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Doctor-patient communication is a skill essential for the satisfaction of the patients’
needs and expectations. It involves an art that every practicing physician should
have. The situations in health care delivery that demands good doctor-patient
communication are many. Diabetes care, the management of hypertension,
explaining serious disease diagnoses, prognosis, and investigative procedures are
some of the common situations where good doctor-patient communication is very
essential. Doctor-patient communication assumes a special status in Saudi Arabia
where as a result of mixed ethnicity of the manpower in the health service and the
expatriate community, there is a vast diversity of languages, health traditions and
beliefs. The skill of doctor-patient communication can be developed and improved by
the application of the principles of the patient-centered approach, the utilization of
patient-oriented evidence that matters, and its inclusion in the undergraduate
curriculum in the first few years of medical school. There should be continuous
medical education programs for practicing doctors on the skills of doctor-patient
communication through seminars and workshops. This would be a further step
towards the improvement of the consumer’s well-being.
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Behavioral medicine strongly stresses the
impact of human behavior on illness and
health and there is increasing enthusiasm for
the advocacy of patient-centered medicine.
Simply defined, patient centered medicine
means designing patient management
according to the patient's needs and
expectations'” rather than the physician’s
own agenda. In other words, it is viewed as
how the doctor receives the patients and
puts them at their ease enough to enable
them to express all of their reasons
including symptoms, thoughts, feelings and
expectations for seeking a consultation.’ In
this regard, there is strong evidence that in
most cases, physicians and patients hold
different views and perceptions on the
objective of the consultation.*> This
situation is resolved by the practice of good
doctor-patient communication.® This is a
skill fundamental to all other skills of
patient assessment and management. The
technique of  good doctor-patient
communication involves a series of steps
(illustrated in Table 1) that must be carried
out by the physician.’

There is hardly any area of the patients’
encounter with the physician that does not
require the best standard of doctor-patient
communication. The process is governed by
factors related to the patient, on one hand,
and the physician on the other hand. Factors
related to patients include, age,® gender,”"”
language,'"'? level of education, knowledge
about illness, and health- or illness-related
agenda and expectations. The factors related
to the physician include, gender, time of
graduation, and specialty,”'* but most
important is the doctor's orientation about
the skills in behavioral medicine.

The skill of doctor-patient commun-
ication, therefore, is of paramount import-
ance among the skills traditionally adopted
by the medical profession, yet it is
particularly lacking in medical practice in
Saudi Arabia. Numerous situations make

this obvious, but a few common medical
problems will be cited.

Table 1: Techniques of good doctor-patient
communication

1. Encouraging patients to write down their
concerns before attending each follow-up
visit.

2. Addressing each concern specifically,
however briefly.

3. Asking patients what they think about the
cause(s) of their problem(s).

4.  Exploring the perception of patients about
their problem (s).

5. Exploring misconceptions and health
beliefs held by the patients about their
problem(s).

6.  Tailoring treatments to patients' goals and
preferences as much as possible.

7. Explaining the purpose, and
inconveniences of investigations required.

8. Explaining the purpose, dosage, common
side effects and inconveniences of each
treatment.

9. Checking patients' understanding of doctor
instruction, and explanations.

10. Anticipating problems in compliance with
treatment plans, and discussing methods to
cope with common problems.

11.  Writing down the diagnosis and treatment
plan to help the patient remember.

12.  Giving out written material in the form of
leaflets or booklets.

13.  Using ancillary personnel for more health
education.

14. Referring patients to organized programs
in the community.

Diabetes mellitus is a common problem in
Saudi Arabia. It is well known that the
management of this problem is dependent
on educating patients to acquire self-
dependent skills, and the ability to manage
themselves.'>'” Training of diabetic patients
on self-reliance depends on efficient doctor-
patient communication. However, there is
evidence that inadequate or poor doctor-
patient communication during the consult-
ation results in a co nsiderable number of
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patients leaving with views on diabetes that
are different from those the physician wants
to convey.'™'” Moreover, there are about 50
misconceptions, held by Saudi diabetic
patients about diabetes mellitus.”” Those
misconceptions are incompatible with the
minimum standard of disease knowledge
and control desired and undoubtedly
interfere with disease control. The only way
to eliminate these misconceptions is by
good health education based on good
doctor-patient communication.

Another common situation is that of
compliance with therapy in the case of
chronic diseases. Non-compliance may be
intentional or non-intentional. When non-
compliance is intentional, the patient does
not comply despite his/her knowledge about
what is required. In the second group
belongs the patient who does not comply
unintentionally, usually because of lack of
comprehension, that is, a product of doctor-
patient communication.”' The list of
diseases affected by non-compliance is long.
Hypertension, which is as common as
diabetes in most communities, Saudi Arabia
not excepted, provides another clear
illustration. Despite the availability of very
powerful drugs for the treatment of
hypertension, there is a high proportion of
uncontrolled hypertensives, whose poor
control is due to poor compliance. A study
in Saudi Arabia has shown that a
considerable proportion of these patients
claim that they were never instructed by
their physicians to continue taking their
medications.”> Some tend to be non-
compliant as a result of misunderstanding
the instruction given by their physicians.”
Another important aspect of patients’
compliance is that of follow-up, where the
lack of proper communication with patients
tends to interfere with adherence to follow-
up appointments and consequently long-
term care.’*% Again, like diabetes mellitus,
hypertension is surrounded by numerous

misconceptions about its presentation,
natural history and prognosis. This will
persist until corrected by good doctor-
patient communication.

