Dysfunctional Consultations – scenarios


EILEEN WEBSTER

Doctor Instructions

Scenario : Mrs Eileen Webster, age 58

9 attendances this month, month isn’t even over yet!

Second to last patient on your surgery list

Running time – you are already 15 minutes late

Call her in………..start by asking how is she, then sigh.

EILEEN WEBSTER

Patient Instructions

Doctor will ask you “How are You” .

Response : not very well…in fact not very well at all doctor.  Thanks for the antibiotics for my chest, they worked a treat.

But explain now you have aches in your tummy….started today and not settled.   

Only offer the following information if asked: Vague description of the pain eg all over the tummy.  Cramps and achey.  Bowels and everything else okay.  But you feel awful with them.  No depressive features.  Live alone, 1 daughter in London – doesn’t visit much.  Your worries – concerned something serious, but you don’t know what.  “you can’t be too careful at my age doctor”.  No FH of disease.  “you wouldn’t just mind looking at my tummy for me would you”

PMH : coughs, colds, muscular aches and pains.  No depression.

When doctor offers a treatment….accept only if he gives you medication.  Do not accept reassurance…..explain how you’ve waited already and it hasn’t shifted (do it in a nice way, not aggressive – “Can’t you just give me a little of something?”).  Only accept reassurance if doctor is persistent in not prescribing.

On Leaving – be ingratiating to the doctor “Thanks ever so much, you’re wonderful. What ever would I do without you?”

EILEEN WEBSTER

Facilitator Instructions

Abdo examination Normal

PMH nil serious

After Role Play :

1. What sort of patient is this according to Groves? (discuss definition of dependent clinger).  Why…what sort of characteristics helped you in your classification?

2. How did she make the doctor feel, can others identify the scenario with their experiences?

3. What factors before the consultation could you identify that might have led to the dysfunctional consultation.

4. What bits of the consultation led to doctor feelings

5. Whose fault – doctor or patient?

6. What good methods did the doctor use to tackle the situation?  Any methods of controlling behaviour?  Any unhelpful doctor behaviour?

7. Any other methods the audience can suggest of controlling patient behaviour?

EILEEN WEBSTER

What Sort of Patient  - Groves dependent clinger

The Theory on Dependant Clingers

Characteristics : 

1. Doctor Dependant & Frequent attendances - The patient who keeps coming back again and again for minor illnesses/complaints for reassurance. “You cant be too careful doctor” or “just in case”

2. Ask for repeated prescriptions and services - “Pill for an ill” attitude, often ask for favours too (“wouldn’t mind looking at my tummy would you”).  Doctor Dependant.   

3. Post consultation ingratiation – flatter you in excess to get you on their side

What do they say? 

“thanks doctor, my chest is great thanks to you but the problem is now my tummy…..”

“Thanks for your help.  You are ever such a good doctor.  I’m so lucky to have you.  Whatever would I do without you?”

Feelings Instilled in the Doctor

Helplessness – “feel like crying”

Exhaustion – these patients can “suck you dry”

Avoidance, Aversion +/-Anger

Why Do they Act the Way they Do?

Often, doctor has created the doctor dependancy

No self help strategies/poor coping skills

Third Party Scares – family, friends, the media

Loneliness

Underlying Depression

Management

……………….but quite often, it is the doctor that has made the patient “doctor-dependant”

Consistency in approach

All doctors to sing from the same hymn sheet

Boundaries and Limits – Keep control and avoid making them feel special.  Contract on attendance rate. Identify what the patient wants, set limits on what (s)he can have

Consider delayed Response

Use others – eg nurse, counsellor  ?other doctors….discuss

House keep yourself – recognise own feeling, have a coping strategy, eg a cup of tea, rid yourself of negative feelings so that they are not transferred to you next consultation.

JOHN TEMPLAR

Doctor Instructions

Scenario : John Templer, age 42

Business man.  Here on time. You collect the notes and receptionist informs you he is complaining a bit for keeping him waiting for 10 minutes

Middle of your consultation list

Call him in……….

