Communicating With Patients – Specific Skills 
(Validation & Empathy)

VALIDATING PATIENTS

1. PICKING UP ON VERBAL & NON-VERBAL CUES

2. ASKING SPECIFICALLY ABOUT THE PATIENT’S ILLNESS PERSPECTIVE

3. ASKING ABOUT PATIENT FEELINGS

1. PICKING UP ON VERBAL & NON-VERBAL CUES

It should be emphasized that cues do not only appear as verbal comments. Non-verbal cues in body language, speech, facial expression and affect are also highly significant. To ensure accurate interpretation of such non-verbal behaviour, it is important to observe carefully and then sensitively verify your perceptions with the patient.

But why do doctors repeatedly fail to pick up patients' cues? Perhaps it is due in part to is​sues of control. Doctors have traditionally controlled the interview via closed questions which limit patients' contributions and render them more passive. When we pick up patient cues, perhaps we feel that we are being taken off our pre-planned flightpath and are uncertain of where we might be led; we start to feel out of control. Paradoxically, cues are usually a shortcut to important areas requiring attention. We may also fail to pick up cues to the illness framework because we are preferentially listening for cues about disease. If the patient says 'It's been difficult at ironic and I've been getting a lot more pains lately', it is so easy to preferentially pick up the disease rather than the illness cue and say 'Tell me about the pains' without returning to 'You mentioned things have been difficult at home ... '. 
Examples of ways to pick up verbal and non-verbal cues:

ie Skills involved in discovering and responding to patients' feelings

VERBAL CUES

· Picking tip and checking out verbal cues

'You said you felt miserable, could you tell me more about how, you've been feeling?' 

'You said that you were worried that the pain might be something serious; what

theories did you have yourself about what it might be?'

'You mentioned that your mother had rheumatoid arthritis; did you think that's what

might be happening to you?'

· Repetition of verbal cues

'angry ...?'

'upset ...?'

'something could be done ...?'

NON-VERBAL CUES

· Picking tip and reflecting non-verbal cues

'I sense that you're very_ tense; would it help to talk about it?' 

'You sound sad when you talk about John.'

'I sense that you're not quite happy with the explanations you've been given in the past. Is that right?'

'Am I right in thinking you're quite upset about your daughter's illness?'

2. ASKING SPECIFICALLY ABOUT THE PATIENT'S ILLNESS PERSPECTIVE:

Although picking up patient cues might be easier, asking specifically about the illness per​spective is still a very necessary task. Yet in ,Tucket's (1985) work, only 6% of doctors asked patients directly for their own thoughts about their illness. Direct questions need careful timing, with good signposting of intent and attention to detail in wording. Bass and Coven (1982) showed that when parents in a paediatric practice were asked 'What WORRIES you about this problem?', the majority of parents responded with 'l em not worried whereas the phrase 'What concerns you about the problem?' produced previously unrecognized concerns in more than a third of parents.

Different phrasing is required to ask questions about patients' ideas, concerns or expectations.
Examples of phrasing when asking about patients' ideas, concerns or expectations

Ideas (belief )

•
'Tell me about what you think is causing it.'

•
'What do you think might be happening?'

•
'Have you any ideas about it yourself?'

•
'Do you have any clues; any theories?'

•
'You've obviously given this some thought, it would help me to know what you were thinking it might be.'

Concerns

•
'What are you concerned that it might be?'

•
'Is there anything particular or specific that you were concerned about?'

•
'What was the worst thing you were thinking it might be?'

•
'In your darkest moments ...'

Expectations

•
'What were you hoping we might be able to do for this?'

•
`What do you think might be the best plan of action?'

•
How might I best help you with this?'

•
'You've obviously given this some thought, what were you thinking would be the best way of tackling this?'

