Reactions to Diversity: Using Theater to Teach Medical

Students About Cultural Diversity

Kimberley D Ivory', Paul Dwyer? and Georgina Luscombe?

'School of Public Health, Faculty of Medicine, University of Sydney, Camperdown, NSW, Australia. “Department of Performance Studies,
Faculty of Arts and Social Sciences, University of Sydney, Camperdown, NSW, Australia. 3School of Rural Health, Sydney Medical School,

University of Sydney, Orange, NSW, Australia.

ABSTRACT: Training medical students to understand the effects of culture and marginalization on health outcomes is important to the future health of

increasingly diverse populations. We devised and evaluated a short training module on working with diversity to challenge students’ thinking about the role

of both patient and practitioner culture in health outcomes. The workshop combined didactic teaching about culture as a social determinant of health using

the cultural humility model, interactive exercises, and applied theater techniques. We evaluated changes in the students’ perceptions and attitudes over time

using the Reaction to Diversity Inventory. There was initial significant improvement. Women and students with no past diversity training responded best.

However, scores largely reverted to baseline over 12 months.
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Background

In 2012, the Sydney Medical School introduced a Longitu-
dinal Patient Partnership Program called Integrated Popula-
tion Medicine (IPM). IPM aimed to expose senior medical
students in the final two clinical years (Stage 3) of a four-year
postgraduate entry program to the intersection of population
medicine principles and clinical practice through longitudi-
nal partnering with people living with chronic disease and
disability.

In IPM, each student was required to recruit a person
living with a chronic disease or disability and meet with them
over a period of around 14 months. Through a series of meet-
ings with their patient-partner, students then reflected on the
patient’s healthcare experience in the broader context of their
lives and communities outside the hospital environment
through a social determinants lens.

The details of the IPM curriculum are reported else-
where;! however, helping students to understand the effects
of culture and marginalization on health outcomes was an
important aim of the program. Students were encouraged
to choose their own patient-partners who were from differ-
ent cultural backgrounds to their own. Although Australia
is one of the most multicultural countries in the world and
more than one in four Australians are born elsewhere, specific
training in working effectively with diversity was not then

part of the Sydney Medical School curriculum.

Cultural competence is increasingly included in medi-
cal curricula in attempts to counter health inequities experi-
enced by marginalized populations. However, critics of the
teachability and assessability of these concepts suggest that
the training often risks reinforcing negative stereotypes and
positions learners as a homogenous in group learning about a
foreign other.>™*

To challenge students’ thinking about the role of both
patient and practitioner culture in health outcomes, we devel-
oped and evaluated a two-hour interactive workshop on work-
ing effectively with cultural diversity. Defining culture broadly,
we wanted students to think about their role in effective health-
care communication with diverse populations.

In this paper, we report the results of the evaluation of
the student workshop, using a validated quantitative instru-
ment called the Reaction to Diversity Inventory (RTDI)
developed by De Meuse and Hostager.> With this, we aimed
to see if students’ perceptions and attitudes toward diversity
changed over time.

Methods

Workshop structure. The workshops consisted of two
parts. Part A was a didactic, theoretical component giving an
overview of the concept of culture and why it matters in health
care. This discussion was based on the cultural humility model
of Tervalon and Murray-Garcia,® which required students to
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first consider their own identity and become aware of some of
the barriers that identity may create in communicating effec-
tively with others. A range of interactive exercises was used to
help students broaden their understanding of their own iden-
tity through exploring concepts such as the meaning of diver-
sity and the complexity of personal cultural identity, implicit
(or innocuous bias), the role of stereotypes, and the impact of
stigma and discrimination (Table 1).

In Part B, we borrowed the “forum theater” or “theater
of the oppressed” methodology of Brazilian director, Augusto
Boal,”® and ideas from discussions with Performing Medicine
in London.’

By adding the forum theater component to the work-
shop activity, we aimed to engage students in learning that
was both patient centered and democratic. Boals’ intent for
his theater of the oppressed was not simply to provide a forum
for the discussion of oppression, but to free the audience from
the traditional constraints or oppression of the theater itself and
turn them into spect-actors. 'The pedagogical basis for forum
theater is Paulo Freire’s model of problem-posing dialog in
which a continual exchange occurs between teacher (who also
learns) and learners (who also teaches).?

