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In the last five weeks, we have covered a lot of ground, so as the course draws to a close, it seems useful to review and reflect on the concepts we have encountered. I have to admit that I approached a course on “clinical information” very much as a “lapsed” practitioner, and the input from colleagues trained in different disciplines, and your responses to the exercises and group work have all been very enlightening. Looking back, I just wonder if the word “Clinical” was the right one to use. Although its derivation is quite homely (Greek clinos a bed post, so literally “medicine practiced at the bedside”), it has acquired other connotations, as in the phrase “cold, clinical light,” and the imagery that springs to my mind is the hygienic, but hardly comfortable, one of white tiled rooms, glass shelves, stainless steel equipment and a faint smell of disinfectant.
You may recall that we began (as a light hearted way of getting to know other buddies) of asking you to think examples of “bad” medical information. Thanks for all your contributions. Another one that came to my mind after was of a rather blunt neurologist I worked with once, who was actually ahead of his time on two counts: he wrote to GPs who had referred to him stating exactly what he had told their patients, and he “ gave it to the patients straight.” Sometimes, however, the end result might not be too welcome in the new NHS: “I have told your patient that his condition can be associated with a number of unpleasant complications such as sudden death.”
An art or a science?
A thought that has come back to me during the course is the old chestnut: is medicine an art or a science? I have never quite squared this, since I instinctively think that some aspects, such as taking clinical histories and establishing therapeutic rapport, are arts, whereas processes like interpreting observations and tests and reaching a diagnosis, are clearly more scientific. I suppose I usually fudge the answer, by saying going for a sort of Third Way: medicine is an art which employs scientific techniques when and where it can.
As you may remember, quite early on, we introduced the concept of medical humanities, and the idea that medicine can learn a lot from disciplines like philosophy, ethics, history, the social sciences and art and religion  and also from good literature. I was recently giving the first lecture to our undergraduates for a course in human anatomy and physiology, and one theme that emerged was that when the serious study of anatomy commenced in the Renaissance, it was artists like Titian, Durer and da Vinci who contributed as least as much to raising standards and accuracy as much as orthodox physicians, crouched over their cribs of Galen.  It is also interesting to reflect that many authors (AJ Cronin, Somerset Maugham, Conan Doyle, Anton Chekhov), began with a professional training in medicine, even if they subsequently wrote about other subjects. The medical profession is also a popular topic for authors in their work, ranging from sadistic authority figures (as in Herman Melville’s White-Jacket), through those with all the weaknesses of ordinary humans (Charles Bovary in Gustave Flaubert’s Madam Bovary), to heroic figures (like the young physician in Chekhov’s A Doctor's Visit).
It is also interesting to note that in Tomorrow’s Doctors, the General Medical Council envisages advantages flowing from a closer link between clinical practice and an appreciation of the humanities, specifically in terms of communication skills and the understanding of chronic illnesses. In some ways, we returned to this theme with Trish Greenhalgh’s work on narrative based medicine, which counterbalances some of the criticisms of evidence-based medicine, by swinging emphasis back towards individual experience of ill-health, and away from the “average” or statistical case, and attempts to restore some of the traditions of empathy and “unravelling a story” that go back to the roots of medicine. This idea also links to the sections on DIPEx resource.
New NHS, new consultations?
I found some of the material from Paul Glaziou and Adrian Edwards very "challenging” which I suppose means that it made me feel uncomfortable and to some extent unconvinced, but it still made sense, and I found it hard to argue against. However, I did rather like the ICE acronym, and the idea that the patient is not a tabla rasa for the clinicians to inscribe an action plan on, but that rather that each patient comes to the consultation with certain ideas about what the problem is; concerns about what may happen to them; and  expectations about the help they will be offered. 
Similarly, I found Adrian’s views very stimulating, but I still feel that there are plenty of clinicians who are not quite converted to his views, and even he admits that when it comes to attitudes the professionals are only  “probably” enthusiastic. I have a feeling that some of my clinical colleagues might take issue with statements like:
But to me again going back to the overall issue of defining what shared decision making is, it's involving patients in the decision to the extent that they desire and generally in those situations the patients don't desire it then that's fine, so its up to professionals to adapt and adopt the appropriate method at the right time.
Which seems to leave the doctor in a rather complex position of deciding just how much “empowerment” each individual desires or can cope with! However, empowerment may just be a new concept, which all parties will need a little bit of time to get used to. After all, the medical establishment was largely hostile to the concept of the NHS in 1948, and fifty years later had become one of its staunchest defenders!
On the other hand, I can see how his arguments might work in cases of professional equipoise, where looking at the evidence for various interventions, there is no single best approach. Here it seems a good idea to involve that patient, especially if there is no clear “winner” but rather a series of trade offs, where different patients may have different preferences (e.g. one may be willing to accept a more complex drug regime or more side effects in return for better long term outcomes; another may not). 
DIPEx site
This was quite novel to me. It seems to provide an interesting and balanced mix of factual information, accounts from patients of how they have dealt with a variety of common but often serious illnesses, and a discussion forum, to exchange experiences and knowledge. The discussion thread I browsed, on drugs for high blood pressure, included interesting ideas on being more pro-active in asking about side effects and potential drug interactions, and doing on-line searches to help patients understand their drugs better. Overall, this site seems a level headed way of promoting patients taking an informed and rational approach to their own health care, and at the same time forming support networks among people facing the same health problems. As it approach to the evolving relationship between the patient and the clinician is collaborative and not confrontational, I hope we see more such resources in the future.
I agree with some comments from my groups that although it may suit patients who feel at home with the internet,  patients not familiar with the technology my need other resources, or some a “guided” session with a nurse through these pages. There is also the risk of converting the “worried well” into the full-scale hypochondriac.
This house believes…
As you read this, you should just have been given access to the debate speeches. I have to admit that at first I felt that I was defending an “easy” motion, until Andrew reminded me that I was playing Daniel venturing into the “Librarians’ Den”! So, I am actually preaching to the enemy camp, and I look forward to comments on the motion, and to seeing if I have made any converts.
Course work
We are aware of how hard you have been working on the various portfolio tasks, both individually and in your groups and we look forward to the final versions. You will of course note that there is a space in the portfolio for today, for some final reflection on the course and the lessons you have learned. Among the issues you might like to consider here are:
· The balance between “scientific evidence” and individual experience in delivering clinical care. 

· The use of new technologies like the internet. 

· The changing balance in power and knowledge between the clinician and the patient. 

What next
We hope that you will have several take home skills at the end of the course, such as:
· Confidence in talking with clinicians. 

· Knowledge of the traditional steps in “managing” clinical problems. 

· Some ideas of how the professional-patient relationship is evolving and changing. 

