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"You know the hardest part of having cancer is the fear.  Sometimes I wake up at night and I have to get up because I'll end up crying all night if I don't do something to get my mind off the whole thing.  It's like I have nothing else to think about.  It totally consumes my mind."

"I'm at the end of the rope, I guess.  I really don't have the strength to hang on much longer.  Caring for Jim is taking so much out of me.  I don't have a life anymore.  I haven't slept right for months and months.  I don't know what to do.  Sometimes I just pray that God will take both of us.  This isn't living.  This is Hell."

A cry for help.  How loud do people have to cry before we notice their grief and attend to their needs?  When will the patient's emotional emptiness be as important as the value of laboratory tests or his surgery?  There are so many patients that need you to listen and care.  They need to be touched.  They need you to connect with them on some deep, inner level that is crying for recognition.  They need you to stop focusing on the body, look into their eyes and see the person in distress.  They need your assurance, your confidence, your smile.  They need you.  

"I don't know what to say!  I mean, I can't wave a wand and make them all better.  I feel so helpless, like there's nothing I can do."

"Sure, I know they want me to take time and listen.  But the kind of time it takes to get enough rapport so that you could really get to the deep stuff, I just don't have.  I barely can get my required work done if I don't talk at all.  It gets very frustrating."

"I can't get my own life straightened out.  Why do they think I can help them?  If I knew the answers to harmony and peace, I'd give them, but hey, some days I think someone should be around to listen to me.  I'm crying for help, too!"

It's true.  All of us are on some kind of healing path.  None of us are "there" yet.  All of us need each other.  We reach out to someone, and someone else reaches out to us.  Reaching out with the intention to heal is a two-way process.  Whenever you give, you always receive in some way.  

Objective No. 1: Review common stages of stress and loss, and recognize individual expressions of the process.
How do we describe emotional pain?  It's heavy.  It's a load, a burden.  It's darkness and coldness.  It's bad.  It is to be avoided if at all possible.  We run away from the pain. We don't want to face it.  It shakes our very foundations.  It zaps our strength. It's Hell.  These metaphors are very important.  They describe the beliefs we have about emotional pain.  Understanding the impact of metaphors will help you change them to ones that will help you instead of hinder you.  

This course will focus on the metaphor of light.  You are the light shining the way for a patient in darkness.  You can make the path to the light visible and keep the patient from floundering in the shadows of confusion. "Light" can also describe the opposite of heaviness.  You will "lighten" the load. People want to go to the light.  They want to be "enlightened" about what they are experiencing. Light is energy.  It strengthens.  

So how can you be a light?  You begin by understanding the darkness.  That doesn't sound too difficult.  Most of us have had our own life experiences of wandering around in the darkness.  Most of us can identify with emotional pain.  We've not only been there, some of us have homesteaded there.    We know what it feels like. It is valuable to be able to identify with what the darkness experience is.  But being in the darkness is not the same thing as studying the darkness while in the light.  Take the observer position.  Consider what happens to people when they walk in the valley of the shadow.

First comes the change; the diagnosis, the death, the inability to do something you could normally do, the accident, the loss.  Whatever the change is, the greater the perception of loss, the deeper the valley. The more highly valued the loss is, the greater the grief will be.  This is, of course, according to the values of the patient or the one experiencing the loss.  You might highly value health, and perceive its loss to be very stressful.  Your patient, however, might not value health as much as smoking, and will focus more acutely on the stress imposed because of the loss of cigarettes than on his need to preserve his health.  You might value life and be willing to do anything to preserve it. Your patient might not feel the same about his life.  The idea of doing "everything" to preserve something that has little value will be rejected. You might hate birds as pets.  But your patient who has just lost his pet bird and sole companion might be as upset as if a close friend had died. We seldom are open about our true values, especially when we feel our values are counter to those expressed by society as a whole.  Don't assume you have the same values as the patient, and don't assume the patient must be feeling like you would feel in similar circumstances.  Just create an environment in which the patient can be open and honest about his true feelings and perceptions.  It is important that you recognize when values are contrasting, because unless you place your own values in the background, your patient will know that you will judge his values as unimportant.  He won't share his pain with you.  He will not accept your gift of light. If something he values is difficult for you to accept, place your focus on valuing him.  That’s the bottom line.

Three other factors that alter the perception of stress include ambiguity or uncertainty, the amount of time involved and where the blame is felt.

Ambiguity or uncertainty is very difficult.  Remember a time in your life when you had to wait for some news, perhaps the fate of surgery or the results of diagnostic tests.  Uncertainty and unfamiliarity (with surroundings, procedures, expectations, etc.) are among the most stressful of factors.  The greater the uncertainty, the greater the stress, the harder it is to cope.  The disease process is full of uncertainty and unfamiliarity.  Imagine being diagnosed with diabetes and not having any idea what a blood sugar or pancreas is.  Imagine having drains, tubes and monitor wires and feeling totally helpless over your own personhood.  Imagine dealing with that level of dependence on the doctors and nurses when you have always been highly independent.  Imagine going from doctor to doctor to find out what is wrong with you, and they just keep doing tests because no one seems to know for sure.  Imagine that in the process the doctors keep throwing out possible diagnoses that all seem terrible and impossible to live with. Imagine your confidence and vitality slipping away as the uncertainty continues.  Imagine what your imagination will do with the shreds of information it is trying to put together to create a new picture of the future.  One of the patient's greatest enemies during this time of ambiguity will be fear.  You can help by directly confronting the fear and teaching the patient how to handle fear. I will show you the process later in the course.  You can also help by carefully explaining procedures, directions, expectations, or any other unfamiliar tasks.  Patient teaching decreases stress.

The amount of time involved is a dimension to the stress response as well.  Long-term illnesses are difficult, and for many patients and their families these illnesses become a wear and tear process.  Acute loss, like an accident, is very shocking, providing little time to adjust to the idea of loss. You have watched the time dimension working on the family responses. Partly as a dimension of the grief process, and partly because of the time dimension to stress, you'll observe that when faced with a life/death decision, the time dimension makes a big difference in how most families and patients will react. 

Let me share one story that explains what I mean. A woman I know was newly diagnosed after surgery as having a terminal cancer for which there was little hope.  The family was flown in from various states and received the shocking news in the waiting room while the patient was in recovery. When discussing life supportive treatments with this family, they chose to make every attempt at saving her life. They also chose not to tell their mother/wife that she had an incurable cancer, despite counsel to choose otherwise.  The thought of life without this person was simply too hard to bear and so the attitude was that she would keep going, whatever the cost. The family felt strong enough to carry the extra burden, and they were denying the extent of that burden.

Another mutual friend was talking with me one day about this family's decisions.  She was unable to understand why this family was putting their mother/wife through the torture of chemotherapy, hospitalizations, etc.  She finished by saying, "Why can't they just let her die in peace?"  You must understand that family decisions of this nature are often emotional decisions and not rational decisions.  Most people, ourselves included, when having the choice of emotional versus rational ways of thinking, will choose the emotions.  This is not usually a conscious choice.  In fact most people will feel controlled by their emotions. The family was emotionally not strong enough to make any other decision, at the beginning of the stress.  Denial is a strong defense. 

Now consider the effects of time.  After months of this family burden, three things happen.  

1) The patient is less and less an active member of the family. The illness prevents mother from acting like mother usually would.  Instead of her taking care of the family, the family is taking care of her.  Instead of the family leaning on her for support, she is leaning on them. And because these new roles are very uncomfortable for the whole family, there are a variety of ways the individuals are emotionally reacting to them. Mother, because she is losing strength and focusing on many aspects of the disease (e.g. pain), simply cannot attend to the family.  She withdraws. The family unit, out of sheer necessity, is slowly and painfully reorganizing with this person no longer in the inner circle. 

2) The family is feeling the effects of the long drawn out stress, and the members are literally wondering how long they can hang on. Vacation time has been used up.  Financial burdens are growing.  Time away from their own immediate families is adding to the stress.  Nights and nights without adequate sleep, and days of giving endlessly are taking a toll. Emotions are wearing thin. Time is displaying its importance to the process.

