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MEDICINE 
HAS CHANGED





what is a bedside manner?

kind friendlyunderstanding

empathetic

the way in which healthcare 
professionals relate to people who are 

ill and in their care



empathy
more than sympathy
much more than pity



what is a bedside manner?

compassionate care
“The humane quality of understanding suffering 
in others and wanting to do something about it”.  

Haslam, D, 2015



Would this standard 
of care be acceptable 
to me or my family?



“ I see no reason for my doctor to 
love me - nor would I expect him to 
suffer with me.  I wouldn’t demand 

a lot of my doctor’s time: I just wish 
he would brood on my situation for 
perhaps five minutes, that he would 

give me his whole mind and just 
once, be bonded with me for a brief 

space, survey my soul as well as 
my flesh, to get at my illness, for 
each man is ill in his own way”Anatole Broyard,   (1993) 

“Intoxicated by my Illness”



Aren’t we all altruistic?

Shouldn’t we all behave like that?



Bedside Manner for Me

Stand 
Greet 

Introduce 



Bedside Manner for Me
eye contact



Bedside Manner for Me
CLEAN HANDS



Bedside Manner for Me



Bedside Manner for Me



Bedside Manner for Me
CONFIDENCE

COMPETENCE

ARROGANT

HUMBLE



Bedside Manner for Me



Bedside Manner for Me



Bedside Manner for Me

understanding thorough



Bedside Manner for Me

“Of course I’m listening to your 
expression of spiritual suffering.   

Don’t you see me making eye contact, 
striking an open posture, leaning towards 

you and nodding empathetically?



Bedside Manner for Me



Bedside Manner for Me



Bedside Manner for Me

Gentle



Bedside Manner for Me



Bedside Manner for Me



Bedside Manner for Me

less jargon, 
fewer acronyms



Bedside Manner for Me

“this is  
what we call”



I am not alone
Outstanding Quality 

• access 

• communication 

• personality & demeanour 

• quality of care processes 

• care continuity 

• quality of facilities 

• office staff

“What patients want; a content analysis of key qualities that influence patient satisfaction”

Negative Ratings 

• communication 

• care coordination 

• inter-personal skills 

• barriers to access 

Anderson, R et al (2007)

“Patients may like you as a person  
but will judge you on  
your bedside manner”



Patients valued physicians who 
took time to listen, to work with 

them, to care about them, to 
support them in managing their 

healthcare and who took an effort 
to personalise their care.  

Anderson et al, 2007



is it possible to be 
compassionate?



Loss of Compassion



Nov 2016



The Guardian 23/2/11



how can they 
not care?



‘perhaps our altruism has slowly decayed 
and we’re too exhausted 

to change a broken system’



“compassion is not an optional extra, 
but all too frequently it is seen as 
being much less important than other 
aspects of care”

Haslam, D  2015

“There are many reasons for this, but 
the changing workload and system 
failures clearly contribute”



NHS Pressures ARE affecting Staff

Prof Michael West, King’s Fund, 2017

• 50% unable to meet conflicting demands 
• 40% unwell due to stress in previous year 
• debilitating levels of work stress 50% > general 
working population

impacts quality of care, error rates, ability to be 
compassionate, and clinical outcomes 





“The patient, though conscious that 
his condition is perilous, may 

recover his health simply through 
his contentment with the goodness 

of the physician”

Hippocrates 400BC





“Sit up Doris”



Stand 
Greet 

Introduce 

Dr Kate Granger MBE



Doctor
is a qualification, not a name



Why are you here?

the consultation



“What can I help you 
with today?

open-ended questions



the doctor  
interrupts  

in 22 seconds
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Spontaneous talking time at start of consultation in
outpatient clinic: cohort study
Wolf Langewitz, Martin Denz, Anne Keller, Alexander Kiss, Sigmund Rüttimann, Brigitta Wössmer

The average patient visiting a doctor in the United
States gets 22 seconds for his initial statement, then the
doctor takes the lead.1 This style of communication is
probably based on the assumption that patients will
mess up the time schedule if allowed to talk as long as
they wish to. But for how long do patients actually talk,
at least initially? We found only one study, from a
neurological practice, investigating this question.2 The
author reported one minute and 40 seconds. We
examined how long it would take outpatients at a terti-
ary referral centre to indicate that they have completed
their story—for example, with a statement such as:
“That’s all, doctor!” if uninterrupted by their doctors.

Participants, methods, and results
We investigated a sequential cohort of patients from
the outpatient clinic of the department of internal
medicine at the university hospital in Basle. The study
protocol was approved by the university’s ethics
committee. Inclusion criteria were sufficient knowledge
of the German language, first contact with the
outpatient clinic, and mental competence. We
informed doctors about the purpose of the study and
told patients that we were interested in their opinion
concerning the service provided. We asked doctors to
activate a stop watch surreptitiously at the start of the
communication and press it again when patients indi-
cated that they wanted the doctor to take the lead (for
example, by saying: “What do you think, doctor?”).
Patients did not know that a timer was being used. Doc-
tors were trained for one hour in basic elements of
active listening, such as waiting, use of facilitators like
“hmm-hmm,” nodding, or echoing. They were told not
to ask questions during the initial phase of the consul-
tation. To comply with their consultation schedule they
were advised to interrupt if a patient talked for more
than five minutes.

