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ABSTRACT

Background: The concluding part of a clinical consultation and its recording in clinical notes typically comprises the ‘plan’ or ‘further management’, which guides further actions regarding tests and investigations, treatments, counselling, referrals and follow-up.

Objective: The objective of this article is to consider how this part of the consultation and clinical notes may be structured in an explicitly person-centered way, more so than merely in a patient-centered way.

Methods: The tenets of Person centered Medicine are applied to the standard objectives of the planning section of the clinical consultation. Using an informal case study, this application is contrasted with applying too narrow an understanding of Person centered Medicine as if the same as patient-centered medicine.

Results: The planning section is conventionally structured in biopsychosocial domains, but it is typically formulated as the clinician’s plan and is rather unilateral in presenting the clinician’s perspective. Although at times implicitly incorporating the patient’s contributions, the patient’s voice does not routinely feature explicitly in the plan or the patient is merely required to understand, commit and adhere to the plan. In contrast, the planning section may be structured explicitly in a person-centered way and reflect co-production and shared decision-making. This may be achieved by deliberately adding the headings ‘co-produced’ and ‘co-decided’ and by requiring that the entire plan be informed by not only medical/health expertise but crucially by that which matters to the patient in that individual’s context (including concerns, expectations, values, preferences, aspirations and strengths).

Conclusion: Clinicians and medical educators should optimize ‘the plan’ section of the consultation and the clinical notes by which to foster a routine that is more person-centered and that lives up to the requirements of shared decision-making and co-production.
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INTRODUCTION

It has been well-established that the concluding part of a clinical consultation and its recording in clinical notes culminates in the ‘plan’ or ‘further management’. Preceded by enquiries and an assessment, this part of the consultation guides further actions regarding tests and investigations that will be undertaken, treatment details, counselling, referrals and follow-up. One example of a structure of a clinical consultation in which the ‘plan’ features is captured in the acronym ‘SOAP’ (subjective; objective; assessment; plan). Thereby, the subjective and objective inquiries culminate into an assessment (including a formulation and differential diagnosis) after which a plan is formulated [1,2]. This ‘SOAP’ model intends to serve multiple purposes including the broad structuring of the actual consultation, clinical note-keeping, continuity of healthcare, critical thinking, problem-solving and communication among clinicians [2,3].

There are multiple ways in which clinical consultations are typically structured, tailored to the needs of the specific health discipline or specialty and dependent on whether a first or subsequent consultation. The concluding part of most, if not all, of the ways of structuring a clinical consultation culminates in a planning section that addresses the question: what will be done next? Clinical notes of a consultation are made accordingly and are usually headed as ‘plan’ or ‘further management’. These notes serve as memory aid at a subsequent consultation when with the same clinician or inform another clinician on the plans made during (the) previous consultation(s). Notes of the planning section help in this way with the continuity of healthcare and the tracking of progress.

Following the developments from Patient centered Medicine to the broader scope of Person centered Medicine [4], the question addressed in this article is: how may the planning part of the consultation and clinical notes be structured routinely in an explicitly person-centered way, more so than merely in a patient-cenetred way? Patient centered Medicine and Person centered Medicine overlap but only in part. The scope of Person centered Medicine extends broader. Patient centered Medicine has foregrounded that which the patient wants and, as it features dominantly in the literature, his or her satisfaction with clinical services [5, 6]. Notwithstanding the importance of these aspects, Person centered Medicine extends broader in terms of six respects [4, 7]. These respects may be summarized as follows:

(a) Person centered Medicine puts the person before his or her role as a patient and thereby recognizes the various roles of the person in various circumstances and not only the  role as a patient.

(b) A clinician is also a person with various professional and personal roles.

(c) Other persons are also crucial in healthcare, also when neither a patient nor practitioner, including family members, employers, institutional managers, policymakers and so on.

(d) Person centered Medicine situates a person within relationships with other people [7]. These relationships should be nurtured and are constitutive of person-centered processes [8–10].

