
TEACHING AND LEARNING THE CONSULTATION (TALC)

MODULE 1 Skills for beginning consultations effectively 

CHAPTER 6

Can you learn to love the 
patient who brings a list?
“...receptionists are scary as hell and securing an appointment 
this side of Christmas can be tricky. Then you sit in the waiting 
room and read a sign that says you should only discuss one 
thing with the doctor...” — Ann Robinson, The Guardian



Overview

Which section of the consultation does this session address?

Providing structure &  
flow to the consultation

Building the relationship

Initiating the 
session and  

agenda setting

Gathering 
information

Physical 
examination

Explanation  
and planning

Closing the 
consultation

Which specific skills are addressed  
in this session?

The agenda setting skills of dealing with lists and 
negotiating complex agendas with patients is the 
focus here.

CG skills:

6. Confirms list and screens for further problems  
(e.g. “so that’s headaches and tiredness, anything 
else you were planning to talk about today?”)

7. Negotiates agenda taking both patient’s and 
physician’s needs into account.

6

7

How does this apply in remote 
consulting situations?

When consulting by telephone or video, 
managing any list is even more crucial. 
Acknowledging the complexity of the issues 
some patients face is an important way to build 
the relationship. Negotiating how to deal with 
issues initiates a collaborative approach from 
the start, which will be of particular importance 
during the explanation and planning phases of 
the consultation.

While patients often have several things they 
wish to discuss in a telephone call or video call, it 
is less likely that the clinician will ‘see’ the list, if 
there is one. The skills for exploring and planning 
an agenda for the call are fully described in talc 
skills for beginning consultations effectively 
– how is a consultation like a business meeting. 

This is likely to be the most fruitful approach. If 
an extensive list emerges then the clinician can 
welcome the thought that the patient is thinking 
and planning for their healthcare, while also 
negotiating a realistic way forwards.
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Introduction

Can you learn to love the patient who brings a list?

For some clinicians, a patient with a list inspires irritation or 
even trepidation because they fear that a list will take too 
much time, derail their clinic schedule or reveal problems 
that are too difficult to solve. The result of such fears may 
be that clinicians push back, saying that they will only 
deal with “one problem” or the “most important problem”. 
So what happens to the other issues? They are unlikely to 
simply disappear and the patient is left with the difficult 
task of arranging even more appointments or having some 
issues unattended to. This risks problems becoming more 
acute and problematical later on.

Helping clinicians deal with lists begins with exploring and 
understanding attitudes towards the consultation. Do we 
take a patient-centred or a clinician-centred perspective? 
Who is the consultation for?

Patients view getting an appointment in a very different 
way to clinicians do, as illustrated in the quotation at the 
beginning of this introduction. Consulting is a clinician’s 
daily work, but a relatively unusual occurrence for most 
patients. Obtaining an appointment, even a telephone 
appointment is seen as becoming increasingly difficult 
by the general public, and so it is perhaps no surprise 
that patients ‘save up’ several issues. Furthermore, the 
notion that a consultation ‘should’ be about one issue 
is actually a form of wishful thinking, rather than being 
based on understanding what actually happens in routine 
Primary Care. 

Almost all consultations concern more than one issue. 
In one study the average number of problems patients 
wanted to raise was 2.2, with a range from 1 to 16, (see 
Reference 12). If patients who had acute problems were 
excluded, the average number of problems was 3.3. Thus, 
having more than one problem or concern is the norm and 
clinicians need to develop the appropriate skills to cope 
with this in a relaxed and skilful way.

Furthermore, the first thing the patient mentions may 
not be the most clinically important matter (Reference 1 
– see the chapter Initiating the Session). Interrupting the 
patient early on with questions about the first issue, tends 
to make the consultation doctor-centred straight away. 
While this may seem efficient (“let’s get to the point”), in 
practice what happens is that clinicians who try to control 
the conversation too much early on, will find that their 
patients bring up their main concern much later on in the 
consultation. Late arising concerns or complaints waste 
time and are disheartening. Closed questioning usually 
reveals less information than attentive listening after an 
open start. 

When a patient brings a list, this should be seen as a 
real opportunity to make the consultation effective. The 
patient has already helped that along by being prepared 
in advance and their list can be seen positively as a ‘gift in 
disguise’ (Reference 10), because it means the patient has 
already clarified their agenda. Working collaboratively with 
their list, is much more likely to be efficient and satisfying 
to both parties (see also talc skills for beginning 
consultations effectively – what do you say after you 
say hello? and how is a consultation like a business 
meeting?). 

