Key things worth teaching about

1. McWhinney’s model & patient centredness vs doctor centredness
2. Open vs Closed Questions.  The open to closed cone.

3. ICE, Psychosocial

4. Signposting, Summarising

5. Clarifying, Reflecting.

6. Verbal & Non-Verbal Cues, Mirroring
7. VAK

8. Free attention

9. Transference-countertransference

10. The flashm The doctor as a drug, Collusion of Anonymitym The courage of one’s stupidity, The mutual investment fund, The apostolic function of the doctor

11. Motivational Interviewing
12. NVC

13. Being honest and genuine – self disclosure.
14. The Golden Three Minutes

“The drug ‘doctor’” 

(ie the doctor herself/himself is a powerful medication) 

“The collusion of anonymity” 

(patients may bounce from one specialist to another with nobody taking responsibility for the patient as a person) 

“The courage of one's stupidity” 

(Go on, say it, you may be absolutely right and if you are not, we will probably still talk to you) 

“The mutual investment fund” 

(All the shared experience and trust that doctor and patient accumulate over many years in general practice) 

“The doctor's apostolic function” 

The doctor's tendency to have unrealistic expectatons of the patient based on the doctor's own values. ('You should give up alcohol. I never touch it') 

SKILLS TO TEACH ON

1.
Free Attention.

One way we can improve our communication is by increasing our free attention. Free attention describes our ability to concentrate on our patient.

External Noise - Our natural ability and motivation to pay attention can be diminished by distraction, which can be divided into physical distraction or noise such as the telephone, traffic, an uncomfortable chair, poor lighting. This is external noise, i.e. outside our head.

Internal Noise - The other area of distraction is inside our head and consists of all the preoccupations that are on our minds while we are at work, inner voices that simply prevent us from concentrating totally on the patient in front of us, e.g. 'I must tax the car in the lunch hour' 'What shall I have for dinner tonight' 'I do hope my Mum's hospital tests are OK'

Free Attention = Attentive energy minus internal and external noise.

PATIENT-CENTRED CONSULTATION STYLE

Doctor Centred

Patient Centred

Task


Doctors agenda
Patient's agenda


What is the Diagnosis ?
What is the Problem ?


Thinking convergent on the diagnosis
Thinking divergently about illnesses & problems




Patient's ideas, concerns & expectations




How do the problems affect the patient

Interventions


Prescription

Catalysis


Interpretation
Catharsis


Evaluation

Support

Techniques

Closed questions
Open questions

Time

Controlling time

Allowing time to explore unknown aspects of problems

Control

Paternalistic, 'recommending' or
Discussing options with the patient, which the patient 
suggesting' management decisions.

may or may not take up - a counselling style


Deciding for the patient 
Decisions with or by the patient

Generally regarded as a 'good thing' this style consists of a general approach and specific skills which result in the focus of attention concentrating on the patient, and in particular what the patient thinks and feels about all aspects of all the problems which they bring to the doctor.

The Doctor-centred , or Paternalistic style, in contrast, is more concerned with the doctor's need to organise the process of the consultation, trying to confirm the diagnosis with carefully chosen specific questions - closed questions. As a rule it is easy to spot closed questions, they can be answered with 'yes', 'no', or one word answers.

For example the question 'Do you feel tense or stressed these days?' can too easily be answered with a simple yes or no, which tells the doctor so little.

The Doctor-Centred doctor is working to time, deciding what to discuss and what to say and do, and is in control. Working like this can be efficient, punctual, and least stressful for the doctor, but can sometimes leave problems unexplored and anxieties unresolved for the patient.

Patient-Centred consultations, by contrast, allow the patient time to explore matters more fully. The diagnosis or diagnoses may be considered in the physical, psychological, and social realms. From the patient's point of view they are often thought of as 'problems' rather than 'diagnoses'. For example a hypertensive patient may be much more preoccupied by the malaise and impotence of hypertension and its treatment, than the precise BP readings which so worry the doctor. To the doctor it can seem like a serious diagnosis, to the patient it is a hell of a problem which may affect every aspect of his life.

So how do we conduct patient-centred consultations to successfully explore these important problems and thereby help our patients more effectively.

Time
Allow time to explore and listen. Switch off the 'speed up' driver in your head when appropriate. Switch it on again later or you will never get home !

Triple Diagnosis Remember that patient's problems may be social or socially triggered, and that social and seemingly minor psychological problems may be perfectly adequate justification to the patient to come to see you . Not every patient will have a dominant physical problem.

Interventions Try to develop your skills in catalysis, catharsis and support. These skills take up time and can be embarrassing and tricky to develop, but are the way into the patient's mind

Central to the success of any consultation is the practitioner identifying what the patient really hopes to get out of the consultation – their ICE.  Many patients find it difficult to voice their concers – research shown by Barry CA, Bradley CP, Britten N, Stevenson FA, Barber N.  Patients’ unvoiced agendas in general practice consultations: qualitative study.  BMJ 200 May 6; 320 (7244): 1246-50.   The patient may have just come in to seek reassurance but your failure to elicit this may make you prescribe instead!

Need to be able to tolerate uncertainty.  With any diagnosis made in general practice, there is always going to be some degree of uncertainty.   Trainees who come out of hospital posts into general practice need to get comfortable with that.   Tate suggests that in some consultations it might not be possible or even desirable to come to a diagnosis in order to formulate a management plan.