In our workshop, initial action was played out by the
actor and a doctor facilitator (KDI), and students were invited
to stop the action, intervene, make, and try suggestions for
better communication until a satisfactory communication that
identified the patient’s priorities and values without making
assumptions was reached.

We employed an actor from the Pam McLean Centre
trained in simulated medical encounters (https://pammclean-
centre.org/) as the patient in a scripted consultation in which
a female, sexual minority patient was concerned about pos-
sible stigma related to hepatitis C testing.l® This scenario
(Appendix 1) highlighted the potential impact of making
assumptions about cultural identity and values on health
outcomes. This segment was facilitated by an academic (PD)
skilled in Boal’s technique.

Table 1. Workshop structure.

VENUE 1 (75 ppl) VENUE 2 (75 ppl)

. Evaluation Evaluation
10 mins - -
Introduction Introduction
. Ice breaker exercise Ice breaker exercise
30 mins

Identity bingo Identity bingo

Group 1

30 mins (+10) Forum theatre group 2

Innocuous bias
Where do | stand?

5 min movement break

Group 2

30 mins (+10) Forum theatre group 1

Innocuous bias
Where do | stand?

Wrap up Wrap up

15 mins

Evaluation Evaluation

Attendance at the workshop was compulsory for all
students entering Stage 3 (Year 3) of the Sydney Medical
Program in January 2012. The workshop was held on both
days of the compulsory on-campus orientation session for
Stage 3 students. As our cohort was very large (280 students),
the cohort was split into four. Two groups of students attended
the workshop on day 1 and the remaining two groups on day 2.
On each day, one group did Part A followed by Part B, and the
other group did Part B followed by Part A.

The evaluation. The evaluation comprised a series of
three paper-based surveys and one online survey each incor-
porating De Meuse and Hostager’s validated RTDI! and
some basic demographic information.

De Meuse and Hostager came from a human resources
background and wanted to create a nonthreatening “objec-
tive, quantifiable assessment” that would measure an
individual’s overall orientation toward diversity in the
workplace as well as his or her specific emotional, cognitive,
and behavioral reactions to it. One advantage of the RTDI
compared to more traditional questionnaire-style tools is
that it does not force participants to respond to each item
but only to select those items that associate with workplace
diversity.

De Meuse and Hostager® conceptualized diversity in a
general way. Their aim was to create a conceptual framework
that would capture various aspects of diversity and be useful
in tailoring the design and delivery of diversity training to the
unique views held by the members of organizations.!!

The RTDI (Table 2) is a list of 70 words, presented in
random order, each depicting a positive or negative response
to diversity on one of the five dimensions. The five dimensions
are as follows:

1. Emotional reactions: the individual’s gus feeling about
diversity in general.

2. Judgments: the individual’s beliefs about diversity in
principle (eg, whether it is good or bad).

3. Behavioral reactions: the individual’s planned verbal and
nonverbal actions in response to workplace diversity.

4. Personal consequences: the person’s views on how
diversity affects them directly.

5. Organizational outcomes: the person’s views on how
diversity affects the organization as a whole.®

Once the participant has chosen all the words they
consider applicable, a summary score identifying their over-
all orientation to workplace diversity is calculated. All posi-
tive words have a value of +1, and all negative words have a
value of —1, so individual summary scores can range from —35
to +35. Circling all 70 words resulted in a score of zero. Scor-
ing is repeated in each of the five dimensions, where scores
may range from —7 to +7.°

All students in Stage 3 Year 3 attending the workshop
(276) were invited to complete the pre- and postworkshop
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Table 2. RTDI word list showing subcategories, after De Meuse and
Hostager.®

