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Summary

What happens between the doctor
and the patient in General
Practice ? Are the patient’s needs

met? Dr Levenstein discusses the
vital importance for the GP of
having a model to work from
during a consultation which is
patient-orientated and not doctor
centred. This will help the doctor to
ascertain the real reason for the
patient’s visit, to understand his
problems and to enter into his
world. Simplified examples of
doctor-patient interactions are
given to illustrate how the model
operates by paying atﬁehr:;mn to the
patient’s expectations, feelings
and his fears.

g4 HUISARTSPRAKTYK SEPFTEMBER 1984



Patient-centred consultation

INTRODUCTION

It has long been accepted that what happens between
doctor and patient is the cardinal feature of CGeneral
Practice (GP). The intersction which occurs between the
two is central to the type of health care delivered and
whether or not the patient’s needs are met. There is clarity
ahout the problems that may emerge from the consultation;
ie physical psychological, social, familial minor major
serions, undifferentiated and fragmented, for example, and
the opportunities that these offer for different types of cane
and intervention, particularly on a contimung basis. This
relative cerfainty exizts only when the problems have been
defined and categorized.

Liess umanimity exists on the clinical method the General
Practitioner (GF) uses while searching for and identifying
problems  Several workers have made confributions,
in one way or another, to facilitate the emergence of these
problems. Balint has pomted out the need for self
awareness of the doctor snd deeper dispnoses' other
authors have voiced the need for certam atbiudes that
need to be displaved hy the physician; also the stages a
consultation  should go  through® and more  recently
Pendleton has defined “tasks’ which have to be completed?

However, there is Little on the clinical method the GP
should use while “searching for' and identifving these
problems, In fact, great play has been made of the fact that
GPs vary markedly in their ‘appmach’ and ‘styde’ towards
patienta. This is understandable if one remembers that all
have been trained in the traditional medical model to deal
with a totally different situation.

There is a great need amongst
GPs for a model to work from

during a consultation.

The lack of a distinctive model for General Practice
hampers the progress of the discipline in several ways. For
ecxample, as GPs are using different models it is
understandable that morbidity studies in the discipline are
aften at great vadance with one another. Furthermors, in
the teaching of the discplne the absence of a model
makes the leaming, tesching and evaluaton of the
corgultation extremely difficult and the wide variation of
tramers models makes the exercise highly subjpective,

CONTENT OF GENERAL PRACTICE

It is agreed that the content of practice for the GF differs
vastly from his specialist colleagees. Using the traditional
concept of the severity and chronicity of conditions, general
practitioner studies have shown that 8-30% of conditions
are ‘chronic’, only 6-17% are ‘sedous’ and 51-77% are
‘minor’.* In facl, some general practitioners regard the bulk
of their work as *trivial, *unnecessary’ and ‘mappropate” *,
Furthermore, it 5 recognised thet a larpe part of this so
called “trivia’ 158 psycho-social n its genesis amnd there =
EvEn argument as to the relevance this has to the work of a
doctior.®
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PATIENTS' REASONS FOR ATTENDANCE

The enisp point remams, that whether be kes it or not, the
GP will be confromted by patents who feel ‘minor
disturhances m their normal wellbeing Patients are not
able to distinguish, usually, what is organic and what non-
organic at the eady undifferentiated stage of their illness
These =0 called *minof desviations from the patients' norm
ghould have a major significance in the GPF's world i he
wants to detect the earbest mpns of illness and instibute
preventive care on all levels and at all stages successfully.

