Communicating complex information
What do we want the workforce to know and
confidently do?
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All tribes communicate in their own language
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And professional groups use their own professional
language to communicate with one another






llIness as a threat to identity: the ‘common sense
model’ of self regulation. Leventhal H 1997
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Health information can reinforce adaptive (coping) responses or
maladaptive (anxiety/avoidance) responses

Socio-Cultural Context

Psychological Input

Lol

Illness Representation: Coping Reponses Appraisal
/’ Health Threat . g
Stimuli ~ 1 : v
(Eg. Symptom)  [* I ‘ 1
\ Illness Representation: Coping Responses Appraisal
Emotional Response > >




Shared decision making

Patients: Clinicians:
My circumstances, my Options, benefits, harms,
preferences consequences, burdens

Informed decision

Informed demand on system




The Silent Misdiagnosis

Clinicians:
unaware of patients’
circumstances and
preferences

Patients:
unaware of all reasonable
options and outcomes

Uninformed decision

Uninformed demand on system

nb Montgomery



The 3 talk model
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DELIBERATION
Team Option | Initial Preference Informed Decision
Talk Talk preferences  Construction preferences Talk
Team talk Explain the intention to collaborate and support deliberation
Option talk Compare alternatives

Decision talk Elicit preferences & integrate into subsequent actions

Three Talk Collaborative Deliberation Model ©
Glyn Elwyn 2015
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Figure 1. Shared Decision-Making and Motivational Interviewing Are Overlapping Models for Providing Patient-Centered Care.'?
Abbreviations: M|, motivational interviewing; SDM, shared decision-making.



Risk communication




Absolute and relative risk

RELATIVE RISK ABSOLUTE RISK
New d_rug New drug reduced

reduced cancer cancerincidence

incidence by  from 2 per 1000 to
50% 1 per 1000

Absolute rizk i3 more useful at communicating the
true impact of an intervention, yet it's often not
reported in the research and the news



Communicating risk- tips

e Use a clear and consistent lexicon
— Benefit
— Harm
— Uncertainty

— Risk has a statistical meaning for most clinicians; the meaning for
most patients is possible threat

— Chance or likelihood preferable for patients



Use natural frequencies with the same
denominator

e 1 person in every 1000 develops...
* 3 peoplein every 1000 develops...
 However we know that 1/10 is seen as less risky than 10/100



Link in to every day experience and everyday

language
Y )
Very common  Common Lincommon Rare Very Rare
1in 10 1in 100 1in 1,000 1in 10,000 1 in 100,000
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Cates plots
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Don’t forget consequences and burdens
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We need minimally disruptive medicine
The burden of treatment for many people with complex, chronic, comorbidities reduces

their capacity to collaborate in their care. Carl May, Victor Montori, and Frances Mair argue

that to be effective, care must be less disruptive
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improve the care and quality of
life for patients.

Non-adherence, culpabilty, and
susceptibilty

Poor adherence to medical advice and drug
regimensis aglobal problem with a long his-
tory. Non-adherence is important because
many therapeutic int

only if used correctly, which requires continu
ous personal investment of ime and effort
from patients. The
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erapeutic regimens because of
impairment and people with mul-
tiple chronic comorbidities. Both groups
often present complex social problems that
are related o their illness and confound
treatment.” Perhaps more than 60% of
older people have multiple chronic condi-
tions, representing an increasing propor-
tion of people who need health care."
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Health literacy
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MORE THAN 80%

of health information
provided in a doctor’s
office is forgotten before
patients or parents get
home,

MORE THAN HALF of
the recalled information is
remembered incorractly,




3 simple steps to improving health literacy

1. Remember Leventhal: use ‘common sense’ and
helpful/positive/optimistic information that runs a low
chance of being misinterpreted:

— Health professionals tend to speak the language of illness/pathology
(arthritis/risk/infection) and much of that language has ‘folk
meanings’ that reinforce the health threat axis of the common sense
model



3 simple steps to improving health literacy

2. Use chunk and check and pick up on behavioural cues.
Consider rephrasing if necessary




3 simple steps to improving health literacy

3. Use teach back.

‘I want to check I've explained this well enough:
Could you tell me/show me what you have learned/what you plan to do?’



Thank you

Alf Collins
Alf.collins@nhs.net
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