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COURSE DESCRIPTION 

rofessional competence in many types of professions involve the effective 

implementation of 3 sets of skills:  

 

1. Cognitive skills. The knowledge base of the profession – that which 

characterizes it and sets it apart from other groups of professionals.  

2. Technical skills.  

3. Social or communication skills. The ability of the individual to interact 

effectively with others in the professional context. All but the most isolated 

occupations demand interaction with others at times, but some jobs , like those of 

the medical profession have skilled interaction as a primary focus.  

 

This course emphasizes practical skills for human communication in the context of 

health settings. Upon successful completion of this course, students will be able to 

perform core communicative duties required in healthcare interactions. They will also 

learn about health promotion and advocacy and be able to use appropriate strategies and 

technology to convey messages to clients, other healthcare professionals and the wider  

public. This course will use a skills approach to the application of effective 

communication principles in health settings.  

 

GGeenneerraall  AAiimm  

This course will help students to:  

 Engage discussion on issues of communication in healthcare settings;  

 Apply effective oral and written communication across a range of forms necessary 

to the health profession;  

 Acquire practical guidelines on effective communication especially for interviews, 

history taking and health promotion.  

 

SSppeecciiffiicc  LLeeaarrnniinngg  OObbjjeeccttiivveess    

This course will specifically allow students to:  

 Learn the significance of the interview in the health professional -client medical 

consultation;  

 Acquire guidelines on effective medical consultation;  

 Assess examples of various medical consultations by health professionals portrayed 

in the media;  

 Acquire effective history taking skills;  

 Properly construct patient profiles;  

 Develop an appropriate strategy and use technology to convey a message to a mass 

audience;  

 Examine the role of behaviour change in healthcare and the healthcare system;  

 Assess the role of health professionals as healthcare advocates.  

 

P 
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IInnssttrruuccttiioonnaall  SSttrraatteeggiieess    

This course will take a skills-based approach. Large group lectures will engage students 

with significant use of multimedia and be highly interactive. Other sessions will allow 

students to participate in various practical exercises relevant to the skills addressed in 

the large group.  

 

AAsssseessssmmeenntt  MMooddaalliittiieess    

M O D E S  O F  A S S E S S M E N T  W E I G H T  

Final Examination 50% 

Coursework 40% 

Participation and Critical Consideration 10% 

University Grading Scale/Policy: Grading will be according to the University of the 

West Indies GPA Policy.  

 

University Academic Integrity: Please strictly adhere to the etiquette of academic 

integrity and observe the rules and regulations regarding cheating, plagiarism, academic 

misconduct, and misrepresentation of facts. Violations of academic integrity 

stipulations will be dealt seriously.  

 

University Policy on Attendance: Attendance to lectures is in accordance with the 

policy of the Faculty of Medical Sciences, Department of Medicine.  

 

Aldrich, C. Knight. The medical interview: 

gateway to the doctor-patient relationship. 2nd ed. 

New York: Parthenon Pub. Group, 1999.  

Ewles, Linda, and Ina Simnett. Promoting health: A Practical Guide           

                            , 2003.  

"History Taking." Patient.co.uk: Trusted medical information and support. 

http://www.patient.co.uk/doctor/Taking-a-True-History.htm.  

Silverman, Jonathan, Suzanne M. Kurtz, and Juliet Draper. Skills for communicating 

with patients. 2nd ed. Oxford: Radcliffe Pub., 2005.  

Washer, Peter. "How to take a Medical History." Clinical Communication Skills. 

www.oup.com/uk/orc/bin/9780199550463/ch03_p18to19.pdf.  

World Health Organization. "Health Promotion: Concepts and Principles." World Health 

Organization (1984).   

  

Suggested Readings/Texts 
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Week Topic Skills Activities 
# 1 

Sep 8 

 

UNIT 1: Models and Best Practice in 

Health 

Apply communication strategies to the bio-medical and 

bio-psychosocial models.  

Introduce the impact of non-verbal on the doctor 

patient encounter. The Use of Force. Touch is a 

Touchy issue 

# 2 

Sep 15 

 

UNIT 1: Models and Best Practice in 

Health 

Model appropriate verbal and non-verbal communication 

in patient interaction.   

Consider the impact of both non-verbal and 

verbal communication on the doctor patient 

encounter. 

Prepare for assignment 1.  

# 3 

Sep 22 

Assignment Models and Best Practice 

in Health 
In class Assignment Assignment 1 - Group Assessment 10% 

# 4 

Sep 29 
UNIT 2: The Medical Interview  

Examine diversity in healthcare between doctor and 

patient 

Building the relationship. Consider culture, 

language, geography etc…  

# 5 

Oct 6 
UNIT 2: The Medical Interview 

Practice and promote ethics and professionalism in the 

medical interview. 

Awareness of the Code of Conduct. Medical 

Oath. Doctor-doctor collaboration. 

# 6 

Oct 13 
UNIT 3: Patient Advocacy  

Promote a culture of courtesy and respect in a patient-

centred environment  

Your role as supporter for patient’s rights in 

healthcare. 

# 7 

Oct 20 
Assignment The Medical Interview In class Assignment Assignment 2 - Peer Pair Assessment 15% 

# 8 

Oct 27 
UNIT 4: Behaviour Change Share information for patient compliance. Impact of lifestyle on health.  

#9 

Nov 3 
UNIT 4: Behaviour Change  

Modify a current system that allows a large group to 

work seamlessly and in a timely manner Hospitals & 

Individual → Collective  

Plenary Session. Guest Speaker.  

# 10 

Nov 10 

Assignment Patient Advocacy and 

Behaviour Change 
In class Assignment Assignment 3 - Group Assessment 10% 

# 11 

Nov 17 
Consultation Discussion & Feedback Course Review & Exam Prep 

Feedback 

Individual Consultations 

COURSE SCHEDULE 



P E C H  2 1 0 1 :  C O U R S E  D E S C R I P T I O N  

 

9 

 

EVALUATION 

Unless otherwise indicated, all assignments will be due on Mondays. Assignments must be 

submitted either online via myelearning.sta.uwi.edu or at workshop sessions. Guidelines for 

each assignment are stipulated below. For group assignments, each member of the group 

receives the same grade. 

 

GGrraaddeedd  CCoouurrssee  AAssssiiggnnmmeennttss    

Coursework constitutes 40% of the final grade.  

Participation – Outlook, enthusiasm, commitment  5% 

Assignment 1       10% 

Assignment 2       15% 

Assignment 3       10% 

 

AAssssiiggnnmmeennttss  DDeessccrriippttiioonn  

PARTICIPATION – Outlook, Enthusiasm, Commitment                5% 

You may positively affect your participation grade by:  

 Actively supporting, engaging and listening to peers  

 Arriving fully prepared whether online or face-to-face 

 Playing an active role in the group and completion of project  tasks where 

contributions advance the level and depth of work submitted  

 G o p  y  m c       v   of   sc ss o      of             c  s  of c        ’s 

presence  

 

You may negatively affect your participation grade if: 

 Preparation is inconsistent 

 Comments are vague if given and candidate frequently demonstrates a lack of 

interest in contributing to the group and completion of project tasks  

 G o p  y  m c       v   of   sc ss o      of      s  p     y c        ’s p  s  c  
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AAssssiiggnnmmeenntt  OOnnee  1100%%  

D O CT OR -PAT IE NT INT E R A CT IO N     

Due 

Week 3 Monday 22
nd

 September, 2014 

 

Purpose of Assignment 

To determine communication strategies used in doctor-patient interaction  

 

Instructions 

Analyse and discuss the doctor-patient interaction in the poem. 
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Assignment Two 15% 

T H E  M E D IC A L INT E RV IE W  

Due 

Week 7 Monday 20
th

 October, 2014 

 

Purpose of Assignment 

To demonstrate the communication skills needed in the medical consultation 

 

Instructions  

There are 6 scenes listed below. You will be assigned to complete a role play of one of 

the following scenes.   

N.B. You will not be graded on the accuracy of the medicine but on the communication 

skills needed in the medical consultation .  

 

Scenario  

The Good Hope Medical Centre is a free Health Centre located in Champs Fleur 

Trinidad. It caters to a diverse population located in the Champs Fleur area. The 

following scenes take place on a busy day at Good Hope Medical Centre.   

 

SCENE 1 

In preparing for the flu season, the National Association of Pharmacies developed a 

programme on immunisation which was swiftly rolled out across the country. Good 

Hope Medical Centre is part of that immunization drive . At the end of a particularly 

long day, an elderly woman comes in for a consultation. She was vaccinated earlier that 

day.   

 

SCENE 2 

I ’s j s   f       c  o  F    y w        c  f     ow    of yo   f vo        s        

comes in for a consultation. You eat at his restaurant every day and twice  on Fridays.   

 

SCENE 3 

On a busy day at the Health Centre, a consultation is requested. The request comes from 

a blind woman who is well-known to you because she routinely picks up medications 

for her ailing mother    Goo  Hop ’s p   m cy. The woman wants you to read a test 

result for her.  

 

SCENE 4 

An Administrative Assistant at Good Hope walks in during the break. (S)he tells you 

that (s)he just needs a re-fill on a prescription but as her doctor is on vacation, could 

you write one for her. 
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SCENE 5 

An Administrative Assistant at Good Hope walks in during the break. (S)he tells you 

that (s)he just needs a re-fill on a prescription of dexfenfluramine (Fen-phen) the 

miracle weight loss pill. His doctor is on vacation and wants to know if you could writ e 

one for him.  

 

SCENE 6 

Morgan comes to the Health Centre only to accompany a friend who wants to get the 

free diabetic test Good Hope provides. The on-duty nurse offered to test Morgan and 

did. The nurse sends Morgan to you for consultation. The nurses refer patients to the 

doctor for diagnosis. 

 

Task 

This is a group assignment, as well as, a peer assessment. The class will be split into 

groups of 4 students each. Each group will be given one of the scenes listed above to 

role-play. The group will pick a doctor and patient to present the scene as a patient -

centred medical consultation. The rest of the class will play the role of the Observer. 

The description follows: 

 

Doctor: You will be assigned one of the scenes listed above to interview your 

patient. It is your job to gather information from your patient that will 

lead either to a diagnosis of his problem/resolution of his issue.  

 

Patient: You will be presented with background information for your character. 

Your job is to act out these characteristics. Do not allow the Observer to 

read your background information. They are to formulate opinions on 

their own.  

 

Observer: You will observe the role play between the doctor and patient of the 

other groups. You will be given a performance criteria sheet to assess the 

role-play of the other groups. 

 

This is a 3 part assignment. Working as a team you will: 

PART 1 

Complete a role-play of one of the scenes listed in Instructions. This should take no 

more than 3 minutes during the 2 hour workshop.  

 

PART 2 

1. Complete the given criteria sheets during the workshop role play.  

 

PART 3 

Discuss the following in short answers: 
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a. Was there rapport between doctor and patient? Discuss how the consultation 

was initiated, maintained and closed. 

b. The reasoning behind the line of questioning. Where relevant – consider 

alternatives to the questions asked.  

c. Look at whether there has been clarity and understanding between doctor 

and patient. Were any terms or phrases used by the patient vague or 

 m    o s      ‘  zz   ss’? Were   y m   c      ms o  ‘j   o ’  s    y     

doctor? Discuss whether these were clarified or explained during the course 

of the consultation.    

 

Deliverables 

1. A role play  

2. Criteria Sheets and Notes  
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AAssssiiggnnmmeenntt  TThhrreeee  1100%%  

PAT IE NT  A DV O C ACY  

Due 

Week 10 Monday 10
th

 November, 2014 

 

Purpose of Assignment 

To demonstrate advocacy in a patient-centred environment 

 

Instructions  

You will create a creative media project that reflects patient advocacy.  

 

Task 

This is a group assignment to be done in class. Students will be placed in groups of 4 or 5. 

Each group will create any 1 of the following: 

1. Poetry 

2. Prose  

3. Drama 

4. Photo essay 

5. Comic  

that reflects what patient advocacy means to you. 

 

eliverables 

1. Your media project 



 

15 

 

M O D E L S  A N D  B E S T  P R A C T I C E  I N  H E A L T H  

UNIT ONE 
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UNIT 1: Models and Best Practice in Health  

Therapeutic Communication 

Therapeutic Communication differs from normal communication in that it introduces an 

element of empathy into what can be a traumatic experience for the patient. It imparts a 

f       of comfo          f c  of  v       mos   o   f c   ws   o       p      ’s p o  os s  

The patient is made to feel validated and respected.  

 

Personal preferences, biases and prejudices will enter into many physician-patient 

relationships. 

BIAS – a slant toward a particular belief.  

PREJUDICE – an opinion or judgment that is formed before the facts are known.  

 

Common biases and prejudices can include: 

1. A preference for Western style medicine 

2. Choosing physicians according to gender 

3. P  j   c           o   p  so ’s s x    p  f    c  

4. Discrimination based on race or religion 

5. Hostile attitudes toward people with a   ff      v     sys  m      o  ’s ow  

6. A belief that people who cannot afford healthcare should receive less care than 

someone who can pay for full services.  

 

CCoonnggrruueennccyy  iinn  CCoommmmuunniiccaattiioonn  

Congruence is an abstract term that applies to similarity in objects.  When applied to 

therapeutic communication, congruence, or congruency in therapeutic communication, it 

simply means that there has to be agreement between verbal and non-verbal communication in 

order for the message to be successfully delivered to the patient.  Shaking your head NO while 

saying YES is an example of incongruence and as a result, sends a mixed message.  

 

It is also important to remember that most non-verbal messages are sent in groups of various 

forms of body languages: 

Clustering – the grouping of non-verbal messages into statements or conclusions. 

Masking – an attempt to conceal or repress the true feeling or message. 

Perception –     co sc o s  w     ss of o  ’s ow  f      s         f      s of o    s  

 

RRooaaddbblloocckkss  ttoo  TThheerraappeeuuttiicc  CCoommmmuunniiccaattiioonn  

Roadblocks close communication and prevent quality care  of the total person. The following 

are examples: 

 Reassuring clichés 

 Moralizing/ lecturing 
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 Requiring explanations 

 Ridiculing/shaming 

 Defending/contradicting 

 Shifting Subjects 

 Criticizing 

 Threatening 

      s  s   v   o p      s’    q   p  so       s         s        the health care professional 

to avoid these roadblocks to communication.  
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T H E  M E D I C A L  I N T E R V I E W  

UNIT TWO 



P E C H  2 1 0 1 :  T H E  M E D I C A L  I N T E R V I E W  

 

19 

 

UNIT 2: The Medical Interview 

Analyzing Patient/Client Characteristics 

he professional must engender trust and be trustworthy. The trust factor is equally 

 mpo       s     p ov    ’s c         s      xp    s   If   p        o s  o     s         

provider has their best interest in mind, the patient has no reason to comply with 

treatment recommendations. A medical professional must therefore explore the building of 

trust and not only the extraction of crucial secondary personal information. The most basic 

levels of care can be adversely affected because of cultural, language and other 

communication barriers. Cultural knowledge and beliefs play a key role in arriving at a 

diagnosis and subsequent treatment plans that are appropriate. Indigenous systems of health 

practices, beliefs and/or medicines exist across al l segments of society and can significantly 

  f    c    p      ’s         s,     v o  s             o  o  comp    c   o      p    c op  o s  

References 
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GGeennddeerr    

A considerable amount of research has been conducted in the past to understand how gender – 

interpreted as sex - can impact the medical encounter. There have also been studies on how 

gender affects practitioner relationships with each other. Debra Roter, who has written 

extensively in this area, discusses how male and female physicians communicate differently 

in medical encounters and how these communication differences can impact the medical 

relationship. As several cases in this manual emphasize, gender differences and similarities 

among practitioners and patients can have a number of effects on the medical encounter. 

Health professionals need to consider if/how gender might be involved in their 

communication with patients and colleagues and be able to address the issue as the situation 

necessitates. 

 

T 

http://www.minddisorders.com/Br-Del/Compliance.html
http://www.medscape.com/viewarticle/431850_1
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Studies on gender communication in health contexts have shown that differences in the way 

male and female medical practitioners communicate significantly impact the practitioner -

patient relationship. Research has shown that female practitioners conduct longer medical 

visits, make more positive statements in interacting with patients,  use more facilitating and 

back-channeling cues and employ more affirming and empathic nonverbal signals, for 

example, smiling, nodding, and using open and empathic facial expressions and body 

language. Female practitioners also engage in more psychosocial  counselling and 

psychosocial questioning. They are also more likely to initiate discussions grounded in 

feelings and emotions. The only situation where this trend has been challenged is in obstetrics 

where male physicians engage in more emotionally-focused interaction than their female 

counterparts. 

 

These communicative behaviours translate, in many circumstances, into higher levels of 

satisfaction in patients treated by female practitioners. Roter, Lipkin and Korsgaard (1994) 

  po        “w    w    f m    compared to male physicians, patients engaged in more positive 

talk, partnership building, question- sk   ,       fo m   o    v   ”   

 

What this suggests is that for females it might be easier to engage in the kinds of 

communicative styles that increase levels of patient satisfaction in the medical encounter. 

However, this does not mean that male practitioners cannot achieve the same. It may mean 

that male practitioners need to be more aware of their communicative styles and consciously 

attend to engaging in the kinds communicative behaviours that elicit positive patient 

responses. What do you think? 

 

 

 

 

 

 

 

 

 

  

  

GGeennddeerr  IIddeennttiittyy  aanndd  SSeexxuuaall  OOrriieennttaattiioonn  

In the past few years a new dimension of gender in health  contexts has surfaced and has been 

receiving increasing attention, that of gender identity and sexual orientation. Gender 

discourse in medicine has now been extended to include gay, lesbian, bisexual or transgender 

practitioners and patients in the discussion. The Gay and Lesbian Medical Association 

(GLMA), several Human Rights groups, medical centres, university groups and alliances, and 

individual practitioners have influenced the course of the discussions significantly.  

   Research Blurb   

One study found that female physicians talk 40% more than 

their male colleagues in medical encounters.  

It also found that patients of female physicians talked 58% 

mo        m    p ys c   s’ p      s  

What do you think these statistics might mean for your own 

practice?  
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This area is concerned primarily with combating gender and sexual identity discrimination in 

patient care and in the medical profession. Many patients, some with life -threatening diseases, 

refuse to seek medical care because of fear of discrimination as a result of their gender 

identity or sexuality. Outside of the mechanical or technical aspects of medicine, many 

practitioners do not always attend to the personal needs of their transgender, bisexual, gay or 

  s     p      s  M  y p      s w o     ‘o  ’    v  m   c     co     s f        s  if they have 

     j            sc  m        y p  c    o   s  Som  p      s w o      o  ‘o  ’ o  w o  o 

not think their gender identity or sexuality is significant to their doctor/patient relationship 

can lose faith in the profession if they face heterosexism – where practitioners automatically 

assume patients are heterosexual, overlooking other possibilities.  

 

 
Som  p      s c   f      comfo       w    m   c   p of ss o   s w o     ‘o  ’     c   

become openly hostile to their doctors. One study found that patients would change providers 

or practices if their practitioner was gay or lesbian (Lee et al, 2008). Cons equently, work in 

this area also focuses on educating the public as well as the profession on gender identity and 

sexual orientation to reduce discrimination.  

