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Talking about healthcare 

I had these 2 conversations about healthcare recently: 

The first was with friends of mine who have had serious health issues, either 

themselves, or within their family lately. They are a couple of substantial 

means; heading up empires rather than companies, one having retired 

from a top position in a JSE listed company recently. They are highly intelli-

gent and, although they are not involved in healthcare at all, they count 

among their friends several world class healthcare practitioners of various 

disciplines. The topic of conversation was the dearth of information about 

their medical conditions, the options available to them, the immediate 

implications of their diagnoses and the potential long term conse-

quences. They were surprised that no such references existed and,           

in fact, they had in mind creating some online source of information      

for the specific conditions that they had encountered for the benefit      

of others and were asking my opinion on the value of starting such a   

project.  

 

The second was a few days later, with my housekeeper. She had been    

to the clinic and was unimpressed with her experience. The biggest   

problem, as far as I can tell, was that the doctor/ nurse that attended to 

her did not give her enough opportunity to explain the problem. She has 

lost 2 younger relatives recently (one related to drunk driving, and the 

other a suicide) so it seems quite understandable, then, that she has 

been feeling tired, down and had vague aches and pains. Making one 

last attempt to get the care she believes she needs, she starts to explain 

on her way out how her arm hurts as well. Since he had already given her 

NSAIDS, paracetamol, vitamin C and something I can’t read, I suspect 

the painful arm is probably covered, but he said (and this was her issue 

with the man) he would only deal with one ailment at a time and to 

come back if she wanted to talk about the arm.  



She has been with me for 24 years, so I know first-hand that there is  

nothing that she loves more than a good old chat, preferably over some 

strong, sweet tea, and this guy wasn’t about to let her have her say. She 

says she was given no diagnosis, and there was little discussion over the 

medication she received or what should happen next. In fact, when I ask, 

I get a bit of a look, because I do exactly the same thing by interrupting 

her complaint about not being heard.  

 

Although worlds apart, these 2 conversations have a lot in common.   

Neither was dissatisfied with their clinical care, at least not initially,         

but they weren’t entirely happy with how they had been treated. In a 

shop  or a restaurant, most of us would complain, but there is a unique 

vulnerability implicit in the healthcare provider/ patient relationship so  

patients find it more difficult to insist on the treatment they would like.   

 

Shortly before Christmas I saw Mrs Y, who has been a patient for many 

years, and noticed that she looked tired. She has had a complicated 

medical history, including brain surgery, so my first concern was clinical 

when I mentioned it. Turns out that she was experiencing personal     

problems - the festive season is not festive for everyone -  and although     

I was relieved that her tiredness was not health related, I mailed her GP 

(with her permission, of course) suggesting he put her on an anti-

depressant. He did, and she was very 

thankful that I broached the subject on 

her behalf. She hadn’t wanted to ‘waste 

his time’ with this. I know I’m generalising, 

but I think it’s easier for female healthcare 

providers. We are natural talkers and  

often better at reading and listening  

between the lines.  

I’m no bird expert but I’m  

guessing 4 females and one male 



In this case, I know the patient and doctor well. In other cases I may have 

stopped at advising the patient to seek care and offering to facilitate. 

The point is that our medical and ethical responsibilities extend beyond 

vision care, and patients feel valued when they sense that we care for 

their total well-being.  

Just as well I brought it up with her:  She returned to the doctor a week 

later with what she assumed were side effects of her new anti-depressant. 

Long story short, her brain tumour is back after 10 years. She says that   

she would never have brought her psychological symptoms to him if I 

hadn’t changed their conversation from physical disease to psycho-

logical symptoms.  

Complaints 

Patients who complain to the HPCSA often find it difficult to pinpoint and 

to articulate their problem. They just have a general sense of not getting 

what they had hoped for or anticipated, or what they believed they 

needed. Malcolm Gladwell reported in his book Blink (highly recom-

mended reading, by the way) that: 

‘Believe it or not, the risk of being sued for malpractice has very little to  

do with how many mistakes a doctor makes. Analysis of malpractice   

lawsuits show that there are highly skilled doctors who get sued a lot    

and doctors who make lots of mistakes and never get sued. At the same 

time, the overwhelming number of people who suffer an injury due to the 

negligence of a doctor never file a malpractice suit at all.’ 

