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Transcript of Eileen’s podcast 
 
“Hello I am Peter Washer and I am the editor of Clinical Communication Skills 
and I am joined in this podcast by Dr Eileen Rosenfelder, Eileen tell me about 
yourself.” 
 
“Hi there, I am a GP and I qualified at University College Hospital in 1985, and 
before becoming a GP spent some time in paediatrics as well.  I work in 
medical education and wanted to share some of my thoughts on time 
efficiency with the students, because that’s going to be the big thing that it is 
going to hit you when you qualify.” 
 
“OK, you are very busy as a GP, you’ve got a big waiting room full of people 
and how do you manage that? How do you steer a course between not 
appearing rushed and between making sure that they all get their slot?” 
 
“The first thing to do is to compose yourself in between each patient and 
always try to have looked at the patient’s records before you called them in.  It 
may be just to look at the drugs in the computer when they were last seen and 
maybe a quick summary. In our practice we still have A4 folders still and I will 
leaf through and try to make sure I have a good grip, particularly on their drug 
history before they come in.” 
 
“So preparation before they actually walk through the door?” 
 
“Definitely, it is always worth it and you think it is slowing you down but 
actually it’s saving a lot of time and make you a lot safer. When I called the 
patient in I always, always start with an open question, I’ll say, I introduce 
myself if they haven’t met me and I say ‘Please sit down’, and then I usually 
start with ‘How can I help?’ In general start with an open question, and one of 
the most useful tips I would say is let the patient speak uninterrupted for a 
good one to two minutes, even you are feeling the pressure of the full waiting 
room and the time, the clock ticking. Just wait let them speak, because they 
will usually reveal a lot if you don’t interrupt them and then you can actually 
ask the closed more pertinent questions that you have much more efficiently.  
If you interrupt too early on, the patient will forget what they have come with 
and they’ll remember later in the conversation and it actually makes you much 
more inefficient.  The other useful tip is if the patient comes and says, ‘I’ve got 
a long list of things for you doctor’, you say, ‘That’s fine, just run how many 
points there are on your list and then I’ll say will see how much time we have 
for today’.  Be advised that the thing that they really worried about will be 
often at the end of the list. I had a lady the other day who came and show a 
rash on her back and then she said, ‘Could I...?, she wanted to talk about her 
bowels, she had a bit of diarrhoea, and then she said, ‘There’s just one other 
thing’ and then she started to tell me about her central chest pain that 
developed over the last three weeks, and as ever she left the thing that was 
really worrying her to the last minute, the last point.” 
 
“OK, I am also interested in what your thoughts are as they are learning all 
these skills, how to take history, how to give information and so on in 
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communication skills  but when they come to be doctors they need to do that 
a lot quicker, what sort of message have you got about, around that?” 
 
“You’ll find once you qualify you will see a lot more patients that you become 
much quicker at taking histories because you are not struggling around to 
think what is the next question, it just flows much more naturally.  The most 
important thing I would say is don’t appear rushed to the patient.  An agitated 
doctor who’s checking their watch or looking at the clock the whole time or 
who appears distracted will put the patient off.  Once the patient has been put 
off you they will lose confidence in you’ll have to struggle hard to regain that 
confidence, if you are in fact successful.  You in fact may be very bright and 
very capable, but when a colleague comes along their patients will soon tell 
them, ‘Oh I didn’t like that doctor, they didn’t seem to have any time for me at 
all’. I can give you a useful example here, particularly as I emphasised earlier 
about taking good drug histories in your preparation. I saw a patient the other 
day who had bruising under his skin and I knew he was on Warfarin and I 
said, ‘What’s going on?’ and he’d been given antibiotics for what appeared to 
be a simple chest infection by a colleague and I said, ‘Well didn’t he tell you to 
go and get your INR checked?’ and the patient told me at the start he had 
only two minutes for me and it was going to be a quick check of his chest. So 
obviously that was an example of bad medicine.  You’ve always, always, 
always got to check the drug histories, you’ve always got to stop and think; 
what am I missing? Even if you just got two to three minutes, you must 
compose yourself, you must think clearly. Before you give a prescription you 
must always check what drugs interactions could occur, what allergies does 
this patient have, and if I would give one teaching message I would say that.  I 
remember when I was a medical student the professor of pharmacology 
saying to us. ‘If you forget to ask a patient if they are allergic to penicillin that 
is really negligent’, and that has always stayed with me: that there are some 
bottom lines as a doctor that you just cannot afford to miss, and I hope looking 
back over my career I have always asked that question. I think I have.” 
 
“OK great that is really useful Eileen, thanks very much.”  


