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Learning and teaching the complex craft of relationship-centered carein the context of the competing
demands of clinical family medicine can be challenging. The “ Clinical Hand” is an educational aid,
which servesasa curricular map specifying what content and skills are important for relati onship-
centered care. The Clinical Handilluminates sevenfeaturesof the clinical encounter. “ Openingthe Hand”
symbolizes the importance of relationship and healing intention. The “ Grip of Power” highlights the
significance of locating, owning, aiming, and sharing power in the relationship. The “ Wrist Lines of
Guidance” namethree goalsfor every vist andthreetypesof clinical encounters. The* Fingersof Direc-
tion” identify five sequential tasksfor eachencounter, and the” Nailsfor Trouble” remind resdentsof the
BATHE technique. The* Palm of Hope” represents a diagnostic and management tool, and a “ Smnging
Cultural Ape” emphasizestheimportance of evolution, culture, and the needto “ keep swinging.” Theuse
of the Clinical Hand in aresdency programis briefly discussed.

(Fam Med 2004;36(5):330-5.)

When challenged by the multiple problemsof a patient
andthe competing demandsof clinical practice*?how
canafamily physician keep everything inview? Roger
Neighbour first proposed the hand asapossibletod, in
whichthefivefingerssignify checkpointsfor eachen-
counter? We trandated thisideainto a curricular tool
or “map” and found it to be helpful for resdentsand
faculty at integrating the many aspectsof rdationship-
centered care. This paper identifies the features of the
tool, which we call the “Clinical Hand,” and provides
references that point toward more detail. The paper
concludes with a brief discusson of using the Clinicd
Hand in aresidency program.

The Clinicd Hand hdds the following seven fea-
turesthat illuminate potentials of the clinical encoun-
ter: “Opening the Hand,” “ Grip of Power,” “Wrigt Lines
of Guidance,” “Fingers of Direction,” “Nails for
Trouble,” “Palm of Hope,” and “Swinging Cultural
Ape’ (Figure 1).

The Clinical Hand
Opening theHand

Theextending of an open hand frequently serves as
the official beginning and closing of the clinicd en-
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counter. Thishand, openingto compassion asclinician
meets patient, symbolizes the importance of relation-
ship and healing intention in every encounter*> The
opening of the hand at the Sart of thevisit alsoreminds
cliniciansto openthemselvesto befully present and to
experience the uniqueness of each encounter. Shake
hands; the power of relationship isready to begin.

Grip of Power

The Clinical Hand also contains power, the power
of gripsymbolizingthe healer’ spower. Power ispresent
andislived in every encounter. Patientsoften arrive at
the office fesling asif their power isdiminished, and
thehealer’s powe isgreat. Thegrip of power reminds
theclinicianto locate, own, aim, and share power?®’ In
asuccessful encounter or seriesof encounters, the power
in the patient’s handshake should be greater at the end
than in the beginning. The grip reminds one to recog-
nize and remembe the power of diagnosisand treat-
ment and to beware of the allure of powe. Use diag-
nogtic and therapeutic power with humility and inthe
relationship.® Healing power issituated, not inthe doc-
tor or the patient, but in therelationship between them,
inthe space wheretwo handsgraspinthe grip of power.

Wrigt Lines of Guidance
There areusudly three parallel lines evident on the
wrigt, divided perpendicularly by the palmarislongus
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tendon. These represent lines of

guidance—the three goals of every
vidt (ontheulnar sde) andthethree
types of clinical encounters (on the
radial sde corresponding with the
pulse or rhythm of the vist). Both
of thesetools help prioritize and or-
ganize the many complexities of
each particular clinical encounter.
Thethreegoalsof anyvidtareto
develop and address working hy-
pothesesfor presenting concerns, to
address the actual reason for com-
ing, andto addressonehealth main-
tenance/promation issue related to
either of the first two goals. Three
major types of encounters are rou-
tines, ceremonies, and dramas.® Rou- KW inging
tinesaresmple, single, andlessthan Culiwral
2-week old concerns on which cli- ipe
niciansand patientscaneasly agree.
Examplesinclude minor acuteinfec-
tions, minor traumas, reassurance,
insurance physicals, simple skin
problems, and Smplepain. Mainte-
nance ceremonies are “aways the
same” vidtsconcerning either sable
chronicillnesssuch asdiabees, hy-
pertension, recovering addiction,
recurrent somatization, and chronic
leg ulcer or healthmaintenancevis-
itsfor prendal care, well-childcare,
and screening pelvic exams. Dramas
represent apotential turningpointin
apatient’slife gory. The issues are

L omu g

Grrip af Fower

Waorking DX
Aetual Reasan far

Fromote Healtls

Figure 1

TheClinical Hand

........