That feeling of being wronged comes from how patients are treated      

on  a personal level by the doctor. What comes up again and again in 

malpractice cases is that patients say they were rushed or ignored or 

treated poorly. From Blink again:  

‘”People just don’t sue doctors they like,” is how Alice Burkin, a leading 

medical malpractice lawyer, puts it. “In all the years I’ve been in this   

business, I’ve never had a potential client walk in and say, ‘I really like   

http://southerncrosscoaching.com.au/practical-tips-deal-difficult-people-lessen-conflict-reduce-complaints/
http://southerncrosscoaching.com.au/practical-tips-deal-difficult-people-lessen-conflict-reduce-complaints/


this doctor; I feel terrible about doing it, but I want to sue him.’ We’ve had 

people come in saying they want to sue some specialist, and we’ll say, 

‘We don’t think that doctor was negligent. We think it’s your primary care 

doctor who was at fault.’ And the client will say, ‘I don’t care what she 

did. I love her, and I’m not suing her.’” 

Alice Burkin (the attorney referred to in Blink) mentions a client who had  

a breast tumour that wasn’t spotted until it had metastasized, and she 

wanted to sue her internist for the delayed diagnosis. In fact, it was her  

radiologist who was potentially at fault. But the client was adamant. She 

wanted to sue the internist.  

‘“In our first meeting, she told me she hated this doctor because she 

never took the time to talk to her and never asked about her other   

symptoms,” Burkin said. “She never looked at me as a whole person...” 

When a patient has a bad medical result, the doctor has to take the time 

to explain what happened, and to answer the patient’s questions—to 

treat him like a human being. The doctors who don’t are the ones who 

get sued.’ It isn’t necessary, then, to know much about how a surgeon 

operates in order to know his likelihood of being sued. What you need    

to understand is the relationship between that doctor and his patients.’ 

Malcolm Gladwell goes on to say:  

‘Recently the medical researcher 

Wendy Levinson recorded hundreds 

of conversations between a group 

of physicians and their patients. 

Roughly half of the doctors had 

never been sued. The other half 

had been sued at least twice,  

and Levinson found that just on  

the basis of those conversations, she could find clear differences           

between the two groups. The surgeons who had never been sued spent 

Who picked ‘I can’t get no satisfaction’ 

to be our on-hold music?’ 

http://southerncrosscoaching.com.au/practical-tips-deal-difficult-people-lessen-conflict-reduce-complaints/


more than 20% (three minutes) longer with each patient than those who 

had been sued did (18.3 minutes versus 15 minutes). They were more  

likely to make ‘orienting’ comments, such as ‘First I’ll examine you, and 

then we will talk the problem over’ or ‘I will leave time for your ques-

tions’—which help patients get a sense of what the visit is supposed to 

accomplish and when they ought to ask questions. They were more likely 

to engage in active listening, saying such things as ‘Go on, tell me more 

about that,’ and they were far more likely to laugh and be funny during 

the visit. Interestingly, there was no difference in the amount or quality of 

information they gave their patients; they didn’t provide more details 

about medication or the patient’s condition. The difference was entirely 

in how they talked to their patients.’ 

What used to be dismissed as personality quirks and bedside manner is 

now what keeps practitioners on the right (or wrong) side of the law, both 

civil courts and the regulator. My patient mentioned above, Mrs Y, has a 

frontal meningioma. Being female and 60 and having had one before, 

she is a text book case, I discover after the fact. I also discover that    

early signs include personality changes which are often mistaken for     

depression. I feel that I should have known this before and recognized  

her ‘depression’ for what it was. I’ve explained as much to her but she’s 

just happy that I asked and I listened. Tumours re-occur in 15% of patients, 

but when they do, they tend to be more aggressive and grow faster.    

Unfortunately, in this she is also proving to be a text book case.  

 

George L Engel, a psychiatrist turned psychoanalyst, 

criticised the dominant biomedical model used in our 

approach to healthcare for leaving no room to deal 

with the social, psychological, and behavioural       

dimensions of illness. Engel described the patient      

interview as ‘the most powerful and sensitive and 

most versatile instrument available to the physician.’ 

Have you ever hard 

of a psychiatrist      

becoming a 

 psychoanalyst? 

https://en.wikipedia.org/wiki/George_L._Engel
https://www.ncbi.nlm.nih.gov/pubmed/847460


We take patient histories and talk to patients every day. How can we        

improve the way we do that? Imagine we could increase efficiency and 

diagnostic accuracy, encourage compliance to achieve better outcomes, 

reducing cost and improving patient satisfaction... all by including non-

medical (i.e. social, psychological, and behavioural dimensions) of illness   

in our patient history.   