 

Practitioners should be non-judgemental, empathetic and open-minded with all patients, 

encouraging trust and understanding in the doctor-patient relationship, notwithstanding the 

age, gender, background, ethnicity, religion, gender identity or sexual orientation of their 

patients. The British Medical association (BMA) states that practitioners shoul d not 

 mm       y  ss m         p      ’s        p o   ms              o   s/    s x     y,    s  s 

discriminatory. The association also suggests that using gender neutral language will also help 

patients to feel more included. Bonvicini and Perlin (2003) provide some useful suggestions 

for incorporating gender neutral language into the doctor-patient interview. They also provide 

some very useful suggestions for helping health professionals to become more inclusive in 

their overall communication with gay, lesbian, bisexual and transgender patients. As with all 
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doctor-patient encounters, it is imperative that patients trust medical practitioners enough to 

open-up and disclose any issue that may be influencing their health, including issues of 

gender identity and sexuality.   

 

All patients have a right to be treated with respect and to be provided with equal and fair 

medical care. At the same time, professionals also need to be respectful to their colleagues 

and foster professional, non-judgemental and supportive working relationships. In this way, 

    p    c’s co f    c         m   c   p of ss o  wo       m           

 

 

 

 

 Guidelines for Care of LGBT Patients:  

A Summary of the GLMA Recommendations  

Create a Welcoming Clinical Environment for LGBT Patients using gender neutral 

language. 

 

LG   p      s of    “sc  ”    off c  fo  c   s  o    p    m      m    w    

information they will share with their health care provider. You may wish to 

disseminate or visibly post a non-discrimination statement stating that equal care will 

be provided to all patients, regardless of age, race, ethnicity, physical ability or 

attributes, religion, sexual orientation, or gender identity/expression.  

 

Encourage openness by explaining that the patient -provider discussion is confidential 

and that you need complete and accurate information to have an understanding of the 

p      ’s   f     o      o p ov     pp op      c      

 

Ensure that the conversation will remain confidential and specify what, if any, 

information will be retained in         v     ’s m   c     co  s  

 

Listen to your patients and how they describe their own sexual orientation, partner(s) 

and relationship(s), and reflect their choice of language.  

 

GLMA. Provider Guidelines for Creating a Welcoming Environment. Retrieved 3 June 2009 from 

http://www.glma.org/_data/n_0001/resources/live/Welcoming%20Environment.pdf  
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Four common erroneous assumptions of patients recently 

diagnosed with STIs:   

1. I know exactly where I got this disease. 

2. I got this disease from my last sexual partner. 

3. When my symptoms are gone, my infection is cured.  

4. My symptoms are not from an STI, but from other causes 

(i.e., stress, chemical burns, zipper trauma, or menstrual 

cramps).  (Celum, Marrazzo, Ocbamichael, Meegan, & Walter 

E. Stamm, 2004) 

 

Four common erroneous assumptions of physicians dealing 

with patients with STIs: 

1. Sexual experience implies sexual knowledge.  

2.       f     o  of “s x”  s v            co  s  o  y  

3. Women usually have few sexual partners, while men have 

several. 

4. Physician responsibility ends with the diagnosis and 

treatment of the disease.  (Celum et al., 2004)  

Did you know…? 
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The Structure and Process of the Medical Consultation 

PPrrooffeessssiioonnaall  CCoonntteexxttss::  PPaattiieenntt//CClliieenntt  CCoonntteexxttss  

THE MEDICAL INTERVIEW  

Technique Appropriate Distancing  

Formulating Questions and Responses 

Dealing with Delicate Issues 

 

CALGARY - CAMBRIDGE GUIDE TO THE MEDICAL CONSULTATION  

 Communication Skills to Use 

Initiating the Session   

 establishing initial 
rapport 

 Greeting 

 Introductions 

 Interest, concern 
and respect 

 identifying the 
reason(s) for the 
patient’s attendance 

 The patient’s 
agenda 

 Screening 

 Agenda setting 

Gathering Information  

 

 exploration of 
problems 

 Narrative thread 

 Question style 

 Listening 

 Facilitation 

 Clarity 

 Clarification 

 understanding the 
patient’s perspective 

 Ideas and concerns 

 Effects 

 Expectations 

 Feelings and 
thoughts 

 Cues 

 providing structure to 
the consultation 

 Summary 

 Signposting 

 Sequencing 

 Timing 
 

Building the Relationship  

 developing rapport 

 

 Non-verbal 
behaviour 

 Use of notes 
 Acceptance 

 Empathy and 
support 

 Sensitivity 

 involving the patient 
 Sharing of thoughts 

 Explanation of 
process 

 Examination  
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Explanation and Planning  

 providing the correct 
amount and type of 
information 

 Chunks and checks 

 Assesses patient’s 
starting point 

 Asks patient 
what other info 
would be helpful 

 Gives 
explanation at 
appropriate 
times  

 aiding accurate recall 
and understanding 

 Organises 
explanation 

 Uses explicit 
categorisation or 
signposting 

 Uses repetition and 
summarising 

 

 Clarity 

 Uses visual 
methods of 
conveying 
information 

 Check patient’s 
understanding of 
information 
given (or plans 
made) 

 achieving a shared 
understanding:  
incorporating the 
patient’s perspective 

 Relates 
explanations to 
patient’s illness 
framework 

 Provides 
opportunities and 
encourages patient 
to contribute 

 Picks up verbal 
and non-verbal 
cues 

 Elicits patient’s 
beliefs, 
reactions and 
feelings 

 planning:  shared 
decision making 

 Shares own 
thoughts 

 Involves patient by 
making 
suggestions rather 
than directives 

 

 Encourages 
patient to 
contribute their 
thoughts 

 Negotiates 

 Offers choices 

 Checks with 
patient 
 

Closing the Session  

 closing the session 
 Summarising 

 Contracting 

 Safety Netting 

 Final Checking 
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INITIATING THE SESSION 

Establishing Initial Rapport 

1. G          w  com s     o     s p      ’s   m  

2. Introductions:  introduces self and role 

3. Demonstrates interest, concern, respect for patient as a person (here a nd 

   o   o        v  w),   c       p      ’s comfo   

 

Identifying the reason(s) for the patient’s attendance : 

4.     p      ’s                f  s     p o   ms o   ss  s          p       w s  s  o 

     ss (     “W    wo    yo    k   o   sc ss  o  y?”)  

5. Sc          c  cks     co f  ms   s  of p o   ms (     so     ’s      c  s     

       ss,  s         y        s  yo ’    k   o   sc ss  o  y  s w   ?”)  

6. A      s            o     s          k     o   p      ’s     p ys c   ’s     s 

into account 

 

GATHERING INFORMATION 

Exploration of Problems 

7. Narrative thread:  encourages patient to tell the story of the problem(s) from 

when first started to the present in own words (clarifies reason for presenting 

now) 

8. Question style:  uses open-ended and closed questions, appropriately moves 

from open-ended to closed 

9. Listening:  listens attentively, allowing patient to complete statements without 

interruption and leaving space for patient to think before answering or go on 

after pausing 

10. F c       o    f c       s p      ’s  esponses verbally and non-verbally e.g. use of 

encouragement, silence, repetition, paraphrasing, interpretation  

11. Clarity:  uses concise, easily understood questions and comments, avoids or 

adequately explains jargon 

12. Clarification:  clarifies statements which are vague or need further amplification 

(     “Co    yo   xp     w    yo  m     y             ”)  

 

Understanding the Patient’s Perspective: 

13. I   s     co c   s        m   s      ck ow     s p      ’s     s (          fs    

cause) and concerns i.e. worries)  regarding each position 

14.  ff c s        m   s      ff c  o  p      ’s   f  of   c  p o   m  

15. Expectations:  determines what help the patient had expected regarding each 

problem 

16. F      s       o    s     co     s  xp  ss o  of     p      ’s f      s     

thoughts 
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17. Cues:  picks up verbal and non-verbal cues (body language, speech, facial 

expression, affect): checks out and acknowledges as appropriate  

18. Providing structure to the consultation 

19. Summary:  summarises at the end of a specific line of inquiry to verify o wn 

interpretation of what patient was saying, assure no important information was 

omitted and demonstrate understanding to patient  

20. Signposting:  progresses from one section to another using transitional 

statements:  includes rationale for next section 

21. Sequencing:  structures interview in logical sequence  

22. Timing:  attends to timing and keeping interview on task  

 

BUILDING THE RELATIONSHIP 

Developing Rapport 

23. Non-verbal behaviour:  

demonstrates appropriate 

non-verbal behaviour e.g. 

eye contact, posture & 

position, movement, facial 

expression, use of voice. 

24. Use of notes:  if reads, writes 

notes or uses computer, does 

in a manner that does not 

interfere with dialogue or 

rapport 

25. Acceptance:  acknowledges 

p      ’s v  ws     f      s   

accepts legitimacy, is not 

judgmental 

26. Empathy and support:  e.g. 

expresses concern, understanding, willingness to help; acknowledges coping 

efforts and appropriate self care 

27. Sensitivity:  deals sensitively with embarrassing and disturbing topics and 

physical pain, including when associated with physical examination 

 

Involving the patient: 

28. S       of   o    s   s    s     k    w    p        o   co      p      ’s 

  vo v m    (   “W    I’m     k     ow  s  ……  ”)  

29. Explanation:  explains rationale for questions or parts of physical exa mination 

that could appear to be non-sequiturs 

30. Examination:   during physical examination, explains process, asks permission  
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EXPLANATION AND PLANNING 

Providing the Correct Amount and Type of Information  

Aim: to give comprehensive and appropriate information to assess each individual 

patient’s information needs to neither restrict nor overload  

31. Chunks and checks:  gives information in chunks, checks for understanding, 

 s s p      ’s   spo s   s          o  ow  o p oc    

32. Ass ss s p      ’s s       po       sks fo  p      ’s p  o  k ow          y o  

when giving information 

33. Asks patients what other information would be helpful e.g. aetiology, prognosis  

34. Gives explanation at appropriate times:  avoids giving advice, information or 

reassurance prematurely 

 

 

Aiding Accurate Recall and Understanding 

Aim:  to make information easier for the patient to remember and 

understand 

35. Organises explanation:  divides into 

discrete sections, develops a logical sequence 

36. Use explicit categorisation or 

signposting (eg “                 mpo      

     s I wo      k   o   sc ss f  s ”  “Now, 

s     w  mov  o   o … ”)  

37. Uses repetition and summarising: to 

reinforce information 

38. Clarify:  uses concise, easily 

understood statements, avoids and explains 

jargon 

39. Uses visual methods of conveying 

information:  diagrams, models, written 

information and instructions  

40. C  cks p      ’s      s        of   fo m   o    v   (o  p   s m   )       y 

asking patient to restate in own words; clarifies as necessary  

 

 

Achieving A Shared Understanding   I co po           P      ’s P  sp c  v  

Aim: to provide explanations and plans that relate to the patient’s perspective of the 

problem to discover the patient’s thoughts and feelings about the information given to 

encourage an interaction rather than one-way transmission 

41. R     s  xp      o s  o p      ’s      ss f  m wo k    o p  v o s y    c         s, 

concerns and expectations 

42. Provides opportunities and encourages patient to contribute:  to ask questions, 

seek clarification or express doubts; responds appropriately 
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43. Picks up verbal and non-v      c  s      p      ’s     s  o co         

information or ask questions, information overload, distress  

44.    c  s p      ’s      fs,    c  o s     f      s        fo m   o    v  ,    ms 

used; acknowledges and addresses where necessary 

 

Planning:  Shared Decision Making 

Aim: to allow patients to understand the decision making process to involve patients 

in decision making to the level they wish to increase patients’ commitment to plans 

made 

45. Shares own thoughts:  ideas, thought processes and dilemmas 

46. Involves patient by making suggestions rather than directives  

47. Encourages patient to contribute their thoughts:  ideas, suggestions and 

preferences 

48. Negotiates:  negotiates a mutually acceptable plan  

49. Offers choices:  encourages patient to make choices and decisions to the level 

that they wish 

50. Checks with patient:  if accepts plans, if concerns have been addressed  

 

CLOSING THE SESSION 

51. Summarising:  summarises session briefly and clarifies plan of care  

52. Contracting:  contracts with the patient re next step for patient and physician 

53. Safety netting:  explains possible unexpected outcomes, what to do if plan is not 

working, when and how to seek help 

54. Final checking:  checks that patient agrees and is comfortable with plan and asks 

if any corrections, questions or other items to discuss  

 

Say you ask a series of closed questions early on 

in the consultation about one specific content area.  

This apparent efficient way of obtaining answers 

to your own questions can lead to problems in effective diagnosis by preventing you 

from considering the wider picture.  Questioning skills used inappropriately can lead to 

poor hypothesis generation. 

 

Communication Tip  
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WWoorrkksshhoopp  AAccttiivviittyy   

L  ’s  x m        q  s  o     sk   s of      oc o         fo  owing interactions: 

 

COMPARE 

Patient: I’v  been getting up in the night to pass water lately.  

Doctor: Ok.  How many times each night?  Is there a poor 

stream?  Is it difficult to start the flow?  Do you 

dribble afterwards? 

 WITH  

Patient: I’v  been getting up in the night to pass water lately.  

Doctor: Y s… 

Patient: A   I’v           k       o   

Doctor:  Ah ha. 

Patient: My mo    ’s        c   Do yo      k I co      ?  

 (Silverman, Kurtz, & Draper, 2005) 

 

Q U E S T I O N S  T O  A S K  Y O U R S E L F  A F T E R  E A C H  C O N S U L T A T I O N  

 Do I know significantly more about this person as a human being than before (s)he 

came through the door? 
 Was I curious? 
 Did I listen? 
 Did I explore his/her beliefs? 
 Did I make an acceptable working diagnosis?  
 Did I use his/her beliefs when I started explaining? 
 Did I share options for investigations or treatment?  
 Did I share in decision-making? 
 D   I m k  som      mp   o s        my p            s oo ? • D   I   v  op     

relationship? 
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THE CAMBRIDGE CALGARY OBSERVATION GUIDE 
After Silvermann, Kurtz and Draper       Level 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Explanation 

Providing the correct and 

right amount of 

information 
Aiding  

Recall  

& Under-

standing 

Achieving 

a Shared 

Under-

standing 

 

 

 

 

 

 

 

 

 

Building the 

Relationship 

 

Non-verbal 

communication 

 

Developing Rapport 

 

Involving the 

Patient 

 

 

 

 

 

 

 

 

 

Structuring the 

Consultation 

 

Screening 

 

Negotiation 

 

Agenda Setting 

 

Internal 

Summary 

 

Signposting 

 

Summarising 

 

Sequencing 

Initiating the Session 

 

 

Gathering Information 

Explanation and Planning  

 

 

 

 

Initial Exploration of the patient’s 

problem(s) 

Further 

Exploration 

of the 

Disease 

perspective 

Further 

Exploration 

of the 

Illness 

perspective 

Essential Background 

Information 

Preparation 

Establishing initial Rapport 

Identifying the reason(s) for 

attendance 

Agenda Setting 

 

 

Planning 

Incorporating the 

patient’s perspective 

A shared decision-making 

End Summary 

Contracting 

Safety-netting 

Final checking 

Closing the Session 
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 Constructing the Patient Profile 

TThhiinnggss  ttoo  CCoonnssiiddeerr  

n order to construct a patient profile, you need to know enough to at least answer 

these three questions: 

 

1. How  o s     p      ’s   f s y   s ppo   o  mitigate 

this illness? 

2. How does the lifestyle contribute to or limit the 

severity of illness? 

3. How will the lifestyle interfere or help with getting 

well? 

 

    co   c  o  of c            ss s w      p      ’s   f s y   

or personality is obvious, for e.g., the development of 

recurrent viral infections among child care workers.  At 

times, the social history is critical to making the diagnosis 

(AIDS and Personality disorders are excellent examples); at 

other times, keeping the patient well depends on his or he r 

ability to, for example, follow a special diet  or complex regimen of medicine. 

 

WHAT GOES INTO THE PATIENT PROFILE 

You can begin the patient profile with questions such as:  

“C   yo       m             o   yo  s  f?  Yo   f m  y?  Yo   wo k?”  

Or 

“How   v  things been going for you otherwise? At home? At work? In your 

m       ?” 

Try to develop a picture of the patient as a person.  

 What is this person like? 

 Who is he or she? 

 What is a typical day like? 

 

Often one of the most useful parts of an entire history is a detailed description of what 

the patient usually does on an ordinary day and exactly how this is modified by the 

illness.  For example, in the case of a person who may be suffering from dementia, the 

description of a typical day may be more revealing than mental status testing, 

particularly when the dementia is mild.  The description may be more important as well, 

since what really counts is how the patient functions in his or her environment, not how 

a patient scores on a mental status test.  

 

The degree of compliance (see page 105 for definitions of compliance) that you need 

depends on the situation.  Some of it may emerge in the course of the interview without 

specific questioning.  Much of it is acquired not on the first day of hospitalization or 

I 

http://www.factmonster.com/image

s/stethoscopeClipboard.jpg 
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during the first office visit but over time as you get to know the patient and understand 

what is relevant to his or her care.  Keep in mind that the idea is to find out the 

p      ’s s       s     w  k  ss s                of   s o      s ppo   sys  m,  f  ny.   

How has this person coped with illness or other stress in the past?  How does he or she 

keep distress within manageable limits?  Remember that more intimate data are more 

easily and reliably obtained when you know the patient better, whether later in  your 

initial history, later in the interview, later in hospitalization, or years later in your 

relationship with the patient.  Tailor what you need to know to the situation at hand.  

A complete patient profile could be structured as summarized in Table 5 -1 on page 54.  

This is not an outline of questions to ask but a framework in which to organize 

information. The areas included are the basics, such as demographic information; risk 

factors, such as a diet and relationships with significant others:  

 

At the conclusion of the interview patients may be left with the feeling that there is no 

future, and may be glad to hear that there is one.  If you are not intending to see the 

patient again (as more likely 

to happen in tertiary referral 

centres), then you can at least 

indicate the lines of 

communication (I won’t make 

a return appointment, but if 

anything crops up that your 

family doctor wants my advice 

on, he can call me).  Perhaps 

the most important function of 

the summary and contract is 

to show the patient that she or 

he has been heard and has 

made an impression on you.  

It is, perhaps, an essential 

component of human nature, 

amplified during illness, that 

everybody wants to be 

considered as special to some 

extent and to somebody, 

everyone needs attention at 

times especially if one is sick.  

http://www.wpclipart.com/page_frames/clipboa

rd_01.png 

 

Table 5-1 
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Emotional Intelligence in Building Rapport 

WWhhaatt  iiss  EEmmoottiioonnaall  IInntteelllliiggeennccee??  

e all have different personalities, different wants and needs,  and different 

ways of showing our emotions. Navigating through this all takes tact and 

cleverness – especially if we hope to succeed in life. This is where 

emotional intelligence becomes important.  

 

Emotional intelligence is the ability to recognize your emotions, understand what 

they're telling you, and realize how your emotions affect people around you. Emotional 

intelligence also involves your perception of others: when you understand how they 

feel, this allows you to manage relationships more effective ly. 

 

People with high emotional intelligence are usually successful in most things they do. 

Why? Because they're the ones that others want on their team. When people with high 

EI send an email, it gets answered. When they need help, they get it. Because th ey make 

others feel good, they go through life much more easily than people who are easily 

angered or upset. 

  

C H A RA CT E R IS T IC S  O F  E M OT IO N AL INT E L L IG E NC E  

Daniel Goleman, an American psychologist, developed a framework of five elements 

that define emotional intelligence: 

1. Self-Awareness – People with high emotional intelligence are usually very self-

aware. They understand their emotions, and because of this, they don't let their 

feelings rule them. They're confident – because they trust their intuition and 

don't let their emotions get out of control.  

