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The Consulta;tion
CME Editor:
Dr Chris Ell is
MD, MFGP

Essential CME is a new section to the jottrnal and

wi/l be a series inuoluittg tt continuous self /ettrn-

ing process in Family Practice for genera/ practi-

tioners, primary care physicians and generalist

medical fficers. \,Y/ith the introduoion of the cttt-

egory "Family Physician" and the need Jbr certif-

cation and recertifcation in the future, this series

is aimed ar rhe busy doctor to help him or her to

update knoaledge on broad issues in family prac-

tice by using dffirent approaches. Some parts will

be focused on beQing the general practitioner to

obrain certifcation as a "Family Physician" uia

p o s tgraduate exam in atio ns.

There are fue parts to the section.

Part One is called BENCHMARKS FOR THE

BUSY GP. Insread of reading through a long

article , a group of GPs will haue extracted the

imporrant facrs on the subject fom a general prac-

trce persPecttue.

Part Two wil l  be on SOUTH AFRICAN

RUML GENEML PRACTICE. It will deal

with the isstres arising ft 'om prnctice in rento!e

rural clinics. It will be context related to practis-

ing in poaerty stricken communities arud problem

orientated to the specifc conditions arising from
this context.

Part Three is called TEACHING OLD DOCS

NEV/ TRICKS and is a mock oral examination

for a postgraduate degt ee in family medicine.

Part Four is a self eualuation section by short

Multiple Choice Questions (MCQS).

Part Fiue is a selection of sources of inJormation

and resources for further reading,

Throughout these sections family practice perspec-

tiues and theories will be integrated with rhe clini-

cal aspects. Obuiously this CME section cAnnot

couer all that is "essential" in a prescriptiue nay

but aims to help you reuise, stimulate your interest

and prouide some guideposts.

This fourth one of rltc series is ott

THE CONSULTATION

Benchmarks
f o r Busy GPs

This section i,s not a coTnprehensiae reai,eu but a

short selection of abstracts to help gou focus on

important aspects of the subject partly in the

form of remi,nders and memoty joggers.

The most crucial  feature of medical

care, especially in general practice, is

the consultation.

Consultat ion ski l ls form the basis of

good patient care.

I t  has been shown that consultat ion

skills can be learnt and that to do so

requires systematic training rather

than just experience.

This teaching of interviewing skills has

provided doctors with better means of

understanding their patients.

The convent iona l  o r  t rad i t iona l

med ica l  consu l ta t ion  is  c lass ica l l y

conducted  by  an  ob jec t ive  and

detached doctor with quest ions and

answers .  The main  purpose is  to

ar r i ve  a t  a  phys ica l  d iagnos is  o r

exclude pathology.

The Pat ient-Centred Cl inical  Model

retains the importance attached to the

tradit ional medical  agenda but also

extends the consultat ion to include,
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amongst others, an understanding of

the context that the pat ient l ives in

and a lso  an  unders tand ing  o f  the

meaning of the illness for the patient.

It also aims at identifying who, in fact,

has the illness (the presenting patient,

spouse or  re la t i ve  e tc )  and the

meaning of the illrLess for that person.

tl nl t'

T h e  B i o m e d i c a l  M o d e l  f o c u s e s  o n

repa i r ing  the  body  as  a  "b roken

mach ine"  and exc lud ing  phys ica l

pathology. These are necessary and

important skills.

The B iopsychosoc ia l  Mode l  (Enge l ,

1980) requires the doctor to consider

and integrate information from several

leve ls  o f  the  h ie rarchy  o f  sys tems.

