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The Pentagonal Model of Medical Practice: Re-defining the Role of the Physician
Mumtaz Alit

EDITORIAL

There is no doubt that when doctors become qualified, they get a very important role in society by treating
sick people. Medical education gives doctors knowledge about clinical practice, but the real problem is how
to use this knowledge in real life. If knowledge only stays in books, lectures or discussions and does not help
common patients then it has no real value. A doctor should connect clinical thinking with actual patient
problems because doctors are responsible for solving problems seen in daily practice. There is always a gap
between what doctors know and what they do. To reduce this gap there should be a proper but practical system
which can help doctors in making clinical decisions in different situations. Because of this the Pentagonal
Model of Medical Practice is suggested to improve and standardize patient care. 1.2In the middle of this model
is clinical diagnosis which is the main center of all medical decisions. Diagnosis can be made by taking proper
history, doing clinical examinations and using radiological physiological pathological or histological findings.
The correctness of diagnosis decides the success of all next steps. If diagnosis is wrong, then even good
treatment can fail. Around this central part there are four connected components which together decide the
quality of clinical practice. 3. The first is proper indication. Clear and correct indication is the base of good
treatment. If indication is correct, then results are usually better but if it is wrong then even advanced treatment
cannot fix the mistake. * The second component is management and referral. Clinical care is not only making
decisions but also using proper resources and expertise in the correct way. Some patients need medical
treatment, some need surgery and some need rehabilitation. Proper and timely referral to the right specialty is
very important for better patient outcomes. ¢ The third component is understanding the disease mechanism.
Good treatment is not only controlling symptoms but also understanding the disease process how it progresses
regresses or stays stable. All treatments, whether medicines supportive care or surgery are basically used to
change or stop the disease process. ? The fourth component is procedure and technique. Procedure means the
overall treatment plan while technique means how that plan is carried out. Skill precision and following proper
principles are important for successful results. ® These four components work around diagnosis and together
support the whole structure of clinical care. Every component affects the others and weakness in one part can
damage the result. The quality of medical practice can be judged by checking every component from excellent
to poor. In practical life a doctor has three main responsibilities. First, to identify the correct indication for the
disease. Second to make a proper and effective management plan. Third, to perform the treatment with good
technical skill while balancing risks and benefits carefully. The Pentagonal Model gives a combined
framework which joins accurate diagnosis proper decision making and technical skill into one approach for
patient care. Its main strength is that it is simple and can be used in all medical fields. By using this structured
approach in daily practice doctors can move from only theoretical knowledge toward better and more patient
centered clinical care. 1.2.°
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