3) The denial process, the first stage of the grief response, is weakening. The family is beginning to understand the true lack of quality of life there may be for this loved member, and are wondering why she should have to suffer. Now, they might be praying she could die in peace.  The time element has caused the family to come around to the opposite point of view.  Those of us on the outside of the family unit have to allow families forgiving time.

The degree to which the blame for the disruption or stress is externalized is important too, and can become in itself a defense mechanism.  The more the blame can be shunted to the outside, the less the stress.  And the opposite is true.  The more the blame is internalized, the greater the stress.  I will use this same family as an example of this stress factor.  While the woman was a hospital patient, some mistakes were made, so that her recovery was slowed.  This family recognized the errors, and you could sense their unification.  It was "them" against "the medical system".  When they were able to project the blame for their mother's discomfort to someone else, their own personal stress was relieved and they became emotionally stronger. Blame, as an emotion, is usually harmful to all parties, but it is a common defense mechanism.  It is one of the reasons people look for someone to blame for their discomfort. It's why medical malpractice suits are at an all time high. I will help you learn how to communicate with angry people later in the course.  Angry people are often blaming. 

Once in awhile, when talking to the husband alone about his wife, he would play the "what if" game:  "What if I'd taken her to the doctor earlier"... "What if I'd noticed these early symptoms"... "What if I would have sought a second opinion", etc.  When he thought in this manner, he was internalizing blame.  The more he did so, the greater the stress and the less effective his coping mechanisms became.  He would invariably be crying. Patients and families are often self-blaming.  "I should have had my yearly physical.”  “I knew something was wrong for months, but I just ignored it." "I should have been able to handle stress better." I'm not trying to justify these behaviors as right or wrong.  I'm only trying to explain them.  Recognizing reasons for behaviors allows us to help channel them in a more positive direction.

Question No. 1: Which of these will decrease the patient’s stress level?

a. Blaming himself for the situation.

b. Blaming someone else for the situation.

c. Confusion from not knowing what’s happening or what to expect.

d. Long term illness situations.

Question No. 2: Generally speaking most of the choices a patient makes when in the early stages of 

grief will be:

a. Emotional responses.

b. Intellectual responses.

Question No. 3: If your values are quite different from those of your patient and you are not aware 

of the differences, which of these may result?

a. It will be difficult for you to help the patient with his emotional process.

b. You may not be sensitive to the nature or degree of loss the patient is experiencing because you don’t value what he did.

c. Your patient will probably sense that you judge his reactions and his values as unimportant and so he won’t share his pain with you.

d. All of these may result.

It helps also to study the grief/stress response, as long as we remember that our study is very general.  Each person responds to loss in a very uniquely personal way, and moves through the stages in a nonlinear fashion. 

The first stage of the stress/grief response is DENIAL OR SHOCK.

Most of us react to a change that has produced a significant loss with denial, shock and alarm.  We will deny the extent of the loss for as long as we can.  We will absolutely not see (physically, emotionally and mentally) the whole picture.  The shock and alarm is almost paralyzing.  We don't move forward as much as we stop dead in our tracks.

In today's fast-paced health care system, people are often pushed to make decisions when what they need most is time to integrate the change into their lives.  We almost deny that they have a right to be in denial about what is happening.  We want them to "get over it" when they need to "get through" the process.  So our society labels denial as "bad" or "not OK", and implies that anyone feeling these things (as well as the rest of the grief response) is not normal.  They need fixing.  After the ten minutes or so of crying we will tolerate, we imply that a person experiencing loss should handle it and keep that stiff upper lip.  If he's not doing this, he's not a strong person.  Since people identify with being "good" "OK" "strong" and "normal", they are immediately in conflict with what is happening to them.  After denying the loss, their task in our society is to deny their grief.  Deny their denial, their anger, their pain. Be strong… Society is wrong. You have to get them to believe a different perspective. That's not easy, but time helps.

How do people act when they are in denial?  Most of the time they don’t do what we want them to do.  Neither do they always tell us.  They don't want to hear our lectures.  They don't change their diets or take their prescribed pills, because they really don't believe it is necessary.  They rationalize, "After all, there's nothing really wrong that time won't resolve. The nurses and doctors are just over-reacting."  They don't change the order of the house when a family member has recently died.  It's too painful.  The old order makes it seem like he's just away, and will soon return.  They don't want to sign the forms we need signed.  They don't want to watch the teaching video we want them to watch.  They busy their minds with attending to visitors, or going out to do anything so that they don't have to be alone with their thoughts.  They hide in diversional activities.  They get really busy.  

How do we act when we deny their grief response of denial?  We lecture.  We tell them what they should do.  We advise.  We judge them as "bad" because they didn't do what we told them to do.  We make them feel ashamed of themselves for being "bad" patients.  We make them feel guilty when they don't sign the organ donor cards, or authorize the autopsy, or make a decision about the DNR order.  We push them into decisions hurriedly, without encouraging them to get a second or third or tenth opinion, and if they do and the second opinion differs from ours, we get defensive.  We cause them to feel that the detailed information they seek about the future course of therapy is really too deep for their little minds to understand. You have to be a doctor.  We expect them to trust us, when our own healthcare system behaviors have been anything but trustworthy lately.  We tell them not to worry.  We belittle their concerns.  We make them into body parts -- the arm for the IV, the heart reflected on the monitor, the bowels not moving, so that we don't have to deal with the person behind the eyes.  We get really busy.

How do we act when we are carriers of light?  How do we help the patient through the denial, shock and disbelief stage of his grief process?  We hold a different perspective for the patient.  We believe that the denial the patient is experiencing is normal.  There is nothing to be fixed.  We refuse to judge denial behaviors as good or bad.  They are the behaviors the patient has chosen, and our only concern is how best to respond.  Judgment doesn't heal anyone.  The patient's life-change probably has both good and bad factors, and it will take time to correctly identify where the blessings are hidden.  Just accept the behavior as necessary and try to understand the values behind it.  The emotions expressed are also not good or bad, and are the tools the patient can use to get through the process. Denial is an emotional process, not an intellectual one.  You cannot think your way through denial, you have to feel it. Those lighting the way understand the value of emotions and teach patients how to accept and use the emotions to create a new identity.  I'll teach that in a few pages. A carrier of light knows that what the patient is experiencing is necessary at this time.  She accepts.  She encourages.  She is patient and tolerant.  She nudges with suggestions to move forward, but validates the importance of letting the patient move at his chosen rate.

It can be really tough to carry this perspective and still work in today's healthcare system.  Being patient and tolerant is fine, but the patient will be discharged in twenty-four hours without patient teaching if you don't push a little.  It's fine to accept the patient where he is, but that DNR order needs approval or we're going to be wasting a lot of our resources on a hopeless case.  I mean, let's get real.

That's exactly how I want to get -- real.  Open, honest, full of emotions, vulnerable, human -- real.  I don't have to shield the patient from the constraints of the system. I don't have to demand his compliance with our needs. I just have to honor the patient’s needs, honor the system's needs and seek a win/win answer to the conflicts that arise.  I'll listen to his perspective.  I'll listen very hard for the fears underneath.  I'll encourage those fears to be spoken, because speaking the fear changes the power of the fear. That lessens the denial.  I'll help him change his fears into goals that our healthcare system can produce, and then I'll assure him that those goals are important.  I'll teach you how to do that, too.  I'll share my honest fears as well, and move my fears into goals for him to understand.  I'll recognize and validate that his perspectives will probably change over time, and as they do we'll adjust.  What we need accomplished can often be taken in steps, as long as we show progress.  I'll stop thinking that our needs are "all or nothing" and start thinking what steps can be accepted that will move us toward our goal.  

Stage two of the stress response can be described as a feeling of DISORGANIZATION.