This approach does not necessarily mean that every item 
on the list must be dealt with in full, as individual items 
in the current consultation. It is often the case that issues 
that seem disparate to the patient may be seen as part of 
a similar problem to the clinician. For example, a patient 
with reflux symptoms and poor sleep might need attention 
to their prescriptions of Ibuprofen and Citalopram. A 
patient who attends with dry skin, weight gain, wanting 
something for their constipation and who wants to discuss 
their disrupting sense of exhaustion may be easier to cope 
with than a patient who ‘just’ comes wanting help with the 
single issue of their alcohol abuse. 

Some problems may only require a few moments (“can 
I get a flu jab while I am here?”) while others can be 
partially dealt with, while a more extensive conversation is 
scheduled (“here is an updated contraception prescription, 
lets book a full review with the nurse and a smear for 
you now, so that we can concentrate on today’s problem 
about...”).

Clinicians should bear in mind that it is not just patients 
who ‘come with lists’. Alerts or diary entries about long-
term conditions, reminders about medication reviews, or 
new information to be shared with the patient, such as, 
clinic letters or results, can do just as much to crowd the 
agenda. All these need a similar approach: recognition of 
the complex nature of the interaction, and collaborative 
planning with the patient to work out the best way 
forwards. 

As one practice manager used to say: “if it was not for 
the patients we would all be out of a job”, so we can 
enjoy helping patients with their complicated problems, 
which, after all, are far more interesting than simple 
straightforward matters.
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Teaching notes

How to teach and develop these skills  
Working one to one

Firstly, begin by exploring the clinician’s own attitudes 
towards patients with ‘lists’. Are they concerned that they 
will end up with “too much to do” in the consultation? 
Perhaps they experience patients as ‘difficult’ or 
‘demanding’ and feel overwhelmed, rather than seeing 
their role as using appropriate skills to manage the patient 
as a whole. Clearly, there are boundaries and limits to 
a clinician’s role. However, excluding legitimate health 
concerns from the conversation, without discussion 
or planning, is not an appropriate way to manage the 
clinicians own anxieties or lack of skills.

Point out that the first thing on a list may not be the 
most clinically significant matter. If all significant matters 
are brought to light early in the consultation it is less 
likely that important issues will be missed, delayed in 
their presentation or brought up as disheartening ‘late 
arising complaints’, which can derail the consultation. 
Ensuring that all matters are considered when deciding 
how to proceed also makes medical error less likely and 
is therefore a safer practice. The clinician may also need 
to add issues to a list that the patient is not aware of, for 
example, important test results. The creation of the list is a 
joint task.

The educator can try to explore more helpful attitudes; that 
we are here to listen to what patients want to talk about, 
not what we would prefer, that lists represent preparation 
and opportunities for real collaboration with patients. 
Seeing the list and discussing it can provide fruitful 
material to negotiate how the consultation can proceed 
smoothly to everyone’s benefit. Offering the concepts 
of consultations as ‘meetings between experts, or as a 
specialised type of business meeting can also be helpful 
(also see how is a consultation like a business meeting?).

Secondly, have some potential ‘lists’ prepared to discuss. 
Ask the clinician to consider how having the list could 
actually help them. Encourage the clinician to say “thank 
you” for any lists the patient presents, and then negotiate 
how to proceed. Invite the clinician to share actual lists 
they have encountered.

There are some sample ‘lists’ in the references and in the 
Resources section. Ask the clinician to practice asking to 
see the list (“may I see your list, which would be so helpful”), 
saying “thank you” when a patient shares their list. Practice 
negotiating a plan for the consultation. Finish by asking 
the clinician to note down their key learning points for 
the discussion and to identify what actions they will take 
when they next encounter a ‘list’. Encourage an attitude 
that identifies the next ‘list as an interesting learning 
opportunity, rather than a chore.

Embed this learning by asking the clinician to practice 
these skills with the next patient who brings a list and to 
report back. This is a good way of evaluating what has 
been learned and provides opportunities to celebrate 
improvements in skills and help with any difficulties or 
misconceptions. 
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Teaching notes

How to teach and develop these skills  
Working with groups

Firstly, explore the participants’ own attitudes and 
concerns about lists. Are they concerned that there will 
be too much to do? Or that they will be overwhelmed? Do 
they feel patients with lists are ‘demanding’ or ‘difficult’? 
It is helpful to elicit, acknowledge and non-judgementally 
accept all these legitimate concerns. This is just the same 
as a clinician eliciting, acknowledging and accepting 
a patient’s concerns in the consultation, and just as 
beneficial. Pointing out this parallel can be illuminating 
for participants who are not fully attuned to the need to 
understand the patient’s perspective.

