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clearly explain
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> Drs. interrupt patients within

» 18 seconds (Beckman & Frankel 1984)
o 23 seconds (Marvel et al 1999)

« 12 seconds (Rhoads et al 2001)

> Actual time patients take to tell story
o Primary care: Up to 150 seconds, most < 60 secs

(DEckman & 1 raikel 1984)
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Does patient centered care take more time?

> 7.8 min = average consultation for Drs who
don’t use patient centered skills

» 8.5 min = average consultation for Drs who
have mastered patient centered skills

> 10.9 min = average consultation for Drs who are
learning patient centered skills
Stewart 1985



> Doctors overestimate time spent on
patient education by up to 900%
(Waitzkin 1984)

> Picking up and responding to patient cues
shortens rather than lengthens interviews
(Levinson et al 2000)
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Doctors overestimate time spent on
patient education by up to 900%
(Waitzkin 1984)
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TABLE 3 Preferences for Medical Decision

Making of 999 Women with Breast Cancer
.|

Theoretical Decision Making
Model Process Percentage

Fatermnalistic Fhysician makes
decisions
Physician as Physician makes

agent decisions after
considering patient
—frput

@E;ﬁisiﬂn Physician and patient

' make decision together

Informed decision  Palem Mares Decisions
making after considering

physician input
Consumerism Fatient makes decisions




e |
< kg

:JLA:‘,\QT\A.@JSJ:\A@ ]
Jlass dalgl Cuas ey ae T m
CUSio Jdug gluas T =

walas (Lb jo was JSilie Gadi faay Jlaial | =

:Jad s i S 9 L @Yl gen ) culdiyl =
stas Lol sla &0 Gud sl Jladal T o=

sless Ol ds (298 sly g aags



obes 6,9l =
ledb) guis aseadi b =
signposting =
(e S M m
il Sladi g | <3 m
legas jlouldicl =
ylads 99 AS L ouddi ouls Gileddol las =
Gleddbl 5,80k o) jas T Y0¥ =
(6 33003 1 900 L (5 ik g3 oledlo! (ols B
Slass g3l pal 9 SHu s glabs cls, T om



Ol (partner) 51 5 aa &y guas slas Luya s @
LsJLMAﬁJAJAéASjuLOJA@b.\A

3@3‘J$‘%@£‘&L?)Lb‘AJ&°JdJ%‘}‘L};w:}?.
i ylass dy G jlass (446 yS9

(9,963 b 8 gl Jag 3 ds da) jlaws &l ,US3S) (it m



) 55 o g0 ylass o) 83 4 LS
il il S5 9d 40 js9 9 (itfls



sl aalay

ICU o fews Glo s HLid 1S )
(5‘_)..1.54.0 Lo g N
/"l(— .’U Jl & J ‘.cj L i<

UZ‘L.’J""CS.)'L"‘:’ Yo s o
J J (I =
< ) 9) J2

(Yo L5 Ve =¥l e 8 (SIrad] JuslS Lo/ i
o oYa e ry .o s eles]
/D ) i%wuléﬂaa(»_}/ z.J 7 *LOJI‘L

‘ | 5 O =0 &
e HBEL 5 oo iy s S g
:L_ég,a:,a, L;AJJCDMO

JJJJKOLOJJ&J_).{.“J

O dod s g Jae wn Syad
Jendo i s2i 5/




OLISd jo ol da jlas b pgs bl jf aus o0 jS9
Caudils diila oylsudi ja 3 Lgs) Lol pan g (yf yLaas

()

-

‘ A e
PSS




Sude Culid ) il 8 s e Lol gs
walas g e —jlaws il 81 =
sless Sl @ Galgh ) g s =
JI e a5 3 Glsabol 9 (5 5lans a 90 o S geu (il 990 Ha Hlass 5 (i gy
ol ouly freuly
Sid 3y (SoUS jal ol ,l =
Cacal 618 o) ds Subyy SIS oo S8 laws 48 Sl ) jue
e bl slal g Slulaal Gl =



&@‘SJAQAJS%¢&|JESJ|W#‘QAJS&JEA
0992 QB Gl ga 9 Guaaad (95388 @

§Sid 55 9305 %Sl |

1393, VoY Ol 5 m
SR (393 (s yiead g3 9 glads d b 95 (S 3 s OBy g bl Oyl
s =



Sy 948 sla s

Sy GBS0 g bl Gl

alle CSlo =
slazs Ga s Loy =
Jlass sla il s alas Gusaal <
obaws sl o8y cialics aus
9 SIS aledbl Halad