The interaction between GP
and patient determines whether
the patient’s needs are met

Mor do patients believe that their illnesses are frivial. There
i abamdant evidence showing that, for whatever reasons,
patients are highly selective as to what they present to their
doctor, and the medical services only deal with a fraction of
aymptoms in the community? Studies have shown that
only 10-33% of illness meidents reach the doctor and that
even the senously il do not seek care®*, Thus the patient
that presents in our consultng rooms has already selected
himzelf and attends for a whole host of reasons which he
obviously regards as important. More pertimently, if we, as
doctors, do mot ascertain the reasons for the pains and
amxsetios of patients, it is understandable that they will
seek help elsewhere from those that they perceive might do
g0, such as the practitioners of alternative medicine,

illnesses are trivial

The ehwidation of all the reasons for the patient’s
attendance has been found to be crucial to the suecess of
any inferaction. Following on Balint's seminal work.' Byme
and Long, in their anabysis of thousands of consaltations of
Brtish doctors, found that the smgle most common
reasons for 8 dvsfunctional consultation, was the docor's
foilure to sscertmin the reasons for the pabient's
attendance” Hull observed that more than half of 335
winnen expressed reservabions as to whether they told the
docior why they had econsulted® There is little doubt that
it & the paycho-social aspects of the visit that are the ones
missed by the doctor who is acting from his owm frame of
reference. He 15 desrous of dignmosmg and excluding
differentisted organic disease in & world where bitle exists
Hizs doctor-centred approach, which assumes that all can
be cateponsed, disgnosed and managed by his knowledpe
af diseass, 5 frustrated by the patient's own needs and
concems and reasons for attendance.

PSYCHO-50CIAL ASPECTS OF ILINESS

Assuming that we are missing all the pavcho-social aspects
of illness does not necessarily prove that these are melevant,
What evidence exists that they are? Firstly, it has been
ghown that purely physical lesions per se may only be
presented when peychosocial factors  intervene.  Zaola
underscored  the fact that mdividusle often make
appointments to see their doctors after disagreements with
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Patient-centred consultation

their mothers, dificulties st work and even  after
unfortunate incidents at gatherings ™. Thus at the very
mitset the patient's presence can be a mix of physical and
paychorsorial factors which are part and parcel of the
patient’s illness and reasons for artendance,

At a more complex level life crises such as bereavement,
divoree and major geographic dizlocation have been shown
o be associated with serious disesse, such as comnary
arery disease”, cancer™, strokes™, rheumatosd arthots'®,
streplocoreal  disesses” and  depresson™.  Furthermore,
psycho-social factors have been shown to have had
profound influence on the outcome and the setiology of an
ilness. Whether a patient went on to chronic brucellosis
with all the climical parameters that are used to measure i,
was determined mainly by a distorbed or troubled life
gitation or by gross taumatic events of circumstances in
early life.”” Similar cheervations were made in studies on
the outenme of such vared conditions as Asian Flu® and
constrictive peri-carditis'®,

The relationship of the family and mamsge to dlness has
alzn been exploredd Here it has been shown that there is
higher mortadity and mortality in the bereaved™, increased
disease such as mfluenza, poeumonia,  svphilliz  and
cithosiz in unmarded persons™, and increased  mental
illness in dvsfunctional families” to quote just a few
examples.

. Ii y
OUTCOMES

The outcome of illness is affected by the intervention of
deetors. Egbert et al showed, in a carefully controlled
study, that merely hy providing P’Ip]ﬂ'r‘lﬂ[]ﬂl‘l and
information, the amount of post-operative pain experienced
by patients decreased dramatically. By providing
emotional  support o mothers  whose  children  had
operations, the children's physical and  psvehologiceal
recoveries were hastened™. In a study conducted by
Querido on patients admitted to surgical, medical and
peychiatric wards, it was determined that a wide range of
social and emotional factors  determined outcome o
greater extent than did clinical parameters™,

study comducted by Pendleton, when the doctor dealt with
patient concerns and expectations and  communicated
warmith, interest and concem.’

PATIENT-CENTRED APPROACH

There appears to be a need for a clinical approach which
will take mto account all the aspects of a patient’s ilness
within appropriate time constraints. This is particulardy so
in the area of undifferentioted ilness in the general
practice situstion

It is argued that in General Practice the crucial activity @
to ascertain all the reasons for the patient’s attendsnce.
This mevitably involves a host of physical, psvchological
and social components which, however, do not constitute
the only aspect of consultstions simce doctor-initiated
activities (such as preventive and educational intervention
as well as the diagnosis and management of clearcut
organic  disease) are also part of any ‘model. Tt i
nevertheless essential that the GF reveal the patient's
umique situation, since this has an effect on the outcome of
his patient's illness and treatment, his valnerability o
serious illmess, his compliance with management and his
owm personal satisfaction

What between doctor
and patient is the cardinal
feature of general practice.

