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Foreword

I hesitated in accepting Jack Coulehan and Marian Block’s kind invitation
to write a foreword for the third edition of their landmark interviewing text.
Did I really want to read it for the third time? Since I am the senior editor
of a competing text, would I be cutting off my nose to spite my face? Who
wants to write a foreword anyway?

On the other hand, a foreword is a chance to put a small frame on a
work, to place it into a broader context that may help or inspire the reader.
I really enjoyed my reading of the first two editions of their text—it was
instructive even for someone like me who is buried in interview research,
writing, and organizing. And although the text I edit is suitable for students
in the same niche—those starting their journey as clinicians—this text is
specifically designed for them and is without equal as a guide to initiate the
process.

With that ambivalence on my shoulders, I read through the book as the
finished, typeset chapters arrived in small bundles. I was not prepared for
the surprise and pleasure I experienced. This is more than just a revision and
updating. Every edition of the book has increasingly reflected the authors’
love for their work, the growth of their craft as writers, and the development
of their special ability to convey difficult concepts in an almost lyrical, cer-
tainly inspiring, way. Every edition has taught me a lot.

As a toiler in the vineyards of helping new doctors achieve greater ef-
fectiveness, satisfaction, and fascination in this most astonishing profession,
I found this book to be like a cold drink under the hot sun. I am so glad the
authors have stuck with this project over these many years, since it offers a
serious opportunity to students to begin their work with patients with real
insight and good habits.

Why is the interview so important and why is it so necessary to teach
students about it from the outset of their professional work? The interview
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viii Foreword

is the core clinical skill. It determines the quality and quantity of data the
health care professional has to work with in identifying and solving the
patient’s problems. It determines the quality of the relationship between
practitioner (or student practitioner) and patient, a relationship that is key
to patient cooperation and satisfaction, to practitioner satisfaction, and to
helping the patient grow and develop. It determines as well the patient’s
understanding of what is going on and being done, his or her willingness to
take the risk of a true partnership with the practitioner, and the likelihood
that the patient will participate effectively in such matters as going for tests,
taking medications, and changing lifestyle.

Surprisingly, most practitioners who are active today have never been
observed conducting an interview by someone who is an expert in the pro-
cess and able to give them feedback. Can you imagine taking a plane in
which the pilot had never been observed piloting? Until recent years, most
students graduated from medical school and residency without serious cur-
ricular commitment to teaching these skills and attitudes, and without real
formal knowledge of the rather vast base of data concerning what works
and what doesn’t. Exaggeration? Just consider the reactions of the public to
doctors: they don’t listen; they don’t understand; they made a mistake be-
cause they didn’t hear all the facts; they don’t care about me, only my money.
You have heard these complaints at family gatherings or elsewhere for years.
Consider the rates of excess testing, surgery, procedures—all almost 40 to
50 percent higher than in other countries. Consider the rates of detection of
mental problems in patients: from 50 to 80 percent of such problems are
missed! Consider that doctors as a group are dissatisfied and that studies
show that the number one factor in physician job dissatisfaction is the poor
quality of doctor-patient relationships.

These are some findings about the importance of the interview and the
results of bad training in years past. What do we know about the interview?
Approximately 8000 articles, chapters, and monographs have been com-
pleted about the interview, and there are at least two quarterly periodicals
about it. There are organizations concerned with research and education
about it in the United States (The American Academy on Physician and
Patient) and the United Kingdom (The Medical Interview Teachers Associ-
ation). The studies have shown that the interview has three functions: gath-
ering information, developing and maintaining a therapeutic doctor-patient
relationship, and educating the patient and negotiating a treatment
approach. There are 12 structural elements. Each of these has specific skills
that, if performed appropriately, improve the outcomes of the interview pro-
cess that we care about, such as accuracy and completeness of data. These
skills can be taught explicitly and can be measured live or from video review.

We also know something about what succeeds and what fails in teach-
ing these matters. First, knowledge of the interview (its functions and struc-
tural elements, why open-ended questions are important, and when such
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questions should be used), the skills involved (actually practicing each of the
elements and types of questions, for example), and the related attitudes (“this
is my most important clinical skill; I am going to get it right to begin with
and then monitor my effectiveness and continue to grow throughout my
professional lifetime””) must not only be taught, but must be taught in par-
allel, in an integrated way. Second, focusing on specific behaviors and prac-
ticing with feedback are the best ways to develop good habits, just as in
tennis or skiing lessons. Third, attention to the feelings and concerns of the
learners as they undergo this major transformation in how they relate to
others determines the ultimate outcome. The personal barriers one brings to
relationships carry over into the professional arena, and barriers arising from
the learning process and from encounters with difficult or traumatic patients
can endure and close off critical areas of inquiry or function for the duration
of the learner’s career.