Nails for
J |'.'l..l.|'l.'.;'
Fingeors of
LV e e

Halm af
ffape

W riwt

Fivag of

Hoatiae
feremany
Dramu

frufdaence

complicated and uncertain. Clinician
and patient struggletoward“ finding
common ground.”*® Dramas also occur whenever the
clinician presents a patient with a new chronic illness
label. Dramas require several vistsover timeand of -
ten necessitate exploring symptom, family, and life
dories.

Fingers of Diredion

Each finger represents a critical task to complete
during the visit. The index finger points the way to
“Connecting.” Thisinitial guidepost is reached when
the patientiswelcomedwith confidence, rgpportises-
tablished, something memorable about the patient is
clearly set in theclinician's mind, and the patientis as
comfortableas possible.

Themiddefinger of “ Negotiating Agenda” reminds
usto elicit possible issuesfor each visit and then pri-
oritize and set the agenda These tasks include identi-
fying the chief concern of the paient and other issues
of importance andidentifying and sharingtheclinician's
goalsfor thevigt. Negotiatingthe agendamust also be

remenbered when the dinician hasinvited the patient
to thisvigitfor follow-up. Another important aspect of
negotiating the agendaisto explorethe patient’sactud
reason for coming. A differential diagnosisfor thisin-
cludesintolerance of worry, intolerance of pain, aprob-
lem of living, social sanctioning, sick rolelegitimation,
health mai ntenance, and administrative issues.**?
“What worriesyouthe most about your concern?’ and
“How can | be mogt helpful toyou?’ are useful ques-
tionsfor identifying the actual reason for coming.***
Once all the possbilitiesfor the visit are known, it is
necessary to negotiate what will adually be addressed
in the time allotted. Thisincludes deciding when and
how to addressany leftover concems. At thispoint, the
clinician determines what type of encounter thisis—
routine, ceremony, or drama—and compl etesthe guide-
post of negatiatingagenda. Negatiating agendabefore
doing afoaused higtory and physical is critical to opti-
mi zing time management and a therapeutic partnership.
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Thering finger guidepost is“Handing Over.” Hav-
ing completed whatever focused evduation is neces
sary for theagenda, includingweaving betweenillness
and disease and noting the patient’sfeelings, ideas, func-
tion, and expectations,™ cliniciansmust hand over what
they havelearned and what suggestions for care they
have. Thisprocessof handing over requirescommuni-
cationskillsincluding cultural sensitivity,'* activelis-
tening,*® motivational interviewing,# and practical use
of Kalb’s learning style theory.?# The guidepost of
handing over is accomplished when common ground
isreached, and the patient acceptsand understandswhat
is happening and what is expected. At this point, the
encounter isnearly done.

Thelittlefinger of “ Safety Netting,” the next guide-
pog, isamental discipline performed by the clinician
while completing paperwork and just before the clos-
ing shaking of hands. It conssts of aprognosisreview
whereby clinicians ask themselves what they think is
really going to happen with the paient and then pon-
der how to respond if things don’t hgppen that way.
What else might be going on? What will be the next
step? Thisend-of -vist discipline not only helpsexpand
the differential and review any missed red
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the letters conveniently fit onto the five fingernails of
the Clinical Hand. BATHE standsfor background (“ Tdl
me, briefly, what's been happening.”), affect (“How
doesit make you feel?"), trouble (“What troubles you
the most about it?’), handling (*How have you been
handling it?"), and empathy (Give empathic response).

The Palm of Hope

Up to this paoint, the metaphor of the Clinical Hand
providesachecklist of thingsto doin supportingasuc-
cessful clinical encounter. It reminds the clinician to
open ahand torelationship withagrip of power, to use
wrist linesof guidance, finger guideposts, and nailsfor
trouble. The deeper work and values of naming and
caring, of diagnoss and treatment, are represented in
the palm as a tree of heding.

The pdm isthe place for community-oriented pri-
mary care®? whereall agpectsof ecology and society
find their place The palm of the Clinical Hand also
contains lines that may bevisualized as atree of heal-
ing withfivelimbs. Thefivelimbsrepresent fiveclini-
cally important aspectsof the patient: emotional, physi-
cal, conceptual, socid, and spiritual. The trunk sym-

flags before it’stoo late but also highlights

where one may need to do more sudy or
review. In addition, it preparestheclinician
for thenext vidt or any later calls from the

Tablel

patient or family.

