The consultation

An approach

Silverman

Greets patient and obtains patient’s name

Introduces self- and clarifies role. Demonstrates interest and respect; attends to the patient’s physical comfort

Identifying the reason for the consultation

The opening question: identify as the problems or issues that the patient wishes to address

Listening to the patients opening statement: Listen attentively without interrupting or directing patient response

Screening: checks and confirms a list of problems or issues that the patient wishes to cover

Agenda setting: negotiates the agenda and format of interview, taking both patients and physician need into account.

Establishing an initial rapport - it is important to introduce yourself as patients may not know who you are. Next check the patients name, sit facing the patient but not across a desk

Identify the reason for coming - studies have shown that the typical patient brings between 1.2 and 3.9 problems the order in which they present is not related to their clinical importance: doctors often assume that the first complaint is that only one the patient has brought, doctors also assume that in follow-up consultations there are no new problems.

To avoid these pitfalls we can use in the following techniques: -

a)
 the opening question like used phrases like “how can I help you”, “tell me what you have come to see me about” in follow-up consultations ask questions such as “what can I do for you today” rather than assuming you are simply carrying on as before

b)
listening
· doctors frequently interrupt patients before they have completed their opening statement after the meantime of only 18 seconds only 23 per cent of patients complete their opening statement

· 94 per cent of all interruptions conclude with the doctor and obtaining the floor

· the longer the doctor waits before interrupting, the more complaints are elicited allowing the patient to complete the opening statement leads to a reduction in the late arising problems

· clarifying or closed questions are the most frequent cause of interruption, but any noises by the doctor even encouragement causes distraction: including echoing of the patients words.

· in 34 up out of 51 visits, the doctor interrupts the patient after the initial concern

· the order that the patient presents the problem is not related to its importance

· most patients complete their opening statement if not interrupted in less than 60 seconds and almost none none take longer than a hundred and fifty seconds even when encouraged.

Therefore use the following techniques: to start with do not interrupt the patient then use the following techniques attentive listening


1.
wait time. It has been shown that teachers who wait one second after asking a question or after hearing a reply get much more information from their students. 


2.
facilitating using encouraging noises such as “go on”, “, “urn”, “I see”, serve to encourage the patient to continue along their own path.


3.
non- verbal skills, movement, direction of gaze, eye contact, rate and volume of speech, facial expression are all important.


The most important of these is a eye contact particularly in the days of computer records research has shown that non- verbal messages override verbal ones. 


4.
picking up verbal and non-verbal cues. Often patients ideas, concerns and expectations are expressed in a non- verbal cues.

c)
screening and agenda setting


Rather than assuming that the patient has mentioned all their problems, double check “so you have been getting these headaches recently. Has anything else been bothering you?”  Then repeat the question until the patient has finished.


It is next necessary to establish an agenda. Try to agree with the patient how you are going to tackle the consultation” I’m not sure we going to have enough time to do it all justice, how about looking at the diarrhoea, and blood pressure today and coming back to deal with the other problems”.


Invite the patient to participate in the agreed plan.

Gathering information.

· the history contributes 60 to 80 per cent of the data for diagnosis

· doctors do not vary their consultation style despite differences in problems and patients

· Tuckett showed that patients beliefs about their illness is central to their understanding and recall

It is worth considering the disease - illness model of Stewart and Roter The patients agenda is part of the illness framework it consists of ideas, concerns, expectations, feelings, thoughts and effects.

“Illness”, is the individual patients unique experience of sickness.

The doctors agenda is part of the disease framework it consists of symptoms, signs, investigations and underlying pathology

It is important to marry these two frame works.

a)
exploration of problems

Start with a open questions use the open -to- closed cone method. For each new problem always begin with non- directive open questions, only then focus down with a closed question


An open question is “tell me about the chest pain you have been having?”


A closed question is “now about this chest pain where is the pain?”.


This prevents the stab in the dark approach of closed questioning, it allows the doctor time and space to listen and think, and contributes more to diagnostic reasoning. It is necessary to move up from open to closed questions for each specific problem.


