Difficult Consultations – maintaining professional boundaries
CASE: 

34 F

Hx of 
Obsessional/delusional disorder


Schizo-affective disorder

Recalled by practice for Thyroid check.

Patient introduced ideas re: 

· her previous psychiatric Hx-lack of insight into her diagnosis and need for treatment, incl.  previous section.

· her dislike for previous GP as felt she was being judged because of her asian race.
Patient also made a comment on how she like the current consulting doctor’s  attire (made doc feel uncomfortable).

Further Information gathering after consultation revealed:

· 3 previous detentions under Mental Health Act.

· Non-compliance with Rx in the past.
· Inappropriate behaviour towards junior male medical staff in the past.

· Restraining orders with respect to her married cousin, who she believed she was destined to marry.

AIMS OF THIS PAPER:
1. To explore the maintenance of the Dr/Patient relationship (maintaining professional boundaries)

2. To explore dealing with compliance/lack of insight

3. Tools to recognise when someone is “”going off” “or out of control”

DISCUSSION
To explore the maintenance of the Dr/Patient relationship (maintaining professional boundaries)

(And helping you maintain control of the situation)

· Introductions
You may want to consider using your title “Dr XXX” as opposed to first names. This helps subconsciously create awareness of the doctor-patient relationship as opposed to a “friendship” one.  

But how does one challenge a patient who has started to greet you by your first name? “Hi Alex…blah, blah. Blah”.   In this instance, you need to explicitly restate boundaries: “Oh, I don’t mean to upset you in anyway but my patients usually refer to me as Dr XXX and that’s actually how I prefer to be called.  Is that okay?  Great, okay, so you were saying……”
· Laying down the law and sticking to it.

You do need to be explicit about anything that makes you feel uncomfortable: commenting on Drs appearance, challenging DNAs), observed bad or unacceptable behaviour.  
There are two key prerequisites about this bit

a) Don’t do it straight away at the start of the consultation: you need to build rapport first

b) Don’t challenge on the basis of a single observed bad behaviour (unless it is completely unacceptable).   We all say and do things we shouldn’t have but if a person keeps doing something again and again, it’s time to put a stop to it.  
“Mmm, I’ve heard you talk about your dislike of Dr. Smith and I’m not here to pass judgement on what happened there, but he is a colleague of mine and I think it’s important you stop calling him names when you’re with me because it really upsets me.  That’s twice you’ve called him the f-word and I don’t like that sort of language when I’m consulting.”
However, whilst I’ve stated it’s important to signpost bad verbal behaviour and put a stop to it, that doesn’t mean you don’t explore it.  This balance is difficult to get right when you’re first starting out, but persevere: practise makes perfect.  So, for instance, in the conversation in (b) you might add

“………that’s twice you’ve called him the f-word and I don’t like that sort of language when I’m consulting.  However, it would be helpful if you could tell me why you feel like that about him”
· Turn negative statements into positive ones 
“When you talk about some of the people that I work with in that way, you make me feel uncomfortable, as I am sure you can imagine if you were in my shoes.  What if I suggest we try not to make those sorts of remarks so that we don’t get caught up in all of that which then might help us focus on you and your problems and how I might be able to help you better?  What do you think?”
· Care with personal disclosures
There are usually some personal disclosures on both sides (patient and doctor) when a consultation is going well; it helps build rapport.   However, in difficult consultations like these where patients might get dependant or are known to overstep the professional boundary, you should consider personal disclosures very carefully.   Sometimes they can truly help build trust and engage the patient but sometimes, the patient may interpret it as more that just a “doctor-patient relationship” (creating dependency or a special relationship which really isn’t true).

· Explain at all times

Explain why you are doing things, why you’re asking specific questions, why you’re unwilling to meet certain demands.  This will help the patient see things 

a) Rationally (which they might then agree and not be offended by)

b) See things from your point of view (gets them to “step into” your shoes)

· Clear/Specific follow up dates. 
“So, I’ll see you in 4 weeks okay and we’ll see how you’re getting on”: might stop unnecessary frequent attendance and possibly “doctor hopping”.
All of the above need careful respect to timing: which consultation do you introduce some of these things (today’s or future ones) and when you have decided to introduce them, which part of the consultation.
Dealing with poor compliance/lack of insight
· Rapport 

To powerfully influence someone, they’ve got to like and trust you.   Rapport is crucial.
· There has to be mutual understanding

Explore the patient’s ideas, concerns and expectations.   Why do they feel this way?  In that way, you might get some crucial information that needs setting right.

· Present the Evidence and Challenge

Challenge does not mean to destroy; it merely means questioning in an open what as to why the patient has certain views in light of some other conflicting ideas/evidence.  This is often a subtle and difficult skill, using facts and previous pattern of behaviour to challenge health care beliefs.
“I know you don’t want to take the Olanzapine, but do you remember what happened when you came off them back in Sept 2007?”…….”yeah, things got so bad you ended up being sectioned.  Do you remember what you did that made people section you?”….. “can you see where some of us might be coming from with respect to taking the tablets?”….. “how do you feel now having considered all of this?”
Sometimes it is helpful to get the patient to discuss the pros and cons of two or more different options to help them see for themselves the problems with an approach they wanted to go down that they didn’t realise earlier. (Look up SWOT analysis on Google).

· Getting all health professionals involved to talk the same speech.
To augment the same line of professional thought.   If everyone is saying different things, who is the patient to believe?

· Possibly reducing the number of health professionals involved

Once I had a patient who only wanted to see me and not the psychiatrist as he felt he could trust me.   He refused to take Olanzapine until I said he should.  Our team (Psychiatrist, CPN and myself) agreed that maybe the best way forwards was for the CPN and me to see him and refer back if things got out of hand.  Reducing the number of people involved mean’t he could build rapport more effectively with the others rather than it being diluted down.
Tools to recognise when someone is “”going off” “or “out of control”

· Stops engaging with team/appointments
· Information from a third party (reception, another doctor, nurse, relative, friend etc…)
· Physical and verbal cues (behavioural changes): e.g. frequent consultations, more “crises episodes” however minor
· Feeling of personal unease when reviewing the patient (who previously you felt okay with): listen to you internal dialogue!
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