(e) Experiences of persons are crucial. These are not only about satisfaction as usually emphasized in Patient centered Medicine, but these are about what it is like ‘for me’, what matters to ‘me’ in ‘my’ specific circumstance. First-person experiences of a specific person are thus not assumed of importance merely secondary to objectivity or science but imply that the values, interests and preferences of the various role-players are given a central place in healthcare [11], not merely as an add-on but at the core of healthcare and shared decision making [12].

(f) Person centered Medicine requires attending to both positive and negative (or ill) health, congruent with the WHO’s definition of health. Thereby the person’s well-being, strengths and resilience are attended to in health promotion that extends beyond the prevention and treatment of disease.


OBJECTIVE

The objective of this article is to consider how the planning part of the consultation and clinical notes may be structured in an explicitly person-centered way, more so than merely in a patient-centered way.

METHOD

The tenets of Person centered Medicine are applied to the standard objectives of the planning section of the clinical consultation. These standard objectives concern subsequent tests and investigations, treatments, assistance, health education and counselling, referrals to other/specialist services and arrangements for review and follow-up [13].

As Person centered Medicine is crucially about persons, the ‘who’ and ‘whose’ questions should be examined by exploring the following: who are the persons involved in the planning section of the consultation, whose plan is it (as evidenced in the usual clinical records) and whose should it be? Whose perspective(s) is (are) captured in the plan (as evidenced in the usual clinical records) and whose should be so captured? How may the planning section be structured routinely to be person-centered?

These questions are explored using an informal case study by which the affordances of Person centered Medicine more so than Patient centered Medicine are illustrated. The case study is about a clinician who was challenged in an informal collegial discussion to suggest criteria for assessing the extent to which the planning section of a consultation would be person-centered. In the informal context of a mere discussion, he did not consult the literature but was familiar with Patient centered Medicine, presuming it is the same as Person centered Medicine.

RESULTS AND DISCUSSION

The physician suggested the following criteria for assessing the extent to which the planning section of a consultation would be person-centered:

1.As the primary concern or reason for consulting the physician might be very different from the diagnosis at the end of the consultation, was the patient’s primary concern or reason addressed?

2.Was the diagnosis explained using language that the patient could understand?

3.Was a differential diagnosis and its influence on further actions explained to the patient?

4.Were the patient’s concerns about the diagnosis explained (what to tell family, what to do in case of emergency, adjustments at work or home, prognosis)

5.Was the rationale for further investigations explained?

6.Were the patient’s concerns about the investigations addressed?

7.Were the patient’s wishes taken into consideration?

8.Were the patient’s cultural, social, financial and religious background taken into consideration?

9.If the patient was not willing to comply with the recommended management, were other options offered?

10.Did the clinician provide health education (e.g. making lifestyle changes, sources of further information and available support)?

11.Was a biopsychosocial approach followed?

Meeting these criteria would all be laudable and to the potential benefit of the patient. In this sense, these criteria may be considered suitably capturing patient-centeredness. However, by the tenets of Person centered Medicine, these criteria do not go far enough and are rather skewed, as will be shown next.

Key in Person centered Medicine is recognizing all the persons involved, by which two observations emerge. Plainly, the persons involved in a consultation are at least the patient and the clinician. In contrast, all actions in the above criteria are the clinician’s. The verbs that indicate so explicitly are ‘explained’, ‘offered’ and ‘provided’, and perhaps more implicitly, ‘addressed’, ‘taken into consideration’ and ‘followed’. None of the actions in these criteria are intended to be that of the patient. Second, the perspective expressed in these criteria is the clinician’s, specifically that which the clinician should do. That meeting these criteria would be to the benefit of the patient, is presented from the perspective of the clinician. At best, it presumes that the patient would share this perspective.