Start by asking him “How is he?”

JOHN TEMPLAR

Patient Instructions

Doctor will ask you “How are You” .

Response : In an assertive tone : - “You’re a bit late doctor, I’ve got a meeting in 30 minutes…so my time is precious too.  Anyway, I want my chest sorting out so if you just give me some antibiotics I can then be on my way and should be able to get to my meeting in time”

Only offer the following information if asked:  Chesty for 2 days.  Not settling.  Interfering with work….need to be on top form!   No asthma, non smoker.  Generally fit and healthy.    Your worries – nothing serious but you want your chest sorting out NOW.

PMH : nil serious.

When doctor offers a treatment….accept only if he gives you antibiotics.  Do not accept reassurance…..explain how you’ve waited already and it hasn’t shifted (do it in an assertive way).   Keep fighting for the antibiotics. Threaten with legal action if anything happens.

On Leaving – If doctor will not budge, state how useless a doctor he is and he’ll go and see Dr. Shaw in the practice who will give them to him anyway!

If doctors does eventually give in state assertively…”we could have avoided all this fuss if you just gave them to me in the first place”.  Do not offer thanks.

JOHN TEMPLAR

Facilitator Instructions

Chest examination Normal

PMH nil serious

After Role Play :

1. What sort of patient is this according to Groves? (discuss definition of Entitled Demander).  Why…what sort of characteristics helped you in your classification?

2. How did she make the doctor feel, can others identify the scenario with their experiences?

3. What factors before the consultation could you identify that might have led to the dysfunctional consultation.

4. What bits of the consultation led to doctor feelings

5. Whose fault – doctor or patient?

6. What good methods did the doctor use to tackle the situation?  Any methods of controlling behaviour?  Any unhelpful doctor behaviour?

7. Any other methods the audience can suggest of controlling patient behaviour?

JOHN TEMPLAR

What Sort of Patient : Entitled Demander

The Theory on Entitled Demanders

Characteristics : 

1. Demand – always want something and they want it now!  Not just drugs – Investigations & Referrals.

2. Get what they want – by instilling a sense of fear, intimidation, guilt or by devaluing the doctor (UNLIKE dependant clingers who use flattery to get their way).  Will threaten the doctor with legal action if request not honoured.

3. See the doctor as a barrier to what they are asking for….hence the animosity

What do they say? 

“I want some antibiotics for my chest.”  

“I want it sorting out now”

“Be it on your head if anything happens”

Feelings Instilled in the Doctor

Anger

Resentment

+/- Fear

Why Do They Act the Way they Do?

Numerous psychosocial upsets since childhood - ?”lack of love”

Type A personalities – businessmen, high achievers, unrealistic expectations (feel sorry for those who work beneath them! (even spouses and children!))

Resultant range of personality problems – chronic dysphoria ---------( somatisation, manipulators

Other underlying stresses

Management

· Avoid Confrontation – you don’t want to get in a fight!  If patient aggressive, this is one of the rare instances where you want to avoid eye contact (can trigger off further angry feelings)

· Facilitate discussion - Listen to them.  Empathy to show you care and that you are on their side.

· Ventilate Feelings

· Explore reasons for attendance and other issues

Consistency in approach 

Negotiate treatment plan.   If you do end up giving in, make it clear that it is part of a management plan (rather than giving the impression they got their way)

All doctors to sing from the same hymn sheet. 

Boundaries and Limits – Keep control of the situation. Identify what the patient wants, set limits on what (s)he can have

House keep yourself – recognise own feeling, have a coping strategy, eg a cup of tea, rid yourself of negative feelings so that they are not transferred to you next consultation.

MARY TYLER

Doctor Instructions

Scenario : Mary Tyler, age 45

Asked for you specifically, no-one else will do

Aches and pains in both legs (you have are very familiar with this complaint of hers)

Duration : 3 years

Previous Investigations NAD

Orthopaedic/Neuro/Psychiatry referral – NAD.  ?Depressed ?Nerve Pain

PMH : similar sort of picture for her headaches and tummy pains!

