Family Practice Grand Rounds

The Decision To See the Physician:
Differential Diagnosis of the
1 am Dilemma

Karl F. Weyrauch, MD

Charleston, South Carolina

DR. KARL F. WEYRAUCH (Second-year Resi-
dent, Department of Family Medicine): The pur-
pose of today’s Grand Rounds is two-fold: first, to
demonstrate there are significant nonmedical
components to patients’ decisions to see the phy-
sician that may be described in the language of
sociology, anthropology, and psychology; second,
to provide an approach to the common problem of
the late night patient who appears with no appar-
ent reason for consulting the physician (an ap-
proach that offers a constructive alternative to
getting angry or telling the patient to go away).
Participants today include Dr. Ira Taylor and Dr.
Cynthia Wannamaker of our residency faculty.

DR. CYNTHIA WANNAMAKER (Clinical
Attending Physician, Department of Family Medi-
cine): A seven-year-old black girl presented to the
emergency room at 1 am with the chief complaint
of “an injured vagina.”

She said she was in her usual state of health
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until 4 pm on the day before, when while seated on
the hood of a car, she was pulled feet-first to the
ground by a five-year-old neighbor boy, sustaining
blunt trauma to her genitalia by the hood orna-
ment. There was no bleeding, and she told no one
of her injury.

At the time of this episode, the patient’s mother
was at home in bed, treating herself for a tooth-
ache and a “cramp in the stomach,” and the pa-
tient was under the care of her grandmother.

On the morning of the day of arrival, patient
appeared to her mother to be in normal health.
That afternoon her grandmother saw her walking
with a limp and favoring her left leg. That night the
patient’s mother noticed a white discharge staining
the girl’s underpants.

In the emergency room, the patient complained
of pain in the left inguinal region and of dysuria.
She admitted no symptoms of increased urinary
frequency, nocturia, hematuria, or previous uri-
nary tract infection, nor did she admit to any sex-
ual contact.

On examination her temperature was 99.6°F,
pulse 104 beats/min, respirations 24/min, and weight
54 Ib. She was a well-dressed, talkative, and preco-
cious female in no distress. General physical
examination was within normal limits. Inspection
of the external genitalia revealed a large amount of
thick, white discharge. The hymenal ring appeared
intact. There were no lacerations and no evidence
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of bleeding. A 1x 1-cm abrasion in the medial left
inguinal crease that was tender to touch was
noted. Vaginal examination was attempted with a
nasal speculum without success.

Laboratory data included potassium hydroxide
preparation, which was inadequate because of
insufficient sample, saline preparation, which was
negative for trichomonas, and a Gram stain of the
discharge, which showed many white blood cells,
gram-negative cocci, and gram-positive bacilli.
Urinalysis revealed yellow, clear urine having a
specific gravity of 1.007 and a pH 7. It was nega-
tive for protein, sugar, ketones, bile, blood, or ni-
trate. Microscopic examination showed only rare
white blood cells per high-power field and rare red
blood cells per high-power field. A culture for
Neisseria gonorrhoeae was obtained.

The clinical impression at the time of the visit
was (1) possible traumatic vaginitis, (2) abrasions,
and (3) rule out gonorrhea. Patient was treated
with a prescription for AVC cream and scheduled
for follow-up appointment to the General Pediat-
rics Clinic in four days for a recheck.

The patient did not present for follow-up, and a
procedure was scheduled by the physician who
saw her in the emergency room.

DR. IRA TAYLOR (Behavioral Science Divi-
sion, Department of Family Medicine): | will brief-
ly discuss this case with respect to what Simon
Yudkin has called the second diagnosis,1*“Why is
the patient consulting you now?” Although this
question is ignored in many patient encounters,24
it is fundamental to the biopsychosocial perspec-
tive of health care5and is of particular significance
for family physicians.

The possible explanations for the decision to
see the physician in this case are numerous. A list
of those most pertinent for family physicians
would include (1) decision for information, guid-
ance, or administrative purposes, (2) decision be-
cause of a somatizing personality, (3) decision be-
cause of cultural or familial characteristics, and (4)
decision as an outcome of a health belief system.
I will discuss the first three possibilities, and
Dr. Weyrauch, the fourth.