Inviting reflection about notices in the waiting room that 
say “only one problem per consultation” can reveal a variety 
of attitudes and beliefs about the legitimate purpose of 
a consultation, and open up the discussion to deeper 
questions about the relationships between clinicians and 
patients in different environments. Which values come 
into play here and which are likely to be most useful in 
generating care that is effective for the patient (not merely 
convenient for the provider)?

Then consider using a method called a ‘reverse brainstorm’. 
If participants are worried about lists and find them 
challenging, ask them to list all the potential benefits that 
could follow from a patient bringing a list. Try to elicit and 
explore more helpful attitudes; that we are here to listen to 
what the patient needs not what we would prefer, that lists 
represent preparation and opportunities for collaboration 
with patients, and that seeing the list and discussing it can 
lead to fruitful negotiation about how to proceed.

Point out that the first thing mentioned may not be 
the most clinically important or significant. If the most 
important issue comes up later in the list, then there may 
be delay (within the consultation) or the risk of error if the 
issue does not come up at all. Alternately, a significant 
issue may come up as a ‘late arising complaint’, which 
can be disheartening for both parties (see also talc skils 
for beginning consultations effectively – how is a 
consultation like a business meeting?).

Finally, divide participants into groups of three: clinician, 
patient and observer. Give everyone a copy of the checklist. 
The observer will fill in a checklist about the clinician’s 
skills, to help in giving feedback. There is an example of a 
checklist in the resources section.

Give the patient a typical list. After the doctor’s opening 
remark (“what would you like to talk about today”), ask the 
patient to only mention the first thing on their list, until the 
doctor invites further input. 

Then the patient can say “there are few things, I have got a 
list”, responding to what the doctor says next in deciding 
whether to share the ‘list’. 

There are examples of suitable lists to use for practice in the 
Resources section.

Ask the participants to practice the first part of 
the consultation, i.e. meeting and greeting, and 
establishing an agenda. Allow about three minutes for the 
‘consultation’ and then one minute for the observer and 
patient to give feedback to the clinician, using the checklist 
as an aide-mémoire and record.

Debrief after the first round – ask the doctors how they 
felt when they realised there was a list and how they felt if 
they got to work on the lists ‘side by side’ with the patient. 
Ask the observers to identify any skills they saw happening 
(see Checklist). Then swap roles.

Debrief after the second round – ask the observers to 
comment on any skills they noticed. Ask the patients what 
it felt like to be thanked for bringing a list. How did it feel to 
negotiate the agenda with the clinician? Then swap roles

Debrief after the third round – invite comments from each 
group (doctor, patient, and observer) about how it went 
third time round, using an open question, for example, 
“what made things go better this time?” Also ask the group 
why the same scenario was used; after all the third person 
knows the scenario well when it comes to their turn.

Repeating the same scenario means that the emphasis is 
on practising the specific skills, with less anxiety about 
“what is this going to be about”. Everyone gets to try all 
roles and everyone gets to see the skills improving. This is 
so that everyone gets to see improving practice (which is 
motivating), and so that everyone gets to see the beneficial 
effects of improved skills. Ensure that each clinician 
keeps their feedback checklist to reflect on later/add to 
their portfolio.

Finally, ask participants to write down their key learning 
points and ask them how they intend to modify their 
actions when the next patient ‘with a list’ comes in. 
Learning will be reinforced by this approach and should 
be followed up in subsequent sessions by asking about 
how things went, celebrating improved skills and taking 
the opportunity to correct any misconceptions and share 
solutions to problems. This iterative approach needs only a 
brief time, and yet is a powerful method to embed learning.
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Notes for educators

Engaging participants  
Meeting their needs

Most participants will have views about patients with lists. Recognising and exploring 
this issue is immediately engaging as it picks up on experiences that all clinicians will 
recognise. The educator can model the value of understanding the patient’s perspective 
by understanding the participants’ perspectives, and invite reflection on how helpful it 
can be to have one’s concerns understood and taken into account, (see the chapter skills 
for effective information gathering – what difference does it make to elicit a patient’s 
thoughts, concerns and hopes?).