POSITIVE WORDS NEGATIVE WORDS SUB-CATEGORY
Compassionate Anger

Enthusiastic Apprehensive

Excited Confused

Grateful Disagree rEerggttiig:sl
Happy Fear

Hopeful Frustration

Proud Resentment

Ethical Bad

Fair Immoral

Good Unfair

Justified Unjustified Judgements
Proper Unnatural

Sensible Useless

Useful Worthless

Collaborate Blame

Cooperate Fight

Friendly Patronize

Listen Resist ie:;;atli\ggg ral
Participate Stubbornness

Support Unfriendly

Understand Withdrawal

Advancement Clashes

Discovery Insecurity

Enrichment Pressure

Opportunity Sacrifice

Rewarding Sleeplessness

Wisdom Stress

Asset Bureaucratic

Harmony Disorder

Innovation Expensive

Profitable Liability organizational
Progress Regulations

Team-building Turnover

Unity Unprofitable

evaluation (surveys 1 and 2). Students completed surveys
before and after the workshop (surveys 1 and 2). All students
who completed survey 1 (preworkshop) were subsequently
invited to complete surveys 3 and 4 at two subsequent time

points over the 18 months of the program, in December 2012
(survey 3) and in June 2013 (survey 4).

Survey 3 was distributed online using LimeSurvey and
students were sent a link to the survey. Only 49 (18.1%)
students completed this survey. In order to improve the
response rate for survey 4, students were again given a paper
survey to complete at the time of a compulsory examination.
A total of 176 (65.9%) students completed survey 4. Due to the
low response rate in survey 3, these data were excluded from
the final analysis (Table 3).

In a separate, parallel evaluation of the experience of
patient-partners subsequently recruited by this cohort (to be
reported elsewhere), patient-partners were sent extensive paper-
based surveys at the same time points. These surveys included
the questions listed in Table 4 to assess how well the students
respected their cultural and religious beliefs in an attempt to
gage how well students applied this training in practice.

Statistical analysis. Comparisons were made between
survey completers and noncompleters on age using independent
samples #-tests and on categorical variables using chi-square
analyses (or the Fisher’s exact test when cell sizes were small).
Changes in RTDI total and subscale scores from baseline
to post-training, from post-training to follow-up, and from
baseline to follow-up were examined using paired samples
t-tests. 'The subscale scores were not normally distributed.
Consequently, the analyses were originally conducted using
nonparametric analyses (Wilcoxon signed-rank tests). How-
ever, there were instances where the median score did not
differ across time points, even though the Wilcoxon signed-
rank test indicated a statistically significant difference over
time. We repeated the analyses using paired samples #-tests.
The results were largely the same, with the paired samples
t-tests being slightly more conservative. The paired sample
t-tests enabled reporting of means rather than medians, which
we felt made it easier for the reader to see the direction of
the change in RTDI scores and subscale scores over time.
These analyses were repeated, stratified by gender and prior
diversity training. All analyses were conducted using SPSS
version 22.0,'2 and alpha was set at P < 0.05. This protocol
was approved by the University of Sydney Human Research
Ethics Committee: Approval number 14341 in accordance
with the principles of the Declaration of Helsinki. Participants
gave their informed consent to participate in the research.

Results
Demographics. Of the original 270 students attend-
ing the workshop, we obtained a total of 159 (59.9%) usable

Table 3. Survey response rates over time and percentage of total cohort (n = 270).

S$1: PRE-WORKSHOP S$2: POST-WORKSHOP S1+ S2: PRE AND POST S3: FOLLOW-UP 1 S4: FOLLOW-UP 2 S1+S2 +S4
n=230 n=21 n=209 n=49 n=176 n=159
85% 78% 77% 18% 65% 59%
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Table 4. Excerpted relevant questions from patient-partner evaluation questions.

QUESTION TITLE SURVEY 1: PRE-WORKSHOP

SURVEY 2: POST-WORKSHOP

SURVEY 3: FOLLOW-UP

6. Cultural It is important to me that the It is important that the medical The medical student understood

respect medical student respects my student respects any cultural beliefs my cultural beliefs in relation to
cultural background. | have in relation to my health. my illness.

