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CHAPTER 1

Initial Assessment and
Communication

Jorathan 5. Berek, Paula J. Adams Hillard
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KEY POINTS

[l & are all products of our envirenment, cur background,
and owr culiure. The importence of ascertaining the
patient's genaral, social, and familial situation canmot
b= oweramphasized. The physician should awocid being
pdgmental, particularly with respect to guestions about
sexual practices, gender identity, and sexual orientation.

HGnnd communication is essential to patient assesa-
ment and freatment. The foundation of communication-is
based on key shills: empathy, attentive listening, ewpert
krnowdedge, and rapport. Thess akills can be fearned
and refined.

[} The concepta of medical professionalism initially codi-
fied in the Hippocratic Osth demard that physicians
be circumsepect with all patientrelated information. For
physician-patient communication to be efective, the
patient must faal that she is able to diecuss har problams
in depth and in confidencs.

Diffarent stylas of communication may aflect the phy-
gicians asbilty t0 percews the patients siatus and
achieve the goal of oplimal aesesament and successiul

The practice of gynecology requires many skills. In addi-
tion to medical knowladge, the gynecologist should develop
interpersonal and communication skills that promote patent—
physician interaction and trust The nssessment must be of
the “whole patient,” father than comfined to her general mad-
ical status. It should inclode any apparent medical conditions
and the paychological, social. and family aspects of her sit-
uvation. To view the patient in the appropriate comtext,
environmental and cultwral issues that affect the patiemt
must be faken into sccount. This approach is valuable in
moutine aesessments, and in the evaluation of specific medical

LWEHITM_C01_00-018ndd 2
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rotreatment The intimate and highly personal nature of

“~'many gynecalegic conditions requires particular sanai-

tiwity to evoke an honest reaponsa.

B Some patisnts lack sccurabe information sbout their ill-
nessss. Incomplete of insdequate undarstanding of an
illness can produce increased anxisty, dizsafisfaction
with medical cars, distress, coping difficuliies, uneuc-
caesful ireatment, and poor resiment resporss.

B After a dislogue is established, the patient assesamant
poceads with obtaining a complate history and typically,
performing a physical examination. Both of these aspects
of the assesament raly on good patient-physician inber-
changs and attention 1o datails.

B3 At the completion of the physical essmination, the patient
should bi informed of the findings. Whan the resulis of
the examiration are normal, the patient can be reassured
accomdingly. When thers iz & possible abnomality, the
patient shoud be informed immedataly; tis dizcussion
should take place after the examination, with the patient
clothed.

A

conditions, prowiding opportunities for preventive care and
counseling on an ongodng basis,

VARIABLES THAT AFFECT
PATIENT STATUS

Many external variahles exert an influemce on the patient
and om the care she receives. Some of these factors inclede
the patient’s “significant others™—her family, friends, and
persomal and intimate relatiomships (Table 1-1). These

2118 22T FM
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Chapter 1 * Initial Assessment and Communication

L CERB N variables That Influence the Status

of the Patlent

Patlant
Age
History of ilimaes
Attibudes and percaptions
Sawual orentation
Habits [8.3., usa af alcahal, fobaceo, and ather drugs)
Family
PFabienk's slabus (pg., marnied, saparaled, living with 2 partrer. divoread)
Caregiving (e.g.. young childran, childran with disabilities, aging
parenks)

Siblings (8., number, agas, closanese of relationship)
History (g.3., diseasa)
Ermiranmant
Social amiranment (2., community, social conneclednass)
Bconomic status (2.9., poverty, irsuredness]
Religian [a.g.. religiasity, spintuality)
Cuture and ethnic background {s.g., first [anguage, community)
Carear (g.9., work enviranment, satislaction, responsibilities, siress)

extermal variahles inclode psychological, gemetic, biologic,
social, and economic isswes. Foctors that affect a patient’s per-
ception of disasse and pain and the means by which she has
e taught to cope with illness include her education, attitndes,
understanding of human reproduction and sexuality. and family
thistory of disesse (1-3). Culturml factors, sociceconomic status,
meligion, ethnicity, langunge, age, gender identity, ond sexual
orientation are important considerations in undersanding the
patient’s response to her cane,

We are all products of our emviromment, our hack-
groand, and our calture. The importance of ascertaining
the patient's general, social, and familial sitwation canmst be
overemphasized (4.5) Cultural sensitivity may be particularly
important in providing reproductive haalth care { 6).

1] The context of the patient’s i_g;lﬁ-:u't aystem and fomily
can and should be ascertained diréctly. The family history
should include a careful an of those who had signif-
icant illneases, such as o “or an illness that the patient
perceives o he o potentialéxplanation for her own symp-
toms. The patient’s perspective of her illness can prowide
important m.fu:u:l:ualmu @ guides the physician sjudgl:u.e.ut

specific questi 'tq_.ahc:lt this perspective can improwe
satisfaction with teraction (4,7). The patient's under-
sanding of key events in the family medical history and how

they relata to I:H.‘Ja important. The patient’s sexual history,
sexual orientation. relationships, and practices should be
understood. did her functional level of stisfaction in thesa

areas sh ‘be determined. The physician should avoid
heing j mental, particularly with respect to ques-
tions sexual practices, gender identity, and sexual

-urinpﬁhl (see Chapter 17).