Within three months 406 out of a total of 1137
patients fulfilled the inclusion criteria; 33 were later
judged as not correctly classified. Of the remaining 373,
20 patients did not give informed consent; for nine

patients doctors did not register talking time; and data
on talking time were lost for nine patients. We analysed
spontaneous talking time in 335 patients who had been
seen by 14 doctors. Of the 330 patients who provided
sociodemographic data, 176 (53%) were female, mean
age was 42.9 years (SD 18.2 (95% confidence interval 17
to 84) years). The sociodemographic characteristics were
typical of patients seen at this hospital.3 The 11 male and
three female doctors had worked a mean of 58 (26)
months in the clinical field, with a mean of 38 (19)
months spent in internal medicine.

Mean spontaneous talking time was 92 seconds
(SD 105 seconds; median 59 seconds; figure), and 78%
(258) of patients had finished their initial statement in
two minutes. Seven patients talked for longer than five
minutes. In all cases doctors felt that the patients were
giving important information and should not be inter-
rupted. No other sociodemographic variable (educa-
tion, income, civil status, type of employment, and sex)
had a significant influence on spontaneous talking time
except for age (rs=0.41; P < 0.001; 17-29 years: 77 (105)
seconds; 30-49 years: 92 (93) seconds; 50-87 years: 108
(114) seconds).
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mean = 92 seconds
median = 59 seconds

78% of patients 
completed initial statement in < 2 mins

Langewitz et al, BMJ 2002;325:682–3



Listening



“Extracting information is too simplistic a 
definition of listening.  It presumes that talking 
is a linear process, that words are a mere 
conduit with meaning packed inside; that the 
listener just needs to unpack at the other end, 
like opening a letter.”

Graham Brodie, quoted in Danielle Ofri 
“What Patients Say, What Doctors Hear” 

2017



mis-communication is common  
and leads to  

error, complaints and litigation



What do you think 
I was trying to say?

This is what I thought  
you were saying



“With the gift of listening 
comes 

the gift of healing”. 

Catherine de Hueck Doherty (1896 – 1985)



Judgemental Language

the patient FAILED chemotherapy 

the patient REFUSED treatment 

the patient was NON-COMPLIANT 

Danielle Ofri
“What Patients Say, What Doctors Hear”

2017



POWER



Doctor Patient

paternalism

doctor-as-agent

informed 
decision 
making

Goodyear-Smith & Buetow, 2001 
Power Issues in the Doctor-Patient Relationship



type of power misuse by doctor misuse by patient

social authority ‘playing God’ using social standing to gain 
access to ℞

material resources making decisions influenced 
by personal gain

failure to pay 
suing physician to make money

information/knowledge witholding information to 
maintain superiority

withholding relevant information 
(e.g.denying or minimising smoking)

continuing ℞ when inadequate 
knowledge or experience

misinformation, e.g falsely 
claiming compliance 

controlling or punishing patient 
for not following advice

manipulating doctor to get 
particular treatment

making decisions based on 
doctor’s own beliefs

sabotaging doctor’s attempts 
at diagnosis or treatment

Health Care Analysis 2001; 9 (4): 449-462 

Misuse of Power



Ending 
The Conversation 
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21%

75%86%

% of consultations 
White J, Levinson W, Roter D.
 “Oh, by the way…”: The closing moments of the medical visit. 
J Gen Intern Med. 1994;9:24-28.
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Treatment 
& 

Outcomes



Tighter blood glucose control Quicker recovery



Two independent raters (JMK and JK) used the Cochrane
Collaboration’s tool for assessing the risk of bias [27].

Results

The thirteen articles that met our inclusion and exclusion
criteria are summarized in Table 1. All studies were published
after 1997. Eight studies were conducted in Europe, four in the
United States, and one in Australia. Three trials included patients
with diabetes, two included patients with osteoarthritis; no other
disorder was represented more than once. The median patient
sample size was 279 (range: 85 to 7,557). The median clinician
sample size was 39 (range: 3 to 180; two studies did not report
clinician sample size). Nine papers studied physicians, two studied
a mix of physicians and other medical personnel, one studied
acupuncturists, and one studied nurses.

