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1970: I have completed two years as 
a medical registrar and am under-
taking a general practice locum be-
fore going abroad. I have visited a 
45-year-old woman with a sudden 
onset of severe headache, found el-
evated blood pressure, made a pro-
visional diagnosis of subarachnoid 
haemorrhage, and, aware of current 
wisdom that transporting such pa-
tients is thought to pose great risk, 
have done a lumbar puncture at her 
home but found a clear tap. I am now 
at a loss to explain her symptoms, so 
call in Sir Edward Sayers, general 
physician and lately retired dean of 
the medical school, for a bedside con-
sultation. He emerges after examin-
ing the patient, and we talk softly in 
the hall. His diagnosis is migraine, 
an apparently rare condition I have 
never encountered in my hospital 
career. He suggests gently how I 
might manage the patient, makes his 
farewells to the family, thanks me for 
the opportunity, and leaves me to dis-
cuss his recommendations with them. 

2005: I have completed 35 years as 
a general practitioner and have with 
me in my rooms a 40-year-old woman 
who has severe migraine twice a 
week, variably responsive to sumat-
riptan, dulled by NSAIDs, but unaf-
fected by prophylactic betablockers, 
tricyclics, or pizotifen. I need a bit of 
advice on the next step in prophy-
laxis, so I call the hospital and ask 
to speak to the local neurologist, but 
after six minutes of appalling music, 

hang up, phone again, and ask to 
speak to the registrar. After another 
six minutes of mind rotting pap the 
operator apologises that the registrar 
is not answering her tracer. I ask to 
speak to the outpatients clerk, but she 
is busy with a customer, so I tell my 
patient (remember the patient?) that 
she should go to the hospital to make 
an appointment herself to see the neu-
rologist. I write the referral letter and 
give it to the woman, hoping she has 
not by now decided I am an irritable 
old man, and hoping further that she 
will not get too bad a reception at 
the outpatients’ desk. 

* 
Okay, we can’t go back – but the 1970 
scenario was educational, a graceful 
meeting of equals, and it saved a hos-
pital admission. The 21st century sce-
nario wasted everybody’s time and 
made more than one person angry. 

Telephone consultations 
Bradstock and her colleagues have 
described a process1 that just might 
be as educational, elegant, egalitar-
ian, efficient and economical as the 
1970 scenario. ‘GP-Psych Support’ is 
a national Australian mental health 
management advice service that links 
general practitioners (GPs) with psy-
chiatrists by phone, fax or email 
within 24 hours. The service is fed-
erally funded, and began operating 
in March 2004. Over the first six 
months of operation of the phone/ 
fax arm, there were 726 case discus-
sions between GPs and psychiatrists. 

A third of the GPs were rural, and 17 
per cent used the service twice or 
more. Most GPs (94 per cent) accessed 
the service through the 1800 freecall 
number, rather than by fax. Three- 
quarters identified no other suitable, 
accessible source of urgent psychi-
atric advice. The most common topic 
discussed was medication (77 per 
cent), with lower demand for discus-
sions of general management princi-
ples (12 per cent) or diagnosis (7 per 
cent). The feedback was very posi-
tive, with over 99 per cent of re-
spondents indicating that they would 
consider using the service again. Over 
95 per cent were satisfied with the 
service in terms of ease of use, help-
fulness of advice and ease of inter-
action with the psychiatrist. Over 85 
per cent rated GP-Psych Support as 
more accessible, reliable and the ad-
vice more appropriate than other 
sources. Over 70 per cent said con-
tact with the service had given them 
new knowledge about the manage-
ment of mental disorders and their 
confidence in managing mental 
health problems, and had improved 
the quality of care they provided to 
their patients. Fifty-three per cent re-
ported greater willingness to man-
age complex mental health problems. 

Wadhwa and her colleagues have 
recently described a qualitative as-
sessment of similar paediatric tele-
phone consultations in Canada, and 
in it they provide a nice theoretical 
underpinning for the Australian ob-
servations.2 They too found telephone 

* Throughout this paper I have used the word ‘consultation’ to mean an ‘inter-doctor’ meeting between a practitioner who seeks 
advice or help managing a patient, and a consultant who provides it. 
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consultations effective in this prac-
titioner-initiated informal context (as 
opposed to the often-repeated obser-
vations of failure in didactic consult-
ant presentations). The valued aspects 
of consultant behaviour where a per-
sonal touch, reassurance, and advice 
that blended experience with evi-
dence. (‘Experience-based medicine’ 
was valued as highly as evidence- 
based. Wow). 