These levels range from understanding

the pat ient 's inner world of values,

fears  and fee l ings  to  the  under -

standing of the doctor's ovr,n reactions

and feelings and also understanding

the  e f fec ts  o f  the  contex t  and

environment that surround both the

natient and the doctor.

i l#t

One o f  the  core  books  in  fami ly

Medicine is The Doctor,  His Pat ient

and the Illness by Michael Balint (see

resource section). This work explored

the doctor-pat ient relat ionship, the

dynamics of the consultation and the

p s y c h o s o c i a l  a s p e c t s  o f  g e n e r a l

p rac t ice  care .  He suggested  the

following concepts :

The doctor as drug : This is the way in

which the doctor, him or herself, is

effective as a treatment. This imnlies

that the doctor should know him or

herself and the effect the doctor has

on the patient. Self awareness is a key

aspect.

The child as the presenting complaint

when the patient may offer another

p e r s o n  ( s u c h  a s  a  c h i l d )  a s  t h e

problem when there are underly ing

psychosocial problems.

El iminat ion by appropriate physical

examinat ions  is  the  sequence o f

events whereby traditional medicine

attempts to exclude "physical" disease

by examination and investigation. A

good physical  examinat ion may be

appropr ia te  bu t  converse ly  i t  may

reinforce the patient's belief that his

neurotic symptoms are in fact due to

physical disease. The doctor thinks

f i rst ly of  physical  disease and then

investigates with repeated investiga-

tion which perpetuate this cycle. This

may prevent  the  reach ing  o f  a

"deeper" diagnosis.

Collusion of Anonymity describes the

spiral  when referral  reinforces this

mistaken bel ief  in the or igin of the

symptoms.  The respons ib i l i t y  o f

uncovering the underly ing psycho-

social problems become increasingly

d i lu ted  by  repeated  re fe r ra l ,  w i th

nobod5r taking final responsibility.

The Mutual Investment Company is

formed by and managed by the doctor

and the patient. "Clinical diseases" are

episodes in a long relat ionship and

represent  "o f fe rs "  o f  p rob lems

(phys ica l  and psychosoc ia l )  to  the

doctor.

t t i l i
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The Flash

The Flash is the point in the consul-

ta t ion when the real  reason of  the
"offer" is suddenly apparent to both

the doctor and the patient. This forms

a fulcrum for change and the consulta-

tion can now deal with the underlying
basic "fault". It happens more easily
when a good rapport is present and
the pat ient  fee ls  safe and that  the

doctor is listening. (see Balint E, 1973

in references)

The Inner Consultation

This is the title of a book written by

Roger Neighbour (1987, see reference

section). He uses the following format

for the consultation:

Connecting: Rapportbuildingskills.

Summarising: Listening and eliciting

skills.

Hand over: Communicating skills.

Safety netting: Contingency plans of
what and when further

action may be needed.

Housekeeping: Taking care of yourself

and checking that you

are ready for the next
patient.

L i s ten ing  i n  t he  consu l ta t i on
(McWhinney, 1989, 99-102)

"The greatest single fault in inter-
viewing is probably the failure to let
patients tell their story."

"L is ten ing to  the pat ient  wi th  un-

divided attention is a very diff icult

discipline."

"Doc to rs ,  i n  genera l ,  a re  no t  good

Iisteners. We frequently interrupt."

"One o f  the  commonest  e r ro rs  in

interviewing is asking a question, then

prov id ing  the  answer  be fore  the

patient has time to respond."

"Open-ended ques t ions  encourage

expression by the patient more than

closed questions. There is a place for

bo th  types  o f  ques t ions :  one is  fo r

getting very specific information about

the problem, the other for reaching an

understanding of the patient."

Reflections between Consultations

It is recommended to give some time

for reflections between consultations.

T h i s  g i v e s  o n e  a  s h o r t  p a u s e  t o

consolidate the previous consultation,
jot down the extra note, ask yourself

how i t  went etc and prepare for the

next encounter. It may prevent the

carrying over of "contamination" from

one consultation into another.

"When you wash your hands between

consu l ta t ions ,  wash your  mind  as

well."

Next lssues are :

August 1994 Cardiology

September 1994 Contraception and

HRT

October 1994 Diabetes

November 1994 Patient Gentred Care

December 1994 Epilepsy
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This  sec t i ,on  presents  a  p rob lem

orientated approach i,n the contert of

rural practi,ce.

