© O. Dunaievska, A. Vorona ISSN 2519-2558

Ompumano: 22 Bepecus 2017 p. Dunaievska O. Strategies and tools of an effective doctor-patient communication / O. Du-
naievska, A. Vorona // HaykoBi 3anucku HamionansHoro yHiBepcutety «OcCTpo3bka aka-

Tpopeyensosaro: 5 xosrus 2017 p. nemisy. Cepist «®inonoriynay. — Ocrpor : Bua-so HaVOA, 2017. — Bun. 67. — C. 10—13.

Ipuiinamo oo opyky: 6 xoBtHs 2017 p.
e-mail: dunayevsk@ukr.net

DOI: 10.25264/2519-2558-2017-67-10-13
UDC: 811.111°42
Olha Dunaievska,
Anatolii Vorona,
O. O. Bogomolets National medical university, Kyiv

STRATEGIES AND TOOLS OF AN EFFECTIVE DOCTOR-PATIENT COMMUNICATION

The article brings the issue of professional training of physicians to light. The main attention is laid upon the problem of professional
communication in English language. Furthermore, the work highlights the problem of time management and quality of the services offered
by a physician. The aspects of verbal and non-verbal communication are viewed as one of the key components of successful information ex-
change between a doctor and a patient. Also the work covers some psychological aspects of patients’ behaviour that later are crystallized in
different types of patients. The latter are analyzed from the perspective of their social behavior that is crucial for defining of at least two dis-
tinct types of patients, and the factors to consider are: their assertiveness, interest, and language pace. Consequently, the set of basic verbal
and non-verbal characteristics a physician estimates are: eye contact, body movements, voice, posture. These get special kind of attention
from the very onset of a doctor-patient communication. The investigation offers some universal issues that are crucial for a physician in the
selection of linguistic and extra linguistic tools while interacting with a patient. Due to their colossal importance and maximal effectiveness
in medical practice the previously mentioned issues are viewed as maximums of doctor-patient communication.
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Onvea Banepiiena /Iynacecoka,
Anamoniii Onexcandposuu Bopona,
Hayionanvnuii meouunuii ynieepcumem imeni O. O. bocomonvysa, m. Kuis

CTPATETTI TA 3ACOBH E®OEKTUBHOI KOMYHIKAIII MIK JIIKAP-ITALIIEHT

Cmamms euceimuioe numanns npogeciinoi niocomoexu nikapie. Ocnosna ysaza y pobomi npudiisiemscs npobiemi npoghecitinoco
CRINKYBAHHA AHNIUCHKOI M0o60. OKpiM mozo, cmamms NiOKpecuoe npobnemy po3nooileHHs 4acy i AKocmi nociye, Ha0aHux aikapem. Ac-
nekmu K 6epoanbHo20, MAK I HEBEPOANLHOO CRINKYBAHHS PO32IAAIOMbC 8 AKOCH 00HO20 3 KIIOYOBUX KOMNOHEHMIE YCHIUHO20 0OMIHY
iHghopmayicro midxc nikapem ma nayieHmom. Y npayi makoic 3a3Haveri neeHi NCUxon02iuHi acnekmu nogeodiHKu nayieHmie, siKi 8 nooab-
womy po3kpueaiomvcs y ix piznux munax. OcmamHi aHAi3yIOmMscst 3 02710 HA IX COYIanbHY NOBEOIHKY, KA € UPIULATIbHONO OJIsL BUSHAYUEHHS
wWoHarmeHwe 080X OCHOGHUX MUnax nayicnmie. Paxmopamu, AKUM RPUOLIACMbCA 0COOIUBA YBa2A € BNEGHEHICMb, 3AYIKAGNIEHICIb | meMn
mogaenns. Omoaice, 6a308uUMU 6ePOATLHUMU MA HEBEPOANLHUMU XAPAKMEPUCTNUKAMY, 3 AKUMU 3IUMOBXYEMbCS NIKAP €: 30POBULL KOHMAKM,
pyxu mina, 2onoc ma nocmasa. L{i uunHuku npusepmaioms ocobausy yeazy 6io camozo nouamky CRiIKy8auHs aikaps i nayicuma. /locni-
0JICeH sl NPONOHYE OesiKi Nopaou wooo GUOOPY JKApeM JIHSGICIUYHUX MA eKCMPATIHSGICMUYHUX 3AC00i6 Ni0 Yac po3MOBU 3 NRAYIEHMOM.
Yepes ix KonoCanbhy 8adxiciugicms ma 0€3yMOGHY eheKmueHicms 6 MeOUUHIll npaKmuyi 3a3Hayveni guuje nopaou po3nsaoaomscs 6 AKOCmi
MAKCUMYMIB CRIIKYS8AHHSA MIJIC JIKapem ma nayicHmom

Kntwouosi cnosa: nikap, nayienm, KomyHikayis, (hpeim, KOMYHIKAmMuHa noois, Mooeb N08ediHKU, Npoghecitina Mosa.