 

Identifying the Chief Complaint 

We’ve been taught to identify the (single) chief complaint and deal with 

that, but we already know that patients don’t always communicate their 

chief complaint very clearly, for a variety of reasons:  

 language barriers 

 cultural differences 

 fear and anxiety 

 concern over costs 

 distrust of the provider or the system  

 lack of healthcare education  

 poor health literacy.  

And what is health literacy, you may very well ask. 

Health literacy (according to the American Medical Association’s Council 

on Scientific Affairs) is ‘the ability to apply reading and numeracy skills in a 

healthcare setting.’ Can a patient access, obtain, process and understand 

basic health information and evaluate the services needed to make       

appropriate healthcare decisions in the context of their everyday life –  

their home, community, work, marketplace and the political arena? (From 

Health Psychology by Marks, Murray, Evans and Estacio) 

Muir and Lee say: ‘Poor health literacy negatively impacts individual health 

outcomes and the healthcare system as a whole. Patients with inadequate 

health literacy are more likely to demonstrate a poor understanding of their 

disease and less likely to adhere to the prescribed treatment regimen than 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2918723/
https://books.google.co.za/books?id=z-1w8VzMJsYC&pg=PA318&lpg=PA318&dq=the+ability+to+apply+reading+and+numeracy+skills+in+a+health+care+setting&source=bl&ots=BRs52vE9xW&sig=-CZ4ZNDF3oP4pUZCyvf53N5wbwA&hl=en&sa=X&ved=0ahUKEwjuzZnt3qTOAhUpK8AKHYFDB
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2918723/


their more literate peers. Perhaps as a consequence, poor health literacy is 

associated with more frequent hospital admissions and increased mortality. 

On the societal level, poor health literacy is associated with increased 

medical costs and inefficient use of healthcare services.’ How big is the 

problem? A US study by Williams et al. found that up to 33% of patients 

were unable to understand the instructions for a common medical          

procedure when the instructions were given at a grade 4 reading level,   

up to 58% of patients were unable to understand the directions for taking 

their medication, and up to 20% of patients were unable to correctly       

answer questions about their next scheduled appointment. Despite our 

conscious attempts to match our language to each patient, to consider 

our syntax, vocabulary, even our pronunciation, giving the correct level    

of detail for each, the chances are that they don’t understand. What can 

be done about it?  

In 2010 the US department of Health and Human Services, Office of Disease 

Prevention and Health Promotion completed a National Action Plan to    

Increase Health Literacy. In the foreword, Assistant Secretary for Health, 

Howard Koh (MD, MPH) says: ‘Quite simply, the responsibility is ours as 

health professionals to communicate in plain language. Without clear com-

munication, we cannot expect people to adopt the healthy behaviors and 

recommendations that we champion. When people receive accurate, 

easy-to-use information about a health issue, they are better able to take 

action to protect and promote their health and wellness.’ If only it were 

that simple! ‘I think you’ll find it’s a bit more complicated than that’ – 

which, not coincidentally, is the title of       

a collection of articles from The Guardian, 

written by healthcare cynic Dr Ben Gold-

acre. (Recommended reading, as are     

his other books, but let’s not get too     

sidetracked here.) Does everybody know that  

F1 means ‘Help!’? 

http://www.ncbi.nlm.nih.gov/pubmed/7474271
https://health.gov/communication/hlactionplan/pdf/Health_Literacy_Action_Plan.pdf
https://health.gov/communication/hlactionplan/pdf/Health_Literacy_Action_Plan.pdf
http://www.badscience.net/2014/10/my-new-book-is-out-today-here-is-the-introduction-hooray/
http://www.theguardian.com


At least the US National Action Plan document confirms 2 principles: 

 All patients have the right to health information that helps them 

make informed decisions 

 Health services should be delivered in ways that are easy to under-

stand and that improve health, longevity, and quality of life 

Before you dismiss this as obvious, it’s worth remembering where we come 

from. The Hippocratic Oath supported a paternalistic approach where 

both patients and doctors believed that ‘doctor knows best’ and  

attempting to explain the nitty-gritty to the patient was preposterous, the 

assumption being that patients didn’t have the capacity for autonomous 

decision-making. Non-disclosure, for example, was routinely used to 

‘protect’ the patient from stress and anxiety over their health condition.  

