Medical Facilitation: A Communication-centered Health Care Model

The medical world is in transition and at a crossroad. The 19th and 20th century saw the establishment of scientific medicine based on the view that human health is fundamentally biological. The deep biochemical familiarity with the human body along with nanotechnological engineering advances will in the 21st century set the base for an increasingly sophisticated molecular and technologic medicine. Superspecialized and automated procedures that are recognized to produce better results in medical treatment – like the surgical fix of hernias
 or colonoscopies – wont require the same extensive training of today’s medical doctors anymore. Thus, many facets of medicine originally assigned to doctors can and might soon be replaced by machines, medical technicians and engineers, or expert systems and computer algorithms.

On the other hand non-compliance -- the lack of adherence to medical treatment -- difficulties encountered in chronic symptom management, the case of health disparities, the problem of medical malpractice and litigation, as well as the raising health care costs point at unsolved relational aspects that defy the technological advancement in medicine. By including social science a Medical Facilitation model expands the biological view of health to incorporate interpersonal, social and cultural dimensions. Physiologic states become a metaphor for social and cultural processes. They are intrinsically entangled with relational and community aspects that call for a different sort of therapeutic model. Diversity awareness, conflict facilitation, process and system psychology, cognitive and behavioral approaches are required to address this part of medicine that cannot be replaced by machines or technical engineers.

Medical Facilitation believes that communication is a basic principle in health care. It is most relevant in the clinical encounter between doctors and patients or any health care professional-client relationship. It is also at the core of the consumers perception of the various health care systems. All encounters in health care need to be recognized as a communicative relationship. This communication-centered health care model acknowledges the limitations of a biomedical model of disease and illness. The biomedical paradigm approaches illness as a causal product of somatic processes and stresses the significance of the technical-scientific assumptions and the voices of medical experts. It supports an unequal relationship between health care professionals and clients and minimizes the importance of the client’s personal and contextually-grounded experiences of events and problems. In contrast, Medical Facilitation acknowledges the tension between objective medical and socio-culturally shaped subjective categorizations of disease processes. It complements the biophysical aspects of current medical practice.

What constitutes communicative expertise and competence is controversial. It strongly depends on the context and the people or parties involved. What counts as good communication in one setting may not be the same in another environment and good communication is more than a set of generic skills. Medical facilitation is an awareness based model that includes impersonal knowledge of facts and communication rules with an interpersonal subjective dimension. The interactional level integrates the awareness of communicative backgrounds that go beyond surface meanings and interfere with the primary purposes of the communication. The communicative backgrounds refer to diverse experiential frameworks that relate to gender, age, class, cultural, and health differences as well as to general differences in perspectives and values. They are often the source of communication problems and misunderstandings. Communication with clients in health care must address the subjective as well as the objective aspects of the communication between clinician and client. In objective medicine things operate by cause and effect, but not so in the world of relationship and communication. Communicative interactions take place in a complex field of forces (contextual, psychological, social, cultural) governed by an uncertainty principle. Social and cultural beliefs or values and individual feelings and goals create an atmospheric field in which there is a prospective uncertainty as to the outcome of a given communicative interaction. The dynamic interactions among these biological, physical, social, cultural, ethical and emotional elements are unpredictable. In communication the result of individual observation are not completely objective, but reflect the facets of the many processes involved. 

Thus, Medical Facilitation includes factual knowledge of communication and relationship signals (e.g. rank signals) and conceptual and cultural metaphors people live by. It allows for a process awareness and interpersonal understanding. It helps to tolerate the uncertainty and negotiate meaning with the client or patient.

Patient-centered health care firmly endorses mutuality, patient autonomy, and shared decision making as central values and makes new demands on all partners communicative abilities. Its communicative model is based on informed consent and strives for the ideal of two people capable of mature responsible judgment which foundation lays upon the classic scientific orientation towards reason and objectivism. It encourages patient emancipation and autonomy and balances a previously paternalistic attitude of many doctors and health professionals. Optimally from a patient-centered perspective the role of physicians and other providers is not to be decision makers for their patients but rather to help patients decide among various options. On the other hand this approach marginalizes the understanding that all of us, patient and professional, are psychological and social beings with unconscious and irrational value judgments and feelings. Communication between doctors and patients occur in a social context in which transference and counter-transference distortions occur that reflect the personalities and the social cultures of those involved. The complex and dynamic interaction between clinician and patients take place in a social, cultural, and ethical field in which uncertainty and subjectivity reign.