3. ASKING ABOUT PAITENT FEELINGS


FEELINGS

Many doctors find entering the realm of patients' feelings particularly difficult. It does not fit naturally with the objective approach of the traditional clinical method and is some​thing which at medical school we were often taught to avoid. Impassive objectivity can be appealing; feelings are often difficult to handle and may be painful to the doctor as well as the patient. Doctors are frightened of 'opening a Pandora's box' of their patients' emotions and feelings. In comparison, it is the area that other professionals such as counsellors and therapists are most encouraged to explore! It is therefore particularly important to become aware of and practise the skills involved in discovering and responding to patients' feelings.

How to Ask About Patient Feelings:
Direct questions

'How did that leave you feeling?'

Using acceptance, empathy, concern and understanding to signal to the patient that you are interested in their feelings 

'I can see that must have been hard for you.'

Early use of feelings questions to establish your interest in the subject 

- Asking for particular examples

'Can you remember a time when you felt like that? What actually happened?' 

- Asking permission to enter the feelings realm

'Could you bear to tell me just how you have been feeling?'

How to end the discussion of feelings and not sink into a downward spiral with the patient

'Thank you for telling me how you have been feeling. It helps me to understand the situation much better. Do you think you've told me enough about how you are feeling to help me understand things?' or 

'I think I understand now a little of what you have been feeling. Let's look at the practical things that we can do together to help.'
EMPATHY

COMMUNICATING EMPATHY TO THE PATIENT

The Aim of Empathy : - communicating your understanding back to the patient so that they know you appreciate and are sensitive to their difficulty. 
Both non-verbal and verbal skills can help us here.
Empathic non-verbal communication can say more than a thousand words. Facial expres​sion, proximity, touch, tone of voice or use of silence in response to a patient's expression of feelings can clearly signal to the patient that you are sensitive to their predicament. 
But what are the verbal skills that allow you to demonstrate empathy? Empathic statements are supportive comments that specifically link the 'I' of the doctor and the 'you' of the patient. They both name and appreciate the patient's affect or predicament (Platt and Kelley 1994):
Examples

•
'I can see that your husband's memory loss has been very difficult for you to cope with.'

•
'I can appreciate how difficult it is for you to talk about this.'

•
'I can sense how angry you have been feeling about your illness.'

•
'I can see that you have been very upset by hey behaviour.'

•
'I can understand that it must be frightening for you to know the pain might keep coming

back.'
Empathy vs Sympathy

It is not necessary to have shared an experience to empathize, nor to feel yourself that you would find that experience hard. It is necessary, however, to see the problem from the patient's position and communicate your understanding back to the patient. Empathy should not be confused with sympathy which is a feeling of pity or concern from outside the patient's position.
Can we Learn Empathy?

Poole and Sanson-Fishey (1979) have clearly shown that empathy is a construct that can be learned. They utilized a nine-point evaluation scale, developed by Truax and Carkhuff (1967), which ranges from stage 1: 'completely unaware of even the most conspicuous of the client's statements; responses not appropriate to the mood and content of the client's statements' to stage 9: 'unerringly responds to the client's full range of feelings in their exact intensity; recog​nizes each emotional nuance and reflects them in his words and voice; expands the client's hints into a full-blown but tentative elaboration of feeling or experience with unerring sen​sitive accuracy'! Truax has shown that psychotherapists who score highly on this scale achieve change.

Poole and Sanson-Fishey showed that medical students' ability to empathize did not im​prove over their medical school career without specific training: both first and final year students scored poorly on the evaluation scale (average 2.1). However, after participating in eight two-hour workshops using audio-tapes, students' scale ratings significantly improved to an average level of 4.5 (stage 5: 'accurately responds to all the client's discernible feelings; any misunderstandings aye not disruptive due to their tentative nature'). After training, students also:

•
used less jargon

•
made clear attempts to understand the unique meaning of events, words and symptoms to patients

•
less often blocked off emotion-laden areas

•
obtained descriptions of more of their patients' problem areas

•
more often matched their voice tone to their patients'
SOURCE : Communicating with patients, Silvermann et al
