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The patient-centered clinical method.:
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Hasta merkezli klinik yontem: Aile hekimligi bakis acisi
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Summary

This paper describes the patient-centered clinical method for fam-
ily practice. It was presented as a speech at the Family Medicine
Research Days, Izmir, November 2012. As well as describing, in
depth, the four components of the patient-centered clinical
method, | also cover the reasons why patient-centeredness is
important to patients. | offer examples that explain how patient-
centered care has a role in diagnosis and cure. Our own research
studies provide guides to encourage others to conduct research
on patient-centered care. | cite worldwide research which has
found that patient-centered care has a positive influence on
patient perceptions of their care and on their own health. Finally,
| describe the effective ways that patient-centeredness can be
taught and learned.

Key words: Family practice, patient-centered medicine, patient-
physician relationship.

his paper is based on a speech that was delivered at

the Family Medicine Research Days, Izmir,

November 2012. It is about a key concept in fami-
ly practice worldwide, the patient-centered clinical
method. This paper covers the conceptual framework and
the research that has illuminated it. The context derives
from two sources: a book called Patient-Centered
Medicine — Transforming the Clinical Method;" and a
previous lecture.”

This paper has six sections: the concepts of patient-
centered clinical method; its importance to patients; the
role of patient-centered clinical method in diagnosis and
cure; studies of patient-centered care; international find-
ings about patient-centered care; and the ways that
patient-centered care be taught and learned.

Ozet

Kasim 2012'de Izmir'de diizenlenen Aile Hekimligi Arastirma
Gunleri'nde bir konusma olarak sunulmus olan bu makalede, aile
hekimliginde hasta merkezli klinik yéntem anlatilmaktadir. Yonte-
min dort bileseninin tanimlanmasinin yani sira, hasta merkezliligin
hastalar icin neden 6nemli oldugu da tartisiimistir. Makalede ayri-
ca hasta merkezli bakimin tani ve tedavideki rolti de vurgulanmis-
tir. Bu alandaki arastirmalarimiz, hasta merkezli bakim ile ilgili ya-
pilacak calismalar icin hem bir rehber olacak hem de motivasyon
saglayacaktir. Diinyada bu konuda yapilmis ve yontemin, hastala-
rin kendilerine sunulan hizmet ile ilgili algilari ve kendi sagliklari
Gzerindeki olumlu etkisini gésteren calismalara atifta bulunulmus-
tur. Son olarak hasta merkezliligi 6grenmenin ve 6gretmenin et-
kin yollari tanimlanmistir.

Anahtar sézciikler: Aile hekimligi, hasta merkezli hekimlik, hasta-
hekim iliskisi.

The Patient-Centered Clinical Method

How can the clinician work in a more patient-centered
manner? What does it mean to be patient centered?

Literature on patient-family physician relationships
has been reviewed critically by Mead&Bower"” who com-
pared and contrasted patient-centered ideas with the con-
ventional biomedical model. They recommended the def-
inition from our book as the most comprehensive in the
literature.”

A patient-centered clinical method presupposes two
overarching principles or changes in the mindset of the
family physician. First, the hierarchical notion of the
physician being in charge and the patient being passive
does not hold here. To be patient-centered the physician
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must be able to share power in the relationship. This bal-
ance of power is the moral imperative of patient-cen-
tered practice.

Second, the objective stance of the family physician in
relation to patients, that distancing of physician from
patient, is not acceptable in patient-centered practice.
Rather, the physician must be emotionally supportive,
sensitive to the patients' suffering at the level of the whole
person. This requires the clinician to balance subjective
and objective responses and to try to bring together the
mind and the body.

We recognise the foundational importance of Dr.
George Engel's biopsychosocial model.” In the 1970's
Engel, an internist and psychiatrist with a psychoanalyt-
ic orientation, offered a critique of the conventional bio-
medical clinical method, as being too narrow, excluding
clinically important information. He proposed an alter-
native, a biopsychosocial model, broadening the view of
medicine as integrating biologic, psychologic and social
data into medicine. Engel provided a model, a theory,
but was less clear about what the physician must do. His
model is an abstraction; but a method needed with its
practical application in order to implement the model in
practice. The patient-centered clinical method is an
answer to this challenge. It will make the biopsychosocial
model practical, that is, capable of: being put into prac-
tice; being researched; and being taught.

The patient-centered clinical method has four inter-
acting components.

1. Exploring Both the Disease and the Illness
Experience (upper left corner of Figure 1)

The first component involves physicians understand-
ing two conceptualizations of ill health with all of their
patients: disease and illness. Disease is a theoretical con-
struct, or abstraction, by which physicians attempt to
explain patients’ problems in terms of abnormalities of
structure and/or function of body organs and systems
and includes both physical and mental disorders. Illness
refers to patients’ personal experiences of ill health, the
patients' story. The diagnostic label explains what each
individual with a disease has in common with all others,
but the illness of each person is unique.

Effective patient care requires attending as much to
patients’ personal experiences of illnesses as to their dis-
eases. The identification of disease is established by using
the conventional biomedical model, but understanding ill-
nesses requires an additional approach. A patient-centered
method focuses on four principal dimensions of patients’
illness experiences: first, their feelings, especially fears
about being ill; second, their ideas about what is wrong
with them; third, the impact of their problems on func-
tioning; and fourth, their expectations about what should
be done. The key to this approach is attention to patients’

cues related to these dimensions; the goal is to follow
patients’ leads, to understand patients’ experiences from
their own points of view. This method improves patient
satisfaction, adherence, and outcomes of both illness and
disease and is applicable to the everyday work of physi-
cians with “ordinary” patients.

Reaching a therapeutic understanding of patients’ ill-
ness experiences requires skill in interviewing to enable
the doctor to “enter into the patient’s world,” to respect
the patient as an expert on his/her illness and to under-
stand the illness from the patient’s point of view. Often
this component will be straightforward; at other times,
however, the doctor must be alert for any cues to the
patient’s feelings, ideas, expectations, or effects on func-
tion. Patients may prompt a physician if he or she miss-
es cues. Sometimes, it is only at the end of an interview
that a crucial comment is made, sometimes when the
patient is at the door ready to leave and has a hand on the
doorknob. These “doorknob” remarks may indicate that
the doctor has missed earlier cues and that the patient
finally has summoned up enough courage to raise a fear-
ful or embarrassing issue before it is too late.

2. Understanding the Whole Person
(upper right corner of Figure 1)

The second component is an integrated understand-
ing of the whole person. Over time, doctors accumulate
a myriad of information about their patients that goes
beyond diagnosing disease or attending to illness
responses. They begin to know the whole person and, in
doing so, come to understand the patient’s disease and
experience of illness, in the context of his or her life set-
ting and stage of personal development. This knowledge
of the person may include the family, work, beliefs, and
struggles with various life crises.

Serious illness of a family member reverberates
throughout the entire family system. The doctor who
understands the whole person recognizes the impact of
the family in ameliorating, aggravating, or even causing
illness in its members. The patient’s cultural beliefs and
attitudes also influence his or her care.

An understanding of the whole person can enhance
the physician’s interaction with the patient at specific
times — for example, when the signs or symptoms do not
point to a clearly defined disease process or when the
patient’s response to an illness appears exaggerated or
out of character. On these occasions, consideration of
the patient’s position in the life cycle may shed some
light on his or her current experience. But even when the
diagnosis is clear and uncomplicated, knowledge of the
whole person can help the doctor answer the question
“Why now?”

Finally, understanding the whole person can deepen
the doctor’s knowledge of the human condition, espe-
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cially the nature of suffering and the responses of per-
sons to sickness.

