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PREFACE

In the autumn of 1958, the Association of American Medical Colleges
held its first Institute on Clinical Teaching for the discussion among
medical teachers of the goals and methods of their teaching. The partic-
ipants in this Institute came from every medical school of the United
States and Canada and showed a remarkable diversity of skills and back-
grounds as well as of aims i medical teaching. Although they did not
agree on many things, these teachers did almost unanimously agree on one
matter, namely, that medical graduates must know how to gather informa-
tion from paticrts. The young phystcian can add other shills to this one
as he continues his training and experience alter graduation, but if he
has not acquired comfort and dexterity in history-taking and intcrviewing
by the time he graduates from medical school, he will practice medicine
with mcomplete data for which no other shill can compensate him or his
patients.

Progress in psychological medicine with the increasing recognition of
important psychological factors in a large number of illnesses (sometimes
estimated as high as 75 per cent of all illnesses) has restored history-taking
to the significance it had in the scheme of medical examination before the
develop of modern lab y investigation. For history-taking and
interviewing are the physician's chief tools for the psychological evalua-
uon of his patients, Moreover, the past twenty years have brought con-
siderable 1mprovement in our techniques of interviewing, a student or
physician should no longer depend upon slight adaptations of his social
conversations, but should master definite principles and techniques

Considering the agreement on this subject among the participants in
the Institute and the increasing improvement in techmques of interview-
ing, it is surprising that our literature contains so little to instruct the stu-
dent in history-taking and interviewing. Physical dragnosis, which also
must be learned largely by imitation and practice, is the subject of several
excellent textbooks. Yet these deal only briefly with history-taking and
nterviewing. And even textbooks of psychiatry, which offer outlines for
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psychiatric examinations, usually give little guidance in these subjects.

For these reasons I think that this book may prove useful to medical
students and ta practitioners for whom a textbook can enhance the value
of personal instruction and practice, 1 will welcome comments from
teachers and other readers of this book who can suggest ways in which I
may improve it further to suit the needs of medical students and practi-
tioners,

1 have consulted and used many books and articles on the subject of
interviewing; the references adequately document them, but I wish to
emphasize my indebtedness here also.

A number of colleagues have given valuable suggestions or have read
and helpfully criticized portions of the manuscript. For this help I wish
to thank Dr. Robert A. Matthews, Jefferson Medical College; Dr. Charles
Watkins and Dr. Frederick H. Davis, Lonisiana State Unversity School
of Medicine; Dr. Andrew Kerr, Jr., New York State University College
of Medicine at Syracuse; Dr. William Locke, Tulane University School of
Medicine; and Dr. William Parson, University of Virginia School of
Medicine

1 am gratefu) to the editor and publishers of GP, the journal of the
American Academy of General Practice, for permission to use again some
material of mine previously published in that journal. I wish to thank
the editor of Psychosomatic Medicine for permission to republish some
figures first published in that journal.

To my wife I am indebted for heipful suggestions and valuable encour-
agement. Mr. Louis E. Lascola, Department of Medical Ilustration,
Louisiana State University School of Medicine, and Mrs, Douglas
Candland, Department of Medical Illustration, University of Virgima
Schaol of Medicine, have drawn the iltustrations, and I am grateful to
them for this helpful contribution. Mrs. Eunice Stevens and Miss Susan
Downing of Pau] B. Hoeber, Inc gave me valuable suggestions about the

_ organization of some of the material in the book and about improve-
ments in its presentatjon, And finally, special thanks go to Mrs. Roger H.
Fellom, my former secretary, and Mrs. Joseph Bodine, my research
assistant, for their careful work during many revisions and the preparation
of the final manuscript.