-
attentive listening


-
facilitative response


encourage -using verbal and non - verbal expression, neutral comments such as “go me”, “yes”, “I see” poor stop


use of silence - providing it is not causing anxiety


repetition or echoing - this is more directive and encouraging than silence 


paraphrasing - restating in your own words the content or feelings behind the patients message. This is a very good entry point into the patients framework

· clarification of the patients story


This is the time for closed questioning


-
internal summary the doctor restates the patients problems in his own words, this can be followed by sharing his thoughts for example “sometimes, chest pains can be brought on by stress - I was wondering if you felt this might be true in your case”

b)
understanding the patients perspective 


This consists of:


-
Ideas - about the cause or a fact of the illness, health, and what influences or contributes to it


-
Concerns - worries about what symptoms might mean


-
Expectations - hopes of how the doctor might help


-
Thoughts and feelings - the emotions and thoughts that the illness induces


-
The effect on life --the effects the illness has on day-to-day living.


Studies show that if doctors ask for patients expectations the patient was more likely to feel satisfied and helped. Patients were particularly satisfied if the doctor ascertained the reason for them coming.


Patient centered interviews were found to take only one minute longer.


-
discovering the patients perspective this can be achieved by the following


Repetition of cues - “upset?” “Something could be done?”


Picking up and checking out verbal cues “you said you were worried that the pain, that it might be serious: what do you think it might be?”


Picking up and checking non- verbal cues “I feel you're not happy with the explanations I‘ve given you is that correct?”


Asking about concerns produces new concerns in more than one-third of patients.


Ask about feelings and the effect on life

c)
-provide a structure to the consultation

-
internal summary



This is a deliberate making of an explicit and verbal summary.



There are two types internal-focusing on a specific part of the interview and -end summary which pulls together the entire consultation.



This helps to show up you have been listening, offers a collaborative approach, allows the patient to check your understanding and gives them an opportunity to confirm or refute your ideas.



It is important to summarize both the disease and illness aspects of the patient’s story.


-
signposting



This allows the patient to understand where the interview is going and why, you can have your thoughts and needs with the patient, ask permission, and structure the consultation for both of you, “since we haven’t met before it would help me to learn something about your past history ,can we do that now?”, “you’re in pain but I need to ask a few questions about the drugs your doctor has prescribed and then examine you to be able to sort out this problem.”


-
Sequencing



A logical sequence is apparent to the patient as the interview unfolds

Building a relationship

a)
non- verbal communication

Non-verbal cues are very important, they take precedence over verbal cues in the communication.


Non- verbal immediacy, defined in terms of touch, closer distance, leaning forward and gaze is related to patient satisfaction.


Studies showed that doctors who show a lot of emotion that through their faces and voices “encoding” had patients who were more satisfied with medical care, doctors who tested highly on their ability to recognize the meaning of patients non- verbal cues “decoding” had more satisfied patients


Those who established eye contact were more likely to detect emotional distress in their patients.


Check out patients non- verbal cues verbally, “you seem upset - would you like to talk about it?”


using notes

· patients don’t reply to the doctor until eye contact is given

· patients pause when the doctor looks at the notes and resumes when eye contact is regained

· patients use body movement to catch the doctors gaze if he is reading the notes while the patient is talking

· patients fluency deteriorate as the doctor looks away and recovers on the re​establishment of gaze

· doctors frequently miss or forget information given to them when they are reading the note


Therefore :-separate listening from note reading, writing by verbally signposting your intention to look at the records.

b- developing rapport

The accepting response

· accept non-judgmentally what the patient says

· acknowledge it as a legitimate

· value the patients contributions


Do not counter immediately with your own ideas, as this tends not up to enhance your relationship.


Instead:
-


Acknowledge the patients thought or feeling by naming, or summarizing. “You’re worried that the wind it might be caused by cancer”


Acknowledge the patients right to feel as he does “1 can see that you would want to get back to checked out”


Come to a “full stop”. Use a attentive silence and appropriate non- verbal behavior to allow the patient to say more.


Avoid the tendency to counter Respond also to mention of emotion


acceptance is not an agreement but acknowledging the patient concerns builds rapport.


There are there for three stages


1.
identification - discover and listen to the patients ideas, concerns, and expectations

2. acceptance - acknowledge the patients views and their right to hold them, without necessarily agreeing with them

3. explain- your understanding of the problem in relation to the patients understanding and reach some, common ground.


Empathy


This consists of two processors


1.
understanding the patients predicament - welcoming, clarifies, encouraging, picking up cues, summarizing, non-judge mental response, use of silence, encouraging the patient as an equal, offering choices.