In this stage the patient is searching, bargaining, and questioning. Once the truth emotionally hits, the world goes to pieces.  The old model of reality has been destroyed.  There's no new one in place.  This creates a sense of insecurity and fear of the unknown. The darkness is overwhelming as the patient searches for a new foundation to serve as a model. It is very frightening and threatening. Anger and guilt are two defense mechanisms. Blame is more of a process of disorganization than of denial. "I knew I was being childish; still, I acted terribly.  I insulted nurses and doctors, repeatedly questioned their judgment, basically acted like a jerk."  Some become demanding and irrational. 

Of all the powerful emotions expressed during this process, anger is the one we have the most trouble dealing with. It will help if you train yourself to look for the anger. You look for it, expect it, and recognize the anger is normal so you won't be caught off guard when you are faced with an angry patient or family member. It is a symptom of the process.  It may be toward the "authorities", toward the family, toward God, or turned inwardly as depression. It follows the least resistant path and is certainly not to be taken personally. I'll help you with anger in the next objective. 

Often the lost feeling of this stage causes people to neglect their own physical needs. Offer concrete assistance and support, i.e. directions, reminders to eat, problem solving regarding asking neighbors to help out with chores, etc.  They are disorganized and can use understanding, direction and empathy.  You're most valuable tool is your ability to listen to their feelings.  Your strength and confidence gives the patient some place to anchor and feel secure.  Talking to you is like coming into a harbor while the storm rages on.  People need to be able to find that in others when they have lost it in themselves.  You remind them of who they can be again, and that gives hope.

Stage three is ANXIETY
Actually, the borders between the various "stages" are very fuzzy, and how they proceed through the process varies considerably from person to person.  The anxiety is different, however, from the disorganization, because there are aspects of a new reality that are beginning to emerge.  It's very fragile, still threatening, and the old reality is still perceived as "better," so this new perspective isn't really trusted.  This produces anxiety.  It's a light in a dark tunnel, but only a small candle.  

Your job is to nurture that candle.  You let the patient talk about his feelings, which will allow him to define more completely his new reality.  He'll watch your reactions and use your feedback to determine if his new reality is "good".  He can test it as he talks about the application of this new understanding to his life.  You listen, without giving too much advice. Mostly you just reflect back to the patient what you are hearing.

Stage four is ADJUSTMENT
The result of this emotional process is described as an acceptance of a new personal identity. This is a return to peace.  The new reality is accepted and incorporated as the current model that guides and molds the life experiences.  It provides the security, the foundation, and the definitions that are desired. The old is beginning to fade into the background of thoughts and the new becomes the foreground. There is light again.  However, the patient may still visit the darkness from time to time.  It's almost as if he returns to find if he left anything behind that he wants to bring with him to the new -- memories, important lessons, perspectives, values. Communicate that this is normal, expected, and to some extent, desired.  Assure him he will be returning to a state of peace. As time proceeds he spends more and more time in the new light, and less and less time in the darkness.  It is a very growing experience, most of the time.

Question No. 4:When do aspects of a new reality first begin to show up in the grief response?

a. Stage 1

b. Stage 2

c. Stage 3

d. Stage 4

Question No. 5: If any healthcare worker advises, lectures, makes the patient feel ashamed, and 

become defensive because he isn't cooperating, and if the patient has experienced a sudden change in his life, we can conclude that:

a. The worker is acting in a supportive manner to meet the needs of the patient.

b. The worker is denying the patient's need for denial.

c. The worker is in tune with the patient's values and priorities.

d. All of these.

Question No. 6: Common emotions experienced in stage 2 include:

a. Anger

b. Fear

c. Guilt

d. All of these.

Question No. 7:  How does society usually respond to the grief response?

a. We allow people all of the time they need to integrate the change into their lives.

b. We create conflict by indicating grief is not OK or good, while the person experiencing grief sees himself as OK and good.

c. We understand the value of all emotions and encourage their expression.

d. All of these.

Question No. 8: The denial of the first stage:

a. Is an abnormal response to loss.

b. Is an expected normal response to loss that is necessary at the time.

c. Is mostly an intellectual response – not emotional – so with enough facts they’ll lose their denial.

d. Is mostly a stubborn refusal to accept a situation that they should be able to get over quickly, and that is not OK because it impedes recovery.

Objective No. 2: Recognize the positive value of emotions and be able to help the patient use his emotions to heal.

The process of grief and stress involves releasing an old paradigm and accepting a new.  It involves a change in perceptions, and new definitions of self.  It takes hours and hours of self-examination to accomplish this task, and the emotions that result from the process of release and acceptance are very strong. That's because it requires incredible energy to move into a new reality, and the emotions generate the energy for us. Imagine the internal work involved in moving from a happily married reality and perspective to becoming happily single.  You don't get there overnight.  Because many of the emotions are painful, most people want to reach a sense of peace as fast as possible.  Unfortunately our beliefs about emotions are so warped that many people run from the very tools that will help them move through the process.  Before we examine the value of emotions and ways to use them positively, let's consider the metaphors society uses to describe the rules of emotional release.  It is helpful to change metaphors when they don't work for you.

FLUID EMOTIONS:

Emotional energy is the one energy we readily feel, and most of us don't want to feel it.  Our metaphors tell us that the body is a container and we should hide our emotional energy within it -- especially "negative" emotions like anger, grief, hatred, frustration, etc.  We are told to "stuff it".  "Keep the lid on it."  We have to "hold-up." Even the energy of positive emotions is not well accepted in some environments.  If you're too happy, someone will tell you that they don't like it.  If you're too loving, you'll make people question your rationality.  If you're too at peace, something must be wrong with you.  We're expected to be Mr. Spock -- rational, logical, unfeeling.

Our metaphors tell us that emotions are like fluid or fire, and we have to keep them bottled up.  They have potentially dangerous power, so we much conceal them.  When we're "too emotional" (which means the energy of emotions is unhealthily kept within until it explodes) we describe this as being "down".   We break down.  (This means the body container broke or didn't work right.  Shame on us.)  We break our hearts, specifically.  We become "flooded with tears," or we "burst into tears."  We even have tears "streaming down our face," which implies the fluidity of this energy.  But it's usually with the idea that it is water out of place -- flooding, bursting, streaming.  Or you just go overboard -- which implies that you unintentionally lost all control, and the container just exploded. Or we "lost it" (the contained control, that is.) 

So we try to keep things contained within by "venting."  That means we act like a pressure cooker and just let off a little steam now and then to keep the container from exploding.  If we vent enough, we should be able to contain our emotions and remain the logical, rational, unfeeling non-human the world expects us to be.  And no one will have to "mop up" after our emotional "outpouring" or "catharsis."

If the emotion is anger, or passion in any direction, our metaphors describe this as fire.  People are "hot-heads."  Their tongues are "on fire".  They "blow up".  They get "fired up". They let off "steam".  They "explode"

All of these metaphors tell us that it is bad to be emotional.  Emotions are not to be seen or heard.  You know the game.  Have you ever cried when you didn't want to cry because someone would think less of you for being too emotional?  Have you ever apologized because you expressed your emotions emotionally?  We are denying the goodness of the tools we have been given to handle life.  We try to substitute thinking, but it doesn't work.  Thinking will never do what feeling does.  I'll explain in a few pages.

It is not just society that holds harmful metaphors about emotions.  Our concepts of what healthcare workers SHOULD be creates problems, too. When we work in the healthcare system, and especially if we are female, we are expected to act as society's emotional sponges.  We should sop up all the uncontained emotional energy.  And what happens to us when we do that without being centered in ourselves and our own power.  We become heavy. Ladened.  Burdened.  Or we give our energy to those who have spent or lost their energy, and then we become drained.  Dried up.  Dehydrated. We let our patients pull us down. This is correctly assessed by our egos as "unhealthy" and we recognize we can't continue, so we search for possible defenses. One approach is to become "hardened" unfluid, and unable to be affected by the fluidity of bursting emotional energy.  We form a veneer. Although we no longer are sponging up negative emotional energy from our patients, neither are we open any more as an energy system.  We are closed, guarded, protected.  We are unable to act as healers, and we are unable to be healed.

