,

in the context of Catholic health
care, a sincere effort to care for all people,
certainly those within one’s sphere of
influence. Clearly, it follows that the mis-
sion of Catholic health care includes find-
ing ways to care not only for patients with-
in our institutions, but also for the souls of
those who function as the basis of all
health care: the medical practitioners

themselves.

For the most part, however, institutional rela-
tionships with physicians have revolved around
negotiations related to their need for medical
equipment, practice space and other professional
amenities, with support for physicians focused
mostly on meeting those material needs. The
jostling for power between medical practitioners
and administrators that inevitably ensues has tra-
ditionally contributed to distance between the
two groups. Meanwhile, even in Catholic health
care systems, physicians’ emotional and spiritual
needs often go unmet in the workplace.

As Catholic institutions seek to develop forma-
tion programs aimed at bringing physicians’ val-
ues into alignment with the existing health care
culture, they may find that physician self-care and
personal integration first need to be addressed.
When formation is initiated by others, from with-
out, it can easily feel subtly coercive. True per-
sonal integration, on the other hand, happens
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from within, through engaging with others in a
process of mutually exploring and experiencing
personal vulnerability as well as personal power.

If Catholic health care systems are to live up to
their mission of caring for whole persons, it will
be important to find ways to nurture physicians’
souls — or perhaps better, to help physicians
nurture one another, for the benefit of their
emotional and spiritual needs.

PersONAL INTEGRATION: MinD, Booy, SpiriT

Who teaches physicians how to care for their own
spirits and souls? Medical schools generally do
not. Regrettably, neither do more experienced
colleagues.' For example, studies of oncologists
suggest that nearly one-third experience signifi-
cant career burnout, emotional exhaustion,
depersonalization and a sense of low personal
accomplishment. A large number also believe
their family and personal lives suffer because of
their chosen career.? Br. Daniel Sulmasy, OFM,
MD, Ph.D., summarizes the problem this way:
“Unless health care professionals become aware
of their own fallibility and vulnerability, they will
make serious mistakes or begin to take out their
angers and frustrations on the patients, or
both.”? Indeed, wise and intentional shaping of a
health care professional’s personal development is
a necessary component of both patient welfare
and professional satisfaction in any health care
profession.

The process of personal integration can be
illustrated by the three intertwining circles in
Figure 1, p. 35. The human functions of think-
ing, doing, speaking and valuing emerge at differ-
ent times during childhood and develop separate-
ly from one another. As result, they need to be
pulled together as one matures. In the clinical
practice of medicine, as in other fields that rely
primarily on intellect, the spirit/soul circle often
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remains stunted, smaller than thinking and doing,
functions that occupy most of a doctor’s day.
The life project of integration requires a specific
context and engagement in certain types of
endeavors from which many of us protect our-
selves in favor of external success.

As integration evolves, humans become better
at recognizing and accepting their vulnerability
and incorporating soul or spirit — that is, emo-
tions and values — into their decisions and
actions. By contrast, in a person lacking integra-
tion, feelings and values may be compartmental-
ized. But as a professional becomes more com-
fortable with vulnerability, and allows emotions
and values to influence decisions and actions, the
circles shown in Figure 1 gradually move
together, so that in a highly integrated person,
they converge — though rarely perfectly — into a
single circle. Body, mind and spirit/soul gradually
coalesce into a more integrative whole.

The potential for shared mutual vulnerability
to support healing and personal integration
became known during the 20th century, first
through the success of Alcoholics Anonymous,
then through a plethora of self-help groups that
followed. Further, the healing benefits of openly
disclosing emotional responses to serious illness
have been clearly documented.* When people
connect on a significant level, on the level of spir-
it, or soul, hope is generated in some natural way
that as yet cannot be explained. The term “soul
flow,” referring to this deep connectedness, sug-
gests a spiritual perspective that need not be
expressed in specifically religious terms.