7. Religious It is important to me that the It is important that the medical The medical student understood

respect medical student respects my student respects any religious beliefs my religious beliefs in relation to
religious beliefs. | have in relation to my health. my illness.

matched RTDIs from students who completed surveys 1, 2,
and 4. The mean age of these students was 25.5 years, and the
majority were local students with fee support from the Com-
monwealth Government (79.2%), who were born in Australia
(62.7%) and had English as their first language (81.1%).
Only 27.2% of this group had had previous diversity train-
ing (Table 5).

We compared the students who completed all three
reported surveys with those who did not and found that the
completers were more likely to be slightly younger and born in
Australia than the overall student cohort (Table 6).

RTDI scores. The overall RTDI summary scores sug-
gest a significant positive impact (P < 0.001) of the work-
shop measured by the difference in baseline and postworkshop
scores. There was a positive trend in all five subcategories
post-training and a significant improvement in two of the
subcategories, such as judgments and personal consequences,
immediately after the workshop (Table 7).

Female students showed more positive shift after the
workshop than male students (Table 8). This gender differ-
ence also carried through most of the subcategories, with per-
sonal judgment and behavioral reaction in particular showing
a significant increase compared to male students. However, in
the case of personal concern, male students moved significantly
more toward positive after the workshop than female students.

A similar pattern emerged between those with no pre-
vious exposure to diversity training compared to those who

Table 5. Demographics of those who completed the three surveys.

Age, years: mean (SD) 25.5(3.5)
Female, n (%) 77 (48.4)
Student fee status, n (%)

Commonwealth supported local 126 (79.2)

Full-fee paying local 10 (6.3)

International 23 (14.5)
Born in Australia, n (%) 99 (62.7)
English first language, n (%) 129 (81.1)
Indigenous, n (%) 5(3.3)
Diversity training, n (%) 43 (27.2)

had previously experienced some form of cultural diversity
training, with students without previous exposure improving
significantly more in total scores after the workshop and
improving in all subcategories, but significantly in per-
sonal judgment, behavioral reaction, and personal conse-
quences (Table 9).

This initial improvement was not sustained over time.
There was a significant decrease between post-training and
follow-up scores for the whole group in the total score, emotional
reactions, behavioral reactions, and personal consequences.
However, scores at follow-up fell significantly below baseline
only in the subcategory of emotional reactions.

A similar pattern emerged again when looking at gender
and previous exposure to diversity training. The emotional
reactions scores of the female participants and those with no
past training also fell below baseline at follow-up.

Discussion

Our data suggest that a short but engaging diversity work-
shop, based on a cultural humility framework and allowing
for student input, can positively influence the perceptions and
attitudes of medical students to work with diversity. In partic-
ular, the significant improvement in judgments and personal
consequences immediately after the workshop suggests that
students felt more positive in their belief that diversity was a
good thing and that they had a positive role to play in it.

Table 6. Demographics of completers versus noncompleters.

n=159 n=>50 P VALUE
COMPLETERS NON-COMPLETERS
Age, years: 25.5(3.5) 26.7 (3.5) .040
mean (SD)
Female, n (%) 77 (48.4) 18 (36.0) A2
Borniin 99 (62.7) 22 (44.0) .020
Australia, n (%)
English first 129 (81.1) 35 (70.0) 10
language, n (%)
Indigenous, 5(3.3) 4 (8.0)
n (%)*
Diversity 43 (27.2) 10 (20.8) .38
training, n (%)

Note: *Indigenous here includes aboriginal or non-Australian indigenous.
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Table 7. Mean RTDI summary scores with standard deviations—
whole group.

Table 9. Mean RTDI scores by prior experience of diversity
training (SD).