Another approach is to "burn out." The fire has gone out. The passion isn't there.  There's nothing left to give. There isn't any room left in the sponge.  It is saturated.  All positive energy is gone.  There is only negative damage.  We escape to save ourselves.

Neither of these approaches will be health producing for us or the patient.  There is a healthy way to give emotional guidance and empathy.  That's what this course is teaching you.

Most of us are totally unconscious of how even our language reflects what we feel happens to our energy as a result of living in this world. One of many things I am learning as I grow into my healinghood, is to carefully become aware of the effect of language.  I hear these metaphors often, and I understand that they reflect beliefs and realities. Therefore I choose metaphors that are healing.  I reject those that are unrealistic.  We need new metaphors.  We need new ways of dealing with emotions, personally and professionally.  We need to appreciate the power of the energy of emotions and learn to channel it, rather than contain it.  The idea of being self-controlled needs to mean more that we control where our energy goes, rather than we control the energy by holding it all inside. We need to learn how to use the energy of emotions to heal ourselves and others.

EMOTIONS AS ENERGY

Expand your perspective of emotions and consider them formed energy.  That's what they are.  They are energy.  Our metaphors tells us this, too.  Have you ever felt "charged up"?  Have you ever felt so excited that you can't sit still?  Just think how you physically respond to various emotions and you will recognize the energy they produce or block.  We interpret our life events and choose (usually subconsciously) how we should feel as a result.  For the most part, these choices are learned responses.  It is our judgments and interpretations that form the energy into happiness or sadness.

For example, it you want a baby, you will perceive pregnancy as a joyful event.  If you don't want a baby, news of your pregnancy might throw you into depression.  The pregnancy is the same in both situations.  Your thoughts about being pregnant determined how you feel about it.  

So one way to alter emotions is to ponder the thoughts you have about them.  It is the thoughts that judge crying as "good" or "bad".  It is the thoughts that determine if a patient will feel comfortable about screaming in anger over his cancer.  Since emotions are pure energy without the thought, changing the thought can change the emotion and the form of the energy.  In fact, you can become so aware of this thought / emotions connection that you can begin choosing the emotions you want to have by choosing the thoughts you'll allow yourself to have.  What do I mean?

I found a lump in my breast.  The standard conditioned response to such a discovery is fear and anxiety.  We are so conditioned to fear cancer, that it is almost the first thought that enters our minds.  Some of us let our thoughts wander without any recognition of control.  Given this, with the metaphors, myths and beliefs of our current society, it would have been "normal" for me to worry about the outcome, to imagine the surgery, radiation or chemotherapy that might loom in my future and to wonder if I'll be alive in five years.  It would have been easy for me to think about multiple patients I have cared for who died of breast cancer.  I could have relived my experience with my aunt who died of breast cancer. I could have worried about what my family would do without me.  I could have imagined pending pain, deformations, dehumanization, and all sorts of things.  My reality could have been blown away as I entered the grief response, fearing the potential loss of my old reality.  That didn't happen.

I thought about that paradigm, and decided it carried much more pain than I wanted to experience.  I have never found fear comfortable.  I chose another path.  I recognized that for me to stay out of fear I would have to stay in thoughts that were supportive, comforting, and produce peace.  I created a visualization that detailed my full recovery from the lump.  I pondered this picture whenever I felt a need to think about the lump.  I chose to concentrate on the patients who have recovered fully from breast cancer. I reminded myself that most lumps are non-cancerous.  I decided that to increase those activities that fill me with peace, relaxation, acceptance, and gratitude for life. I meditated.   There was no perceived loss, so there was no grief or stress response.  There was peace and acceptance.

When the tests returned, my lump was a cyst.  I was grateful.  But I know that had it been something more serious, I would be able to minimize the fear.  I have taught myself to be constantly aware of the manner in which I am thinking, and I choose how I want to think.  You can do this, too, and you can teach your patients how to do this.

Marilyn, a 47-year-old patient, said she had an abnormal pap test and was undergoing further tests.  While taking her blood pressure, I had an opportunity to help her with her fear.

"How's the fear level?" I asked looking up from the chart.

Marilyn looked away from my eyes. Gazing at the snap on her gown, she said, "Pretty high.  It's really hard when I'm quiet and alone, so I try not to be that, but I'm not sleeping well."

I nodded, keeping my eyes on her face and leaning just a little toward her.  I felt my compassion for her. "What are you most afraid of?"

"Cancer."  Her answer was immediate.  "My grandmother died of cancer and so did one of my uncles.  It seems like so many people are getting cancer these days.  I just don't want to go there."

She was looking at me now, so I nodded my understanding and continued with my questions. "What aspect of cancer scares you the most?"

"I think it is the pain, although I don't want to lose my hair.  I hate the idea of surgery.  I don't like to think of dying either.  I guess no one does." Her tight lips and fast blinking told me she was feeling her words.

"Whenever you get really afraid, what do you do?"

She smiled and shrugged, "I iron clothes.  It seems to help.  Last night I was up at 2:30, alone, ironing clothes.  Pretty soon I get tired enough to go to sleep."

I sensed we had connected.  She was accepting my non-verbal expressions of care, so I offered some guidance.  "Ironing is good therapy, but can I explore another way to approach your fear with you?  It will give you more options."

"Sure, I'll take all the ideas I can find," she responded.

I turned more fully toward her. "Well, actually, I have several ideas, but let's start with learning how to minimize the amount of fear that you create.  Think about the concept that you create your own fear.  Emotions come from the thoughts we have.  If you didn't think about your grandmother or uncle, or if you have never heard of cancer, do you think you'd be as afraid as you are now?"

"No"

I continued, "So it's the thoughts and memories from your life that produces your fear, right?  Can you see that?"

"Sure, but I can't hide from my own memories.  I mean, I saw my grandmother die.  Am I supposed to just forget that?" she challenged.

"No," I validated,  "but maybe there are other times when it would be easier to remember that than just now when you are feeling vulnerable.  Remembering and thinking about cancer produces the emotion of fear.  If you don't want feel so afraid, think about something that is not so fear-producing."

"Like what?"

Glad that I had already walked this path, I knew how to respond. "Your tests aren't back yet, so right now everything is imagination. You don't know that you have cancer, but you're thinking that you might, and creating fear based upon that premise.  Let's imagine the best possible outcome of your tests.  What would that be?"

"No cancer," she replied easily.

"OK." I accepted her answer, but it needed more detail. "Let's imagine you talking with the doctor after the test results come back.  Visualize yourself hearing that the tests show something that can be treated.  Hear the doctor say that you can heal from this.  Imagine how you will feel when you hear him say those things.  Imagine it in great detail.  Put a lot of time into this visualization, because this is the picture you need to hold in your mind."

She broke in, "Yeah, and then what if it doesn't turn out this way?  This is just wishful thinking."

I responded, "You've been imagining cancer.  Isn't that wishful thinking?  As long as you're going to imagine something, why not imagine the best instead of the worst?  Think of the people who have cancer who have survived.  Remember the remarkable healing abilities the body has and assume that your body wants to heal. It doesn't want to be sick.  Instead of allowing your mind to wander into the "what if it's cancer" world, decide to wander into the "what can I learn from this experience that will make my life better" world.  Spend a lot of time talking to your body with gratitude and love for what it is giving you."  I watched her absorb these ideas.  

"Sounds good, but I don't know," she said, "I've got a pretty strong worry tendency."

"Do you want to worry?  You taught yourself to worry over several years. Worry is negative imagination.  I'm proposing positive imagination.  You can begin to learn how not to worry.  This might be a great opportunity for you to practice that.  It won't be easy.  Sometimes it will work, and sometimes you'll be ironing, but if it will help a little, isn't it worth it?"  I was pleading a little, trying to convince her of the value of this approach because I knew that it would only be valuable if she would keep practicing the technique.

"I'll try," she agreed.  "I don't like that fear stuff.  Too nerve-racking."

"Cool," I said. "Now, let's take your fear and make it into a goal.  You told me your real concern is cancer.  Change your concern into a wish.  Instead of saying, "I don't want to have cancer, say, "What I really wish for is _____?"  How would you finish that sentence?"