Patients did not demand, nor would they have appreciated the opportu-

nity for autonomous healthcare decision-making. From the 1950’s to 1970’s, 

the budding human rights movement, together with the recognition that 

some medical research practices were completely unacceptable, sparked 

the development of what is now called bioethics.  

It is tempting to judge that generation of patients and providers with the 

benefit of our hindsight, but I believe that most providers were genuine      

in their care and patients were too trusting, and too overwhelmed by      

advances in healthcare to participate meaningfully in their care. It’s a bit 

like when I click ‘I agree’ to the terms of a software agreement. It’s most 

certainly not informed consent, but I have neither hope of, nor interest in 

becoming informed enough to 

make a truly informed decision. 

And, no, things don’t always 

work perfectly (predictive text 

bloopers are evidence of that!)

but usually there’s no malice in 

the mistakes.  



Current ethical guidelines 

The HPCSA’s Booklet 9 says ‘[p]atients have a right to information about 

their condition and the treatment options available to them. The amount  

of information that must be given to each patient will vary according to 

factors such as the nature of the condition, the complexity of the treat-

ment, the risks associated with the treatment or procedure, and the         

patient's own wishes. For example, patients may need more information    

to make an informed decision about a procedure which carries a high risk 

of failure or adverse side effects, or about an investigation for a condition 

which, if present, could have serious implications for the patient’s employ-

ment, social or personal life.’  

So, the HPCSA rules and the US National Action Plan to Increase Health    

Literacy are in agreement that respect for the patient’s autonomy has 2 

parts: The first is giving patients enough information to decide, and the    

second is respecting their decision, even if we as providers disagree with 

their decision. The patient has a positive right (to information) and a      

negative right (not to be pressurised). That’s quite a burden on the health-

care provider. We need to show, explain, tell and teach enough (without 

bias, as far as we can) for the patient to decide, and then stand back 

while they make a decision, even if it’s (in our opinion) the wrong one. Do 

providers have any rights in this? Do we have the right to a ‘conscientious 

refusal,’ for example?  

Hospitals can and do refuse to do certain procedures, e.g. a historically 

Catholic facility will refuse elective terminations of pregnancy. Some time 

ago, a locum US pharmacist refused to dispense a contraceptive (morning-

after pill) as prescribed by a doctor, saying that it violated his moral and  

religious beliefs. The pharmacist would not release the prescription to an  

alternative pharmacy either. Should providers be left alone to treat patients 

in a manner that they believe to be clinically and morally appropriate? 

And if there is a right to refuse, does it extend to the right to obstruct?          

http://www.hpcsa.co.za/Uploads/editor/UserFiles/downloads/conduct_ethics/rules/generic_ethical_rules/booklet_9_informed_consent.pdf
https://health.gov/communication/hlactionplan/pdf/Health_Literacy_Action_Plan.pdf


If I refuse to supply a patient with contact lenses because he doesn’t wear 

them as directed, can I refuse to give the prescription to another optome-

trist? I have had a case where I refused to give a prescription, because it 

was over a year old when it was requested. The patient simply continued  

to wear his same lenses for even longer. If I had sold him new lenses, at 

least he wouldn’t have spent 3 months in a monthly replacement lens,     

using the solution that was on special rather than the one I prescribed.   

Was my decision in his interest? Perhaps not, but I also need to cover       

myself in the event of something going wrong.  

Delivering health services in a way that improves health, longevity and 

quality of life, as directed by the US National Action Plan to Increase Health 

Literacy, is not always as simple as it sounds. Sometimes patients are their 

own worst enemies, and it’s difficult to stick to your principles and watch 

them risk their vision. 

You may wonder what happened to the pharmacist with the conscientious 

objection. As you can imagine, heated debates ensued: Women insisting 

on owning their reproductive rights, pharmacists maintaining their right to 

religious freedom and to conscientiously refuse to supply objectionable 

medications. The case went to court, and the pharmacist was instructed to 

pay the costs of the legal proceedings, to take ethics classes and to alert 

future employers that he would not be filling prescriptions for contra-

ceptives so that they could make alternative arrangements. Today some 

US states allow, and others prohibit the refusal to dispense on the basis of 

religious beliefs. How far do you think our rights should extend as healthcare 

providers? 