COMMUNICATION

B Good communication is essential to patient sssessment and

treatment. The patient—phyzician relationshipis based on com-

munication conducted in an open, honest, and careful manner
that allows the patient’s gitiation and o be accurately
understood and effective solutions collaboratively.

Good communication requires patience; dedication, and prac-
tice and involves careful listening e attention to verbal and
nomverbal communication.

The foandation of cation s based om foar
key skills: empathy, attenti ing, expert knowledge,
and the ability to establish rapport. These skills can be
learned and refined (4.5 the initial relationsbip with
the patient is establi the physician must vigilanily pursue
interviewing technigques that continue to create opporhinities to
foster an understanding of the patient's concems. Trust is the
fundamental that encourages open communication of
the patient's feelings, concerns, and thoughits, mther than with-
halding infoomiatinn (9).

Duaveqrﬁamcelamtcd’mmuuicuﬁnu—ﬂmﬂ.ﬂgn
comimon language and culture—may be miszing when a clini-
clan ioterncts with a patient of limited or no Bnglish proficiency.
Language concordance between the physician and patient is
asmumed in many discussions of commumication. More than
21% of Americans speak a language other than English at bome,
and of these 41 % reported to the Census Burean that they speak
English less than very wall (10). Language barfiers are nsso-
clated with limited health lteracy, compromised interpersonal
care, and lower patient satisfaction in health care encounters
{11.12). While language-concordant bealth care professionals
are optimal, io-person medical interpreters con mitigate these
effects; video and telephonic interpretation provide techno-
logic solutions that belp mitigate communication challenges
with individuals of limited English proficiency (13). The State
of Californin recognized the importance of communication in
patient—physician internctions through a prowision in the Health
and Safety Code that sintes “where language or commuinication
badriers exist bebareen patients and the staff of any geneml acute
care hospital, arrangements shall be made for ioterpreters or
bilingual professional staff to ensure adequate and speedy com-
munication between patients and staff™ (14). Troining fubire
phiysicians to work with interpreters is receiving increasing
attention in US medical schools and will contritute to improved
clinical practice and meduce health care disparities (15).

EH  Although there are many styles of inferacting with

patients, each physician must determine and develop the hest
way that she or he can relate to patients. Physicians must
convey that they are able and willing to lsten and that they
receive the information with utmost confidentinlity (1 .4). The
concepis of medical professionalism initially codified in the
Hippocratic Oath demand that physicians be circumspect
with all patient-related information. The Health Insurance
Portability and A ccountability Act (HIPAA), which ook affect
in 2003, established national standards intended to protect the
privacy of personal health information. Initial fears expressed
about the impact of HIPAA regulations and the potential for
legal lability led to discussions of appropriste communica-
ticn and physicians’ judgments based on the ethical principles
of confidentiality in providing good medical care (16.17) (3ea
Chapter 2.
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Saction | * Principles of Practice

Communication Skills

It is essential for the physician to commumicate with a patient
im & manner that allows her to continue to seek appropriate
medical attention. The words used, the patterns of speech, the
manner in which words are delivered, even body language and
eye contnct, are all important aspects of the patient—physician
imteraction. The traditional tole of the physician was patermalis-
tic, with the physician expected to deliver direct commands or
“orders” and specific guidance on all matters (5). Mow patients
approprintely demand and expect more balanced communication
with their physicians. Although they may not have aquivalent
medical expertise, they do expect to be treated with appropriste
deference, rezpect. and a manner that acknowledges their person-
hood as equal o that of the physician. Doctor—patient commu-
nication is receiving more attention in medical education and is
being recognized as a major task of lifelong profes sional leaming
and a key element of successful health care delivery (18).

Patients with are or umusual conditions sometimes have
mone apacific medical knowledge of a given medical problem
than the physician does. When this is the case, the physician
must avoid reacting defensively. & 2013 poll indicated that
one-third of Americans had researched symptoms or diagno-
ses online; 46% of those individuals reported that their online
mesaarch led them to seek medical care, while 38% decided to
manage thedr suspected health conditions without consulting a
clinician (19). The patient often lacks broader knowledge of the
codbet of the problem, mwareness of the varable reliability of
electronic sources of information, the ability to assess a given
study or journal report within a historical contest of in compar-
ison with other studies on the topic, knowledge of drug inter
actions, an ability to maintsin objective intellectual dismnce
from the topic, or essential experience in the art and science
of medicine. The physician possesses thess skills and exten-
sive knowladge, whereas the patient has an intensely focused
pedzonal interest in her specific medical condition. Surveys of
physiciang’ perceptions of the impact of Internet-based health
information on the doctor—patient relationship found positive
and negative perceptions; physicians expreas concems about a
hindmnce to efficient time managerment during an office wisit.
but & positive perception of the potential effects on the quality
of cam and patient outcomes (200, A collaborative relation-
ship that allows patienis greater interactive involvement in
the doctor—patient relationship can potentially lead to better
health oatcomes (21-23).

