L3-Consultation Skills




Objectives:

* Definition

e Component of Consultation
 Models of consultation

e Stott & Davis Model
 Pendelton Model
 (Calgary-Cambridge model
 Approaches to consultation
* Key points



Definition& components of consultation

Interviewi
ng skills

History
taking
skills

The essential unit of medical Record
practice is the occasion

when, in the intimacy of the
consulting room, a person

who is ill or believes heis ill, Dt Components of Physical
seeks the advice of a doctor care consultation on skills

whom he trusts.

Spence, 1960

Behavior
[relations
hip with
patient

Patient

managem
ent skills

Problem -

solving
skills




Models of Consultation

* The models described will provide a the range of approaches.

* there is no one correct model of the consultation — the approach is
dependent on the context.

* Most of these models tell you what you need to achieve but not how
you go about achieving.

Q1What is a model?
a hypothetical description of a complex process




The Triaxial
Model

Stott & Health
Davis model belief model

Models of
consultation

Calgary-
Cambridge
model

Pendleton's
model

*The doctor mentioned more but she said in the lecture we will only explain these 5 models.



1. The Triaxial model: physical, psychological and social

consider the patient’s emotional, family, social and environmental
circumstances that have a profound effect on health.

You look at the physical, psychological and social parts of the patient.
It’s a holistic approach(_.sel &DEl dldls dld<ic ddad),



2.Health Belief Model (ICE)

This model focuses on the patient’s thoughts not just on the consultation but
also about their attitudes to illness in general and how they see themselves as
patients. By exploring the (I.C.E.) you get a true understanding of where the
patient is coming from.

Patient’s Ideas, Concerns and Expectations (I.C.E.).
Incorporating that information into your management plan improves patient
compliance to abide by management plan.
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Patient’s ideas: Had you any thoughts about what might be going on?
Patient’s concerns: And what particular worries or concerns did you have?
Patient’s expectation: And what were you hoping that | might do for you?



3.Stott & Davis (1979) :

this suggests that four areas can be systematically explored each time a patient
consults as shown bellow.

|

e Its simple,
straightforward,
and basic model

A.
\ Management
of presenting
problem

(

B.
Management
of continuing

problems

D. C.
Opportunistic Modification
Ve health of help seeking

promotion

¢ \/accination,
smears, smoking
advice and so on

behavior

* BP Checking,
alcohol ,smoking

Hx, state of

martial status.

* Education about
illness.




4.Pendleton's, schofeild, Tate & Havelock model: i

more hard, used on more complicated situations due to it needing to dig in more into pt’s agenda (it
involves more of psychological complain than physical)

Pendleton, Schofield, Tate & Havelock (1984)

1) To define the reason for the patient's attendance, including:
a) the nature and history of the problems
b) their aetiology
c) the patient’s ideas, concerns and expectations
d) the effects of the problems
2) To consider other problems: i) continuing problems ii) at-risk factors
3) With the patient, to choose an appropriate action for each problem
4) To achieve a shared understanding of the problems with the patient
5) To involve the patient in the management and encourage him to accept
appropriate responsibility
6) To use time and resources appropriately: i) in the consultation ii) in the long term
7) To establish or maintain a relationship with the patient which helps to achieve the
other tasks.

PATIENT’S AGENDA = 1c + 1d = ideas, concerns, expectations + effects of the problems

\_ -




4.Pendleton’s Model

* To define the reasons for the patient’s attendance: (Nature and history of the problem, Their etiology
,Patient’s ideas ,concerns and expectations, The effect of the problem)

* To consider other problems: (Continuing problems, At risk factors)
* To choose with the patient an appropriate action for each problem.

* To achieve a shared understanding of the problems with the patient.

* To involve the patient in the management and encourage him to accept appropriate
responsibility.

 To use time and resources appropriately.

* To establish or maintain a relationship with the patient which helps to achieve the other
tasks.



5. Calgary-Cambridge model

* Its new and its mostly used.

* In this model you start by building rapport (it’s a relationship of
mutual respect and interest between doctor & patient, (x 3uall 483l
bl 5 s 34l ). And then identifying the reason for consult.

1-providing the correct amount and type of info.
2-helping in pt.'s understanding.
3-achive a shared understanding.
4- planning together

1-explore the problem.
2-understand pt’s view.
3-provide structure to consultation

>teps to Gathering Building SNz
Calgary- : . : : and
: information relationship :

Cambridge planning

1-developing rapport.
2- involving patient.
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Other methods to do consulting:

is by using one of the following -which are approaches NOT models.

 Balint (pronounced Bay-lint).
* Transactional analysis



1. Ba | | nt: came up with multiple theories as follow

 Attentive listening: (listen to patient)

* Entry ticket and Hidden Agenda :(meaning they have hidden reason for
coming in not what they actually presented with. Example: a new time
mother bringing in her newborn child who is perfectly healthy and fine,

while the real issue is with her having postpartum depression and trying to
see if this physician is trustworthy to help her.)

 Collusion of anonymity: (the patient is passed from one specialist
to another with nobody taking responsibility for the whole person)

* Doctors have feelings
* The doctor as a drug: ( sometimes we as physicians can be helpful)



2. Transactional Analysis: in a certain situations doctors adopt
roles(parent, adult, child) and the pt.s also adopt a role(child , adult).

A. PARENT - takes away autonomy and control off the other person
B. ADULT - tends to be logical, factual, calm and collected
C. CHILD - tends to emotional!



Examples:

A. PARENT ROLE for physician:

e Critical Parent — words and
phrases

e Critical Doctor

v’ “You must stop smoking.

v how bad your chest has become.

v’ You’ve only yourself to blame’

e Caring Parent — words and
phrases

* Caring Doctor

v’ ‘Poor you. Your chest sounds
dreadful.

v’ Let’s see if | can make things
better for you.’

B. ADULT ROLE for
physician:

v What do you think?

v’ What are the choices?
v’ Shall we find out....

v’ Let’s experiment..

v How can we move forwards from
here?

v’ How can we handle it best?

C. CHILD ROLE for physician:

* Natural (Free) Child — words
and phrases

v’ Yeah, that option sounds fab.
v’ | want that one please.

v'Ugghhh.. | hate tablets. Can’t
you...

* Adapted Child — words and
phrases

* | can’t do that because...
e Okay, I'll give it a try but...
* Well, I hope that works



Con. Examples:

A. ADULT ROLE for patient:
 Critical Patient

v ‘I pay my taxes. Why can’t | have antibiotics?
This is just ridiculous’

v why haven’t you...,
v you must never...
v’ right and wrong — should and should’nt

v always and never — must and mustn’t

* Caring Patient
‘Not to worry doctor. You’ve tried your best

Oh dear!, what a shame,

v

v

v’ please remember to,
v’ don’t be afraid to,

v

I'll help you,



Key points:

 The primary task of the consultation is
to establish the reason for the
patient’s attendance.

* A patient centered consultation style

results in significantly improved health
out come.

Doctor Centered

(Authoritarian,
Paternalism)

Consultation
Style

Patient centered

(Meeting
between the
experts)
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