Heartsinks – theory and scenario


ROLE PLAY

Mrs Bulge sees you every month, usually about her chest (she has asthma) but also chronic back pain and IBS symptoms.  Her symptoms have been extensively investigated, she has been diagnosed with asthma, lumbar spondylosis and IBS, she is under the pain clinic and the chest clinic annually.  You saw her last week and she’s back again today.

As Mrs Bulge you have attended today because you have a new complaint of sinus pain, you think this might be sinusitis and the wonderful caring doctor will give you antibiotics and everything will be OK.  You may invent any further background details that you think a patient like this may have. (eg life events etc etc) and you may decide to disclose them or not, depending on how nice the doctor is today!
Mr Mike Grain is a new patient with no old notes who turns up today.

As Mike Grain you have come for repeat prescriptions of dihydrocodeine 30mg which you take 6 or 8 a day depending on your headaches.  You work in the city, and you really don’t like the idea of regular tablets for headaches, you want to continue dihydrocodeine as required.  Your last doctor put you on antidepressants which you thought was disgraceful and you wrote a formal complaint but were thrown off his list for your trouble.  You basically think doctors are a useless bunch of timewasters who should get on and give you what you want because it works for heaven’s sake, I mean you’re obviously not a junkie are you! (you may add any additional background information to flesh out your character – think what sort of patient you are and try to fit the details in)
What is a heartsink patient?
Most GPs will give you a list of patients that they consider as difficult or "problem" patients. In a recent study 8 GPs were able to identify 78 heartsink patients i.e. about 8 each!! Heartsinks tend to provoke a number of emotions in their GPs and indeed in the whole primary health care team. e.g. despair, anger and frustration. 

They are most often women, have fat files with multiple investigations and referrals to various consultants resulting in further investigation and operations. 

Categories

Groves J

· The dependent clinger - While thanking the doctor for all he’s done, the patient is desperate for reassurance and shows this by returning repeatedly with an array of symptoms  

· The entitled demander - This patient views the doctor as a barrier to receiving services and complains when every request is not met. 

· The manipulative help-rejector - Has a quenchless need for emotional supplies and returns repeatedly to tell the doctor the treatment did not work. 

· The self-destructive denier - Although possibly suffering from serious disease makes no alteration in lifestyle. It seems to the doctor that the patient’s aim is to defeat any attempts to preserve his life. 

Colquhoun D

· The never get betters 

· Not one but two 

· The medicosocially deprived 

· The wicked manipulators 

· The sad 

Gerrard T

· Black holes 

· Family complexity 

· Punitive behaviour 

· Personal licks to the doctor’s character 

· Differences in culture and belief 

· Disadvantage, poverty and deprivation 

· Medical complexity 

· Medical connections 

· Wicked manipulative and playing games 

· Secrets 

 Other terms used to describe heartsink patients: 

 ‘familiar face’, ‘fat folder’, ‘hateful’ patients. 

 Among the most difficult are ‘somatisers’ who return with chronically unexplained physical symptoms. 

How can we explain these patients? 

The health belief model threw up another concept -locus of control. This is jargon for how we explain to ourselves what is likely to happen to our health. Using this idea we can devide the human race into three types of people 

The internal controller 

Is in charge of their own future health, i.e. what happens to them is in their own hands 

Typically the museli eating, run 5 miles a day, leather sandal brigade who read the health pages in cosmopolitan magazine. 

Main problem is that they tend to get very angry if they get ill. They can also have MI despite not smoking etc. . They want explanations about their health or lack of it and want to be involved in decisions. Often are into alternative health. May some times be difficult to convince about there diagnosis 

The external controller 

They do not believe that they have any control over their health and have a fatalistic approach. " You can get run over by a bus any day " live the life to the full type of person. 

Not keen on a socratic dialogue, they want to be told what to do and ignore the bits they don't agree with. 

The powerful other. 

Quite different to the others. They do not believe that they are in control nor are they fatalists BUT they believe that the doctor is in charge of their health!!!! 

"I have this terrible cough for the past 2 weeks, I know that it is not due to my smoking as I have smoked for the past 20yrs and not had a cough. I would like you to give me something to take it away". 

Heartsinks tend to be of this category. 

Pose difficult problems as trying to persuade them to take responsibility of their own action is firmly resisted. They are not into having discourse about their health and are quite happy with the authoritarian doctor who knew what was wrong with them before they sit down!!! They are not easily educated and if their ideas and intentions do not coincide with that of the doctor they will no follow his advise! 

Common characteristics of heartsink patient 

Female > Male ,

Over 40 

Single , divorced or widowed 

Often present with minor physical symptoms esp abdo and back pain majority of cases no cause is found but they have been referred, despite this they still have fears of an organic cause not only frequent attenders but often demanding 

A high proportion were regarded by their doctors as depressed or anxious 

Family/ marital problems in those living in a family environment was common and those who were single tended to be very isolated the patients lack of insight into the psychological cause or component of their symptoms increased the frustration of the doctor. 

What about the doctors? 

Maybe its not he patients fault but a reflection of the doctor. One doctor's list of difficult patients is not necessarily the same as another's. 

Mathers et al 1996 looked at GPs in Sheffield. 65% of the variance in the number of  heartsink patients reported on the GPs lists could be accounted for by the following four variables: 

greater perceived workload 

lower job satisfaction 

lack of training in counselling and/or communication skills 

lack of appropriate qualifications 

Therefore concluded to reduce the numbers of patients experienced doctors should reduce their workload, increase their job satisfaction and their level of postgraduate training.!!!!! 

Skills for preventing and dealing with somatization 

Discuss your perceptions of the patient's illness behaviour 

Discuss the patients methods of denial and avoidance 

Try to verbalise your patient's anxiety 

Use the presenting signals form minimal cues 

Describe the way your patient is trying to influence you back to them 

Discuss your own feelings 

Clarify the patient's complaints to give more insight 

Try to avoid too much advice and any advice should be specific and tailored to the specific patient 

Encourage the patient to find their own solutions 

Management strategies

Information gathering

· Review all the notes and summarise them 

· Consider an information gathering consultation as if the patient were a new patient. 

· Compile a life event chart, in which the patient considers her life in chronological order noting significant events in the physical psychological and social spheres. 

· Keeping a daily diary helps the patient recognise the effects of the problems on her life. 

· Short self-report questionnaires 

Review consultation behaviour

· Ask yourself what are the patient’s problems, why do you find her so difficult and why does the patient evoke the feelings she does in you?  

· Consider problem case analysis, role-play or video 

· The feelings generated in the doctor often reflect the patient’s own emotions 

· Recognise and accept the feelings as natural and reasonable 

· Recognise that not all problems have solutions – your role may be non curative. 

Devise a management plan
· Investigate physical problems including the need for further tests 

· Address social and interpersonal problems perhaps involving relatives 

· Tackle cognitive and behavioural issues, agreeing frequency and duration of consultations 

· Initiate coping strategies