Communication 

I can’t help thinking that better communication could prevent many of 

these situations. In this case, the patient was a married, middle-aged 

woman with 4 children, not a teenager on a binge. A moral lesson doesn’t 

seem to have been required.  

https://health.gov/communication/hlactionplan/pdf/Health_Literacy_Action_Plan.pdf


As healthcare providers, our ability to communicate is presumed, often 

incorrectly. Like the HPCSA, the US Assistant Secretary of Health places the 

primary responsibility for patient communication at our door:  

‘Quite simply, the responsibility is ours as 

health professionals to communicate in 

plain language. Without clear communi-

cation, we cannot expect people to 

adopt the healthy behaviors and  

recommendations that we champion.’  

It’s a good starting point, but plain lan-

guage does not always come naturally    

to the scientifically-minded. Should we    

include communication classes in undergraduate courses? I’m pretty     

certain that as a student I would not have understood the point of         

adding this to an already full course. And how does one teach effective, 

empathetic communication anyway?  

One option is to pitch the student in the deep end, to sink or swim. Project 

SHINE (Students Helping in Naturalization of Elders) uses students of the 

health professions in health literacy services at health fairs, wellness days 

and community outreach programmes. As part of the Health Literacy      

Initiative, project SHINE teaches specific techniques for adult learning and 

communicating with second language speakers. It introduces students to 

‘real’ people early on, rather than practicing on classmates, other students 

and university staff. Patient communication is certainly modeled, thus form-

ing part of the ‘hidden’ curriculum. The hidden curriculum is everything we 

learn during our course as a side effect of the formal course; lessons that 

are learned without being openly intended for example the transmission   

of norms, values and beliefs which are conveyed in the classroom and the 

social environment. It’s probably a combination of our formal and hidden 

curricula, further shaped by experience. One way of ‘experiencing’ these 

http://www.health.gov/communication/literacy/TownHall/mo.htm
https://en.wikipedia.org/wiki/hidden_curriculum


situations without dealing with patients is by reading literary novels. Proper 

literary novels, mind you, not the pop fiction kind. A 2013 study compared 

the influence of reading on the ability of participants to infer and identify 

others’ thoughts and emotions. Reading non-fiction or reading nothing 

made no difference to participants’ empathy. Light fiction made almost no 

difference either, but literary fiction readers increased in their ability to read 

emotions. The theory is that popular fiction, in seeking primarily to entertain, 

is too otherworldly and unrealistic to offer a realistic example of human 

complexity, which would expand the reader’s capacity for empathy.  

 

If you are unconvinced of the value of literature in improving your patient 

encounter, Frankel & Stein offer a more traditional approach. They describe 

4 behaviour patterns – they call them habits – for the clinician to use to 

‘establish rapport and build trust rapidly, facilitate the effective exchange 

of information, demonstrate caring and concern, and increase the likeli-

hood of adherence and positive health outcomes.’ 

The 4 habits are:  

 Invest in the Beginning 

 Elicit the Patient's Perspective 

 Demonstrate Empathy 

 Invest in the End.    

The habits are interdependent, nested and interrelated so, for example, in-

adequately investing in the beginning by failing to gather the full spectrum 

of the patient’s concerns (habit 1) and to assess the importance of this list 

of concerns from the patient's point of view (habit 2) leads to premature 

hypothesis testing, misplaced empathy and support, and the emergence 

of hidden concerns at the end, like my housekeeper mentioning her sore 

arm when the provider considers the encounter as complete. In the public 

sector, she will return until she is satisfied, wasting precious resources. In the 

private sector, the patient would probably seek care elsewhere.  

http://www.scientificamerican.com/article.cfm?id=novel-finding-reading-literary-fiction-improves-empathy
https://www.ncbi.nlm.nih.gov/pubmed/11317576


Frankel and Stein propose that providers adopt a checklist approach to the 

following, until it becomes more natural, i.e. a habit is formed. 

 

Habit 1: Invest in the Beginning 

Create rapport quickly 

How? 

 Introduce yourself to everyone in the room and confirm how they are 

related to the patient. You don’t want to find out she’s the wife after 

you’ve referred to her as ‘your mom’ throughout the exam. Young   

optometrists can introduce themselves: ‘Hi, I am Jane Jones, I will be 

doing your eye examination today’ so the patient understands when 

they have been handed over from receptionist to practitioner. I give 

my name and surname, and I usually refer to my patients as Mr/ Mrs/ 

Ms, certainly the first time I see them. Introducing yourself as Dr, Mr or 

Ms emphasises the very distance between practitioner and patient 

that we are trying to break down and, in my opinion, it’s simply rude. 