More specifically, with regard to outcome, Stewart showed
that patient-centred mterviews, m a general practice setting,
were associated with a higher level of patient satisfaction
and compliance® Patient compliance was found o be
hetter when they had had some invobvement in their health
care® and compliance was found to be evident anly when
patients were involved in the decision making process*
These are all highly pertinent observations when one
realises that two-thirds of patients fail to take their doctors’
advice’. Patient satisfaction was far higher, in a careful
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As McWhinney has pointed out, there are essentially two

tvpes of models in medicine docforcentred and  pofient

certtred ©

.hﬂmﬁm&rﬂmdmmuuemplammmetthe
patents dlness in terms of his own  explanatory
framework. The interview is dominated by the doctor
wha, it is assumed, has all the necessary kmowledge and
shilla — the individual patient's participation s almost
irrelevant. The objective is to ft the patient’s illness into
a precise classification linking the svmptoms and sgms
with organic pathology and identifving smgle external
causes such as micro-organima The power of the
doctor-centred reductionist model needs no explanation
a4 to it effectiveness in the diagnosiz and exclusion of
clearout organic disease,

® In the patient-centred model, the docter sees each
patient as a undgque mdividual wath a unique dlness*He
endeavours to enter and “tune in’ to the patient's world
and facilitate the expression of his perceptions of illness.
The doctor, furthermore does not place a wvalee
judgement on the patient's illness, recognising that
whatever ite nature, it is cansing pain and anxiety to the
patient. Bearng in mind the multi-causal fctors of
illmess, he listens carefully to the patient and attempts to
enter the patient's wordd using empathy, non-
judgemental acceptance and congruence. It is accepted
that the doctor cannot be patient-centred unless he is
gware of self and hiz attitude and behaviowr are
approgriate to such an approach
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GENERAL PRACTICE MODEL™

It i& obvious thet both models have relevance to GP.
However, the most important objective of any intersction is
tor establish the reasons for the patient's attendance — the
components of his dlness. In the short time available,
attention must be paid to detal of the patent's
presentation since all that he says and does in this
concentrated time (which has perhaps followed hours, even
vears of indecision) must surely be relevant. The reason for
his attendance cam be expressed in temms of  his
cxpectations, his feelings and his fears. Every patient
who seekis help has expectations explicit and implicit of the
doctar. Furthermare, he has feelings related to his illness
which can be the result of several factors. Although fears
are feelings, they are such a universal component of illness
that they are given a separate heading.

The doctor can facilitate the expression of the patient's
reason for attendance or he can ‘cut-off the patient
This can be effected by gmorng him or failing o take up
what he is expressing both verhally or nonrverbally,
therehy ignoring the context of the patient's presentation ar
repeatedly rejecting what the patient i troving to
comimunicate to him

To ilustrate these features of the model, a few simplified
examples of doctor and patient-centred  imterviews are
presented.

In the patient-centred model,
the doctor sees each patient as
u L i !' ‘[ ! -lEF ﬂ
unigue illness.

DOCTOR-CENTRED INTERVIEW
Expectation

Patient [ would like a check-up.
Doctor: Goodl, T see you haven't been for some time

Feelings

Patient: T thought it was about time,

Doctor: Once a year i about right Have you got any
comlaints?

Patient: Mot really . .

Dioctor Have you h-een ill or off work at all?

Patient: (Sighs): T never miss a day .

Doctor: So. there is nothing neally signiﬁmt iRk

Patient Only the odd ache and pain which, [ suppose,
i# normal Also the long hours at work make
me tred I really need a holiday.

Fogrs
Doctor: T'm sure Tl find nothing wong

Patient: [ hope not !
Doctor: You look in the pink of health.
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PATIENT-CENTRED INTERVIEW
Expectation
Patient: I would like a check-up.

