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REBELS: An approach to
communication challenges
in the consultation

ABSTRACT
There is ongoing interest and research on how to man-
age communication challenges in the consultation. A new
model, REBELS, developed for the New Zealand context,
is presented as a framework for managing challenging
situations in health care consultations. It consists of a
sequence of helpful strategies to follow during the con-
sultation. This model has been found to be useful in en-
hancing practitioner skills in a variety of settings and at
different levels of experience. Tips are given on creating
a successful teaching session using the REBELS model.
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*
Introduction
Even the most ordinary day in practice can bring through
the door the angry patient, the demanding patient and
the unrealistic patient. Sometimes we feel under pressure
from people seeking drugs or medical certificates. If we
can approach such consultations with a higher level of
communication skills and helpful strategies, then the con-
sultation will go more smoothly, be less emotionally
draining on us, and have a better outcome for the pa-
tient.

Challenging practitioner–patient communication is a
well documented area1-6 that has been of interest for over
30 years.7 Historically the focus was first on the patient,
often described as ‘hateful’,7 ‘difficult’, or ‘heartsink’.8 Next,
attention was given to the characteristics of the doctor,6

and then, more recently, to the nature of the interaction
between the patient and the doctor.4,9 In addition to the
more generalised work on the doctor–patient encounter,
different approaches to specific challenging interactions
have been outlined. These include strategies that empha-
sise the doctor’s role in managing the patient’s behav-
iour by, for example, scheduling regular visits, keeping
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visits short and focused, and setting
more limited objectives.9 There are
also some coping suggestions for cli-
nicians, for example, the CALMER
model which offers ways to reduce
the affective distress clinicians feel
when interacting with challenging
patients.10 Currently there is an in-
creased focus on the issues of patients
with medically unexplained symp-
toms.11,12 It is clear that some consul-
tations continue to be more challeng-
ing than others and that there is ac-
tive interest expressed by practition-
ers in how to manage these interac-
tions most effectively.

As teachers of undergraduate and
postgraduate students across several
disciplines (medicine, nursing and
pharmacy) we have developed
REBELS, an approach to managing
challenging consultations. REBELS
allows students/practitioners to learn
a framework for approaching chal-
lenging situations which enables
them to better manage consultations
in practice by exploring and reflect-
ing on related issues. We propose that
the REBELS model be used by teach-
ers to assist health practitioners and
students to develop their skill level
in working with challenging inter-
actions.

This paper will firstly outline the
REBELS model and then present 10
teaching tips associated with using
this in a successful teaching format.

REBELS model

R – Recognise there is a problem

The starting point for these commu-
nication strategies is that the prob-
lem is clearly recognised early in the
consultation. The recognition is usu-
ally easy, particularly when we are
aware of our own responses to chal-
lenging patients, but the next step is
to acknowledge to the patient that
there is a problem. This is a helpful
strategy as then you are both able to
focus on the issue and explore it
rather than wasting time by not con-
fronting it. Often the acknowledge-
ment is as simple as stating ‘you’re

really angry’, or ‘I can see you have
a long list there’ or ‘you are not too
keen on that idea’. Once the problem
is stated then it is ‘out there’ and can
be dealt with better.

E – Express Empathy

Expressing empathy is the crucial part
of the approach to challenging pa-
tients.13 Often these are the patients
that we feel less able to empathise
with or they are the ones who really
‘push our buttons’. By first recognis-
ing our own reaction, and then re-
ally trying to empathise, we can im-
prove the relationship, and can be-
gin to see the situation more clearly
from the patient’s perspective.

To express empathy, it helps to
have conscious awareness of one’s
own non-verbal behaviour and to use
as much verbal reflection of feeling
as possible. The stronger the emo-
tion the more important it is to re-
flect this back to the patient. For ex-
ample, if the patient is in a situation
in which they feel no one understands
them or gives them what they want,
this can be reflected back by stating
‘so you really feel that no one hears
you or gives you what you need’. You
can then wait for a response and re-
flect back the next feeling. Repeat-
ing this process several times over
will help the relationship consider-
ably as the patient starts to feel that
you really understand them. Summa-
rising the patient’s point of view can
be particularly helpful at the end of
this stage.

B – Establish clear Boundaries

It is important early on to establish
clear professional and interpersonal
boundaries. Boundary-setting and
assertiveness are important for safe,
ethical and professional practice.
Stating that legally or ethically you
cannot, as a health professional, un-
dertake a particular action allows the
patient to see that you will not be
persuaded into doing something you
consider inappropriate. If your
boundaries are being challenged,
phrases such as ‘We have a practice

policy…’, or ‘Legally I cannot sign a
form till I have enough information
…’  can be useful. If the patient con-
tinues to challenge your boundaries
then simply stay calm, and re-state
your boundaries – being a ‘cracked
record’ is a useful strategy. Obviously
if tension escalates, calling for assist-
ance is prudent.

E – Emphasise the patient’s best
interest

By emphasising the patient’s best in-
terest you place them at the centre
of the interaction and it helps to
avoid the argument from the patient
that you are not doing anything or
offering them any solutions. The
kinds of statements that are helpful
at this point are ‘It’s really impor-
tant that we take the time to sort this
out properly for you…’ or ‘We need to
make sure we get the best results.’