They're also willing to take an honest look at themselves. They know their 

strengths and weaknesses, and they work on these areas so they can perform 

better. Many people believe that this self-awareness is the most important part 

of emotional intelligence. 

2. Self-Regulation – This is the ability to control emotions and impulses. People 

who self-regulate typically don't allow themselves to become too angry or 

jealous, and they don't make impulsive, careless decisions. They think before 

they act. Characteristics of self-regulation are thoughtfulness, comfort with 

change, integrity, and the ability to say no. 

3. Motivation – People with a high degree of emotional intelligence are usually 

motivated. They're willing to defer immediate results for long-term success. 

They're highly productive, love a challenge, and are very effective in whatever 

they do. 

4. Empathy – This is perhaps the second-most important element of emotional 

intelligence. Empathy is the ability to identify with and understand the wants, 

needs, and viewpoints of those around you. People with empathy are good at 

W 
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recognizing the feelings of others, even when those feelings may not be obvious. 

As a result, empathetic people are usually excellent  at managing 

relationships, listening, and relating to others. They avoid stereotyping and 

judging too quickly, and they live their lives in a very open, honest way.  

5. Social Skills – It's usually easy to talk to and like people with good social skills, 

another sign of high emotional intelligence. Those with strong social skills are 

typically team players. Rather than focus on their own success first, they help 

others develop and shine. They can manage disputes, are excellent 

communicators, and are masters at building and maintaining relationships. 

As you've probably determined, emotional intelligence can be a key to success in your 

life – especially in your career. The ability to manage people and relationships is very 

important in all leaders, so developing and using your emotional intelligence can be a 

good way to show others the leader inside of you.  

 

Taken from: Mind Tools. EMOTIONAL INTELLIGENCE Developing Strong "People 

Skills". http://www.mindtools.com/pages/article/newCDV_59.htm (accessed 9th June 

2014). 

 

EEIIQQ  QQuuiizz  

Meek N, Schumacher P. EMOTIONAL INTELLIGENCE. 

http://www.yale.edu/21c/documents/21C-EmotionalIntelligence.pdf (accessed 9th June 

2014).1 

1. You are on an airplane that suddenly hits extremely bad turbulence and begins 

rocking from side to side. What do you do?  

A. Continue to read your book or magazine, or watch the movie, trying to pay  little 

attention to the turbulence. 

B. Become vigilant for an emergency, carefully monitoring the stewardess and 

reading the emergency instructions card.  

C. A little of both a and b.  

D. Not sure - never noticed. 

 

2. You are in a meeting when a colleague takes credit for work that you have done. 

What do you do? 

A. Immediately and publicly confront the colleague over the ownership of your 

work.  

B. After the meeting, take the colleague aside and tell her that you would 

appreciate in the future that she credits you when speaking about your work.  

                                                      
1 Note: The purpose of the following quiz is to provide you with an introduction to 

Emotional Intelligence (EI). The results you get from this quiz are NOT a comprehensive 

picture of your EI and the quiz is NOT representative  of Hay Group surveys. If you are 

interested in testing and developing your EI, you should contact us at 6177 425425 

45004500 for information on our Emotional Competence Inventory, a tool designed to be 

administered by accredited users only. http://ei.haygroup.com/resources/default_ieitest.htm 
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C. Nothing, it's not a good idea to embarrass colleagues in public.  

D. After the colleague speaks, publicly thank her for referencing your work and 

give the group more specific detail about what you were trying to accomplish.  

 

3. You are a customer service representative and have just gotten an extremely angry 

client on the phone. What do you do?  

A. Hang-up. It doesn't pay to take abuse from anyone.  

B. Listen to the client and rephrase what you gather he is feeling.  

C. Explain to the client that he is being unfair, that you are only trying  to do your 

job, and you would appreciate it if he wouldn't get in the way of this.  

D. Tell the client you understand how frustrating this must be for him, and offer a 

specific thing you can do to help him get his problem resolved.  

 

4. You are a college student who had hoped to get an A in a course that was important 

for your future career aspirations. You have just found out you got a C- on the 

midterm. What do you do? 

A. Sketch out a specific plan for ways to improve your grade and resolve  to follow 

through.  

B. Decide you do not have what it takes to make it in that career.  

C. Tell yourself it really doesn't matter how much you do in the course, concentrate 

instead on other classes where your grades are higher.  

D. Go see the professor and try to talk her into giving you a better grade  

 

5. You are a manager in an organization that is trying to encourage respect for racial 

and ethnic diversity. You overhear someone telling a racist joke. What do you do? 

A. Ignore it - the best way to deal with these things is not to react.  

B. Call the person into your office and explain that their behavior i s inappropriate 

and is grounds for disciplinary action if repeated.  

C. Speak up on the spot, saying that such jokes are inappropriate and will not be 

tolerated in your organization.  

D. Suggest to the person telling the joke he go through a diversity training 

program.  

 

6. You are an insurance salesman calling on prospective clients. You have left the last 

15 clients empty-handed. What do you do? 

A. Call it a day and go home early to miss rush-hour traffic.  

B. Try something new in the next call, and keep plugging away  

C. List your strengths and weaknesses to identify what may be undermining  your 

ability to sell. 

D. Sharpen up your resume. 

 

7. You are trying to calm down a colleague who has worked herself into a fury because 

the driver of another car has cut dangerously close in front of her. What do you do? 
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A. Tell her to forget about it-she's OK now and it is no big deal.  

B. Put on one of her favorite tapes and try to distract her.  

C. Join her in criticizing the other driver.  

D. Tell her about a time something like this happened to you, and how angry you 

felt, until you saw the other driver was on the way to the hospital.  

 

8. A discussion between you and your partner has escalated into a shouting match. You 

are both upset and in the heat of the argument, start making personal attacks which 

neither of you really mean. What is the best thing to do?  

A. Agree to take a 20-minute break before continuing the discussion.  

B. Go silent, regardless of what your partner says.  

C. Say you are sorry, and ask your partner to apologize too.  

D. Stop for a moment, collect your thoughts, then restate your side of the case as 

precisely as possible. 

  

9. You have been given the task of managing a team that has been unable to come up 

with a creative solution to a work problem. What is the first thing that you do?  

A. Draw up an agenda, call a meeting and allot a specific period of time to discuss 

each item.  

B. Organize an off-site meeting aimed specifically at encouraging the team to get 

to know each other better.  

C. Begin by asking each person individually for ideas about how to solve the 

problem.  

D. Start out with a brainstorming session, encouraging each person to say whatever 

comes to mind, no matter how wild.  

 

10. You have recently been assigned a young manager in your team, and have noticed 

that he appears to be unable to make the simplest of decisions without seeking 

advice from you. What do you do??  

A. Accept that he "does not have what it take to succeed around here" and find 

others in your team to take on his tasks.  

B. Get an HR manager to talk to him about where he sees his future in the 

organization.  

C. Purposely give him lots of complex decisions to make so that he will become 

more confident in the role.  

D. Engineer an ongoing series of challenging but manageable experiences for him, 

and make yourself available to act as his mentor.  

The Answers can be found in Unit 1 Appendix.  

 

Although "regular" intelligence is important to 

success in life, emotional intelligence is key to 

relating well to others and achieving your goals. 

Key Points 
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Many people believe that emotional intelligence is at least as important as regular 

intelligence, and many companies now use EI testing to hire new staff.  

Emotional intelligence is an awareness of your actions and feelings – and how they 

affect those around you. It also means that you value others, listen to their wants and 

needs, and are able to empathize or identify with them on many different levels.  

 

 

UUssiinngg  EEIIQQ  

TH E  TH EO RY O F M I N D  

T H E  AB IL IT Y TO  KN O W W H AT AN OT HE R  IS  T H IN K IN G  

Taken from: The EQ Toolbox. EQ Exercises. 

http://www.eqtoolbox.org/toolbox/exercises.php (accessed 9th June 2014)   

Many of the following are from Self-Science, the emotional intelligence curriculum 

Daniel Goleman praises as "a harbinger" and a "model" for EQ teaching.  

 

SHARPENING OBSERVATION  

"What have you been doing the last five minutes?" With simple questions like that this 

exercise tries to improve your observation skill and thereby your self-awareness. It also 

brings up the issue of learning from oneself. In the Non-verbal Gossip Experiment you 

are told to spread a rumour – without words! You will surely learn a lot about emotional 

body language as well as perception and attendance.  

 

OBJECTIVES 

Develop vocabulary about observation 

Recognize the importance of careful observation 

Begin to distinquish between points of view 

 

Affective Experience 

Try the following experiments: 

 

HE NONVERBAL GOSSIP EXPERIMENT 

This exercise offers experience in attending, perception, and nonverbal 

communication skills. 

Procedure 

Students sit in a circle. One student volunteers to express a feeling nonverbally to the 

one next to him/her, who passes it on to the next, and so on until it goes all around the 

circle. Try several rounds and variations of the exercise – for instance, ask one student 

to choose a rumor that exists in the group and express it nonverbally.   

T 
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Discussion Questions  

1. "What was easy to communicate without words? Hard?" 
2. "What part of your body did you use most?" 
3. "Did you learn any ways to improve your nonverbal communications or to make 

your meaning clearer?" 

4. "Did you find yourself exaggerating your usual expressions or adding new ones?" 

 

Follow-Up 

The group may share their experiences in "I learned statements"; other students can 

respond to those statements. It may be fruitful to discuss the changes in content and 

communication that occurred as the group became more proficient at sending and 

receiving nonverbal messages. If some students consistently altered messages (e.g., made 

them silly, made them "safe"), discuss those patterns. 

 

HE I WITNESS EXPERIMENT 

This exercise is designed to develop communication skills of attending and being aware 

of non-verbal behavior. 

Procedure 

Have the students sit in a circle. The group picks one person to be the "Guesser," who 

then leaves the group. While the "Guesser" is gone, one person is asked to be a "Leader." 

The "Leader" makes different nonverbal signs, such as clapping hands, snapping fingers, 

or yawning, which everyone imitates. The "Guesser" returns and tries to guess the 

identity of the "Leader." Several rounds can be played. 

Discussion Questions 

1. "What did you do to enable you to guess the 'Leader'?" 

2. "How well did you imitate the 'Leader'?" 

3. "What things make it easy to imitate a person?" 

4. "What makes it hard?" 

Discussion 

1. When I asked you to observe your own thoughts, feelings, and actions, how did that 

feel? 

2. Do you get more practice observing others or yourself? What are some of the costs 

and benefits of that? 

3. What can you learn about yourself by studying yourself? How would you do that? 

4. What tools do scientists use to study cells? Do people need tools to study themselves? 

5. What if you were to do exactly the opposite of what you're doing right now? What 

would you be doing? 

6. What is something you learned about yourself today that you feel good about? 

T 
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7. What are some of the skills you learned today that you could use later today or 

tomorrow? 
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ATCH YOUR WORDS 

By really understanding the impact of our words we are able to choose how 

we interact with others. This exercise also lets the par ticipants think about the 

important cost/benefit-principle as well as considering which ground rules that ought to 

be present in the group.   

This lesson helps focus on the power of words, and the effect of judgments. 

 

OBJECTIVES 

 Group norming; begin developing ground rules. 

 Increase awareness of the words we use.  

 Introduce "judgments." 

 Introduce "Costs and benefits." 

 

EXPERIMENT 

Do the Judgments Experiment:  

DISCUSSION 

1. What were your feelings as you were making the judgments? What or how did you 

feel after you made them? 

2. How does it make you feel when someone directs a judgments at you? How does it 

make you feel when you direct a judgment at someone? 

3. Why do you think people make judgments? 

4. What would happen if everyone stopped making judgments? What would be some 

benefits of that? What are some costs to that? 

 

ASSIGNMENT 

Make a list of names in your journal of the people you feel you can trust.  

Make a different list of all the judgments you hear around school and at home. Include 

the judgments you catch yourself saying. 

 

Difficult Conversations in Healthcare 

CCoouunnsseelllliinngg    

t is difficult to think of a single definition of counselling. This is because 

definitions of counselling depend on theoretical orientation.  Counselling – loosely 

defined, is a learning-oriented process, which occurs usually in an interactive  

relationship, with the aim of helping a person learn more about the self, and to use such  

understanding to enable the person to become an effective member of society.   

W 

I 
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Counselling is a process by means of which the helper expresses care and concern 

towards the person with a problem, and facilitates that person's personal growth and 

brings about change through self-knowledge. 

 

Counselling is a relationship between a concerned person and a person with a need. 

This relationship is usually person-to-person, although sometimes it may involve more 

than two people. It is designed to help people to understand and clarify their views, and 

learn how to reach their self-determined goals through meaningful, well-informed 

choices, and through the resolution of emotional or interpersonal problems. It can be 

seen from these definitions that counselling can have different meanings. 

 

Counselling is provided under a variety of labels. For example, there are instances 

where counselling is offered when a relationship is primarily focused on other, non -

counselling concerns. A student may use a teacher as a person with whom it is safe to 

share worries. In such a situation, the teacher uses counselling skills, but does not 

engage in an actual counselling relationship. The teacher counsels but is not a 

counsellor. 

 

 

 

 

 

 

 
The Elements and Stages of Counselling 
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AAiimmss  ooff  CCoouunnsseelllliinngg  

The aims of counselling are broad. They may depend on the situation and the 

environment, and on training. The basic aims of counselling include the following:  

1. To help counselees gain an insight into the origins and development of 

emotional difficulties, leading to an increased capacity to take rational 

control over feelings and actions. 

2. To alter maladjusted behaviour. 

3. To assist counselees to move in the direction of fulfilling their potential, or 

achieve an integration of conflicting elements within themselves.  

4. To provide counselees with the skills, awareness and knowledge,  which will 

enable them to confront problem. 

 

Source: Guez W, Allen J, editors. Counselling. UNESCO France: Ag2i 

Communication 1999. http://www.unesco.org/education/mebam/module_2.pdf (accessed 

10th June 2014). 
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TTeecchhnniiqquueess  ffoorr  RReelleeaassiinngg  SSaadd  IInnffoorrmmaattiioonn  aanndd  EExxpprreessssiinngg  CCoonnddoolleenncceess  

B U CK M A N 'S  S IX  S T E P S  TO  B RE AK IN G  BA D  N E W S   

Robert Buckman, in an excellent short manual, 

has outlined a six step protocol for breaking bad 

news. The steps are: 

 

Step 1:  Getting started. 

The physical setting ought to be private, with 

both physician and patient comfortably seated. 

You should ask the patient who else ought to be 

present, and let the patient decide--studies show 

that different patients have widely varying views 

on what they would want. It is helpful to start 

with a question like, "How are you feeling right 

now?" to indicate to the patient that this conversation will be a two -way affair. 

 

Step 2:  Finding out how much the patient knows.  

By asking a question such as, "What have you already been to ld about your illness?" 

you can begin to understand what the patient has already been told (" I have lung cancer, 

and I need surgery"), or how much the patient understood about what's been said (" the 

doctor said something about a spot on my chest x-ray"), the patients level of technical 

sophistication (" I've got a T2N0 adenocarcinoma"), and the patient's emotional state (" I've 

been so worried I might have cancer that I haven't slept for a week ").  

Step 3:   Finding out how much the patient wants to know.  

It is useful to ask patients what level of detail you should cover. For  instance, you can 

say, "Some patients want me to cover every medical detail, but other patients want only 

the big picture--what would you prefer now?" This establishes that there is no ri ght 

answer, and that different patients have different styles. Also this question establishes 

that a patient may ask for something different during the next conversation.  

Step 4:  Sharing the information.  

Decide on the agenda before you sit down with the patient, so that you have the 

relevant information at hand. The topics to consider in planning an agenda are: 

diagnosis, treatment, prognosis, and support or coping. However, an appropriate agenda 

will usually focus on one or two topics. For a patient on a  medicine service whose 

biopsy just showed lung cancer, the agenda might be: a) disclose diagnosis of lung 

cancer; b) discuss the process of workup and formulation of treatment options ("We will 

have the cancer doctors see you this afternoon to see whether  other tests would be 

helpful to outline your treatment options"). Give the information in small chunks,  and 

be sure to stop between each chunk to ask the patient if he or she understands ("I'm 

Dr. Robert Buckman 
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going to stop for a minute to see if you have questions"). Long lectures are 

overwhelming and confusing. Remember to translate medical terms into English, and 

don't try to teach pathophysiology.   

Step 5:   Responding to the patients feelings.  

If you don't understand the patient's reaction, you will leave a lot of unfinished 

business, and you will miss an opportunity to be a caring physician. Learning to 

identify and acknowledge a patient's reaction is something that definitely improves with 

experience, if you're attentive, but you can also simply ask (" Could you tell me a bit about 

what you are feeling?").  

Step 6:   Planning and follow-through. 

At this point you need to synthesize the patient's concerns and the medical issues into a 

concrete plan that can be carried out in the patient's system of health care. Outlin e a 

step-by-step plan, explain it to the patient, and contract about the next step. Be explicit 

about your next contact with the patient (" I'll see you in clinic in 2 weeks") or the fact that 

you won't see the patient (" I'm going to be rotating off service, so you will see Dr. Back in 

clinic"). Give the patient a phone number or a way to contact the relevant medical 

caregiver if something arises before the next planned contact.  

 

Buckman’s 6 Steps in a Nutshell 

 

 

Communication Skills 

 

1. Starting well 

2. Checking p      ’s k ow      

3. C  ck    p      ’s   s     o 

know 

4. Sharing information 

5. R spo       o p      /c     ’s 

feelings 

6. Planning and follow-through 

 

 

1. Facilitating 

2. Questioning 

3. Listening 

4. Explaining 

5. Emphasising 

6. Responding 

7. Nonverbal 

Communication 
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CCaassee  

Tom Irsling works in construction. His company, National Construction, has wonderful 

benefits and pays him well enough that he doesn't have to work when the weather is 

bad. He likes the hours and the physicality of the work.  

 

Each year, National requires each employee to have a physical examination done by 

physicians it hires. This, Tom learned, was demanded by the insurance company with 

whom his company has contracted for health coverage. Tom didn't mind; it saved him 

going to his own doctor. This year, after Tom's physical, his foreman called him into the 

office. He told Tom that his physical had been fine except for his hearing test. The test 

showed that Tom's hearing was far below the normal. The company wanted him to see a 

specialist, Dr. Frances. 

 

Dr. Frances explained that Tom's hearing was in the low normal range. The doctor asked 

him many questions about his job and what he did at home. Tom remembered that his 

wife and children always complained that he kept the television turned up too loud, but 

he had never thought much about it. Then the doctor tested Tom's hearing again.  

Afterward, Dr. Frances told Tom that the problem probably had developed from the 

exposure to very loud sounds in Tom's line of work. Often workmen use drills, saws, 

riveters, and other equipment that are very loud and can damage one's hearing. Tom felt 

better when Dr. Frances went on to explain that it was possible to keep Tom from losing 

any more hearing. He told Tom that he should wear ear protectors and said he would 

contact National Construction and inform them of his findings.  

 

The protectors turned out to be bulky, heavy, and uncomfortable, and Tom wasn't sure if 

he wanted to wear them. The next day he found out that he had no choice. Tom's 

foreman handed him the ear coverings and told him that he was required to wear them. 

Tom didn't like it. 