3. Finding Common Ground
(in the centre of Figure 1)

The third component of the method is the mutual
understanding of finding common ground. Developing
an effective management plan requires physician and
patient to reach agreement in three key areas: first, the
nature of the problems and priorities; second, the goals of
treatment; and third, the roles of the doctor and the
patient. Often, doctors and patients have widely diver-
gent views in each of these areas. The process of finding
a satisfactory resolution is not so much one of bargaining
or negotiating, but rather of moving toward a meeting of
minds or finding common ground. This framework
reminds physicians to incorporate patients’ feelings,
ideas, expectations, and function into treatment planning.
This third component is central to the Patient-centered
Clinical Method, which is why it is placed at the middle
of the diagram.

4. Enhancing the Patient-Doctor Relationship
(at the foundation of Figure 1).

The fourth component of the patient-centered
method is foundational and is the conscious attention to

| - Exploring both
disease and illness
experience

enhancing the patient-doctor relationship. When doc-
tors see the same patients time after time with a variety
of problems, they acquire considerable personal knowl-
edge of them that may be helpful in managing subse-
quent problems. At every visit, in the context of continu-
ity of care, physicians strive to build an effective long-
term relationship with each patient as a foundation for
their work together and to use the relationship for its
healing potential. Physicians use personal self-awareness,
as well as the basic tools of effective relationships:
unconditional positive regard, empathy, and genuine-
ness. They attend fully to patients and their needs with-
out always having to interpret or intervene. Physicians
recognize that different patients require different
approaches and use themselves in a variety of ways to
meet the patients' needs (for example, sensing a patient
who has unquenchable need for support and is vulnera-
ble to abandonment; or recognizing and accommodating
an assertive, involved patient). Physicians, at the very
least, “walk with” the patients and, at most, use them-
selves and their relationship to mobilize the strengths of
patients for a healing purpose.

In summary, then, these are four criteria on which
patient-centered care can now be researched, assessed
and taught.

Il - Understanding
the whole person

Disease | person

History >
Physical
Lab
Ill - Finding /
Common Distal context

Ground

 Problems
® Goals
® Roles

Mutual
decisions

IV - Enhancing the patient-physican rehationship

Figure 1. The patient-centered clinical method four interactive components.”
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Is Patient-Centeredness Important
to Patients?

Little et al.’s” series of studies in the UK indicate that
greater than 75 percent of patients want a patient-cen-
tered approach. Furthermore, the sceptical authors asked
the research question, “Do patients want all components
of patient-centeredness?”. The answer was “Yes”.

T'o me, it is not such a surprise that a high proportion
of patients expect a patient-centered approach. The fol-
lowing data provide an explanation.

These data show that adult patients visiting family
physicians have not merely one condition but frequently
suffer from multiple conditions at the same time. A focus
on one disease at a time may not lead to high quality
care; 23 percent of patients have 2 or more chronic con-
ditions and for 65 year old patients (or older) greater
than 65 percent have 2 or more chronic conditions.” In
addition, chronic and acute diseases are only part of the
picture that patients bring to their family physician for
discussion.

The following information comes from one of our
studies” but the information has not been published
before. Of all 315 encounters or visits by patients to fam-
ily physicians, 311 had at least one symptom presented.
Eighty-nine percent of these patients expressed ideas
about what they thought the symptom meant. For exam-
ple, a patient might say: “I think these headaches may
have serious significance.” or “I was wondering if it could
be stress”

Of the 311 patients, seventy-two percent had an
expectation of what should occur during the visit. For

example: “I am here to have something done about these
headaches.”

Fifty-seven percent of the 311 patients had problems
with functioning in daily life, For example: “It sure is
interfering with my sleeping what with the coughing and
sweating.” or “I can’t go swimming anymore.”

Fifty-five percent of patients expressed family, friends
or life cycle issues, For example: “My son is in such big
trouble.”

And forty-two percent of patients expressed feelings
(concerns, worries, fear, anger), For example: “I'm find-
ing this waiting frustrating.” or “This pain is really wor-
rying me.”

These issues co-occur with the symptoms that
patients present verbally to family physicians. Sixteen
percent of family practice patients express all five ele-
ments (ideas; expectations; problems with function in
daily life; problems with family, friends and life cycle;
and feelings). Almost 45 percent have four of the five and
71 percent of patients have three of the five.

These data on multimorbidity and on co-occurring
illness experiences help family physicians appreciate the
need for a deep understanding of all of these aspects of
patients’ problems and of the interplay among these ele-
ments of disease and illness. These data help us under-
stand why patients’ expect patient-centered care.

Role of the Patient-Centered Clinical
Method in Diagnosis and Cure

Two examples demonstrate the importance of patient-
centered components in the two central tasks in conven-
tional medicine: diagnosis and cure. A real case shown in
a teaching videotape will illustrate the role in diagnosis."
The videotape shows a young woman patient, coughing
and looking tired. The medical student conducts a thor-
ough enquiry but asks closed-ended questions finding out
that the cough has been going on for some time, that the
patient is tired, that she has phlegm, that it hurts when she
coughs. The student said the diagnosis was bronchitis and
an antibiotic prescribed. The teacher later talked with the
patient using a broader approach, one that I would call
patient-centered. The patient was asked two broad ques-
tions which dramatically changed the differential diagno-
sis: with regard to her illness experience, she was asked
how the illness affected her daily life and she responded,
“I cannot sleep with the coughing, the nights are so diffi-
cult with drenching sweats and, actually I coughed so hard
once one night there was blood in the handkerchief.” As
well she was asked, “What do you think this is?” and she
responded that because she worked with immigrants each
day, she wondered if it was something she had acquired
from them. Tuberculosis. The point of telling this story is
to emphasize that correct diagnosis can rely on taking a
medical history that encompasses all the dimensions of
human life.

The second example concerns cure. When one thinks
about treating hypertension and diabetes, one immediate-
ly thinks of appropriate drug treatments. However, one
rigorous intervention trial has shown that when patients
are encouraged to more fully participate in their visits with
their primary care doctor, their diastolic blood pressure is
83 millimetres of mercury versus 95 millimetres of mercu-
ry before (for the intervention group of patients), and 91
millimetres of mercury before and after (for the control
group).” While the study did not explain the mechanism,
there is both biological and psychological plausibility for a
process revealed by seminal qualitative studies suggesting
that when doctors listen, patients begin to trust in the rela-
tionship, they feel better and become more active partners
in care."” They feel and become more empowered to
mobilize their own resources finally leading to an
improvement in physiologic health status.
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Studies of Patient-Centered Care

In the 1980s and 1990s, a research program, at
Western University, Department of Family Medicine,
began to take shape, running three tracks each informing
the other: a measurement development track; an epi-
demiologic track; and a qualitative track.

In order to be able to conduct studies of patient-cen-
teredness using epidemiologic methodology, quantita-
tive measurements had to be created. Two measures
have been developed.” One is the Measure of Patient-
Centered Communication, based on coding and scoring
audiotaped or videotaped encounters. An overall score
ranging from 0-100 has been validated through correla-
tions with Global Scores and found to be reliable
between raters, after training. A coding and scoring sheet
is used when listening to an audiotape of the interview.

Another measure is the Patient Perception of Patient
Centeredness, which is a 14 item validated and internally
reliable questionnaire which patients complete after a visit
with a doctor. It is the patients’ view of patient-centered-
ness. The 14-item questionnaire is reliable and valid.

Over two decades, the epidemiology track followed
the typical epidemiologic progression: beginning with
descriptive studies (of residents over a three-month peri-
od of training and of seven community-based family
physicians); followed by an analytic cohort study testing
the hypothesis that patient-centered care was associated
with subsequent patient health and with use of medical
resources. This led to our ability to justify a randomized
controlled trial of an education program for doctors
which contained a qualitative element.