To compute effect sizes, we used Cohen’s d, the standardized
mean difference between groups. As shown in the forest plot in
Figure 2, observed effect sizes for the individual studies ranged
from d= 2.23 to .66; and using a random-effects model, the
estimate of the combined effect size was d= .11. Even though the
overall effect was modest in size, it was statistically significant
(p = .02). The studies showed low between-study heterogeneity
(Q = 14.96, df = 12, p= .244, I2 = 19.77, Tau-squared = .015).
There was no evident publication bias in a funnel plot, the result
of Begg’s test was not significant (p= .27) and the fail-safe N
indicated that 32 unpublished or un-retrieved null studies would
be needed for the findings to no longer be statistically significant.
The trim and fill method did not lead to any adjustment of the
standardized mean difference.

Table 2 displays an assessment of the risk of bias for each study
using a tool developed by the Cochrane Collaboration [27]. The
risk of bias across the included studies was generally low and is
summarized in Figure 3. The largest potential source of bias
arises from the fact that it is impossible to blind treating clinicians
to their allocation assignment in these sorts of studies. One might
expect that lack of blinding of the treating clinicians would tend to
favor the intervention over the control. However, it is possible that
elimination of this potential bias could favor the control over the
intervention and change our conclusion that there is a statistically
significant effect for the influence of the therapeutic relationship
on healthcare outcomes.

Three studies [28,29,30] used a within-clinicians design such
that each clinician saw patients in both the intervention and control
conditions. All other studies used a between-clinicians design such
that clinicians saw patients in either the intervention or the control
condition. Four of the studies with a between-clinicians design
used cluster randomization, such that entire practices were
randomized to either the intervention or the control condition
[31,32,33,34]. Cals [31] had 20 clusters and a total of 431 patients;
Cleland [32] had 13 clusters and 629 patients; Kinmonth [33] had
41 clusters and 250 patients; and Sequist [34] had 31 clusters and
7,557 patients. All four studies adjusted for clustering in their
statistical analyses. Intracluster correlation coefficients were
generally low (all below .06, but Sequist [34] did not report the
coefficient). All other studies randomized clinicians at the
individual level.

The interventions used to alter the patient-clinician relationship
varied considerably. Six trials [31,32,35,36,37,38] used interven-
tions designed to improve communication skills. Three trials
[28,30,39] used some form of motivational interviewing based on
the stages of change model [40]. One trial used shared decision
making [41], one used patient-centered care [33], one used
empathic care [29], and one used cultural competency training
[34].

Control conditions also varied to some degree. Ten trials used a
treatment as usual control [28,31,32,33,34,36,37,38,39,41,42];
one trial used the Goldberg reattribution technique as a control
[35]; one asked clinicians to be less empathic and to minimize any
talking with patients [29]; and one asked clinicians to act in a
controlling manner, emphasizing clinician power and minimizing
patient autonomy [30].

Eight trials augmented the relationship intervention (but not the
control) with a variety of additional elements aimed at improving
healthcare outcomes. Of these eight trials, three provided patients
with written materials to encourage healthy behavior [32,33,36];
two assessed patients prior to their appointments and provided
feedback to either the clinician or the patient [28,39]; one gave
patients coaching on communication skills prior to healthcare
visits [37]; one provided a physical explanation for somatic
patients’ symptoms [35]; and one gave physicians monthly
performance reports [34].

We consider these eight trials ‘‘impure’’ tests of the effect of the
patient-clinician relationship because the relationship manipula-

Figure 2. Forest Plot of Cohen’s d for the Effect of the Patient-Clinician Relationship on Healthcare Outcomes.
doi:10.1371/journal.pone.0094207.g002

The Clinical Relationship and Healthcare Outcomes

PLOS ONE | www.plosone.org 4 April 2014 | Volume 9 | Issue 4 | e94207

 Forest Plot of Cohen’s d for 
Effect of the Patient-Clinician Relationship 
on Healthcare Outcomes.

Kelley et al  2014 doi:10.1371/journal.pone.0094207.g002 



Can you teach 
a good bedside manner?
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Decline in Empathy Score at Medical School

Newton et al, Academic Med (2008); 83: 244-249



Role Models
compassion fatigue





communication skills  
improve, 

and are sustained,  
by training

“you need to be 
a better actor!”



‘putting the humane back into them’

Carly Annable-Coop

Caring for the Staff





Good Manners



I wasn’t left thinking, “What compassion.” 
Instead, I found myself thinking, 

“What a professional,” and even (unexpectedly), 
“What a gentleman.” 

The impression he made was remarkably calming



Etiquette-Based Medicine

Etiquette-based medicine should prioritise 
behaviour over feeling, practice and 
mastery over character development. 

It should put professionalism and patient 
satisfaction at the centre of the clinical 
encounter.  

Kahn, M. NEJM; 2008; 358:19



Etiquette-Based Medicine
the check list

Kahn, M. NEJM; 2008; 358:19

1. Ask permission to enter the room; wait for an answer 
2. Introduce yourself, showing your ID badge 
3. Shake hands (wear gloves if needed) 
4. Sit down.  Smile if appropriate  
5. Briefly explain your role in the team 
6. Ask the patient how he or she is feeling about being in hospital



people have 
different needs





A good bedside manner
DOES
matter