She was silent a few moments, thinking.  "I really wish for health, vitality, normalness."

I continued, "Now, add this, "What I really wish for is health, vitality and normalness, so my goal is to ______."  What would be your goal?" 

"My goal is to get well," she gestured like that was an obvious conclusion.

"OK, the last step is to add the word "how."  "…so my goal is HOW to get well."  Do you have any ideas how you can meet your goal?"  I smiled at her recognition of what I was doing.

"I'm here deciding what the doctor will do, but I know there are some things I can do, too, to get healthier. Now that you mention it, my friend told me about a book that would help me if I had to beat cancer, and it's full of good ideas for living a healthy life.  Maybe this is a wake-up call that I better pay attention and start working to keep my health."  She was sitting straighter and her eye contact was solid.  I could feel her power growing.

Rising to continue the routine for her test, I said, "The next time you're awake at 2:30, spend your thinking time concentrating on your goal instead of your fear.  Think, "How can I get well," and not "What if I have cancer."  Study wellness, not disease."  We smiled at each other.  The energy in the room felt a lot better.

The first thing I wanted to do in that conversation was to develop rapport.  I did that with mostly non-verbal communication. I made eye contact.  I stopped writing on the chart.  I leaned forward.  My tone of voice was caring.  But most important to the process was that I thought about my compassion for her.  That created the emotion in me of compassion.  That emotion was an energy that she could perceive.  Just like you can feel when someone is angry, you can feel when someone is feeling compassion.  Her intuition told her I was trying to help her.  She let down her defenses and allowed me to ask the questions I did. Many times what they need is empathy.  Empathy first, education second.

I asked questions with the intent of having her state her fears.  I know that contained fear grows.  Energy needs to move, and when it is contained it just expands until you think you will explode.  Stating her fears allowed her an avenue to EX-PRESS the energy.  Push it out.  Move it.  It lessened her fear, increased her power and allowed her to explore herself. 

Once her security grew so that she could concentrate better on what I was saying, I began to show her how she can control her emotions by controlling her thoughts.  Helping people gain control over what is happening to them also increases security and decreases anxiety.  It was important to let her know that it takes effort and time to be able to keep desired thoughts and avoid undesired thoughts, so that she would keep practicing.  You don't learn thought control easily.  It takes work, but the results are worth it. 

Fear is caused by unmet needs.  You can encourage the patient's expression of their feelings, and help them recognize their unmet needs.  Then request what they need to fulfill their needs.  This creates opportunities for teaching and support. So, the last technique I used was to help her change the language of her emotions from fear, which is undesired, to a wish and then a goal, which is desired because it is something she can control.  It will help her to have this goal as a focus of her thought time. 

Throughout the process I monitored how Marilyn was responding to the "light" I was offering, by watching her eye contact, her posture, her rate of breathing, and other non-verbal signs that indicated her acceptance.  I also felt her energy.  I felt her power growing. In this way I confirmed that I was healing and not harming by being sensitive to her energy.  You do this all of the time.  You know how to be sensitive to someone else's feelings.  You know how to perceive their sadness, their joy, their anger, etc.  The difference is that sometimes we get focused on other things and we don't pay attention.  I was merely paying attention.

EMOTIONS AS PERSONAL TOOLS

I used to hate being emotional.  I chastised myself when I cried.  I hated losing self-contained emotions.  I hated being angry, and I hated it when other people were angry.  I became embarrassed when I was so excited that I acted like a fool.  I cautioned myself not to feel too much love, because I feared losing the person I loved.  I remember praying as a young adult, asking God to remove my extreme emotions.  I wanted to live my life without extremes -- middle of the road.  I was willing to give up extreme positive emotions if I could be freed from the pain of extreme negative emotions.  Unfortunately, God answered my prayer, and now I recognize the value of what I have lost.  I am having to teach myself to feel again.

The first step in using emotions as tools is to study the thoughts that produced them and to try to find another perspective that will produce more desired emotions. This is how I chose to help Marilyn.  But there is more to learn about emotions.

I also am conscious of how I use language to describe energy.  I choose positive, healing metaphors. I teach these to patients to help them heal. For example, I don't allow floods and bursts to happen.  I don't allow myself to be drained. I recognize that emotions contain incredible energy, and I create the ones I want. Our emotions are our energy. I am like a conduit.  The energy moves through me, and I chose where the conduits open. As these energies move, I imagine them healing, because they are energy. We need to learn how to manage our energy, to use the energy of emotions. 

When I feel something I don't really want to feel, I go inward real fast and find the roots.  I allow myself expression of that emotion in manners I create so that energy can be channeled out. I recognize my need to feel the emotion, and allow myself time to do that clearly.  If I feel fear, I will discover the thoughts that created it, but I still have the energy form of fear.  I need to ex-press that fear. I'll find someone to listen to my fears, because stating it helps. I will not judge myself as "bad" for having a "bad" emotion. But I will recognize and name what I am feeling and choose to channel that energy. It would hurt me to hide the feeling and pretend it doesn't exist. I'll move the fear energy in my body during my meditations and breathe it out.  

I use new metaphors that talk of a universal supply of never-ending energy that is balanced, harmonious, and healing.  I channel controlled, but powerful energy.  As long as my energy keeps moving, is not stagnant, is balanced, expressed, utilized, directed, harmonized, shared, I do not become heavy laden.  I am not drained.  I don't need a veneer.  I am learning to move fluidly with the energy, and as I do, I am charged, not burned out.  The centering that is the basis to all healing involves changing lifelong thinking patterns and understanding life and relationships at a much deeper level. 

The energy that comes from the food I eat, the air I breathe and the exchange of energy between all of life, supports the structures of my physical body. It keeps my cells and organs healthy.  But it is also turned into my emotions and allows my self-expression.  If I use too much of my limited energy to stay angry with someone, I will reduce the amount of energy available to sustain the health of my tissues.  If I bury the energy of fear, and allow that energy to stagnate, the tissue that holds that powerful energy will be burdened and will find it hard to stay healthy as it's own energy flow is disrupted by the unmoving, growing fear. If I give too much of my energy in compassion to my suffering patients, without learning how to restore or manage my own energy, I will not have enough energy to care any more.  I will "burn out."  So, using emotional energy to heal is part of an over-all energy management process.  When I learn how to manage my own energy, I will have plenty available to use to help other people learn how to manage theirs. I am able to become "involved" with my patients and not have to have a veneer and not burn out.  To do this means I have to stay aware of how I am thinking about my patients and how I am feeling in response to them. That tells me how "centered" I am in receiving sufficient energy.

 Nothing is good or bad until we interpret it so with our thoughts.  When we judge something as "bad" we unconsciously perceive that it is harmful.  We allow it to hurt us. We tend to think about the "bad" emotions as something to be avoided.  Yet, all emotions are simply formed energy. All energy can be healing and empowering if it is channeled with thoughts in that direction.  

Question No. 9: Which of these behaviors is most likely going to succeed in developing rapport with 

the patient?

a. A tone of voice that is caring with pauses inviting the patient to speak.

b. Feeling impatience and a desire to escape from the situation.

c. Keeping your eyes on the chart and continue to write while the patient answers your questions.

d. Positioning yourself close to the door with your hand resting on the doorknob.

Question No. 10: Common metaphors about emotions that make it difficult to heal include:

a. Bottled up, contained emotions are desired.

b. The fire of anger is bad.

c. Released emotions are fluid out of place.

d. All of these.

Question No. 11: What will help a patient process his fear?

a. Changing the fear into a goal with factors he can control.

b. Expressing the fear to a caring listener.

c. Helping the patient to not judge himself for being afraid.

d. All of these will help.

Question No. 12: Which is an accurate statement about our society's judgment of emotions?

a. Emotions are more valued than aspects of thinking, such as logic and rationality.

b. Emotions should be freely expressed.

c. It is bad to be too emotional.

d. It is good to be highly emotional.

Question No. 13: Defense patterns to what society expects us to do in emotional situations include:

a. Burning out.

b. Escaping to save ourselves.

c. Forming a hardened veneer.

d. All of these.

