In practice
Dissecting the consultation
As a medical student, I saw medicine as a science. As a surgeon, it was about skills. As a general practitioner (GP), medicine was a performance. As a patient, I recognise all of these, although what I experience most directly is the performance. Underpinning the science of medicine and the skills of surgery is the consultation. This central act brings two people together in a relationship of care based on trust and integrity. Its aim is to make sense of a problem the patient brings.
As a student, I wasn’t taught to perform. My education invited me to learn about disease, diagnostic categories, procedures, and interventions. The consultation was simply how I gathered information. This approach worked effectively in hospital practice. As a trauma surgeon working in southern Africa, for example, the nature of the problem was usually evident. A patient had been injured in some way and my focus was on the treatment.
When I became a GP, problems were usually more difficult to define. I had no idea what my patients would consult me about and often it wasn’t clear to them either. We had to unravel each problem together. This was less about disease, as framed by doctors, and more about illness, the unique experience of each patient. When I first read Roger Neighbour’s The Inner Consultation, it was a revelation. By dissecting the consultation with forensic precision, Neighbour displayed its internal architecture. He wasn’t writing about the management of heart failure or diabetes. Instead, he identified stages in any consultation and gave them names—connecting, summarising, handover, safety-netting, and housekeeping. The consultation itself was his focus and attentiveness was the key.
Years later, I started working with close-up magicians. Their techniques seemed curiously familiar. Like doctors, magicians have to capture and shape their audience’s attention. Will Houstoun explained that magicians have to sustain at least two narratives—what the audience experiences and what is actually happening. They want each person to go home with a positive memory of what took place, a mystifying but enjoyable experience that they will recommend to others. As a GP, I realised that consultations too have simultaneous narratives. While I was trying to create a sense of ease so that each patient could tell me their concerns, I was running multiple channels in my head, thinking “could this indigestion be cancer?”, “is there something important this person isn’t saying?”, or “am I running late?”
The Spanish magician Juan Tamariz writes of invisible threads that connect his eyes with those of the audience, every so often needing a gentle tug. There are techniques for this tugging. Magicians have a maxim: if you want them to look at it (a card or a coin, say), look at it; but if you want them to look at you, look at them. This advice is powerful and it never fails. If you look at someone and speak to them, they can’t help looking at you. By placing their attention where you want it, you can do other things elsewhere.
The corollary of this is less widely recognised. If patients look at what you’re looking at, you need to be sure that’s where you want their attention to be. This is evident with computers in the consulting room, which can derail the conversation as a clinician extracts and inputs information. If a doctor is looking at a screen and typing on a keyboard, naturally the patient will look there too, disrupting the invisible thread between clinician and patient. Of course, I am not arguing that computers should be banished from the consulting room. That would be absurd. But it’s important to recognise the effect on the dynamics of each consultation as attention shifts from the patient to a different point. As clinicians, we need to be aware of where our patients perceive our own attention to be focused.
Patients need to leave their consultation with a sense of resolution. Even if they are experiencing pain, anxiety, or fear, the performance must have met their needs. Patients need to feel that the focus has been on them, that their clinician has listened, paid attention, and shown concern. That requires expertise in performance and in recognising how the narratives of patients and clinicians intertwine. That’s where the worlds of magicians and clinicians intersect.
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