The analytic cohort study of a random sample of fam-
ily physicians and their patients with new symptoms, stud-
ied the impact of patient-centered care on outcomes in
family practice.” Patient-centeredness of a study visit was
ascertained using the two measures I just described above:
we audiotaped the visit so we could measure the patient-
centered communication; and after the visits, the patient
completed a questionnaire on the patient perception of
patient-centeredness. Two months later the patients
reported their health. As well, a chart audit ascertained the
use of medical resources, i.e. referrals and diagnostic tests
ordered over the same two month period. Thirty-nine
randomly selected family physicians participated. 315 con-
secutive eligible patients were recruited.

The study found that the measure of patient-centered
communication, the audiotape measure, was not signifi-
cantly related to patient health outcomes nor to use of
medical resources. The patients’ perception that the visit
had been patient-centered was, however, statistically sig-
nificantly associated with patient health outcomes and

use of medical resources. This was an important, clini-
cally significant result, in that diagnostic tests were half
as likely if the visit was perceived to be patient-centered.
We portray these results in this diagram indicating the
patient-centered communication was associated, not
directly with outcomes, (the dotted line upper left to
right) but associated with the patient perceptions of
patient-centeredness (center solid line going top down)
which in turn affected subsequent outcomes (solid line
bottom going left to right) (Figure 2). It is noteworthy
that the patients’ perception of Finding Common
Ground influenced outcomes. For this reason, Finding
Common Ground is now at the center of the conceptual
diagram shown previously in Figure 1.

The next study in the program sought to translate
patient-centered care into practice in a randomized con-
trolled trial. This was entitled “Innovative Training to
Improve Physician Communication with Breast Cancer
Patients”."’ We wanted to answer this research question:
Does intensive education improve physician communi-
cation with breast cancer patients? The research team
was supported by a breast cancer patient advisory group.
There were three phases to the study: a qualitative study,
a pre-test phase of the education program, and the eval-
uation of the education in a randomized controlled trial.

The qualitative findings of long interviews with 11
breast cancer survivors were that their experience of
communication with their doctor at the time of diagno-
sis or diagnosis of recurrence was characterized by four
key themes: relationship building including trust and
hope, intertwined with information sharing, creating the
experience of control, and mastering life as a whole per-
son with a chronic disease."”

The 6-hour education program included these key
elements: the physicians’ perspective; the patients’ per-
spective including a discussion with breast cancer sur-
vivors; and videotaped practice sessions with feedback
using standardized patients.

The randomized controlled trial included 51 family
physicians, surgeons and oncologists who were random-
ized to experience either the 6-hour education (the
Intensive Group) or a 2-hour videotape viewing and dis-
cussion (the traditional Group). The education was evalu-
ated in terms of its influence on the measure of patient-
centered communication with audiotaped visits with stan-
dardized patients (these are actors, trained to portray a case
that we researchers created). These visits occurred before
and after the intervention. As well, we asked real breast
cancer patients’ about their satisfaction and well-being.

The strengths of the research methods included
seven points: random allocation; two reliable raters of
communication; validated communication measures;
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Figure 2. Relationships among measure of patient-centered communication, patient perceptions of patient-centeredness, and outcomes (NS: not

significant).

raters blind to the group the physicians were in; no rea-
son to suspect contamination; 100 percent compliance
by physicians i.e. all attended the education and all com-
pleted the standardized patient interviews; and patient
outcomes included.

The results were that the surgeons’ and oncologists’
audiotaped visits showed no change before and after the
education, but the education did demonstrate a signifi-
cant improvement in the family physicians.

In addition, the intervention group oncologists’ and
surgeons’ patients were more satisfied and felt better after
their visit with their doctor compared to control group
patients. In other words, the patients noticed a difference
that the audiotape measure did not. What more patient-
centered result could one imagine in the research pro-
gram — that patients’ themselves are more discerning than
we observers, regarding the important elements in a con-
sultation.

Studies Conducted Around the World

Other researchers have found that patient-centered
care does make a difference: to patients’ experience; to
patients’ health; and to the efficiency of health care.

Itis virtually a universal finding in the international lit-
erature that more patient-centeredness will result in more
positive patient perceptions. | have chosen two examples
of such studies. In South Africa, Henbest et al. showed a
large and significant difference in the percent of satisfied
patients, 15 percent in the not so patient-centered visits
versus 46 percent satisfied after the highly patient-cen-
tered visits."’ In Spain, Moral et al.’s trial demonstrated
significantly higher patient perceptions in the intervention
group (whose family doctor had received patient-centered
training), 55 percent versus 29 percent."”

With regard to patient health outcomes, results are
mixed in the general patient-provider communication
literature but with regard to family medicine and
patient-centered care, results are promising. Griffin and
colleagues conducted a systematic review of world liter-
ature and found that most of the 35 interventions
improved the relationship between the patient and the
doctor and as well, slightly more than half of the inter-
ventions improved patients’ health."” This review points
to several worthwhile ways to support effective patient-
doctor relationships, including: patient interventions
such as encouraging patients to ask questions, having
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patients write down what their concerns are; and inter-
ventions with doctors such as teaching doctors how to
better explore the patients’ ideas, concerns and expecta-
tions, helping doctors provide clear information about
disease and its treatment, and enhancing doctors’ atten-
tion to emotion in the consultation. These ideas are
highly relevant to the education strategies presented
later segment in this paper. The health outcomes which
were positively affected were: improved symptoms;
decreased anxiety; and improved functional status.

Concerns about health care spending and being wise
stewards of health care have led to studies on resource
use and costs. In North America, both numbers and costs
of diagnostic testing are lower for patients who received
patient-centered care. For example, in Canada, our
cohort study showed that at 24.3 percent of patients
received diagnostic tests when the visit was not patient-
centered in contrast to 14.6 percent when the visit was
patient-centered." In the United States, Epstein found
that the costs for diagnostic testing were higher when the
doctor was not patient-centered ($100 dollars) versus
when the doctor was patient-centered ($89 dollars)."”

In summary, we can say that patient-centered care
leads to: positive patient perceptions of their experience;
improved patient health; and increased efficiency
through reduced use of resources and costs.

Patient-Centered Care can be Taught
and Learned

From the studies that have been conducted, here are
six of the elements of successful education programs
whose goal was to improve patient-centered care
between family doctors and patients: 1) present some of
the evidence from rigorous studies; 2) know and share
the concepts about what are the components or tasks of
patient-centered care, (in other words describe a patient-
centered clinical method); 3) learn from patients, either
by asking them to share emotional stories of their illness
narrative or by asking them to complete a 14-item ques-
tionnaire; practice doing patient-centered care, perhaps
using role-play or videotapes of visits with patients; pro-
vide safe and constructive feedback to students regarding
their visits with patients; and 6) consider integrating the
teaching of patient-centered care with all other clinical
tasks, as well as integrating education into everyday clin-
ical care, by caring for patients with students.

Conclusion

I hope that this paper has helped you to better under-
stand the patient-centered clinical method. The paper
has covered the reasons why it is important to patients.
The patient-centered approach can assist a family physi-
cian in making a diagnosis and achieving a cure. The
paper shows that patient-centered care can be
researched. As well, we have seen ways that the patient-
centered clinical method can be taught and learned.

References

1. Stewart M, Brown JB, Weston WW, McWhinney IR, McWilliam CL,
Freeman TR. Patient-Centered Medicine: Transforming the Clinical
Method. 2nd ed. Oxford, UK: Radcliffe Medical Press; 2003.

2. Stewart, M. Reflections on the doctor-patient relationship: from evidence
and experience. Br 7 Gen Pract 2005;55:793-801.

3. Mead N, Bower P. Patient-centredness: a conceptual framework and
review of the empirical literature. Soc Sci Med 2000;51:1087-110.

4. Engel GL. The clinical application of the biopsychosocial model. 7 Med
Philos 1981;6:101-23.

5. Little P, Everitt H, Williamson I, et al. Preferences of patients for patient-
centered approach to consultation in primary care: observational study.
BM7 2001;322:468-72.

6. Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B.
Epidemiology of multimorbidity and implications for health care, research,
and medical education: a cross-sectional study. Lancer 2012;380: 37-43.

7. Stewart M, Brown JB, Donner A, et al. The impact of patient-centered
care on outcomes. J Fam Pract 2000;49:796-804.

8. Platt FW. Director, The Patient’s Narrative, The Medical Interview
Videotape, Colorado University School of Medicine, Foundations of
Doctoring Curriculum, July 2000.

9. Kaplan SH, Greenfield S, Ware JE, Jr. Assessing the effects of physician-
patient interactions on the outcomes of chronic disease. Med Care 1989;
1989;27:S110-27.

10. McWilliam CL, Stewart M, Brown JB, et al. Creating empowering mean-
ing: an interactive process of promoting health with chronically ill older
Canadians. Health Promotion International 1997;12:111-23.

11. Stewart M, Brown JB, Hammerton J, et al. Improving communication
between doctors and breast cancer patients. Ann Fam Med 2007;5:387-94.

12. McWilliam CL, Brown JB, Stewart M. Breast cancer patients’ experiences
of patient-doctor communication: a working relationship. Patient Educ Couns
2000;39:191-204.

13. Henbest RJ, Stewart M. Patient-centredness in the consultation 2: Does
it really make a difference? Fam Pract 1990;7:28-33.

14. Moral RR, Alamo MM, Jurado MA, Perula de Torres L. Effectiveness of
a learner-centred training programme for primary care physicians in
using a patient-centred consultation style. Fam Pract 2001;18:60-3.

15. Griffin SJ, Kinmonth AL, Veltman MWM, Gillard S, Grant J, Stewart
M. Effect on health-related outcomes of interventions to alter the inter-
action between patients and practitioners: a systematic review of trials.
Ann Fam Med 2004;2:6:595-608.

16. Stewart M, Ryan BL, Bodea C. Is Patient-centred care associated with
lower diagnostic costs? Healthc Policy 2011;6:27-31.

17. Epstein RM, Franks P, Shields CG, et al. Patient-centered communica-
tion and diagnostic testing. Ann Fam Med 2005;3:415-21.

Tiirkiye Aile Hekimligi Dergisi | Turkish Journal of Family Practice | Cilt 17 | Say1 2 | 2013




Hasta merkezli klinik yontem:

Aile hekimligi bakis acisi

Aile Hekimligi Arastirma Giinleri, izmir, Tiirkiye

The patient-centered clinical method: a family medicine perspective

Moira Stewart’

kimligi Arasturma Giinleri'nde verilen konferans

cercevesinde hazirlanan bu makale, tim diinyada
aile hekimliginin temel kavramlarimdan biri olan hasta
merkezli klinik yontemi konu almaktadir. Burada, yonte-
min kavramsal cercevesi cizilerek ona 11k tutan aragtirma-
lardan s6z edilecektir. Igerigin hazirlanmasinda baslica iki
kaynaktan yararlanilmugtr. “Hasta Merkezli Tip — Klinik
Yéntemin Déniistiiriilmesi” isimli kitap"' ve daha énce ve-
rilen bir ders.”

K astm 2012 tarihinde Izmir’de diizenlenen Aile He-

Makale alt boliimden olusmaktadir: Hasta merkezli
klinik yontem ile ilgili kavramlar; yontemin hastalar acisin-
dan 6nemi; hasta merkezli klinik yontemin tani ve iyiles-
medeki rolii; hasta merkezli klinik yontem ile ilgili aragtir-
malar; hasta merkezli bakim ile ilgili uluslararasi bulgular
ve hasta merkezli bakimi 6grenme ve 6gretme yontemleri.

Hasta Merkezli Klinik Yontem

Bir hekim nasil daha hasta merkezli bir sekilde ¢alisa-
bilir? Hasta merkezli olmak ne demektir?

Mead ve Bower, hasta — aile hekimi iliskisi hakkinda-
ki literatiirii elestirel olarak derlemigler ve hasta merkez-
li gortisler ile geleneksel biyomedikal klinik yontemi kar-
stlagtirarak farklarini ortaya koymuglardir.” Bu derleme-
de bizim kitabimizdaki tanimn," literatiirdeki en kap-
samli tamim oldugu kabul edilmistir.

Hasta merkezli klinik yontem, aile hekiminin distin-
ce yapisinda birbiri ile iliskili iki vazgecilmez ilkenin var
olmasini, bir bagka deyisle iki temel degisimi gerektirir.
Bu degisimlerden ilki hekimin belirleyici, hastanin ise
pasif bir alict oldugu hiyerarsik diistince tarzinin bu yon-
temde yeri olmadigini kavramakur. Bir hekim, hasta
merkezli olabilmek icin iliskideki giicii paylasmay1 6g-
renmek zorundadir. Bu giicler dengesi, hasta merkezli
bir uygulamanm zorunlu erdemidir.

Ikincisi ise, aile hekiminin, hastasi ile iliskisindeki
nesnelligi, onunla arasina mesafe koyan bir durug olarak

gostermesinin kabul edilemeyecegidir. Aslinda hekim,
duygusal olarak destekleyici ve hastasinin bir birey olarak
yasaminin biitiin boyutlarinda ¢ektigi 1zdiraba karst du-
yarli olmalidir. Bunun i¢in aile hekiminin hastadan gelen
nesnel ve 6znel tepkileri dengelemesi ve zihin ve bedeni
bir arada algilamaya calismasi gerekmektedir.

Dr. George Engel’in biyopsikososyal modelinin dev-
rimsel nemi aciktir.”’ Hem bir dahiliyeci hem de psiko-
analitik yonelimli bir psikiyatrist olan Engel, 1970’lerde
geleneksel biyomedikal yontemi, ¢cok dar bir bakis acisina
sahip oldugu ve klinik olarak 6nemli bilgileri disladig1 savi
ile elestirmisti. Onerdigi alternatif, biyopsikososyal model,
biyolojik, psikolojik ve sosyal verileri entegre ederek ttbbin
bakis agisini genigletti. Engel bir model, bir teori ortaya
koymustu; ancak hekimin tam olarak ne yapmasi gerektigi
cok da acik degildi. Bu model sonugta bir soyutlamaydi ve
uygulamada hayata gecebilmesi i¢in bir yonteme gereksi-
nim duymaktayd. Iste, hasta merkezli klinik yéntem bu
gereksinimi kargilamaktadir. Biyopsikosoyal modelin ha-
yata gecmesini, yani, uygulanabilmesini, arastrilabilmesi-
ni ve 6gretilebilmesini saglamaktadir.

Hasta merkezli klinik yontem birbirleri ile etkilegim
icinde olan dort bilesenden olugmaktadir.