Energising 
participants  
Maintaining energy 
throughout

Sharing concerns about lists and providing opportunities to practice skills to manage lists 
more cooperatively and more effectively is energising and empowering for participants. 
Recognising that they can develop flexible responses and skills, gives participants a sense 
of control which can reduce passivity and hostility to ‘demanding patients’. The approach 
encourages active participation rather than passive absorption of learning and this 
maintains energy and interest throughout.

Evaluations and 
feedback  
Making the most of the 
session for participants 
and educators

After the skills practice, ask each participant to write down three things they have learned 
and one thing they intend to do differently in their next clinic. Invite participants to share 
these ideas. This reinforces learning and helps the educator to know whether the key points 
have hit home.

In the next session ask participants how it went. What new skills did they use and what were 
the effects? Participants will have varied experiences. Sharing what worked (or not) can 
enable some peer to peer learning. If one person struggled, what did others in the group do 
to be more successful?

How to provide 
structure to the session 
Help participants 
to structure their 
consultations

The educator is giving an explicit structure to learning by providing opportunities to explore 
and practice specific skills in depth. This methodical approach is often appreciated by 
participants who ‘know where the training is going’. Similarly, having the skills to structure 
agenda setting, to summarise and negotiate a plan for the consultation, creates structure 
and flow in the consultation. This often makes consultations more time efficient, an outcome 
that is universally appreciated by busy clinicians. 

Building relationships 
Help participants build 
relationships with their 
patients

This exercise is about working cooperatively with patients, and making the structure of 
the consultation overt, so that both parties can, as it were, negotiate a reasonable agenda. 
If either party insists on their agenda being the only approach, the relationship can easily 
become strained or frustrating. Setting out an ‘order of play’ for dealing with issues, sharing 
ideas about how some issues may be linked together, and demonstrating a commitment to 
follow up and continuity of care, will all improve relationships. Lists then become easier to 
manage. Cooperation is also enacted in the group, so that intra group relationships are built 
up and strengthened by this learning method.
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Resources / Checklist

Checklist (the participant who is the doctor should receive this as a feedback 
record from the observer at the end of the skills practice).

Name of participant 

Skill Skill 
observed?

Comment 
What did the observer see? Hear? What behaviours noted?

Initial rapport, meet and greet 
 
 
 

Open question/statement 
“What would you like to talk about 
today?” 
 

“Is there anything else you were 
planning to talk to me about today?” 
 
 

Summarises list 
 
 
 

Thanks patient for bringing list and 
being prepared for the consultation 
 
 

Confirms final agenda, makes any 
relevant links between items 
 
 

Negotiates plan of action with 
patient 
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Resources / Sample lists

Sample lists to discuss with clinicians. The educator could also get examples from participants to use.

Patient 1 / A lot of problems

“I need to discuss several things: 

1. Constipation 

2. My very dry skin 

3. Need diet advice as just cannot seem to lose any 
weight 

4. Lack of energy”

Clearly, this is not four problems but one related 
problem. Is this person hypothyroid? It would be silly 
to have four appointments, one for each of these 
issues. 

Patient 2 / Is this really a shopping list?

“I need a repeat prescription (of Naproxen, Paracetamol, 
Citalopram), a sick note for work so I go back on the 
6th of next month, and something for this terrible 
indigestion I keep getting. I also want something for my 
hay fever and I want to ask about whether my mother 
can have a home visit for her flu jab this year?”

This consultation is really a review of whatever the 
sick note is about (which is resolving?) and paying 
attention to the drug history which explains a lot about 
the indigestion. There are some other issues too... how 
much time do they need?

In what order could these problems be dealt with. How 
could the clinician explain that to a patient?

Patient 3 / Several worries and needs

“More contraceptive pills, I can’t sleep, feel exhausted 
all the time, spot on my arm is it cancer? Has mum got 
dementia?”

What order to address these? Which problems are for 
today? Could a short Px for contraception precede 
a full review by the nurse if there are no obvious 
problems?

Patient 4 / Long-term care means  
attending to emerging problems

1. Legs getting swollen 

2. Need repeat blood pressure tablets 

3. Worried about urine wetting myself 

4. Hip pains getting very bad 

5. Need a stick now 

6. Funny rash between my toes.

Ask the clinician to speculate about what drug 
treatments this person may be on; could that relate 
to their symptoms? Are any of the other symptoms 
related to each other?
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