The awareness based medical facilitation model acknowledges the complex interactions that influence health communication. It recognizes the many competing subsidiary issues that need to be addressed in a communicative dialogue. The issue of rising health care costs is connected with the problem of health disparities and other social injustices. It is likely to increase the pre-existing inequalities and health disparities based on gender, race, age and social status. It might deepen the struggle between what we perceive to be the individual’s responsibility in taking care of his or her health and the responsibility of the community to look after its less fortunate and privileged members. Rising costs force us to reflect upon our social values and priorities; what we as a community are willing to support and pay. Medical Facilitation integrates an adult education paradigm and addresses in addition to all other needs, the power and rank imbalance between health care providers and clients and the dominance of some cultural values over others. Adult education
 has historically based its approach on a paradigm of developmental democracy. This educational model sees education as the method whereby democracy works. The ideal of participatory democracy motivates adult educator to share knowledge with the goal of empowering learners to overcome social barriers. Adult education ideally is grounded in social awareness, mutual dialogue and a concept of empowerment. Today’s models of patient education originate from a healing paradigm and are often based on older hierarchical models of education with poor awareness of the patients social space and empowerment needs. Education is often prescribed like a medicine oblivious of the patients feedback, the inherent rank discrepancy between clinician and patients, and other cultural barriers. Current trends in adult education focus on self-directed learning, critical reflection, learning-to-learn, and multicultural and experiential learning methods (Diamond & Jones 2002). For example an adult education approach to the problem of non-compliance places the patient at the center of the process of compliance letting her decide about the treatment goals and use the clinician as a resource. In contrast to the medical model where the patient is seen as the powerless receiver of treatment recommendations and directives the educational model empowers the patient to self-direct her healing process. It actively includes a relational dimension into the healing process. It integrates public debates about health, disparities in health, and the stigma that accompanies many chronic and life-threatening illnesses.

From a medical facilitation perspective non-compliance is a communication problem and a relationship process. There is, in this sense, no non-compliant patient; rather a miscommunication and/or a patient with another process than just to follow a certain treatment regimen. On the contrary there is possibly a non-compliant doctor or clinician who is unable to hear her patient’s needs. Her separate path is a form of covert negative feedback to the physicians ability to relate to the patients overall process including her hopes and aspirations for life, her current social and relationship situation, her hopelessness, pessimism or mild chronic depression. It mirrors the doctors inability to situate the illness within the patients larger context, and her illness beliefs or explanatory models for her disease. Non-compliance is a negative feedback signal against an authoritative and patronizing medicine that has failed to integrate the patient into a democratic healing process. 

The new Medical Facilitation model includes a relational and educational dimension and expands the frame of the clinician-patient relationship from that of expert-lay person to one of facilitator-empowered learner. Clinicians and practitioners have multiple role relationships with their patients and clients. They are therapists or healers as well as teachers and experts. The additional role of facilitator is one that facilitates awareness and communication and that recognizes that all his or her talents are required over time and that can furthermore see himself or herself as a learner who is taught by all that crosses his or her path. The facilitator values self-awareness and self-knowledge about his or her own emotional responses to patients needs. With that attitude she sees each encounter as a learning and teaching opportunity for both herself and her patient.

Medical facilitation integrates and addresses intra-personal, inter-personal and systemic dimensions of health and illness. It addresses the many relationship issues inherent in any clinician patient encounter and inbred in today’s biomedical culture. It recognizes the clinician’s responsibility to notice hidden communication barriers that result from the clinician’s multiple functions and roles and their implicit associated powers or ranks. The clinician’s rank and power derives from her role and function as the helper in the relationship with many times an advantage in health, social status, and knowledge. The awareness of the contextual and social variables of rank and how societal values favor or marginalize certain roles is critical to understanding the roots of misunderstandings and conflicts. Knowledge about the social implications of disease is a central tenet of any medical facilitation. Social status, age, the client’s belonging to a specific ethnic group and gender play a role in her capacity to engage in a relationship conflict with the clinician and to resist her dominance. Easy expressiveness of one’s emotions, self-confident commitment to one’s destiny, a reliable social network and medical knowledge about one’s condition are privileges that not everybody has. The more serious and chronic an illness is, the bigger is the difference in rank. Medical facilitation sees it as the task of the clinician to consider the specific dynamics of hierarchical relationships.