Requesting Pain relief

Call her in……………..

(NB You are allowed to offer her any medication you feel fit – gaviscon, buscopan, spasmonal, fybogel etc etc

Other measures - ?physio, ?swimming, ?walking, ?running, ?massage, ?refocusing away from the pain?, TENS

Only as a last resort offer second orthopaedic opinion or pain clinic referral

MARY TYLER

Patient Instructions

Doctor will ask you “How are You” .

Response : In an mellow tone : - “I’m a bit fed up of these pains my legs….they’ve been going on for a while and nothing seems to have worked so far”

If depressive symptoms enquired about – respond postively eg yes to not sleeping, low moods, anhedonia etc etc

Only offer the following information if asked:  (again in a MELLOW TONE)

Refuse the first three treatment plans the doctor offers “Tried it before….and it didn’t help then, isn’t there something else”  or “Tried that and they just didn’t agree with me”.  Refuse any self help measures eg walking, exercise….”I know that wont work”

If the doctor asks what you want – suggest second opinion from a specialist or another specialist.  

You worries:  in case they missed something the first time round.  Accept any referral to a third party (except the physio)

PMH : chronic vague headaches and tummy pains which still aren’t any better

When doctor offers a treatment….accept only if he gives you antibiotics.  Do not accept reassurance…..explain how you’ve waited already and it hasn’t shifted (do it in an nice way). Do not accept depression as a part of the diagnosis….”I hope you don’t  think I’m mad doctor???”  “ I know I’m okay and I think you’ve got the wrong end of the stick”

On Leaving (non-aggressive tone) –  “Well I hope that works.  I’m getting sick of all this and some people don’t even believe me”

MARY TYLER

Facilitator Instructions

Leg examination normal

PMH nil serious

After Role Play :

1. What sort of patient is this according to Groves? (discuss definition of Self Help Rejector).  Why…what sort of characteristics helped you in your classification?

2. How did she make the doctor feel, can others identify the scenario with their experiences?

3. What factors before the consultation could you identify that might have led to the dysfunctional consultation.

4. What bits of the consultation led to doctor feelings

5. Whose fault – doctor or patient?  Why do they behave the way they do?

6. What good methods did the doctor use to tackle the situation?  Any methods of controlling behaviour?  Any unhelpful doctor behaviour?

7. Any other methods the audience can suggest of controlling patient behaviour?

MARY TYLER
What Sort of Patient : MANIPULATIVE HELP REJECTOR

The Theory on MANIPULATIVE HELP REJECTORS

Characteristics : 

1. Doctor Dependant & Frequent Attendances

2. Same old story – the doctor is often familiar with their story.  You can often guess the presenting complaint even before they have sat down!

3. Treatment failure – they keep coming back to tell you how crap pervious treatments have been

4. Symptom Replacement – even if a symptom/ailment is successfully resolved (fat chance!), it will only be replaced by another!

5. Post consultation ingratiation – sometimes flatter you in excess to get you on their side

6. Seek an indissoluble relationship – “Only Dr X. will do”

What do they say? 

“That will never work”

“Tablets just don’t agree with me”

Feelings Instilled in the Doctor

Anger, Avoidance, Aversion

Overburdened, Frustration & Resentment - “Do they get something out of feeling sick all the time”

Doctor Dissatisfaction - Sense of hopelessness or inadequacy of competence

Why Do They Act the Way they Do?

?Secondary Gain – benefits, attention seeking from family etc “I had to go to the doctors today you know!”

Third Party scares – family, friends, media

?”lack of love”

Resultant range of personality problems – chronic dysphoria ---------( somatisation, manipulators

Other underlying Depression/Stress

Management

· Avoid Confrontation – you don’t want to get in a fight! 

· Facilitate discussion - Listen to them.  Often have preconcieved ideas.  Empathy to show you care and that you are on their side.  