BASELINE POST-TRAINING  FOLLOW-UP
Total score 9.2(7.7) 10.5 (8.6)? 8.4 (7.5)° Total score
Emotional reaction 0.6 (1.9) 0.8 (2.1) 0.3 (1.7)pe Notraining 9.2 (7.2) 111 (8.6)° 8.4 (7.1)
Judgement 2.1 (1.9) 2.4 (2.2)32 2.3(2.2) (n=115)
Behavioural reaction 3.2(2.2) 3.5 (2.2) 2.9 (2.2)° Ejri:;g;”i”i”g 9.0(8.8) 8.5(78) 85(84)
Posonal 4702 22017 1s@d Emotional reaction
Organisational 16(1.9) 1.6(2.0) 1.6 (1.8) Notraining  0.7(1.9) 0921 0.2(1.6)°
outcome Prior training 0.6 (1.8) 0.4 (2.0) 0.3 (1.9)
Notes: 2Significant increase from baseline to post-training. *Significant Personal judgement
;joe;:orﬁ:vsvi}“r)o(g E%s.g‘t]rga)i.ning to follow-up. °Significant decrease from baseline No training 2.0(1.8) 2.5(21) 2.2(21)
Prior training 2.3 (2.2) 2.2 (2.3) 2.3(2.3)
Behavioural reaction
'The low scores and steadiness of the organizational out- No training 3.2(21) 3.7 (2.1) 3.0(2.2P
comes category across the three surveys may suggest that Prior training 3.1 (2.5) 3.1(2.3) 2.7 (2.3)
students do not yet feel they are in a professional position in Personal consequences
which they have any real sense of the impact of diversity on No training 1.8 (2.0) 2.4 (2.2)° 1.4 (21)
the operational activities of their healthcare workplace, nor Prior training 1.5 (2.5) 1.5 (1.7) 15 (2.2)
any influence on how that may impact, which this category is Organzational outcome
meant to reflect. Notraining 1.6 (1.7) 1.6 (2.0) 1.6 (1.8)
Although this initial improvement in the student data Prior training 1.5 (2.2) 14.(19) 16 (17)

was not maintained quantitatively over time, in the patient
evaluation there was a significant improvement over time
to the question with respect to cultural background and
beliefs (Personal communication/publication pending). The

Table 8. Mean RTDI scores by gender (SD).

BASELINE POST-TRAINING FOLLOW-UP

Total score

Male (n =82) 8.8 (8.0) 9.7 (8.2) 7.6 (8.0)°

Female (n=77) 9.7 (7.4) 11.4 (8.9)2 9.3 (6.8)°
Emotional reaction

Male 0.6 (1.9) 0.7 (2.1) 0.3 (1.8)

Female 0.7 (1.8) 0.9 (2.2) 0.3 (1.5)be
Personal judgement

Male 21 (1.8) 2.3(2.1) 2.3(2.4)

Female 2.1(21) 2.5(2.3)2 21(1.9)
Behavioural reaction

Male 31(2.2) 3.1(2.3) 2.5(2.3)°

Female 3.3(2.2) 4.0 (2.0)2 3.3(2.0)®
Personal consequences

Male 1.4 (21) 2.1(1.9)9 1.2 (21)°

Female 2.1(2.2) 2.3(2.3) 1.8 (2.1)
Organisational outcome

Male 1.6 (1.9) 1.4 (1.8) 1.3(1.8)

Female 1.5(1.8) 1.8 (2.1) 1.8 (1.7)

Notes: @Significant increase from baseline to post-training. ®Significant
decrease from post-training to follow-up. ¢Significant decrease from baseline
to follow-up.

Notes: 2Significant increase from baseline to post-training. *Significant
decrease from post-training to follow-up. °Significant decrease from baseline
to follow-up.

patient-partners also became increasingly positive about
students’ enacted respect for their religious beliefs and cul-
tural backgrounds in their separate evaluation encourages us
to suggest that students enacted the workshops’ key message
of the link between respect for diversity, professionalism in
practice, and health outcomes.

The workshop’s focus on exploring the complexity of
personal identity and finding points of sameness between
people rather than difference through a range of different
activities may have contributed to the improvement in over-
all scores by helping create what Betancourt and Green'
described as “a culturally competent biosphere”. These
authors suggested that a multifaceted educational interven-
tion has the best chance of having an impact on healthcare
outcomes if it includes a patient-component and practice-
enabling strategies.