The thumb represents “Housekeeping.”
Thevigtisover, and the patient is leaving,
but one guidepost remains before the next
encounter can begin. The house that needs
cleaning is the dinician’'s self and the of-
fice. It begins with a quick pogt-vist emo-
tiond self check. “How am | feeling after
that encounter?” “What must | do to dear
the emotions?” Do it! Then wash hands
mindfully as a way of grounding oneself
back into the present moment# Finally,
complete any necessary paperwork, includ-
ing notesof things to consider next time, and
quickly check in with office staff and the
schedule. Theclinicianisnow ready to open
his’her hand for the next encounter.

Nails for Trouble
Theopenhandfacilitatestrust. Inatrust-
ing relationship with shared power, patients
defenses are reduced and old pains resur-
face. The patient suddenly begins crying or
gettingangry or fallsslent and/ortheclini-
cian feels overwhelmed. They are hanging
on by their nails. Fortunately, Stuart and
Lieberman developed BATHE” an excd-
lent techniquefor suchtimesof trouble, and

Differential Diagnosis Using the Naming Tree

Body Aspect Mnenonic
(TreeLimb) Letter Diagnosis Category Examples
Emotional T Threa Anxiety disorders
E Expression Pain/pleasure axis
L Loss Affective disorders
Physical A Anatomy Lung problem
\Y, Vascular Thrombosis
| Infectious Pneumonia
N Neoplastic Lung cancer
C Congenital Atrial septal defect
E Endocrine Hyperthyroid
N Nutritional Iron deficiency anemia
T Trauma Pneumothorax
A Allergy/autoimmune Anaphylaxis
| I nflammatory Asthma
D Degenerdive COPD
Conceptual | IlIness prototypes Self, other, media
S Self-image Born loser
E Explanatory modes “Hyper-tension”
A Attributions Judgments, inner chater
Social T Troubles Work, politics, neighbors
T Ties Family, kin issues
T Traditions Holidays
Spiritual S Soul story Mid-life crisis
A Soul awakened Turning point
\% Soul visited Angel visit
E Soul escapes Soul loss

COPD—chronic obstructive pulmonary disease
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bolizeswholeness, and the sap cansymbolize blood or
nervoussystemin allopathy or bioenergy (vitalism, chi,
prana, chakras) in other traditions® This image of a
many-limbed tree in an ecosystem promotes thinking
of websof multipleandreciprocal causationrather than
smpligtic linear cause and eff ect. I nour residency, each
limb also holds diagnostic mnemonics (Table 1).

Theemational limb remindstheclinician to pay at-
tentionwithfeeling. Psychopharmacol ogy, dreamwork,
solution-focused therapy,®* music and art, neuro-
linguistic programming,® ritual therapy ** progressive
muscle relaxation, and daily belly laughs are some of
the possible management and caring options for emo-
tiond digtress.

Res dents often refer to the physical limb as the
“medical schoal limb,” withitsallopahicfocusand its
emphasis on the management tools of pharmacology
and surgery. Additional physical therapeutic optionscan
include manipulative therapy, exercise, nutritional
therapy, traditional Chinese medicine with acupuncture,
and herbalism.

The conceptual limb iswhere the clinidan pays at-
tention to the words, ories, and judgments expressed
or hiddenwithin the patient’sspeech. This
istherealm of mind-body medicine,*ill-
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you part of a spiritual community?’ and “How would
you like me to address these issues?’ Caring options
onthe spiritual limbinclude pastoral care, learning spiri-
tual disciplines, nature walks, gardening, prayer, cer-
emonies, and shamanic practice

A Sninging Cultural Ape

You are the cultural ape swinging in the treg, the
branchesof whichwerejust described. Therearethree
core messages in this image: evolution, culture, and
“keep swinging.” The ape isareminder of evolution-
ary heritage. Knowing the story of human evolution
helps, for example, to understand back pain, hemor-
rhoids, and the diseases of civilization such as diabe-
tes, cancer, and obesity.** The human evolution story
highlightstheimportance of adgptivemechanisms, lo-
cal vaiation, and diversity.>>

The"“C" onthe g€’s chest (Figure 1) highlights the
importance of culture in all that humans know and do.
Cultureisour sharedvaluesand assumptions. Culturd
scripts of normalcy®® and healing symbol$*¢* such as
stethoscopes and pills are examples of culture in the
clinical encounter.

nessprototypes,®+* and explanatory mod-
els3! Cognitivetherapy, journaling, hyp-
noss, biofeedbadk, and bibliotherapy are
caring optionsfor thislimb.

