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The Anatomy of a consultation

A number of general practitioners form:
ed a peer-learning group with the aim of in-
creasing their skills as teachers in the set-
ting af general practice. During ore of their
sessions a behavioural model of a consulta-
tion emerged. It was felt that this should be
shared with other general practitioners as a
starting paint both for understanding the
process of the consultation and for discus-
Siomn.

The Process:

Five general practitioners were present at
the session. One was waorking In a rermota
mission hospital in Bophuthatswana, one
worked in a metropolitan family practice;
ane worked in an industrial setting requiring
hospital work, cccupation health work and
famlly practhce; one worked in a mine
hospital in the Western Transvaal; and one,
the facilitator of the group, worked in a
university educational setting.

The objectives of the particular session
WEre!

® to increase understanding of the con-
sultation

® to define the phases of the consulta-
ticn

® to decide what behaviours an the part
of the doctor would be appropriate in sach
phase of the consultation.

The facilitator invited the other four to
split inko pairs. Each pair was invited bo con-
sicher the ‘cansultation’ and declde If it could
be split into ﬂﬁlul.-]lll.--ﬂl.‘mlr'lnﬂ phases,
They were also asked to define what
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Phase One: Problem — Definition Appropriate Behaviours

Phase 1a: Establishing Contact & Gresting patient by name
® Making eye contact

® Shaking hands or some other physical

contact.
Phase 1b; Defining the problems #® Fays attention/listens attentively
{As experienced by the patient) & Maintains eye contact

® Does not write naotes while patient is
speaking (or very little)

® Maintains open posture with no com-
miunication barrers

® Avaoids confrontation during this stage

® (ses reflective statements and ques-
tizns

® (s silence

& (ges ‘open’ (expansive) guestions

Phase 1c: Dimensioning the Problem:  ® Asks prabing guestions
Increasing the doctors understanding ® Describes the patients’ problems back
by further history, by examination or to him to get ‘chedi-out feedback’
hoth, # Before examination — tells patient
whiat he is going to do and why
® Keeps examination siricily confiden.
tial
#® Does examination appropriate (o pro.
blem
® Be seen or heard to wash his hands f
exarmination done
® Pays attention to sound and vision in-
sulation

End of Phase 1; Point of Working Hypothesis
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behaviours on the part of the docor would
be appropriate to each phase of the con-
sultation. After each pair had come to a
conclusion, the ideas were pooled and con-
sensus reached by discussion.

The Model:

The consultation was defined as starting
with the patient’s entry into the doctor's
consulting room, and ending with the pa-
tient's departure from the consulting room

Two broad intentions separated the con-
sultation into two major phases each con-
sisting of three sub-phases, [n the initial ma-
jor phase, the intention of the doctor s to
egtabish contact (rapport) with the patbent
and to define and dimension his'her pro-
blems, The end of this phase s marked by
the point in time when the doctor has come
o some conclusions and has formulated &
working hypothesis.

The imtention during the later major
phase is to make some sort of intervention,
to manage the problems and to close the
consultation.

Often the end of the intersention phase is
marked by the “point of prescription tear-
off,

A description of the phases of the con-
sultation follows together with behaviours
appropriate in each,

Discussion

While being slightly more complex than
the traditicnal model (history - examination
- special investigations - treatment), this
miodel has the advantage of being more
realistically descriptive of what a general
practiioner actually does, Although it is
essentially descriptive, R may be used
prescriptively in a teaching situation.