· Ventilate Feelings

· Explore reasons for attendance and other issues

Consistency in approach 

Negotiate treatment plan. Avoid polypharmacy, poly-investigations and poly-referrals.  All doctors to sing from the same hymn sheet. 

Sometimes helpful to agree with their views “Yeah, you’re right, that probably wont help”

Share your own feelings – “I feel a bit helpless.  We’ve referred you and done loads of tests and it seems like other professionals don’t know what to do either.  We know there is nothing serious going on though and that’s good news”

Encourage self help/coping strategies – “It looks like the best way of dealing with this is for you to try and cope with it…..” (give examples or refer to counsellor)

Boundaries and Limits – Keep control and avoid making them feel special.  Contract on attendance rate. Identify what the patient wants, set limits on what (s)he can have.  

Consider delayed response.

Share the workload – nurses, counsellors, ??doctors…discuss

House keep yourself – recognise own feeling, have a coping strategy, eg a cup of tea, rid yourself of negative feelings so that they are not transferred to you next consultation.

SARAH NOPES

Doctor Instructions

Scenario : Sarah Nopes, age 51, morbidly obese

Known COPD 10 years, still smokes 40 per day – smells of fag ash

Getting worse again

Also has arthritis – again worsening

Call her in

PMH : COPD, Arthritis, Morbid Obesity, non exerciser

Call her in……………..

(NB You are allowed to offer her any medication you feel fit – antibiotics, already on inhalers)

Encourage self help – eg stop smoking, exercise 

SARAH NOPES

Patient Instructions

Doctor will ask you “How are You” .

Response : In an mellow tone : - “As you can see, I’m out of breath doctor.  I think I need some more steroids and antibiotics.  I’m also a bit fed up of these pains my legs….they’ve been going on for a while and nothing seems to have worked so far” 

“I need you help doctor to sort it out for me”

If depressive symptoms enquired about – respond negatively ie NO to not sleeping, low moods, anhedonia etc etc

Only offer the following information if asked:  (again in a MELLOW TONE)

Accept any antibiotics, steroids or incrementation of inhalers.  

If smoking advice offered – “I’ve smoked for years and it aint done me any harm.  My grandmother lived til 92 and she smoked all of her life…..so I can’t see that smoking is bad.  And there was my aunt and friend too…so  I really don’t think that will do anything…..and I gave up for 6 months and it didn’t help then either!”

Same for exercise – “ I really don’t feel it would help doctor.  Besides, I find it very difficult to exercise now and the local gym charges a fortune..I can’t afford it”

If the doctor asks what you want – suggest antibiotics and steroids.  

You worries:  just worried that your chest will get bad if you don’t get antibiotics and steroids….they’ve worked before.

PMH : bronchitis, arthtritis  ……but you don’t know the specific terms

When doctor offers a treatment….accept any drug treatment.   Reject self help measures……show you are not keen on them.   Instead of exercise ask for slimming pills.  Keep asking “Can You sort this out”.

On Leaving (non-aggressive tone) –  “What ever would I do without you doctors to sort my body out”

SARAH NOPES

Facilitator Instructions

Chest – infective exacerbation of COPD signs.   Walks without aid, despite morbid obsesity.  Pain control – cocodamol 30/500 qds

PMH COPD, Arthritis, morbid obesity

After Role Play :

1. What sort of patient is this according to Groves? (discuss definition of Self Help Rejector).  Why…what sort of characteristics helped you in your classification?

2. How did she make the doctor feel, can others identify the scenario with their experiences?

3. What factors before the consultation could you identify that might have led to the dysfunctional consultation.

4. What bits of the consultation led to doctor feelings

5. Whose fault – doctor or patient?  Why do they behave the way they do?

6. What good methods did the doctor use to tackle the situation?  Any methods of controlling behaviour?  Any unhelpful doctor behaviour?