 Acknowledge their wait. We seldom run late, but patients really        

appreciate the apology when we do. 

 Review the patient’s records and convey your knowledge of their     

history by commenting on a prior visit or problem, but be sure you’re 

accurate. Studies show that physician preparedness is associated with 

patient satisfaction and their perceptions of professionalism. Patients 

rated physicians who were unfamiliar with their cases or repeatedly  

referred to the chart during the encounter as less professional and as 

providing less satisfying care.  

 Attend to their comfort. Is the aircon too cold, and where should they 

put their keys, phones and handbags?   

 Put them at ease with a social comment or a non-medical question, 

remembering not to get too personal. Our receptionist told a patient 

once that she had nice nails. They had been painted very artistically 

http://www.vet.ohio-state.edu/assets/pdf/education/courses/vm720/date/frankel99.pdf


with glitter and colours, each one perfectly shaped. Well, the patient 

burst into tears at the implication that the rest of her was ugly. No   

wonder we stick to talking about the weather! 

 Adapt your language, pace and vocabulary in response to the        

patient. Afrikaans first language speakers often employ diminutives     

to illustrate a caring, gentle approach, but it can come across as     

patronising. And be careful with the ‘Oom’ and ‘Tannie’ as well. While 

the intention may be respectful, people may feel (or be!) younger 

than they look and take offence.  

 

Check patient concerns 

How? 

 Start with open-ended questions 

 and active listening: 

 How can I help you today? What 

 brings you in today? 

 Or, I understand you’re here for… 

 Could you tell me more about 

 that?  

 What else?  

 Speak directly to the patient, even when using an interpreter    

 Sometimes you’ll need to limit questions to your professional sphere: 

I’ve had several requests for assistance with other ailing body parts, 

also marital and financial problems and parenting challenges. I am  

often asked about which medical aid I would recommend. We com-

pletely underestimate our ability to influence patients’ choices in so 

many spheres. Imagine what a medical aid would pay to have that 

opportunity to address a captive audience and explain their aspira-

tions and protocols to current and prospective members... And I’m 

sure you can imagine what they get from me is rather different.  



Plan the visit with the patient 

How? 

 Repeat their concerns to confirm your understanding  

 Tell them what to expect: ‘We’ll start by talking more about___, then I’ll 

 check____, and then we’ll go over possible tests/ways to treat this. 

 Sound OK?’ 

 Prioritise when necessary: ‘Let’s make sure we talk about X and Y. It 

 sounds like you also want to make sure we cover Z. If we can’t get to 

 the other concerns, let’s…. ‘ 

Payoff 

Why do we invest in the beginning? 

 Establishes a welcoming atmosphere  

 Allows faster access to the real reason for visit and requires less work 

 Increases diagnostic accuracy  

 Minimizes ‘Oh, by the way…’ at the end of the visit, or as one frustrated 

colleague refers to it: ‘The punch line with the hand on the doorknob.’ 

For some reason, that seems to be the most common time for patients 

to mention their recent TIA. 

 Facilitates negotiating an agenda  

 Decreases potential for conflict  

 

Habit 2: Elicit the patient’s perspective 

Ask for the patient’s ideas  

Assess patient’s point of view: 

 ‘What do you think is causing your symptoms? What does your family 

think?’ This can be annoying, but I’d rather hear before than after we 

make the specs that the husband never got used to  multifocals and is 

likely to discourage the patient as she adjusts to hers.  

 ‘What worries you most about this problem?’ Often patients with mild 

but chronic problems like allergies and dry eyes feel better just under-

standing the condition and knowing what causes their symptoms.  



Elicit specific requests 

Determine patient’s goal in seeking care:  

 ‘What are we hoping that we can achieve today?’  

 ‘How were you hoping I could help?’ 

One little patient recently announced that she was hoping to leave with 

new pink spectacles. Being -9.00, we had a 2-day lead time but fortunately 

I could manage her expectations right from the start. And, since girls can 

change their minds, she chose a purple frame.  

Explore the impact on the patient’s life  

Check context: ‘How has this affected the things you do every day at 

home/ at work/  with your family?’ 

Payoff 

Why do we elicit the patient’s perspective? 

 Respects diversity  

 Allows patient to provide important diagnostic cues 

 Uncovers hidden concerns  

 Reveals the use of alternative treatments or requests for tests  

 Reduces depression and anxiety  

 

Habit 3: Demonstrate empathy 

Be open to patient’s emotions  

 Assess changes in body language, expression and tone of voice. 