Sy 948 sla s

SIS 018 b ol sla & lgs 018,18 Ly 48 IS )



.“...

sl )l sla & ylgo 4 pans pali ds ass o o S B
St ago (Suad

S 1 (5L s lgs 451 6 i 53y 45 4SS g0 5 B
99bs (o0 3933 B9 9 P Olyless adibs figs Lo
o Bl

.M‘adﬁﬁemct.\l.w.ojjlbl.d O



I T Ty
TR



Ub Last J//UJ/.}' T

Lo e 45 30T JolS Dolid ) 5L & yhgo LT

$5 bl yhiuils Soud au) dS) dS Cruad oSid

OS894 g (o0 [y LA 415 (il i g3

W gyt ) Jua 45 auis da Lo/ oy s o) a2
ISould Lo



Hi)9el 1y ol sla &les Gl s (o0 L)
C&d S ubs g ula
A gl ooy ol al )y Lok dS sl (M gou (pf m
i A B
Sl (o) ddsls Jolas ) sla @ylge m
gl (o0 S A S 3 yb ) bla ) sla & lge =



1st Common Assumption

» Communication iIs a “soft” social skill, an
optional add-on extra with no scientific
backing

« Hey, | don’t need communication training — |
learned to talk years ago...”

> Communication Is a core clinical skill
and there’s considerable science behind it



2"d Common Assumption

> Communication is a personality trait, either
you have it or you don't

> Communication is a series of learned skills
» Not a personality trait
» Anyone can learn who wants to
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3 Common Assumption

> Experience is an effective teacher of
communication skills

« ‘All | need is a little more practice...”
» ‘I'll get this later, on my own...”



» Doctors 5 years out of medical school still strong In
iInformation gathering (taught) but weak in explanation
and planning skills (experience only)

» discovering pt's views/expectations - 70% no attempt
e encouraging questions 70% no attempt
» repetition of advice 63% no attempt
« checking understanding 89% no attempt
» categorizing information 90% no attempt
Maguire et al 1986
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Competence Architecture Model (Roe, 2002)

Competencies

Subcompetences

:
=
£
<

.- a—| 7SR
Abilities

Personality Traits

Other Characteristics
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sequence of events
symptom analysis
relevant systems review

ideas and beliefs
concerns and feelings
expectations

effects on life

past medical history

drug and allergy history
family history

personal and social history
review of systems
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Patients’ preferences for receiving clinical
information and participating in decision-making in

Iran
F Asghari,’ A Mirzazadeh,? A Fotouhi®

ABSTRACT

Introduction: This study, the first of its kind in Iran, was
to assess Iranian patients’ preferences for receiving
information and participating in decision-making and to
evaluate their satisfaction with how medical information is
given to them and with their participation in decision-
making at present.

Method and materials: 299 of 312 eligible patients
admitted to general internal medicine or surgery wards
from May to December 2006 were interviewed according
to a structured questionnaire. The guestionnaire contained
questions about patients’ preferences regarding four
domains of information and their participation in decision-
making. Patients’ responses were measured on a visual
analogue scale graded from 1 to 10.

information concerning the risks of their treatmsg
and 68% wanted to share in decision-making.*

The effect of factors such as age,®” gender
and education ** 7 on patients’ desire for inforr
tion and decision-making has been shown cons
tently in several studies. In addition, the severity
illness'® can affect patients’ attitudes towa
decision-making. Culture may also play a role
this scenario,® which is usually used as an excuse
Iranian doctors for depriving patients of medi
information and their right to participate
medical decision-making.

The patient—physician relationship in Iran
rather paternalistic, and physicians usually do r
provide sufficient information for patients to ma




Patients’ preferences in Iran

This study shows that:

m Iranian patients are highly interested in receiving
information about their condition and
participating in clinical decision-making.

m The only way for the physician to recognize
patients’ desire is to ask them explicitly.