T A S K :  H O W  W O U L D  Y O U  A S  T H E  S P E C I A L I S T  B R E A K  T H E  

N E W S  T O  T O M  A B O U T  H I S  H E A R I N G  L O S S ?   F U R T H E R ,  

H O W  W O U L D  Y O U  D E A L  W I T H  T H E  R E T U R N  V I S I T  

F R O M  T O M ?  

 

Buckman R: How to Break Bad News: A Guide for 

Health Care Professionals. Baltimore: The Johns 

Hopkins University Press; 1992. 

 

Coulehan J, Block M: The Medical Interview: A Primer for Students of the Art. 2nd ed. 

Philadelphia: F. A. David Company; 1992.  

Shapiro D: Delivering Doctor Amelia: The Story of a Gifted Young Obstetrician's 

Mistake and the Psychologist Who Helped Her. New York: Harmony; 2003.  

Further Reading 
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UNIT 3: Patient Advocacy  

Medical Professionals as Health Care Advocates 

AADDVVOOCCAACCYY    

Michelle Harricharan 

 

 o      mpo      compo     of     m   c   p of ss o   ’s   spo s        s  o 

patients and the community is advocacy. Advocacy concerns the active support 

of a cause, idea or person, particularly by pleading, or arguing on its/the 

pe so ’s      f  A voc   s s ppo     c  s  o         v       y sp  k     p 

co     o s y     v  o o s y      s/        v     ’s   f  c     , w     s       ,  y 

providing possible recommendations for action.  

 

In healthcare, advocates speak on behalf of patients who may be unable to speak for 

themselves or who favour a representative to liaise with others on their behalf. Within 

the healthcare facility, at the managerial level, advocates can speak on behalf of 

patients, members of staff or organizational groups  in support of a cause, idea or person 

that directly influences their practice. On another level, advocates work for the social 

community, speaking on behalf of members of the community on a cause which they 

support. On a third, equally vital level, advocates work to develop or challenge health-

related policies and legislation for the better functioning of the healthcare system.  

At the root of advocacy is positive change - transforming and/or reforming the 

healthcare system. All advocates campaign to implement some kind of positive change 

for patients. They may also seek to change the organization, community or country in 

some way. Some international advocacy groups take it one step further, aiming to 

influence healthcare globally or in several countries at once. 

  

How can a healthcare worker be an advocate? 

Healthcare workers, through their experience on the ground and in their everyday 

practice, are the best placed to effect change within the healthcare arena. At the level of 

patient care, health practitioners can speak out to ensure that patients are respected and 

that medical staff practice ethical and responsible medical care that respects the rights 

of all patients. In discussing tests, diagnoses and treatment plans, colleagues can work 

together, voicing          s  y co s            p      ’s ow  w s  s     pos   o s  s 

part of all deliberations. This way, even though the patient is not physically present at 

such conferences, his/her voice is still heard.  

 

At the organisational level healthcare workers can collaborate and voice their support 

or disagreement with managerial decisions that affect them directly.  

Practitioners can also work with the community to promote healthier lifestyles and 

habits.  

 

A 
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At the policy level, practitioners can work towards health reform and more equitable 

distribution of the health service. Practitioners can form alliances and speak out on 

behalf of improving accessibility to healthcare, addressing disparities in the system, 

supporting patient welfare causes and supporting issues and policies regarding medical 

insurance and funding for medical procedures. Professionals can also empower patients 

to let their voice be heard in matters directly affecting them.  

 

These issues affect all healthcare workers whether they 

are doctors, nurses, dentists, veterinarians, pharmacists 

or speech pathologists. Each discipline may have unique 

problems, movements, issues or cases but the 

philosophical underpinning of advocacy remains the 

same – to reform healthcare. As Gary Wirth, vice 

president of state government affairs at the American 

National Association of Chain Drug Stores explains, 

“[p]   m c s s,  s     ‘f c  of       o   oo         

c   ,’             q   pos   o   o s  v   s p      s' 

  voc   s w        s   o s” (2008)  V           s  oo  can 

speak out on issues affect their practice and the rights of 

their patients. In community and country-wide forums 

veterinarians can defend the rights of animals and 

promote better treatment and care of family pets. 

Dentists can defend or voice their disapproval of policies 

to add fluoride to drinking water or speak out on the 

need to develop better insurance coverage for those who 

cannot afford proper dental care. 

 

Speaking out on behalf of issues and causes that directly 

affect the delivery of quality and patient-centred 

healthcare is an important part of the medical 

p of ss o   ’s     c     spo s      y  Ac      s 

responsible and reliable patient representatives in 

situations where patients are unable to speak for 

themselves are also important advocacy roles. Advocacy 

allows health professionals to take a leading role in 

determining the performance of patient care and the healthcare system at different 

levels. With their inside knowledge, practitioners have a great deal to contribute and it 

is important that they speak out on issues, causes and ideas which they believe will 

have a positive impact on the way they work.   

 

 

  

 

WWoorrkksshhoopp  AAccttiivviittyy  

Discuss the following: 

How do you think you can be an 

advocate for health care as a 

medical student? What about as a 

doctor? How does advocacy rank 

in your assessment of your own 

roles as a medical student or 

professional? Do you think the 

mass media and other forms of 

technology can help you to be an 

advocate for your patients or 

clients?  

 



 

Working in a group, design a 

strategy you might employ as a 

health professional to act as an 

advocate for your patients or 

clients. 
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CCaasseess  
48 year old Mrs. Muriel Dunkirk had a routine annual mammogram and no follow up . 

3 weeks later she received a letter from the clinic where the x-rays were done asking 

her why she had not returned for more tests  S    sk   w y s          mo   “  s s” 

and they gave her a vague answer. She scheduled   o     v s    o   v  “mo     s s”  S   

arrived for her appointment, and the tests were cancelled that day because of equipment 

malfunction. A week later she was once again scheduled for more tests. She was very 

frustrated. 3 hours later after having more mammograms with different views she was 

given some confusing information. At 6PM that night she was told she had a cyst, and 

that she should come back in 6 months for another breast ultra sound. At 8:30 PM she 

received a call from the Doctor telling her that she needed to have someone follow up 

with the cyst diagnosis. At 8:30 AM the next morning she received another call from 

the office assistant saying that she needed to see a surgeon.  

 

Taken from:  

Wilde K, RN. Case Examples. http://www.patient-advocate.com/wordpress/our-

services-2/case-examples#sthash.b14m4dJt.dpuf (accessed 12 June 2014). 

 

Discussion Questions: 

a. W    w    M s  D  k  k’s co c   s? 

b. Were they met in a timely manner, in an atmosphere of respect, compassion and fairness for 

all involved? 

c. Do you think the medical professionals were courteous and respectful to Mrs. Dunkirk? 

Re-write Mrs. D  k  k’s  xp     c   s      s  p  c  c   

 



 

Come up with your own examples of patient advocacy. Here are some tips to help you 

get started.  

 

For specific situations, think about the following: 

 Your patient just had surgery. You give her pain medicine, but an hour later she 

is still in a lot of pain. The order says she can't have another dose for three more 

hours. What do you do? 

 Your patient is a vegetarian but receives meat on her dinner tray. What do you 

do? 

 Your patient is Muslim and it's very important to him that he pray at certain 

times every day. However, the patient has a procedure off the unit scheduled 

during prayer time the next day. What do you do?  

 A new mother is critically ill following a hemorrhage after birth. She is in the 

ICU and desperately wants to see her baby in case she dies. But the hospital 
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does not allow infants into the ICU and the mother can't be moved. What do you 

do? 

 A patient is about to be discharged with several new prescriptions. Before you 

complete the discharge, the patient confides that she is homeless and cannot 

afford to take the medications to get better. What do you do?  

 

All of the above situations provide an opportunity for you to advocate for you r 

patient. How would you effectively advocate for your patient's needs in the above 

situations? What other situations can you come up with?  
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Introduction to Health Promotion 

HHeeaalltthh  PPrroommoottiioonn  

by Michelle Harricharan 

 

Any discussion on health promotion must first start with a holistic conception of the 

wo   ‘      ’  W        Wo    H      O     s   o  (WHO) w s  s     s       so      o 

  f    ‘      ’       op  , s  j c  v       y  m c s  s   Acco       o     WHO 

‘H     ’   f  s  o “  s     of comp ete physical, mental and social well-being and not 

m    y       s  c  of   s  s  o    f  m  y ”     WHO   s   v              s   f     o   

      f     o    k s        o   of     m c    c   mo    of     ‘ o y  s m c    ’     

embraces the deeply personal, experiential and contextual forces affecting health. 

Devised out of post-war conditions, this position on health has, as its core, the need for 

social and individual peace and personal well -being – which includes being able to 

m    o  ’s     s      sp     o s      o m            v  o m     “H       s,      fo   

seen as a resource for everyday life, not the object of living; it is a 

positive concept emphasizing social and personal resources, as 

w     s p ys c   c p c    s” (WHO 1984)     s pos   o  o         

is dated but still widely accepted as one of the guiding principles 

      y           m ‘      ’  

 

Health promotion involves helping people to achieve individual 

and societal health outcomes. It is about improving and enabling 

health at the individual and the societal levels. Health promotion 

encourages people to take more control over their health and 

aspects of their lives that affect their overall well -being. As Ewles 

    S m     (2003)  xp    , “ y promotion in the health context 

we mean improving health: advancing, supporting, encouraging 

    p  c              o  p  so        p    c       s” (23)  H      

promotion is usually a collaborative effort among different 

individuals, organizations and groups that work with and in 

communities to empower and effect change. Health promotion 

concentrates on all the different areas that affect health (both 

human and animal) including social, economic, cultural, political, 

physical and environmental issues. It also places a critical eye on 

healthcare services to ensure that they are functioning in a way 

that improves and enables patient health, and operate in the 

interest of the population as a whole.  

 

The fourth unit of COMS 1002 concentrates on two key activities 

that are involved in advancing health promotion: publi c education 

programmes and advocacy. While you read through the material in 

this module you should keep in mind that what works in one country or community may 

WWoorrkksshhoopp  AAccttiivviittyy  

 

Take a moment and reflect 

individually about what the term 

‘      ’ m   s  o yo     y  o   o 

think about what doctors or 

policy-makers or lecturers have 

told you health means. Try to 

focus on your own 

     s        of ‘      ’  W    

does ‘      ’ m     o yo   s    

individual, as a member of a 

group, as a future doctor? 

Consider sharing your thoughts 

with your workshop group to get 

different viewpoints and to 

extend your own understanding 

of ‘      ’  
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not always work in another, as different communities and societies have different and 

constantly changing characteristics. Think carefully about the health promotion 

strategies or activities that would work best in your country or target community.   
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Designing the Public Health Campaign 

EEdduuccaattiinngg  TThhee  PPuubblliicc  

 

What is public health? 

ublic health is the science of protecting and improving the health of communities 

through education, promotion of healthy lifestyles and research for disease and 

injury prevention. Public health professionals analyze the effect on health of 

genetics, personal choice and the environment in order to develop programs that protect 

the health of your family and community. Overall, public health is concerned with 

protecting the health of entire populations. These populations can be as small as a local 

neighbourhood or as big as an entire country.  

 

What is a public health campaign?  

The study and use of communication strategies to inform and influence individual and 

community decisions that enhance health.  

 

What makes an effective public health campaign?  

Effective strategies ought to combine theories, frameworks and approaches from 

behavioural sciences, communication, social marketing and learning theories.  

 

P 
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BEHAVIOURAL SCIENCES 

Behavioural Sciences include: 

 Psychology 

 Cognitive science 

 Anthropology 

 Organisational behaviour 

 Sociology 

 Social networks 

Public Health Education uses Behavioural Sciences to focus on ways that encourage 

people to make healthy choices. This includes the development of community-wide 

education programmes that range from promoting healthy lif estyles in order to prevent 

disease and injury to researching complex health issues.  

 

COMMUNICATION 

Effective Communication 

What you want your audience to become aware of, understand, agree with and/or act on.  

 

Marketing Communication 

Interaction between a sender and receiver that delivers a core message to the receiver 

that is personally relevant and offers a personal benefit in exchange for the desired 

action. 

 

Effective Messages 

Effective messages contain: 

1. A call to action 

2. A key audience benefit 

3. Visual support that make the message  

a. Relevant 

b. Believable 

c. Feasible 

d. Compelling 

 

SOCIAL MARKETING 

Effective Social Marketing  

Social Marketing is the planning and implementation of programmes designed to bring 

about social change using concepts from commercial marketing. 

 

Key Concepts 

1. Action is the objective. 

The ultimate objective of marketing is to influence action.  

2. The target audience is the focus. 
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Action is undertaken whenever target audiences believe that the benefits they 

receive will be greater than the costs they incur. 

3. The exchange is critical 

Programmes to influence action will be more effective if they are based on an 

     s        of                  c ’s ow  p  c p  o s of     p opos   

exchange. 

4. Segment markets 

Target audiences are seldom uniform in their perceptions and/or likely responses 

to marketing efforts so should be partitioned into segments.  

5. Use all 4 Ps 

a. Product 

b. Price 

c. Place 

d. Promote 

Marketing efforts incorporate all of the 4 Ps 

 Create an enticing Product (i.e. the package of benefits associated with 

the desired action) 

 Minimise the Price the target audience believes it must pay in the 

exchange 

 Make the exchange and its opportunities available in Places that reach 

the audience and fit its various lifestyles  

 Promote the exchange opportunity with creativity and through channels 

and tactics that maximise desired responses. 

6. Analyze and beware of competition 

Recommended behaviours always have competition which must be understood 

and addressed. 

7. Monitor and be flexible 

The marketplace is constantly changing and so programme effects must be 

regularly monitored and marketers must be prepared to rapidly alter strategies 

and tactics.  

 

LEARNING THEORIES 

Public health campaigns use learning theories to help their audiences le arn. Learning is 

commonly defined as a process that brings together cognitive, emotional and 

environmental influences and experiences for acquiring, enhancing or making changes 

   o  ’s k ow     , sk   s, v    s     wo    v  ws (I     s, 2004; O m o , 199 ). It is 

also thought of as the way in which information is absorbed, processed and retained. 

Learning theories are elaborate hypotheses that describe how exactly learning occurs.  

 

Learning theories have 2 chief values according to Hill (2002):  

1. In providing us with vocabulary and a conceptual framework for interpreting the 

examples of learning that we observe 
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2. In suggesting where to look for solutions to practical problems.  

The theories do not give us solutions but they do direct our attention to those vari ables 

that are crucial in finding solutions.  

 

Public Health Education: Use of Media and Graphics 

TTHHCCUU  1122--SStteepp  PPrroocceessss  ffoorr  DDeevveellooppiinngg  HHeeaalltthh  CCoommmmuunniiccaattiioonn  CCaammppaaiiggnnss    

he Health Communication Unit (THCU) at the Centre for Health Promotion, 

University of Toronto provides training and support in health communication, 

health promotion planning, evaluation, and policy change.  

 

THCU has developed a 12-step process for developing comprehensive communication 

campaigns.  Although it is not mandatory for you to use  THCU 12-step process to 

prepare your health campaign, you could use it to help you craft your assignment.   The 

12-steps include: 

 Project management 

 Revisit your health promotion strategy 

 Analyze and segment audiences 

 Develop inventory of communication resources 

 Set communication objective 

 Select channels and vehicles 

 Combine and sequence communication activities 

 Develop the message strategy 

 Develop project identity 

 Develop materials 

 Implement your campaign 

 Complete the campaign evaluation 

 

The following briefly describes the 12-steps.  The full version of this document 

“Ov  v  w of        comm   c   o  c mp    s wo k ook” c      o        o         

<http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07

.pdf> 

 

The following explains the 12 steps in great detail and provides worksheets to aid you 

in applying the steps.  This is an excellent resource and you are strongly advised to 

refer to it. 

 

Step 1: Project Management  

Step 1 is essentially project management. You, the communication campaign developer, 

must manage a number of elements including:  

 meaningful participation of key stakeholders;  

 time; 

T 

http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
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 money and other resources; 

 data-gathering and interpretation; and 

 decision-making. 

Each of these elements must be managed throughout the remaining 11 steps.  

 

Step 2: Revisit Your Health Promotion Strategy  

Step 2 provides an opportunity to rethink your health promotion strategy. A good health 

promotion strategy is based on a thorough situational assessment, involving 

stakeholders in meaningful ways, and making clear decisions about program goals and 

objectives. 

 

We like to stress that communication supports good health promotion, rather than the 

reverse. For this reason, we encourage you to think about your overall program goals 

and objectives before planning your health communication campaign.  

 

Step 3: Audience analysis  

The third step in creating a health communication campaign requires you to d evelop a 

better understanding of your audience - based on their preferences, needs, 

demographics, health behaviours, media 

interests and other characteristics. This 

information allows you to 

 Segment an audience into 

smaller chunks  

 Develop priority segments  

 Select the objectives most 

appropriate for an audience  

 Select the best channels, 

vehicles to reach an audience  

 Develop messages that are relevant to an audience  

 Plan and evaluate more easily 

 

Step 4: Develop an Inventory of Communication Resources  

In Step 4, you assess your communication resources. For example, we encourage you to 

think about the alliances or good relationships you may have with different individuals 

(e.g., the radio station manager or the local newspaper editor) and organizations (e. g., a 

workplace, advertising firm, etc.). Creating an inventory helps you determine what 

resources are available at relatively low cost (time and financial).  

This step is important because it will guide your choices of channels and (Step 6).  
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Step 5: Set Communication Objectives  

In Step 5, we set communication objectives that will support your overall health 

promotion strategy (as clarified in Step 2).  

 

Step 6: Select channels and vehicles  

The sixth step in developing a health communication campaign involve s selecting the 

right channels and vehicles to deliver your message. Your choices will depend on your 

audience, your communication objectives, and your budget.  

 

Step 7: Combine and Sequence Communication Activities  

In this step, communication activities are laid out on a timeline and put together 

logically according to audience needs, opportunities and/or competing messages or 

events in the environment. This step is important because it provides a way to sustain 

energy and resources over the life of the campaign and provides an opportunity to build 

the campaign. 

 

Step 8: Develop The Message  

In Step 8, we define the message content and approach, based on all the careful 

research and decision-making undertaken in previous steps. This step involves 

identifying key information (the "What"), relevance to the audience (the "So What"), 

and a call to action (the "Now What"). In addition to these three elements, decisions 

need to be made about the tone, the appeal, the source and other dimensions (the 

approach). 

 

Step 8 is also critical to the relationship between the program planners and the creative 

team. A well-briefed creative team already faces plenty of challenges crafting complex 

messages in short timeframes, with limited resources. We do not want the creative team 

to face additional hurdles if they must set direction or tone and frame the issue.  This 

can lead to the "It Won a Prize" syndrome where a product may be wonderfully 

produced but not in line with the values and needs of your organization and/or the 

audience. 

 

Step 9: Develop Project Identity  

In this step we focus on the fact that your project will have an identity whether you 

intend it or not. Why not be strategic? 

 

Identity is often narrowly defined as simply a logo and is commonly undervalued as a 

programming tool. In reality, identity is much more than a logo. The perceptions people 

hold of your issue and project - your identity – are based on how your staff and 

volunteers interact with your audience and appear in public. Your identity will likely 

determine, more than anything else, the basis on which they respond to your efforts . 
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Step 10: Develop Communication Materials  

Step 10 builds upon all the previous steps. It is here that words, images, symbols, and 

sounds are put together to create a print, audio, or audio -visual communication product. 