Onvea Banepvesna /lynaeeckas,
Anamonuii Anexcanoposuu Bopona,
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CTPATEI'MHU U CPEJICTBA EOEKTUBHOM KOMMYHUKAIIMA JOKTOP-IIAIIMEHT

Cmamps ocsewaem eonpoc npogeccuonanvholi noocomosku epaueli. Ocnosnoe snumanue yoeiaemcs npooieme npogheccuonarbHoll
KOMMYHUKQYUU Ha aHenutickom A3vike. bonee mozo, ama poboma noouepkusaem npooiemy pacnpeoeseHus 6peMenU U Kayecmed yciye 6pa-
ua. Bepbanvuvie u neeepbanbuble acnekmvl KOMMYHUKAYUU PACCMAMPUBAIONCS 8 KAYECMEe 00H020 U3 KII0YeEblX KOMNOHEHNO8 YCHeUHO20
00MeHa uHGOpMayuu Medtcoy OOKMOPOM U nayueHmom. Ima padboma makdice oceewaen HeKomopble NCUXoN02UdecKue acneKkmsl nogeoe-
HUsA NAYUenmos, Komopuie Odaiee npoAGIAIONCs 8 UX pasHvix munax. Illocneonue aHanu3upylomes ¢ mouKu 3peHus ux CoyUanrbHo20 nogeoe-
HUA, petuarouezo 36eHa 015l 0003HAYeHUs N0 KPaliHell Mepe 06yX munos nayuenmos. @axmopbvl, Komopule Oblll NPUHAMbL 60 GHUMAHUE:
3pUmenbHuvlll KOHMAKn, Mmea008UMdCeHUs, 20110C U N03d. Dmu Kpumepuu NepeoHavaIbHO NPUSTEKAION HUMANUE C CAMO20 HAYand o0ueHs
spaya u nayuenma. HMccrnedoganue npeonazaem HeKomopble cosemul 6pay KAcameibHo 66100pa TUHSEUCTNUYECKUX U IKCIMPATUHBUCTIUYe-
CKUX CpeOCms 80 8peMs paze06opa ¢ nayuenmom. Us-3a ux koioccanbno2o snavenus u 0coboil dghghekmusHocmu 6 MeOUyuHCcKol npakmuxe,
cogenbl, ONUCAHHbLE 6bllile, PACCMAMPUBAIONCA 6 KAYeCMEe MAKCUMYMOE KOMMYHUKAYUU MedHCOY 6PAYOM U NAYUEHITOM.

Kniouesvie cnoga: 0oxmop, nayuenm, KOMMyHUKAYUs, Gpeiim, KOMMYHUKAMugHoe cobvimue, MoOetb Nogeden s, npogheccuonanbublll
A3bIK.

Modern tendencies in common medical practice tend to strive for searching for new methods of coping with the challenge num-
ber 1 the family medicine faces. The latter is primarily focused on the issue of time management awarded to general practitioners
for patients’ consultations. The measures taken are directed to the computerization of history-taking process that is viewed as an
extremely effective time-saving solution [11, p. 3]. The same ideas are shared by P. Bingham, RJ. Lilfort, T. Chard, J. Bachman,
I. Marks [4, p. 34-37; 3, p. 67; 13, p. 1307; 10, p. 549] referring to gynecology, cardiology, immunology and other medical specialties
and as the result expending the scope of investigation. Considering the modern advances in this area, the successful implementation
of the computerized history is just on the pipeline. On one hand, the implementation of the computerized history taking may become
aremedy for an overloaded health care systems, but on the other — it neglects the perception and basic cognitive image of the patient-
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doctor interaction, due to the fact that artificial intelligence is not able to copy the original human characteristics of a physician that
are of crucial importance in dealing with patients and collecting the most accurate feedback [2, p. 44]. So, regardless of the chosen
strategy, the communication with the patient is an inevitable part of physician’s work. Moreover the doctor-patient communication
is of vital importance in medical practice that can be illustrated by its definitions offered by the prominent scientists: 1) «... a core
clinical function...», «... an integral part of clinical practice...» [6]; 2) «... a key to a successful patient-physician relationship...» [5];
3) «... a skill essential for the satisfaction of the patients’ needs and expectations...» [1]. Thus, the aim of our study is to investigate
some common verbal and non-verbal tools of effective communication between a patient and a doctor. The latter is reached via
fulfillment of the following tasks: 1) to describe the footing of doctor-patient communication; 2) to devise the cognitive image of
doctor-patient communication; 3) to identify the peculiarities of patients; 4) to describe the linguistic and extra linguistic factors in-
fluencing the quality of medical service; 5) to shape the principal strategies of communicating with the definite type of patients. The
object of the article encompasses the fragments of medical discourse, whereas the subject of the research involves the linguistic and
extra linguistic peculiarities of the analyzed texts.

