SPA Workshop #2



                              Notes from Bates’ Chpt. 1, The Challenging Patient


Techniques of verbal & non-verbal communication (Bates’ pp. 11-12), principles of empathic interviewing 





Strategies to address the challenging interview (Bates’ pp.29-33)
The Talkative Patient 

· Accept that you may need to shift your agenda and get less than a full hx

· Give the patient free rein for the first 5 or 10 min (observe patient’s speech pattern—anxious? unheard? a storyteller? embellishment? pressured speech?)

· Try to focus the discussion on what seems most important to the patient

· Do not let your impatience show. [Better yet, cultivate patience.]
Patients with Multiple Symptoms:  while patient’s can have multiple organic illnesses, somaticization is more often the case.  Focus on one symptom, [observe psychosocial elements] and guide the interview into the psychosocial realm [if appropriate].
The Angry Patient 

· Let the patient get her feelings out, and accept the feelings without getting angry.  [You can validate feelings without agreeing with the reasons for the feelings.]  Stay calm and gentle.

· After the patient has calmed, rational problem-solving is sometimes possible

EtOH on Board
· Alert security prior to the interview.

· Stay calm and appear accepting.

· Talk with them in an open area (they often feel less confined, and you are safer.)
The Limited IQ Patient

· Always first show interest in the patient, while avoiding condescending behaviors.

· Make sure to assess education, ADL’s/IADL’s, mental status, sexual hx

Confusing, Unusual, or Poor Historians:  Be patient, remain aware of mental status concerns

The Patient of Limited or No Literacy 

· Be Aware:  occurs due to language barriers, LD’s, poor vision, or lack of education

· Be aware:  often the patient attempts to hide the literacy problem

· Be sensitive, but check to see that the patient can read what you’ve written

The Blind Patient

· Shake hands to establish contact and introduce yourself

· Orient the patient to the room and the presence of any others

· Remember that only verbal communication (and paralanguage) will get through

Language Barriers, including the Deaf (see Working with an Interpreter below)

Hard of Hearing Patients
       --If unilateral loss, sit to access the hearing side
       --If bilateral, speak slowly and in a relatively low-pitched voice; do not eat the ends of sentences or                                    cover your mouth; use gestures to reinforce your words. 

[Some of the following text was excerpted by from a presentation by Dr. Bickley in ICARE 2000—A.Hable]








verbal techniques


Facilitation -- use of gentle “continuers” such as, “mmhmm,”  “go on,” etc. [encourages the patient to elaborate without limiting topic]


Reflection – mirroring; a repetition of the patient’s words      [encourages sharing of details]


Clarification – literally request more clarity, e.g., “What do you mean when you say ‘cold’?”


Summarization – recap the patient’s story in your own words [tells the patient you were listening carefully and clarifies what you do and don’t know]


Validation – legitimize or validate the patient’s experience via phrases such as “Those feelings are not unusual in your situation” or “You must’ve been very sad/tired/hurt.”


Empathic Responses – a close cousin to validation; offer verbal understanding and acceptance of the patient’s experience/perspective/needs











Related to these verbal techniques is 














paralanguage:


pacing, tone, volume, and inflection noted in the speaker’s voice [MD and patient].





Accurately observing & reflecting the speaker’s paralanguage further encourages communication.








non-verbal techniques 


[body language]


[observation gives clues to patient’s emotional state; use communicates attentiveness & acceptance, etc.]


One’s posture should be attentive but relaxed; offer nods of acknowledgement 


Maintain appropriate eye contact 


Gauge one’s distance from the patient according to the patient’s personality and content of her story[emotional/intimacy level]


Communicate neutrality/non-judgment by limb placement [arms uncrossed/neutral/open]


Subtly matching the patient’s body position serves to subconsciously induce and increase rapport


Moving closer, touching, offering a tissue telegraphs empathy or may help the patient feel supported while regaining emotional control lost at that point in the interview








The Principles of Empathic RESPONSE (Bates’ p.13)


When one sees signs of unexpressed feelings, via the patient’s face, voice, or behavior, do not assume the meaning--always gently inquire, “How did you feel about that?”


When feelings are expressed, communicate attention, understanding and acceptance via verbals such as, “You seem sad,” and/or nonverbals such as placing one’s hand supportively on the patient or offering a Kleenex when  a patient cries





The Zen of Interviewing:  Note that for any of these techniques to be productive, all 3 must (at least) be perceived by the patient to be in sync with each other.  Simultaneously conflicting messages (body or timbre of voice not matching words, for example) will create a tense, low-trust atmosphere where rapport and information are lost. 








Model for cultural competence (Bates’ 15-17) -- “Everyone has ethnicity”





Self-awareness 	


Knowledge of others via empathic listening (only agenda is to hear w/o judgment)


Building therapeutic partnerships based on trust and respect.








Culture—a system (sx) of shared ideals, rules and meanings that individuals inherit or acquire; shapes world view, emotional interpretation of experience, and how we relate to others and our environment.  This sx may be conscious or unconscious and may change over time.





Influenced by: gender, ethnicity, age, socioeconomic status, religion, sexual orientation, disability, indigenous heritage, professional identity…





Bias—assumptions/attitudes/emotional responses, especially to perceived differences, arising from preconceived ideas about influences of culture.  Bias often occurs before listening, understanding, and obtaining facts.   








Cultural Competence—the process of acquiring skills needed to communicate effectively with patients of all backgrounds and cultures, regardless of one’s biases; involves reflecting on one’s own values/beliefs/practices and identifying and accepting (even if not agreeing with) those of each patient.





Guidelines for Working with an Interpreter (Bates’, p. 33)


Opt for a trained interpreter when possible (assures quality and minimizes possibility of vested misinterpretation)


Communicate to the interpreter how you want the interview to proceed.  Remind interpreter to translate 2 literal meanings and avoid interpretations or advice to the patient—their job is to be a medium, not an agent in the interview.  


Arrange the room so you and the patient have eye contact and you can see any nonverbal cues.


Allow interpreter and patient to establish rapport.


Address the patient directly—not the interpreter, as in, “Ask him how long he’s been sick.”  Use body language!


Make short, simple statements—brevity aids clarity in the interpreter-mediated interview.


Use the interpreter as a resource for cultural information. [I recall an interview with a deaf 18 yr. old; the interpreter let me know that Deaf culture believes that cochlear implants could exterminate their way of life.  This info helped me understand why the patient did not want surgery.]


Verify understanding by asking the patient to report back what has been communicated.


Be patient.  The interpreter-mediated interview will take longer and may provide less information.
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