O u r  c o n t e x t  i s  t h e  s t o r e  a t

Pungulelwani, Northern Tfanskei. The

roads to the clinic are difficult to travel

on and may require a four wheel drive

when it is wet. It is two hours drive

from the nearest hospital  at  Mount

Vernon, which is overcrowded and has

only three medical officers.

It is a rural GP or government clinic

t r e a t i n g  l o w  i n c o m e  o r  p o v e r t y

s t r i cken pa t ien ts .  There  are  no

facilities for investigations, no x ray

fac i l i t ies  e tc .  The cons t ra in ts  o f

poverty and unemployment dictate

that medicines that are dispensed are

generic and cost effective and may be

based on the essent ial  drug l ist  (see

Resource Section). Most patients that

attend the clinic are illiterate and can

only speak and understand their ov,'n

vernacular language.

All consultations in family practice, no

matter where, have the same core of

principles and foundations.

This rural context is rich in divergent

health bel iefs,  problems with trans-

cu l tu ra l  communica t ion  and d i f f i -

culties with language interpretation.

HEALTH BELIEFS

There is no single person without a

hea l th  be l ie f .  I t  i s  p resent  in  a l l

consultations. Health beliefs can differ

between individuals, family members

and cross-culturally.

They are those ideas the patient has

about  the  causes  and e f fec ts  o f

disease, their  sources of anxiety and

their expectations of the doctor.

In this context the doctor may miss

the  pa t ien t ' s  reason fo r  coming or

conversely misinterpret the symptoms

as "real" rather than symbolic. (TWo

books, among many, on transcultural

communication are Li,ui,ng 'in Tu.to

Worlds by Vera Buhrmann and Body

and Mi,nd i,n Zulu Medi,ci,ne by

Harriet Ngubane)

The Health Belief Model (see Maiman

and Becker in references) is based on

the  theory  tha t  behav iour  i s

determined by two main factors; the

value placed upon a particular goal,

and the estimated likelihood of a given

ac t ion  ach iev ing  tha t  goa l .  Th is

e f fec ts  hea l th  seek ing  behav iour ,

a t t i tude  to  the  consu l ta t ion  and

t rea tment  compl iance.  The Hea l th

Belief Model thus looks at the patient's

reasons for accepting or rejecting the

doctor's opinion.

In  th is  contex t  the  pa t ien t  o f ten

presents  as  a  resu l t  o f  a  fami ly

dec is ion  and the  event  re f lec ts  the

health belief of a family or significant

person in the family.

T h e  I n l  e r n r e f  e r  i n  t h e  M e d i c a l

Consultation.

A  c o m m o n  p e r c e p t i o n  e x i s t s  t h a t

in te rpre ted  consu l ta t ions  are

inherently unsatisfactory, but research

s A  F A r ' f r L Y  P R A c r r c E  3 9 2  l u t Y  1 s 9 4



l iterature provides little evidence for

this (see Wood, 1993, in references).

In the clinic at Pungulelwani there is

normal ly  a  th i rd  par ty  in  the  con-

sultation - the interpreter.

The t r iangu lar  doc tor - in te rpre ter -

patient relationship involves a variety

of ways of performing a consultation.

The interpreter can be the interviewer

via a protocol, act as an instrument of

the doctor, act as an advocate of the

patient, function as part of a team or

act as a culture broker.

The most unsatisfactory interpreters

are  re la t i ves  or  fami ly  members

part icular ly when the interpreter is

the child of the ill person.

Some disadvantages of interpreters

are  tha t  they  may d isp lay  l i t t le

sensit iv i ty,  interrupt the f low of a

pat ient 's response, omit ,  subst i tute,

add, distort or condense the communi-

calion.

A common recommendat ion  is  fo r

doc tors  to  learn  the  language

themse lves  bu t  ev idence is  tha t

language acqu is i t ion  does  no t ,  by

itself, solve communication difficulties.

