THE CONSULTATION

MODELS FOR CONDUCTING AND TEACHING

“The occasion when, in the intimacy of the consulting room or sick room, a person who is ill, or believes himself to be ill, 

seeks the advice of a doctor whom he trusts. 

This is a consultation and all else in the practice of medicine derives from it.”

Sir James Spence

Here are a few thoughts on how to conduct and teach one….

CLINICAL DECISION MAKING - MODELS OF CONSULTATION

General practitioners and hospital doctors make management and diagnostic decisions in different ways, reflecting the different kinds of patients with which they are confronted and the circumstances in which they work. At university, students are initially taught the classical “hospital model” of consulting. 

In the hospital setting, patients are highly selected, usually having been referred by General Practitioners, and the constraints of time are less than those experienced in General Practitioners surgeries.  In contrast, General Practitioners see large numbers of patients who present undifferentiated illness and conditions at an early stage in their evolution.  Only a minority – between 2% and10% - of patients seen in general practice are referred on to the hospital.  There are also major constraints of time.  General practitioners ‘ decision making reflects these and other factors.

In the most general terms general practitioners are concerned not so much with finding out what is wrong with the patient, so much as what is not. To achieve this, they concentrate on asking questions with a high negative predictive value for serious disorders, so that important, urgent and threatening conditions, psychological as well as physical, can be identified early and dealt with appropriately.  This means that GP’s use a much foreshortened version of the hospital model for history taking and examination, and registrars are often surprised to see how abbreviated this can be and how little the physical examination sometimes contributes to entirely sound management and treatment decisions.  General practitioners also make greater use of probability rather than definitive proof.  The 60-year-old man who has not been seen for 10 years who hobbles down the corridor in carpet slippers probably has gout.

The first theoretical model underlying our understanding of the diagnostic process used by general practitioners is known as the hypothetico-deductive model. In this model it is considered that physicians generate a number of hypotheses – generally between three and six – very early in an encounter with a patient.  The remainder of the history and, to a much lesser extent the examination, consists of a series of search and scans strategies, in which each of these hypotheses is tested against new evidence, leading to a smaller number of hypotheses being refined and re-defined as the interview continues.  Management decisions – treatment, observation, etc., are themselves tests of the diagnostic hypothesis, which can be reviewed in the light of success or failure of therapy. 

This may all be completely new to the first time registrar just out of hospital medicine. At first the registrar will be looking for some structured method of consulting. One of the problems is that their role model – you – is no longer a novice, and as a doctor becomes more proficient in general practice, so their method of consulting changes.  By the time a general practitioner has been working for twenty years, their consultations often appear structure-less when sitting in during the first week or when viewed on tape.  

With this in mind, a number of people have tried to describe what actually happens in a consultation, as a precursor to teaching the registrar how to do it. One of the problems is that, however similar our background, we all, in fact, do something different. Some doctors feel more at home using one approach than another. In addition, the approach an individual doctor uses is often dictated by the circumstance:

· A patient with chest pain needs a very different history taking approach to one with anxiety.

· Some patients prefer one approach to another even with the same condition.

Evidence suggests that skilful operators move from one model to another as appropriate but all have their preferences.  The decision as to which to use when will often be made unconsciously!

The important thing is to help the registrar to know what they are doing and practice doing it well, rather than to follow a notional “best practice” script. The textbooks are aids to understanding NOT prescriptions for behaviour. Most of the following models are briefly explored by reading a combination of Clinical Method – A General Practice Approach (Fraser R C 1999 Butterworth-Heineman – the course book for most undergraduate general practice courses and the best starter book for those learning how to consult) and The Inner Consultation (Neighbour R 1987 Routledge for more experienced practitioners).

Any or all of the “models” can be used to help analyse what the registrar is doing, depending upon you, the circumstances, the registrar and the case.  As well as some being easier for you to use than others, it depends also upon what it is the registrar wants to study:  

Usage of health education: use Pendleton; 

Use of empathic statements: use Heron.  

It is therefore important to identify before the session starts the aims and objectives for the session and be prepared to amend them as you go. The teacher’s role is to prompt exploration of the parameters under consideration. In this way, the assessment is usually an exploratory one of “what is happening, how can I tell and what do I need to do to alter the course of events”, rather than is it good or bad – although they can all be used for that too.

The underlying philosophy is:

i) It is better for the registrar to develop their own style than try to adopt someone else’s,

ii) We are all human

Models of the Consultation

“The occasion when, in the intimacy of the consulting room or sick room, a person who is ill, or believes himself to be ill, seeks the advice of a doctor whom he trusts. This is a consultation and all else in the practice of medicine derives from it.”