2.
communicating empathy to the patients - these supportive comments specific the link the “I” of the doctor and the “you” of the patient. They both name and appreciate the patient’s affect or predicament.



“I can see that your husband’s memory loss as been difficult for you to cope with” 



“I can appreciate how difficult it is for you to talk about this.”


Empathy is seeing problems from the patient’s point of view, sympathy is merely feeling pity or concern from outside the patients position

Support


Other approaches are concern, understanding and willingness to help showing a partnership “we will work together to get on top of this problem”. Sensitivity “I’m sorry if this examination is embarrassing, I’ll make it as quick and easy as I can”


Communication must be overt to to be truly effective. Without explicit comment, the patient may not be fully aware of your support.


Wasserman et al found that empathic statements led to increased satisfaction, encouragement led to increased satisfaction and a higher opinions of clinicians in contrast however, simple reassurance led to no improvements in outcome and was of little value.

c)
 involving the Patient

Share you’re thinking up with the patient “sometimes it is difficult to work out whether abdominal pain is due to a physical illness or is related to stress.” This is much better than “are you are under any stress at the moment?”, as the latter merely questions the patient’s mental state. The first question shows the patient why a you asked about the psychological problem.


Provide a of rationale for example “how many pillows to you sleep with?” Is not as good as “do you get breathless when you lie flat at night, do you have to prop yourself up on several pillows?”

Explanation and planning

a)
Provide the correct amount and type of information.


Kent (1987), in a study in a British general practice, showed that patients placed the highest value of information about diagnosis, prognosis and cause. Doctors, however, greatly under estimated the patient’s desire for information about prognosis and cause and over estimated their desire for information concerning treatment and drug therapy. Patients individual information needs were not elicited.


Many studies show that the patient remembers what is said to them but do not understand the meaning of key messages given.


Only an average of 50 per cent of patients take drugs prescribed by their doctors correctly.


The amount of information given by doctors is the most dramatic predictor of patient satisfaction, compliance, recall and understanding.


Patient can be divided into seekers (80 per cent) and of avoiders (20 per cent) concerning information.


-
Chunking and checking


-
Assess the patients stand point “I don’t know how much you know about diabetes already?”


-
Ask the patients what other information would be helpful, The patient wants to know “what has happened, why has it happened, why to me, why now, what would happen if nothing was done about it?”


-
Give explanations at appropriate



ie:- when a mother comes with an ill child requesting antibiotics and says “Alice needs some antibiotics for this cold’, and you answer “I’m sure the answer isn’t antibiotics. The cold is due to a virus what we need to do is treat the asthma.” You do not gain the mother’s confidence. The reason for this is that it is too early in the consultation to give this explanation



A better response is “that's a very good question. Would you mind if I put back on hold for a second after I have examined Alice.” Then later “coming back to your question - her chest is clear I think that she does not have a chest infection, are you happy gauging when her asthma gets worse? Because on most occasions its just a cold triggering the asthma without any infection going to the chest.”

b)
aiding accurate recall an understanding

categorization and signposting - in this technique the doctor warns the patient about which categories of information will be provided, and then presents the information category by category:


“There are three important things I want to explain. First I want to you what I think is wrong, second what tests we should do and third, what the treatment might be.”


-
labelling important information - “it is very important that you remember this”


-
chunking and checking - give the information in small pieces, pausing and checking for understanding before proceeding and being guided by the patients reactions to see what information is required next.


-
repetition - two elements to repetition make a considerable difference to patient recall:



1.
repetition of the important points by the doctor



2.
restatement of information by the patient. Here the doctor asks the patient to restate in his or her own words what they have understood. The doctor then clarifies as necessary.


-
language - use less jargon, explain jargon when used, use short words and short sentences.


-
be specific - give specific advice, and then negotiate this with the patient: “can you lose 30 pounds2”


-
use visual methods to convey information - these can include diagrams, models or written instructions.

c)
achieve a shared understanding incorporating the patient's perspective

Tuckett found there were two important things which increased understanding



1.
clarity -



2.
exploration of the patients beliefs and the ideas together with checking.