J Med Ethics 2008; 34:348-352



Patients’ preferences in Iran

e I.evel of education

Table 1 Demographics of patients
Variable Per cent (n = 299)

Age (years)
14-30 25.2
31-45 30.2
46-60 26.2
61-82 8.4
Gender
Female 59.1
Male 40.9

Education (years)
None 15.4
1-5 19.4

6-12 55.2
13-16 8.7
=16 1.3

J Med Ethics 2008; 34:348—-352
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FIGURE 2
Miller’s Triangle of Competence Assessment (Miller, 1990)

Miller’s Triangle of Competence

Performance

Competence
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Communication skills teaching model

Traditional medical history model



—

Traditional Medical History Model (content)

*Chiet complaint

* History of the present complaint
* Past medical history

* Family history

* Personal and social history

* Drug and allergy history

* Systematic enquiry
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CALGARY-CAMBRIDGE GUIDES
FRAMEWORK FOR THE MEDICAL CONSULTATION

Initiating the Session

]
Building the
Relationship

o
Providing
Structure

Gathering Information

Physical Examination

Explanation/Planning

Closing the Session




sequence of events
symptom analysis
relevant systems review

past medical history

drug and allergy history
family history

personal and social history
review of systems



ideas and beliefs
concerns and feelings
expectations

effects on life



Calgary-Cambridge Observation Guide 1 (adapted as an assessment instrument)

INITIATING THE SESSION

ts patient

2. Introduces self and role

G ATHERI\ILT INFORMAT
) £ PROBLEM
N . 6. Encourages patient to tell st
BUILDING RELATIONSHIP neourages patient o tell story . Demonstrates respect
21. Demonstrates appropriate non-verbal behavior 7. Appropriately moves from open to closed questions
4. Identifies and confirms problems list

22. If reads. writes doesn't interfere with 8. Listens attentively

5. Negotiates agenda
Facilitates patient’s responses verbally & non-verbally
10. Uses easily understood questions and comments
24. Empathises with and supports patient

11. Clarifies patient’s statements
onfident

UNDERSTANDING PATIENT’'S PERSPECTIVE
13. Determines and acknowl patient’s ideas re
cause

ss any additional points

27. Closes interview by summarizing briefly

28. Contracts with patient re: next steps




4. Make a personal connection during visit
(e.2.. zo beyond medical 1ssues at hand)

Elicit pt’s view of health problem and/or progress
hysical/physiological factors
Explore psychosocial/emotional factors
(e.g.. living situation. family relations. stress)
Discuss antecedent treatments
(e.g.. self-care. last visit. other medical care)
. Discuss how health problem affects pt’s life (e.g.. quality-of-life)
. Discuss lifestyle issues/prevention strategies (e.g.. health risks)
. Avoid directive/leading questions
3. Give pt opportunity/time to talk (e.g.. don’t interrupt)
4. Listen. Give pt undivided attention
(e.g.. face pt. verbal acknowledgement. nv feedback)
y. Check/clarify information (e.g.. recap. ask “how much is that?™)




Give Information

Acknowledge pt’s accomplishments/progress/challenges
Acknowledge waiting time

Express caring. concern. empathy

Maintain a respectful tone

End the Encounter

24, Ask if there 1s anything else pt would like to discuss
25. Review next steps with pt
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Six Steps for
Breaking Bad News

S]etting up the interview

M erception of the patient illness
[@nvitation from patient to share info
K{nowledge and Information conveyed
I motions responded to empathically
S|lummary and Strategy for follow-up



SPIKES Model

m Six steps
mS — etting up the interview
m > — assessing the patients = erception
m I — obtaining the patients nvitation
mK - giving nowledge
m E — addressing = motions

mS — Strategy and ummary



SPIKES: A Six-Step Protocol for Breaking Bad News

Renato Lenzi, MD

SPIKES
Setting

\/

Perception

\/

Invitation

Dos

Establish the right Setting: Allocate adequate time for the encounter.
Ensure patient privacy. Review your communication plan before entering
the room.

Find out what the patient's Perception and understanding of his or her
condition is. Pay attention to the patient's words. Make a mental note of the
discrepancies between medical facts and patient's perspective.

Obtain a clear Invitation by the patient to give the information: *How would
you like me to handle the information that we will obtain from these tests?";
*Are you the sort of person who wants all the details on their condition?”

Use the patient’s current understanding of his or her condition as a starting
point to provide Knowledge and medical facts. Use the same level of
language as the patient uses. Give the information in small chunks.

Check for patient understanding at each step.

Be Empathic: “This must be very hard for you.” Recognize that crying and
anger are nomal responses when receiving bad news. Provide realistic
hope: ™You will receive the best available treatment.”

Explain your treatment Strategy. Encourage the patient's participation in
decision-making. Summarize main points; answer questions. Negotiate next
contact.

Don’ts

Intm-rn-phans