 Use opportunities for brief empathic comments or gestures.  

Make at least one empathic statement  

 Name a likely emotion: ‘That sounds really upsetting.’ 

 Compliment the patient on their efforts to address the problem,       

provided their efforts are appropriate, of course.  

 We can take empathetic listening to the next level when we have 

walked a mile in the patient’s shoes and can understand their            

experience and emotions. When my patients have allergies, dry eyes 



or presbyopia, I really can tell them that I understand how they feel.              

I explain how I deal with my own, both clinically as well as the irritation       

of having these conditions. My empathy has definitely increased since         

I also got to experience these first hand.  

 

Convey empathy nonverbally  

 Use a pause, touch, or facial expression  

 Demonstrate empathy  

Be aware of your own reactions  

 Use your own emotional response as a clue to what the patient may 

be experiencing. 

 Take a break if necessary. If you’ve read the Synapse Academy issue 

on starfish, you’ll know I have, on occasion, taken a break to go and 

have a good sob in the back office.  

Payoff 

Why do we show empathy? 

 Adds depth and meaning to the visit, although it can be draining. 

 Builds trust, which leads to better diagnostic information, adherence 

and outcomes. 

 Makes limit-setting or saying ‘no’ easier. 

Click here to view video on empathy 

https://www.youtube.com/watch?v=1Evwgu369Jw


 

Habit 4: Invest in the end 

Deliver diagnostic information  

 Frame your diagnosis in terms of the patient’s original concerns, in their 

own words if you can.  

 Test their comprehension.  

 We’ve all learned that some patients do best with a straightforward  

explanation (‘You are going to need cataract surgery at some stage’) 

and others may need euphemisms (‘Your lens is changing and we will 

decide together when to do something about it.’)  

 Presbyopia, of course, can only safely be described as the predictable     

result of natural aging when the patient is male. In female patients it 

only happens ‘as time goes by’.  

 

Provide education  

 Explain the rationale for your decisions, tests and treatments  

 Review possible side effects e.g. astigmatic and multifocal prescription 

adaptation times, describe the expected course of therapy e.g. how 

long ocular allergies last. 

 Recommend lifestyle changes. 

 Provide written materials, refer to other resources and encourage pa-

tients to come back with questions once they’ve had time to think and 

discuss with their families.   

 Patients with experience can be told: ‘Like last time, you may feel like 

you are stepping high or the ground is going downhill or things may look 

skew.’ If only someone had mentioned that to my mother when I got  

my first pair of glasses, I would not have been presumed  depressed at 

age 7 when I mentioned that I felt like the walls were falling in on me.      

I suppose it wasn’t an unreasonable conclusion for my psychologist 

mother to come to - I hated that school anyway.  



Involve patient in decision-making  

 Discuss treatment goals  

 Explore options, listening for patient preferences  

 Set limits respectfully: ‘I can understand that you would prefer spec-

tacles, but therapy together with the spectacles will help us achieve 

your goals.’ 

 Assess patient’s ability and motivation to carry out plan; emotionally, 

physically and financially. 

 

Complete the visit  

 I always end with ‘Did you get the answers you needed?’ or ‘Do you 

have any questions?’ It can be incredibly frustrating when patients   

ask questions that I believe I have covered. It’s like they haven’t even 

been there while I was explaining!  

 I tell them when their next date is for a routine follow up and encour-

age them to call if there is anything that we can do in the interim.          

My intention is to reassure them of continued care, but a study by    

Williams’ found that 20% of patients were unable to correctly answer 

questions about their next scheduled appointment.  

 I also discuss our emergency phone call procedures unless it’s really 

very routine care.  

 

Payoff: Why do we invest in the end? 

 Increases potential for collaboration  

 Influences health outcomes  

 Improves adherence, compliance and continued care 

 Reduces unnecessary return calls and visits  

 Encourages self-care and psychological investment in their own 

health.   

 

http://www.ncbi.nlm.nih.gov/pubmed/7474271


Questions 

1. Who was it that said: ‘Always pass on what you have learned.’ 

a) Pythagoras 

b) Anofeles 

c) Yoda 

d) Pope Frederic II   

 

2. Which statement is false? 

a) Perceptions of poor care occur in the public sector 

b) Perceptions of poor care occur in the private sector 

c) Perceptions of poor care occur mostly in cases where there has been 

clinical negligence 

d) Patients tend to perceive a rushed examination as neglectful 

 

3. Patients can complain to the HPCSA about: 

a) Poor clinical care 

b) Insufficient explanation by the practitioner 

c) Failure of the practitioner to give a diagnosis 

d) All of the above 

 

4. Which of the following may be considered unprofessional? 

a) Telling a patient that they look tired. 

b) Telling a patient that they are getting old. 

c) Recommending that a patient be put on anti-depressants 

d) All of the above if they are not said from a caring perspective. 