This book embraces these principles even as it makes the process of
learning about the interview entertaining and inspiring. It is like having the
opportunity to learn to dance from Balanchine or to play tennis from Arthur
Ashe. Placing your future in the sure hands of Coulehan and Block is a wise
move that will help to ensure a strong start on your journey.

MaAck LipkiN, Jr., MD
NEW YORK
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Introduction

THE POOR HISTORIAN

History-taking, the most clinically sophisticated procedure of

medicine, is an extraordinary investigative technique: in few

other forms of scientific research does the observed object talk.
Alvan Feinstein

Clinical Judgment

They cluster in the hall on rounds, eight of them—students, house officers,
and attending physician—creating turbulence and obstructing flow. A med-
ication nurse pushes a cabinet around them on the way down the hall, while
the breakfast lorry closes in from the other direction. An intern begins the
presentation with “Mr. Blank is a 52-year-old man who presents with ab-
dominal pain . . . the patient is a poor historian. . . .”

The attending physician learns that this sick person “claims” to have a
number of symptoms and is apparently taking several medications. The in-
tern hastens to add that Mr. Blank’s compliance is poor; he doesn’t seem to
understand his illness; and he is, after all, a “poor historian.” Having thus
dispensed with preliminaries, the intern moves on to reporting the patient’s
physical findings and initial laboratory data. At this point all qualifiers are
dropped: the magnesium level does not seen to be 2.2, it is 2.2. Meanwhile,
the attending physician reflects on the term “poor historian,” perhaps be-
cause of an unconscionable lack of interest in magnesium. The matrix of
numbers vibrating among students and house officers takes on a life of its

3, ¢k

own while the attending physician wonders about this patient’s “poorness.”
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The physician knows what the intern is trying to tell the group with the
phrase “poor historian.” The young physician does not intend to say that
the patient is an impoverished professor of history. Nor does he or she mean
that the patient is a history student with poor grades. No, the intern is saying
in precise medical shorthand, “I was unable to reconstruct a logical story of
the illness in my conversation with this patient. We did not communicate
well.”” Reflecting further, the attending physician finds the term “poor his-
torian” acceptable but wonders if the attribution is correct. Perhaps the in-
tern would be more correct in saying, “The medical history is unclear be-
cause ['m a poor historian.”

This vignette illustrates how data we obtain from speaking with the
patient and the therapy we accomplish through the process of physician-
patient interaction are not often topics for discussion during medical rounds.
Although we consider information about serum magnesium, for which ac-
curacy and precision is assumed, a fit topic for discussion, knowledge of the
precise pattern of symptoms or the patient’s beliefs about the symptoms
appears less scientific and less relevant. Clinical students soon learn to spend
less time listening to the patient’s story and more time among their peers at
the unit station agonizing over the meaning of a magnesium value. Trainees
learn to accept responsibility for how well (or how poorly) they perform a
bone marrow aspiration, interpret an x-ray, or insert a flexible sigmoido-
scope. As physicians, we rarely blame the patient for an inadequate bone
marrow aspirate, yet we believe the hospital is full of patients who perpetrate
poor histories.

Stories of sickness and suffering—the kind of human stories that moved
us to enter a healing profession in the first place—gradually move to the
background as we become “socialized” into the technical culture of medi-
cine. Students and physicians become preoccupied with quite different sto-
ries, technical tales in which organs and instruments rather than people are
the protagonists. Sometimes, in fact, the patient’s story is entirely forgotten:
nowadays it is not rare in clinical practice for investigations to bring some
unexpected results to light, and these lead to more examinations along a side
track. After a while the whole staff is interested in, say, the incidental finding
of a renal cyst on an abdominal CT scan, and nobody remembers why the
patient was admitted. Only on the day the patient is discharged will he or
she complain, “But you haven’t done anything about my fatigue!”

This illustrates a narrow view of the clinical enterprise, one that per-
meates medical education; the view is that real medicine is solely concerned
with objective data such as numbers, graphs, and images. This is associated
with the belief that so-called subjective data (for example, the story a patient
tells us) are necessarily lacking in quantification and so also must be lacking
in clinical value. In other words, what patients feel, the suffering they ex-
perience, and the disability that haunts them, all of which they describe only
indirectly through the medium of words, are secondary in importance to
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those physiologic quantities that can be observed directly by physicians. Phy-
sicians, according to this premise, must address what causes all this suffering
and pain: altered physiology, abnormal biochemical findings, or disease. The
real work of medicine requires us to reduce persons and their illnesses to
organs and diseases. In this view, if you correct bad numbers, suffering will
go away. You don’t have to pay much attention to who the patients are or
to the fine details of their stories.

