LEARNING FROM PRACTICE

Viewing the doctor-patient relationship
through an educational lens: a reflection on
running a diabetes clinic

VAIOS KOUTROUKAS

Abstract
Diabetes as a disease is characterised by a significant focus on
patient training. This article explores the relationship between
the diabetologist and the patient as a teacher-student
relationship, and how the consultation setting can be modified
to facilitate patient learning based on individual need.
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Choice of topic

Diabetes as a disease is characterised by a significant focus on
patient training. Diabetes education, usually offered in
structured multi-participant courses, can improve HbAic and
have a positive effect on the quality of life of people with
diabetes." Here | reflect on how | contribute to their education
through my clinical practice.

Setting of the consultation

As a junior registrar, | tended to navigate most diabetes-related
issues according to my own medical agenda. This kind of
paternalistic/didactic consultation was more doctor-focused
than patient-centred, with the physician leading the discussion
instead of addressing the patient’s own agenda and concerns.?
This method had the potential to cause significant information
overload for patients, reducing their receptive capacity due to
emotional stress.® Additionally, this approach derived from the
implicit premise that healthcare professionals (HCPs) are the
main bearers of responsibility for clinical outcomes; in reality,
the patient is primarily the active agent of daily decision-making
about their diabetes, with HCPs having little influence on this
outside the clinic setting.*

On reflection, | realised there was a reduction in power
between me, as a doctor, and the patient, in my favour: | was
better informed about diabetes and, thus, in a better position
to make decisions for them. This was not necessarily in
agreement with the patient’s priorities. | noticed that, during
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Figure 1. Proposed consultation format

1. Determine level of
understanding for the

patient-learner with
pre-clinic questionnaires.

6. Ask for
feedback from
the patient.

5. Distribute a useful

educational handout

after the consultation
(clinic letter).

3. Establish jointly
new goals with
the patient.

4. Facilitate health
literacy, guided by the
patient’s needs.

follow-up appointments, many of the points discussed had not
been implemented. In hindsight, this could have been the result
of me communicating poorly what | thought to have been an
agreed course of action or not having aligned my suggestions
with the patients’ concerns, which had not been adequately
investigated beforehand.® Drawing from constructivism,
according to which new knowledge can be obtained “through
active integration of old and new information”,® | decided to
adjust the format of the consultation to support growth in the
patient’s knowledge based on what mattered to them instead
(Figure 1).

Restructuring the consultation setting - effective
use of time
The first step was the use of the type 1 diabetes (T1IDM)
consultation tool as a pre-consultation questionnaire;’ this was
given to the patients while they were sitting in the waiting room
before the clinic appointment.

Guided by these questionnaires, | changed how | initiated
my consultations by directly asking patients whether they
wanted to discuss a particular topic regarding their diabetes
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care. | then applied a modified version of the one-minute clinical

preceptor model.®

1. Reinforce what was done right. The use of a strengths-
based language can reduce patient stress and increase
engagement during the consultation.® | was orientated to
providing positive feedback at the start in order to make
patients feel empowered and in control of their own
diabetes.

2. Get a commitment - probe for supporting evidence. The
learner-patient expanded on their own diabetes
management following my reflective question; this process
usually identified gaps in knowledge.

3. Teach general rules - correct mistakes. | then addressed the
knowledge/skill gaps and provided relevant medical
information.

4. ldentify next learning steps. Finally, | summarised the main
points, confirming the commonly agreed goals for the
future.

The main benefit is that the patient becomes empowered to

implement changes which they have jointly agreed with their

doctor. A potential drawback is that this model requires the full
cooperation of the patient before, during and after the
consultation. This may be challenging for people with diabetes
distress, who represent 40% of the total number of people with
diabetes.©

It should be emphasised that the above suggestion has not
been tested and represents a personal adaptation for the
clinical needs of my own practice at a registrar level; it does
highlight, though, the potential for educational theories to
reshape diabetes delivery care in an outpatient clinic setting.

Communication: the clinic letter as an educational
tool

Traditionally, the outcome of a consultation has been com-
municated to primary care via clinic letters, addressed to the
patients’ general practitioners rather than the patients them-
selves. This can be a barrier to communication between the
speciality doctors and the patients, with the latter potentially
perceiving letters written in such form as condescending.”
Consequently, it can further worsen clinical outcomes by dis-
couraging patients from taking more control of their own care
due to the doctor-focused structure of the letter, the use of
medical jargon and the inappropriate use of language.

The clinic letter is part of what contributes to health literacy,
which is about training patients on how to manage their own
disease based on medical information.”? Letters can serve as
short summaries of important pieces of information, facilitating
the patient’s reflective process on what has already been
discussed. Additionally, the digitalisation of record keeping in
hospitals offers more tools when writing a letter, such as the
inclusion of images, charts or web links for faster and more
effective communication between the physician and the patient.

Areas for future improvement

Over time, | unconsciously developed the expectation that the
structured training that people with diabetes had already
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Key messages

A Use the clinic letter as an educational handout.

A Follow an educational method during the clinic
consultation.

A Ask patient to summarise 3 take-home clinic
messages (teach-back technique).

received when firstly diagnosed was adequate and that my role
was there to support them beyond that. This was a reactive
approach: managing the complications rather than proactively
trying to expand their understanding of the disease, which could
lead to better health outcomes in the long run. In hindsight, this
way of thinking also underestimated the amount of information
people with diabetes must absorb before implementing it; it
additionally implied that learning is a static process, with
knowledge already gained requiring no further practice or
reinforcement.

Another area for me to explore is teaching patients how to
learn during the clinic appointment. One such technique is the
teach-back method: the patient is asked to summarise in their
own words their understanding of the clinical information
offered by the healthcare professional. This technique appears
to be effective in confirming patient education.® In my own
practice, | usually ask patients to summarise the three most
important take-home messages instead of the whole session:
this allows them to put emphasis on what they consider
important and, perhaps, give me an insight into how they
perceive what has been discussed.

A limitation for this model is that it focuses solely on patient
education, when this process may in fact be inhibited by the
psychological impact of diabetes.™ One important requirement
for sustainable learning outcomes is that both the teacher and
the learner are positively motivated to work towards a common
goal™ In people with diabetes, lack of motivation is not
uncommon, as diabetes is often seen as a negative life-
changing event to work against. Any such model should, then,
incorporate the psychological intricacies of living with diabetes;
further research is needed to elucidate this.

Conclusion
Although most points presented in this reflection are not novel,™®
the need for personalised care is further emphasised. Clinic
appointments should be seen as a learning opportunity rather
than a tick-box task. Clinic letters should be utilised as a
handout of education reinforcement, not merely as a means
of communication among healthcare professionals; patient-
centred language can have a positive impact in this direction.
In diabetes medicine, our role as doctors is becoming multi-
faceted: to empower our patients we need to bring together
their established beliefs with a continuously evolving landscape
of medical information. Understanding their world is the
stepping stone towards change.
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sTAVAVA 9 Audit now launched!

Following the success of the ABCD NHS England Closed-Loop pilot,
we have now launched a nationwide audit of Hybrid Closed-Loop in the UK
to capture further data from the wide Closed-Loop data

REGISTER YOUR CENTRE!
FOLLOW THE QR CODE!
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e you are invited to enter your patients’ data into the bespoke online tool

e you will be able to analyse your local data easily

e the data will be automatically added to the national data in anonymised form
e we can provide easy-to-complete paper proformas for use in clinic if preferred
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