The Consultation

What is the difference between: a) taking a history/examining/investigating/Rx





    b) consultation

Models. Why? Examples :-  recipe/photo/play/scientific law/logic/map/language



“Makes sense of sensation”

Medical Model:
1)State of normal health (biomedical science)




2)Disease process                symptoms and signs




3)These point to the malfunction to be rationally investigated

4)Accurate diagnosis allows selection of appropriate/evidence-based treatment

5)Successful Rx redirects process towards normal.

What’s missing here?  (personhood, art, relationship, tri-axial approach etc ) mechanistic

Other attempts/theories :-





Magic(what’s got into her doctor)




      
Moral (told you to wrap up warm)




      
Political (sign of wrongs in society)





Behavioural(unconscious/conscious goal directed)

Psychoanalytical(ego defence against unresolved conflict – why is bereavement so pathological)

Cognitive dissonance(self image vs. reality)

Psychosomatic(conflict          physical symptoms)

Humanistic (illness is natures way of trying to make your habit/lifestyle change)

Role- models of doctor-patient relationships
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Task Orientated Models.
Stott and Davis :- 


Byrne and Long

i)establish relationship

ii)discover reason for attendance

iii)examination (verbal and physical)

iv)doctor and/or patient consider the condition

v)agree further Rx/investigation

vi)consultation terminated

Pendleton et al

Seven tasks. 

i) Reason for attendance ; (a)history/nature of problem (b) aetiology (c)ideas/concerns/expectations (d)effects of the problems

ii) Other problems – chronic disease/at-risk factors

iii) Negotiate appropriate action for each

iv) Shared understanding with patient

v) Involve patient in management to encourage responsibility

vi) Use time and resources appropriately ; now and long-term

vii) Establish/improve/maintain relationship with patient

Helman Model

What has happened?

Why has it happened?

Why me?

Why now?

What happens if we leave it alone?

What should I do?

Health Belief Model

Ideas Concerns Expectations

McWhinney and colleagues outlined a disease-illness model to help doctors understand the need to be aware of the patient’s perspective of illness:

Patient presents problem

Gathering information

Parallel search of two frameworks
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Patient’s agenda






           Doctors agenda

Ideas








           
Symptoms

Concerns








Signs

Expectations








Investigations

Feelings








Pathology

Thoughts

Effects

Understanding the







Differential 

Patients unique 







Diagnosis

Experience of illness

Integration

Explanation and planning 


in terms the patient can

understand and accept 

Behaviour-Orientated Models

Patient-centred  behaviours = doctors style drawing out patient’s own problem solving.

Doctor-centred ones = giving the doctor a bigger repertoire of consulting styles to draw the most out of the patient.

Byrne and Long

Also looked at doctor vs. patient-centred as a continuum from “absent” doctor and rambling patient to dominating doctor and excluded patient. (absent doctor(silence,listening,reflecting(clarifying and interpreting(analysing and probing(gathering information(absent patient)

Heron: Six Category Intervention Analysis

Prescriptive/Informative/confronting/cathartic/catalytic/supportive.

Transactional Analysis

Parent (critical or caring)

Child (spontaneous or dependant)

Adult (logical)

Balint

1950’s groups explored the doctor-patient relationship,transference,counter-transference,the doctor as a drug :-

‘The Doctor, His Patient and the Illness’

Neighbour’s Model

a) Connecting

b) Summarising

c) Handover

d) Safety Net

e) Housekeeping

The consultation is a stage on a never-ending journey. You can never button everything up. Many of the models work best when considering the presentation of a new problem. There are many other models not listed here. One might argue that there is no one model to fit all eventualities; but the models serve a useful function to give us insight into what is happening in a consultation. There follows a simple grid to help work out where one is in a consultation. The physical/psychological axis refers to where the consultation is in terms of identifying the type of problem; the autonomy/dependence axis refers to whether the patient is autonomous; (running the show) or dependent upon what the doctor decides should be done.
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The model is best-explained using examples

In A the problem is a physical one; classically a minor sore throat or a painful knee. In the first instance, the patient insists on a prescription for antibiotics; in the second instance, the patient has already organised a private appointment with an orthopaedic consultant and wants you to supply the necessary covering referral letter. The doctor usually feels miffed or even angry; after all it should be the doctor’s, not the patient’s decision as to whether these courses of action are desirable.

Situation B is more comfortable for the doctor; take a patient with an obvious acute appendicitis or a young person having a heart attack; the doctor advises on admission to hospital, aspirin as well in the latter case if no contraindication. We would not wish to get into debates about evidence from clinical trials about aspirin in the latter circumstances. For less clear-cut scenarios, it is very much the way of modern general practice to involve patients in decision making e.g. antibiotic prescribing in some instances, H. Pylori testing, HRT prescribing; antihypertensive prescribing etc

Situation C applies when a patient with anxiety/personality problems becomes over dependent upon the doctor. On recognising the situation, the doctor can devise strategies to enable the patient to take more responsibility for decisions, moving the consultation towards (but not as far as) situation D.

In D patients with psychological problems are frankly manipulative

This model is particularly helpful in understanding one of the main causes of conflict in a consultation; this is usually when the agendas of the doctor and patient are different; when the agendas do not meet. Usually this is because the patient is in ‘physical mode’, but the doctor suspects the problem is likely to have psychosomatic origins. Controversial examples might be Irritable Bowel Syndrome, fibromyalgia, CFS, tension headache. Unless you have a mandate or permission to discuss psychological aspects, the doctor runs the risk of the patient feeling that the doctor is not listening or taking them seriously. Often if the doctor explores the physical aspects one can gradually chip away at the psychological.

One of the strengths of general practice is that we do not have to solve everything at one consultation. Sometimes we have to use considerable skill and cunning to help patients. It isn’t always plain sailing; a favoured metaphor is one from the game of rugby. Often there is a ruck or maul (a bit of a scrap really); what a team is looking for is good ‘second phase possession’ where the ball can be passed swiftly down the line and a try scored. In general practice terms, a difficult or messy consultation often sets the scene for more productive subsequent encounters.   

We all have our favourite models of the consultation; whilst we don’t use them frequently, they are a useful part of the general practitioner’s repertoire.
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