The PALS Program

The PALS Program is a student-initiated public service program instituted at UC Irvine School of Medicine in January 2003.  It has been supervised by Eileen Andrade-Kitching, Assistant Clinical Professor with the volunteer faculty of the Department of Pediatrics and will transfer this fall to Francesca Staiti, MD a student founder of the program and currently a Psychiatrist practicing in Orange County.  She is joining the volunteer faculty at UCI to supervise and facilitate this program. 

The program is a specialized adaptation of a big brother/big sister program, whereby medical students are paired with pediatric patients as “pals,” who visit each other regularly for various activities and outings.  In addition, medical students participate in monthly seminars on significant and relevant topics, including child development, chronic illness, and family dynamics.  The PALS program allows medical students to learn firsthand about the various illnesses and behavioral diagnosis common and uncommon to the pediatric patient population.  This affords them the opportunity to view healthcare, including the challenges and hardships it presents, from the child’s and family’s perspective.  Medical students learn how a family is affected by a chronic or life threatening illness on a day to day basis.  They learn how the diagnosis has affected their friendships, education and many life decisions.  

The children participating in PALS are referred by physicians, social workers and relevant organizations.  They range in disease presentation (including behavioral, renal, and neuromuscular patients) and age from 7-16 years-old.  These patients also represent the diverse community of Orange County, allowing medical students to expand their knowledge about different cultures to improve their treatment of future patients.  Participants not only gain a mentor, but a friend, who through progressive visits and interactions, can empathize with the effect that chronic illness has on a child’s daily life.  This knowledge will impact how they practice medicine and develop relationships with their patients.  

As the Pediatric clerkship focuses on acute illnesses, PALS exposes students to issues surrounding chronic illness rounding out pediatric care education.  UCI physicians serve as lecturers and student mentors should students seek advice on pursuing pediatrics as a profession. Finally, the program offers a means of outreach to the adolescent population, a group in special need of guidance and mentorship.  Adolescent patients are more likely to feel more comfortable speaking to medical students whom they can better relate to than to their physicians or nurses.  

In summary, PALS strives to create meaningful friendships between medical students and chronically-ill patients in the hopes of cultivating empathy and experience managing all types of patients. 

We are currently looking for pediatric patients to participate in the two year program beginning in September.  If you know of a child and family who would be interested, please fill out the attached forms and send to the email below.  Please contact Francesca Staiti if you have any questions or comments or parents may contact her directly with their concerns or questions.   
Email: francescastaiti@yahoo.com or call her at 949-636-7502
UNIVERSITY OF CALIFORNIA IRVINE HEALTHCARE

PALS PROGRAM

PT NAME/NICKNAME __________________________________________________________________________________________
DOB ______________ AGE ____________GRADE _______________ CHILD’S EMAIL ______________________________________

PARENTS/GUARDIANS __________________________________________________________________________________________

PHONE _________________________________________________ PARENT EMAIL_________________________________________
ADDRESS ______________________________________________________________________________________________________

FAMILY MEMBERS (NAMES/AGES) ________________________________________________________________________________

_________________________________________________________________________________________________________________

PHYSICIANS SEEN _______________________________________________________________________________________________

SCHOOL ________________________________________________________________________________________________________

FAVORITE SUBJECTS/ACTIVITIES _________________________________________________________________________________

DIAGNOSIS _____________________________________________________________________________________________________

PHYSICAL/DEVELOPMENTAL LIMITATIONS _______________________________________________________________________

_________________________________________________________________________________________________________________

WHAT IS THE CHILD’S DEVELOPMENTAL AGE? ____________________ ARE THEY COMFORTABLE ON THE PHONE OR 

THROUGH EMAIL TO DEVELOP A FRIENDSHIP?___________________________________________________________________
WHAT WOULD YOU AND YOUR CHILD WANT US TO KNOW ABOUT YOU AND YOUR FAMILY? 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

WHAT WOULD YOU EXPECT FOR YOUR CHILD TO LEARN FROM THIS PROGRAM? _____ _____________________________

_________________________________________________________________________________________________________________

UNIVERSITY OF CALIFORNIA IRVINE HEALTHCARE

PALS Program

Parent Permission Form

My child _____________________________________, has my permission to participate in the PALS program offered by University of California Irvine Healthcare and the UCI College of Medicine.  

I hereby release the UCI Medical Student Association, UCI College of Medicine, University of California Irvine Healthcare and its employees/volunteers for any and all damages occurring during or due to this program.

This release has been given by the undersigned knowingly and willingly in return for the above described service.  I have been informed that participation is voluntary and I may withdraw at any time.  

_____________________________________________

_________________

Signature of Parent or Guardian




Date

_____________________________________________

__________________

Printed Name







Relationship

_____________________________________________

Name of Child