1. Hem Hastaligimn hem de Rahatsizlik

Deneyiminin Aragtirilmasi (Sekil 1, sol iist kose)

[lk bilesen hekimin, her bir hastast icin, sagligin bo-
zulmast ile ilgili iki kavram olan “hastalik ve rahatsizlik”1
anlayabilmesini gerektirir. Hastalik, hekimin hastanin
sorunlarini, beden organlarinin ve sistemlerinin yapisal
ve/veya islevsel anormallikleri cercevesinde, hem fiziksel
hem de ruhsal hastaliklar ile agiklamaya calisugi teorik
bir yapi, ya da bir soyutlamadir. Rahatsizlik ise hastanin
kendi sagligindaki bozulma ile yasadig: kisisel deneyim,
yani hastanin Sykisidir. Bir insana koydugumuz “tan
etiketi” onun ayni hastaliga sahip digerleri ile ortaklasti-
g1 noktalari belirlerken, her insanin “rahatsizlig1” sadece
kendisine 6zgiidiir.
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Etkin bir hasta bakimu, bireylerin hastaliklarim dikkate
aldigimiz kadar onlarin rahatsizlik deneyimlerini de dikka-
te almamuz ile olasidir. Hastalik geleneksel biyomedikal
yontem ile saptanabilir; ancak rahatsizlik deneyiminin
kavranmasi icin ek bir yaklagima gereksinim vardir. Hasta
merkezli klinik yontem, bireylerin rahatsizlik deneyimine
dort temel boyutta yaklagir: Tlk olarak duygular, ozellikle
hasta olmalart nedeniyle duyduklart korkular; ikinci ola-
rak, sorunlarinin ne oldugu hakkindaki goriisleri; t¢tincii-
sti, sorunlarmimn giinliik yagam iglevleri tizerindeki etkisi ve
son olarak da ne yapilmas1 gerektigi hakkindaki beklenti-
leri. Bu yaklagimin anahtari, hastalarin bu boyutlar ile ilgi-
li sundugu ipuglarma duyarli olmakur; ama¢ hastalarin
sundugu ipuglarini izlemek ve hastalarin deneyimini onla-
rin bakis agisindan kavramaya ¢alismakur. Bu yontem has-
ta doyumunu ve is birligini arttrir, hem rahatsizlik hem de
hastalik ile ilgili ¢ikalar iyilestirir ve bir hekimin giinlik
pratigindeki tiim hastalar i¢in uygulanabilir.

Hastanin rahatsizlik deneyiminin sagaltuct bir sekilde
kavranmasi hekimin “hastanin diinyasina girmesini”, has-
tanin kendi rahatsizligi hakkindaki uzmanligina saygi1 duy-
masini ve rahatsizligi hastanin bakis agisindan kavramasini
saglayacak bir goriigme becerisi gerektrir. Bu hedefe ge-
nellikle 6zel bir caba géstermeksizin ulagilabilirse de bazen
hekimler, hastanin duygulari, distinceleri, beklentileri ve
durumunun giinliik iglevi tizerindeki etkileri hakkinda su-
nabilecegi biitiin ipuglarna karsi tetikte olmak zorunda
kalirlar. Hasta hekimi, ipuclarini kagirdigt konusunda
farklt yollarla uyarabilir. Bu, bazen gériigmenin sonunda,
hasta oday1 terk etmek iizere ve eli kapt tokmagindayken
yapug1 hayati bir yorum olabilir. “Kapi tokmag1” yorum-
lari, hekimin goriigme sirasinda bazi ipuclarini kagirdigi ve
hastanin korktugu ve utandig1 bir konuyu ¢ok ge¢ olma-
dan a¢maya cesaret edebildigi anlamma gelebilir.

2. Bireyin Bir Biitiin Olarak Kavranmasi

(Sekil 1, sag iist kose)

Ikinci bilesen bireyin bir biitiin olarak kavranmasidir.
Hekimler zaman i¢inde, hastalart hakkinda, hastaliga ta-
n1 koyma veya rahatsizlia verilen tepkileri belirlemenin
cok otesine gegen bir bilgi yigini biriktirirler. Hastalar1-
n1 bir birey olarak tanimaya baglarlar ve bu yolla bireyin
hastaligini ve rahatsizlik deneyimini, onun yasam ortami
ve kisisel gelisim diizeyi baglaminda degerlendirebildik-
leri bir kavrayisa ulasabilirler. Birey hakkindaki bu bilgi
onun ailesini, igini, inamglarini ve ¢esitli yasam olaylar:
ile nasil basa ¢iktigini icerir.

Bir aile tiyesinin ciddi bir hastalig1 tim aile sistemi
icinde yankilanir. Bireyi bir biitiin olarak algilayabilen
bir hekim, ailenin kendi tyeleri tizerindeki iyilestirici,
kotiilestirici ve hatta hasta edici olabilecek etkilerinin

farkindadir. Hastanin kiiltiirel inanis ve tutumlari da
kendi bakimu iizerinde etki sahibidir.

Bireyi bir biitiin olarak kavramak, baz1 belirli zaman-
larda, hekimin hasta ile etkilesimine katkida bulunur; 6r-

negin, belirti ve bulgular, acik¢a tanimlanabilen bir hasta-
lik siirecine isaret etmediginde ya da hastanin rahatsizhiga
verdigi tepkiler abartili veya sira dist oldugunda. Bunun gi-
bi durumlarda hastanin yagam dongiisii evresi, o anda ya-
sadig1 rahatsizhik deneyimine bir miktar 1s1k tutabilir. An-
cak taninin son derece actk ve kesin oldugu durumlarda bi-
le, birey hakkinda sahip oldugu biitiinciil bilgi, hekimin
“Neden simdi?” sorusunu yanitlamasini saglayabilir.

Son olarak, bireyi bir biitiin olarak kavramak, heki-
min insan yapist ve 6zellikle act cekmenin dogasi ve kisi-
lerin hasta olma durumuna tepkileri hakkindaki anlayigi-
n1 derinlestirir.

3. Ortak Zemin Olusturma (Sekil 1, orta boliim)

Yontemin ticiinci bilegeni karsilikli bir anlayis icinde
ortak bir zemin olugturmakar. Etkin bir yonetim plani
olugturabilmek i¢in hasta ve hekimin, ti¢ anahtar alanda
ortak bir zeminde bulusmalari gerekir: Tlk olarak, sorun-
larin dogasi ve 6ncelikler; ikinci olarak, tedavi hedefleri
ve son olarak da, hekimin ve hastanin rolleri. Hekim ve
hasta bu ti¢ alanda siklikla oldukca farkli bakis acilarina
sahiptirler. Bu ayriligin tatmin edici bir ¢6ztime ulagma-
s1 stireci, bir pazarlik veya miizakere siirecinden ziyade,
zihinlerin bulugmasima veya ortak bir zemin olusturul-
masina dogru birlikte hareket etme siirecidir. Bu gerceve
hekime, hastanin duygularini, diisiincelerini, beklentile-
rini ve iglevini tedavi planina entegre etmesi gerektigini
animsatir. Bu Gi¢gtinct bilesen hasta merkezli klinik yon-
temin merkezinde yer almaktadir ve bu nedenle Sekil
I’in ortasinda gosterilmistir.

4. Hasta - Hekim Tligkisinin Gelistirilmesi

(Sekil I’in altr)

Hasta — hekim iligkisinin gelistirilmesi yoniinde har-
canan bilingli bir ¢abay: ifade eden dérdiincii bilegen,
hasta merkezli klinik yontem icin temel bir 6neme sahip-
tir. Hekimler ayni1 bireyi zaman i¢inde farkli sorunlarla
defalarca gorerek, birey hakkinda daha sonraki sorunla-
rin ¢6ziimiinde yardimer olabilecek hatirr sayilir bir bilgi
birikimi edinirler. Hekim her bir hastas ile gerceklestir-
digi her gorigmede, bakimin siirekliligi baglaminda, has-
ta ile birlikte caligmalarinin temelini olusturacak etkin
bir hasta — hekim iligkisi gelistirmeye ve bu iligkinin sa-
galtic1 potansiyelini kullanmaya caligir. Hekimler bunun
icin kisisel 6z-farkindaliklarini ve etkin bir iligkinin temel
araclarini kullanirlar: Kogulsuz olumlu yaklagim, empati
ve ictenlik. Her zaman yorumlama veya miudahale etme
zorunlulugu duymadan hastalarina ve onlarin gereksi-
nimlerine odaklanirlar. Hekimler her bir hastanin farkli
yaklagimlara gereksinim duyacagini ve bu gereksinimleri
farkl yollarla (6rnegin, 6niine gegilemez bir destek ge-
reksinimi i¢inde olan ve terkedilmeye karsi son derece ki-
rilgan bir hastay1 hissetmek ya da savunmaci ve karmagik
bir hastay1 tanimak ve yardim etmek) karsilamalar1 gere-
kebileceginin farkinda olmalidirlar. Sonugta hekimler
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hastalart ile “birlikte yiirtiyerek”, kendilerini ve hasta ile
olan iligkilerini kullanarak, hastalarinin iyilestirici giicle-
rini harekete gecirmeye caligirlar.