-
relate explanations to patient’s illness framework “you mentioned earlier you were concerned you might have angina, I can see why you might have thought that, but in fact I think it’s more likely to be a muscle pain - let me explain why”


-
provide opportunities and encourage patient to contribute “what questions does that leave you with?”


-
pick up verbal and non- - verbal cues “you seem unhappy about the possibility of having surgery...”


-
illicit patient’s beliefs, reactions and concerns “I’m not sure how that news has left you feeling...”

d)
planning and shared decision making

Roter and Hall have a for models of the doctor - patient relationship 


The paternalistic model - high doctor, low patient control. 


Consumerism - low doctor high patient control 


Laissez-faire - nobody takes responsibility


Mutuality high doctor and high patient control. Patient’s preferences are sought and compared explicitly to the doctors thoughts; doctors explain their reasoning in relation to patient’s ideas.


Four steps necessary in mutuality


1.
establish an atmosphere conducive to participation


2.
 ascertain the patients reasons for seeing the doctor, and their goals and expectations


3.
give appropriate information about the nature of the problem their advantages and disadvantages


4.
elicit the patients informed suggestions and preferences and negotiate any disagreements


One interesting and unexpected result from research was the fact the more negative affect expressed by both physician and patient, the better of the health and outcome. Negative affect in this context was defined as a broad spectrum of behaviour, including tension, anxiety, nervous laughter and a self-consciousness as well as impatience or anger. This may well represent increased tension induced by a change in the party’s normal relationship or “healthy friction” patients afterwards expressed a significantly stronger preference for active involvement in medical decision-making. Hall also showed that increased physician negative effect is associated with increased patient satisfaction. This is probably because patients like the doctor to be involved with their problems.


-
share own thoughts “there are two possibilities here which might explain your problem, either an ulcer or gall stones. I’m trying to decide which test to do to solve the problem for you - we can just treat it as fit is an ulcer or we could refer you for more investigations now.”


-
 involve patient by making suggestions or rather than “my suggestion for tackling this would be... What do you think?”


-
encourage patient to contribute their thoughts, ideas, suggestions “I’d be interested to hear your thoughts about ways that I could help you to stop smoking.”


-
negotiate “what I suggested makes sense to me... But fit isn’t right for you, we’ll need to think again. Tell me what you feel about it.”


-
offer choices “there are several things we might try here, as I said each with their own advantages do you have any clear preference?”


-
check with the patients “now, can I just check that you are happy with the plan?”

e)
options in explanations and planning

-
doctors tend to discuss treatment and drug therapy while patients are more interested in diagnosis, prognosis and causation, therefore offer an opinion of what is going on, reveal a rationale for opinion, explain course, seriousness, and outcome. Elicit patients beliefs, reactions and concerns.


-
if a negotiating they plan of action - discuss options, provide information, obtain patients view, accept patients views suggest alternative viewpoint as necessary, elicit reactions, concerns and encourage patient to be involved in implementing plans, ask about patient support systems


-
Motivational interviewing is a technique which attempts to and empower the patient to take responsibility for their own decisions by increasing their self-esteem, by respecting their views and concerns and by negotiating suitable targets. this is achieved by non- judgmental acceptance of the patient’s point of view without necessarily accepting it


Heron signpost your intent, state what the problem is: for you, and what effect it is having.


State what you would like to happen


Make a valuing statement about the person - separate the person’s behaviour from them as a person


Demonstrate care,’ empathy


Give plenty of time, ask about the patients feelings - move on to planning


Contrast: “you must stop smoking at once. You are a fool not to stop. I can’t be responsible for what happens if you don’t” with “I know that it is difficult for you to stop smoking at the moment... You are going through a difficult period... But your chest has got a lot worse in the last year and I’m concerned that you will continue to deteriorate this winter  if you don’t stop . What can we do to help you?”

Closing the session

-
end summary: summarizes session briefly and clarifies plan of care

-
contracting: contracts with patient re next steps for patient and doctor “so, I’ll now dictate a letter to the specialist explaining the problem and post it to day. If there ~ anything unusual on the blood tests I’ll phone you before your appointment. Will you come and see me after you’ve seen what Dr Jones has said?”

-
safety netting: explains possible unexpected outcomes; what to do it if plan is not working; when and how to seek help

-
final checking :checks if the patient agrees and is comfortable with the plan and asks if any corrections, questions or other items to discuss.