First, the decision makers (presumably the pa-
tient’s grandmother and mother in this case) may
have decided to consult the physician to satisfy apar-
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feels the symptom is but also on how susceptible a
person feels to the disease it implies. A belief in
the value of any contemplated action depends on a
comparison of the relative magnitude of the bar-
riers to obtaining care (eg, physician’s bills) vs the
probability of a beneficial outcome (ie, a cure).

The beliefs are influenced by a host of modify-
ing variables, including the patient’s age, sex,
race, marital status, ethnicity, and so on. The cul-
tural and demographic factors studied by Koos
and others are included in this category.

The third component of the model is the “trig-
ger for action.” It depends on the person’s actual
symptoms, his subjective perception of them, his
level of psychological distress, and a host of envi-
ronmental factors that may stimulate him to decide
what to do about his condition. The trigger for
action may be biological or social in origin. Zola®
has elaborated on these triggers to seeking medical
care.

Regarding today’s case, the following hypothe-
sis could be developed using the Health Belief
Model: The decision to go to the emergency room
was made because the mother thought her daughter
susceptible to an unknown but serious condition
(high threat). The benefit of seeing the physician
(relief of suffering or anxiety) must have out-
weighed the barriers to seeking care (cost, hour of
night), resulting in a high perceived value for seek-
ing care. The trigger for action might have been
the grandmother’s suggestion that something seri-
ous was wrong. Even without a specific trigger for
action, the mother may have decided to see the
physician because of the strength of her belief in
the threat of disease and value of action.

To test this hypothesis, | performed a home
visit (truly a procedure in family medicine)d to
find out how the decision had actually been made.
The grandmother, matriarchal head of the family,
volunteered that she had been the decision maker
in this case. She is a retired housekeeper, wid-
owed 17 years, and the mother of 13 children and
grandmother of five. She explained that the morn-
ing of the day of arrival she had noted the patient
to be walking with a limp, which the patient had
told her resulted from falling off a skateboard. She
knew that the patient had then spent the day with

Continued on page 244
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an older girlfriend. The grandmother felt that the
limp and the association with the girlfriend that
afternoon constituted a significant threat to the
girl’s health. At 11 »m the grandmother returned
from a movie and was told by her 14-year-old
daughter (patient’s aunt) that the patient was lying
in bed moaning with pain in her groin. At hearing
this news (trigger to action) the grandmother made
a snap decision that the patient should see the
physician. The reasons she gave for going to the
emergency room were that she knew it was open
24 hours, that care was provided there regardless
of the ability to pay, and that physicians there had
helped her before (high value of action). Interest-
ingly, while making her decision, she knew noth-
ing about the child’s vaginal discharge. In this
case, the modifying variables included the grand-
mother’s role in the family and her experience in
child rearing and in utilizing the emergency room
for medical care.

Thus, the Health Belief Model allows the clini-
cian a framework for generating hypotheses to
explain patients’ decisions to see the physician.
Moreover, its elements are identifiable empirically
when the model is applied retrospectively to the pa-
tient’s recollection of the decision-making process.

DR. BEN GOODMAN (Director, Residency
Program): Dr. Taylor, intoday’s case, aren’t there
nonmedical needs that play into the decision to see
the physician? The mother’s concern for the pa-
tient’s physical symptoms suggests she did seek
reassurance and information. Also, she had strong
feelings to ventilate and was probably looking for
support or guidance.

DR. TAYLOR: You are quite right in pointing
out that there are multiple factors contributing to
the decision to see the physician in this and all
cases. The formulation that this decision was
made primarily to satisfy nonmedical needs is
unsatisfactory, however, because it sheds little
insight onto the process of decision making, it
does not account for their choice to utilize the
emergency room for care, or to come at 1am.

THIRD-YEAR FAMILY PRACTICE RESI-
DENT: You mentioned the somatizing personality
as one type of patient who sees the physician for
his own special reasons. Are there different types
of somatizing personalities?
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DR. TAYLOR: Yes, it has been suggested that
the personality characteristics of an individual
may allow us to describe him as a masochistic,
hostile, or dependent somatizer.9The masochistic
somatizer uses illness as a way to punish himself
for the guilt he feels about certain thoughts or past
events. The hostile somatizer carries in him much
anger at the people in his past who he thinks have
not cared for him as much as he needed to be cared
for. He expresses this anger by burdening others
with his suffering and may seek a physician’s ad-
vice, then reject it as useless. The dependent,
needy type of somatizer amplifies his symptoms to
gain the sympathy and attention that were lacking
in his upbringing.