A large number of arts and sciences come together, and each medium (e.g., a speech, 

poster, or TV PSA) has its own opportunities and challenges. The creative design is 

intimately related to the actual physical production, where the challenge is to create 

quality projects within budget and reasonable timelines. 

 

The importance of this step is obvious since the actual impact of your communication 

depends on how your materials are created and implemented (Step 11). Creative 

execution will dictate whether your message causes some reaction or engagement  and 

whether it results in any change.  

 

Step 11: Implementation 

In Step 11, the time has come to implement all the hard work and creativity that has 

gone into developing your communication campaign. At this point, program materials 

must be available in sufficient quantities. Plans must be in place, and gatekeepers 

representing different channels must be briefed.  

 

Step 12: Complete Campaign Evaluation  

Though labelled the final step, evaluation should be considered from the very beginning 

of campaign development in order to: 

1. Ensure that programs achieve maximum effectiveness  

2. Be accountable to funders  

3. Aid in the dissemination of knowledge so that others can learn from our 

experience  

4. Enhance the standing of our organization in the community  

5. Predict the results of a program, measure the results or help determine why 

certain results occur.  

6. Examine why specific effects occurred, determine which strategies or tasks work 

well, and provide direction for improving a program.  
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TTHHCCUU  SStteepp--33  AAuuddiieennccee  AAnnaallyyssiiss  

Audience analysis is a critical step in planning a communication campaign. Below is a 

list of key things you need to know about your audience in order to segment it and 

create the right messages delivered through the appropriate channels.  Yo ‘     so   v  

to decide on the right method for collecting this information. Please refer to the 

 HCU’s “Ov  v  w of H      Comm   c   o  C mp    s Wo k ook” o          

<http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07

.pdf> for further information on audience analysis.  

 

  

http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
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A U D IE N CE  AN ALYS IS   

Demographic Characteristics  

1. What is the gender breakdown of your 
audience and/or audience segments? 

 

2. What are their age ranges?  

3. What is/are some of the most typical or 
representative occupations?  Are they from 
professional, white collar, blue collar, skilled or 
unskilled occupations? 

 

4. What is the income range of your audience? 
What is the average, most common? 

 

5.  What is the range of formal education among 
your audience? What is most common? 

 

6.  What is their family situation—for example are 
they two parents with children, single parents, 
or single persons? 

 

7. Where do they live and work—in urban, rural, 
suburban settings? 

 

8. What are some of the cultural characteristics? 
Is the audience culturally diverse?  

 

Behavioural Characteristics  

1. What is their actual current behaviour? Provide 
a detailed picture of the behaviours in question 
(e.g., smoking, dietary fat intake, exercise, 
etc.). 

 

2. What benefits do they derive from their current 
behaviour? 

 

3. What is their readiness for change? What 
would the audience members give up to make 
the change? What would they gain?  

 

4. What social or medical consequences are your 
audience members experiencing already?  

 

5. What might they be vulnerable to, based on 
family history and patterns in the community?  

 

Psychographic Characteristics   

a) What are the fundamental values and beliefs 
among your audience?  What is most important 
to them? 

 

b) What are some of their key personal 
characteristics? 

 

c) Where do they get their health-related 
information? Which media, interpersonal 
channels, and events are they exposed to?  

 

d) What organizations and social networks do 
they belong to? 

 

e) How do they spend their time and dollars? 
What are they interested in? Describe their 
lifestyle. 

 

Six sociological or demographic variables are especially important when analyzing your 

audience.  These are: (1) age; (2) gender; (3) cultural factors; (4) educational and 

intellectual levels; (5) occupation, income and status; and (6) religion.  
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Age 

Different age groups have different attitudes, beliefs, and values simply because they 

have had different experiences.  Take these differences into consideration in preparing 

your speeches. 

 

For example, let us say that you are an investment counsellor and you want to persuade 

your listeners to invest their money to increase their earnings.  Your speech would have 

to be very different if you were addressing an audience of retired people (say in their 

60s) and an audience of young executives (in their 30s).  

Here are some questions about age that you might find helpful in analyzing and in 

adapting to your audience. 

1. Do the age groups differ in the goals, interests, and day-to-day concerns that 

may be related to your topic and purpose? 

2. Do the age groups differ in liberal conservative views on matters relating to 

your topic and purpose? 

3. Do the groups differ in their respect for tradition and the past or in the degree to 

which they are motivated by their peer groups?  

 

Gender 

W   s      s o       “m  ”     “wom  ,”   m m         psyc o o  c   s x  o  s m y 

be more significant than biological sex accounting for these differences.  

Here are some questions to guide your analysis of this very difficult audience 

characteristic. 

1. Do men and women differ in the values they consider important and that are 

related to your topic and purpose.  
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2. Will your topic be seen as more interesting by men? By women? Will men and 

women have different attitudes toward these topics?  

3. Will men or women feel uncomfortable with your topic or purpose?  

 

Cultural Factors 

Nationality, race and cultural identity and identification are crucial in audience 

analysis.  Largely because of different training and experience, the interests values, and 

goals of different cultural groups will also differ.  

1. Are the differences within cultures relevant to your topic and purpose?  

2. Are the attitudes, beliefs, and values-about education, employment, or life in 

general-held by different cultures relevant to your topic and purpose?  

3. Will the varied cultures differ in their goals or suggestions to change their lives?  

 

Educational and Intellectual Levels  

An educated person may not be very intelligent.   Conversely, an intelligent person may 

not be very well educated.  In most cases, however the two go together.  Further, they 

seem to influence the reception of a speech in similar ways and so we consider them 

 o        W   s      s o       “   c    ”  o refer to both qualities. 

 

In looking at the education and intelligence of your audience, consider asking questions 

such as the following. 

1. A          c   o      v  s          o           c ’s   v   of soc    o  po    c   

activism; for example, will the interests and concerns of the audience differ on 

the basis of their educational levels? 

2. Will the educational levels influence how critical the audience will be of your 

evidence and argument? 

3. Will the educational levels relate to what the audience knows about your topic? 

 

Occupation, Income, and Status  

Occupation, Income, and Status, although not the same, are most often positively 

related.  Therefore, we can deal with them together.  

1. How will job security and occupational pride be related to your topic and 

purpose? 

2. Will people from different status levels long-range planning and goals 

differently. 

3. Will the different status groups have different time imitations?  

 

Religion  

Today there is great diversity within each religion.  Almost invariably, there are 

conservative, liberal, and middle-of-the-road groups within each religion. As the 

difference within each religion widen, the difference between and among religions 
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seems to narrow.  Different religions are coming closer together on various social and 

political, as well as moral, issues.  Generalizations here as with sex are changing 

rapidly. 

1. Will the religious see your topic or purpose from the point of view of religion?  

2. Does your topic or purpose attack the religious beliefs of any segment of your 

audience? 

3. Do the religious beliefs of your audience differ in any significant ways from the 

official teachings of their religion? 

 

Other Factors 

No list if audience characteristics can possibly be complete, and the list presented here 

is no exception. You will need another  category-“o     f c o s”-to identify any 

additional characteristics that might be significant to your particular audience.  Such 

factors might include the following: 

 

Expectations:   How w    yo         c ’s  xp c    o s   o   yo    f    c  

their reception to your speech? 

Considerations:   Will the relational status of your audience members 

influence the way in which they view your topic or your 

purpose? 

Special Interest:   Do the special interest of your audience members relate to 

your topic or purpose? 

Organizational 

Memberships:   

How might the organizational memberships of your 

audience influence your topic or purpose?  Might you use 

these organizational memberships in your examples and 

illustrations? 

Political 

Affiliation:   

Will your audie c ’s po    c    ff      o    f    c      

ways in which they view your topic or purpose? 

 

Context Characteristics  

In addition to analyzing specific listeners, devote attention to the specific context in 

which you will speak.  Consider the size of the audience, the physical environment, and 

the occasion, the time of your speech, and where your speech fits into the sequence of 

events. 

1. How might the size of your audience influence your speech presentation?  

Generally, the larger the audience, the more formal  the speech presentation 

should be.  With a small audience, you may be more casual and informal.  

2. How will the physical environment influence your speech presentation?  

3. How might the occasion influence the nature and the reception of your 

presentation? 

Where your speech fits into the general events of the time, for example, political events 

of the day but also the immediately preceding events such as the previous speakers.  
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T IP S  F O R S E L E CT IN G  C OM M U N IC AT IO N  C H A NN E L S / M E D IA  

1. Consider radio and specific magazines as a more effective way to reach certain 

audiences (e.g., teenagers via rock music).  Remember that radio also provides an 

opportunity for direct audience involvement using call -in show formats. 

2. Consider TV for reaching low income and other audiences who may not be as likely 

to seek health information from other sources.  

3. Use newspaper to reach large audiences with good literacy levels quickly.  

4. Always aim for a combination of media, interpersonal communication and events.  

5. Remember to consider the important variables of reach (audience size, 

multiplicative power, specificity), cost and fit to your objectives.  

 

A M E N U O F  CH A NN E L S / M E D IA  

A.  Media 

 Print news, editorials, features, ads, supplements, comics, posters  

 Newsletters shoppers, neighbourhood weeklies, worksite 

publications, organizations 

 Radio     ads, PSAs, speakers, phone-in 

 Television ads, PSAs, news, entertainment, movies, special events, 

documentary 

 Outdoor billboards, transit shelters, LED signage 

 Phone direct sales, infoline (tape or live), ordering process, hotline  

 Mail magazines, brochures, letters, direct mail pieces, trial offers, 

letters, etc. 

 Point of Purchase brochures, posters, POP displays, demos, videos  

 Curricula  overheads, audio-visual, handouts 

 Computer-based communication bulletin boards, e-mail, Websites, 

CDROMs 

 Displays 

 

B.  Interpersonal Communication 

 Presentations     speeches 

 Training     courses, speeches, self-help groups 

 Informal networks    peers, families, opinion-leaders 

 Clinical settings     physicians, social workers, teachers, nurses  

 

C.  Events 

 Community-wide    contests, fairs, marathons, fund raisers, rallies  

 Specific group     conferences 

 



P E C H  2 1 0 1 :  P A T I E N T  A D V O C A C Y  

 

69 

 

PPeerrssuuaassiivvee  EEssssaayyss    

Michelle Harricharan 

 

The Persuasive Essay 

The persuasive or argumentative essay aims to convince or persuade readers to adopt a 

certain point of view or to take a particular action. The persuasive essay is carefully and 

s       c   y   s            ss y      s  y s       c     y     w     ’s pos   on on a 

topic. The writer then carefully constructs a logical and reasonable line of argument in 

support of that position. The best persuasive writers are able to skilfully use language 

and sound reasoning to convince readers that their position is the bes t alternative. 

Persuasive essays are crafted so that, as the argument builds, it gains momentum 

(increasing evidence is stacked in defence of the position and against alternative 

positions) and readers become more confident in the writer and his/her argume nt. 

Persuasive writers are also able to confidently and convincingly present and refute 

alternative viewpoints in their essay. The writer actively and consistently considers 

his/her audience, purpose and topic when constructing the essay.  

 

Structurally, the persuasive essay follows the pattern of any coherent piece of writing:  

 it contains an introduction with a clear thesis statement 

 it has a body made up of clearly-defined paragraphs 

 each paragraph addresses one issue and is guided by a topic sentence 

 it has a conclusion w  c  s mm   s s         o ’s m    po   s  

 

It is in objective, content, language and style that the persuasive essay distinguishes 

itself from other essay formats. We have already discussed the unique objectives of the 

persuasive essay. L  ’s mov  o   o     o              m   s of     p  s  s v   ss y – 

those which writers use to achieve their objectives.  

 

CONTENT 

        o  c  o  of      ss y s o    c     y s         w     ’s pos   o  o       op c  A 

general, succinct statement on why the audience should agree with the writer can also 

                       o  c  o      s f       foc s s     w     ’s     m        p  p   s 

the readers for the line of argument which is to follow. An example of this can be:  

This essay will show that banning smoking outright is the most feasible and practical 

means of controlling the spread of lung cancer.  

 

This statement, which is likely to be the writer’s thesis statement , prepares the reader 

for the forthcoming argument. Readers expect that the rest of the  essay will discuss 

issues directly related to the feasibility and practicality of banning smoking for the 

purpose of controlling the spread of lung cancer. This is a highly focused thesis 

statement and others may not be as rigid.  
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The body of the essay is where the argument is presented. The main points are usually 

provided in the topic sentence of the paragraphs. The rest of the paragraph supports or 

endorses the claim or idea of the topic sentence. The content of the topic sentence and 

its supporting statements, however, are dictated by the style of the essay – which we 

will come to later.  

 

The supporting statements provide the reasoning and evidence for the argument. They 

describe the point and support it with facts, statistics, quotes, examples and/or visual 

    s     o s  ‘F c s’ c   com  f om   s   c , o s  v   o  o   xp     c    x mp  s 

enhance your meaning and make your ideas concrete. These can take the form of 

narratives or cases. Visuals, particularly videos or pictures from the field, can act as  

another source of support. These are particularly convincing because they take the 

argument from theory into real, lived experience; something more tangible for the 

reader.  

 

As with all essays, investigate your sources. Make sure that they are reliable a nd 

responsible. You are presenting and supporting a position but it is your duty to present 

authentic information. Do not deceive your audience by presenting false evidence or by 

misrepresenting the evidence. Your audience will be convinced by your reasoni ng, 

evidence and conviction; not by deceit. That is irresponsible and unprofessional.  

 

Many persuasive essays touch on alternative viewpoints on the issue. These are 

explored and disproved by the writer in favour of his/her position. The ability to refute 

         v      m   s co v  c s       s of     w     ’s pos   o   

 

LANGUAGE 

The type of language that a persuasive essay utilizes depends on the topic, audience and 

purpose of the essay. The language that you use should not be deceptive. It should aim 

to share your meaning, passion and conviction with the audience. The following are 

some suggestions for making your language more persuasive. Whether, and to what 

extent, you use these – it must be reiterated - depends on the audience, topic and 

purpose of the essay as well as its overall style.   

 Persuasive essays make the most of the active rather than passive voice. Limit 

the use of the passive voice in your persuasive writing       

 Use clear and declarative statements at key explorative or summative points for 

q  ck  mp c , fo   x mp  , “      s  o   o     o wo k”  

 Be clear and concise in your overall writing. Unnecessary wordiness can be 

distracting and unproductive 

 Where permitted, pronouns such as I, we, and us, can be powerful in 

communicating commitment, purpose and inclusivity 

 Descriptive, sensory language (language that makes use of your five senses), 

used within the right essay style, can be powerful in engaging readers and 
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increasing understanding. For example, persuasive writers using the narrative 

style can communicate the narrative using powerful and stimulating sensory 

language that connects with readers 

 Use emotive language at strategic points in the essay (do not use when providing 

evidence but, rather, when analyzing evidence in light of the argument/position) 

 Metaphors also help readers to grasp your position. For example,  describing a 

proposed plan as a prison produces a greater impact than saying it is 

‘s    f c    y   m     ’   

 

STYLE 

Persuasive essays can embrace different writing styles. Preferred styles depend on the 

w     ’s p  so    s y    s w     s     co   x  of      ss y – audience, topic and purpose. 

Regardless of the style used, the essay should retain its fundamental organisa tional 

structure – introduction, body and conclusion.  

 

Many persuasive writers lay down the points of their argument in succession, much like 

an expository essay, and support them with evidence, this time using deliberately 

persuasive language and content. For example, a persuasive essay on the value of stem 

cell research can build the line of argument point by point. Included in this style is the 

‘P o, Co , P o, Co ’ s y   w          o y of      ss y f  s  p ov   s   po       s ppo   

of the topic and then one against it. This alternation continues until the argument is 

exhausted. While both sides of the argument are presented, one side is identified and 

         s     w     ’s p  f          s ppo     pos   o   

 

Visuals can also be very persuasive. Some wri ters include pictures or illustrations in the 

body of their essay to support their argument. For example, a picture of a child 

suffering from leukaemia conveys a stronger message than a description of his/her pain. 

While some writers may use illustrations to support their positions within the 

‘ xpos  o y s y  ’, o    s    ow     v s   s  o  om           ss y, p  c           m 

with persuasive language and supportive evidence in various places. While this style is 

 om        y v s   s,     w     ’s pos   o , arguments and support materials are still 

clearly-defined and appropriately developed. Other persuasive essays may be based 

entirely on a visual, for example a news clip. An essay on media ethics, for example, 

can be based entirely on a news reel or several news clips that are shown to an 

audience. 

 

Some topics are suited to a narrative style. The writer tells a story or a number of 

stories justifying this/her position. The narratives, backed by research evidence, 

statistics or quotes, become the driving force of the argument. Personal narratives or 

cases connect readers with the reality of an issue. For example, a veterinary practitioner 

building a case for the inclusion of more animal behaviourists within a clinic can 

narrate the experience of another clinic that made similar changes and the benefits that 
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w           f om     N      v s c       s    s  v    c  w          ‘ xpos  o y s y  ’ 

persuasive essay. However, in the narrative style the argument is entirely guided by the 

case(s) or narrative(s). 

 

C H E C K L IS T F OR  P R E PA R IN G YO U R P E R S U A S IV E  E S S AY:  

 Think about issues that you are passionate about  

 Think about your audience 

 Think about the purpose of your essay 

 Select a general issue that you are passionate about which suits the essay 

context 

 Research the issue to better understand its dimensions 

 Formulate a topic (position) based on your passion, purpose and audience  

 Research your topic from every angle 

 Select an essay style that works for you 

 Select which points you will address in your essay  

 Write the essay 

 Remember to stay focused on your topic 

 

References 

D’C  z, R  (  ) (2003)     A s       D        G      (2     )  A s        D        

Association: Mebourne. Available at < http://www.adf.asn.au/debating-guide.pdf>  

Vaidyanathan, R. (2010) How to Brush up your Debating Skills. BBC. Available at 

<http://news.bbc.co.uk/1/hi/uk_politics/election_2010/8619277.stm> 

 

 

http://www.adf.asn.au/debating-guide.pdf
http://news.bbc.co.uk/1/hi/uk_politics/election_2010/8619277.stm


P E C H  2 1 0 1 :  P A T I E N T  A D V O C A C Y  

 

73 

 

Case Conferencing  

FFAAQQ::  CCaassee  CCoonnffeerreennccee::  AAllll  YYoouu  NNeeeedd  TToo  KKnnooww  

by Glenda-Alicia Leung 

 
What is a case conference?  

 case conference is a verbal discussion between a GP and a minimum of two 

other healthcare providers who come together to develop a strategy  to improve 

the immediate care of a patient with a chronic and complex condition.  A case 

conference occurs in real time 

and may be conducted either 

face-to-face, by telephone, or 

via video conferencing. 

Because the case conference is 

a collaborative effort, it is an 

excellent problem-solving tool.    

 

Why conduct a case 

conference? 

Because patients with complex 

conditions often have 

multidisciplinary needs, a case 

conference is the ideal forum 

to plan, implement, or review 

treatment options.  A case conference may also be used for  the illustrative presentation 

and interpretation of individual cases with the goal of generating and  discussing 

differential diagnoses and diagnostic approaches .   

 

Who can be involved in a case conference?  

A Physician and at least two other health care professionals or care providers, each of 

whom provides a different type of service to the patient, are present.   

 

How do you conduct a case conference?  

A GP can either initiate or participate in a case conference.   

 

Before the Conference: 

 Identify needs:   

 Has a case conference been conducted before?   