Similarly, in the field of pastoral care, the for-
mative educational model known as clinical pas-
toral education features interpersonal openness in
small, facilitated group settings. Students in this
type of educational program soon experience the
enormous benefits, both personally and educa-
tionally, of shared vulnerability as they look closely
and communally at their ministry practice.®

Romantic intimacy offers an analogy. It flour-
ishes only when mutual vulnerability is fostered
and maintained. Pulled into relationship by the
highly emotional and ever-mysterious experience
of falling in love, human beings are invariably
challenged to develop skills and virtues required
to sustain relational satisfaction and mutual fulfill-
ment by a unique combination of emotional con-
nectedness, thoughtful acquiescence and self-
valuing assertiveness.®

In a physician’s professional world, that heal-
ing power of shared mutual vulnerability is too
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Figure 1
Physician Function

often unavailable. The personal and professional
vulnerability inherent in their roles, which may
require them to make life-significant decisions
several times a day, is perhaps assumed among
them. But it is rarely shared in any healthy, open
way. Many physicians hesitate to talk with one
another about the ways their practice affects them
personally. Institutions generally lack a forum for
it, and medical training rarely provides for this
important dimension of a physician’s work.

DevELOPING A MODEL FOR PHYSICIANS

In developing a program for physicians at
Franciscan Health System, we postulated that if
medical practitioners could be persuaded to come
together in a small group, in a setting encourag-
ing emotional disclosure about events of the day,
they would quickly engage one another to their
mutual benefit. We determined that essential ele-
ments would include a confidentiality agreement
and an intellectual component in the form of
background information on theories of personal
integration. We also believed an experienced
group facilitator would be an asset.

For this pilot project, the four physicians par-
ticipating in the Franciscan Health System
Hospice and Palliative Care provided a logical
starting group. They were already meeting regu-
larly to discuss cases, and some of them easily
acknowledged that their emotional reactions to
those cases were assumed to be out of bounds for
discussion. Juan Iregui, MD, joined co-author
Gordon Hilsman, manager of clinical pastoral
education, in inviting Iregui’s three colleagues
and other physicians they thought might enjoy

| think the issue for
physicians is ... to
bring God along with
you on rounds ...
While you're checking
the eyes and nose,

while you're checking

the hematocrit, while

you're entering orders

... it really isn’t that

much harder if you

put it as one more
little box on your
checklist ... . | think

that could lead to a

transformational

experience.

—Myles Sheehan, SJ, MD
Senior Associate Dean
Medicine/Geriatrics,
Loyola University Health

System,
Maywood, Il.
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It's how we take care
of patients, our con-
cern for the patients,
the family. ... You
know, the root of
health, healing, holy
and whole is the same
word. | think if we
remember that ...
we won't have any
problem attracting
medical students
and physicians to
our facilities.
=P, Terrence

0’Rourke, MD

Executive Vice President

and Chief Medical Officer,

Trinity Health,
Novi, Mich.

Figure 2

the adventure. The group, consisting of three
men and two women, began meeting in October
2007.

The agreement was to meet every other week
for an hour at 4 p.m. in a comfortable room of the
clinical pastoral education program. The setting
afforded members a neutral, quiet and confiden-
tial space. The group was given no name. We
explained the purpose of the group was to provide
a forum in which medical practitioners could talk
together about how their practice had affected
them recently, preferably that day. Philosophizing
would be allowed to a degree, but the group’s
specific purpose would be to discuss case data in
the context of the emotional effects of the situa-
tion on the physician. The clinical pastoral educa-
tion supervisor, the only non-medical professional
in the group, served as facilitator, striving to elicit
the affective component of the interactions amid
the more readily offered medical data.

PurTinG THE MoDEL INTO PraACTICE

One initial member discovered that an unfortu-
nate political situation existed with another mem-
ber and attended only three meetings. Another
postponed her regular participation after four ses-
sions due to a family situation. In the 12th meet-
ing, the group began to include two interested
advanced registered nurse practitioners.

