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The consultation is the central task of general practice. Consultation skills form the basis of good patient care. It has been shown that consultation skills can be learnt, and that to do so requires systematic training rather that just experience. Hence it is vital that you have an understanding of consultation models. Understanding consultation models is the basis of doing well in the summative assessment and MRCGP videos. 

Various models have been given to understand what happens in a consultation. Some of the older models have been included to give you some background to how the more recent models have developed. 

Description of events occurring in a consultation (after Byrne and Long 1976) 

This model was produced after analysing over 2,000 tape recordings of consultations. The authors identified six phases that 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 (usually in that order of probability) consider(s) the condition.
5, The doctor, and occasionally the patient, details treatment or fuirther investigation.
6, The consultation is terminated, usually by the doctor. 

Stott and Davies 

Stott and Davies described four areas which could be systematically explored each time a patient consults which expanded the model to include preventative care:

· management of presenting problems 

· management of continuing problems 

· modification of help-seeking behaviour 

· opportunistic health promotion.

Health belief model 

This model was devised by Rosenstock, Becker and Maiman. It looks at the patients' reasons for accepting or rejecting the doctor's opinion. It shows that the patient is more likely to accept advice, diagnosis or treatment if the doctor is aware of the patient's ideas, concerns and expectations. It looks at various factors as follows.

1. People vary in their interest in health ('health motivation')
2. Patients vary in how likely they think they arc to get something ('perceived vulnerability').
3. Patients' belief in the diagnosis is affected by whether they feel their opinion or 'concerns' have been understood by the doctor. 
4. 'Perceived seriousness' varies between patients for a given condition. 

Tate's tasks (from The Doctors Communication Handbook) 

This is a basic view of the consultation which enables you to draw in other bits from other models. These are the tasks looked at in summative assessment and the MRCGP video.

1. Discover the reasons for attendance 
· Listen to the patient describing the symptom. 

· Obtain relevant social and occupational information. 

· Explore the patient's health understanding . 

· Enquire about other problems. 

· Define the clinical problem(s) . 

· Obtain additional information about critical symptoms or other details . 

· Assess the condition of the patient by physical examination if appropriate . 

· Make a working diagnosis. 

2. Define the clinical problem(s) 
3. Address the patient's problem(s)
· Assess the severity of the presenting problem . 

· Choose an appropriate form of management. 

· Involve the patient in the management plan to the appropriate extent. 

4. Explain the problem(s) to the patient 
· Share your findings with the patient . 

· Tailor the explanation to the needs of the patient . 

· Ensure that the explanation is understood and accepted by the patient. 

5. Make effective use of the consultation 
· Make efficient use of resources - time, investigations, other professionals, etc. 

· Establish an effective relationship with the patient.

The 7 tasks model by Pendleton, Schofield, Tate, and Havelock 

This model lists seven tasks which form an effective consultation. The model emphasises the importance of the patients view and understanding of the problem. 

1. To define the reasons for the patient's attendance, including: 
· the nature and history of the problem 

· their cause 

· the patient's ideas, concerns and expectations 

· the effects of the problems. 

2. To consider other problems
· continuing problems 

· 'at risk' factors.

3. To choose with the patient an appropriate action for each problem
4. To achieve a shared understanding with the patient
5. To involve the patient in the management plan and encourage him 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 Inner Consultation 

This well known book by Roger Neighbour looks at improving consultation skills. He uses the following format for the consultation. 

· Connecting: Rapport building skills 

· Summarising: Listening and eliciting skills 

· Handover: Communicating skills 

· Safety netting: Predicting skills 

· Housekeeping: Taking care of yourself, checking you are ready for the next patient

Transactional analysis (TA)

This model of communication was described by Berne. It explores our behaviour within relationships. It identifies three ego-states: Parent, Adult and Child, that we could each be in at any time. It looks at the implications and reasons for the different states. It also explores 'games'. 

Understanding a little about TA can help to identify why consultations or 'transactions' repeatedly go wrong. This model is useful for exploring consultations by looking at the relationship between the doctor and the patient in behavioural terms. 

Balint 

Balint's work explored the importance of the doctor:patient relationship. It explored the importance and identification of psychological problems. 

Balint's book The Doctor, his patient and the illness published in 1957 proposed the following.

· Psychological problems are often manifested physically and even physical disease has its own psychological consequences which need particular attention. 

· Doctors have feelings and those feelings have a function in the consultation. 

· There needs to be specific training to produce "limited but considerable change in the doctor's personality so that he could become more sensitive to what is going on ... in the patient's mind when the doctor and patient are together".

In order to improve the patient's understanding of his health and thereby influence the patient's health behaviour the doctor must:

· discover the patient's beliefs, concerns, and expectations about the problem or problems presented 

· share his or her own understanding of the problems with the patient in terms that are understood by the patient 

· share the decision-making with the patient 

· encourage the patient to take appropriate responsibility for his or her own health.

Important concepts / phrases that were developed in the book were:

1. The Doctor as the Drug. The 'Pharmacology" of the Doctor as a treatment. 

2. The child as the presenting complaint. The patient may offer another person as the problem when there are underlying psycho-social problems. 

3. "Elimination by appropriate physical examination. This may reinforce the patient's belief that his or her symptoms (neurotic in origin) are in fact due to physical illness. Repeated investigations perpetuate this cycle making it difficult to reverse. 

4. Collusion of anonymity. As above, referral reinforces the mistaken belief in the origin of symptoms. The responsibility of uncovering underlying psycho-social problems becomes increasingly diluted by repeated referral, with nobody taking final responsibility. 

5. The mutual investment company. This is formed and managed by the doctor and the patient. 'Clinical illnesses' are episodes in a long relationship, and represent the 'offers' of problems (physical and psycho-social) to the doctor for his 'acceptance'. 

6. The flash. This the point in the consultation, when the real reason of the 'offer' (underlying psycho- social and neurotic illness) is suddenly apparent to both doctor and patient. This forms a fulcrum for change; the consultation can now deal with the underlying basic 'fault'. 

References and Further Reading:
Byrne, P S and Long, B E L. Doctors Talking to Patients. 1984. Royal College of General Practitioners.

Tate, P. The Doctor's Communication Handbook. 2002. Radcliffe Medical Press. 

Pendleton, D, Schofield, T, Tate, P and Havelock, P. The New Consultation: Developing Doctor-patient Communication. 2003. Oxford University Press.

Neighbour, R. Inner Consultation: How to Develop an Effective and Intuitive Consulting Style. 1987. MT Press.

Balint, J A. The Doctor, His Patient and the Illness. 2000. Churchill Livingstone.

Livesey, P. The GP Consultation. A Registrar's Guide. 1996. Butterworth Heinemann.


[image: image2][image: image3][image: image4][image: image5][image: image6][image: image7][image: image8][image: image9][image: image10][image: image11][image: image12][image: image13][image: image14][image: image15][image: image16][image: image17][image: image18][image: image19][image: image20][image: image21][image: image22][image: image23][image: image24][image: image25][image: image26][image: image27][image: image28][image: image29][image: image30][image: image31]