DR. PAMELA GELLER (Family Physician,
Department of Family Medicine): Dr. Taylor, the
Health Belief Model you have presented may be
an interesting way to approach the subject of ill-
ness behavior, but could you perhaps elaborate on
why the study of illness behavior itself is of par-
ticular significance to the family physician?

DR. TAYLOR: Understanding the illness be-
havior of patients will help the family physician
assess how and why they decide to utilize or avoid
his services. With this knowledge he should in turn
be able to (1) organize his practice to better satisfy
patients’ expectations; (2) direct re-educational ef-
forts at those expectations he finds unrealistic or
impractical; and (3) comprehend more fully the
natural history of human health and illness, par-
ticularly the earliest stages of illness that are the
domain of family medicine.

SECOND-YEAR FAMILY PRACTICE RESI-
DENT: Dr. Weyrauch, did you ever discover why
the patient did not present for follow-up care?

DR. WEYRAUCH: Yes, on my home visit |
was interested to learn that the patient’s failure to
keep her follow-up appointment followed her hav-
ing been contacted instead by the local health
department. The gonococcus culture had been
positive, she had already been treated appropri-
ately, and the details of her case were under in-
vestigation by a public health caseworker. The
patient’s mother commented later that the patient
had finally revealed that she had been sexually
assaulted by a 19-year-old male neighbor. Appar-
ently this information was not known to the
mother or the grandmother at the time of their
emergency room Vvisit.

In summary, this Grand Rounds has explored
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the question of why people decide to see the
physician. We have seen that many nonmedical
factors, such as educational, administrative, cul-
tural, social, and personality characteristics, enter
into the decision, but they do not provide an expla-
nation for specific patient behavior. Alternatively,
the Health Belief Model provides a clinically use-
ful approach to this question as well as an intro-
duction to the field of health and illness behavior.

References

1 Yudkin S: Six children with coughs, the second di-
agnosis, Lancet 2:561, 1961

2. Zola I: Problems of communication, diagnosis and
patient care: the interplay of patient, physician and clinic
organization. J Med Educ 38:829, 1963

3. Kleinman A, Eisenberg L, Good B: Culture, ill-
ness and care. Ann Intern Med 88:351, 1973

4. McWhinney |: Beyond diagnosis: An approach to
the integration of behavioral science and clinical medicine.
N Engl J Med 287:384, 1972

5. Engle GL: The need for a new medical model: A
challenge for biomedicine. Science 196:129, 1977

6. Lazare A, Cohen F, Jachobson A, et al: The walk-in
patient as a 'customer’: A key dimension in evaluation and
treatment. Am J Orthopsychiatry 42:872, 1972

7. Lipsitt DR: Medical and psychological characteris-
tics of ‘crocks.' Psychiatr Med 1:15, 1970

8. BarskyAW: Patients who amplify bodily sensations.
Ann Intern Med 91:63, 1979

9. Koos: The Health of Regionville. New York, Colum-
bia University Press, 1954, p 32

10. Zborowski M: People in Pain. San Francisco, Josey-
Bass, 1969

11. Rosenstock IM: Why people use health services.
Milbank Mem Fund Q 44(part 11):94, 1966

12. Mechanic D: The concept of illness behavior. J
Chronic Dis 15:189, 1962

13. Kasl S, Cobb S: Health behavior, illness behavior
and sick role behavior. Part I: Health and illness behavior.
Arch Environ Health 12:246, 1966

14, Kasl S, Cobb S: Health behavior, illness behavior
and sick role behavior. Part II: Sick role behavior. Arch Envi-
ron Health 12:531, 1966

15. Kirscht S, Becker M: Psychological and social fac-
tors as predictors of medical behavior. Med Care 14:422,
1976

16. Becker S, Drachman R, Kirscht J: Predicting moth-
ers' compliance with pediatric medical regimens. J Pediatr
81:843, 1972

17. Cummings K, Jette A, Rosenstock I: Construct vali-
dation of the health belief model. Health Educ Monogr
6:394, 1978

18. Demers RY, Altamore R, Mustin H, et al: An explo-
ration of the dimensions of illness behavior. J Fam Pract
11:1085, 1980

19. Zola I: Pathways to the doctor—from person-to-
patient. Soc Sci Med 7:677, 1973

20. Guy LJ, Haskell EG, Hutson AC, Schuman SH: Why
home visits: Analysis of 142 planned home visits. J Fam
Pract 4:337, 1977

245