Tate P.  (2003). The Doctor’s Communication handbook.  4th Edition. Radcliffe Medical Press.  2003, Oxon

Understand patient concordance.  According to Weiss and Britten, it’s something to do with a consultation process where there is sharing of power between the professional and the patient.

Weiss M and Britten (2003).  What is concordance?  The Pharmaceutical Journal.  11 Oct 2003; 271 (7270): 493
Patient's Agenda Ask specifically about each of the components of the patient's agenda, especially if you are stuck not knowing what to make of the patient's symptoms

Patient's Ideas: 'What do you think is the cause of your problem?'

Patient’s Concerns: 'What is it about this problem that worries you most?'

Patient’s Expectations: 'What did you think I should do about your problem today?'

Effects of the problem: ‘How is this problem affecting your life at the moment?'

Not every one of these questions will always be rewarded with an illuminating answer, but often they do create a flash of insight or understanding, enabling the consultation to move forward

Open Questioning Open questions demand an 'open' or descriptive reply. So instead of 'Do you feel tense or stressed these days ?' consider as an alternative 'You seem to have a lot going on. What is the most stressful aspect of your life at the moment ?' This kind of question might be stone walled with a monosyllabic ' nothing', but will usually encourage a helpful descriptive reply. So try questions which begin with the words:



What is the most difficult/worrying/depressing ..... 



Tell me about ......

It is important to stress that a patient-centred consultation style is not necessarily better than a doctor-centred style. Patient-centred consultations last longer, create more work, and are consistently more stressful for the doctor. They do however help the doctor to develop a greater understanding of his patients and their problems.

The ultimate skill is to be able to move gently from one style to the other, and back, the doctor gaining control of time and task in the one, allowing and making time to discuss and explore the patient's problems in the other.

There is increasing pressure of time within the consultation to complete a growing list of ever more complex objectives which stretch beyond those driven by doctors' objectives and patients' expectations. Targets set by the NHS and politicians hoping to achieve and demonstrate efficiency and efficacy can impinge on the consultation as well. However, excessive external influences (for example from target setting and the need to demonstrate efficiencies for political and financial reasons) can pose an extra challenge to the consultation and an agenda extra to that of the doctor and patient. Such influences may obfuscate the benefits to doctor and patient of developing and improving consultation skills.

Consultation skills 

There are many and varied skills that can be learned by adopting an open and self-critical approach to consultation analysis. Examples of some of the basic skills are listed below:

1. Welcoming. Does the doctor encourage comfort and trust from the outset? Is the patient at ease and ready to bare their soul? Do not be finishing off the notes for the last patient when the next arrives. Check the records before the patient enters so as to be able to offer full and undivided attention. It may be mundane to you but to the patient this is the most important thing to have happened all week.

2. Questions. Questions should be open, giving the patient the opportunity to expand - not closed and limited or leading. In reality we sometimes have to break this rule to get a meaningful answer from certain people. Try not to interrupt unless for clarification, although some people do need reining in. Listen and maintain a flow. Sometimes patients say something that needs further investigation but it is inappropriate to break the current chain of thought and focus. They should be returned to later in the consultation but it is very easy to forget until after the patient has left the room. A useful tip is to write a note to remind oneself before the patient leaves.

3. Listening. Appear attentive and maintain eye contact as much as possible. It may or may not be appropriate to make notes as the patient speaks. In the early days of computers patients used to complain, 'He was more interested in that screen than in me'. Listening includes looking and noting non-verbal cues and body language.

4. Response. This involves clarifying points, summarising, reflecting statements and feelings, ascertaining understanding and possibly defusing anger. Empathy forms an important response and, for some patients, may be all that is required, thus forming a therapy as well.14
5. Explanation. Use language that the patient will understand. Give important information first. Possibly repeat important points and ascertain that the patient understands. Written information or visual aids may help too.

6. Closure. The closing act of an consultation used to be the issuing of a prescription and no consultation was complete without one. Some form of closure is required with clarification of what is expected of the patient or the next step. Make correct, adequate and contemporaneous notes.

7. Safety-netting. Doctors are encouraged to consider:9 

· What do I expect to happen if I am right?

· How will I know if I am wrong?

· What would I do then?

Asking these questions leads the doctor to advise patients what to do to cover or take account of the answers to these questions and record these clearly in the notes.

Summary 

· There is far more to general practice than simply diagnosis and treatment. The good doctor is a clinician with knowledge of diagnosis and management, but he should also understand the complexity of interaction between doctor and patient embodied in a good understanding of the consultation.

· Developing consultation skills through consultation analysis takes time and practice. It involves self-criticism and self-awareness.

· Video recording of consultations allows close analysis of consultations and is a very potent observational tool. At first the doctor and, as a result the patient, feels conscious about the presence of the camera but before long they relax and behave normally. Doctors who record regularly relax more rapidly. Even when the surgery is not being recorded it is worth pretending that it is and ascertaining that one acts at all times as if the surgery were for review by one's peers. This is like the Hawthorne effect, that just observing people makes them change their behaviour.

· Consultation skills can be developed and practised throughout a doctor's career. This applies to all doctors - not just those in primary care.

READ THIS IF YOU GET TIME

1. Bub B; The patient's lament: hidden key to effective communication: how to recognise and transform.; Medical Humanities 2004;30:63-69 .; Overview of how to turn moaning during consultation into a useful therapeutic and diagnostic tool.