Commonly encountered in the health care
service is a rather sensitive situation in
which patients or their relatives are oriented
about the diagnosis and prognosis of serious
diseases such as cancer. The patients’ and
their relatives’ suffering can be either
markedly increased or avoided, by poor or
good doctor-patient communication.”** In a
conservative Islamic society such as obtains
in Saudi Arabia, considerable effort should
be made to ensure confidentiality and
sensitivity to patients’ feelings as well as
those  of  their relatives”  during
communication between the doctor and the
patient.

Even in everyday practice, some
explanation needs to be given to patients on
why certain investigations or procedures
have been requested. Without proper or
adequate explanation to the patient, these
investigative procedures might be of little
benefit to the patient or even result in
considerable dissatisfaction.””*° It has been
shown that patient dissatisfaction with
health care given to them is related in most
cases to the problem of poor doctor-patient
communication.”’ Indeed, the commonly
used term ‘the difficult patient’ may be a
product of inadequate communication
between doctor and patient.*> Doctor-patient
communication is complex and multi-
faceted. Patients usually come to the
physician with specific ideas in mind, but
the doctor tends to concentrate on
therapeutic issues only.”” This may result in
a break-down of communication. For
example, often during the consultation,
patients give cues on their personal life, or
their feelings, but some physicians fail to
pick up these cues.** In most cases of
dissatisfaction with health care, patients'
complaints are the result of communication
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problems rather than the quality of technical
intervention offered.”®

The problem of doctor-patient
communication is more evident in Saudi
Arabia for the following reasons: Firstly, the
number of foreign personnel in health
services is rather large.’® This workforce
communicates with patients and with one
another in a variety of languages different
from the local one. In addition, not much
orientation is given to them on local
traditions and the prevalent health-related
beliefs and culture. Secondly, this
manpower deals with as izable sector of
consumers, who are themselves expatriate
and speak a variety of languages, and hold
health related traditions and beliefs. This
situation naturally creates aco mplex
environment for doctor-patient commun-
ication. A recent study from Riyadh®’
alluded to the relationship between patient
satisfaction and doctor-patient commun-
ication. As in other parts of the world,
people in Saudi Arabia are expected to
attempt to find out and understand all
aspects of their health problems.”® Hence
the need to train and orientate physicians in
the skills related to doctor-patient commun-
ication assumes greater significance. In this
regard, several methods of training,
especially for the situation of Saudi Arabia,
can be employed.***

In the present era of evidence-based
medicine, good doctor-patient commun-
ication becomes even more important.*' A
blend of evidence-based practice which has
the advantages of improving patients
outcome and control of the cost of health
care together with the patient oriented
approach with the humanistic approach to
patient care,”” would certainly be an asset to
the health care consumer.

In Saudi Arabia, the acquisition of the
skill of doctor-patient communication
hardly exists in any undergraduate or
postgraduate medical curriculum. There is

also paucity of research in this area.
Consequently, it is vital that comprehensive
research be done to clarify the needs of
students and professionals, and outline the
objectives and the modalities of training in
this skill.

The teaching of communication skills
should be included in medical school
curricula. Moreover, an awareness of the
importance of good doctor-patient commun-
ication can be developed among medical
students by the early introduction of patient
contact perhaps from the first year in
medical school.” The content of the
curriculum for doctor-patient commun-
ication should include an orientation on
medical humanities, to help broaden the
students’ scientific perspective, and improve
their awareness of social traditions. This
would prepare them for a world
characterized by increasing patient need for
good doctor-patient communication. The
early training of medical students in this
skill would also improve their clinical
interviewing skills in order to procure
objective and reliable histories from their
patients. At the same time the medical
faculty should be role models for effective
interaction and communication  with
patients. In their clinical training, students
should have more exposure, in terms of time
and structured training, to primary health
care and family practice rather than the busy
teaching hospital setting in order to give
them ab etter environment for effective
patient interaction.

At the practicing physician level, much
work has to be wundertaken, through
continuous medical education, to update
physicians ont he principles of patient-
oriented evidence that matters (POEM).
There should be seminars and workshops
on the principles and techniques of good
doctor-patient communication for physi-
cians. These should include practical aspects
of communication such as the formulation
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of guidelines on communicating sensitive
issues, such as the presentation of
information on serious diseases, death and
dying, or sexual aspects of health problems.
The training in the use of colloquial
languages, and orientation in local health
traditions and health-related beliefs and
misconceptions will be of an enormous
benefit towards the achievement of effective
communication with patients.

The overwhelming technological advan-
ces in diagnostic and therapeutic tools now
available to the medical profession may tend
to isolate doctors from their patients. The
only way to maintain that relationship is
through the development, and preservation
of the skills of effective doctor-patient
communication.
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