 

5. Which statement is false? 

a) Patients find it easier to complain in restaurant than at a doctor 

b) Patients or other first hand witnesses struggle to clearly describe the     

nature of their ethical complaint against the provider. 

c) Practitioners with an abrupt bedside manner are more likely to be sued. 

d) Surgical skill is a critical factor in estimating the likelihood of a mal-

practice suit.  



6. Which statement is false? The purpose of the practitioner using phrases 

such as ‘First I’ll examine you, and then we can talk about options,’ is to... 

a) Orient the patient 

b) Demonstrate that questions are encouraged 

c) Show that the practitioner is approaching the problem methodically 

d) To keep the patient engaged 

 

7. Which of the following is an open-ended question? 

a) Tell me more about your headaches. 

b) Are your eyes more itchy or more burny? 

c) Do you have any questions for me? 

d) What brand of glucometer do you have? 

 

8. George L Engel was critical of which healthcare approach? 

a) The biomedical model 

b) Evidence-based medicine 

c) Psychoanalysis 

d) English National Health System 

  

9. Frontal meningioma is more common in 

a) Males 

b) Children 

c) Patients who have had them before 

d) Patients who suffer from chronic clinical depression 

 

10. Communication between practitioner and patient is complicated by all 

of the following except: 

a) Language differences 

b) Mistrust of the practitioner or the healthcare system as a whole 

c) Cultural practices 

d) Regulatory requirements 

 

11. Which one is false? Health literacy is the ability to... 



a) Write articulate and accurate referral letters 

b) Apply reading and numeracy skills in a healthcare setting 

c) Evaluate the available healthcare services  

d) Make appropriate everyday healthcare decisions 

 

12. Poor health literacy is associated with all of these except... 

a) Poor compliance with treatment prescribed  

b) Poorer health and increased risk of hospitalisation 

c) Cost savings due to lower healthcare uptake 

d) Increased healthcare costs 

 

13. Brené Brown says empathy requires... 

a) Being able to take the perspective of another  

b) Recognising and communicating emotions in others  

c) Not judging, just listening 

d) All of the above 

 

14. Which statement is false? Studies show that even in first world countries 

such as the US, … 

a) Almost 6 out of 10 patients don’t understand the directions of their pre-

scriptions/ treatment 

b) Two out of ten misunderstand their health insurance benefits 

c) About a third of patients fail to grasp instructions for a common medi-

cal procedure.    

d) One in five misunderstand their recall date and instructions.    

 

15. The HPCSA requires providers to personalize information given to pa-

tients for informed consent according to …. Which one is false? 

a) The nature, seriousness and implications of the diagnosis or condition 

b) The complexity of the treatment 

c) Their medical aid 

d) Risks associated with the treatment or procedure  

 



16. Which statement is false regarding the ‘hidden curriculum’? 

a) It’s the things we learn as a side effect of the formal education course 

b) It’s often the best way to transmit ethical norms, values and beliefs  

c) It’s those sections of the course not formally taught e.g. planned self-

study modules or unplanned e.g. running out of time due to protests 

d) The hidden curriculum may be taught without the lecturers and students  

even realizing it 

 

17. What reading material has been shown to increase empathy? 

a) Online psychology courses 

b) Any fiction 

c) Literary novels 

d) Poetry 

 

18. Which is not one of FrankIe and Stein’s 4 habits? 

a) Invest in the beginning 

b) Elicit the patient's erspective 

c) Demonstrate expertise and skill 

d) Invest in the end 

 

19. Rapport can be built more quickly by 

a) Introducing yourself to everyone in the room  

b) Referring to the patient as Mr. or Ms. Nel until a relationship has been es-

tablished  

c) Sitting closer to the patient 

d) Starting off with non-medical or social comments or questions.  

 

20 The rationale for investing in the end is to 

a) Increase the potential for collaboration  

b) Improve adherence/ compliance 

c) Encourage self care  

and appropriate returns  

for follow-up. 