L – Use inclusive Language

It is very easy to become unaware of
how our language influences the con-
sultation, particularly when we feel
defensive or under threat in an in-
teraction. We can quickly alienate
patients by using technical or dis-
tancing language. Responses that
begin with words like ‘why?’ and ‘but’
(e.g. ‘Why do you want me to…?’ or
‘But I can’t do that…’) are divisive in
this context. So being more aware of
actively using inclusive language, e.g.
‘We’, ‘both…and’ is useful. For exam-
ple statements like ‘We need to find
a way’ or ‘So BOTH are true, you need
some strong pain relief, AND I can-
not prescribe morphine…’ are useful
to have in your repertoire.

S – Focus on Solutions

The strategy now is to move from the
problem and the patient’s needs to
solutions. If you have been empathic
and highlighted the patient’s best
interest then you have hopefully ob-
tained a reasonable rapport. So you
move from their needs to being able
to look at possible solutions, e.g. ‘I
can’t give…AND you need strong pain-
killers, so how about we try…’
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Encourage the patient to think of
solutions themselves and generate
possible ways forward together, e.g.
‘what has worked best for you before?’
Sometimes this strategy can seem to
backfire and you may need to go back
and be clear about your boundaries
again. If the patient (e.g. drug seeker)
persists in challenging your bounda-
ries it may be that despite your best
efforts they are not prepared to look
at other solutions, and they may
choose to end the consultation.

Teaching tips
In our experience this model can
be used successfully across health
practice disciplines, and in multi-
disciplinary settings from under-
graduate to postgraduate levels. We
have facilitated sessions on ‘Chal-
lenging Situations’ in many con-
texts and they have resulted in busy
health practitioners actually attend-
ing and finding the approach a use-
ful one. Practitioners interested in
teaching these skills to others may
be interested in our experience in
facilitating these sessions. We rec-
ommend working in a group size
of eight to 12 preferably, with a
maximum of 20. The following 10
tips will help to make a successful
learning session:

1. Promotion

Use ‘Challenging Consultations’ in the
title to whet the appetite of your pro-
spective participant. Avoid referring
to ‘challenging or difficult patients’
as this implicates patients rather than
the combined interaction as being the
source of the problem. Also avoid
mentioning role-plays in case this is
off-putting for potential participants.

2. Set-up and ground rules

Select an enthusiastic and skilled
health practitioner facilitator and a
conducive, pleasant learning envi-
ronment. Generate some ground
rules for the session (e.g. cell phones
off, constructive feedback, confiden-
tiality of cases and individuals, giv-
ing it a go).

3. Glean participants’ experiences

Ask the participants to think of sce-
narios they have had to handle and
then invite them to describe these
situations briefly in pairs. This en-
courages everyone to get involved
and interact early. Each pair then has
the opportunity to feedback to the
wider group and the scenarios are
written on the whiteboard. The
facilitator can then ask the partici-
pants to vote with a show of hands
the scenarios they would most like
to work on.

4. Professional actor

Involve a professional actor. The ac-
tor needs to be able to pick up a role
quickly, as in theatre sports. Likely
scenarios can be discussed with the
actor prior to the session, e.g. the
angry patient always comes up as
does the drug-seeker. Using an actor
stimulates far more interest in the
group, realism in the role-plays, and
also means the anxiety about ‘play-
ing a patient role’ is removed from
the group. A well trained actor fa-
miliar with this type of work can also
give really useful feedback from the
patient’s perspective which which
helps participants understand the
patient position.

5. Demonstrate

Initially the facilitator takes the
health practitioner’s role and tries out
suggestions from the group on man-
aging the challenging interaction.
Once the group is warmed up the
facilitator can invite participants to
take the health practitioner’s role,
trying out their own, or the group’s
ideas. The facilitator should reassure
the group that nobody has to take
part – but that participants will get
more from it if they do.

6. Keep it interactive

Ask the facilitator to keep the dis-
cussion crisp so that preference is
given to role-plays rather than talk-
ing about situations, e.g. If a partici-
pant says what he would do, invite
him up to demonstrate. Talking too

much about situations, ‘aboutism’,
can be very time-consuming and can
quickly degenerate into participants
complaining about patients and com-
paring stories.

7. Try new strategies

Encourage the participants to utilise
the cognitive structure/communica-
tion strategies of the REBELS model
– which can be left up on a white-
board or overhead for participants
to refer to. Sometimes the strategies
are not part of the health practition-
er’s current practice and so the atti-
tude of ‘giving it a go’ to see what
happens can be adopted.

8. Role-play

If the group warms up, is very inter-
active, and feels safe, then it can be
useful to encourage a health practi-
tioner to take on the role of a par-
ticular patient that they struggle with
– this allows them to develop more
insight into the patient’s perspective
and develop more empathy for them.

9. Debrief

After each scenario a debrief is use-
ful, and also some action to let go of
that scenario, e.g. ‘shake the patient
out’ literally shaking your body to
release emotional/physical tension.
This is important both for the actor
and the group in order to be able to
move on to the next scenario.

10. Take-home points

To finish off the facilitator invites
each of the participants to offer one
sentence on what they learnt. These
learning points can be white-
boarded if desired. This is a good
way to involve everyone at the con-
clusion and hopefully to cement the
main learning points! Finally the
facilitator thanks everyone for get-
ting involved – especially those who
came out the front.

Where participants have com-
pleted evaluations of our teaching,
we have found that role-plays are
always highlighted as a helpful
learning tool despite the fact that
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many people are initially hesitant
about them.

In conclusion, the REBELS model
can be used successfully to enhance
the teaching of how to approach chal-
lenging interactions in healthcare set-
tings at all levels of experience. It is a
useful model for a wide variety of situ-
ations in daily clinical practice.

RF had the original idea and all
authors are involved in using the model
in teaching health practitioners.
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