The predominating effort of clinicians for assurance and expertise is one factor that strongly influences the communication. While knowledge and expertise are unquestionably essential for a good practice of medicine, the myth of the infallible and invulnerable doctor helps create an unrealistic expectation and deepens the gap between the clinician/practitioner and her patient. Medical errors and iatrogenic complications represent a relevant source of morbidity, mortality and medical costs (Kohn, Corrigan & Donaldson, 1999). Members of a presidential task force estimated that the "cost associated with these errors in lost income, disability, and health care costs is as much as $29 billion annually." That same year the Institute of Medicine released a historic report, "To err is human: building a safer health system." The report's authors concluded that 44,000 to 98,000 people die each year as a result of errors during hospitalization. The preeminence of not harming has received a new dimension of relevance. It begins with an acknowledgment of the inherent dangers in medicine and the fallibility of every health professional. It continues with ensuring a humane environment for medical practice that allows clinician to be vulnerable.

The strong inclination of today’s medical practice towards excellency, reducing errors and cost effectiveness is pertinent. Evidence based medicine, best practice treatment schemes, and software tools that help comprehend patient uniqueness and avoid harmful and unnecessary errors are important attempts of improving health care and lowering costs. Medical facilitation asserts that the classic scientific formulation that only reason and objectivism are valid needs to be extended with an understanding that the human psyche is part of the living system and the objective can not function without the subjective. Communication with patients must address the subjective as well as the objective aspects of the relationship between clinician and patient. A communication model based on awareness and an uncertainty principle reminds clinicians that they operate with incomplete and unknowable data and in the contexts of many simultaneous subjective states of being. In this context knowledge is nothing but a role that can be shared and that coexists with uncertainty, vulnerability and openness to the unknown. This new model relies more on awareness than expertise and includes the health care professionals’ uncertainty and vulnerability as an important key to an improved communication and relationship. The internalized medical values of excellency and effectiveness contribute to a sense of inner oppression for health care professionals. The constant pressure of having to live up to these values and the fact that nobody will fully succeed to achieve these elitist standards contributes to the high strain of medical professionals and may lead to unnecessary errors. Uncertainty and vulnerability complement the oppressive values and help establish a healthier environment for both clinicians and patients.

Understanding of patients requires the clinician to develop an awareness of the diversity of experiential backgrounds and how they affect relationship and communication. It requires experiential fluidity and openness to an ongoing learning process of viewing the clients’ lives through alternative metaphorical and cultural lenses.

Medical facilitation envisions that for the clinician to do justice to her dual role she has to become a communication expert too. Beside technical development, new communication and relationship awareness has to be integrated into the therapeutic setting. Medical facilitation stresses the importance and primacy of communication and the clinician-patient relationship. The integration of an adult education paradigm sees the relationship as a form of a learning community in which the clinician is interested in her clients’ individual cultures and experiential backgrounds. 

This new communication model also helps overcome power differentials between clinician and patient. Medical facilitation includes societal questions such as rank and privileges and the uncertainty of the many forces influencing the clinician patient relationship in its methodology. Medical facilitation aims at teaching primary care providers to become communication experts. This role can be shared by internists, general practitioners, psychologist, case managers and/or chaplains. A medical facilitator has a sophisticated view of the relationship between emotions, social environment, and health. Her communicative approach focuses on awareness of these many influences and supports the flux of the developing process. For her, the mix of probabilities collapses at the point of relationship into a meaningful process. In her understanding from the indeterminacy of the many forces emerges a co-created meaningful interaction.

Medical facilitation sees itself as an initial step towards a new culture of dialogue and communication in health care that will help facilitate a co-creative project of reshaping our health care and the values it represents. It is an essential new element that hopefully will give rise to increasing satisfaction, lower costs and deeper democracy in health care.

Dimensions of Communication-centered Care:

Areas of Knowledge, Skills, and Values for the Patient-Practitioner Communication:

Areas of Knowledge, Skills, and Values for the Practitioner-Practitioner Communication:

Areas of Knowledge, Skills, and Values for the Community-Practitioner Communication:

Areas of Knowledge, Skills, and Values for the Community-Patient Communication:

� Routine and perfection increases the survival rate of many surgical procedures. Shouldice Hospital outside of Toronto, Canada has specialized on the surgical repair of hernias. None of their surgeons have completed general surgical training yet with one year superspecialized training they are the best hernia surgeons in the world (Gawande, 2002).


� Patient education is a specific form of adult education.





