Lec 1: Consulting the doctor – deciding and delaying.
· 1/3 do nothing, 1/3 self medicate or alternative practitioner, 1/3 see GP (Hannay 1979).

· Regularity of attendance depends on distance needed to travel.

· Sometimes people present with minor problems purely to seek reassurance that it is nothing serious.

· Most people wait at least a month after symptoms of cancer with 35%-50% waiting 3 months (Antonovsky & Hartman, 1974)

· Belief in treatment is crucial for reducing delay. Belief that treatment will be painful increases delay – Health Belief Model.

· Other factors lead to delay – fear of serious diagnosis or pain and embarrassment.

· Three types of delay: Appraisal (am I ill?), Illness (do I need professional care?) and Utilization (time between deciding to see doctor and actually seeing them). 

· Prompt attendance can save lives eg following an MI prompt attendance and administration of thrombolytic medication improves prognosis but they are useless after 12 hours.

· Patients with more acute symptoms attend quicker.

· The belief that good health is a matter of chance leads to a greater delay.

· A mismatch between symptoms expected and those experienced leads to a delay also.
Lec 2: Symptoms and Pain.

· Signs are observable (objective), symptoms are a subjective experience of a physiological state.
· Symptoms require perception and interpretation. Perception: stimulus gives ‘data’ perception gives ‘meaning’ and experience ‘organises the stimulus’. Expectation guides perception.

· Meaning affects perception of pain: in soldiers 49% in moderate or severe pain and 32% requested medication. In civilians 75% were in moderate or severe pain and 83% requested medication. (Beecher 1956)

· Symptom perception: ‘Recognition of a bodily state which differs from normal state of functioning.’ Can be due to mechanoreceptors, thermoreceptors or pain receptors.

· Symptoms may occur without physiological change: chronic pain, phantom limb pain, medical students disease. Also symptoms may occur without awareness eg athletes.

· Type A behaviour people (impatient, competitive) report less unpleasant illness episodes. Less hostile people report episodes of shorter duration.
Lec 3: Symptoms and Pain II.

· Organic pain versus psychogenic pain: organic usually due to tissue damage, psychogenic results largely from psychological cause.

· In general pain results from an interaction between organic and psychogenic reasons.

· Acute pain is <6 months whereas chronic pain is >6 months – lead to varying levels of anxiety and helplessness. Chronic pain dominates life and limits functioning.

· Recurrent pain – comes in episodes.

· Intractable pain – constant with varying degrees of intensity.

· Chronic pain – continuous discomforting which worsens with the condition.

· Women experimentally have lower pain thresholds than men. However it can vary depending on the stimulus, situation, the person’s health status, their hormonal, motivational and nutritional levels.
· Many socioeconomic differences for pain – eg 80% of western women complain of various physical and psychological problems at menopause but Mayan, Rajput and Japanese women hardly have any complaints.

· Irish patients understate their symptoms and only seek help when urged to whereas Italians overstate the symptoms and seek help when the symptoms interfered with their social or personal relations.

· Australian menopausal women – 25% found it hard to come to terms with the ageing process and also showed various associated psychological problems. Filipino women however showed only very few minor problems.
· Women give more holistic interpretations of pain and men were unlikely to describe emotions as pain.

Lec 4: Symptoms and Self Regulation.

· Cognitive approach to symptoms: identity, cause, time line, consequences, cure/control.
· Problem solving: interpretation, coping, appraisal.
· A person’s belief about their illness as opposed to the actual medical facts will influence what they do about it.
· Coping can be directed towards  objective features of the illness or the emotional response
· Problem focussed coping aims directly at altering the person-environment relationship whereas emotion focussed coping tries to redirect attention away from the problem or tries to reinterpret the problem more favourably.
· Coping is evaluated in terms of is it working? Will I keep it the same or change it?
· Evidence for self regulation: patients with high BP, those with chronic time line adheres more strongly and reduced their BP those with acute time line gave up when they thought they were better and got high BP. (Meyer et al.)
· Similar studies on cancer, asthma and diabetes.
Lec 5: Self care and Lay Referral.

· Number of people who do not present with a serious condition is higher than those who present with a minor one.

· Triggers to see doctor include: change in circumstances, interference of symptoms with social/personal life, interference with vocational/physical activity, sanctioning from others.

· Lay referral = ‘An informal network of non-practitioners who provide their own information and interpretations regarding the person’s symptoms.’ Freidson, 1961.

· 75-96% of patients seek others advice before seeing the doctor. This can lead to a more hasty consultation or may also lead to further delays.

· Children have symptoms on 49% of all days – 65% of time action is taken – 11% led to contact with health professional.

· 1 in 4 use some form of alternative therapy – most common = osteopathy and acupuncture.

· Recent resurgence in complementary therapies are: a rise in chronic untreatable diseases, side effects of formal treatments, decline in belief in western techniques, effect of choice, holistic approach to medicine.
· Homeopathy is based on the saying: ‘Likes are cured by likes’ ie drugs used would elicit similar symptoms in a healthy person.

· Symptoms are the tip of the illness iceberg.