Ozet olarak, hasta merkezli bakim bu dért 6lciit ara-
ciligi ile arastirilabilir, 6l¢iilebilir ve 6gretilebilir.

Hasta Merkezlilik Hastalar icin

Onemli midir?

Little ve ark.’nin" arastirma serileri, Birlesik Krallik’ta
hastalarin %75’inin hasta merkezli yaklagimu tercih ettik-
lerini gostermektedir. Ustelik kugkucu yazarlarin aragtir-
ma sorusu, “Hastalar hasta merkezliligin biitiin bilesenle-
rini istiyorlar mi1?” seklindeydi. Yanit ise kesin bir “Evet”.

Bana gore hastalarin 6nemli bir boéliminiin, hasta
merkezli yaklagim talep etmeleri sagirtict degildir. Asagi-
daki veriler buna aciklik getirmektedir.

Bu veriler, aile hekimlerine bagvuran erigkin hastalarin
nadiren sadece tek yakinmalar1 oldugunu, siklikla birden
fazla durum nedeni ile rahatsizlik yasadiklarini gostermek-
tedir. Her seferinde tek bir soruna odaklanmak yiiksek ka-
litede bir bakim saglamayabilir: Hastalarin %23’ iki veya
daha fazla kronik hastaliga sahipken, 65 yas tizerindeki
hastalar icin bu oran %65’in tizerine ¢ikmaktadir.” Uste-
lik akut veya kronik hastaliklar, bireylerin aile hekimlerine
sunduklar1 resmin yalnizca bir parcasidir.

Asagidaki bilgiler bizim c¢aligmalarimizin birinden
almmustir.” Ancak bu bilgiler heniiz yaymlanmamustir.
315 aile hekimi-hasta goriismesinden 311’inde en az bir
semptom dile getirilmistir. Bu hastalarm %89’u semp-
tomlarinin ne anlama geldigi hakkindaki gorislerini ifa-
de etmiglerdir. Ornegin, bir hasta, “Bence bu bas agrila-
r1 ciddi bir 6neme sahip” veya “Stres yiiziinden olabilir
mi acaba?” diyebilmektedir.

311 hastanin %72’sinin gériisme sirasinda nelerin ol-
mast gerektigi ile ilgili bir beklentisi bulunmaktadir. Or-
negin, “Burada olmamin nedeni bas agrilarim icin bir-
seyler yapilmas1.”

311 hastanin %57’si giinliik yagam islevlerinde sorun
yasamaktadir. “Elbette bu 6ksiiriik ve terleme uyumanu
engelliyor” ya da “Aruk ylizmeye gidemiyorum.”

Hastalarin %551 aile, arkadas veya yagam dongtsti ile
ilgili sorunlarimi dile getirmiglerdir. Ornegin, “Oglum
bityiik bir sorun yaratiyor.”

Son olarak hastalarin %42’si duygularini (endise, 6f-
ke, kizginlk) ifade etmislerdir. Ornegin “Bu sekilde bek-
lemeyi son derece sinir bozucu buluyorum” veya “Bu ag-
r1 beni gercekten endiselendiriyor.”

Hastalar aile hekimlerine semptomlari ile birlikte yu-
karida belirtilen konular1 da dile getirmiglerdir. Aile he-
kimlerine bagvuran hastalarin %16’s1 bu bes boyutu da
(distincelerini; beklentilerini; glinliik yagsam islevleri ile
ilgili sorunlariny; aile, arkadaglar ve yagam dongiisi so-

runlarimmi ve duygularini) ifade etmislerdir. Yaklasik
%45’i bu bes boyuttan dordiint ve %71’i de tictint g6-
rigme sirasinda giindeme getirmislerdir.

Multimorbidite ve rahatsizlik deneyiminin e zamanl
olarak ortaya ¢ikmasi ile ilgili veriler, aile hekimlerinin has-
tanin sorunlarinin biitiin boyutlarini ve hastalik ve rahatsiz-
ligin bilesenleri arasindaki kargilikli etkilesimi derinlemesi-
ne kavramalarma olan gereksinimi takdir etmelerine yar-
dima olabilir. Bu veriler, hastalarin neden hasta merkezli
bakim beklentileri oldugunu anlamamiza yardimeidir.

Hasta Merkezli Klinik Yontemin Tani ve
Tedavideki Roli

Hasta merkezli klinik yontemin, geleneksel biyome-
dikal yontemin iki temel gorevi olan tani ve tedavi alan-
larindaki 6nemi, iki 6rnekle ortaya konabilir. Egitim vi-
deosu haline getirilmis gercek bir olgu, yontemin tani
alanindaki roliinii gosterebilir.” Bu videoda 6ksiiren ve
bitkin gértinen geng bir kadin hasta yer almaktadir. Has-
ta ile goriisen tip 6grencisi, ayrintili bir sorgulama yap-
mus ancak, kapali uglu sorular ile 6ksiirtigiin bir stiredir
devam ettigini, hastanin halsizligi oldugunu, balgam ¢i-
kardigini ve oksiiriirken caninin yandigini 6grenmistir.
Ogrenci bronsit tanisi koymus ve antibiyotik recete et-
mistir. Daha sonra hasta ile goriigen egitici hasta merkez-
li olarak nitelendirilebilecek daha genis bir yaklagim gos-
termigtir. Hastaya ayiric1 taniyr dramatik bir sekilde de-
gistirecek iki acik u¢lu soru sormugtur. Yasadigi rahatsiz-
lik deneyimi ile ilgili olarak bu hastaligin onun yasamini
nasil etkiledigi seklindeki soruya hasta “Oksiirmekten
uyuyamuyorum. Sirilsiklam ter i¢inde kaldigim i¢in gece-
ler ¢ok zor geciyor. O kadar siddetli 6kstiriiyorum ki bir
seferinde mendilimde kan vardi.” yanitin1 vermistir. Has-
taya ayrica “Bunun ne oldugunu diistintiyorsunuz?” soru-
su sorulmus ve hasta gocmenler ile caligtigini ve onlardan
bir sey kapmis olabileceginden korktugunu séylemistir.
Tuberkiiloz. Bu 6ykiiniin anlaulmasindaki amag, dogru
taninin ancak insan yagaminin tiim boyutlarint kapsayan
bir ubbi dykii ile konulabileceginin vurgulanmasidir.

Ikinci 6rnek tedavi ile ilgili. Diyabeti ve hipertansiyo-
nu tedavi etmek dendiginde hemen uygun ilag tedavileri
akla gelir. Ancak ciddi bir miidahale ¢aligmasinda, hasta-
larin birinci basamak hekimleri tarafindan tedavilerinde
daha etkin bir sekilde rol almaya tegvik edilmeleri sonu-
cunda, miidahale grubunda diyastolik kan basmci ortala-
masinin 95 mmHg’dan 83 mmHg’ya distigi, kontrol
grubunda ise bu ortalamanin ¢alismanin baglangicinda ve
sonunda 91 mmHg olarak kaldig1 saptanmustir.” Caligma
bu bulgularmn arkasinda yatan mekanizmalari agiklama-
makla birlikte, ufuk acic1 niteliksel caligmalardan elde
edilen, hekimler dinlemeye basladik¢a hastalarin giiven-
lerinin arttug1 ve tedavide daha aktif ortaklar haline gel-
dikleri yontindeki bulgular, hem biyolojik hem de psiko-
lojik mekanizmalar1 akla uygun hale getirmektedir."”
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Hastalar kendilerini daha sorumlu hissetmekte ve kendi
kaynaklarini daha cok harekete gecirerek fizyolojik sag-
liklarinda iyilesme saglamaktadirlar.