Congruent to this unilateral perspective and set of actions, one may recognize more generally that the plan (as typically formulated in clinical notes) is usually the clinician’s plan and not that of the patient. Similarly, the plan is sometimes recorded in clinical notes as a ‘management plan’ or ‘further management’, capturing implicitly the action (i.e. to manage) of the clinician rather than that of the patient. Although the planning section of the consultation may at times implicitly incorporate the patient’s contributions, the patient’s voice does not necessarily feature explicitly in the planning section and may often be absent (as it is in the criteria above).

The actions and perspective of the clinician captured in the criteria above are legitimate and crucial, but the emphasis on these and omitting the patient’s participation in co-producing the plan makes for a skewed plan. One example of this skewing in meeting the above set of criteria (in which explaining by the clinician features several times) is that the clinician does much explaining and little listening whereas the patient does much listening and little explaining. Allocating these roles in this unbalanced way is detrimental to good communication and a constructive relationship – as one may imagine rather starkly in relationship with one’s spouse, for example.

By the tenets of Person centered Medicine, in contrast, both the clinician and the patient are persons, each with agency and a perspective. This means, to be person-centered, the plan should be co-produced [10], co-authored and co-owned resulting from shared decision-making as advocated by, for example the UK’s General Medical Council [14]. The patient’s role is thereby much more active and creative in stark contrast with it being relegated to merely understanding, committing, consenting and adhering to the plan made by the clinician.

A deliberate shift to co-producing a plan and recording it accordingly in the clinical notes as a matter of routine may be sensibly achieved by structuring the planning section of the consultation and the clinical notes using suitable headings routinely. As presented in Table 1, the conjoint actions of co-producing and co-deciding feature explicitly. The over-arching conjoint action of co-producing qualifies the plan, captured thus in the clinical notes as ‘Co-produced Plan’. The conjoint action of co-deciding pertains to the standard objectives of the planning section of the clinical consultation, viz. subsequent tests and investigations, treatments, assistance, health education and counselling, referrals to other/specialist services and arrangements for review and follow-up.

Two further explicit qualifications in the structuring of the plan and its capturing in clinical notes aim to foster person-centeredness. First, the scope of subsequent tests, investigations, treatments and so on should cover biopsychosocial domains. This qualification was also suggested by the clinician quoted above and is often used to structure the planning section in the consultation. The difference presented here is that the perspectives of both clinician and patient and not only the clinician on further actions in the biopsychosocial domains are given due place. Co-deciding in all three domains of a biopsychosocial approach, furthermore, is also different from the splitting and distorting practice in which the clinician seizes (all say about) the biological domain and ascribes and outsources the psychosocial domains to the patient.

Second, the co-produced plan should be informed both by medical/health expertise as well as that which matters to the patient in that individual’s context (including concerns, expectations, values, preferences, aspirations and strengths – for which the acronym CEVPAS may be helpful) [15], applied to each of the four main decisions (I–IV) shown in Table 1.


Table 1. A person-centered structure of a co-produced plan and its headings in 
clinical notes
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‘Co-decide’ here should be taken as an engaging reciprocal communicative process, rather than an impoverished role allocation whereby the clinician picks (the potential interventions) and the patient has to choose and consent. Instead, shared decision-making should account for both the common and the uncommon ground, both shared and conflicting values, in a creative interpersonal process that yields the best decisions for the person in that individual’s specific circumstance even if not the best by medical values [11]. This process is described in detail elsewhere by which neither the patient nor the clinician needs to relinquish their values. This shared decision-making process that accounts for the differences and even conflict between values is called dissensus, which operates within the safe space created by the common ground, shared values and consensus, described in extensive resources on values-based practice [11, 16–19].

CONCLUSION

This article urges clinicians and educators of health students to adopt a person centered way of co-producing a plan during a clinical consultation and routinely record it so in the clinical notes. Educators of healthcare students should take up this optimization in their syllabi. This optimization should also feature in continuous professional educational sessions of clinicians. Most importantly, the clinician reader of this article is urged to optimize and adopt this person centered way of planning in the consultation and the recording of it, which would serve both clinician and patient well, as well as produce clinical role-models, a powerful means of learning [20], for future generations of clinicians.
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