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Introduction

Since graduating from Vanderbilt University School of Medicine in 1955, I have witnessed many changes in the practice of medicine. The most dramatic changes have been the marked increase in specialists and the equally marked decrease in generalists—those physicians and other healthcare professionals in first-contact medical care, by which I mean general internists, family physicians, general practitioners, pediatricians, and nurse practitioners. These professionals see patients as they enter the healthcare system. At this initial point in the process, the nature and cause of a clinical problem is unknown.

	From my experience in primary care, and from discussions with colleagues, I have found that over 50 percent of primary care patients do not have a definable medical disease. They have complaints or symptoms but no medical disease. Nevertheless, while there may not a definable medical disease to explain every symptom, every symptom has a definable cause. Uncovering these hidden causes takes careful listening, observation, and a collaborative, trusting relationship between professional and patient. Identifying these hidden causes is the essential role of primary care and a major focus of the rules in this book.

	While this book is aimed mainly at those in primary care, it is meant to be used by all healthcare professionals. Divided into six parts, it contains rules for developing patient rapport, the diagnostic process, mental status examination, the use of medication, caring for difficult patients, and being a professional. These rules provide guidance on how to learn the details of a patient’s lived life, establish a trusting relationship with a patient, and address the concerns of a patient. By seeing each patient as a human being instead of a collection of symptoms, healthcare workers of every variety can significantly improve the healthcare system, benefitting not only patients but also themselves.
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1

The interview is the beginning of treatment.






2

Learn to listen to the life story of a patient. Health conditions tend to arise from a person’s lived life.






3

Sit down when you talk with a patient. Don’t talk with a patient while you keep one hand on the door.






4

While listening to a patient, do not do anything else. Just listen.


Let the young know they will never find a more interesting, more instructive book than the patient himself.

—Giorgio Baglivi






5

Let a patient ramble on for at least five minutes at the outset of an interview. You will learn a lot.






6

There is no substitute for direct observation.






7

Learn to watch a patient’s facial expressions.






8

Always face a patient. Maintain eye contact but do not stare. Some people cannot tolerate very much eye contact, so you may have to look out of the corners of your eyes.






9

Notice the change in a patient’s respiratory rate as you discuss different subjects. Watch the top edge of the shoulders move with each breath.






10

If a patient’s eyes are moving as you talk, that patient is not paying full attention to what is being said.






11

It is impossible to think and listen simultaneously. Listen. Think. Listen. Think.






12

Talk with patients, not to them.






13

Adjust your pace to the pace of your patient.






14

Inquire about touchy subjects by using statements instead of questions. For example, say, “I am wondering how much alcohol you drink each day,” instead of asking, “How much alcohol do you drink daily?” A patient will find a statement less intrusive than a question.

If I set out to prove something, I am no real scientist—I have to learn to follow where the facts lead me—I have to learn to whip my prejudices.

Lazzaro Spallanzani






15

Whatever subject a patient is most comfortable discussing is probably not the real trouble.






16

Listen carefully when a patient begins a comment by saying, “This may not be important, but . . .”






17

Most patients can tell you why they got sick.






18

Most patients can tell you what their sicknesses are.






19

Give a patient permission to discuss unusual behavior. Do this in a specific manner. For example, if you think a patient may be abusing laxatives, say, “Some people take a laxative once in a while; some people take a number of laxatives every day. Which group would you fall into?”






20

Always examine the part that hurts.






21

Avoid “organ” talk. Do not ask, “How is your stomach?” or “How is your heart?” Do not let patients use organ talk either. Insist on a language of symptoms, feelings, and thoughts.






22

If a patient talks about a diagnosis, ask about the diagnosis. In other words, if a patient says, “It started as the flu,” ask, “What was that flu like?”






23

Use nonspecific language. General inquiries produce informative answers, while specific questions require “yes or no” answers and produce limited information. In other words, say, “Tell me about your breathing,” instead of asking, “Have you ever had any shortness of breath?”






24

Listen to what a patient is not telling you.

Blessed is he who carries within himself a God, an ideal, and who obeys it: Ideal of art, ideal of science, ideal of the gospel virtues, therein lie the springs of great thoughts and great actions; they all reflect light from the Infinite.

—Louis Pasteur






25

If a patient says, “I can’t talk about that,” in response to a certain question, take a shockingly wild guess to break the ice. For example, if the question was about a patient’s spouse, take a wild guess that the spouse is a convicted felon or something equally improbable. If your guess is confirmed, you will appear insightful, which may cause the patient to talk more freely about the subject. If your guess is denied, it will likely be so much worse than reality that the patient will feel relieved and thus more able to talk about the subject. The subject is defused either way.






26

Never appear shocked by anything a patient tells you.






27

It is all right for a patient to get angry, cry, laugh, or express any other feeling.






28

Silence can be helpful. Wait for a patient to break it. It is likely something very important will be said.






29

Occasionally, a difficult patient may be won over by a compliment.






30

Be standing when a patient enters or leaves your office.






31

Do not back out of the room as you are talking with a patient.






32

The last statement a patient makes at the end of an appointment may be very important.






33

Never leave the room while a patient is talking.






34

Do not talk to an angry patient about any other subject until you understand the source of the anger. Take as long as necessary to defuse the anger.
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