Hasta Merkezli Bakim ile
ilgili Arastirmalar

1980’lerde ve 1990’larda Western Universitesi Aile
Hekimligi Anabilim Dali’nda, her biri digeri icin bilgi
saglayan ¢ koldan olusan bir aragtirma programu sekil-
lenmeye baglamistir: Olgiit gelistirme kolu, epidemiyolo-
jik kol ve niteliksel aragtirma kolu.

Hasta merkezlilik alaninda epidemiyolojik yontembi-
lim ile aragtirma yapilabilmesi i¢in niceliksel dlctitler ge-
ligtirilmesi gerekir. Bu amacla iki 6lgiit geligtirilmistir.”
Bunlardan ilki olan Hasta Merkezli Iletisim Olgiitii gor-
sel veya isitsel olarak kayda alian goriigmelerin kodlan-
mast esasma dayanmaktadir. 0 ile 100 arasinda degisen
toplam skorun Global Skorlama ile korelasyonu dogrul-
tusunda gecerliligi ve egitilmis degerlendiriciler ile de
glivenilirligi sinanmigtir. Gortsme kaydi dinlenirken bir
kodlama ve skorlama formu kullanilmaktadir.

Diger olciit ise Hastanin Hasta Merkezlilik Algist’dur.
Hastanin hekim ile goriismesinden sonra doldurdugu,
gecerliligi ve giivenilirligi olan 14 soruluk bir ankettir.

Epidemiyoloji kolu yirmi y1l boyunca tipik bir epide-
miyolojik izlem ger¢eklestirdi. Bunun i¢in 6nce tanimla-
yict bir ¢aligma ile baglandi (uzmanlik egitimlerinin
tiglinct aymun tizerindeki uzmanlik 6grencileri ile top-

| - Hastalhigin ve
rahatsizlik deneyiminin
arastirilmasi

Oyki

lum i¢inde uygulama yapan yedi aile hekimi); bunu hasta
merkezli bakimin hasta saghig: ve saghk kaynaklarinin
kullaninu ile iligkili oldugu hipotezinin test edildigi bir
analitik kohort ¢alismast izledi. Bu da bizi, hekimler i¢in
bir egitim programinin etkisini, niteliksel bilesenler de
iceren randomize kontrollii bir ¢alisma ile arastirabilece-
gimiz bir noktaya getirdi.

Rastgele secilmis aile hekimleri ve yeni yakinmalarla
bagvuran hastalar1 tizerinde yapilan analitik kohort calig-
masinda, hasta merkezli bakimmn aile hekimligi ¢iktilar:
iizerindeki etkisi aragtirilmistir.”” Calisma kapsamindaki
gortigmelerin hasta merkezliligi, yukarida sézii edilen iki
olciit ile degerlendirilmistir: Gortigmeler hasta merkezli
iletisimin ol¢ilebilmesi amaci ile kaydedilmis ve gorigme
sonrasinda hastalar “Hastanin Hasta Merkezlilik Algis:
Anketi"ni yamitlamislardir. Iki ay sonra hastalar kendi sag-
liklarr ile ilgili bildirimlerde bulunmuglardir. Ayrica tibbi
kaynaklarin kullanimi da bir form araciligi ile kaydedilmis-
tir. Bu kapsamda sozii edilen iki aylik doénem icindeki
sevkler ve istenen tani testleri dikkate alinmistir. Caligma-
ya rastgele secilmis 39 aile hekimi ve 315 hasta katlmigur.

Calisma sonuglarina gore, gorsel-isitsel kayit ile deger-
lendirilen hasta merkezli iletisim ile ne hastanin saglk ¢ik-
tilar1 ne de ubbi kaynak kullanimi arasinda anlaml bir ilig-
ki bulunmamistir. Bununla birlikte hastanin goriigmenin
hasta merkezli oldugu yoniindeki algisi, hem hastanin sag-
lik ¢ikulari ile hem de ubbi kaynak kullanimi ile anlamli
bir iliski gostermistir. Bu 6nemli ve klinik olarak anlamli
bir sonuctur. Eger goriisme hasta merkezli olarak algilani-
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Sekil 1. Hasta merkezli klinik ydntemin birbiriyle etkilesen dort bileseni.”
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yorsa, tanusal test istemi yaklagik yar1 yariya azalmaktadur.
Bu sonuglar Sekil 2’de gosterilmistir: Hasta merkezli ileti-
sim, cikular ile dogrudan iligkili olmay1p (ustte soldan sa-
ga uzanan noktal ¢izgi), hastanin hasta merkezlilik algist
ile iligkilidir (ortada yukaridan asagiya uzanan diiz ¢izgi).
Bu da sonugta ciktilar1 etkilemektedir (altta soldan saga
uzanan diiz ¢izgi). Hastanmn ortak zemin olusturulduguna
iliskin algisinin ¢ikular: etkiledigine dikkat etmek gerekir.
Iste bu nedenle “Ortak Zemin Olusturma” Sekil 1°deki di-
yagramun merkezinde yer almaktadir.

Programin bir sonraki aragtirmast, hasta merkezli baki-
mun uygulamada kullanilmasmi degerlendiren randomize
kontrollt bir ¢aligma idi. Bu ¢alisma “Hekimlerin Meme
Kanseri Hastalar1 ile Iletisimini Gelistiren Yenilikci bir
Egitim” olarak adlandirilmigtr."" Aragtirma sorumuz su se-
kildeydi: “Hekimlerin meme kanseri hastalar ile iletigimle-
ri yogun bir egitim ile iyilestirilebilir mi?” Aragtirma ekibi,
bir meme kanseri hastalar1 danigma grubu tarafindan des-
teklendi. Aragtrmanin ¢ fazi bulunmaktaydi: Niteliksel
bir calisma, egitim programinin test 6ncesi fazi ve egitimin
randomize kontrollii bir ¢aligma ile degerlendirilmesi.

Onbir meme kanseri hastasi ile yapilan ve tani veya
niiks saptanmast sirasinda hekimleri ile iletisim deneyim-
lerini arastiran, uzun goérismelerden elde edilen nitelik-
sel veriler sonucunda, dort ana tema o6n plana ¢ikmigtir:
Giiven ve umut iceren bir iligki gelistirilmesi, bilgi payla-
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Hastanin, hekimin
rahatsizlik deneyimini
arastirdigi algisi

Hastanin, kendisinin ve hekimin ortak

simi, kontrol hissi yaratilmasi ve kronik hastalig1 olan bir
birey olarak yagami yonetebilme."”

Alu saatlik egitim programu su ana bilesenlerden
olusmaktaydi: Hekim perspektifi; meme kanseri hastala-
r1 ile tartisma oturumunu da iceren hasta perspektifi;
standardize hastalarla, kayit aluna alinan ve sonrasinda
geribildirim verilen goriigmeler.

Calismada 51 aile hekimi, onkoloji uzmani ve cerrah
alt saatlik egitim programini (yogun egitim grubu) veya
iki saatlik video izleme ve tartismadan olusan standart
egitimi (geleneksel egitim grubu) alacak sekilde rando-
mize edildiler. Egitimin etkinligi, standardize hastalar
(bunlar aragtirmacilarin yarattig olgu senaryolarini can-
landiran kisilerdi) ile yapilmis ve kayit alana alinmig go-
riigsmelerle hasta merkezli iletigsim tizerine etkisi bakimin-
dan degerlendirildi. Goriigmeler hem egitim 6ncesinde
hem de egitim sonrasinda gerceklestirildi. Ayni zamanda
meme kanseri olan gercek hastalarin doyumlar1 ve kendi-
lerini ne derece iyi hissettikleri sorgulandi.

