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HERE are three variables in a consultation —
®The Patient
& he Dactor and
# The Interaction between them.

A patient may be difficult either because of his presenting
problem, or his personality, or because of the way he =
managed by a particular doctor. A patient may therefore be
difficult for one doctor, but not for another,

A demanding patient may be resented by his doctor, a non-
compliant patient may evolke angerin hisdoctor, adepressed
patient may make his doctor feel uncomfortable, a
hvpochondriac may canse his doctor to feel helpless. These
are all difficult patients, each needing 1o be managed in a
gpecial way. Anintolerant, easily frustrated doctor will tend
to find more of his patients to be difficult.

A doctor may well create a difficult patient by his particular
approach. Forinstance, apatient whodoes not respond tohis
inappropriate reassurance, a patient who is unmoved by his
attempts to convert him to his own standards and pre-
Conceptions, a patient whois irritated by his authoritarian ad-
vice, possibly given on insufficient grounds. In each case,
here, the undesirable outcome is actually caused by the doc-
tor’s approach. The doctor's personality can have a decisive
influence on his interpretation of the patient, his problems
and his needs. In fact, Michael Balint’ savs

“it is not =0 much the patient™s needs but

the doctor's individuality that determines

the form in which the doctor administers

him=elf".
Ideally, a deoctor should be avware of the effect his own per-
somality may have on hiz relationships with patients. The
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quality of interaction between patient and doctor during a
consultation dependsasmuchon the doctor as on the patient.

It s vital that a family practitioner avoids
feeling he has lo diagnose or exclude a
Physical tliness i every patient.

E.5. Greco? reminds us that “there is a psychological aspect
to every patient-doctor transaction”, It is vital that a family
practitioner avoids feeling he has to diagnose or exclude a
physicalillnessin every patient, If his prime motive is bo ex-
clude organic disease, he may actually produce anxdety and a
negative rezull in the patient, by armranging a variety of un-
necessary investigations. Instead. he ought to oy and
discover why the patient has come to see him. To this end,
he should atternpt 1o ascertain the patient’s true needs, and
therely arrive at a deeper understanding of the problem,
enabling him to communicate more effectively with his pa-
Hent. Cften, the patient's needs are expressed orcomveved in
indirect ways, and it is then the difficult task of the doctor to
detect these hidden messages. This is a skill which needs to
be learned. “Common senze’ would tempt him to accept the
obwvious, or the most readily available answer, the easier way
ok, It is easy to fall into this trap.
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Often the patient’s needs are expressed or
comveved  indirect wayvs — and it 15 then
the difficult fask of the doctor fo defect these
hcden messages.

—reme——

[ remember finding myself mtensely ritated by a mother of
three young children who constantly referred to what dif-
ferent doctors had done for herchildren's complaints. [ knew
I shouldn't take it as a personal rejection that she ‘shopped’
between me and other doctors in the area, and [ knew [
should trv to find out why she needed to do this, Despite be-
ing aware of this, I didn't succesd, She brought her daughter
o 22 me one morning, as usual with a trivial complaint,
which I felt she was exagrerating, I was caught upin the trap
of foeussing on the ostensible problem offered, and tried to
convince her that there was nothing organically wrong — I
even needed the help of an ESE! The next day, anather doc-
tor i the area mentioned that he'd been called out bo their
home that evening, and had found the mother in such a stake
of arxiety that she had required sedation. After that, he gotto
know her better, and it turned out that she had financial, mar-
riage, and worl problems, and just wasn T coping. Only then
chigd I understand her need o “shop’. She had been using her
children's trivial complaints to present her own need for help
— helpwhich she didn't get from me.

[f the illness “offered’ by a patient is accepted merely at face
value, the doctor could be guarantesing for himself a difficult

patient — a patient who will return unchanged, offering the
same or perhaps a new illness, but stll with the same
underlying problem. This type of patient will become a
chronic attender, apparently ‘incurable’. On the other hand,

clearly and encouraging him to express his feelings, the
general practiboner may avoid the development of long
term ‘organised’ ill-health. It would be no use reassuring
zuch a patient that “everything will be alnght ™, or trying to
convineee him that there s nothing physically wrong. The pa
tient will then feel misunderstood. He needs a doctor whao
will listen tohim,

A difficult patient can engender feelings
of farlure, anger, frustration, gult,
inadequacy or anxiety in the doctor,

UM course itis often easer to avoid this communication on a
deeper level by keeping the patient at a “safe’ emotional
distance, and avoiding having tocope with powerful emobions
atirred up in ourselves, A difficult patient can engender feel-
ings of fallure, anger, frustration, guilt, inadequacy or ansae-
tv in the doctor or a patient may be regarded as “‘difficult”
because he engenders these feelings mthe doctor. Because
these feelings are very often suppressed, we need toconstanthy
ask ourselves how the patient really makes us feel. Weneed to
accept these feelings, however bad we may feel about them.
By questioning ourselves alsowhy we respond ina particular
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way toa ‘difficult’ patient, we may gain some insight into the
patient's real probiem.