 What are the diagnoses/problems?  

 What are the health needs and goals? 

 Make sure the patient is fully informed:   

A 
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 What are the benefits of a case conference?   

 Who will be present at the case conference?  

 What will be discussed at the case conference?   

 What will it cost to conduct the case conference?  (In most cases, there is 

a fee attached to this service.) 

 O            co       p      ’s   fo m   co s      

 Allow the patient to specify any information they want to be kept 

private. 

 Identify and invite other participants:  health providers, community care 

providers. 

 

During the conference: 

 Introduce participants; establish who will chair the discussion; confirm the 

p      ’s co s     Ensure a minimum of three providers are present for the whole 

conference. 

 Outline purpose and goals of the conference; outline patie  ’s p o   m, needs 

and goals. Invite other participants to contribute additional information.  

 Identify care needs and outcomes to be achieved. Develop agreed management 

plan. Allocate tasks to team members. 

 

After the conference: 

 Prepare a written summary  and keep it        p      ’s   co    

 Inform the patient of the conference outcomes and recommendations.  

 Distribute copies of the summary  to the patient and each provider present at the 

conference. 

 Schedule a date for a review. 

 

Although the specific objective of different case conference will be many and varied, 

all will include the salient features associated with effective decision -making.  There is 

a collective professional responsibility to ensure that the ultimate objective of the case 

conference is achieved, namely effective decision-making which is in the best interest 

of the client or which allow the client to make decisions in his best interest.  However, 

members of the case conference frequently lose sight of the criteria for effective 

decision-making - the processes of examining, describing, co-ordinating, monitoring, 

analyzing and evaluating.  The terms are often misunderstood and used as synonyms, 

yet may refer to processes which, although occasionally related, can be clearly 

distinguished. 

 

Examining 

Examining is the act of looking over and inspecting information.  This is done in two 

main ways.  That is, reading and discussion.  The case conference will always have a 
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number of written reports and documentation and careful reading becomes important. 

There are reports of professionals from different disciplines.  Inspecting and scrutiny is 

an attempt to determine the accuracy of information in the light of other information.  

Discussion and questioning often arise directly from scrutiny and this is used for 

clarification purposes.  Examining is the seeking and searching process which is a 

necessary prerequisite for the individual participation to be thoroughly appraised of the 

case. 

A more subtle and less well acknowledged part of the examination process is the 

scrutiny which individual members receive, both in their report and in their behaviour 

from each other during the case conference.  

 

Describing 

The real purpose of the case conference is information and the members of the 

conference are both dependent upon and responsible for sound description.  This is 

given by either a written report or a verbal report.  The information which is supplied 

sets the scene for the other processes and the quality of the description.  It therefore, 

becomes central to good and effective decision-making.  Some of the characteristics of 

good description are: clarity, conciseness, accuracy, and fluency and the conference will 

benefit enormously where these are in evidence.  When they are not, then it is difficult 

or impossible for the conference to achieve its objectives. 

 

Co-ordinating 

One clear function which the good case conference should exhibit is that of co -

ordinating.  This means that the various aspects of the case are brought together in 

order that harmonious action will ensue.  It is an especially important function of the 

case conference, since the information will often come from a wide variety of 

resources.  This function of combining pieces and units of information to produce a 

cohesive picture when effectively practiced, reduces or eliminates confusion and clears 

the way for sound evaluation. 

 

Monitoring 

A function of the case conference often included within the processes of analyzing and 

evaluation is that of monitoring.  This is especially so where a number of conferences 

are about the same client held over a relatively long period of time.  Two aspects of 

monitoring are checking and adjusting.  

Concern is often, rightly expressed that many case conferences only monitor.  When 

this happens the major objective of the case conference, namely effective and 

appropriate decision-making, is never achieved. 
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Analyzing 

Analyzing is a process which is frequently confused with examining.  Many people will 

consider that the terms are synonyms but this is not so.  Examining is certainly an 

integral part of the process of analysis.  But to analyse one must go further.  Bloom 

(1956) indicates the position of analysis in his hierarchical structure of cognitive 

functioning that is knowledge, comprehension, application, analysis, synthesis and 

evaluation.  Analysis includes knowledge, comprehension and application, but goes 

beyond these states. 

Analysis is the breaking up of information into component parts: It means separating 

and comparing units of information and seeing the rela tionships which exist between 

these units.  In the context of the case conference this process is most important in 

considering the verbal and written reports from diverse sources.  

 

Evaluating 

Evaluating is essentially concerned with judging, but it depends upon a number of other 

activities before the judging can be accomplished.  True evaluation will always include 

examination, analysis and assessment.  Evaluation and assessment are sometimes used 

as synonyms, but there is a clear distinction between them.   Assessment is concerned 

mainly with measurement but where valuing or judging need not be part of the course 

of action.  Effective case conference should always involve evaluation, but frequently 

does not happen. 

 

A number of writers have indicated that evaluation is the process of obtaining 

information and using this information to make judgments.  However, although such a 

definition is helpful, it is perhaps important to add that in the context of the case 

conference the judgment or judgments should lead  to an effective decision.  Thus, when 

evaluation has been made it will be used to influence the outcome of decisions.  Often 

in the case conference the evaluations which are made will be helpful in allowing the 

c      o  o    s        c     ’s f m  y  o make decisions. 

These processes are applied to the main object of the case conference - the information 

- which is presented in three ways; written, verbal and nonverbal.  In this context, 

nonverbal information refers to that subtle, influential and importa nt area concerning 

the interaction of the group and of the individuals within the group, and the nonverbal 

cues which emanate from those interactions.  

 

Interaction Element 

In most case conferences the participants have little detailed knowledge and awareness 

of each other and the fact that the conference is already formalized makes it difficult to 

know what other people are really like.  This has implications for the encodin g and 

decoding in the ensuing interaction.  The highly complex nature of inter -and 

intrapersonal interaction is significant in the case conference, but it is rarely 

considered.  Krasner and Ullmann (1973) highlight the problem: So many behaviours 
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are occurring at any given time that we cannot process and respond to all our own and 

o    s’  c s   R     , w      fo c    y      s  c   m     o s  o s   c          v  y sm    

sample and may well miss important behaviour.  This is indeed one way in which 

interpersonal problems arise.  We may not hear or ignore subtle nuance or not so subtle 

ones. 

 

Appearance 

Appearance can be divided into physiognomy, clothes and facial expression.  

Physiognomy refers to the topography of the individual and inference of the type or  

k    of p  so   s of    m    f om    s   fo m   o       s,             ‘s  ’ o  ‘c s ’ of 

the face.  The skeletal frame and estimates of height and weight are perceived and the 

information reduced to an impression of what he or she is like.  Clothes, in t his context 

are much more than functional items and give cues which are assimilated into an 

overall impression by the receiver.  This overall visual impression is vitally important 

since it seems to take place at both conscious and subconscious levels.  It  is also a 

po     f c o      s     s     w               v       s ‘ cc p   ’ o  ‘  j c   ’  y     

receiver (see Chapter 2). 

Even when this initial impression is found to be incorrect as a result of a much better 

acquaintance and more information, it is surprising how lasting it can be.  This has 

serious implications when professional judgment may be influenced by what are, 

apparently, non-professional elements.  This condition of physiognomy and clothing 

produces powerful cues, but it is seldom explicitly recognized as an important aspect of 

the professional careers. It is not known for case conference tables to be longer than 12 

feet and this alone is sufficient to inhibit communication, consultations and interaction 

of the type which leads to effective decision-making. 
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The Chair 

The chair of the conference is usually the most influential and powerful member of the 

group.  A large part of this is due to the powers invested in the office of chairman and 

there is an expectancy in most professional groups, and indeed many lay groups, 

regarding the more obvious aspects of what the office entails.  There is also, however, 

considerable complexity and subtlety surrounding the role.  

 

The chair should have a global perception of the totality of the case which is d enied any 

other member of the group.  This perception should include factors surrounding the case 

which are outside the conference as well as the dynamics of the conference itself.  A 

thorough knowledge of the case before the conference takes place is desi rable. This 

applies especially to the written reports and documents which will be discussed.  Since 

these will come from different professional personnel, then a considerable amount of 

time is required for this purpose.  Adequate attention to written repor ts will often 

enable the chairman to foresee areas of difficulty, complexity or dispute which will 

enable him to gauge time and tactics.  A far a possible the chairman should have 

knowledge of the various members constructing the conference.  This enables him to 

anticipate to some extent the kind and level of interaction which will take place.  

A detailed knowledge and awareness of the client is most desirable (indeed one could 

say essential), but this is an area which is frequently neglected by chairman.  In recent 

years this criticism has been voiced more strongly, especially in the spheres of 

medicine, education and the social services.  Where the client feels uninvolved or 

excluded then there is always real cause of concern about the effectiveness of the 

conference; the chairman then has a clear responsibility to ensure that this does not 

happen.  Rather, he should take special care to speak with the client before the 

conference to reassure him that the proceedings are being held with his best interest in 

mind, and to emphasize that should he wish to contribute to the meeting there will be an 

opportunity for him to do so. 

Frequently there is the need for non-professional people who are intimately involved to 

attend the conference.  For example, in the case of a child it may be one or both parents 
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o  o     s    f c         s        c    ’s   f   A       c         co f    c  fo        y 

person can be a threatening and anxious experience which should be recognized by the 

chair. Here there is the need to assist in reassuring and helping that person to feel 

valued and able to contribute when appropriate. The chair has a responsibility to see 

that this has happened, even though he may not have personally counselled the client.  

A good chair must attempt total object ivity with the regard to the case. This is probably 

impossible in the absolute sense since the chair will almost always be involved in some 

professional capacity. However, it should manifest itself in an attempt to be objective 

so that the final evaluation and subsequent decisions made are not obscured by facts 

which are not central to the case.  Experience suggests that unobscured decisions are 

influenced by the way in which the chair has reacted as a result of his perception of 

members rather than on the salient factors relating to the case under scrutiny.  

 

In conducting the case conference, the chair is faced with the complex interaction 

process surrounding written, verbal and nonverbal information and he must use his 

skills in these areas to ensure the smooth and purposeful running of the meeting.  

The opening few minutes are vital in setting the scene and indicating how members are 

to be treated. Within the formality of the conference the chair should convey that the 

members of the conference are welcome and that their presence is valued.  This initial 

interaction is especially important where all the members have not met previously 

together.  How the members perceive the chairman influences the quality of the 

contribution which each will make, even though this perception is often registered at a 

less than conscious level. 

 

The chair should introduce the case concisely, succinctly and in a businesslike manner. 

A common failing is to spend too much time on this introduction at the expense of 

detail and discussion which can be supplied by members much more adequately and 

expertly later in the conference.  The responsibility for the effective use of time needs 

emphasizing since one objective in bringing together different personnel is to maximize 

resources with a view to an appropriate outcome. 

 

As the conference progresses the chair should keep the discussion orderly, systematic 

and balanced. Implicit in this order and balance is the need for control and at all times 

the chairman should be very much in command of the situation.  This control should be 

achieved without antagonizing any of the members and without appearing to impose 

undue pressure.  It is very important that the chair avoid confrontation with any 

member of the conference.  This is so, even when faced with awkward participants. 

Individuals should feel that they have been given full opportunity to express their views 

and that their contribution has been significant in making the decisions.  Equally, 

individuals should soon recognize that the chair is  not prepared to accept woolly or 

lengthy expositions.  With here it is clear that little of substance is being achieved. The 

use of social interaction skills, especially social rein forcers, becomes a desirable 

prerequisite if the chair is to be effective and successful in encouraging contributions.  
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The chair should also be aware of the relative status of the members within the 

conference and should be sensitive to a status hierarchy which can result in domination 

by one or two members because of their position.  He must ensure that the contributions 

are judged on information and not because of the office a participant holds.  

 

Perhaps the most important function of the chair is enabling and assisting the group to 

make appropriate and effective decisions which are in the best interest of the client.  

Although not a mandatory requirement, the decisions arrived at should, as far as 

possible be unanimous.  In attempting to achieve this objective the chairman should be 

able to call in a considerable range of ski lls which include the following: leading; 

directing; controlling; initiating; identifying; exploring; clarifying; co -ordinating; 

classifying; analyzing; synthesising; summarising; evaluating.  

 

Participation by Members 

In the case conference members usually participate by speaking about a particular point 

of the case, but they also converse informally with each other.  During the formal 

proceedings the order of speaking is controlled by the chairman and does not usually 

present a problem.  However, within the formal boundaries of the conference there is 

much flexibility and variability.  If a member wishes to contribute he may go through 

the prescribed channels which means he will make signals to the chairman, such as 

raising a finger or hand in conjunction with a facial expression in which both eyebrows 

       s   p  s           fo w    of      pp      f of      o y   A   of    s ‘s ys’ ‘I 

w     o co        ’,  s  yp c   of  s     s         pp op      s     s       v s     

chairman an opportunity to allow for  another speaker. 

 

It is often the case that some members contribute 

much more than others, and although this may be 

directly related to the relative amount of 

appropriate information, it is occasionally related 

more to personal influence and the utilization, 

consciously or subconsciously, of subtle devices or 

signals.  Many of these signals are visual and play 

an important part in how the sequences of verbal 

exchange develop.  They include speaking to the 

middle distance so that no eye contact is made, 

and failing to respond to other indicators that someone wishes to make a point.  W hen a 

contributor wishes to keep speaking he will often raise his voice if he perceives another 

member wishing to speak, especially if there is actual verbal interruption.  This may be 

accompanied by a gesture of emphasis by raising the arm, especially towards the end 

phrases, and there may be a faster rate of speech without any pause.  

 

Perhaps the most important 

function of the chair is 

enabling and assisting the 

group to make appropriate 

and effective decisions 

which are in the best 

interest of the client. 
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There are less polite devices, for example, an interruption by cutting across the speaker.   

The success of this manoeuvre is usually directly related to volume (in extreme cases 

      s o      ow ),         ‘ov    p’ of sp  k     s  x   m  y s o   – in short clashes 

of this type it will not be less than a second.  (Of course, if the chairman is effective 

and efficient this will not be a common feature of the meeting.)  Anoth er device is the 

use of a series of nonverbal signals indicating considerable impatience, such as the 

shuffling of the feet or papers, or leaning alternately forward, backwards and sideways, 

often in conjunction with a series of muttered verbal grunts.  Th e noisier strategies are 

common in interactions where there is a certain amount of dispute, although there may 

be some in evidence in animated discussions even where the various members are in 

general agreement with each other. 

 

The indicators that a contributor has finished or wishes someone else to take over are: 

dropping of the voice at the end of the contribution, pausing, or tailing off and leaving 

  p   s  o  s     c    f   s   , som   m s f           s    c  w    ‘   ’ o  ‘mm’   O     

signs are hand gestures for coming to an end, and the speaker looking directly at 

someone else, usually the chairman. 

 

Occasionally, members will indicate that they have no wish to contribute by looking 

down or avoiding eye contact by shading the eyes as if in deep thoug ht.  Even when 

given the opportunity, this can be declined by providing indicators such as slow and 

            o       o     p  v o s sp  k  ’s comm   s, w  c  s  ms  o s    fy           

contribution was significant and that he is thinking about it seriously.  Often, 

completing the trail off statement of the prior speaker serves this purpose, as does 

requesting further clarification from him.  

 

It is likely that there will be informal conversation before  and after the formal 

discussions at the case conference.  This provides a useful barometer about the ways the 

proceedings may develop, or how they have been received.  Informal conversation 

during the meeting is not likely to enhance the deliberations, an d where it becomes 

more than a sentence, may indicate that the perpetrator considers his status and 

therefore conversation, superior to that of the speaker.  The recipient is also in a 

difficult position since he is aware of where his thoughts should lie b ut may be 

       p     s   co     m          c    m   m s     v                c      m m   ’s 

attention to the case it he perceives informal conversation during the meeting.
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UNIT 4: Behaviour Change 

Towards a Code of Conduct 

linical communication is fundamentally a moral enterprise. Good clinical communication is 

clearly highly skilled and professional practitioners need to communicate well in order to look 

 f    p      s’       s s    c  s      m       of comm   c   o     s  o     o j c  v  y   fi    

comm   c   o      v o  ,            w y         s  s      s oo       sp c fic co   x ,       c  s  

every clinical situation is unique, it follows that originality in communication should be the norm.  

At one level, originality is always present, simply as a result of following general rules. Greeting a 

patient by his or her name or explaining a unique and complex clinical procedure may mean saying 

something that no practitioner has said before. However, it is recognized that creativity is intimately 

associated with uncertainty. Each situation is to some degree unique and, because its demands cannot 

be reduced to a combination of rules, the right thing to do or say cannot be completely clear. There is a 

fundamental instability in the meaning of any creative product. This inherent uncertainty creates the 

space within which practitioners must improvise and experiment.  

VVaalluueess  aanndd  PPrriinncciipplleess  ooff  GGoooodd  CCoonndduucctt  

Many professions have codes of conduct which are broad principles and guidelines on  

how professionals should and should not act. They reflect the values accepted as the 

foundation of sound professional practice. Professional codes of practice can help you 

to be clear about the underlying principles of your work and you should be familiar  

with the code of professional practice of any profession to which you belong. The 

following are a few examples of values and principles around the world and in various 

institutions on which occupational standards for professional activity in healthcare ar e 

based. 

 

 Care Sector Consortium 1997 National occupational standards for professional 

activity in health promotion and care – introductory guide. London: Local 

Government Management Board.   

The national occupational standards for professional activity  in health 

promotion and care have been built on 10 Principles of Good Practice. They are:  

1.      c    p op  ’s      s w            spo s        s  o o    s      o w     

society and challenging those that affect the rights of others.  

2. Promoting values of equality and diversity, acknowledging the personal  

beliefs and preferences of others and promoting anti -discriminatory practice.  

3. Maintaining the confidentiality of information, provided that this does not  

place others at risk.  

4. Recognising the effect of the wider social, political and economic contexts  

on health and social well-being and on people's development.  

5. Enabling people to develop to their full potential, to be as autonomous and  

self-managing as possible, to have a voice and to be heard.  

C 
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6. Recognising and promoting health and social well-being as a positive 

concept.  

7. Balancing the needs of people who use services with the resources  

available and exercising financial probity.  

8. Developing and maintaining effective relationships with people and  

maintaining the integrity of these relationships through setting appropriate  

role boundaries.  

9. Developing oneself and one's own practice to improve the quality of  

services offered.  

10. Working within statutory and organisational frameworks . 

 

The values identified are respect for:  

 the human condition and its complexity  

 our essential humanity  

 the wealth of human experience  

 the holistic nature of health and social well -being  

 diversity. 

 

 The Ottawa Hospital 

 W  s   v   o… 

 

1. Facilitate the resolution of patient  and family concerns in a timely manner, 

in an atmosphere of respect, compassion and fairness for all involved.  

2. Promote a culture of courtesy and respect in a patient -centered environment. 

3. Promote a culture of quality and patient safety.  

4. Proactively support the identification, analysis and mitigation of potential 

risks for our patients. 

5. Provide expertise, support and guidance through review of adverse events 

and critical incidents. 

6. Promote and practice evidence-based decision-making. 

7. Support and promote on-going learning. 

 

 Comartin E.B, González-Prendes A.A, Dissonance Between Personal and    

Professional Values:  Resolution of an Ethical Dilemma.  Journal of Social Work 

Values and Ethics 2011; 8(2):5-14 

    N   o    Assoc    o  of Soc    Wo k  s’ Co   of Ethics (NASW, 1999) has 

      f    s x co   v    s         c   p   c p  s            soc    wo k  s’  

professional behaviors. These core values and their ethical principles are:  

1. Service.  

Soc    wo k  s’ p  m  y  o    s  o    p p op                o      ss soc    

problems.  

