Communicating about psychotic
symptoms in the medical

consultation

A shared understanding or agreement about psychotic phenomena between
patient and psychiatrist is a valid therapeutic goal and key to enabling patients’
ongoing engagement with mental health services and the outside world.
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EOPLE WITH schizophrenia are

among the most socially excluded in

our society. One in four have no con-

tact with their families and one in
three have no contact with friends.' For some,
contacts with mental health professionals are
among their few social contacts. However,
many disengage from services and those who
drop out of treatment are also the most
unwell.? Specialist assertive outreach services
have been established to improve their
engagement with services, and there is some
evidence that assertive outreach is more suc-
cessful than standard care in maintaining con-
tact with clients.* However, the focus is on
service configuration — little is known about
what actually happens when mental health
professionals and people with schizophrenia
interact and what might make a difference on
this individual level.

We recently conducted a study of 32 audio-
visually recorded outpatient consultations

between psychiatrists and people with a diag-
nosis of schizophrenia or schizoaffective
disorder.* Informal carers, typically the
patient’s partner or parent, were present in
about one-third of the consultations. The con-
sultations losted approximately 15 minutes
and were analysed using a qualitative method:
conversation analysis, which analyses what
people do rather than what they say they do. It
involves transcribing both what people say and
how they say it. What people say is quite simply
the words they use. The "how’ includes aspects
of talk delivery such as pauses, stress, intonation
and overlapping speech.

A typical consultation involved the psychiatrist
asking the patient about how they had been
since the last visit, asking the carer for their
account of how things had been, reviewing
medication and side effects and discussing
social aspects of care such as daily activities
and living arrangements. The psychiatrist
tended to ask the patient about whether they
were (still) experiencing symptoms, such as
hearing voices or having unusual thoughts,
and if so how often and to what degree. This
kind of talk was not especially problematic.

The patient, on the other hand, attempted to talk
about the content of their psychotic symptoms,
along with the emotional consequences (such as
fear or embarrassment) and why others dis-
agreed with their claims and beliefs. This kind of
patient-initiated talk was not easily introduced
into the consultation. Patients used certain con-
versational strategies in an attempt to make

The Journal of Primary Care Mental Health Volume 7, Number 1 2003




Communicating about psychotic symptoms in the medical consultation McCabe, Priebe

these concerns a legitimate topic for discussion.
For example, they repeated statements or ques-
tions about their symptoms, asked direct
questions and introduced this talk in the pre-
closing phase of the consultation. When patients
did succeed in topicalising their concerns about
these symptoms, it was a source of tangible inter-
actional problems. Psychiatrists displayed
reluctance and discomfort in talking about these
aspects of psychotic symptoms; they hesitated
and avoided answering these questions. When a
carer was present, they also smiled or laughed in
response to patients’ assessments of and ques-
tions about their symptoms.

In the talk that patients were trying to topi-
calise, they were either attempting to
articulate the content of their symptoms and
how the symptoms made them feel, or to
make sense of their symptoms and illness. The
following are verbatim quotes from patients
recorded during consultations.

Why don’t people believe me when | say I'm
God?

Do you think what I'm telling you even
when | was working in (place) | asked my
supervisor because she was dealing with
the psychiatry people and do they exist that
there are people that are causing this eh
sickness because I'm fully confident fully
satisfied now it's not the medication that
makes me with all the symptoms it's the
those people that I'm that are (after me)
that | feel sick an everything | blame them.

Is my mind unbalanced?

I’'m starting to get I'm not starting | (keep)
| still get those funny thoughts you know
coming into my head an stuff an they cause
me a bit of ehm trouble...well | can't (real-
ly) well 1 don't tell anybody well hardly
anybody exactly what’s happening in my
head but ehm because I'm ashamed of it
really you know?...I'm ashamed of what |
think you know? It's...It makes me feel
angry at myself and so on you know?