A patient whostands vivadly in my mermory 152 Voung wieman
with severe scleroderma, with whom I tried desperately to
develop a constructive relationship. Despite my genuine at-
tempits to help her, [ repeatediy found her to be angry and ag-
gressive. Thisin bummade me angry, and [ feltrejected. The
easiest way out, | felt, was to give up, and just communicate
with her on a more comfortable, superficial bevel. It was only
after discussing my frustration= at a Balint groupmesting that
I realised that it was wrong to take heranger personally. [ lear-
nexd that Thad towse her anger constructively, by helping her
toexpress her reazons for it, In this way we were ahle to start
commumicating on a pevchological level, and T succeeded in
treating her as a whole patient with feelings, rather than just
az a tragic, rare phivsical case.

It takes a real strength of purpose to cope with the feelings
engendered mus by difficult patients. One of the most pobent
feclings is that of guilt. Balint group members have often
presented suwcide cases, reportmg thedr covm terrible gult fecl-
ings that mevitably accompany such cases, They feel they
have failed, and are in 2ome way responzible, having had the
opportunity tecommunicate on a deeper, pevehological kevel,
and having noticed the warning signs. Discussions of different
methods of intervention are easy in retrospect. Unfortunate-
Iy, we dohave to accept these patients as failures, but we can-
not pozsibly take full blame, There is a limit torwhat we can
achieve with such difficult patients, gpiven the Gme constraints
underwhichwe operate. Guilt feelings in doctors may noton-
Iy be due toa sense of failure but are also 2o often due to feel-
ing= of anger, hostilioy and rejection of patients.

Throughout our medical training, our self-image of being
‘healers’ i reinforced. The public alzo tenda to endorse this
peroeption by placing an often mordinate fath inour powers
of curing. But it is imperative that we learn to accept some
faitures. The doctor whoexpects to cure’ all his patients in
every respect, and considers it a personal failure if he doesn’t
achieve this, will undoubtedty find many of his patients to be
difficult — if not impossible!

I became aroare that [ had wanted to impose my
own expectations of his behaviowy on him,

Mon-comphiance is a problem in every doctor's practice.
Studies have shown that the most important vanable deter-
mining comphiance is thequality of the doctor-patient relation-
ship. [ remember caring for an elderly man who was about to
have his second aboveknee amputation. He seemed to have
o=t all self-respect. He was unshaven, obese, rude, and con-
tinued to smoke unashamedly, dezpite doctors’ and nurses”
repeated warnings. His overt non-compliance and ‘dirtiness’
waz repulsive to me. [ found all contact with him uncomfior-
table, and began to aveoid him. Of course, T needed todefine my
role — I did not have to feel obliged to conguer his non-
compliance, {or his 'dirtiness]) and convert him into a well-
behaved patient who took his doctors” advice without hesita-
tion. I became aware that Thad wanted toimpose my own ex-
pectations of his behaviour on him, With thizin mind, Itook a
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new line, and managed to start communicating with himean a
deeper level. Tlhstened to him, and found out about his life out-
side the hospital ward, Only then could [understand why he
had not been able tohelp himself to stopsmoking. He had nee-
ded help then, but now it was almost too late. One can only
worler what may have happened, had be been able todevelop
asomnd relationship with a family doctor years before,

It is the doctor’s general approach that is
the key defermunmng factor.,

Dioctors tend toblame lack of time for their faihare to develop
therapeutic relationships with patients. However, it is the doc-
tor's general approach that is the key determining factor, He
ghould constantly question himself az towhether his manage-
rment is appropriate for a particular patient. A general practi-
tiemer isina privileged position to practise continuing care,
sometimes with whole families, over lifetimes. This provides
him with oppartunities to develop meaningful relationships
with his patients. He is in the unique position of being able to
asgess A problem in the contest of the whaole patient, his fami-
Iv, and his emvironment, and to intervens with theappropriate
management at the appropriate tme. Becavse of lis mbmate
knowledge of a patient, a family practitioner will be aware that
the ostensible complaint may not always be the patient 2 real
proflem. Such effective doctor-patient relationships are not
achieved merely through the application of ‘commen 2ense’,
Certain important skills have tobe learned.

Effective doctor-patient relationships
are not achieved merely through {
application of common sense.

| comsider miyself privileged to have been able toleam, through
iy Balint training, about the cormplexities of the doctor-patient
relationship. Thave leamed how tolisten to potentially diffioult
patients. Through leaming these skills, [ have aza by-product
af this training come to understand mysell better, become
mome aware of my various prejudices and idiosyncrasies and
their potential effect on my relationship with patients.

The progress of Balint group members has been azsessed hy
Bacal’ by the decreasing extent to which impossible cases are
presented. Notwithstanding this, there will always be difficult
patients. Remember the three varables: the patient, the doc-
tor and their interaction. If we can work to eliminate two of
these factors — the difficult doctor, and difficulties in the
doctor-patient relationship cansed by him, then we as general
practitioners would be doing abetter job, and approaching just
El.]i.‘l':ﬂi:‘ miore chosely the higher ideals to which our profession
aspires,
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