1. “Hospital”

2. Hypothetico –Deductive

3. Problem-solving (RCGP)

4. Tasks (Pendleton)

5. Stages (Byrne and Long)

6. Categories of Intervention (Heron)

7. Areas (Stott and Davies)

8. Helman’s Folk Model

9. Transactional Analysis (Berne)

10. Doctor as Drug (Balint)

11. Doctor as Catalyst (Neighbour)

12. Communications Skills (Cambridge / Calgary)

13. Professional Competencies (Schon)

14. Problem-based Interviewing

15. Agendas (Middleton)

16. Problem-solving (Gelat)

17. Disease – Illness Model (McWhinney)

18. Three function approach (Cohen-Cole)

1.  
HOSPITAL MODEL

HISTORY

PRESENTING COMPLAINT




SYSTEMATIC ENQUIRY

EXAMINATION

INVESTIGATION

DIAGNOSIS

TREATMENT

CURE

Newcastle University Circa 1975 – and it seems 2002!

2. HYPOTHETICO-DEDUCTIVE REASONING
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Presenting information from patient


	
	Information already known/available to doctor


	
	Provisional list of problems/diagnostic possibilities


	


	
No support
	Test by selective information – gathering through further history


	


	
No progress
	Interpret available information: revise/re-rank list of diagnostic possibilities


	


	
	Seek confirmatory evidence through appropriate physical examination, investigations, use of time, etc.


	



	Diagnosis not confirmed


	
	Diagnosis confirmed



	
	Management decisions


	



	
No satisfactory outcome


	
	Satisfactory outcome


Hypotheticodeductive method of problem-solving (adapted from Elstein, Shulman and Sporafka, 1978)

3. PROBLEM-SOLVING

In these, the process of the consultation follows a problem-solving model that is common to clinical practice, business management, or scientific experiment – asking a hypothesis and taking action on it.

1. Problem Presented

2. Problem examined   
----   
Hypothesis made

3. Problem defined 
----
Deductive stage

-----------------------------------------------------------------

4. Solution proposed

5. Solution examined
----
Testing stage

6. Solution implemented


In using this model the doctor is encouraged to extend their thinking beyond the purely organic approach to patients and include the patient’s emotional, family, social and environmental circumstances.

The Future General Practitioner – Learning and Teaching

 RCGP 1972 BMJ London

Pereira Gray redefined the model:

1. Problem presented

2. Problem discussed and defined

3. Problem agreed with doctor

4. Solution presented

5. Solution discussed and defined

6. Solution agreed with patient

Training for General Practice, Pereira Gray D J

MacDonald and Evans, Plymouth

4. TASKS

Seven tasks, taken together, form comprehensive and coherent aims for any consultation:

1. TO DEFINE THE REASONS FOR THE PATIENT’S ATTENDANCE

Including: 
The nature and the history of the problems




Their aetiology




The patient’s ideas concerns and expectations

The effects of the problem(s)

2. TO CONSIDER OTHER PROBLEMS

Including:

Continuing problems




At risk factors

3. TO CHOOSE WITH THE PATIENT AN APPROPRIATE ACTION FOR EACH PROBLEM

4. TO ACHIEVE A SHARED UNDERSTANDING OF THE PROBLEMS WITH THE PATIENT

5. TO INVOLVE THE PATIENT IN THE MANAGEMENT AND ENCOURAGE THEM TO ACCEPT APPROPRIATE RESPONSIBILITY

6. TO USE TIME AND RESOURCES APPROPRIATELY

7. TO ESTABLISH OR MAINTAIN A RELATIONSHIP WITH THE PATIENT WHICH HELPS TO ACHIEVE THE OTHER TASKS


The Consultation – An Approach to Learning and Teaching

Pendleton D Schofield T Tate P Havelock P 1984

Oxford OUP

5. STAGES

Six phases form a logical structure to the consultation:

1. The doctor establishes a relationship with the patient

2. The doctor either attempts to discover, or actually discovers the reason for the patients attendance

3. The doctor conducts a verbal or physical examination, or both

4. The doctor, or the doctor and the patient, or the patient, consider the condition

5. The doctor, or the doctor and the patient, or the patient detail further treatment or investigation

6. The consultation is terminated, usually by the doctor

The authors also analysed the range of verbal behaviours doctors used when talking to their patients. They described a spectrum ranging from a heavily doctor dominated consultation, with any contribution from the patient as good as excluded, to a virtual monologue by the patient untrammelled by any input from the doctor. Between these extremes they described a graduation of styles from closed information gathering to non-directive counselling, depending on whether the doctor was more interested in developing his own line of thought or the patient’s

Doctors Talking to Patients, Byrne P S and Long B E L 1976

HMSO London

6. CATEGORIES OF INTERVENTION

Heron describes what the doctor does by way of intervention during consultations and the effect this has upon the process and outcome of the consultation:

1. PRESCRIPTIVE

Giving advice or instruction; being critical or 




directive

2. INFORMATIVE

Imparting new knowledge, instructing or 





interpreting

3. CONFRONTING

Challenging a restrictive attitude or behaviour, 




giving direct feedback within a caring context

4. CATHARTIC

Seeking to release emotion in the form of weeping, 



laughter, trembling or anger

5. CATALYTIC

Encouraging the patient to discover and explore 



their own latent thoughts and feelings

6. SUPPORTIVE

Offering comfort and approval; affirming the 




patients intrinsic value

These are not necessarily lengthy or active interventions: a welcoming smile can sometimes precipitate tears and hence be cathartic. Each type has a clear function within the total consultation.

Six Category Intervention Analysis

Heron J 1975

Human Potential Research Project

University of Surrey

7.  AREAS

Stott and Davies describe areas usefully covered (with varying emphasis and varying order) during any consultation:

	A

Management of 

presenting problems


	B

Modification of

help-seeking behaviours

	C

Management of 

continuing problems


	D

Opportunistic 

health promotion


The Exceptional Potential in Each Primary Care Consultation

Stott N C H and Davies R H

JRCGP 1979;29;201-5

8. HELMAN’S FOLK MODEL

Helman is a Medical Anthropologist with insights into the cultural factors in health and illness. He suggests that a patient with a problem comes to a doctor seeking the answer to six questions:

1. What has happened?

2. Why has it happened?

3. Why to me?

4. Why now?

5. What would happen if nothing was done about it?

6. What should I do about it / whom should I consult for further help?

Disease versus Illness in General Practice

JRCGP 1981;31;548-562

9. TRANSACTIONAL ANALYSIS

Berne uses a model of the human psyche as consisting of three “ego-states” – Parent, Adult and Child. At any given moment each of us is in a state of mind where we think, feel, behave, react and have attitudes as if were either:

1. a) A critical parent

b) A caring parent

2.     A logical adult

3. a) A spontaneous child

b) A dependent child

Many general practice consultations are conducted between parental doctor and child-like patient. This transaction is not always in the best interest of either party, and a familiarity with transactional analysis introduces a welcome flexibility into the doctor’s repertoire that can break out of the repetitious cycles of behaviour (“games” into which some consultations can degenerate.

Games People Play

Berne E

Penguin

T A Today: A New Introduction to Transactional Analysis

Stewart I Jones V

Lifespace Publishing

10. DOCTOR AS DRUG

BALINT suggested that doctors act as a drug that the patient takes periodically to improve their health – and that this is an effect over and above anything the doctor actually does. He suggested doctors should utilise this effect, and polish their skills to make it happen more effectively / efficiently. He also encouraged GPs to look for the deeper issues, or hidden agenda behind the consultation, rather than collude with the patient and medicalise their psychosomatic symptoms.
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The Doctor, His Patient and the Illness

Balint M 1957

Churchill Livingstone

11. DOCTOR AS CATALYST

THE INNER CONSULTATION describes the consultation as a “reflective conversation with the situation” in which the doctor acts, not as a drug to change things, but more as a catalyst whose function is to constantly redefine a problem until a solution emerges. They do this by attempting to answer the question ”where is the patient now, what do they need next, and how can I tell” by using awareness raising questions (who, what, where, what does this mean) both openly and privately. In addition they attend to process and ensure no serious disease or concerns are missed, by using five checkpoints: “where shall we make for next and how shall we get there?”

1. Connecting 

Establishing rapport with the patient

2. Summarising

Getting to the point of why the patient has come using eliciting skills to discover their ideas concerns expectations, and summarising back to the patient

3. Handing Over

Doctor’s and patient’s agendas are agreed. Negotiating, influencing and gift-wrapping

4. Safety-netting

“What if…” consider what the doctor might do in each case

5. Housekeeping

Am I in good enough shape for the next patient?

“In general practice, the consultation is a journey, not a destination.”

Balint Doctor as Drug:

Patient uses contact with the doctor as a drug, which makes them feels better and changes something. Side effects: addiction, loss when doctor moves on, possible need to increase dose and dependency; potential for practitioner burnout unless recharges self.

Neighbour catalyst:

Patient uses doctor as a facilitator of change and as a resource to find answers. Practitioner emerges unscathed, with occasional contamination.

In the book “The Inner Apprentice” Neighbour explores a similar framework for teaching.

