
Te a c h in g old Docs
New Tricks

You are a general practi.tioner in your mid Jorti,es and
haue been in practi,ce Jor fifteen years in a rural area
oJ South Africa. You haae attended solne congresEes
but the work load of your practi,ce and bringing up
your family haue left you with q, need to upd,a,te Aour
knowledge. You decide to sit one of the postgraduate
efialns in Jami.ly medicine. You haue uritten the
papers and now go for the oral eraminati,ons. The
erami,ner erplains that a reuoluti,on has occurred in

Jami,ly practice theory since you qualLfied and asks
gou the fol\owing question:

Question: Can Eou gi,ue me an erample of

the way a "pati,ent-centred approach" has

helped you and a patimt in your practice?

Answer: You've always fel t  this pat ient-

centred care thing was a lot of academic clap-

trap. You're a busy GP with a lot of clinical

work to do and you feel you do not have the

t ime to indulge in these theoret ical  ideas

thought up by academics.

You decide in your wisdom that this may not

be the time to express these feelings.

You do remember consultations in the past

when you have "reached" the patient and had

the satisfaction of knowing that you were

about to cut them short but instead vou had

"allowed them in".

A black women of about 60 years of age came

to  see you dur ing  a  busy  c l in ic .  She

complained of headaches, pain across her

shoulders some epigastric pains and muscles

pains "al l  over the body, doctor".  You had

heard this complex of symptoms so many

times before.

You went into your medical routine and found

an obese, woman with slightly tender shoulder

muscles, BP 140/90, normal respiratory and

cardiovascular systems and a stiffness of the

spine.

You had followed the traditional routine of

ques t ion  and answer  to  reach a  med ica l

diagnosis of osteoarthritis and were reaching

for the prescr ipt ion pad to prescr ibe ant i-

inflammatories and analgesics.

You were about to end the encounter at this

point. You had followed your medical agenda

and the waiting room was full.

But on this occasion you had opened up the

consultation after she had said that "life is

very difficult these days". Usually you reply

"yes, i t  is,  isn' t  i t "  and carry on in a rush

towards the diagnosis. This time you "allowed

her in" by replying in an open or facilitating

way.

She explained that she was a teacher with five

children and had been divorced for six years.

She was the wage owner and had brought all

her chi ldren up herself  and had now to

support her husband, who had returned as a

drunkard.

Suddenly this had changed from "another case

of  os teoar th r i t i s "  in to  a  communica t ing

doctor-patient relationship.

Question: And hou did it help you and the

patient?

Answer: You explain how this helped both

you and the patient.

Question: Do you belieae that listening and

doi,ng nothi,ng can sometimes be enough i,n

an, encounter ui,th a patient?
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Answer: You have often felt in your practice that

you are "forced" to give treatment or a prescription'

The pat ient of ten requests i t  and modern

technological society expects you to "do something"

or "prescribe something"'

Some benefits of giving no treatment are:

1. It protects the patient from iatrogenic harm.

2. It saves the patient and doctor from wasting time,

effort and moneY.

3. It delays treatment until a more appropriate time'

4. It provides the patient with an opportunity to

discover that he can do without treatment.

5. I t  avoids a semblance of t reatment when no

effective treatment exists.

Reference:

Frances A, Clarkin J F. No treatment as the

prescr ip t ion  o f  cho ice '  Arch ives  o f  Genera l

Psychiatry l98l;38:5 42-5 45.

On this theme see also:

"The doctor as drug" (Balint, 1964, in references)

"When l is ten ing is  enough" (Cassel l  E J .  The

healers's art. A new approach to the doctor-

patient relationship. Philadelphia: J B Lippincott

Co, 1976.)

Vis  medicat r ix  naturae "The heal ing power of

nature" (Cousins N. The anatomy of an illness as

perceived by the patient. New York: W W Norton

and Co, 1979.)

"The myth of Cure" (Talmon, 1990, p.123)

Next lssues are :

December 1994 EPilePsY

January 1995 DePression

February 1995 GastroenterologY

March 1995 Doctor-Patient

RelationshiP

April 1995 Prevention/Screening

May 1995 Backache
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il Chronic Venous Insulficiency (CVl)
wenl undelected, Mrs Robinson would

nof be flaunling her legs. 0n lhe
conhary, she mighl have to hide

severe complicalions, such as venous
ulcen or chronic lrophic dislurbances.

CVI can be reversed. However, il
deoends on lwo faclots; earlY

deleclion ol abnormal capillary
leakage and o good agenl. The

lormet is up lo You,
lhe lafler is uo lo us.

look oul lor fhe eatly
signs ol CVl,

Palienh complaining of
o Tired legs

. Swollen ankles
r Pins and needles

r leg cramps al nighl
o legs leel 'reslles

and fidsely'
. Sore bullocks.

And treat with
lhe lirl slep :
Paroven 250

The first step in CVI theraPY

. .lf;i-$1r i$grlh1l, *,*rterl:i ffi;td$$dl{ir
E lel. ilo. [693(lcl tolit965]

lndicatioN: Reliel 0l oedena dnd relaled rymplomr in chronic venour insulliciency. vdricose dermdlilis. ven0us ulce6.

Hemdridr. Cmltdjldi6lios: hoff hvpe(siliviry t0llE dclive in0tedienl PKaulios' In accorddnce wilh otrerdl

ctiniGl pnclice, u!i0g lfie drug in lhe lirrl lhre mnlhs ol Feondr{l is ml remMded Adrere rffilimr lkin rdi6,

tffi,lfil1#'i1l'T:,[:T,}i'J3lT il'Tfffrii'1fi1T:f;li mF,
Ciba.Geigy (Plyltld. 72 5l@l R0ad. tDdda, Kmplo Pail.

Prerentation:Jupeliedarcapsulsol2s0nsinbli i lerpackof50. 31t4. H ea lth Ca fe
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