2. Social justice.  

Social workers challenge social injustice.  

2 
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3. Dignity and worth of the person.  

Social workers respect the inherent dignity and worth of the person.  

4. Importance of human relationships.  

Social workers recognize the central importance of human relationships.  

5. Integrity.  

Social workers behave in a trustworthy manner.  

6. Competence. 

Social workers practice within their area of competence and develop and 

enhance their professional expertise. 

 

 The Medical Board of Trinidad and Tobago. A Code of Ethics in the Practice of 

Medicine. Trinidad and Tobago: The Medical Board of Trinidad and Tobago; 

1990. http://www.mbtt.org/adobe/ethics.pdf (accessed 27 May 2014).  

 A CODE OF ETHICS IN THE PRACTICE OF MEDICINE  

ADOPTED BY THE MEDICAL BOARD OF TRINIDAD AND TOBAGO AND BY THE 

TRINIDAD AND TOBAGO MEDICAL ASSOCIATION AND ISSUED AS A GUIDE 

TO ALL DOCTORS PRACTISING MEDICINE IN TRINIDAD AND TOBAGO  

 

INTRODUCTION  

The entrant to the profession of medicine joins a fraternity dedicated to the service of 

humanity. He will be expected to subordinate his personal interests to the welfare of his 

patients and, together with his fellow practitioners, to seek to raise the standard of 

health in the Community in which he practices.  

 

GENERAL  

The nature of a doctor's work is such that, in order for him to do it properly, he must 

enjoy the confidence of the people on whom he practices his art and applies his science. 

He has a moral duty, therefore, to maintain the noble traditions handed down to him by 

his predecessors and to create, by his professional and social example, an honoured 

place in the esteem of the community in which he serves. He should be kind, thorough 

and diligent in his work; courteous in his social demeanour; honest in his business  

transactions; knowledgeable and confident when giving advice and honourable in his 

relationship with his colleagues.  

 

The Trinidad and Tobago Medical Association acknowledges and accepts the 

INTERNATIONAL CODE OF MEDICAL ETHICS which was enunciated by the 

WORLD MEDICAL ASSOCIATION IN 1947 and was based on a modern restatement 

of the HIPPOCRATIC OATH, now known as the DECLARATION OF GENEVA.  

 

DECLARATION OF GENEVA  

At the time of being admitted as a member of the medical profession I solemnly pledge 

myself to consecrate my life to the service of humanity.  

I will give my teachers the respect and gratitude which is their due .  

4 
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I will practice my profession with conscience and dignity.  

The health of my patient will be my first consideration.  

I will respect the secrets which are confided in me.  

I will maintain by all the means in my power the honour and the noble traditions of the 

medical profession.   

My colleagues will be my brothers.  

I will not permit considerations of religion, nationality, race, party politics or social 

standing to intervene between my duty and my patient.  

I will maintain the utmost respect for human l ife from the time of conception; even 

under threat I will not use my medical knowledge contrary to the laws of humanity.  

I make these promises solemnly, freely and upon my honour.  

  

THE INTERNATIONAL CODE OF MEDICAL ETHICS  

b. Duties of Doctors in General 

A doctor must always maintain the highest standards of professional 

conduct.  

A doctor must practice his profession un-influenced by motives of profit.  

c. Duties of Doctors to the Sick  

A doctor must always bear in mind the obligation of preserving human lif e. 

A doctor owes to his patient complete loyalty and all the resources of his 

science. Whenever an examination or treatment is beyond his capacity he 

should summon another doctor who has the necessary ability.  

A doctor shall preserve absolute secrecy on all he knows about his patient 

because of the confidence entrusted in him.  

A doctor must give emergency care as a humanitarian duty unless he is 

assured that others are willing and able to give such care.  

d. Duties of Doctors to One Another  

A doctor ought to behave to his colleagues as he would have them behave to 

him.  

A doctor must not entice patients from his colleagues.  

A doctor must observe the principles of the DECLARATION OF GENEVA 

approved by the WORLD MEDICAL ASSOCIATION.  

e. The following Practices are Deemed Unethical  

i. Any self-advertisement except such as is expressly authorized by the 

Code of Medical Ethics;  

ii. Collaboration in any form of service in which the doctor does not have 

professional independence;  

iii. Receiving any money in connection with services rendered to a patient 

other than a proper professional fee, even with the knowledge of the  

patient,  

f. The Following Points of Caution are Emphasized  

i. Any act or advice which could weaken physical or mental resistance of a 

human being may be used only in the patient's interest.  
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ii. A doctor is advised to use great caution in divulging discoveries or new 

techniques of treatment,  

iii. A doctor should certify or testify only to that which he has personally 

verified. 

  

DDeevveellooppiinngg  aa  CCooddee  ooff  CCoonndduucctt  

 

E TH I CS :  TH E  S UB J E CT I V E N ATU R E O F  RI GH T A ND  W R O N G  

b y  M i c h e l l e  H a r r i c h a r a n  

edical ethics underpins every practitioner-patient/client encounter and lies at 

the heart of successful medical and human interaction. The nature, 

characteristics and principles of ethical medical practice, which has its roots 

in the Hippocratic Oath, has always been pivotal to the medical profession. However, as 

the world gets smaller and more globalised, and as scientific breakthroughs take 

medicine into new and unforeseen territories, the emphasis and attention on ethics in 

medicine and medical care has grown considerably. Medical ethics is no longer for 

medical practitioners only. Interest groups, governments, academics, scientists, 

religious leaders and other groups, as well as individuals a re all getting involved in 

some way to ensure that current global and scientific developments do not impinge on 

individual human rights and personal beliefs. The terrain, however, is deeply 

contentious and replete with questions and concerns that no one ha s answers to; we can 

only put forward suggestions and comments for consideration. Medical ethics deals 

w    f    m     s,   m        s’ mos    s c      fs     pos   o s      s    s v  y 

personal and subjective. Consequently, the instability that surrounds medical ethics is 

expected. At the same time, practitioners need to be able to determine what ethical 

considerations underpin each of the cases (s)he is presented with, and must be 

committed to responding in the best interest of the patient.  

 

WHY IS MEDICAL ETHICS SO PROBLEMATIC? 

L  ’s s  p   ck f om m   c       cs fo      mom        co s     w     s m      y 

ethics. One of the principles of a civil society according to early philosophers was 

distinguishing between right and wrong, with all aspects of the social structure making 

a deliberate effort to do the right thing; make the right choices. Ethical choices are thus 

rooted in issues of morality, so much so that the two terms are sometimes used 

synonymously even though they are not the same – the former employs the latter in 

decision-making. 

 

M 
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Some would argue that there are universal laws of what constitutes right and wrong 

which all individuals, irrespective of culture, family, personal values, experiences or 

background acknowledge – consciously or unconsciously. However, experience has not 

always shown this to be the case. Another view, the subjective view, argues that notions 

of right and wrong differ among cultures but also on a more micro scale, from 

individual to individual based on personal beliefs, values, experiences, background and 

family upbringing. These beliefs are not always stagnant and can change over time as 

the individual grows and develops, and has new experiences which impact his/her 

notion of right and wrong.  

 

Right and wrong are therefore not universal 

maxims which everyone aligns with, but are 

deeply personal. Taking this further, some 

subjectivists disregard the notions or right and 

wrong altogether, arguing that what we consider 

right and wrong depends on the circumstances 

surrounding an action; that what is clearly wrong 

in one situation can be right in an entirely 

different situation. These subjectivists embrace 

what is referred to as situational ethics.   

L  ’s  o   ck  ow  o m   c       cs      x m     ow   s  j c  v   pp o c   o     cs 

impacts on medical decisions. It  is the responsibility of medical practitioners 

(regardless of their discipline) to act ethically in their profession. However, if ethics is 

personal and situational it may be difficult for professionals to make decisions about 

what is and is not ethical. Practitioners have to be guided by laws and codes to decide 

how best to act in specific situations. Sometimes laws/policies may conflict with a 

p  c    o   ’s p  so    pos   o s  O       m s, p  c    o   s     p      s/c     s m y  o  

agree on what is the right course of action. In some sensitive cases the practitioner may 

not even be able to decide what is right because the situation is so complex.  

 

Today, with so many parties interested in medical ethics, the debates have become very 

public issues. It is   sy  o  ssoc         c    ss  s    m   c    w    som  of     ‘    

   s’        p    c  om           mom   , fo   x mp  ,   p o  c  v   ss  s – including 

abortion, contraception, assisted reproduction and sterilization; end of life decisions – 

for example, euthanasia, advance healthcare directives such as living wills and Do Not 

Resuscitate (DNR) orders; HIV; organ transplantation; and blood transfusions to name 

just a few. This can cause problems as we may overlook the ethical issues that can 

surface in cases that do not relate to these bigger issues, such as patient confidentiality, 

honesty -  sp c    y w            o   fo m   co s   , p          o omy,     p      ’s 

right to be treated with dignity, and fairness in the distribution of medical care and 

resources.  

Ethics in medicine is a controversial 

issue that is governed by laws, 

cultural and religious beliefs and 

lifestyles. Students should hold 

discussions on the nature of right 

and wrong – informed by different 

religious and personal belief 

systems. It is important to respect 

each other’s point of view. 
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Medical professionals need to be aware of the ethical issues that may ground the 

different aspects of their practice. They need to critically examine how their personal 

perspectives may influence their professional decisions and their provision of ethical 

medical care. Practitioners also need to remember that the patient/client may have his 

or her own position on what is the right course of action, and practitioners should 

continuously consider the patie  ’s   s   s         s,  s w     s       ws     co  s 

governing their own actions, as they interact with their patients. As you examine the 

various cases that are provided in this manual, see if you can uncover any ethical 

dimension to the scenarios presented. 

 

Snyder, Lois, & Cathy Leffler. (2005) Ethics 

Manual. 5
th

 ed. Position paper of the Ethics and 

Human Rights Committee, American College of 

Physicians. Retrieved 7 Apr 2009. from  

<http://www.acponline.org/running_practice/ethics/manual/ethicman5th.htm>. 

 

Veatch, Robert M., ed. (1997) Medical Ethics. 2
nd

 ed. Massachusetts, Boston, London, 

Toronto & Singapore: Jones and Bartlett Publishers.  

 

Veatch, Robert, M. (2000) Cross-Cultural Perspectives in Medical Ethics . 

Massachusetts, Boston, London, Toronto & Singapore: Jones and Bartlett Publishers.   

  

 

Recommended Reading 

      REF L E CT I O N     

These are just a small number of the ethical decisions doctors make on a 

daily bases. Can you think of any others? Have you had any experience 

making ethical decisions in the past? If yes, do you remember how you felt 

making the decision? Did you have any help in making the decision? How 

did you eventually come to a decision? Consider sharing your responses to 

these questions with your workshop group. The ensuing discussion may 

prove very helpful in understanding the nature and complexity of medical 

ethics. 
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MEDICAL PROFESSIONALS AS GOOD CITIZENS   

Included in or underlying many reports, policies and mission/vision statements on 

medical professionalism and ethics is the image of the health professional as a good 

citizen (American Medical Association 2002; Council of Medical Specialty Societies 

1999; Gruen, Pearson and Brennan 2004; Rothman 2000, 2002; Sullivan 1999). Being a 

professional means embracing your profession as part of a commitment to making 

society better through your work. It is not only about being a good doctor within the 

confines of a medical/pharmaceutical/veterinary/dental centre but about being a good 

citizen through (i) routine social actions and by (ii) accepting additional public roles. In 

being a good citizen the professional builds public confidence and meets the full 

expectations of the profession. 

 

What makes a Good Citizen? Contributing to Public Good 

Inquiry into what makes a good citizen has always been hotly debated, particularly 

during times when citizenship is under question. But being an official citizen and being 

a good citizen are two very different things. Being a good citizen is about qualities in 

the citizen and actions of the citizen which contribute to, and help, the community and 

community members in some way. This can be summarised as contributing in some way 

to public good. 

 

(i) Routine Social Actions       

One way in which medical professionals can contribute to social and community good 

is through their routine and everyday actions. For instance, this manual has discussed 

the importance of holding office doors open for clients or patients. This practice does 

not have to stop when the professional leaves the office. Holding a door open for the 

person who is behind you in any building or opening the door for someone who is less 

able contribute significantly to public good. The importance of treating clients, patients 

and colleagues with respect, and being non-judgemental and open-minded in your 

interactions with them can also be extended to the wider community.  

 

We should also aim to be courteous and considerate in all of our public interactions, not 

only our professional ones. We are expected to greet patien ts with eye contact and a 

smile but when we sign out for the day we should not leave these behaviours behind. 

They should become a part of our everyday, routine social actions and interactions. An 

important part of being a good citizen is respecting and ab iding by the laws and 

regulations which govern the community and the country. It is also about respecting the 

physical space of the community itself by not littering, and contributing to the upkeep 

of the public space by not vandalising private or public p roperty. 

 

In this way professionals become a public example of their profession and contribute to 

public confidence in the profession. 
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(ii) Accepting Other Public Roles 

As good citizens, health professionals can also become 

more engaged in the public sphere, particularly in roles 

which require their expertise. By this we mean becoming 

more involved in or even planning and executing health -

related community activities, for example holding a fun 

and educational Family Medicine Day at local clinics or 

other community areas. Pharmacists, doctors, nurses, 

veterinarians and dentists may pool resources and carry 

out joint events or they can choose to lead separate and 

mo   sp c    z    v   s   p       o      comm    y’s 

needs.  

 

There is much to be gained from carrying out activities 

such as these. By getting involved in community 

activities practitioners become more visible to and 

engaged with the community they serve and better able 

to gain their trust. Further, since many health problems 

are connected to social issues, being involved in the 

community means that practitioners are better p laced to 

understand patient problems (Gruen, Pearson and 

Brennan 2004). Promoting health awareness is one of the 

responsibilities of the medical practitioner and 

community efforts can go a long way in helping 

professionals meet this responsibility.  

 

In addition to participating in community activities, 

professionals can also get involved at the policy level, 

working with legislators and activist groups to impact 

health-related policy decisions. In this way practitioners 

become campaigners for their patients’ w   -being at the 

political level, using their knowledge and expertise to 

propel change in matters that affect them or their 

patients directly. 
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WWoorrkksshhoopp  AAccttiivviittiieess      
 

In small groups of about four 

discuss the things that you 

can do as a medical 

professional to be a better 

citizen and to contribute to 

the development of your 

community or country. Try to 

generate ideas for different 

medical disciplines.  

 



 

Think about the values and 

principles that should form 

the basis for your own 

practice. Work in small 

groups of 3 or 4. Consider the 

Code of Ethics for Trinidad 

and Tobago on pages 12-15.  

1. What are its core values 

and principles? 

2. Are there any values and 

principles you will like 

to amend? 

3. Are there any values and 

principles you will like 

to add?      
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APPENDIX 

TThhee  UUssee  ooff  FFoorrccee    

by WILLIAM CARLOS WILLIAMS  

They were new patients to me, all I had was the name, Olson. Please come down as  

soon as you can, my daughter is very sick.  

When I arrived I was met by the mother, a big startled looking woman, very clean  

and apologetic who merely said, Is this the doctor? and let me in. In the back, she  

added. You must excuse us, doctor, we have her in the kitchen where it is warm. It is  

very damp here sometimes.  

The child was fully dressed and sitting on her father's lap near the kitchen table.  

He tried to get up, but I motioned for him not to bother, took off my overcoat and  

started to look things over. I could see that they were all very nervous, eyeing me up  

and down distrustfully. As often, in such cases, they weren't telling me more than  

they had to, it was up to me to tell them; that's why they were spending three dollars  

on me.  

The child was fairly eating me up with her cold, steady eyes, and no expression to  

her face whatever. She did not move and seemed, inwardly, quiet; an unusually at-  

tractive little thing, and as strong as a heifer in appearance. But her face was flushed,  

she was breathing rapidly, and I realized that she had a high fever. She had magnifi-  

cent blonde hair, in profusion. One of those picture children often reproduced in ad-  

vertising leaflets and the photogravure sections of the Sunday papers.  

She's had a fever for three days, began the father, and we don't know what it  

comes from. My wife has given her things, you know, like people do, but it don't do  

no good. And there's been a lot of sickness around. So we tho't you'd better look her  

over and tell us what is the matter.  

As doctors often do I took a trial shot at it as a point of departure. Has she had a  

sore throat?  

Both parents answered me together, No ... No, she says her throat don't hurt her.  

Does your throat hurt you? added the mother to the child. But the little girl's ex-  

pression didn't change, nor did she move her eyes from my face.  

Have you looked?  

I tried to, said the mother, but I couldn't see.  

As it happens, we had been having a number of cases of diphtheria in the school  

to which this child went during that month and we were all, quite apparently, think-  

ing of that, though no one had as yet spoken of the thing.  

Well, I said, suppose we take a look at the throat first. I smiled in my best profes-  

sional manner and asking for the child's first name I said, come on, Mathilda, open  

your mouth and let's take a look at your throat.  

Nothing doing.  

Aw, come on, I coaxed, just open your mouth wide and let me take a look. Look,  

I said opening both hands wide, I haven't anything in my hands. Just open up and  

let me see.  
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Such a nice man, put in the mother. Look how kind he is to you. Come on, do  

what he tells you to. He won't hurt you.  

At that I ground my teeth in disgust. If only they wouldn't use the word "hurt" I  

might be able to get somewhere. But I did not allow myself to be hurried or dis-  

turbed, but speaking quietly and slowly I approached the child again.  

As I moved my chair a little nearer, suddenly with one catlike movement both  

her hands clawed instinctively for my eyes and she almost reached them too. In fact  

she knocked my glasses flying and they fell, though unbroken, several feet away from  

me on the kitchen floor.  

Both the mother and father almost turned themselves inside out in embarrass-  

ment and apology. You bad girl, said the mother, taking her and shaking her by one  

arm. Look what you've done. The nice man.  

For heaven's sake, I broke in. Don't call me a nice man to her. I'm here to look at  

her throat on the chance that she might have diphtheria and possibly die of it. But  

that's nothing to her. Look here, I said to the child, we're going to look at your  

throat. You're old enough to understand what I'm saying. Will you open it now by  

yourself or shall we have to open it for you?  

Not a move. Even her expression hadn't changed. Her breaths however were  

coming faster and faster. Then the battle began. I had to do it. I had to have a throat  

culture for her own protection. But first I told the parents that it was entirely up to  

them. I explained the danger but said that I would not insist on a throat examina-  

tion so long as they would take the responsibility.  

If you don't do what the doctor says you'll have to go to the hospital, the mother  

admonished her severely.  

Oh yeah? I had to smile to myself. After all, I had already fallen in love with the  

savage brat, the parents were contemptible to me. In the ensuing struggle they grew  

more and more abject, crushed, exhausted while she surely rose to magnificent  

heights of insane fury of effort bred of her terror of me.  

The father tried his best, and he was a big man but the fact that she was his  

daughter, his shame at her behavior and his dread of hurting her made him release  

her just at the critical moment several times when I had almost achieved success, till  

I wanted to kill him. But his dread also that she might have diphtheria made him  

tell me to go on, go on though he himself was almost fainting, while the mother  

moved back and forth behind us raising and lowering her hands in an agony of ap-  

prehension.  