This is a key component of the cultural humility frame-
work. Tervalon and Murray-Garcia® defined cultural humility
as a practice that “incorporates a lifelong commitment to self-
evaluation and critique, to redressing the power imbalances
in the physician-patient dynamic, and to developing mutually
beneficial and non-paternalistic partnerships with communi-
ties on behalf of individuals and defined populations.” In order
to achieve that, first students must be able to examine their
own cultural identities and the culture of biomedicine and
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critically reflect on the ways in which these influence their
behaviors and attitudes. They must also deepen their under-
standing of culture beyond a set of stereotypes and realize that
culture is complex and ever-changing.!

However, this difficult work of maintaining respect for
patients whose cultural beliefs and behaviors are antitheti-
cal to one’s own is rarely supported by either the formal or
the hidden curriculum of the traditional medical school.
Wearl® stated that this process of unlearning one’s prejudices
is “lifelong, always unfinished work”. Without doubt, this
brief exposure to the concepts of cultural humility was, at
the time, novel in the whole of the Sydney Medical School
curriculum. Subsequently, it has also been introduced as a
seminar in the early weeks of the first year. However, this
remains a tiny drop in a vast ocean of hard-held beliefs about
the roles of doctors and patients and embedded power struc-
tures in medical education. It may be that ongoing exposure
to this cultural reality also reduced students’ positive reac-
tions to diversity.

Applied theater techniques have been employed in many

16-19 and students have found them

aspects of medical education
to be particularly helpful for learning to “act like a doctor” and
to develop a broader awareness of others.” Forum theater in
particular provides an excellent, interactive framework for the
exploration of challenging situations?® and has been success-
fully used in the teaching of professionalism.!® Acting offers
creative means to address the complexities of interpersonal
relations in modern healthcare workplaces where most com-
munication is unscripted. Actors understand that improvisa-
tion is grounded in rules that can be taught.?!

'The theatrical debate of forum theater allows participants
to observe, comment on, and intervene in scenarios that dra-
matize oppressive social situations, examining the scope for
individual or collective action. In India, forum theater has
helped medical students re-humanize and “be what I was, and
what I always wanted to be”, despite social hierarchies.?

Bleakley?? suggested that “learning is best realised as
a dynamic, complex, adaptive system in which high levels
of uncertainty must be tolerated within shifting networks
of activity.” Certainly, forum theater lends itself well as a
technique through which to explore the uncertainties and
nuances of working with diversity.

In retrospect, a separate qualitative evaluation of the
workshop and particularly the forum theater component may
have provided greater insight into how students engaged with
various components of the workshop and how they applied
what they learned in various settings.

The greater improvement in women over men after this
briefinterventionis consistentwith socialidentity theory, which
suggests that women’s historical membership of a [gender]
minority should result in a greater tendency for feelings of sol-
idarity with other minorities and consequently should produce
more positive perceptions of diversity training.”* Women also
tend to be more focused on procedural justice, which requires

rules to be followed impartially and consistently applied in
order to generate an unbiased decision.?*

Our data also suggest that exposing medical students
with no prior training in working with diversity to diversity
training has important consequences to their ability to work
with diverse populations in future. Other studies have also
confirmed that exposure to cross-cultural skills training is
associated with increased preparedness to care for diverse
patient populations.?®

A decline in positivity in the period after the workshop
may reflect personal and systemic challenges participants
experienced in attempting to apply new learning, an example
of Maslow et al’s cycle of learning in practice.?®

According to Maslow et al’s theory, there are four stages
of maturation of learner competency. The first stage is uncon-
scious incompetence in which the student does not recog-
nize the knowledge they are lacking. Not until the student
has been presented with information that highlights his or
her lack of knowledge, does this deficit become obvious and
the desire to address the deficiency develop (conscious incom-
petence). Through continual practice, the students face new
challenges that demand further new learning (conscious com-
petence) until the skill becomes second nature (unconscious
competence).

'This study has several limitations, in particular, the lack
of a control group and the smaller number of students who
completed all three surveys. Also, those who did complete
all three were more likely to be younger and Australian born.
It is possible that older students and those from more diverse
backgrounds could have different reactions to diversity that
are not captured in these data.