Physician—Patient Interaction

The pattern of the physician's speech can influence interac-
tioms with the patient. Some important components of effective
commuiication between patients and physicians are presented
in Tahle 1-I. There is evidence that scientifically deived and
empirically validated interview skills can be mught and learned,
and conscientious use of these skills can result in improved out-
comes (24). A list of such skills is found in Table 1-3,

B For physician-patient communication te be effective,

the patient m that she is able to discuss her problems
in depth ang moe. Time constraints imposed by the
preasures of office schaduling to mest economic realities make
this difficult; both the: physician and the patient frequently need
to reevaluate their priorities. If the patient perceives that she

L'WEHITM_C21_00-01Eindd 4

L= ERE-S Important Componants of Communication
Batween the Patlent and Physlclan: The

Physiclan's Rol
Tha Pirysiclan Is: [}
A pood liskener o
Empathatic
Compassicnat
Hanest
Genuing
Respactful
Fair
Fagililative
The Piysiclan Uses:
Understandabla guags
Apprapriate body languags
A callaberalive approach
Open dialogus
Appraprizte matianal content

Humar and warmth

_’e‘ﬁqm 15 Mot:
1\ Canlrontztional

Cambative
Argumentative
Candescanding
Overbaaring
[Cogmatic
Judgmanial
Paternalistic

e
&

1:.‘-(:%

participates in decizion meking and that she iz given as much
infoemation as possible, she will respond to the mutually derived
treatment plan with lower levels of anxiety and depreasion.
embracing it a8 a collaborative plan of action. She should be able
to propose alermatives or modifications to the physician’s rec-
ommendations that reflect her own beliefs and attitudes. Theme is
ample evidence that patient commumication, understanding. and
treatment outcomes are improved when discuasions with phiysi-
clans are more dialogue than lectue, When patients feel they have
some room for negotiation, they tend to retnin more information
megarding bealth care recommendations. The concept of collab-
orative planning between patients and physicians s embraced
m & mome effective alliance than the previous model in which
ptysicians issued orders. The patient thus becomes more vested
in the proceas of determining health care chodces. For example,
decigions about the risks and benefite of menopansal hormone
therapy must be discuzsed in the context of an individual's health
and family history, including her personal beliefs and goals.
The woman decides whether the potential bepefits outwedgh the
potential risks, and she is the one to determine whether or not to

2118 22T FM
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[ TEEN Benaviors Assoclated WILh the 14 Structural Elements of ihe Interview®

Create privacy #ish the patient for priorities 03
Eliminate naize and disirections Siabe own pricrities . &9 -
Provide comforiable seating &t equal ey level Establish mutusl inbarasts N
Provide accass Reach agraermant on ordar of addraesing i
Eliminate distractions and imermiplions Davalop perecral ways of aeking
Facus Ask when last falt healthy .
Sali-hypnosis sk about emtira pourse of llnest
Meditaticn typical epiande
Canstructive imaging

Let intruszive thoughts pass through

Flash out davalgpmintal history
Lazrn “nakiani’s suppart system

, wark, neighborhood, safety

Craate a parsanal list of calegories of ab=analion
Practica in a variety ol =stlings

Matica physical signs
Presentztion M!attu completa raviaw of eystams
Afect ';ul'auiuappmpﬁm spapific problam

What iz said and nat said
Be suczinct

Craate a parsanal slerectypical beginning Aeceriain the pshiant’s laval of understanding, cognitive style @
Introduce onesalf #ich the patient bo review and etele undarslanding
Check the palieni’s name and how if is said Summearize and chack

Craale 3 positive zocial s=ifing Tape record and pive the 1ape 1o the patient

#ick the patiert’s perspachives

Explain ane's mole and purpase
Check the patients expectetion Activata the patient
Megotigle abaul diflerences in perspective 3 Aprae on what iz faasible

Ba sure expectetions am congruent with the Respect the patient’s chaices whenavar poseibla

Develop persanal list of barriers to loak #ich the patient bo review plans and arangermanis

Include appropriate language (Clarify whet b oo in th imierim
Physicl impadiments mnhug‘:x delifium Schadule nest ancourkar
Inciude cultural bamiers Say goodbys

Recognim the patient's ical bamiers, such &= shame, faar,

and paranoia
Derelop mmﬂ!g of initigtian of problem listing

sk "What ke imil prablems are elicited
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