It alsc has the advantage that each ele-
rrwent can be isolated and used to develop
skills in individual learning sessions (for ex-
ample, separate leaming sessions can be
structured to develop such skills as, 'how to
use silence’, ‘how to plan by consensus,’ or
‘how to get non verbal feedback,” etc.}

Oither models of the consultation have
been described, e.g. those of Long and
Byme (1}, and Heron & Grob {(2), This
miodel differs from these In some respects,
the most notable of which 15 I the ap
pearance of the explicit contract. It is felt
that thizs is an advance on the previous
miaclels.
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Phase Two: Problemn Solving

Appropriate Behaviours

Phase 2a: Intervention
Discussion with patient about
problems and/or working hypotheses

Phase 2b: Management

This may ba by:

= Further ifformation-gathering
ispecial Imvestigations})

— Referral

= Counselling

— Treatrment

Phase 2c: Closure

tiom to the patient about the problem and
explains where necessany

understand

problem should be managed
the problem should be managed

about how the problem should be manag-
ed. (i.e. negotiates rather than dictates)

which are realistic

the instructions

are complex.
End of Phase 2b: Paint of prescription tear- off

marises who is to do what)

leaves (e.g. makes next appaintment)
gesture (e.g. shakes hands, says goodbye)

#® Cives adequate and accurate informa-

& (ses language that the patient can
® Asks if the patient has any questions
® Finds out how the patient thinks the
# Informs the patient how he (dr) thinks
® Comes o congensus with the patkent

& Achieves solutions to the problems
& Cives accurate instructions

# Ciives simple instructions

® Ensures that the patient understands

® Provides written support i instructions

® Makes the contract explicit (sum-

® Invites further contact if required
& Arranges the next step before patient

® Closes consultation with farewsll

Erratum

This article first appeared in the March 1981 issue of 5.A. Family Practice
Vol 2, Mo 3). Due to a production error the names of the authors did not ap-
pear. To rectify this we have reproduced the article in full.

New generation
of surgical
microscopes
now in S.A.

A new gemeration of surgical operating
micrascopes on the market is the M Euﬂl:]l
sertes by Wild Heerbrugg. Comprehensive
ergonomic research has been basic to the
special consideration given to mobility,
stability and optical peformance.

+ A new approach to techinical design con-
cepts has produced substantial ime
provements compared with conventional
instrurments.

In this way, these Swiss microscope
specialists who together with Leitz Wetzlar
are world market leaders In this feld have
developed a particulardy powerful and effi-
chent optical system for the M 600 series,
This enables even the finest and lowest-
contrast details to be cleary seen, whilst a
large, evenly illuminated field of view and a
striking depth of field provide an excellent
overall view, This is true also for spectacle
wearers, for whom perfect viewing condi-
tions have been created for the first time|
aver. |

In order to provide the most ergonomic
wink posture, in every type of surgical in-
tervention of whatever specialty, the instn.
ment can be placed in any position with
millimetre accuracy., A movable floor stand,
walltable stands, a considerable range of
height adjustment, a large horizontal can-
tilever range of a swing-arm that can be us-
ed all round, wariable pivot jaints for a large
number of basic microscope positions, a
micrascope that can be tilted at any angle
and pivoted im any direction, in-
terchangeable objectives of varous focal
lengths all contribute to this versatility and
pasitioning acouracy.

T make it possible to work safely, with a
vibration-free image, the Wild M 600 Series
Surgical Operating Microscopes are built
for estreme stability. A continuously
variablde counterbalance allows the instru-
ment to be guided with ease and precision,
even with a ciné camera attached. Thus,
the instrument can be adapted to individual
requirements economically and  withoue
special provisions, by attaching modular
comparents for photomicragraphy, filming
or recording on videotape,

Interchangeable, steam-sterilizable clip-
on elements and a cloth cover made to
measure enable this surgical operating
microscope 1o be ready for further use ina
roinimum of time betwesn operations. If a
bultk should fail during an operation, a
quick-change lamp mount makes it possi-
ble to switch over within seconds to the
spare bulk. For the present, the Wild M
600 Series conmists of three different
models (M 610, M 630, M 650).

Detailed literature can be abtalned from
the South African Representatives, Wild &
Leitz RSA (Pty) Limited in Johannesburg,
Cape Town and Durban.

For fuiher infarmation circle Ne BN