So, consider some of these "bad" emotions from a "good" perspective, or consider how you can turn this harmful energy into something that will help you heal.

ANGER

Anger is very powerful energy.  We feel its power.  It's hot, explosive.  We know that anger can produce some very harmful results.  We're afraid of anger. So then, we have two potentially harmful emotions -- fear and anger.  We get guilty about being angry. Now there are three harmful emotions. It compounds.  

OK, but what would our world be like if no one ever got angry?  People could do anything to you or to other people and you wouldn't raise an eyebrow.  Anger provides the motivation to protect, to change things that are harmful, to stop behaviors that are unjust.  Anger is an expression of caring.  One author said, "Tell me what you get angry about and I will tell you what you care about.  Conversely, tell me what you don't get angry about and I will tell you what you don't care about." (Murray, 43) When you encourage people to not get angry, you encourage them to stop caring. This is why anger is such a common grief response.  People care about their losses.

Anger only becomes destructive when people feel helpless and powerless.  When people lose control over their lives and blame others, then aggression and even violence can be the result.  That’s why true patient (and self) empowerment, not empty rhetoric, is so important.  When people accept their feelings, they accept themselves, and their feeling can be used to inform them of unmet needs.

The place where Joan works used to be privately funded through a religious denomination.  Three years ago it was sold to a corporation and those three years have been filled with changes.  Not only did administration change almost completely, but so did policies and procedures. For Joan, the changes represent a significant loss.  Moving through the grief response seems to be a never-ending process, because changes keep happening.  From a work perspective, she is feeling a lot of anger because of her losses.  Her boss keeps telling her that's she's too negative.  So, expressing her anger is difficult, because it is perceived as negative and, so, "bad."  She thinks there is something wrong with her, because other people seem to be adjusting, why can't she?  By the time she came to me, she was quite burned out, and still a long way from acceptance.  Her biggest obstacle at work, she told me was her anger.

"I don't know.  I can't stand much more of this.  I've got so much anger inside, I feel like if my boss blinks wrong, I'll probably explode, and then I'll lose my job.  I can't afford to go anywhere else, because I'll lose my insurance.  They won't insure me because of my history.  Some days I just don't care any more.  It's just a job.  They can do what they want.  I'll just walk through the paces and go home.  They aren't paying me to care.  I've had it.  I can't give like I used to.  I hate going to work, when I used to love it." She was pacing, with her hands gesturing her strong emotions.

I listened for a long time.  When she sank into a chair, it was almost with a sense of despair. Then, I offered my perspective. "The problem is, Joan, that you do care. If you didn't care, you wouldn't be angry.  To deny your caring and anger is to deny yourself.  This creates quite a conflict inside yourself, obviously.  The most positive thing you can do is to express your anger, but obviously you can't express it at work, because they won't think it's positive.  But that's their problem.  Your problem is to give yourself permission to grieve, to feel your loss and to recognize that anger is a normal, natural way for you to integrate this loss into a new reality.  It takes a lot of energy to accomplish this, and that anger is generating the energy you need. By denying it, you are not only blocking yourself from using that energy, you are also using more of your precious energy trying to hide the anger"

She listened quietly, so I continued. "Let's deal with anger first and see if we can't get some of that energy moving.  Think of something that made you really angry.  I don't want you to talk about the anger as much as I want you to feel the anger,  so don't worry about making me understand your perspective.  That doesn't matter. Pretend I understand you perfectly. Just generate the anger that is inside you.  Keep talking, and allow yourself to get angrier and angrier.  Tell me everything you want to tell your boss.  Shout at me.  Go into a rage.  Take this newspaper and hit the desk.  It will take awhile, but I'm patient.  Get angry and get it out. OK?"

It took several minutes, because most of us are so uncomfortable showing other people emotions that we feel guilty about. Some of us have been taught never to express anger, so we "hide" anger in our brains that creates hurt, instead of anger.  It is very difficult to even find the anger in that case. 

She really had to work up to it.  I kept encouraging her by baiting her... "That's all the angrier you can get?"  "Shoot!  That's what you say when you'll really angry? Oh shoot?"  She said WHAT?! "And what do you wish you could have said back to that?" Once she found her anger, it came rolling out without encouragement. The room resounded with her high-pitched, tirade of energy that had been stuffed for so long.  I focused on her -- her non-verbal language, her eyes, her energy.  I paid very little attention to the words, the accusations.  It was not my position to determine if she had been "wronged".  It would not help her to picture her as a victim of an unfair working environment.  This wasn't about where she worked.  This was about her grief.  Finally, she began to calm down, and then her lip started to tremble.

"Powerful stuff, isn't it?"  I offered.

She shook her head in agreement, fighting hard to hold back the tears.

I verbalized her fear of crying and talked about it.  "Crying is a gift as well.  When you cry, your body secretes all the harmful chemistry generated by the fear, the guilt and the anger into your tears.  When scientists examine tears, they find very high concentrations of the chemicals of the stress response.  To deny the gift of crying is to contain these harmful chemicals in your body.  I care for you too much to want you to hurt yourself.  Please cry.  It will make me feel so much better."

The tears were streaming freely before I finished my speech.  I found her a box of tissues, and waited.

It isn't anger that is "bad."  What is harmful is society's belief that anger is bad.  This causes people to bottle up that powerful energy, so that by the time it is expressed, it has become quite uncontrollable.  If we would channel our anger appropriately, giving it recognition and looking beneath the emotion to find what it is we are protecting, our anger could change our lives and the world. 

For example, I found myself becoming quite angry while trying to get my computer fixed.  The company with whom we had our contract had promised we would not be without a computer should something happen to ours, yet here I was being informed that I wouldn't have a computer for six to eight weeks.  Business would become non-existent without a computer for that long.  As I was being shunted from person to person with little concern for my plight, I felt the anger growing inside.

When I was put on hold for the jillinth time, I turned inward and examined the anger. I could easily find the thoughts creating it. They were thoughts of fear.  So I asked myself to define what I was afraid of.  The answer was easy.  I was afraid of the consequences to my business if I lost my computer.  Then, I asked if I needed to be angry.  Was there another emotion that would be better?  My answer was no.  I needed energy to break through the obstacles I was experiencing.  I needed the anger.  I needed to carefully express the anger and the energy to accomplish what I needed, but I also needed to do it in such as way that I was controlling that expression. I had no right to attack anyone with my anger.  I had no wish to cause harm to any of the people I would be talking with. I gave myself permission to create, feel and express anger, putting my focus on me. I let the energy pour forth.  My computer was fixed within 24 hours.  I was grateful for the energy of anger.  Without it I might not have a business.  

Sometimes anger is directed at us.  Some people view us as the target of their aggression and anger.  It is not a feel-good experience.  I can offer you a perspective that might help you listen to the anger, yet not be affected by the anger.  

Certainly there are times that you are being attacked, and you have the right to remove yourself from the attack.  No one has the right to attack you.  If they want to talk to you about something amiss, they can do it without attack.  You never need stay in an attack, unless you are restrained from moving away.  It is an act of love for yourself and love for the attacking person to stop the attack. Meditate on that thought for a while.

But, sometimes you recognize that the anger is directed at you, but is not about you, or is not attacking anger.  In those cases, you might choose to stay with the situation in order to heal the situation.  For example, Mr. Barry was very angry. You could tell by the way he stormed up the hall to you.  You could see that he had been practicing his speech, and he was prepared to let you have it.  You knew that Mr. Barry had been very concerned about his wife who was your patient. This might be a situation in which you would choose to stay involved.

The perspective that will help you do this contains the following thoughts:

· His anger is about who he is and not about who you are.  It is an expression of his caring, his fears, his thoughts and interpretations. It may be a part of his grief response. The anger is HIS problem.  Don't make it your problem.  Don't be responsible for his anger.

· Stay centered in who you are.  Are you caring?  Do you try to do your best?  You can determine if you are at fault about something, but then just accept that there is something that needs to be changed, without condemning yourself for making a mistake.  Don't let his anger define who you are.  You decide who you are and take your strength from that definition. This anger is not about who you are in your eyes.  Stay centered in yourself.