The Process of Integration
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Initial meetings focused on the reasons physi-
cians avoid sharing the aspects of their practice that
make them vulnerable, i.e., how they are affected
by the tragic, infuriating, sad and frustrating events
that often make up their days. Stories abounded.
Each member was also encouraged to tell at least
one story illustrating how he or she learned that
sharing the emotional aspect of medical care is,
from the standpoint of personal development and
patient welfare, a healthier approach than “stoically
stuffing and stonewalling.”

After six meetings, some group members
expressed interest in exploring a theoretical basis
for the group’s work. They were secking some
conceptual framework in which to ground and
bolster their growing mutual vulnerability. Had
such a framework been presented before the
group experienced significant intimate interaction
among themselves, it is likely the presentation
would have fallen flat.

The facilitator obliged. He used Figure 2
(bottom left) in presenting material on the topic
of personal integration as it relates to shared vul-
nerability in such programs as those that support
healing in addiction recovery and bereavement,
and in such professional settings as psychotherapy
and clinical supervision. The general assertion was
that endeavors that compel us to connect authen-
tically with our deepest values (soul or spirit) and
to use all facets of being human — cognition,
affect and behavior (mind, body and spirit) — are
those most likely to help humans consolidate
their personalities and heal their spiritual wounds.
Examples and experiences from members of the
group were easily elicited to solidify the learning.

Subsequently, the group agreed to divide the
sessions into two, one to continue the “today’s
events” section, and another to brainstorm about
various related topics. The list of topics included
grieving, recovery, religious heritage, dimensions
of physician vulnerability, and the notion of
“spiritual skill.”

In May 2008, a decision was made to expand
the group. Concerns over losing what had been
gained gave way to a willingness to expand in
order to extend the potential benefit to others.
Efforts would be made to maintain the original
membership as a separate small group.

An e-mail was sent to about 1,000 physicians,
physician assistants and advanced registered nurse
practitioners working in or admitting patients to
facilities within the Franciscan Health System.
Ten potential new members showed interest, and
a few began to meet with the group.
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Noring Areas Neebing Work

As this project has unfolded, three types of results
can be described: simple observation, anecdotal
evidence from group members, and initial results
of a research survey.

1) Observation

Group cohesion is in itself a measure of success.
Attendance of those initially committed to the
group has run about 80 percent. Given that busy
professionals are disinclined to participate in
endeavors that hold little interest for them, such
high attendance is exceptional for professionals
who often cannot finish their days on time.

2) Anecdotal Indications

Although bold emotional disclosure from physi-
cians about their practice rarely happens in a con-
text of intentional processing, in the first 10
months of group meetings, the disclosures have
been profound. In the first meeting, members
described experiences that demonstrated the need
for such a group. One woman related a recent
event in which she was kicked to the floor by a
minimally cognitive patient while family members
stood by and said nothing. She wondered: Are
physicians not human too? Another, with tears in
her eyes, described her reaction to working furi-
ously one day to save the facility from a disastrous
lawsuit, then receiving no mention of her efforts
from administration.

In subsequent stories, a member described a sit-
uation in which a group of three watched in help-
less silence for five minutes as a 58-year-old man
bled to death, despite aggressive efforts to save
him, following placement of a nasopharyngeal
airway by a highly experienced respiratory thera-
pist. The member who told the story eventually
applied the word “impotent” to his feelings during
that seemingly unending time.

After the topic of grieving was opened up, two
physicians shared, in ways they reported they never
had before, stories of losing their fathers to death
before they were 10 years old. In another session,
one member spoke of finding herself'ill and in the
hospital awaiting X-rays beside a young son of a
patient she had cared for in hospice. In a wheelchair
himself, he cared for her so tenderly that she was
brought to tears. Having experienced a similar
response from one of her own sons, this group
member found herself more open to receiving care
from members of the group, in contrast to her pre-
vious tendency to wear herself out in caring for oth-

ers, including family members and friends.
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The consensus of group members overall is
that medical practitioners benefit highly when
they allow themselves to enter an arena of
mutual vulnerability around events related to
their recent medical practice.

At one time or another, all but one group
member has cried.