In fact, the patient and his or her story often get in the way of “real”
medicine. The patient “‘comes to function as a kind of translucent screen on
which the disease is projected . . . (but) the screen has opacities of its own
which obscure the accurate perception of the underlying disease.”" The poor
historian, the patient with whom we have difficulty communicating, has
many such “opacities.” It is difficult to see through the person to observe
the disease.

But should the patient be merely an obstructive screen that we try to
work around or to see through? A broader view of medicine holds that the
patient’s stories—stories of sickness—lie at the center of medical practice.
The great clinician and medical educator William Osler wrote, “It is a safe
rule to have no teaching without a patient for a text, and the best teaching
is that taught by the patient himself.” In fact, experienced clinicians are
aware that, in general, about 70 percent of diagnoses are made on the basis
of patient interviews and over 90 percent are made on the basis of history
and physical examination. Primary physicians spend the largest part of their
clinical time talking with patients; they generate most of their diagnostic
hypotheses on the basis of the history, and most of the significant bits of
information they use arise from this dialogue.

Despite widespread lip-service to this broader view of medicine, until
the last 20 years medical schools generally did not include interviewing skills
in their curricula. Medical educators did not consider history taking and
talking with patients appropriate topics for serious study. These educators
gave students “little black books” that included lists of questions about
symptoms and past diagnoses. If the patient did not answer these questions
clearly, concisely, and in a medically acceptable fashion, the patient was
labeled a “poor historian.” Clinicians told their students, “Talking with
patients is important, but you’ll pick up how to do it as you go along. The
doctor-patient relationship is also important—crucial, in fact—but you’ll
pick that up as you go along, too. You just need experience.”

For a number of reasons, this attitude toward communication skills in
medicine has changed in recent years. First, we have discovered that highly
specialized, machine-intensive medicine is not necessarily the “best” medi-
cine. Patients often find themselves doing better by the numbers but feeling
worse. They may undergo the most advanced tests and see the “best” spe-
cialists, but find themselves feeling just as sick, and often angry and confused
as well. At the same time, academic physicians have begun to understand
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that pain, suffering, and dysfunction must be conceptualized in broad human
terms as well as in biochemical terms if we are to be effective healers. Clinical
practice must be based on a biopsychosocial or holistic model rather than
on a purely biologic model.

Second, in the last generation more and more investigators have studied
the process of interviewing and analyzed its individual components. This
work, along with studies in fields as wide-ranging as medical anthropology
and clinical decision making, has shown that the “art of medicine” can be
articulated and taught systematically. It is not simply a matter of intuition
and experience.

Third, patient-oriented studies have shown that good patient-physician
communication leads to good outcomes, improved patient satisfaction, and
better adherence to treatment. Alternatively, poor patient-physician com-
munication leads to poor outcomes, doctor-shopping, and excessive mal-
practice suits. In fact, when an adverse event occurs, physician insensitivity
and poor communication are the major factors in a patient’s decision to
sue.>” Finally, the pressing need to limit the costs of medical care has led to
a renewed emphasis on generalist care, in which physicians use resources
more rationally by knowing more about their patients. This certainly has
been a key feature in the movement toward HMOs and other managed-care
arrangements.

This book is based on the premise that interviewing and patient-
physician communication are essential to good medical practice. Talking
with patients is not a skill reserved for psychiatrists and primary care doc-
tors. It is essential for radiologists as well as internists, ophthalmologists as
well as pediatricians. Medical interviewing is a basic clinical skill. It is not a
matter of common sense, nor does it come necessarily with experience. It is
a skill that can be broken down into its component parts, and it can be
learned. That is the subject of this book.

The Medical Interview is addressed primarily to students of medicine
and other health professions who are about to begin their professional in-
teraction with patients. It is designed to be a guide for those who are just
learning to take a medical history and interact with patients, as well as a
resource for those who are further along in their education, including post-
graduate trainees. Our particular emphasis is on the microskills of the initial
patient interview. Although we deal extensively with basic history taking,
the same skills serve as building blocks for all types of patient-physician
interactions. They lie at the core of the art and science of medicine.

The book is divided into two major sections. Basic Skills: Understand-
ing the Patient’s Story presents fundamentals of clinical interviewing (Chaps.
1 and 2) and various components of the medical history (Chaps. 3 through
7). Basic Skills in Practice: Applying the Patient’s Story deals with more
complex or difficult interviewing situations, along with additional topics
relevant to the clinical interview. Chapters 8 and 9 consider aspects of the
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interview as adapted to pediatric, geriatric, primary-care, and managed-care
encounters. We review various barriers to communication and sensitive or
difficult situations in Chapters 10 and 11. The final chapters deal with
screening and case finding through the use of questionnaires (Chap. 12),
clinical judgment as manifested in patient-physician conversations (Chap.
13), understanding the patient’s beliefs and values (Chap. 14), and patient
education and negotiation (Chap. 15).
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