Emot iona l  con ten t  may be  the

component most easi ly lost when an

i n t e r p r e t e r  i s  u s e d  b u t  u s e  c a n  b e

made of the time that the interpreter

is busy by reading non-verbal cues and

responses and assessing the process of

lhe consultation.

..SO LITTLE TIME, SO MUCH TO DO''

(Putatively Cecil Rhodes' Iast words)

The GP in  the  ru ra l  c l in ic  and the

medical officer in the rural outpatients

has  to  contend w i th  a  number  o f

competing priorities at the same time.

Quality of care, rationing of time and

resources, costs etc are amongst these

priorities.

"Every doctor has to decide what can

be achieved for each pat ient in the

t ime ava i lab le .  Th is  invo lves  a

decision as to what is unimportant and

may be omitted. All doctors work in

this way and it is humbug to pretend

that they do not." (McWhinney, 1969,

p  1 7 ) .

The average length of consultations in

general practice in Britain is about 6

minutes .  (see  Ba l in t  and Nor re l l  in

references)

This is often too short even for a first

world population. In the context of a

rura l  A f r i can  c l in ic  much more

education, explanation and discussion

is  needed.  The po ten t ia l  fo r  the

consu l ta t ion  in  th is  contex t  i s

enormous fo r  oppor tun is t i c  hea l th

promotion, preventative care etc (see

Stott and Davis in references).

Jus t  one minute  more  spent  in  th is

a r e a  o f  t h e  c o n s u l t a t i o n  m a k e s  a

d i f fe rence.  (See Wi lson  e t  a l  in

references)
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THE RURAL NURSE/INTERPRETER/
DISPENSER/EDUCATOR

"Untrained", "unassessed", "Unrecog-
nised", "Unresearched", "Undefined".
Is  she a l l  th ings to  a l l  men and
women?

"The role of the rural clinic nurse or
outpatient nurse in a rural hospital
needs clarifying, defining and a job

description with adequate training in
the areas she is expected to function
such as education, dispensing, inter-
preting etc."

"The importance of the interpreter is
rarely emphasised, no formal recogni-
t ion is  g iven to  nurses prov id ing
interpretation, and it is generally not
remunerated." (from Wood, 1993)

THE "ONE OFF'' OR "ONE CHANCE''
CONSULTATION

In a rural hospital outpatients clinic or
rural GP clinic, many patients are seen
"blind" or "unknown" to the doctor
because of  the large numbers of
patients and lack of time.

A different doctor may do the clinic
each week or  each month and the
rout ine and repet i t iveness of  the
presentations may prevent the doctor
from recognising patients that have
been seen before.

Continuity of care in this context - in
the present health care structure -

may have seemingly insuperable
obstacles.

"Heavy work load" ,  "No t ime
available", "Overcrowded outpatients"
"No fac i l i t ies" ,  " Inef f ic ient  record

system" are universal abstracts from
the rural doctor's conversation.
A "one off" or "one chance" consulta-
tion could be defined as a face-to-face
meet ing between a doctor  and a
pat ient  wi th  no prev ious or  subse-
quent consultations within one year
(that he is aware of). (adapted from
Ta lmon ,  1990 ,  p , xv  i n  resou rce
section).

Most consultations in rural outpatients
are brief, focused and practical. The
main object ive is  to  t reat  the

Presenting s5.'rnptom.

Continuity of care is one of the
principles of family medicine never-
the less,  in  th is  s i tuat ion,  many
patients may accomplish what they
intended from a single consultation
with the doctor.

Continuity of care can be defined as
continuity of person (where the same
doctor sees the patient each time) and
continuity of information (where the
information from the previous
consultations is available to the next
doc to r ) .  I dea l l y  bo th  shou ld  be
present  and that  requi res good
management  and commitment .
Cont inu i ty  of  in format ion may be
enhanced by pat ient  -  re ta ined
medical records. The system of giving
the patient his medical records to keep
and bring with him to the consultation
rather  than keeping the records at
clinics or hospitals is well established
in Lesotho and Swaziland. It is found
that patients Iook after their records
just as well as official administrators
and fee l  more involved in  the i r
treatment. (see Van der Westhuizen et
al, 1985 in references).