The bases of communication process refers to its mental representation or the basic cognitive image recorded in the human mind
and limited to a certain communicative event [8] that is embodied in various lexical units. The selection of these units is determined
by some linguistic (language skills, grammar rules, active vocabulary etc.) and extra linguistic factors (social background, psycho-
logical characteristics etc.). For this purpose the frame structures as universal tools for coding mental information can be applied [9].
The communication between a physician and a patient is reflected through actional frame structure: SOMEBODY/ SOMETHING
---- ACTS ON ---- SOMEBODY/ SOMETHING: PHYSICIAN ---- treats ---- PATIENT. The core components of communication
are: PHYSICIAN and PATIENT. The product of their cooperation is a successful treatment. As far as in communicative situation
the physician is primarily focused on the patient’s wellbeing of their patients all the tools they apply in treatment contribute into a
particular strategy. The latter is shaped in accordance with the types of the patient doctors deal with.

The patients can be classified accounting for social style model or «pattern of behavior that others can observe» [12, p.248]. J.
Yanz offers 4 groups of patients according to their behaviour, including the level of assertiveness, the aspects they are mainly inter-
ested in and the pace they prefer [14, p. 26-33].

Driver type is sometimes hard to deal with due to some linguistic factors like: rapid pace of speech, careless selection of words,
non-verbal side does not have much importance; and extra linguistic factors: personal leadership, not attentive to the details.

Analytical type requires much additional information. Its linguistic factors are: carefully selected lexical units, interrogative
sentences, concluding phrases, slow pace of speech; extra linguistic factor is: establishment of non-verbal contact.

Expressive type prefers talking about emotions to stating bare facts. To the linguistic factors belong: not selected lexical units,
prevalent descriptive sentences, harsh pace of speech, rare non-verbal; extra linguistic factors include: lack of emotions’ control,
difference between words and actions.

Amiable type concerns a variety of issues before making conclusions. Linguistic factors encompass: assessing sentences, slow
pace of speech, non-verbal contact is given huge importance; and extra linguistic factors involve: sensitive nature.

To make the style identification procedure applicable in the medical practice it is offered to reduce the number of patients with
Type I social style and those of Type II, according to the preferable lexical content each type (Driver, Analytical, Expressive and
Amiable) explicates in terms of communicative situation and assessing the implicit goals set by each.

Type I covers characteristics of drivers and analytical type of people preferring information and facts prior to the expressing
emotions, and Type II involves amiable and expressive ones concerning the fact that the emotive component of communication is
awarded weighty importance.

To differentiate between patients Type I and Type II a physician has to account for at least some basic characteristics like: eye
contact, body movements, voice, posture. Those patients establishing long and intense eye contact, having limited body movements,
monotone voice, and rather formal posture can be assessed as Type I, whereas the patients with scattered and empathetic eye contact,
mobile body movements, voice inflection, and informal posture are viewed as Type 11 patients. The latter division contributes to suc-
cessful results of doctor patient-communication. Consequently, there is the need in working out the more accurate instructions for
the physicians to quickly identify the patient and modify the kind of their professional conduct focusing on time management and
avoiding misunderstandings or conflicts.

With Type I patients a doctor is advised:

1) to be formal and succinct;

2) to get down to business at once;

3) to be specific and logical;

4) to avoid interrupting;

5) to avoid trying to control the patient.

Common mistakes made while dealing with Type I patients:

1) «Hello, Mr. Smith. How are your children? Hope they are ok. I have got your blood tests result and [ am really sorry to inform
you, that they are negative.» The underlined words are not effective in case with Type I patients, because the example provides per-
sonal information. Taking into account the prevalent characteristic features of Type I patients, the sentences like «Hello, Mr. Smith.
Here are your blood tests results. Unfortunately, they are negative» sound more natural.

2) (a) «Can you believe it! You made the recovery so fast!»; (b) «You just lie still, old fellow,» he boomed cheerfully at the patient
(2). The statements are emotionally colored and do not correspond the tone Type I patients follow. The same data can be elicited in
the way that it is interpreted by this kind of patients faster and easier: (a) «Well done, Mr. Smith. Take care»; (b) «It seems to me that
your information is incorrect.»