· By letting his anger be his problem, you can put your energy into helping him with his problem, instead of defending yourself.  He perceives some need that he cares about that is not being fulfilled.  To what degree are you willing to help him fulfill that need?  Validate that you have heard him.  Confirm that this must be something really important, because it has made him angry.  

For example, you might say, "I appreciate that you have shared your concerns with me, Mr. Barry.  I can understand how important this is to you, and if I were in your shoes I would probably be as angry as you are.  When we really care, like you do, anger is the natural result, isn't it?  I am glad you care so much.  Now, how can I help you meet your goal and still respect the limitations of power that I have?

You have decreased his fear that his needs will not get fulfilled.  You have validated the importance of his needs. You have increased the chances that he will think of you as an ally, not an enemy.  You have empowered him and yourself.  You have managed your energy.

HURT

We don't want to hurt, and we don't want to see other people hurt.  Hurt moves us away from sources of pain.  It tells us not to do something, because that something causes hurt.  Thus, it creates compassion.  Compassion for others, and compassion for ourselves.  We know what happens when people lose the ability to empathize with another person's pain.  We've seen criminals who seem to have lost all compassion and remorse for their deeds.    Where would our world be without hurt?

When we hurt, because sometimes it seems unavoidable, we need to recognize and honor the pain.  Feel the hurt.  Denying emotions allows them to grow.  Feeling the emotion allows you to move through and then beyond the feeling.  It allows you to heal. Give yourself permission to cry.  Recognize that there was something important involved, so value that something. Take as long as it takes.  Don't push it. The hurt will resolve when that energy is changed. Sometimes we want it to go away in an hour, but it will take a month of hurt to change our reality. Trust that the process is working, and continue honoring the pain. As the feeling dissipates, you will find it easy to move into other feelings.  When others are hurting, encourage them to do the same.  That will show your compassion, and compassion is a healing energy.

GUILT AND SHAME

First, let me define how I will use these two words, as they are often used interchangeably in our society.  Guilt is the feeling you have when you have violated some deeply held principle, belief or idea.  It tells you that you are not being true to who you have decided to be.  If you value self-responsibility, but then left work without finishing your tasks, this might make you feel guilty.  Shame is the feeling you have when you have violated some one else's principles, beliefs or ideas.  When we are children, we hear our parents say, "Shame on you."  This happens when we do something against our parent's desires.  As a child, we have not yet formed our own principles, beliefs and ideas, so we need a structure to use in order to learn right from wrong.  But, as an adult, you should be able to choose your own guiding principles.  You are no longer required to act or think in the exact way that your parents or other authority figures think you should act. You live up to your own standards and expectations, which are in part determined by society as you grew up. So, shame is not necessary.  However, that's not what we're told by most parts of our society.  People often feel like they SHOULD control our behaviors.  They make judgments about the rightness or wrongness of what we do, and then they send us messages of shame or rejection.  Another lesson of energy management is to recognize that you are responsible for your own actions and not for anyone else's.  You begin to lose judgment of other people and yourself, and you begin to lose shame as a chosen emotion.

Mrs. Jefferson lives on a very fixed income, and counts her pennies carefully.  She is a proud woman, with a life history of working hard to be responsible, honest, giving and caring.  She is a wonderful person.  The new doctor at her HMO doesn't know this about Mrs. Jefferson.  She is just another patient with an illness, and he wrote her a prescription to get better.  She left the office worried, because she knew her insurance was pretty selective about what it would pay for. Her worries were confirmed, because this was not a drug they would pay for, and on this particular occasion the pharmacist returned her prescription telling her to contact her doctor for a different one if she wanted insurance coverage.  The problem was her pride.  She felt intimidated by the doctor, and couldn't bear to ask for another prescription.  So, she just went home.  However, she didn't get better.  Finally, when she could stand it no longer, she returned to the clinic and had to face the doctor again, already full of shame.  When he found out she hadn't filled the prescription or called, he chastised her. She walked out of the clinic feeling lower than low.  What she was feeling was shame (mostly).  She didn't come up to his ideal patient model.  He was judging her. He was sending shame message, because he thought she should have been something more.  She accepted the shame and began to confirm it with self-shaming thoughts.  She didn't have to accept the shame.  She could have recognized that his concepts of who she was were his problems. She was also feeling guilty for not acting as strong as she felt she should have. The two combined feelings were much harder to bear than just guilt alone would have been. She could have defined herself and accepted who she was as good enough. We do not have to live up to other people's expectations.  We only have to live up to our own expectations and to choose good ones.

Many people are ashamed of their grief.  Society tells them they SHOULD be strong, and then judges them when they aren't totally controlled and composed in life situations.  Shame is not a feeling we want to acknowledge, so we tend to hide our shame and hide our grief.  This slows the recovery process tremendously. 

For example, Janet's facility was very gracious to allow her paid grievance time, and they sent flowers to the funeral home.  Many of her co-workers sent cards and called.  But when the time came for her to return to work, there were many non-verbal messages that she should have recovered by now, and so should be able to give 100% to her patients.  Her fatigue, increased irritability, and inability to handle very stressful days were not well tolerated.  She began to feel ashamed, telling herself she SHOULD have been what they expected her to be.  This acceptance of shame hurt her.  She could have chosen to recognize that society was wrong in their estimations of grief, and completely mistaken about feelings.  She could have defined herself as normal and refused to accept the shame.  On a one-by-one basis she could have explained her behaviors by sharing her grief and not hiding it.  More people would have understood then she probably would have guessed. And those that didn't understand might learn something valuable. At least if she didn't add shame, she had one less powerful emotion to work with.

Guilt can tell us when we are off our own chosen path, but just observing without judging ourselves as bad can do the same thing.   Guilt tries to guide us with a strong, uncomfortable emotion, back to recognition of who we have chosen to be.  When I am feeling guilt or shame, the first thing I have to do is to determine if the offended principle is mine (guilt) or someone else's (shame.)  If it is guilt, I need to recognize where I have strayed from my path, and begin to correct the situation as much as possible, and then look for how I have judged myself as “bad” for making that mistake. That judgment has to stop. There is an incredibly health-supporting emotion that is associated with successful guilt energy management -- forgiveness.  One of the single, most powerful things you can do for health is forgive -- yourself and everyone else.  When you hold anger, hurt or any variety of emotions about a person or event in your life, you are draining your own energy to support that anger or pain.  You are sacrificing the health of your own tissues to support that emotional energy requirement.  When you choose to forgive, you are saying that you no longer wish to finance this memory with your energy.  You are refusing to continue being drained. You are managing your energy.  You are forgiving. You are not saying that what happened was OK. In most instances it was not OK.  You are just choosing to give up your right to hurt back and re-channeling your energies to heal. When you forgive, you stop supporting your own internal anger, guilt or pain with your energy supply, and you are allowing those feelings to dissipate. You are freeing your energy reserves.  

Forgiveness involves first of all the process of honestly recognizing the harm done to self or others. It begins with acceptance of the wound. Next is a willingness to change, so that the issues can be released.  This is followed by freedom from the desire for retaliation or punishment.  It does not mean that you must cease to be angry about injustice, or condoning of wrongdoing. The wounding must be stopped.  Forgiveness implies an ability to not have to wound in return. Forgiveness is wonderful, and guilt can be one message that tells us that we need to forgive at least ourselves, and possibly get or give forgiveness from others.  Guilt (and, less painfully, observation) can lead us to restoration and repair -- if we are willing to forgive and move forward with your life.  Bottled guilt can cause as much damage as bottled anger.