L5
Charlottesville
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INTERVIEW






THE PHYSICIAN-PATIENT
RELATIONSHIP

Medical interviews have two main purposes. to find out what is wrong
with the pmient and to alleviate or cure the illness. The physician must
Lnow something about the 1llness before he can intervene successfully.
This knowledge he gains through listening to the patient and examining
him. The relationship between the physician and patient importantly
influences the communications between them and the examinations con-
ducted. It is the medium, so to speak, 1n which interviews and examina-
tions occur. A constructive physician-patient relationship cannot substitute
for technical skill in history-taking and mnterviewing. It is, however, a
requirement of the best interviews; and an understanding of the
principal variations in relationships between physicians and patients
forms an essential component of technical skill

The physician-patient relationship is actually a shifting complex of
L i hibited by a physi and his patient when they are to-
gether, and often also when they are apart, The relationship between a
physician and any one of his patients will vary widely from time to
time, even wider vaniations occur 1n his relationships with different pa-
tients And each patient varies in his relationships with different
physicians,

‘The physician-patient relationship influences the interviews and ex-
aminations in several ways First, the relationship affects what the patient
will tell the physician When two people talk together what they say
depends not only on what they wish to talk about, but also on the
thoughts they have about each other. We confide in our friends, not in
our hostile eritics This principle applies with more than usual strength
to medical interviewing because the subjects of discussion include matters
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4 ‘THE MEDICAL INTERVILW

both intimate and jmportant. Our society does not endorse the public
discussion of many of these subjects and they often become on this ac-
count alone charged with a great deal of emotion when we fnally
bring them forth to niterance It might be supposed that patieats would
want to tell the physician everything that could possibly influence their
health. Many do want to do so and succeed. But others do not want ta,
or want to talk freely but cannot, Patients can conceal facts of extreme
importance to health and even life because they fear what the physician
may say or find during his examinations Yet despite these obstacles
outside and within themsehes, most patients do have a eapacity for
confiding i physicans To foster this confidence the physician needs
to know what patients think of him and what he can do to modify those
thoughts which get in the way of their talking freety.

Secondly, the physician’s knowledge of the relationship between him-
self and the patient guides him in what he can say to the pauent or ask
him to do while preserving the patient's cooperation. The physician
can say some things to the patient at the end of an interview that he
could not say in its first five minutes. He can say some things to the
patient after ten or twenty interviews that he cannot say in the first
mierview, The difference lies in the different degrees of attachment of
physician and patient to each other. For example, when a strong relation-
ship ties the physician and patient, the physician can be bolder and mare
incisive without disturbing the patient He can even make clumsy
mstakes and the patient will forgive him for what would, in the earlier
phases of thewr acquaintance, have been major crimes, To give another
ccample, an older physician can more readily adopt a “fatherly” attitude
towards 2 young patient than can a younger one, In this way he can. if
the need arises, be authoritative more eastly than can a younger physician.

‘Thirdly, the patient's behavior with the physician provides an im-
portant paradigm of his behavior with other people. The degree 1o which
the patient's behavior with the physician typifies his behavior with other
persons varies greatly. In many instances this behavior is rather accurately
representative; in many other instances much less so. As the initial
strangeness between physician and patient passes away and they become
{ess guarded, more typical behavior comes forward, Even then, however,
the patient's behavior towards the physician will differ somewhat or
perhaps greatly from his behavior with other people. This slight dis-
advantage does not outweigh one unusual feature of the patient’s be-
havior with the physician, namely, that the physician can observe it
directly. He does not have to hear abaut it second-hand from the patient
ar hie familv. Consequently, the data are less distorted and more useful,
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Fourthly, an understanding of the relation of the physician and patient
contributes indispensably to psychotherapy, but a further discussion of
this lies outside the scope of this book.