WE NEED YOUR

HELP

Your comments on this

CME Section are

welcomei

We need help to provide

an ongoing education

that is appropriate to

practice. We invite you

to make up MCQs or

ideas on benchmarks,

rural practice etc,

Please return to:

CME Editor.

8A Family Practice

Box3172

Cramerview 2060

or Fax to 01213-92.
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Te a c h i n g O ld Docs
New Tricks

You are a general practitioner in your mid forties and
have been in practice for fifteen years in a rural area of
South Africa. You have attended some congresses but
the work load of your practice and bringing up your
family have lef t  you with a need to update your
knowledge. You decide to sit one of the postgraduate
exams in family medicine.

You have written the papers and now go for the oral
examinations.

The examiner explains that a revolution has occurred in
family practice theory since you qualified and asks you
the following questions:

Question One: What system or approach do you

use routinely for your consultations?

Ansu;er: You erplai,n that you haue a heaug

c l i ,n i , ca l  work  Load and use the  or thodor

bt,omedi,cal  c l ' in i ,cal  method oJ hi ,story,

e r ami,nat'ion,'inu e sti,g ati,ons, di,ag no si,s and

treatmentfor rnost of gour consu\tati,ons.

This is accepted by the examiner who then asks:

Are there any other approaches or systems you

use?

Answer: You h,aue used the problem-ori,entated

medi,cal records wi,th SOAP whi,ch stands for
Subjecti,ue, Objecti,ue, Assessment and PLan.

(see Weed, 1968 i,n references)

Quest ion  Three:  What  o ther  in f luences  have

affected the way you conduct your consultations?

You replg:  that  you haue erpanded Aour
consultati,ons'in seu era| u aA S.

Fi,rst lg, Aou are auare of erpandi,ng the

consul ta t ion beyond the t reatment  of  the
presenti,ng sAmptoTTL i,nto the areas oJ

opportuni,sti,c health promoti,on, the manage-

ment of conti,nui,ng problems and t l le

mo di,fi,c ati,on oJ lt e alth- s e e ki,ng b e hau iour ( s e e

Stott and Dau'is, 1979 i,n reference secti,on).

Second\y, gou li,ke to make a comprehensiue

&ssessTnerlL One oJ the waAS of maki,ng a
comprehens'iue assessment'is the concept of
the three stage diagnosi,s or assessment
uthi,ch has i,nfluenced your way oJ practi,ce

i,n that Aou now ossess pati,ents on the three

leue\s - cli,ni,ca\, i,ndi,uidual and contertual.
The clini,cal stage i,s the tradi,ti,onal medi,cal
model  that  you l taue a lways used,  the
i,ndi,ui,dual stage f inds out the pati,ent 's

reasonfor consulti,ng, h'is or her atti,tudes,

fears, erpectati,ons, erperience etc and the

contertual stage assesses, amongst others,
the i,nfluence oJ home, job and enu'ironment

on the presentati,on (see McWhi,nneg, 1969

and Fehrsen and Henbest, 1993 i,n
reference secti,on.). A comprehensiue

dssessTnerlt i,s of ualue i,J i,t i,s foL\owed by a

com,prehensi,ue p\an.

Thi,rdly, gou i,ncorporate the pati,ent-

centred cl i ,ni,cal method (see the coming

Nouember's i,ssue of Essentzal CME on thi,s

concept)  wi , th  a hol i ,s t i ,c  and systems
approach to tlze pati,ent and hi,s relati,on-

shi ,ps wi , th  others,  ourselues and h i ,s

enu'tronment.

Question Four: How did you know all of these
answers?

Answer: Because gou read Essent'ial CME i,n
South Afri,can Fami,Ly Practi,ce between

Rotary Lunch on Tuesdags and gof f  on
Wednesdays.
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