Lec 7: Children’s representations of illness.
· Cognition = The higher order mental processes through which we understand the world.
· Jean Piaget suggested four distinct levels of child development:

· Sensorimotor period (0-2 years) = infant’s mental activity is confined to sensory  functions and motor skills.

· As the child develops object permanence in the child’s mind increases.

· Pre-operational stage (2-6 years) = Children can use things to represent subjects which aren’t present eg by drawings etc.

· Concrete operational stage (6-12 years) = properties of a substance remain the same  despite changes in its appearance – can perform mental manipulations  on objects so long as they are real and concrete.
· Formal operational stage (12+ years) – develop the capacity for hypothetical reasoning – can perform logical operations on abstract concepts and ideas eg justice and freedom.

· 6 stages to a child’s representation of illness: 1. Magical – no differentiation between cause and effect. 2. Contagion – relate external cause with illness but not known how. 3. Contamination – Illness described in terms of symptoms and an external cause. 4. Internalisation – a sequence of mechanical actions lead to changes in specific internal body parts. 5. Physiological – entire internal disease process involving interactions of multiple causes and effects on internal body parts. 6. Psychophysiological: interaction of  multiple causes and effects including psychological.
Lec 8: Measuring and managing Pain.

· 46% of population report experiencing chronic pain – roughly 1/3 is back pain and 1/3 is arthritis.

· Clinical pain is pain which requires professional treatment – acute = following surgery chronic = arthritis etc.

· Four components of pain: Sensory = sensations of pain, affective = feelings in relation to the pain, cognitive = thoughts in relation to pain & behavioural.

· Behavioural = grimace, vocal complaint, lying down and clutching of painful site.

· Physiological measures of pain = muscle tension, heart rate, skin conductance and EEG. However, these measures are not widely used.

· Self reported measures of pain are more frequently used. Eg visual analogue scale – 10cm line or scale of 1 – 5.

· Faces can be used for children

· Pain diary can be kept so that various aspects can be looked at eg mental state.

· McGill pain questionnaire:

· Where is the pain?

· What does the pain feel like?

· What is the emotional impact?

· Does it change over time?

· What is the strength of the pain on a scale of 1 to 5?

· To assess pain in everyday life relatives can be used or the patient can be observed performing tasks

· Acute pain can be treated using various medications:

· Peripherally active analgesics – aspirin, ibuprofen etc.

· Centrally binding analgesics – morphine, methadone etc.

· Local anaesthetics – novocaine etc.

· Indirectly acting drugs – antidepressants, sedatives etc.

· Approx 50% of inpatients are undermedicated in particular children and minorities.
· If drug administration is left to the patient they generally use less than usual – different in younger people.

· Placebos: 30% of chronic pain relieved by placebo (Beecher 1955), sham operation and internal mammary ligation equally effective for angina (Diamond et al 1960), large doses more effective than smaller, major procedures more effective than smaller ones (eg injection versus tablet), more effective when doctor strongly recommends.

· Placebos work by social influence, role expectation, classical conditioning, operant conditioning, cognitive influence. Or ANXIETY REDUCTION?

Lec 9:Chronic Pain Management.

· Specificity theory – special set of nerves carry messages from pain receptors to pain centre in brain.

· Pain is not only dependant on stimulus – also depends on situation, environment, mood, behaviour and cognition.

· Gate theory – a ‘gate’ has to be opened to let pain be recognised. Activity in pain fibres opens the gate and activity in other fibres (due to rubbing etc) closes the gate. Other messages from brain (mood etc) can open or close the gate.

· Pain management strategies can lead to gate closure e.g. TENS, acupuncture, exercise, massage
· Some management techniques can make the problem worse e.g. guarding can lead to adoption of a strange position and cause pain elsewhere.

· Behaviour should be changed to alleviate pain and not avoidance – graded activity should be arranged so as not to overdo it. E.g. if back and abdomen muscles are weak then back problems can result.

· Relaxation training is good for pain management as it relieves muscle tension. Muscle tension can be monitored by means of electrodes and the patient told how tense they are and then made to ‘let go’.

· Operant techniques aim for reduced disability and reduced medical dependence. Social reinforcement is vital.

· Cognitive techniques use distractions or imaginary distractions to take their mind off of the pain.

· Hypnosis only provides high degree of analgesia in very few patients and only those who can be deeply hypnotised.
· Pain clinics can be used as multidisciplinary centres for pain relief, uses medicines, physio, psychology and OT.

· In a study at the Miller-Dwan Hospital Pain control centre patients who were unemployed by their illness were followed through 12 months of care. Activity levels increased, drug use decreased with 90% no longer using analgesics. Over 50% of patients became employed again.

Lec 10: Medically unexplained symptoms.

· Patients with MUS receive reassurance from negative test results however are treated symptomatically.

· MUS of greater than 3 months constitutes 20% of GP consultations.

· Patients and doctors are commonly dissatisfied.

· Most specialities have their own MUS syndrome.

· Common features in those with MUS: female, depression, history of troubled childhood and difficulties in doctor – patient relationship.

· Focussing on coping is better than curing.

· Explaining to the patient will help to normalise the symptoms.[image: image1.png]