FACTORS INTLUENCING THE RELATIONSHIP
BETWEEN PHYSICIAN AND PATIENT

A number of different factors influence the behavior of the patient
and physician with each other. These include the patient’s past relations
with other people; the needs of the patient, the physician’s personal
characteristics and behavior; the amount of time which physician and
patient spend together and the experiences they share. The following
sections will discuss each of these in turn,

The Patient’s Previous Relations With Other Persons

What the patient has learned in previous relations with other people
always influences his present relauonships. His relationships with his
parents have particular importance because they occur earliest in his
experience The patient may develop 2 relattonship with the physician
which resembles the pattern of his relationslup with his parents. A con-
structive, f{riendly relationslup between the patient and his father
facilitates the development of a friendly relationship between the patient
and the physician On the other hand, if the patient’s father was harsh
and punitive towards the patient as a c¢hild, the patient may expect the
physician to be critical of him. Particularly important in this connection
is the past experience of the patient in confiding his thoughts and feelings
in other people If in the past, his confidences have met with anger,
derision, or other unpleasant responses on the part of his confidants,
the patient will probably have become cautious when talking to other
people. This makes him guarded m what he tells the physician

Although every patient’s past experiences shape his relationship to
the physician, patients vary widely in the extent to which earlier experi-
ences influence them Some patients approach the physician as if he were
a duplicate of their mothers or fathers. Other patients can discriminate
much more clearly and perceive the physician as he is. Stll other patients,
probably the majority, perceive the physician rationally in some or most
respects, but in other respects they confuse the physician with a parent.

The physician should notice attitudes on the part of the patient which,
being unprovoked by the physician's behavior, probably arise from the
patient’s past experiences Irrational attitudes towards the phystcian sug-
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gest that the patient confuses the physician with someone in his past
experjence, When psychotic patients misidentify the physician in this
way, their confusion may include every aspect of the physician; the pa-
tient may Iterally visualize (i.e,, hallucinate) the physician as the patient's
mother, father, or whoever may be the original person with whom the
physician is confused

With nonpsychotic patients, misperceptions are usually mucl less in-
clusive and much less obvious. They rarely go so far as a false visualiza-
tion of the physician, although patients may falsely perceive individual
items of the physician’s appearance, such as erroneously giving him or
taking away a moustache. Most such misperceptions by nonpsychotic per-
sons consist in assigning to the physician attitudes and capacities which
he does not have. Thus, he may have attributed to him a maternal
solicitude for his patients which he does not have and cannot realistically
be expected to have. Such a misperception may be expressed, for example,
in the patient'’s making inordinate requests of the physician for signs of
approval and affection. Because such misperceptions are isolated and
patchy rather than inclusive, they may escape notice. But their detection
is no less important on that account,

Conditioning experiences giving rise to inappropriate responses to other
people, including physicians, do not occur only in early childhood. Later
experiences may equally well promote erroneous generalized responses.
Some persons can readily see the individual differences between different
persons who superficiaily resemble each other. Other persons make fre-
quent and sersous generalizations about other persons or groups of persons
on the basis of limited or even individual experiences. Thus after an
unpleasant experience with a physician some patients continue with the
same physician; others change to another physician, while still other pa-
tients respond with generalized distrust of all physicians and have nothing
more to do with them,

The physiaan can make such faulty generalizations as readily as his
patients For example, a physician may first perceive the aforementioned
patient as a sick person requiring the physician’s professional skill. How-
ever, as the patient’s demands for special attentions continue, the physician
may come 10 perceive the patient as if he were an important figure of the
physician’s early life. The demanding patient may remind him uncon-
sciously of the demands for affection made by his awn mother when he
was young. The physician may have reacted toward these demands with
resentment and may react similarly towards his demanding patient. The
physician needs to become aware of his own patterns of behavior in order
10 avoid exhibiting inappropriate responses himself.
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The Needs of the Patient

In any illness for which the patient sceks medical aid, he needs the
physician. But the patient may have special requirements which make the
physician more necessary than usual to him, and these will strengthen
his artact to the physician, For le, in severe physical illnesses,

especially those which threaten life, the physician becomes much more

important to the patient than in the treatment of minor illnesses. Simi-
larly, when the patient has been much deprived of affection or attention,
his hunger for these may seck satisfaction from the physician. Anxiety
nearly always increases the attachment of the patient to the physician.

