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Studies of problem solving by experienced cli­
nicians have identified four steps in the process 
of defining patients’ problems: cue acquisition, 
hypothesis generation, cue interpretation, and hy­
pothesis evaluation.1 Physicians gather and inter­
pret information (cues) from various sources 
(charts, colleagues, patients, families, laborato­
ries) to generate and evaluate possible explana­
tions (hypotheses) for the problems of patients. 
Clearly, defining patients’ problems is only the 
first step toward solving the problems; however, 
medical students and residents must master this 
first step before they can help patients achieve 
satisfactory resolutions of their problems.

Various approaches to case studies provide op­
portunities to assess trainees’ performance of 
problem definition.2-® Four case study approaches 
have been developed to evaluate a course in medi­
cal decision making for preclinical students, but 
may be useful in other settings where assessment 
of problem solving is desired.

Four Case Study Approaches

Case Formulations
The case formulations approach includes the 

subjective and objective parts of a typical SOAP 
(subjective, objective, assessment, plans) note 
for an outpatient encounter. The assessment, or 
formulation, part of the note is a paragraph dis­
cussing the cues used in defining the problems, the 
hypotheses generated to explain the patient’s pre­
senting complaints, the way in which the cues 
were interpreted in relation to the hypotheses 
under consideration, and a statement about the 
final, working diagnosis. The case formulations
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used in the decision-making course intentionally 
contain five errors common in defining problems: 
failure to acquire relevant cues, failure to generate 
relevant competing hypotheses, ignoring unrelia­
bility of cues, failure to interpret acquired cues, 
and misinterpreting cues in relation to hypothe­
ses.1 The student is asked to identify problem­
solving errors in the case formulations after read­
ing a handout discussing the steps in problem 
solving and the errors common at each step. (The 
latest group of students taking the course identi­
fied a mean of 2.7 of the five errors.)

Case Write-up
The case write-up approach is similar to the 

usual write-up with regard to the subjective and 
objective evidence parts of a SOAP note. How­
ever, the student is asked to expand the assess­
ment to include a ranking of the hypotheses under 
consideration from a most likely to a least likely 
explanation for the presenting complaints. The as­
sessment should also include a discussion of how 
cues were used to develop the initial list of 
hypotheses, to eliminate hypotheses, and to dis­
criminate among the remaining hypotheses. The 
plan part of the case write-up contains the stu­
dent’s diagnostic, therapeutic, and patient educa­
tion recommendations. Through expansion of the 
assessment part of the write-up, the logic of the 
student's problem solving can be examined in de­
tail and common errors noted.

Written Case
In this approach, the history and physical exam­

ination parts of a case write-up are presented and 
followed by three questions: What pieces of the 
above information would you use in evaluating the 
patient’s problem? What diagnostic possibilities
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volved, this team approach is not fragmentary, for 
most members act simply as internal consultants 
to those who provide direct patient-family contact, 
thus actually facilitating a coherent, unified ap­
proach.3 Hospice involvement can make possible 
truly comprehensive care while helping to avoid 
“ burnout” of the physician, home care nurse, or 
any member of the care team.

As with any change in medical delivery sys­
tems, particularly one that makes expanded use of 
nonphysician personnel, there has been resistance 
on the part of some physicians. Nevertheless, in 
the five years that I have been working with hos­
pice programs, 1 have repeatedly seen such resist­
ance evaporate once physicians understand that 
the hospice enhances their ability to provide 
high-quality care and that families are deeply 
appreciative of such care.

Beyond a continued involvement with patients 
through their terminal illnesses and cooperative in­
teraction with the local hospice, there are leader­
ship roles to be played by family physicians in 
supporting hospice programs on local, regional, 
and national levels. Family medicine and hospice 
share similar basic orientations: Both view the pa­
tient within the family as the appropriate unit of 
care,4'* both emphasize education as a means 
of fostering compliance and self-reliance,2 and 
both see growth as a longitudinal process that 
continues beyond the dying of an individual family 
member.2,4,6 These are some of the same features 
that originally attracted many family physicians to 
family practice. Unlike that in other specialties, 
residency training in this field is designed to 
strengthen and expand these orientations, which 
become valued as areas of emphasis reflected in 
the daily practice of family physicians.