Doctor: Fine, is there any particular reason why you
came today?

Fevlings

Patient: Well i has been szome time and the wafe
insested . . .

Docter: Why is that?

Patient Well T haven't been mysell lately.

Doctor:  In what way?

Patient: It's nothing really.

Daoctor: Mothing . . 7

Patient: [ suppose it's the pressure at work . . .

Doctor: Yes. . .

Patient: It's getting so much that [ have been taline it
out on the family. 1 am impossible to bve with .

Doctor: You sound pretty down?

Patient: | suppose | am. [ really must get my priorties

Doctor: What do vou mean?
Patient: Perhaps we can talk about it sorme other time.

Foar

Patient . . . I really hope it is nothing serious.

Doctor: ' What is7

Patient These shooting pains across my chest.

Doetor: Tell me about them,

Patient Well, they come at the oddest times and
they're getting more frequent.

Dioctor: How long do they last?

Patient Abeut a few seconds, just on the left side of
my chest under my nipple,

Doctor: Well what did you think it may be?

Patient: Well T was worried about my heart . . .

In these examples 8 marked difference is noted In the
doctar-centred (DC) interview the patient's expectation is
accepted at face value and the doctor sees the whole
transaction from his world, namely, fo disgnose or eliminate
organic disease. He ignores the “trivia’, he allews nothing to
flow from the patient, controlling the interview from start to
finish. We know very little about the patient’s unique world
and his underlying feelings.

The patient’s real reason for a
consultation is crucial to the
success of any interaction.

By contrast, in the patient-cenired (PC) interview, the
doctor makes every effort to ‘tune ' to his patient’s world,
He listens and subtly creates opportunities for the patient
to express all his regsons for attendance. This s
accomplished effortlessly by allowing the patient to dictate
the interview and its pace. He allows as much a5 possifle fn
fow from the patient which i the key fo the patient-centred
model Everything the patient savs is regarded as spnificant
and the patient i allowed the opportunity to elahorate on

his own unigue circumstances,
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EXPECTATIONS

The consultation 5 mitisted by the patient who states his
expectation, which is the spontanemus, conscious reason for
his presence. In this mstance it was for a physical
exarnination which the patient anticipates the doctor will
acknowledge and/or act wpon. The patient invariahly
requires his expectation to be at least acknowledged or the
interaction will become totally dysfunctional eg . . .

Patient: [ would like a check-up.
Doctor You have a male on your cheek
Patient: That's nothing; it's been there for yvears. [ need
a chwsck-up
Doctor: 1 think we must take that out under local
anaesthetic.
Patient: | haven’t got time. I'm very busy at work |
must have an anmual check-up.
Doctor: It doesn't take long to cut it out
Expectations may, on occasion, be implicit such a5 in a
doctor-initiated interaction for a hlood pressure checly, for
example. Mostly, the expectation is “physical” in nature and
relates o organs or systems or o symptoms emenating
from them. The expectation can be couched in the form of
a reguest, a8 demand ‘Gihe me a check up, a question
'Can I have . . . ¥ or a statement: ‘Tt iz time for my check-

ug’.
The doctor should at least meet the patient’s expectation
on a reality lewel This can be in the form of
acknowledgement, by obtaining clarification, asking
approprigte  questions, performing  examinations amd
instituting  investigations with the ultimate objective of
making a diggnosis and mstituting trestment, if appropriate.
Some intersctions lend themselves only to the meeting of
expectations such as emergencies, episodic care, #ic,
FEELINGS

The emotional content of the patient'z illness can be
reflected by the patient's feclings. These may meflect the
predominant part of the llness or be one of its constituent
parts. Feelings are not often explicitly articulated by the
patient. They are often under the surface and may even be
in the unconscious only surfacing during the process of the
mteraction. They may arise directly out of the stated
expectation or may be indicative of the patienf's
persomality, his past, events in his life, or his defence
mechanisms. Feelings can be the psychological component
of the illness or arise from the effects of the illness,