The Characteristics and Belavior of the Physician

‘Two physicians who show apparently identical attitudes and behavior
towards the patient (insofar as this is possible), may still elicit quite
dufferent responscs from him. These differences arise from subtle but im-
portant differences 1n the physicians themselses, and in the roles to which
the patient assigns them Among the factors of importance in this con-
nection three deserve mention.

The Physician’s Position as an Expert and as One Having

Authority Over the Patient

As mentioned above, the patient needs the physician, and the physi-
cian’s expertness in medicine supplies the rational aspect of the relation-
ship However, less rational aspects of the patient's perception of the
physician as an expert may influence his behavior towards the physician.
For example, the patient may confide in a specialist various items he has
withheld from a family physician or another specialist on the mistaken
grounds that the other physictan would not understand, or “would not
want to listen to all that ” Thus, if the patient wishes to discuss phystcal
symptoms, but believes the physician he addresses (for example, a psychi-
atrist) has no interest in physical symptoms, that physician may hear
nothing about physical symptoms unless he inquires specifically about
them The patient may, however, talk freely of personal matters to this
physician. When the same patient sees an iternist, he may speak quite
freely about his physical symptoms, but omit mention of his anxieties
‘Thus he may avoid talking to erther physician of matters which he has
arbitrarily decided lie outside each physician’s interest and skill. In this
way the patient may interfere, unconscrously perhaps, with the attain-
ment of a comprehensive view of hus illness.1t Physicians need to remem-
ber that patients communicate different needs and show different behavior
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to different people. The difficulties created by this tendency to adjust
words to the listener can be reduced if the physician remains alert to it.
And, he does not need to follow the patient’s expectation of him. Patients
can be guided by psychiatrists to talk of physical symptoms. Similacly,
internists and general practitioners can help patients to talk freely about
psychological symptoms and difficuities They do this because, when they
have 2 genuine interest in all aspects of their patients, they communicate
this breadth of interest to the patients.

‘The authority of the physician and his power to influence the patient’s
life also shape the patient’s attitude towards him. Here again rational and
irrational may blend. The physician certainly does have some real
authority, e g, the power of commitment to a mental hospital, and his
recommendations for treatment, although they can be refused, actually
carry an enormous weight. To this the imagination of the patient fre-
quently adds authority which the physician does not have or does not
intend to use. For example, an anxious patient with a psychological dis-
order may perceive a psychiatrist only as someone who can send him to a
mental hospital. This perception may interfere seriously with the patient’s
ability to talk to a psychiatrist. It frequently happens that medical stu-
dents elicit from patients information which the more experienced pro-
fessors never hear from the patients directly. A probable factor in this is
that the patients see the students as “beginners” or “underdogs,” and cer-
tainly as powerless to affect them. The professors, on the other hand, are
seen as the powerful makers of potentially harmful decisions. Other fac-
tors no doubt enter into these relationships, such as the fact that the stu-
dents spend much more time with the patients than the teachers.

Personal Characteristics of the Physician

‘The personal characteristics of physicians lend themselves in various
ways to the misperceptions mentioned above. For example, when the
physician himself is an elderly man, the patient can more readily relate
to him as he did towards his own father. If the patient is older than the
physician, he may adopt a parental attitude towards the physician, be-
having towards him as he does towards his son. As much as any such
factor, the sex of the physician influences the responses of the patient
towards him. Patients of either sex may be inhibited from discussing cer-
tain topics with a physician of the opposite sex or may exhibit other pat-
terned responses towards a physician of the opposite sex. Other aspects of
the physician’s personal app e may also infl the patient’s be-
havior towards the physician. If 2 medical student appears on the wards
without a tie or dressed appropriately for the beach, the patient may be
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pardoned if he confuses the student with his young son and responds
accordingly.

The Physician's Behavior Towards the Patient

What the physician does influences the patient as much as what he is.
The necessary professional behavior of the physican may elicit certain
previously patterned responses on the part of the patient. For example,
the physician’s way of asking questions may quite unintentionally re-
semble closely the sweet, but all too often firm, insistence of the patient’s
mother as she questioned her litile boy when he came home from school.
In addition, unprofessional or neurotic behavior on the part of the
physician can weaken the patient’s confidence in him.

