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This essay will be discussing the observations made during my placement with Mr. Andrew Davies in an orthopaedics and trauma ward. My initial observations into the consultation room was not what I expected, where I saw my doctor making several phone calls regarding numerous patients with different surgeons. Primarily in my short visit I saw elderly patients who were suffering with osteoarthritis in their knees. These patients were mostly at the later stages of osteoarthritis where the pain has become excruciating enough that they required surgery, the procedure would mean that the patients could perform everyday tasks within their everyday life without feeling the pain. 
Patient disclosed severe pain and discomfort. Patient A walked with no flexion in his knee, it was later discovered that he had lost all tendon attachment to his patella. He was recovering from a knee reconstruction after an accident in China on a motorcycle where his leg prevented his body from being crushed by a tractor, thus saved his life. The reconstruction procedure had resulted in his patella to move down his knee, thus reducing any flexion the patient had in his knee. I perceived the patient was put at ease very quickly by the doctor, who informed the patient that he would require another large operation. The intended procedure was described thoroughly as well as with the risks involved. I perceived a look of relief on the patients’ face reflecting his gratitude, on hearing that the doctor could improve the situation. The doctor always seemed to have his patients leaving happier when they left from when they had come in. I felt this was satisfying and it is an important aspect required from the doctor-patients relationship. Mr Andrew Davies told me that this was half the battle- ‘if your patient is leaving unhappy and uncertain, they are less inclined to listen to you and follow through with your instructions’. This may lead to the patients trying to find a new doctor, personally if this happened to me… I would have felt that I have not done my job. 
During my observations, I was told by Mr. Davies he made most of his main observations from observing the way a patient walked into the room. He said he could determine the severity of the patients problem from his or her walk. This was very inciteful for me and I became observant on the patients body language and behaviours, as well as what they said. Patient B was a female in her early 20s; she came with her mother walked into the room nervously. I observed how Patient B and her mother, their legs and body were turned away from Mr. Davies. This made me think that they had visited and their confidence with Mr. Davies was minimal. However, it was apparent that my doctor was very good at making patients at ease and he was natural and friendly. Mr Davies had good rapport with his patients and as the consultation progressed, Patient B and her mum became more open as observed in their body language. This led me to believe that he gained their trust and they appeared confident with the planned procedure that he had recommended. The doctor was clear and concise with his description of the anatomy of the knee, using language which were easy to comprehend for patients with limited medical knowledge and he used analogies which were understandable for them.
I also observed Patient C, an elderly female suffering from osteoarthritis, however she stated that she had no symptoms or pain. This was frustrating to me, as in my opinion she was wasting valuable NHS resources. I felt maybe she wanted to get out of the house because she was lonely, which not only is common in elderly patients but a growing societal issue. However, Mr Davies, maintained his professionalism; his Hippocratic oath meant that he would treat each patient with the same care regardless of the situation. 
After my time with Mr Davies, I felt it was clear that he was highly experienced and knowledgeable within his field. During examinations of his patients, he allowed me to observe and helped me understand what was going on. This enabled me to be more confident as the day went on. During the placement, I was introduced to one of Mr Davies surgeon trainees, this made it a lot clearer to me after having a few consultations with the trainee. It showed me how good at his job Mr Davies was. As the trainee was less confident and fluent with his analysis and examination, I felt that this patient was dissatisfied with her consultation.
CONCLUSION

2000 words on an aspect of the doctor-patient relationship
Shared decision making 
This essay will explore the doctor-patient relationship with relation to shared decision making. Shared decision making refers to decisions made in collaboration with doctor and patient. This entitles a patient to put their preferences at the centre of the decision about their own treatment and care. [1] There are two core elements to shared decision making which are risk communication and value clarification. Risk communication is when the doctor attempts to communicate the benefits and harms of interventions based on evidence. [2] Value clarification involves the understanding of a patient’s preferences of the patient and their families. These elements of shared decision making become embedded within the doctor and their patient to influence them to collaborate in the patient’s choice of health care treatment, but the collaboration must be congruent with what matters to the patient. [2] A patient’s preference are inclinations towards or away from an option. Values are what makes up a preference, it can represent concepts relevant to the decision that matters to the patient and their family. Shared decision making with respect to a decision being made is not about convincing the patient to accept and follow through with the recommendations of the doctor. [3]
The doctor-patient relationship is the most profound relationship a person can have with another human-being, the doctor-patient relationship is an emotional association that forms in a clinical setting between doctor and patient. The skills and knowledge of the doctor are not the only essentials needed, but the nature of the social relationship that exists between the doctor and patient. The doctors job ultimately is to gather information from the patient to enable them to perform an accurate diagnosis, present therapeutic instructions and create a meaningful relationship with their patients. These are the major clinical skills in the medical practice which are established to create the best out come and patient satisfaction, which are crucial for the effective delivery of health care. [4]
How has medicine changed over the years?