Basic recommendations for dealing with Type II patients include:

1) Be friendly and informal.

2) Show your personal interest.

3) Be enthusiastic.
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4) Give them time to make a decision.

5) Don’t overload with facts and details.

Examples that might lead to misunderstanding or make Type II patients feel uncomfortable are:

1) «Mrs. Jones, you should visit cardiologist and make an ECG, Ultrasound and CT» Such instructions, though they are correct
and cramped with standards of medical English, can present difficulties for understanding and may be substituted by: «Mrs. Jones, [
am really worried about you, so please visit a heart doctor and have pictures of your heart and the other organs taken.»

2) The following statement seems to be rather confusing for patients of Type II: «Mrs. Jones, we will now review the results of
your blood tests. Your CPC, BMP,_and LF'Ts were basically negative.» There is a need either to omit the usage of pure medical terms
or provide the accurate explanation to them. The first option is usually excepted easier: «/t s better to use: «Mrs. Jones, how are you?
Is there anything that disturbs you? I’ve got your blood tests results and I’'m really sorry to inform you that they could have been
much better.»

The analysis of the social styles demonstrate that some principal or universal norms that influence the quality of doctor-patient
communication and make it effective regardless of the behaviour models or the universal patterns which tend to maximize the effect
of the communication need to be crystallized. Such universal norms can be viewed as maximums that accumulate general principles
to stick to in order to achieve the highest level of mutual understanding between a physician and their patient applying the minimal
set of verbal and non verbal tools in the shortest terms.

Maximum of understanding: patients want both to be UNDERSTOOD and to be UNDERSTANDABLE. Maximal understand-
ing can be illustrated through the following:

* Do not put the onus on the patient, for example a medical professional may use questions: Do you understand? Was it clear?

* Avoid complicated medical terms and jargons for example: Metastasis is the spreading of cancer cells to the other parts of the
human body.

 Use summarizing, for example: [ understood you. Now...— Can I just see if [ 've got this right...

Maximum of empathy: patients require EMPATHY, in larger or smaller quantities. Not all patients according to the patterns of
behaviour appreciate explicit kind of empathy, in this case a doctor has to implicate it. Basic issues are:

* Apologize if needed: A/l of us are really busy. Sorry for wasting your time. I beg you pardon me for being late.

» Use some drama: / know how you feel. I can only imagine what you feel.

* Believe in your patient: This won t hurt at all — This will hurt just a little, but I truly believe you can cope with it.

Maximum of neutralism: A doctor as any other medical professional must stay NEUTRAL:

 Don’t be too emotional, for example: Houtdyoutookatthat!-Oops,Fantastict

* Avoid personal advice, for example: It is a universal demand to stick to the rules of hygiene in public places.

* Always offer an alternative, for example: Unfortunately, we are not able to see you on Tuesday. Are you available on Thursday?
Tuesday is full, unfortunately. Let’s look for some alternative.

The piece of speech like: «Shame on you! You treat this orphan better than you treat your own blood!» (1) can ruin the attempts
to establish the Maximum of neutralist, because it contains an emotional reaction of a physician to a problem.

Maximum of assertiveness: Patients want their doctors to sound ASSERTIVE.

This maximum can be illustrated trough the following examples:

«Absolutely,» the Doctor answered, smiling, «I'll take care of the paperwork right nowy, he finished (4);

Don 't worry, I'll have this sorted out.

To show the neglecting of Maximum of assertiveness, the next example may be used: «4nd again the doctor answered with
uncharacteristic evasiveness: «We’ll see.» (3). To make the previous sound assertive the reformulated sentence can be used, for
example: «We'll rely upon the trusted medical devices.»

In order to provide the patient with the best type of treatment a physician has to establish the very specific kind of communica-
tion taking into account the time of care delivery, the type of the patient they work with, the specific parameters of communicative
situation etc. Beyond the described, a physician is advised to pay attention to the kind of language they use in order to meet the
requirements of every patient’s type. A doctor must admit the set of procedures to follow as one strategy:

1) Identify the type of the patient.

2) Establish maximum of understanding, but still remain neutral.

3) Do your best to be empathetic and assertive simultaneously.

Following the offered order of the issues a doctor is able to manage time of the consulting, to bring relaxing atmosphere, to suc-
cessfully establish the diagnosis and encourage treatment.

The scope for further investigation is shaped by devising the set of practical methods of coping with different stressful situations
that emerge while dealing with the certain type of patient. Also the special attention must be paid to the investigation of mixed type
of a patients.
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