Aragtirma yonteminin yedi gii¢li yonti bulunmaktaydr:
Rastgele yerlestirme; iletisimi degerlendiren iki aragtirma-
cin tutarhligy gecerli iletisim Olgiitleri; degerlendiren
aragtirmacilarin hekimlerin hangi grupta olduklarini bil-
memeleri; kontaminasyonu diisiindiiren bir kuskunun bu-
lunmamast; hekimlerin tam igbirligi (tim hekimler egitim-
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zemin olusturdugu algis

Sekil 2. Hasta merkezli iletisim 6lctitd, hastanin hasta merkezlilik algisi ve ciktilar arasindaki iliskisi.
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lere katildilar ve tiim standardize hasta gérismelerini ta-
mamladilar) ve hasta ¢iktilarinin dahil edilmesi.

Caligma sonunda, cerrahlar ve onkologlarin kayit altina
alinan egitim sonrasi goriismelerinde, egitim 6ncesine go-
re herhangi bir degisim saptanmamustir. Ancak egitim, aile
hekimlerinin gérigmelerinde anlamli bir fark yaratmustir.

Ek olarak, miidahale grubundaki cerrah ve onkolog-
larmn hastalar1, kontrol grubundaki hekimlerin hastalari-
na gore goriisme sonrasinda daha fazla doyum elde etmis
ve kendilerini daha iyi hissetmiglerdir. Diger bir deyisle
hastalar, gorsel-isitsel kayit olciitiiniin saptamadig: farks
algilamuglardir. Hastalar gériigmenin 6nemli bilesenleri
konusunda biz arastirmacilardan daha iyi sezgilere sahip
olduklarini gostermislerdir — hasta merkezliligi inceleyen
bir aragtirma programinda, bundan daha hasta merkezli
bir sonug elde edilebilir mi?

Diinyadaki Arastirmalar

Bagka arastirmacilar da, hasta merkezli bakimin has-
talarin deneyimleri, sagliklar1 ve saglik bakiminin etkinli-
gi tzerinde fark yaratugini bulmuglardir.

Uluslararas: literatir géz ontine alindiginda, daha
hasta merkezli bakimin hasta algilart tizerindeki olumlu
etkisi evrensel bir gercek olarak karsimiza ¢ikmaktadir.
Bu sekildeki ¢alismalardan iki 6rnek sectim. Giiney Afri-
ka’da Henbest ve ark.’nin yaptig1 calismada hasta mer-
kezli olmayan ve hasta merkezli olan gériismeler arasin-
da hasta doyumu acisindan % 15’e %46 gibi biiyiik ve an-
lamh bir fark saptanmigtir."” Ispanya’da Moral ve ark.,
aile hekimleri hasta merkezli bir egitim almis olan miida-
hale grubu ile kontrol grubu arasinda, hasta algilarinda
%55’e %29’luk bir fark gostermislerdir."”

Hasta ciktlar1 g6z 6niine alindiginda ise sonuglar, ge-
nel hasta hekim iletigimi acisindan karmagik olmakla bir-
likte, aile hekimligi ve hasta merkezli bakim acisindan
umut vericidir. Griffin ve meslektaglari, diinya literatiir
iizerinde yaptiklar1 bir sistematik derlemede, 35 girigim-
sel calismanin biiyiik cogunlugunun hasta — hekim ileti-
simini gliclendirdigini ve bunlardan yaridan biraz fazlasi-
nin hastanin sagligi iizerinde olumlu etkiye sahip oldugu-
nu bulmuslardir."” Bu derleme, etkin bir hasta — hekim
iligkisini desteklemek icin kullanilabilecek degerli yollara
da isaret etmektedir. Bu yollar, hastalart soru sormaya
tegvik etmek veya endigelerini kigida dokmelerini 6ner-
mek gibi hastalara yonelik girisimlerin yani sira, hekim-
lere hastalarinin goriis, kaygi ve beklentilerini nasil arag-
tiracaklart konusunda egitim verilmesi, hastalara hastalik
ve tedavisi ile ilgili daha iyi bilgi aktarabilmeleri i¢in yar-
dimeci olmak ve hekimlerin goriisme sirasindaki duygula-
ra karg1 dikkatini arturmak gibi hekimler tizerindeki giri-
simler de olabilir. Bu gorisler, bu makalenin ilerleyen
bolimlerinde soz edilecek egitim stratejileri ile de son
derece tutarlidir. Olumlu yonde etkilenen saglik ¢ikulari

ise semptomlarin iyilesmesi, anksiyetede azalma ve iglev-
sel durumun diizelmesi olarak siralanabilir.

Saglik harcamalart ile iligkili endigeler ve saglik hiz-
metinin bir anlamda akil hocast olmak, kaynak kullanimi
ve maliyet aragtirmalarinin da yapilmasina yol acmustir.
Kuzey Amerika’da hasta merkezli bakim alan hastalarda
istenen tanisal testlerin hem maliyeti hem de sayisi daha
diisiiktiir. Ornegin Kanada’da, yaptigimiz bir kohort ¢a-
ligmasi, hasta merkezli olmayan goriismelerin %23,3’in-
de, hasta merkezli olanlarin ise % 14,6’sinda tanisal test
istendigini ortaya koymustur."” Amerika Birlesik Devlet-
leri’nde Epstein, hekim hasta merkezli olmadiginda tani-
sal test maliyetinin 100 dolar, hasta merkezli oldugunda
ise 89 dolar oldugunu géstermistir."”

Ozet olarak, hasta merkezli bakimin, hastalarin dene-
yimlerini daha olumlu algilamalarina, hastanin saghgin-
da olumlu gelismelere ve kaynak kullaniminin ve maliye-
tin azalmast ile etkinligin artmasina yol actigini soyleye-
biliriz.

Hasta Merkezli Bakim Ogretilebilir ve

Ogrenilebilir

Bugiine kadar yapilan caligmalardan, aile hekimi ve
hastasi arasindaki hasta merkezliligi arttirma amact tagi-
yan bagarili egitim programlarinin sahip olmas: gereken
bilesenlerden altis1 s6yle siralanabilir.

1) Ciddi ¢alismalardan elde edilen kanitlarin sunulma-
s1, 2) Hasta merkezli bakim i¢in gerekli bilesenlerin veya
gorevler ile ilgili kavramlarin bilinmesi ve paylasilmasi
(bagka bir deyisle hasta merkezli klinik yontemin 6gretil-
mesi), 3)Duygusal deneyimlerini paylagmalar: veya 14 so-
ruluk anketi doldurmalart istenerek hastalardan 6grenil-
mesi, 4) Oyunlastirmalar veya kayit altina alinan gériisme-
ler ile hasta merkezli bakim uygulamast yapilmasi, 5) Og-
rencilerin kendi hasta gorismeleri hakkinda giivenli ve ya-
pict geribildirim almalarinin saglanmasi, 6) Hasta merkez-
li bakim egitiminin diger klinik beceri egitimleri ve giinlik
klinik uygulama ile entegre edilmesi.

Sonu¢

Bu makalenin hasta merkezli klinik yontemi daha iyi
kavramaniza yardimer oldugunu umuyorum. Bu yazida
hasta merkezli bakiminin hastalar icin neden énemli ol-
dugu, bu yaklagimin aile hekimine tani ve tedavi alanla-
rinda nasil 6nemli katkilar saglayabilecegi tartigilmig ve
yontemin aragtirilabilir, 6gretilebilir ve 6grenilebilir ol-
dugu gosterilmistir.

Kaynaklar
Kaynak listesi 9. sayfada yer almaktadr.
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