On a local level each hospice functions through 
a multidisciplinary team, one member of which is a 
physician—termed either medical director or med­
ical consultant. Although many family physicians 
may be unaccustomed to thinking of themselves as 
consultants, they are, in my opinion, best suited to 
fill this role. Broad specialty training and practice 
exposure provides familiarity with the age groups 
(from pediatric to geriatric) and the many diseases 
and therapeutic modalities that are regularly en­
countered by the hospice team. Working knowl­
edge of pharmacology and metabolic medicine and

ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 783



HOSPICE AND THE FAMILY PHYSICIAN

experience in dealing with problems of bowel and 
bladder function, skin and mouth care, as well as 
familiarity with such resources as rehabilitation 
therapies (physical and occupational), equip the 
family physician to help manage the multiple mun­
dane complications often seen. This help in turn 
enhances the comfort and functional status of the 
patient during the terminal phase. In addition, the 
family physician’s understanding of family arrd 
interpersonal dynamics and experience in counsel­
ing and anxiety management enable a comprehen­
sive approach to care.

During the brief history of the American hos­
pice movement, the medical direction or consult­
ant position has fallen largely to medical oncolo­
gists, primarily because cancer remains the most 
common diagnosis of the hospice patient. How­
ever, even those oncologists who have been most 
successful in their hospice role tend to agree that 
their subspecialty training and experience are ill- 
suited to so broad an area. Their strength lies in 
the treatment of neoplastic disease—often an un- 
fathomably difficult job, which they heroically 
perform—but the emphasis in hospice is on total 
care of the person (family): relieving symptoms, 
supporting maximal function and independence, 
and encouraging growth. The skills and expertise 
required are as broad as the specialty of family 
practice. Though no consultant will have immedi­
ate answers to every question or problem, the 
interested family physician is well equipped 
through training, experience, and general ap­
proach to care to make invaluable contributions to 
the local hospice team.

On a national level hospice represents a rapidly 
expanding, vital trend in American medicine, at 
once leading and reflecting a general movement 
toward home-centered, patient-family-directed, 
and cost-effective care.7'9 Here, too, family prac­
tice has important contributions to make. I suggest 
that the American Academy of Family Physicians 
open an ongoing dialogue with the National Hos­
pice Organization and the newly formed Associa­
tion of Hospice Physicians for the purpose of ex­
ploring areas of fruitful collaboration. Possibilities 
appear to be limitless, though they might specifi­
cally include the following:

1. Jointly sponsored continuing medical edu­
cation conferences that touch on some of the more 
technical aspects of modern palliative care and 
home care while presenting in depth the hospice

784

team approach to managing terminal illness
2. Introduction of palliative care and terminal 

care topics into the recommended family practice 
residency curriculum

3. Exploration of various models for affiliation 
of academic departments of family practice with 
existing (or developing) hospices (One affiliation 1 
helped form provides for a motivated senior family 
practice resident to serve, with a staff oncologist, 
as medical co-director of a hospice serving a pri­
marily indigent population. This has proved to be 
of benefit to the teaching program and hospice 
alike and of inestimable value for the resident med­
ical co-directors.)

4. Development of research methodologies 
relevant to palliative care and home care of termi­
nal illness

5. Sponsorship by the AAFP (or, perhaps, the 
Family Health Foundation) of several formal fam­
ily practice fellowships in the area of palliative 
care and hospice medicine

The time would seem ripe both to increase the 
general knowledge base of graduating residents 
and practicing physicians and to expand the num­
ber of true experts in this important, progressive 
field. Family practice has unique contributions to 
make toward the maturing of hospice care in 
America. The potential for leadership is there; the 
time to begin realizing this potential is at hand.
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