The Inner Consultation

Neighbour R 1987

MTP Press Lancaster

12. COMMUNICATION SKILLS

Research suggests that there are a number of skills that aid doctor-patient communication. Considering the following structure for the consultation enhances their use:

1. THE STRUCTURE

Initiating the session

Gathering information

Building the relationship

Explaining and Planning

Closing the session

2. THE FRAMEWORK

Initiating the session:


establishing initial rapport

identifying the reason(s) for the patients attendance

Gathering information


exploration of problems


understanding the patients perspective


providing structure to the consultation

Building the relationship


developing rapport


involving the patient

Explaining and Planning


providing the correct amount and type of information


aiding accurate recall and understanding


achieving a shared understanding: incorporating the 


patient’s perspective


planning: shared decision making

Closing the session

The Calgary – Cambridge Reference Observation Guides: 

An Aid to defining the curriculum and organising the 

teaching in communications training programmes

Kurtz S M and Silverman J D 1996

Medical Education 1996;30;83-9

13. PROFESSIONAL COMPETENCIES

A COMPARISON OF MODELS FOR EXPLAINING AND DEVELOPING PROFESSIONAL COMPETENCE

	Fundamental Questions Relating to Developing Professional Competence
	Model of Professional Competence

	
	Technical Rationality
	Template
	Artistry

	How do professionals learn to be competent?
	Systematic formalised knowledge drawn from basic scientific research is applied to specific real world cases in the practice situation


	Pattern recognition enables specific real world cases to be fitted to a store of schemata built from previous experience in the practice situation and enabling intuitive response


	The unique features of any specific real world case is concentrated on through a process of interaction to create meaning for that case (reflection-in-action)

	What might explain any ineffectiveness?
	The professional has insufficient theoretical models and / or incorrect encoding of real world data onto models and / or inability to follow the necessary reasoning steps


	The professional has an inadequate number of templates and / or there is a failure of signal detection
	The professional is not amenable to surprise, and / or is not process reflective

	What might be the implications for helping professionals to develop?
	Through updating / refresher courses which provide the professional with appropriate theoretical models and / or teaches how to follow the necessary reasoning steps


	Through personal experience / apprenticeship build up the professional’s knowledge of practice
	Through critical reflexivity / enquiry / action research develop the professional ability to have a reflective conversation with the situation


Educating the Reflective Practitioner

Schon D 1987

Jossey-Bass

14. PROBLEM-BASED INTERVIEWING

1. Problem sensing

2. Problem detection

3. Problem description and clarification

4. Problem assessment

5. Problem treatment

6. Evaluation

Standardt S 1983

Newcastle University

15. AGENDAS


The Exceptional Potential of the Consultation Revisited

Middleton J F

JRCGP

1989;39;383-386
16. PROBLEM-SOLVING (GELAT)

Skills for us our registrar and our patients in consulting and teaching:

1. Become aware that there is a problem

2. Collect data about the problem

3. Predict possible explanations

4. Evaluate those possibilities

5. Choose which explanation is the most likely / what to do next (which might be: collect more data and begin again)

Decision making: a conceptual framework of 

reference for counselling

Gelat H B

J of Counselling Psychology 1962;9;240-245

17. DISEASE – ILLNESS MODEL

A “transformed clinical method” that represents patient-centred clinical interviewing rather than a doctor-centred approach that attempts to interpret the patient’s illness from the doctor’s perspective of disease and pathology. 

Patient presents with problem

(
(
Gathering information

(
(
Parallel search of two frameworks

(
(
((((((((((((((((((
· (                                                                

· (
Illness framework




Disease framework

Patient’s agenda




Doctor’s agenda

Ideas






Symptoms

Concerns





Signs

Expectations





Investigations

Feelings 





Underlying pathology

Thoughts

Effects

(                                                              (
(                                                              (
Understanding the




Differential diagnosis

patient’s unique

experience of illness

(                                                              (
(                                                              (
((((((((((((((((((
(
(
Integration

Explanation and planning 

in terms the patient can 

understand and accept

Patient Centred Medicine

Stewart M et al 1995

Sage

18. THREE FUNCTION APPROACH

The functions:

1. Gathering data to understand the patient’s problems

2. Developing rapport and responding to the patient’s emotions

3. Patient education and motivation

The skills for each function:

1. Gathering data to understand the patient’s problems

Open-ended questions

Open to closed cone

Facilitation

Checking

Survey of the problems

Negotiate priorities

Clarification and direction

Summarising

Elicit patient’s expectations

Elicit patient’s ideas about aetiology

Elicit impact of illness on patient’s life

2. Developing rapport and responding to the patient’s emotions

Reflection

Legitimation

Support

Partnership

Respect

3. Patient education and motivation

Education about illness

Negotiation and maintenance of a treatment plan

Motivation of non-adherent patients

The Medical Interview, Three Function Approach

Cohen-Cole 1991

Mosby – Year Book
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