What IMGs say

Holism: understanding problems in a psychological, social & cultural context

· Back home, I know the social structure very well, particularly what is expected from the various members of an extended family.

· For example, the elderly often have a significant say in what goes on, the younger members less so.

· Therefore, I'm not used to thinking about or checking out how patients are supported by their families. Perhaps I just assume that families offer support?

· If I did ask about psychosocial factors or family support back home, patients would be perplexed or even insulted that I assumed the possible lack of support.

· I don't know how people interact with each other over here. What are their expectations of each other? What is it permissible to talk about? What are the taboos? What are the different social classes and what practical difference does this make for my work as a doctor? 

· I also don't know the work culture, what employers and employees expect from each other and what the implications might therefore be for my work as a GP.

· How do I get to find all this out?
Clinical Management

Clinical management

· In other cultures, patients may expect a concrete solution. 

· Eg: problem identified, prescription /Treatment given 

· but not advise/education/wait and see--- which to them would seem negligent on my part.

Patient expectation

· Some patients choose to see me (a non-UK trainee) because they think I can give them what they can't get from the British doctors. Sharing the same language is an obvious reason, but also doing tests/giving prescriptions/referring quickly to a specialist. Maybe also they don't want to be involved in making the decisions?

Safety netting 

· I'm comfortable with the idea of reducing patient risk. However, I don't have the additional driver of reducing risk to myself caused by patient complaints or medicolegal problems. Therefore my ability to reduce risk overall, e.g. through the safety net, is less developed than it needs to be.
Communication

Cues

· British people often don't demonstrate much emotion, so the cues are subtle
· I sometimes get these wrong--- and sometimes I don't know that I am doing so
Explaining the problem and confirming understanding in an appropriate language

· I'm not used to having to explain things. Back home, most patients would accept my ‘authority’ without question.

· Because I don't often have to explain, I’ve found my own way of doing it, but tend to do it in the same way every time. Therefore, I find it difficult to change the way I explain and modify it to what the patient might need.

· Patients use humour, which I don't always understand. It makes me nervous about using humour myself
· Accents are sometimes a problem-- for both me and the patient
Managing medical complexity

Medical complexity
· Because the expectations of doctors are different, my focus back home was more medical. I'm not used to thinking in terms of a multilayered problem with a mix of psychological, social, and cultural factors. 

· Patients are usually younger, cases more acute and very much less protocolised.

· I can't assume that my patients will return to me, so ‘continuity of care’ doesn't attract the same emphasis back home.

· The medical strategies I use have often been more limited by resources. Medical care is sparse and has to be reserved for the most important cases or patients who can pay for it. I’m therefore not used to the idea of patient choice or to the range of the choices that are available in the UK.

· I'm therefore also not used to the idea of changing the system to improve resources and choices locally.
Because I'm much more used to dealing with medical disease back home, there is the emphasis (or luxury?) of focusing on health promotion and preventative measures
Ethical approach

· UK GPs respect and encourage autonomy. 

· But in many other cultures being paternalistic is thought of as being kind.  “I will take care of your medical problems”. 

· I don't appreciate what it feels like to patient to be told rather than involved

· Some ethical approaches don't translate. For example, end of life care is different and back home it would not be acceptable to stop active intervention in terminal care. I therefore wouldn't discuss it because if I did it would be unethical. However over here, I might be thought unethical if I didn't discuss it!

· Therefore, I might be interpreted as being unethical in a new culture when in fact; I have ethical reasons for my behaviour according to my own culture and reasoning.

Patients in the UK are given opportunity to be involved 

· There is a major cultural barrier here. Back home, I am expected to take responsibility and dictate the plan. 

· A patient-centred approach sometimes feels to me like a doctor-absent approach. I ask myself ‘Why am I here in this consulting room ---- I don't feel like I'm doing my job’

· Back home, patients may seek alternative help because there is no NHS and occasionally because they believe in other types of healer (examples – shamen, witchcraft, quacks, abortionists).This makes me as a doctor feel that I have to protect my patients. When I 'instruct' patients, it is partly driven wanting to keep them out of harm's way. 

· Patient complaints in other cultures may not be the norm and suing the doctor may not be a genuine risk. Therefore the importance of safety netting to avoid medico-legal risks is not appreciated.
Appropriate management plan

· My clinical management from the textbooks is generally okay
· However, because of the lack of emphasis back home on choice and autonomy I'm not used to seeking patients’ needs and preferences. This means that even though my clinical reasoning is good, I don't develop what is regarded as an appropriate management plan and I am heavily penalised for it in the exam.
Teaching methods: 

· Back home, I'm used to being taught mostly through being told

· I look up to my teachers (who are also my elders) and would not be expected to challenge them. It makes me really uncomfortable when expected to do so. This shouldn't be misinterpreted as meaning that I am not ‘tough’ or lack the ability to think for myself. I'm simply trying not to be rude or disrespectful.

· When I'm ‘lost’, I expect my teacher to guide me. Therefore, when I get non-directive feedback which tries to help me find my own way by using my own experience, I feel confused and frustrated. 

· For my UK colleagues, they have the culture and communication that allows them to engage in this form of discussion much more easily than myself. For me, it just adds another layer of confusion when I'm already grappling with understanding a new culture and it feels very de-motivating not to be able to live up to what my teachers expect of me.

· I therefore prefer feedback to be more explicit and targeted, allowing me to clearly see the problem. Also, I need more opportunities to practice and be informally reassessed so that I can boost my confidence by seeing that I'm improving. 
· I definitely don't feel empowered by having autonomy and being told to be self-directed. Back home autonomy comes when you are older, not at my stage of life. There, I am not expected to be independent, which includes being self-directed in my learning. 

· At home, I receive guidance on what to learn, not how to learn. In addition, my programme of learning is planned and timetabled for me. My job is to turn up and to diligently apply myself to learning what my teachers require of me. 

· People expect me to exercise autonomy and self-direction over here, but I need help with getting over the cultural barrier to doing this. I also need practical help/facilitation on how to do it.
· Maybe more than my UK colleagues, I feel very vulnerable especially early on in training and there is a real need to boost confidence at this stage. Criticism needs to be balanced so that I can see that I have some strength as well. Maybe in some ways, my own culture is an asset? I certainly feel so, but people haven't in the past tried to understand me so that they can see this.
Working with colleagues

· The work culture in the UK is likely to be very different -- I'm not really sure

· For example, back home, doctors have the main responsibility and are expected to take the lead. I would treat other members of the team with respect, but they are not meant to be ‘equal’

· The way that doctors and staff talk to each other in this country is different. I'm not sure what is ‘ the right way’. For example, what are acceptable topics of conversation? I always seem to be meeting new people but how should I break the ice?

· Once I know people, I find that I can relate to team members even better than some of the UK graduates!

Induction periods

· We get told a lot of stuff, but I'm not just learning about the training process. I also need to know about the new country and the new culture. 
· Socialising can be a great help in meeting future colleagues and finding out how to fit in.
· It's great when the scheme organises this, but it's also an issue for trainers.
· I'm not always sure that people are interested to find out about my background and why I think and believe in the ways that I do.
Write your scenario......

What were the key issues?

How did you address them?
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