In the PC interview the patient's feelings are facilitated and
developed: T haven't heen myself lately — T suppose if's
the pressure at wark — it's getting so much I am taking it
out on the family', to acrepting the interpretation that he is
‘down’. Feelings or emotions meed not be divectly
expressed, although this may often ocour or develop, The
patient, for example, does not sayv: | am hopeless, useless
ar depressed. He savs T am impossible o e with',
Oiten patients nesd perrmission to peflect their feelngs . . .
Patient: It's nothing really.
Doctor: Nothimg . . .7
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Patient [ suppose it's pressure ol worle
In the DC interview there was no flexbility and feelings
were not explored or allowed o develop — this was just
ancother  physical  examination.  Explicit  feelings  were
ignored, including the patient sighing and stating that work
made him tired. Possible feelings were not allowed o
emerge, for example

Doctor: Have you got any complaints?

Patient: Mot really . . .

Doctor: Have vou been ill or off work?
The doctor perceved this from his world in organic
lefI}'-!ii-ﬂil terms and asswemed that that was all the patient
winte

to facilitate trust and
ool

FEARS

Fears are almost universal fo any doctor-patient intersction
To a lesser or greater extent the patient i dealing with the
unknown and it i rare o find a patient who has no
anxieties or fantasies about his idness, s possble
management and the effect it may have on his life. Fears,
being feshngs, can have their source in the here and now,
m past events or be part and parcel of the patent’s
personality or cireumstances. In the PC interview the
patient’s fears were expressed. °T hope it’s not serious , | [
“These shooting paing across my chest, In the DC
interview we haven't the vaguest idea what the patient is
worried about, although the patient states that he hopes
“the doctor will ind nothing wrong'.

DOCTOR FACILITATIVE BEHAVIOURS

The doctor in the PC model must allow the interview to be
dictated by the patient. To do this he must use verbal and
non-verbal facilitative technigques of one or other type. The
questions must be open, nor-directive, allowing the patient
o expand. As the ohjective i= to follow-up all the patient
presents, refloctive questions snd silences can be extremely
useful Interpretations, observations amd even confronta
thons can also be used to allow the patient to develop his
feelings further and thereby a deeper understanding of his
illness. To enter into the patient’s world is o difficult at
requiring the qualiies of empathy, non-judgementsl
acceptance, congruence and honesty. The most crucial
attribute of all is a knowledge of self.

plormd ol i A i
by the patient

In the PC interview the doctor pets the patient to elaborate
his own perceptions wsing all these techniques. He is
buillding bridgea between himself and the patient w
facilitate trust and commumication.

The doctor, in facilitating all aspects of the patient’s illness,
does not mn the rsk of invading the patient’s privacy. He
does not probe or dig, but merely invites the expression of
the patient’s feelings ar opinions. i the patient does nat
wish to proceed, the doctor can get the message and ‘drop’
the subject. The doctor acts only on what the patient gives
hirm.
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Patient: 1 suppose I really must gel my priodties right.
Doctor What do you mean?
Patient: Perhaps we can talk about it some other time.

This example also serves to show how the doctors
facilitating behaviour helps generate management options
In this mstance the patient elects to cope wath the
pgenerated problems himself It s obvious that this
interview may have developed out of the patient asking for
help, referral andfor stating that his mamiage was in niins,
his job in jeopardy, etc.

PATIENT CUES

As everything that emanstes from the patient is significant,
the patient may he cueing or prompting the doctor
oonsciously or uneonsciously by his verbal or non-verbal
hehaviour. In the DC interview, several cues are missed, for
example: ‘Moot really, (ssking for permission to express
feelings) and ‘{(Sighs): 1 never miss o day’ (reflecting on the
hopelessmess of the situation),

Sometimes, what a patient
doesn’t say, can be a cue to the
doctor.