3) Research

In order to provide a more objective appraisal of
members’ progress in the group — some measure
of how professionals had grown to care more for
themselves and to allow others to care for them —
the facilitator developed a survey of “spiritual
skills” to be given to new members, with the
intention of repeating it a year later. The instru-
ment includes 101 human behaviors associated
with nurturing one’s human spirit as well as that
of others. It was given to enough nurses, chap-
lains, clinical pastoral educators and hospital
managers to allow for comparisons to physician
results over time.”

In the interest of providing resources related to
in skill areas of interest to group members, strong
and weak areas were identified in the survey and
sorted by profession. Initial observations from
the results showed that physicians see themselves
as exceptionally good at eye contact and at behav-
iors that involve protecting people, and most in
need of improvement in regard to their ability to
rest when advisable, to ask for what they want, to
tune in to others’ emotions, to affirm themselves,
and to maintain a hobby. The areas showing need
for improvement will be developed into future
topics for the group.

EVALUATING PRELIMINARY RESULTS

What this facilitator and a small group of profes-
sionals are learning is slowly unfolding. The con-
sensus of group members overall is that medical
practitioners benefit highly when they allow
themselves to enter an arena of mutual vulnerabil-
ity around events related to their recent medical
practice.

Experience to this point indicates that a combi-
nation of group time without an agenda, com-
bined with group time for discussion of specific,
relevant topics, offers the most success. Partici-
pants have found elements of sharply focused

At many of the loca-
tions where sisters,
our sisters, have
served, we were
often invited there
by physicians who
preceded us. ... So
there was always a
partnership, and it
was never smooth
sailing, which is really
good, because it's
that healthy tension ...
each one draws the
other forward.

—Sr. Mary Roch
Rocklage, RSM
Sponsor Liaison,
Sisters of Mercy Health
System,

Chesterfield, Mo.
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VOICES

| can tell you a story
about a young woman
who was blind and
uninsured — blind
because she needed
to have cataract
surgery. By partnering
with our physicians,
we were able to get
that surgery done at
no cost to her, and
that woman is whole
again because of
what those physicians
were able to do. ... |
think that appeals to
physicians.

—Cynthia Taueg
Vice President
Community Health/Senior
Services,
St. John Health,
Warren, Mich.

theory help them become more facile at relating
with one another in depth and in integrating the
emotional side of their experience more fully into
their practice. Physicians will not go far down the
lane of mutual vulnerability without some theory
on which to base their openness.

These preliminary learnings suggest the follow-
ing three benefits of offering such programs to
medical professionals in Catholic health facilities:

1) Practitioner Integration

Integration of mind, body and spirit will grow
when facilitated by open sharing that encourages
mutual vulnerability. In-depth personal exchanges
in small groups, such as the one operating in the
Franciscan Health System, can play a significant
role to that end, thereby improving the health
and well-being of medical professionals and help-
ing to maintain and foster values beyond the
political and the financial. This can benefit indi-
viduals already practicing in medical fields as well
as those newly entering them.

2) Physician Retention

Retention is likely to improve as practitioners
find greater meaning in their work and learn to
support one another on an emotional level. As
medical professionals become better at sharing
their own stories among themselves, they are
more likely to elicit personal sharing from the
people for whom they care. This will benefit both
groups and is likely to increase the satisfaction
professionals find in their work.

3) Mission

The mission of Catholic health care will be
strengthened, in the sense that the mission
includes contributing to the human care of medi-
cal practitioners and to their emotional support
of one another. This is particularly important in
an environment of rapid changes in the field —
an environment in which professionals’ frustra-
tions are often on the rise. Although the word
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“catholic” has not yet been specifically applied to
the group’s work at St. Francis, the basic meaning
of the term, “universal,” suggests that projects
such as the one described in this article, are not
only implicitly spiritual but are also eminently
well-suited to Catholic institutions dedicated to
healing in the fullest, most universal, sense of the
word.

Quis custodes? Ipsos custodient!
(Who cares? They care for one another!) =

Comment on this article
at www.chausa.org/hp.
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