Constructing meaning from one’s experience
is a fundamental human activity and an inher-
ently social one. We discuss our experiences
with others and assess them in this way. As
Hinshelwood® suggests, creating meaning out
of strange experiences may become parti-
cularly important for people whose illness
means they are vulnerable to losing personal
meaning. Developing meaning and a narrative
for one’s experience creates order for the self,
the boundaries of which can be especially
threatened when someone is psychotic.

The questions that caused the greatest inter-
actional tension were those from patients
highlighting others’ disbelief in their claims.
In any interactive domain, successful com-
munication rests on participants creating
mutual understanding and resclving sources
of misunderstanding. Jaspers® described psy-
chotic symptoms as non-understandable
experiences, although possibly explainable.
These findings show the practical problem of
coming to a shared understanding or agree-
ment about psychotic phenomena and the
challenge of responding therapeutically to
questions about the ‘reality’ of patients’
anomalous experiences. For psychiatrists,
this might present a paradoxical task. On the
one hand, their role is to diagnose these
symptoms as based on ‘unreal’ perceptions
and thought contents and therefore patho-
logical. On the other hand, patients are

trying to seek a shared understanding of their.

‘'unreal’ experiences in a therapeutic
exchange, which the psychiatrist cannot con-
firm as real for them.

The difficulty for professionals is that they are
presented with questions that pose a genuine
dilemma. A patient asks, “Why don't people
believe me when | say I'm God?”, or “These
people that are drilling holes in my head, they
are the cause of my problems. What do you
think?” The psychiatrists’ role as specialists
leads to expectations that they know the
answers to these guestions. But what is the
right response? And is this the same thing as
the most therapeutic response?
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The jury is still out on the most therapeutic way
to respond to these concerns, and how this is
linked with longer term outcome is an issue for
future research. However, our study suggests
that it if clinicians are prepared to engage with
patients by taking up a dialogue about the con-
tent of their thoughts and experiences, patients
might find it easier to engage with clinicians.

We may need to think about reformulating psy-
chological distress in medical practice and
psychiatry in particular. Psychosis renders the
world we normally inhabit meaningless and gives
rise to enormous distress for patients. If they can-
not talk to their psychiatrist about the content of
these symptoms, the typically negative emotional
consequences and their difficulty understanding
why others disagree with their claims, whom
should they talk to? Communication is about
establishing understanding and resolving sources
of misunderstanding. It must be a valid thera-
peutic goal to seek to understand a patient’s
world of meaning. Otherwise, what may be the
patient’s only opportunity for ongoing communi-
cation with the outside world disappears. ®
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PriMHE

PriMHE's purpose

Launched in March 1999, PiMHE =2
exists to provided mental health support
services and education to primary care 3
professionals (PCPs) As a charity, PriMHE
supports PCPs, both locally and nationally, to achieve
and deliver the best standards of mental health care.

The PrAMHE journal, which addresses adult mental
health issues in primary care is joined by a new publi-
cation, Child and Adolescent Mental Hedlth in
Primary Care, serving o multidisciplinary readership
and intended to assist the promotion of understanding
and enable mutual learning between professionals
involved in child and adolescent mental health services.

Subscriptions:

Both journals, Child and Adolescent Mental Health in
Primary Care and The Journal of Primary Care Mental
Health and Education are available on subscription.

Supporter (aka member) individuals & organ-
isations: £25.00 per annum (4 issues, incl. p&p).
Non-supporter individuals and organisations:
£46.00 per annum (4 issues incl. p&p).

* Supporters annual subscription: £10.00.

This subscription supports the work of the charity in
terms of core running costs and its activities related
to delivery of the charity's objects. Subscribers also
receive preferential subscription rates for both of
PriMHE's journals).

To subscribe to either or both journals please com-
plete and return the reply-paid card enclosed or visit
PriMHE’s website, www.primhe.org, where you can
access our secure online subscription service. The
website also offers more information about PrIMHE,
its aims and activities, as well as resources, publica-
tions (including the Ezine, journal back issues and
press releases). You can also join Clarion, PriMHE's
discussion forum, check the events diary or explore
the links section.
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