HOPELESSNESS

In too many cases of grief, hopelessness becomes a major limitation to recovery.  Hope is central to the entire grief response -- the expectation that a new reality is a possibility.  To have hope is to consider the future.  Hopelessness implies no future. It results sometimes from prolonged searching, a preoccupation with thoughts about the old reality, and a numbness that never seems to abate.  Hopelessness is self-perpetuating. Hopeless thoughts create a bleak, pointless, empty perspective of the world.  Here, if ever, you can be a light.  You bring hope because your perspective allows you to perceive another reality.  You hold ideas of peace, comfort, and love.  You have faith in the resources of the person who is in the darkness.  You have strength you can share. You maintain dignity and quality of life for the patient.  You recognize that even in terminal situations, there is healing to be accomplished.

Be careful not to judge hopelessness as "bad".  Judgment does not allow acceptance.  It blocks empathy. Instead listen. Make it safe for the person to experience his pain.  The only way through it is to feel it.  Hopelessness is a way to cut oneself off from all feelings.  Recovery involves feeling. This requires energy. Your caring gives him energy.  Hopelessness reminds us that we need each other. We are not meant to handle life alone.

Question No. 14: Tears:

a. Contain stress chemicals that are being excreted.

b. Express emotions that should be hidden.

c. Indicate you are not strong enough.

d. All of these.

Question No. 15: How is anger good?

a. It can inform you of your unmet needs by telling you what you are protecting.

b. It is a strong indication of what you care about – your values.

c. It is very powerful energy that can make important changes in life.

d. All of these describe the benefits of anger.

Question No. 16: How do you bring hope to a patient?

a. By having faith in the strength of the patient.

b. By holding to ideas of comfort, peace and love.

c. By sharing your energy.

d. All of these.

Question No. 17: A patient is angry about a situation and he is directing his anger at you even 

though the situation is not your fault.  Which of these will make it difficult for you to help him?

a. Get defensive. Say, “Hey this isn’t my problem.”

b. Immediately feel ashamed because there must have been something you should do or haven’t done to prevent this.

c. Raise your voice and get angry in return.

d. Recognize that his anger is about his problem. It’s not about you.

Question No. 18: A slowed process of resolving grief happens:

a. When we are ashamed of our anger and so we stuff it.

b. When we are ashamed of our grief and we judge ourselves as bad for having it.

c. When we are ashamed of our emotions and so we hide them and don’t express them.

d. All of these.

 Objective No. 3: Identify at least five attributes of therapeutic communication.
Many aspects of therapeutic communication have already been described: rapport, empathy, listening techniques such as making eye contact, leaning closer, and the importance of thinking compassionate, intentionally healing thoughts. 

This objective allows me to remind you of what you already know -- that listening and caring are active processes. It requires tremendous energy, discipline and concentration, and the ability to recognize and screen out the distractions and barriers to the communication process.  This is why it is so important that you learn how to manage your own energy. If you are in energy debt because you haven't learned forgiveness, there will be little energy left over to give to patients.  If you've buried resentment, frustrations and anger and are boiling (hear that hot water metaphor?) with internal conflict, you have stagnated energy.  It will be difficult for you to focus on the patient's unmet needs, when your own unmet needs are screaming in your ear.   If your own needs for approval, or your own fears of rejection or loss of control are too strong, these will be barriers, and you will tend to blame, shame, or advise people.  You are veneered. You are protecting your ego.  How can you be attending to the fears of the patient?  

If you are serious about learning to be a healer, the place to begin is inside your self.  Our system has taught you many unhealthy beliefs.  There's a lot of undoing that has to be done. 

Many are afraid of the time factor of emotional support.  They believe that if they take the time to talk deeply with their patients, there will not be enough time to get other priorities accomplished.  Certainly in these days of cost containment, this is a serious concern and the use of time has to be wisely and efficiently managed.  Yet there is some comfort provided through research.  "Research has shown that if you ask patients to tell you what they think and do not interrupt them when they answer, the additional time you spend in the interaction averages out to about 90 seconds…For example, patients in my research have vividly described the length to which they will go to ensure that their questions get answered, such as making additional appointments, taking time from other professionals, asking other patients and then bringing the contradictions back to their physician, even learning to block the door to the consultation room.  Thus, there is considerable evidence for the claim that if we do not meet the need for communication about an important issue, patients will simply frame the request differently to get it met the next time.  And the manner with which they approach us the second or third time around is guaranteed to be much more time consuming." (Thorne, 373)  How much more time does it take to calm an angry patient, then to attend to his communication needs fully when we first become aware of them, and thus prevent the anger?

Then, there is also the internal conflict of priorities.  For many of us, providing emotional and psychological support is more important than the papers that are getting attention in today's system, and they feel the effects of this conflict of values.  To brush the patient's needs aside because you have to attend a meeting on time management doesn't meet your needs as a healer.  It is a very frustrating system.  I can only encourage you to live true to your own values, because that is the source of your happiness and power, but how you will accomplish that in your particular job might take some creativity and communication of needs.  "When we fail to see our system as a highly regulated social culture in which we are comfortable but our patients are not, we become part of the problem instead of part of the solution." (ibid, 376)

Our communication time with patients is important.  Stories from patients and families demonstrate that the communication they received from professionals, especially at times when they were feeling vulnerable, is a powerful force in their experience.  The compassion and caring that can be communicated are important to the patient's healing process.  Many times it is a word or phrase given by a healthcare worker that becomes a key ingredient of the illness story that is repeated over a lifetime.
"My hospice helper is just great.  We feel like she is one of the family.  You know the other day I was kind of down, and she just kicked off her shoes and lied down in bed, right beside me and held my hand till I felt better.  She even cried with me.  I can't tell you what that means to me."

During times of emotional pain, people need supporters.  You are in a key position to be a valuable supporter because of your knowledge of the grief response, because of your lack of involvement in the patient's personal life (we can be less biased and there is less fear that deeply personal information might be used against us), and because we are there when the pain is the loudest.  What are the attributes of a good supporter?

1) A supporter initiates the interactions, without waiting to be told there is a need.  She senses the emotions and then she verbalizes those for the patient's validation and offers support.

2) A supporter keeps the patient informed about what is happening. She explains the procedures and what is expected. She informs, and teaches.

3) A supporter listens to the patient without judging what she hears.

4) A supporter allows the patient to describe where he's coming from without advising him that he shouldn't be there.

5) A supporter utilizes the patient's strengths.  She doesn't treat him like he's helpless or incompetent.  She keeps the patient in touch with the value of who he is.

6) A supporter keeps the perspective that a new reality will be found, and that the patient has the ability to get there, without minimizing the degree of loss the patient is experiencing.

7) A supporter acknowledges the energy and pain it takes to reach a new identify, even when the patient seems to be going backward instead of forward.

8) A supporter gives the patient time to talk about deeply personal interpretations of what is happening.

9) A supporter shows genuine interest in the patient as a whole, complete person and respects the patient's chosen values and priorities.

10) A supporter is comfortable with her own emotions and healing process and is not threatened when the patient shares his emotions.

11) A supporter never brushes the patient's needs off with superficial or patronizing reassurance.

12) A supporter knows she doesn't have to be perfect and have all the answers.  She is a real human.  She knows that patients appreciate it when their well-being is more important than her own pride, and the answer, "I'm not sure, but I'll check it out and let you know," is comforting.

13) A supporter never says, "There's nothing more we can do."  She understands the cruelty of those words.  There is always more -- always caring, always learning, always maintaining dignity and self-expression, always healing. 

14) A supporter respects the need for privacy and confidentiality.

15) A supporter shares just enough of her self to be therapeutic, but not so much that the attention is on her and not the patient.

16) A supporter brings light to the situation.

You are a supporter.  You are the person who is there, and if the patient is opening up to you, he has perceived you as safe to talk to.  What you have offered is a great gift.  It is a healing gift.  I honor you for your desire to be the kind of person who really cares. 

Question No. 19: Research shows that allowing patients to answer without interruption when asked 

what they think adds on average:

a. 90 seconds to the interaction.

b. 10 minutes to the interaction.

c. 25 minutes to the interaction.

d. 1 hour to the interaction.

Question No. 20: Which describes a supporter?

a. A person who listens without judgment.

b. A person who has all the answers and is perfect.

c. A person who self-discloses abundant personal history.

d. A person who takes care of another, indicating he is helpless or weak.
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