Future research could further analyze the RTDI data—
especially the subscores—to create individual profiles for reac-
tions to diversity in order to develop more targeted curriculum
interventions. For example, while a student may believe that
diversity is good in principle (a high subscore on the Judg-
ment dimension), he or she may also believe that diversity has
a negative effect on individuals and organizations (low sub-
score on the personal consequences and organizational out-
comes dimensions). The summary scores also lend themselves
to identifying those who are extremely positive about diversity
versus those who are balanced or extremely negative. It could
be that those on either extremity have somewhat unrealistic
concepts of diversity, and this too could be used to better tar-

get curriculum interventions.!?

Conclusion

The workshop we developed demonstrated an immediate
quantitative improvement in perceptions and attitudes around
working with diversity in our student cohort, especially in
women and students with no previous training in diversity.
Further analysis of this data or application of the RTDI may
provide insights into more targeted curriculum interventions
for teaching medical students about cultural diversity.
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Appendix [—Diversity Scenario

Characters.
Doctor.
Patient (middle-aged white woman wearing a ring on left
4th finger.
Medical student observing with the doctor.
Dialog.
Doctor: Come in Mrs Green and take a seat. (Introduce med
student)
Patient: (sitting in chair next to student) Actually, it’s
Ms Green or Elizabeth.

Doctor: Sorry. I assumed ... the wedding ring?

Patient: My partner is a woman.

Doctor: (looking uncomfortable with this information.) Well,
ahm ... that’s not important here.

(Med student shifts in chair away from patient)

Doctor: And what can I do for you today?

Patient: (looking uncomfortable.) I'm not sure .... I haven’t
been feeling quite well lately. I thought I might need
a blood test or something.

Doctor: You let me be the best judge of that. How old are
your

Patient: 48.

Doctor: Are your periods still regular?

Patient: No.

Doctor: Any pregnancies? ... No! Of course not ... a female
partner. Sorry! (Patient appears to want to say some-
thing but gives up) Any flushes? [Actually, she has an
adult son from donor insemination]

Patient: I don’t think so.

Consultation continues with patient looking more
and more uncomfortable, irritated, and giving fewer,
shorter answers.

Doctor: Sounds like menopause to me. Can make women
damned tired and miserable. Take this form, have the
blood test for hormones, and I'll see you in a week.
Any questions?

Patient: I don’t think so.

Doctor: Well then, see you next week, Ms Green.

Patient walks out, rips up pathology form and throws

it in the bin.
Background. She is really worried that she might have
hepatitis C as she has been reading information in a maga-
zine about how many people who were experimented with

intravenous drugs in their teens in the seventies and eighties
may have or have had hepatitis C without realizing it. She has
never given blood so has never had a test for this.

She dabbled with drugs in the late seventies, but is very
worried about stigma around hepatitis C and drug use and
confidentiality in her rural town (has senior management job).
She has heard this doctor speak about health issues on local
radio. Although she is totally ous with regard to her sexuality
in town, this doctor has made her feel stigmatized already
because of sexuality, so she becomes reluctant to talk about
her real fears, especially about a condition she feels really is
stigmatizing.

'This is a woman who may have had a wild past: drugs,
dropping out, bad behavior, punk bands, ill-advised tattoos,
needle sharing, etc., but has now left all that behind and
created a nice life, relationship, and career and enjoys respect
in the community.

She feels somewhat ashamed of her past. She feels the
decision to have her son was an essential turning point in her
life and her survival because she left all that wildness behind
and reinvented herself in a very positive way. She raised him
as a single parent and they are very close.

Issues.

Establishing rapport.

Introductions—names/med student.

History: relationships, neutral language.

Acknowledge relationships positively.

Body language.

History: including pregnancies: why have her periods stopped?
She has had a hysterectomy for early adenocarcinoma in her
thirties.

Tease out concerns: What makes you think that? What kind
of blood test?

Many embedded assumptions.

Patient dress. Smart casual—she is middle class, well
paid, educated, and on a day off from her management/pro-
fessional job.

Prefer neutral hair, small amount of makeup, eg, lipstick
or eyeliner/mascara, basic jewelry, eg, watch, ring/s, earrings,
no obvious tattoos.
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