‘The key to effective opinion 
leader activity is an informal practi-
tioner-initiated context,’ they wrote. 
The practitioners accessed opinion 
leaders when they had ‘practice 
based knowledge needs’ that were 
urgent or challenging. When asked 
what they would have done if tele-
phone consultations had not been 
available, they said they would have 
sent the patient to the emergency 
department, or to a specialist clinic 
for face-to-face consultation. 

The acquisition of new knowledge 
We should understand opinion lead-
ers. Elihu Katz and Paul Lazarsfield’s 
classic studies of the effect of mass 
media on the outcomes of election 
campaigns introduced the concept of 
what they called the ‘two step flow’ of 
communication.3 The media do not in-
fluence the public in a simple ‘hypo-
dermic needle’ model, metaphorically 
injecting the passive and receptive 
masses with their messages. Rather the 
mediated messages are interpreted by 
opinion leaders within communities, 
and their opinions in turn, are sought 
by, and sway, the actions of people. 
‘Functional theory’ is a refinement of 
the hypodermic needle model, and in 
it the audience is influenced by opin-
ion leaders who serve as information 
filters and brokers. 

The influence of opinion leaders 
in the acceptance of medical inno-
vation has been recognised since the 
1960s,4 and whereas the usual CME 
delivery methods like formal confer-
ences have little direct effect on im-
proving practice, opinion leaders are 
effective change agents, and discus-
sion with colleagues or experts has 
been identified as a preferred source 
of education by GPs.5 There are of 
course good adult learning princi-
ples that underlie the preference: this 
learning is self directed, problem and 
goal oriented, immediately relevant, 
practical, respectful, and feedback is 
quick.6-8 

Who are GPs’ opinion leaders? 
Who then, are the opinion leaders to 
whom general practitioners turn for 
answers to clinical questions? They ask 
doctors who are educationally influ-
ential: doctors who are a trusted source 
of clinical knowledge, like to teach, 
and have humanistic interpersonal 
skills. Doctors who keep up-to-date, 
are always willing to answer questions, 
and who treat others as equals. ‘Con-
sultants’ is the traditional terminology. 

Michael Balint wrote rather dis-
paragingly about the ‘perpetuation of 
the teacher-pupil relationship’ be-
tween consultant and GP, begun at 
medical school, and continued 
through professional life. In the sev-
enties that relationship was interpreted 
in the then current vogue of transac-
tional analysis – as parent/child in-
teractions that, in a better world, after 
the renaissance of general practice, 
should become adult/adult. 

Successful self actualisation (i.e. 
growing up) – whether from adoles-
cence or minority status, via 
renaissances, revolutions or the sim-

ple passage of time – requires the re-
jection of established (parental) val-
ues. Blood on the sand. But after the 
blood letting, with maturity, should 
come the recognition that a real adult 
can acknowledge, with humility and 
gratitude, the debt owed to a parent. 
And the next step is feeling easy 
about asking that fellow-adult for 
advice when we need it. 

We should thus relearn the art of 
consultation with specialists, but in 
a way that is modern, has changed, 
that reflects equality with differences. 

Telephone consultation 
In the new world of primary care, 
with a huge increase in chronic dis-
ease in an ageing community, with a 
worsening undersupply of general 
practitioners as well as other special-
ists, the model of easy access tele-
phone consultation between practi-
tioner and consultant offers sound 
education, skill enhancement, fewer 
outpatient referrals, and thus finan-
cial advantages that should make an 
economic rationalist drool. 

Some regions will have consult-
ants who can provide that sort of avail-
ability, but I suspect they are dimin-
ishing. Might we instead establish a 
NZ national 0800 number with spe-
cialist consultants readily available? 
It would be an excellent investment 
for DHBs. For me, and I think for a lot 
of GPs, it would be better education 
than many of our current ‘continuing 
professional development’ activities. 
Ready access to psychiatrist, neurolo-
gist and cardiologist (for a start) would 
reduce my referrals noticeably. 
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