Put her in front of you on your lap, I ordered, and hold both her wrists.  

But as soon as he did the child let out a scream. Don't, you're hurting me. Let go  

of my hands. Let them go I tell you. Then she shrieked terrifyingly, hysterically. Stop  

it! Stop it! You're killing me!  

Do you think she can stand it, doctor! said the mother.  

You get out, said the husband to his wife. Do you want her to die of diphtheria?  

Come on now, hold her, I said.  
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Then I grasped the child's head with my left hand and tried to get the wooden  

tongue depressor between her teeth. She fought, with clenched teeth, desperately!  

But now I also had grown furious-at a child. I tried to hold myself down but I  

couldn't. I know how to expose a throat for inspection. And I did my best. When fi-  

nally I got the wooden spatula behind the last teeth and just the point of it into the  

mouth cavity, she opened up for an instant but before I could see anything she came  

down again and gripping the wooden blade between her molars she reduced it to  

splinters before I could get it out again.  

Aren't you ashamed, the mother yelled at her. Aren't you ashamed to act like  

that in front of the doctor?  

Get me a smooth-handled spoon of some sort, I told the mother. We're going  

through with this. The child's mouth was already bleeding. Her tongue was cut and  

she was screaming in wild hysterical shrieks. Perhaps I should have desisted and  

come back in an hour or more. No doubt it would have been better. But I have seen  

at least two children lying dead in bed of neglect in such cases, and feeling that I  

must get a diagnosis now or never I went at it again. But the worst of it was that I too  

had got beyond reason. I could have torn the child apart in my own fury and enjoyed  

it. It was a pleasure to attack her. My face was burning with it.  

The damned little brat must be protected against her own idiocy, one says to one's  

self at such times. Others must be protected against her. It is social necessity. And all  

these things are true. But a blind fury, a feeling of adult shame, bred of a longing for  

muscular release are the operatives. One goes on to the end.  

In a final unreasoning assault I overpowered the child's neck and jaws. I forced  

the heavy silver spoon back of her teeth and down her throat till she gagged. And  

there it was-both tonsils covered with membrane. She had fought valiantly to keep  

me from knowing her secret. She had been hiding that sore throat for three days at  

least and lying to her parents in order to escape just such an outcome as this.  

Now truly she was furious. She had been on the defensive before but now she  

attacked. Tried to get off her father's lap and fly at me while tears of defeat blinded  

her eyes.  
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PPeerrffoorrmmaannccee  CCrriitteerriiaa  SShheeeett  

CRITERIA YES NO COMMENTS 

The doctor is seen to encourage 

    p      ’s co        o     

appropriate points 

   

The doctor is seen to respond to 

cues 

   

The doctor elicits sufficient 

details to place the complaints 

in a social and psychological 

context  

   

T    oc o    k s     p      ’s 

health literacy into account 

   

The doctor obtains sufficient 

information for no serious 

condition to be missed 

   

The physical examination 

chosen is likely to confirm or 

  sp ov       oc o ’s 

hypothesis, or is designed to 

     ss     p      ’s co c    

   

The doctor appears to make a 

clinically appropriate working 

diagnosis 

   

The doctor explains the 

diagnosis, management and 

effects of treatment 

   

The content of what the doctor 

says and the language used is 

 pp op       o     p      ’s 

needs 

   

 The doctor explains using 

som , o      of     p      ’s 

beliefs 

   

The doctor is seen to make an 

effort to confirm the p      ’s 

understanding 

   

The management plan is 

appropriate for the working 

diagnosis, reflecting a good 

understanding of modern, 

accepted medical practice 
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The doctor shares management 

options with the patient 

   

The doctor prescribes 

appropriately 

   

The doctor establishes an 

effective rapport with the 

patient  

   

 

Guide for Comments: 

ERROR/S The presence of a single major error on the consultation or of a number 

of minor errors should lead to consideration of failure. 

 serious error = causes actual/potential harm 

 minor error   = inconvenience only 

 

LISTENING ·      

 Identify and elucidate reasons for attendance.  

 A credible/ acceptable plan should be negotiated.  

 

ACTION App op       c  o   o       fy p      ’s p o   ms   

 Reasonable investigations/ referrals.  

 Help sought when necessary.  

 P      ’s p o   m s o       m        pp op      y  

 
UNDERSTANDING 

 Student  understands process/ outcome of consultation.  

 Actions explained.  

 Obvious shortcomings identified and relevant background mentioned. 

 

RATING SCALE                             OVERALL ASSESSMENT 

  
1 Fail 
2 Probably Fail     F+ Clear Fail 
3 Bare Pass    F Fail 
4 Competent    P Pass 
5 Good     P+ Clear Pass 
6 Excellent  
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TThhee  MMeeddiiccaall  CCoonnssuullttaattiioonn  

Questions for students to bear in mind while watching the Medical Consultation: 

 Does the doctor adequately prepare himself for the consultation?  

 Does the doctor use appropriate skills to build a rapport with the patient?  

 How long is it before he interrupts the flow of information? 

 Is     w    of     p      ’s p  s        mo  o    s    ?  

 Does he encourage the patient to continue? 

 Does he screen for other problems before moving on down the first line of enquiry?  

 Has he discovered the reason(s) for the patient consulting him? (Thi s may require 

seeing the whole of the consultation to pick up late arising agendas)  

 

A N ALY S IN G YO U R  V ID E O  US IN G  T HE  T H RE E  T YP E S  O F  

C OM M U N IC AT IO N S K IL L S  

There are three broad types of communication skills, which run in parallel during the 

consultation. The success of the consultation depends on all three being addressed 

adequately.  

 

Content Skills 

This is the clinical knowledge learnt and used by doctors.  It is the information they 

gather when taking a history and the knowledge they give during treatment and giving 

explanations to patients. 

 

Process Skills 

This is how knowledge is communicated with patients as well as how doctors go about 

discovering information from the patient. It involves both the verbal and non -verbal 

skills they use to do this including rapport -building skills to develop relationships with 

patients. It is also how well doctors organise and structure communication.  

Traditionally, process sk   s       o     of  s ‘comm   c   o  sk   s’ p op   - which is 

the main focus for a course such as this.  

 

Perceptual Skills  

This constitutes what doctors think and the emotions felt by them during the process of 

problem solving and clinical reasoning. Perceptual skills are influenced by feelings and 

thoughts about the patient and about how doctors view the illnesses they see. It also 

  vo v s  ss  s   o    oc o s’ ow  s  f-confidence, biases, and attitudes – and their 

day-to-day stresses and personal distractions. Perceptual skills therefore are often 

  f       o  s       ‘A          ’  

 

How They Relate to Each Other 

Consultations will go wrong when there are one or more weaknesses within each of 

these three broad types of communication. They are inter related and reliant on each 

other. 
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       s        po    yo    v    f  s  c  ss k ow      (co      sk   s)  f yo  c  ’  f    

o   w y p      s com   o s   yo    q    y,  f yo  c  ’  comm   c      p    of  c  o  

that can be clearly understood by the patient (communication or process skills) then all 

yo        wo k     k ow      w       w s     I       o  w      p      ’s p  so     y 

(attitudinal or perceptual skills) will make you blind as a doctor to important non -

verbal cues (communication or process skills) just as physical attraction to a patient 

(attitudinal or perceptual skills) might prevent you from asking sensitive questions 

about sexual matters (knowledge or content skills) that are vital in making a diagnosis. 

It is therefore useful when looking at videos to try and categorise whether a problem is 

related to one or more areas of clinical knowledge, communication skills or attitudinal 

origins. 

 

C OM M O N C ON S U LTAT IO N P R O BL E M S  

It is useful at this stage to mention a number of common recurring problems that appear 

repeatedly in consultations.  

 

Content 

The doctor does not take an accurate clinical history  

     oc o   o s  o    c       p      ’s      ss f  m wo k       k s    oc or-centred 

approach throughout the consultation   

 

Process 

     oc o   o s ’    s               p s w        y c os   q  s  o s  

     oc o   o s ’    scov   w y     p         s com  o  f   s      s ’       s oo    s 

agenda  

Problems of structuring information and controlling the consultation; the patient talks 

all the time; the doctor has difficulty bringing the consultation to an end  

The consultation appears aimless, long-winded and the doctor appears to get lost  

 

Perceptual 

The doctor does not like the patient 

The doctor shows little empathetic skills or rapport building skills  

The doctor makes erroneous assumptions about or during the consultation  

There is conflict (usually about management) during the interview  

You and your tutor may find this list useful to refer to when problems arise without 

clear explanations. Hopefully (s)he may direct you to cause(s) and skills that resolve 

them. 
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TThhee  SSttrruuccttuurreedd  PPssyycchhoossoocciiaall  IInntteerrvviieeww    

Sample Patient Psychosocial History 

Taken from:  

Loyola University Chicago Stritch's School of Medicine. DATA BASE: SAMPLE 

HISTORY. http://www.meddean.luc.edu/lumen/meded/ipm/Ipm2/Forms/HxSmplWrt -

Up.pdf (accessed 7th June 2014). 

 

D ATA B AS E:  S AM P L E  H I S TO RY  

IDENTIFYING DATA (Use patient’s initials, not full name) 

CM is a 45-year-old, widowed, white saleswoman, born in the U.S.  

 

CHIEF COMPLAINT 

“Bad headaches” 
 

HISTORY OF PRESENT ILLNESS (HPI, Problem by problem) 

For about 3 months Mrs. M. has been increasingly troubled by headaches that are right -

sided, usually throbbing, and can range from mild to moderately severe. Typically her 

headaches are rated at 4 over 10. She recently had a severe headache that she rated 8 

over 10 and missed work because of this headache. This was associated with nausea 

and vomiting. Headaches have increased in frequency and now average once a wk. The 

headaches usually last from 2 to 4 hours. However, the most recent headache, which 

was the most severe, lasted almost 8 hours. During a headache bright lights bother her 

and she just wants to lie down in a dark quiet room and fall asleep. Aspirin provides 

little relief. She has not noticed any association with food or drink. She has no other 

related symptoms, such as fever, dental pain, weakness, numbness or loss of vision. 

There is no history of head injury or trauma. She remembers having a similar kind of 

headache with nausea and vomiting that began at age 15, recurred through her mid -20s, 

then diminished to one every 2 or 3 months and disappeared.   
 

Patient Perspective 

She thinks her headaches may be like those in the past. However, she now has high 

blood pressure and is concerned because her mother had high blood pressure and died 

of a stroke. She is also concerned that they make her irritable with her family.  
 
 

PAST MEDICAL HISTORY 

Significant Childhood Illnesses 

Only measles and chickenpox 

 

Immunizations 

Last tetanus 1998 

Flu vaccine last November 
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Adult Illnesses/Hospitalizations 

Kidney infection 1982 treated with ampicillin and developed a generalized rash.  

Hypertension x 7 years, well controlled with home BPs normally 120 -130/low 80s  

 

Psychiatric Illnesses/Hospitalizations 

None 

 

Operations 

Tonsillectom, age 6,  

Appendectomy, age 13  
 

Injuries/Accidents 

1998 foot laceration, 4 stitches 

 

Obstetric History 

G3, P3, 3 living children. Menarche age 12. Last menses 2 weeks ago.  

 

Transfusions 

None 

 

CURRENT HEALTH STATUS 
 
Medications 

Aspirin for headaches 

Multivitamin 1 per day 

Hydrochlorothiazide 25 mg per day (x 7 years)  

No herbs or supplements 

 

Allergies/Drug Reactions 

Ampicillin causes rash 

 

Health Screening 

Last pap smear 2000, normal.  

Normal mammogram in 2000.  

Does breast self-exams monthly  

Cholesterol = 220 (in 2000)  

 

Diet, Sleep, Exercise  

Diet – Low in calcium with little milk or cheese. She frequently eats mid-morning and 

evening snacks that are high in fat. She does follow a low salt diet .  

Sleep – Generally good, average 7 hr   

Exercise – “No time”  

 

Habits 

Tobacco – 1 pack cigs per day from age 18  

Alcohol – Rare drink (wine) only, no history of abuse  
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Drugs – Never tried illegal drugs   

 

Alternative Therapies 

None 

 

PSYCHOSOCIAL HISTORY  
4 yr ago her husband died suddenly of heart attack, leaving little savings and no 

insurance.  

Lives alone, recently moved to a small apartment to be near daughter  

Cosmetic saleswoman for 15 years at Sears. Likes her job but feels stressed by demands 

from the new manager  

Not sexually active since the death of her husband who was her only partner  

Denies depression  

Feels safe at work and home  

 

FAMILY HISTORY 

Mother died, 67, stroke; had varicose veins, headaches, hypertension  

Father died, 43, train accident  

Brother, 56, has high blood pressure, otherwise well  

Brother, 51, apparently well except for mild arthritis  

D       , 23, “m             c  s,” o    w s  w ll  

Son, 21, well  

Son, 20, well  

 

REVIEW OF SYSTEMS: 

General: Has gained about 10 lb in the past 4 yr, no fatigue Skin: No rashes or other 

changes 

 

Head: See present illness. 

 

Eyes: Reading glasses for 5 yr, last checked 1 yr ago. No double or blurry vision  

 

Ears: Hearing good. No tinnitus, vertigo, infections  

 

Nose, Sinuses: occasional mild cold. No hay fever, sinus trouble  

 

Mouth and Throat: Last to dentist 2 yr ago. Occasional canker sore  

 

Neck: No lumps, goiter, pain 

 

Breasts: No lumps, pain, discharge. 

 

Respiratory: No cough, wheezing, shortness of breath, pneumonia, tuberculosis.  
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Cardiac: No known heart disease. No orthopnea, chest pain, palpitations. 

 

Gastrointestinal: Appetite good; no reflux. Bowel movement about once daily though 

sometimes has hard stools for 2-3 d when especially tense; no diarrhea or bleeding. No 

pain, jaundice, gallbladder or liver trouble 

 

Urinary: No frequency, dysuria, hematuria or flank pain 

 

Genitoreproductive: Regular menstrual periods. No vaginal discharge or itch 

 

Musculoskeletal: M     c      ow   ck p    of     f       o     y’s wo k;  o        o  

down legs; used to do back exercises, but not now. No other joint pain 

 

Peripheral Vascular: Varicose veins appeared in both legs during first pregnancy. Has 

had swollen ankles after prolonged standing for 10 yr; no history of phlebitis or leg 

pain 

 

Neurological: No fainting, seizures, tremors, weakness, or tingling. Memory good 

 

Psychiatric: No anxiety or nervousness or depression 

 

Endocrine: No known thyroid trouble, temperature intolerance. Sweating average. No  

symptoms or history of diabetes 

 

Hematologic: No easy bleeding. No anemia 

 

Adapted from     s’ Guide to Physical Examination and History Taking, Chapter 21, The 

Patient’s Record, pp. 722-726 
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Psychosocial Case Study Format 

Taken from:  

Emory University School of Medicine Department of Family and Preventive 

Medicine. Psychosocial Case Study Format.  

http://www.fpm.emory.edu/Family/worddocs/Psychosocial%20Case%20Study%20Form

at.pdf (accessed 7th June 2014).  

 

Psychosocial Case Study Format  

 

I. Patient Identification   
a. Fo  co f          y, w     p      ’s   m       osp     o  c    c   m   , 

address and phone number on the separate contact form provided, which will 

be kept separate from the case study. 

i. Initials or pseudonym which will be used to refer to patient 

throughout case study report  

ii. Age  

iii. Race/Ethnicity  

iv. Gender  

 

II. Medical History 

i. Chief Complaint or major health problem at this time  

ii. HPI  

1. Include current medications at end of HPI  

iii. Past Medical History  

iv. Family Medical History  

v. Review of Systems  

  
III. Psychosocial History   

a. Demographic data (Do not need to repeat identifying information stated 
above)  

i. Marital status and history  

ii. Sexual history and preference  

iii. Education  

iv. Occupational history  

v. Socioeconomic status/financial situation  

1. Is the current illness creating financial distress?  

vi. Religious affiliation  

vii. Place of birth  

viii. Anything unexpected or unique?  

  
b. Family Genogram and APGAR   

i. Genogram 

1. Draw a genogram including three generations  
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a. Include all pertinent information  

 physical/mental illness  

 nature of relationships within family 

 Date of birth  

 Date and cause of death 

 Date of marriage/separation /divorce  

 Occupation  

2. APGAR  

a. To be completed by patient and family 

members/significant others  

 

c. Current problems or concerns   
i. What are they?  

ii. How distressing are the problems/concerns?  

iii. How long has the problems/concerns been occurring?  

iv. What strategies has the patient used to cope with/solve the problem?  

v. What is the incentive for change?  

vi. Any previous experiences similar to current problem?  

  
d. Background information   

i. How does the problem fit in the context of the genogram?  

ii. If not addressed in the genogram, how does patient relate to others?  

iii. Include any experiences that have or continue to have an effect on 

patient (i.e. enriched or impoverished experiences; traumatic events)  

 

e. Current life circumstances   
i. How does patient occupy his/her time?  

ii. Include current psychosocial stressors, coping strategies, and 

resources  

iii. Habits  

1. eating  

2. drinking  

3. smoking  

4. drugs  

5. caffeine  

iv. Diet  

v. Exercise  

vi. Romantic/sexual attachments  

vii. Close friends/support group  

viii. Employment situation  

ix. Strengths/areas of improvement  

  
f. Process Issues   

i. How does patient react to you?  

ii. How does patient communicate his/her concerns (e.g. openly, 

honestly, avoids expressing feelings)?  
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iii. What is it like to be in the room with patient? What 

thoughts/emotions are evoked?  

 

g. Socioeconomic Environment   
i. Past education, occupation, religion, economic status, discipline, and 

housing while growing up  

ii. Current  

1. economic status  

2. housing  

3. transportation  

  
h. Assessment   

i. Problem list from medical and psychosocial history  

ii. Conclusions  

1. Conclusions should be a discussion of your assessment of the 

psychosocial functioning of patient as well as ways in which 

it interfaces with his/her organic disease and overall health. If 

this is not readily derived from the information collected, 

formulated answers to the following questions will complete 

this section.  

2. W     s p      ’s v  w/mo    of     wo   ?  

3. What behaviors, excess or deficits, or attitudes does patient 

have that contribute to or alleviate his/her psychosocial 

and/or medical problem(s)?  

4. What factors, genetic or environmental, may have contributed 

 o p      ’s c       p o   m(s)?  

 

i. Plan  

i. List some specific suggestions regarding ways in which patient can 

improve current situation  

1. If p        s smok   , sp c fy “   o        smok    c ss   o  

p o   m ”  

2. Individual/couple/family therapy?  

3. Support Group?  

4. If nutrition, housing, and/or finances, etc. are problematic, 

indicate community resources that may be helpful  
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AAnnsswweerrss  ttoo  EEIIQQ  QQuuiizz  

Questions found on pgs 33-35 

1. Not D, 10 pts. for ABC  

 

2. B – 5 pts.  D – 10 pts.  

 

3. B – 5 pts.  D – 10 pts.  

 

4. A – 10 pts. C – 5 pts.  

 

5. B – 5 pts.  C – 10 pts. D – 5 pts.  

 

6. B – 10 pts. C – 5 pts.  

 

7. C – 5 pts.  D – 10 pts.  

 

8. A – 10 pts.  

 

9. B – 10 pts. D 5 pts.  

 

10. B – 5 pts.  D – 10 pts.  

 

 

 

 