7. Any other methods the audience can suggest of controlling patient behaviour?

SARAH NOPES

What Sort of Patient : SELF DESTRUCTIVE DENIER

The Theory on SELF DESTRUCTIVE DENIERS

Characteristics : 

1. Doctor Dependant 

2. Lack Control of their own lives – “can you sort it out?”

3. Refuse Self Help measures – they do have illnesses eg COPD, but in addition, they have bad habits that worsen their condition and refuse to give them up – often want a miracle pill from the doctor instead

4. Seek an indissoluble relationship – “Only Dr X. will do”

What do they say? 

“It’s my chest doctor….I know it’s not the smoking because I’ve done that for years”

Feelings Instilled in the Doctor

Anger, Avoidance, Aversion

Overburdened, Frustration & Resentment – as they are not prepared to help themselves

Doctor Dissatisfaction – why should I help them when they wont help themselves?

Why Do They Act the Way they Do?

Lack of insight into self help measures

Loss of self control – Believe they cannot alter things but the doctor can as (s)he is in charge. Have grown to become dependant on the doctor

Management

· Avoid Confrontation – you don’t want to get in a fight! 

· Facilitate discussion - Listen to them.  Explore their health belief system.  Often have preconcieved ideas.  Get them to try and change if possible…..easier said than done!  

· Empathy to show you care and that you are on their side.  

Six Category Intervention Analysis (James Heron 1990)

A model of communication developed by John Heron while he worked within the Human Potential Research Group in the 1970’s and 1980’s (Heron 1990). The model can be used to analyse, guide, and develop skills in, facilitative interventions. Its premise is that all communication, particularly verbal communication, can be classified under six categories: 
 

Prescriptive: directing another’s behaviour, and sometimes their thinking and feeling. The degree of prescription varies from strong commands to facilitation of self-direction. 

In this case “your smoking is causing your lungs to be worse….all the medical research shows it.  If you don’t give up….you WILL deteriorate further….your choice”
Informative: The intention is to impart knowledge and interpretation to the other to enable them to work from an informed, more resourceful position.  

In this case – discussing the pathophysiology of COPD to smoking

Confronting:  This intervention seeks to raise the other’s awareness to what may be unconscious or denied patterns of rigid behaviour and thinking. Permission to confront another is significant here; within a facilitative relationship the right to confront is agreed within the work contract. 

In this case – “despite what you believe, the smoking is making your lungs work.  You’ve never really given it a good shot have you.  Do you really think that stopping for 6m is going to reverse 20 years of damage…..giving up permanently might make it stable though.  You need to help yourself…..you keep saying “can you do this and that” but what about saying “I will do this and that”….help yourself for once”
Cathartic: The aim of a cathartic intervention is to facilitate the release or discharge of emotions in the other person. A major part of personal development work is educating the client or participant to find ways of releasing blocked energy so that it can be used more constructively and creatively. 
Catalytic: Seeks to draw out, to facilitate the client or participant to tell their story, and to elicit self-discovery and constructive problem-solving based on their own inner wisdom. Empathic communication is a core skill of this intervention. 

In this case – “look, your lungs are getting worse ever since you started smoking.  Doesnth that tell you something.  What do you think.  Why else should your lungs get worse?”

Supportive: The helper seeks ways of affirming the value of the other person. Being supportive is an underlying attitude of all the interventions in a helping relationship. Actively demonstrating support involves skills such as appropriate self-disclosure, touch, and expressing the worth of the other even if the behaviour is not supported. 

In this case – “listen, how about we try and help you give up smoking.  We have a great and much easier way of giving up smoking with our clinics.  Try it and we will support you”   
 

The first three categories are authoritative (the practitioner directs, informs or confronts the client), the second three are facilitative (the practitioner, follows, supports and assists the client in the expression of feelings). All categories have equal value when used appropriately (see also degenerate intervention and perverted intervention).

 

Heron, J. (1990) Helping the Client London: Sage 

Cathartic Intervention
Don’t forget –

House keep yourself – recognise own feeling, have a coping strategy, eg a cup of tea, rid yourself of negative feelings so that they are not transferred to you next consultation.

Dr Ramesh Mehay, Bradford, www.bradfordvts.co.uk 