The social limbiswherewe notice how
our bodies are influenced by and part of
theworld’stroubles, ties, and traditions. * 4
This is the realm of the family where
genograms,”® family function measures,*
“ and the family life cycle* are impor-
tant. The social limb is where the clini-
cian pays attention to the patient’s depth 3
of social resources by recalling
Smilkgtein’s SCREEM (sodal, cultural,
religious, economic, educational, medi-
cal) resource mnemonic.*® Support
groups, home vigts, family therapy, so- 2
cial work consults, pets, and community
volunteering areexamples of management
options for thesocial limb.

The spiritud limb is concerned with
thoughts, experiences, and behaviorstha 1
arise from paying dtention to questions
of ultimate concernsuch as, “Who am 1?7’
“Why am | here?” “Why me?” “Why is
theresuffering?’ “Why do we die?’ and
“What hgppens afte death?’” FICA isa 0
helpful mnemonic (specifying Faith, Im-
portant, Community, Address) for wha
questions toask patientsconcerning spiri-
tual care.® These include, “What isyour

05 ¢

Figure 2
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Finally, “keep swinging’ is the mantra of the healer
who must “keep swinging’ across the palm and tree
limbs. This mantra hdps us remain open to new ideas
and prevent premature closure.

Discusson

TheClinical Hand has been a centrd fixture, dong-
sdethe Relationship-centered Clinical Method, inour
family medicineresidency programfor the past 7 years.
The Clinical Hand is introduced to PGY-1 resdents
during orientation month. Each aspect of theClinical
Hand isreviewed at monthly 1-hour workshops. This
teaching is reinforced at monthly case conferences,
during routine precepting, and through display of a
Clinical Hand pogter in the resident conference room
and small pogers in each exam room. We have aso
created an evaludion instrument for assessng compe-
tency using the Clinical Hand (excluding the Palm of
Hope) that isapplied when doing paired preceptingwith
our resdents. Paired preceptinginvolvesone of thefull-
time faculty (physician or behavioral scientist) shad-
owing aresdent for an entire half-day session in the
Family Health Center. The paired precepting assess-
ment was developed and is periodically reviewed by
thefaculty aspart of faculty development and asameans
of assuring consgency in scoring.

Resdentsdemonstrate improvement in applyingthe
Clinical Hand over their 3 years of training. Figure 2
illugratesthisimprovement for all five of our graduat-
ing classes. This data is based on the scores of 167
paired precepting assessments (excluding the* Office
Management” scores that don't pertain to the Clinicd
Hand) for 29 resdents (approximately six per resdent
at two per resdent peryear). Initially,theresidentsare
overwhelmed by all thefeatures of the Clinical Hand
but with frequent review and practice usually become
comfortable and proficient by the end of the second
year. Negotiating the agenda appears to be the most
difficult skill tolearn, althoughthereismuchindividual
variation among residents in learning the many differ-
ent agpects of the Clinical Hand. We are gtill working
on developing a means for assessing use and compe-
tency of the Palm of Hope; nonetheless, resdents do
make frequent mention of thetreeand itsfive limbs &
case conferences and when precepting.

A grengthof the Clinical Hand, asacurricular map,
is its ability to be open to the multiple possbilities
within clinicd encounters and to contain them. The
Clinical Hand begins with opening. Thisis reinforced
by the mantra, “Kegp swinging!” The palm and tree
metaphors create space for complementary and alter-
native therapies, the family systems approach, and a
narrative approach.® The fingers of direction accom-
modate several models of interviewing 2% The prac-
tice of housekeeping and the Clinical Hand itself sup-
port mindful practice®”® The Clinical Hand map also

Family Medicine

holds pradicesthat help to limit and prioritize within
the complexity and competing demands of care. The
threemogst important limiting disciplinesare Negotiat-
ing Agenda, the three-goal vidt, and types of encoun-
ters.

L earning and teaching the craft of family medicine
remansboth anexhilaratingand exasperating process.
Both resdents and faculty continue to voice frustra-
tion ove the difficulties of putting it all together. The
Clinical Hand offers a curricular tool for learning and
doing relationship-centered care. It represents a step
toward addressing this desire for integration and dar-
ity. Open your hand and ente.
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