Often the patient gives the doctor another chance hy
cueing him agan In the DO interview the patient, not
having been let in, eventually mentions ‘the odd ache and

In the PC interiew the doctor picks up every cue allowing
the patient to tom a smple interaction nte o rch aniguee
mosaie of the patient's current situation in life, instead of a
dull frstrating ritual

Patient detall iz thus of the utmost sgmificance. These
details are the cuss to the doctor, Cues can anse from the
circumstances of the consultation: a low user, for example,
consulting for something thvial, should alert the doctor fo
find out the other reasons for attendance. Appearsnce and
nor-verbal hehaviour alao may ‘cue’ the doctor, Sometimes,
what a patient doesn't say can be a cus!

Doctor: How's the family™

Patient Well, my wife and Marparet are fine.

Doctor: You haven't mentioned Jeoff

Patient: Dont’ talk to me about Jeoff. He is driving us
all mad, He has dropped out . . .

CUTTING-OFF

Failure to take up what the patient presents or ‘coes,
whether thiz be an expectation, feeling or fear, results in
the doctor cutting-off the patient and thereby missing an
apportunity to gain full insght nto the patient’s illness. Tt
can also result in frustration for the patient, since the
dector s placing his own prionties above those of his
patient. He is operating from his own world and imposing
it on the patient.

Again we see how in the DC interview the patient is mot
allowed to expand on any of his statements. The doctor

54 FAMILY PRACTICE SEFTEMBER 1584 a1

does mot even acknowledge some of the patient’s feelings
and keeps retuming (o his own perspective:

Patient: (Sighsk: 1 never miss a day’
Doctos:  So there 1s nothing significant.

A further stark example of cutting-off = given where the
doctor fails even to take up the patient’s expectation (See
heading *Expectations’).

CONTINUING CARE

While this paper concentrates only on the reasons for the
patient’s attendance, it = obvious that the data contained
m any one intersction can be used to build up a total
picture of the patient and his family amd at foetoe
consultations, where appropriate, be reflected on again It is
but a fragment in an ongoing process and the patient in
this example may well ‘wish to talk about getting his
priorities right’ on a subsequent occasion.

Patient details are cues for the
doctor.

The PC geneml practitioner model does not exclude the
reductionist medical model where the latter & appropriate,
such as in the disgnosing or elmination of a clea-cut
arganic entity or suspicious symptome The formal medical
mndel can be interspersed at any appropriate stage in the
interaction. Also, the PC interview must be seen in the
context of the the job definition of the GP, namely to
initiate preventive care and to see to continuing care for all
physical, psychologieal and social problems of patient ad
family. In making management decisions the GF 5 called
upon to apply his knmowledge and skills to a lesser or
greater extent. With this model he mvobves the patient in
the process of diagnosis and management alternatives.

Patient compliance is better
when patients are involved in
their own health care.

Furthermyore, there are occasions when the urgency of a
probilem may require the doctor fo mpose his value system
and pricrities on the patient, eg a conflict between the
patient’s expectations and feelings and the physicians
assessment of his needs. An example of this may be where
a doctor suspects an acute mvocardial infaretion and the
patient insists he only has hearthum and s too busy to go

to hospital
CONCLUSION

It s eoncluded that the patient's reasoms for attendance
should be facilitated and that these, globally, fall under the
headings of expectabions, feelings amd fears. Furthermore,
all that is offered, verbal and non-verbal should be taken
up and not cut-off The doctor shoukd exhibit facilitative
behavicurs and endeavour to be aware of self. By following
thiz model a dysfunctional interdew could be avoided.
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by Sauville Furman
® Most pofierits are seored of dhing of concer, Dt ® choemnic Heort Dizease palients thal stop smoking
minst of thern will die of eoardio-vascelor disense, reduce their sk fackors by 5007,
(DR R MATISONN) FPROE JE ROSSOUTW)
& Rheumatic Heart Disease showld be lobelled “Ohoen & (O ALTERNATE MEINCINE. We must keep an
or PWs heart” as it i nof o medical b a socie opert mind, but nod so open that our Brains wil foll
paoiticel problem L
(DR K MATISONN) (BASIL JAFFE)
® The single most gffective thing we can do for our W [ reworrd phormacists as “TDociors of Medicine”, They
patients that have had a moocordial infarct &5 & showddnt be selling pantthose — they should guide
stop themn smoking o peliends
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