The history of the Doctor-patient relationship in western medicine is described as the four ages of medicine. [5] the first age was the period of medical paternalism, lasting for thousands of years from 500 B.C. to 1960s. This is where the doctor had authority, the technical skills and moral stature. The physician provided medical information but did not emotionally interact with their patient. [5] The second age was the period of autonomy. Post-World War 2, the doctor-patient relationship had changed where there had been great scientific breakthrough. Advances in medicines and understanding of disease lead for medicines to skyrocket in price. Patients’ rights and freedom had changed the relationship between the doctor and patient,  the doctors’ job was to serve their patients providing medical information. [5] The third age of medicine was the period of bureaucracy, this was initiated when third parties and government started to pay for healthcare. The decision making was no longer decided by the doctor or the patient, the treatment was dependent upon on the societal costs and how it would affect society. [5] At present medicine is in the age of shared decision making among the doctor and the patient. This era has revolutionised medicine where it prioritises the patient’s satisfaction and incorporates their needs and concerns. [6] It has adapted the notion that ‘the doctor knows best ‘where patients now are at the forefront of decision making and the treatment method is tailored around the patient, dependent on whether these options are reasonable and are relevant to the clinical situation. But also, the treatment option must be ethical for it to be considered. [7]. This has a dramatic effect on the doctor-patient relationship because many doctors find it difficult to achieve, as numerous healthcare systems do not establish this as a standard of care. [8] It has disrupted the interactions between patient and doctor as it involves an adjustment in the power and control of interactions as it is modifying the practice of medicine.
What do the patients want?
It has been reported regularly from many doctors that their patients do not want to be involved in the decision-making process. Each patient wants different amounts of involvement in the process and this must be respected as the patient’s preference should be informed rather than assumed. Often patients feel that they cannot participate in decision making rather than being unwilling to do so. As they do not want to irritate the doctor as they would rather be a ‘good patient’. This originates from experience of the paternalistic approach of consultations, this is common of elderly patients. [7]
There is a common misconception with doctors and their assumptions of what the patient wants. [8] Doctors cannot force a patient to be more involved with making a decision if they do not wish to. But if this is the scenario is to occur, the doctor can make the patient feel included and respected. Doctors can make an effort to understand what is important to the patient. [7]
Patients can be more active and prepare before a consultation can significantly improve discussions with the doctor and patient. There have been campaigns to try and adapt the attitude of patients about involvement in healthcare decisions. This is done by explanations of shared decision making and the production of interventions; giving patients prompts for different questions that they can ask. [7]
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Three talk model
The idea of incorporating shared decision making perplexed many doctors as they stated that they already collaborated with patients in decision making. [] Therefore, it was thought that there needs to be a change in the attitude amongst patients and doctors. There is a minority of doctors that feel their role is to be the ‘decision maker’ as they feel that they are doing what is in the best interest for their patients. [] The most important layer to be broken down to succeed in achieving shared decision-making is to breakdown what doctors perceive to be best for the patients. This will enable doctors to change their attitude as they do not recognise the patient’s values, opinions or preferences. []
 In 2012 the three-talk model was established by G. Elwyn and colleagues. It was an attempt to develop an agreement around key steps towards making a shared decision. A short practical way to train doctors on ways to improve their abilities of sharing decisions. The idea behind this model was that it was something quickly taught and easily graspable for doctors. []
There were two clear aspects which a doctor must adhere to. Firstly, the doctor must be able to provide high quality information and secondly have to be supportive in the process of decision making. The doctor must elicit what the patient already knows and determine whether it is correct or not. The patient should not be able to make a decision without sufficient information about treatment options. The doctors have to be committed to shared decision making as they have to fully support the patient and help them deliberate about their options and this is achieved by exploring their reactions to the information that the doctor has displayed to them. It is true that some patients are uncertain in being able to participate in making a decision as perhaps they feel their knowledge is inadequate. Also, some patients still treat the consultation to be in ‘the age of paternalism’ where the doctor has all the knowledge and prefer the decision to be made for them. This is common for elderly patients and is completely acceptable. But it is essential that the patients do not feel abandoned when making a decision and therefore the reiteration of doctors’ support is a must. 
The process is instigated with ‘choice talk’ where the patient or doctor establishes that the patient has numerous choices that they can make. Secondly, the ‘options talk’ providing the options that they can pursue and finally the ‘decision talk’, the decision is finalised collaboratively by doctor and patient.
In 2017 G. Elwyn et al. reviewed and revisited the three-talk model as critics considered the process to be ineffective as the idea of choice and option talk to be to similar. The new and improved three talk model is initiated with ‘team talk’. This is where the doctor and patient work together, describing choices, offering support and forming goals. This is followed by ‘option talk’ discussing alternatives using risk communication principles. The last step of the model is the ‘decision talk’ this is identical to the old version; the decision is made in relation to patients’ preferences.
Decision aid
Doctors feel that to be able to collaborate to make a shared decision with a patient that they do not have the appropriate tools for them to do so. Many doctors believe that a decision aid will enable shared decision making. The MAGIC (Making Good Decisions in Collaboration) programme developed in 2010 suggested that “skill trumps tools and attitude trumps skills”. The doctor’s communication skills need to be improved largely to progress decision making and evidence-based tools when appropriate. But doctors are not incorporating that all patients will find the aid helpful or want to have it. []
Patients that research information prior to a consultation are using sources which are cost consuming, such as websites. To develop a support to aid decision making.  Doctors need brief evidence-based tools to be used inside of the consultation. This has been trialled in Newcastle. [] The newer decision aids have been designed to facilitate collaborative deliberation during the clinical encounter, direct observations in randomised trials have shown that these short tools (available for diabetes, statins and antidepressants) this promotes dialogues and increase joint deliberation. There has been systematic review of these randomised trials which show that there is a 13% increase in patients’ knowledge and 82% increase of expectations of the possible benefits of their treatment options. [] The problem with this is that the decision aid has not been followed through where the usage of such support mechanisms is not being used consistently.
Conclusion
To conclude, shared decision making can make a positive impact to the consultation for a patient as increasingly more and more patients want to be more involved within making decisions about their own healthcare. National surveys suggest that over 40% of people want to be more involved in decisions about their care. [1] A lot more can be done to involve patients with their own health and care.
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