The paticnt’s observatian of the physician’s competence strengthens his
attachment to the physician, Physicians need to remember that a display
of competence must usually precede a firm attachment of the patient to
the physician, Inexperienced physicians sometimes misunderstand the
connection between the patient’s ability to ralk and his relationship with
the physician. They often believe that first they must establish and con-
solidate an ineffable “relationship” with the patient, after which the
patient will talk frecly. But this is to put first things second, at least par-
tially. The relationship of the patient and the physician is created from
the fantasies of the patent and from the constructive working together
of the patient and the physician. The patient’s fantasies, important as they
are, provide the least sub ial {found for the relationship; : 3
alone can never sustain a constructive relantonship for long, In order to
promote an effective relationship with the patient, the physician must
therefore be about his business of helping the patient. Initially this con-
sists in listening to the pauent and helping him talk. Certainly the patient
becomes able to talk more freely after he has become attached to the
physician But this attack depends upon the ph ’s ablity to
help the patient talk freely in the first place. Nothing helps the patient
talk so much as his actually talking.

‘We can summarize the influence of the physician’s personal character-
istics on the patient by saying that he (the physician) acts as 2 complex
conditional stimulus (or group of stimuli) for the patient The more
closely he resembles in his appearance and behavior the sigmificant
persons of the patient’s past life, the more he will evoke the Tesponses
they evoked. Some of the physician's resemblances to these people denve
from what he is and what he must do to carry out his work. These aspects
of himself he cannot alter to suit the patient, but must remain aware of
their possible effect Other resemblances of the physician to the significant
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persons of the patient’s past )ife may lie in what we may call the physi-
cian’s nonmedical behavior. The inappropriate and irrational ingredients
of the physician's professional behavior may ble similar behavior in
the patient’s parents, far example, and may stimulate habitual responses
1o them.

The physician needs to remember that the patient responds to him
Yoth for what he does and for what he is. If he forgets this Jast kind of
response he may think the patient’s irrational responses related to some-
thing he has done and forget that they may occur simply because the
physician reminds the patient (usually unconsciously) of important per-
sons in his past life.

Duration of the Relationship

As already mentioned, the contacts of the physician and patient over
one or many inteniews gradually strengthen the relationship between
them as the patient mcreasingly experiences the physician’s interest and
acceptance. The longer the patient experiences such interest and accept-
ance, the stronger becomes his attachment to the physician, and the more
readily he can confide and taik about formerly disturbing topics.

These conclusions are founded upon observations of the physiological
components of anxiety which accompany the discussion of particular
topics with the same and different physicians. For example, when a pa-
tient first talks about a disturbing subject with a physician, he often
shows marked signs of anxiety, such as tachycardia and tachypnea. Fur-
ther discussions of the same topic with the same physician bring a gradual
decline in anxiety, Eventually the patient can become quite comfortable
in talking about this topic with this physician If, howevet, a new physi-
cian brings up the same topic with the patient, the signs of anxiety may
return, although usuatly not to the same degree as npon the occasion of
the first discussion with the first physician.

The physician should remember that if he sees the patient every day for
an hour the patient may have become strongly attached to him at the end
of a week. I he sees the patient only for a few minutes once 2 week it may
take yeats for the development of an equal attachment. Medical students
and psychiatrists usually develop strong refationships with patients. Sev-
eral factors enter into this, mcluding the fact that they spend more time
swith their patients than do most ather groups of physicians.

As the attachment of patient and physician increases, less rational be-
havior, previously inhibited, ean abo come forward. Usually the full
unfoldment of such jrrational attitudes does not occur until a degree of
intimacy or intensity in the relationship has occurred. In earlicr phiases
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of the relationship, the participants are more likely to cast themselves in
the roles which they think the social occasion demands. These require the
best behavior of which the patient is capable and he usually shows it. The
largest strawberries are always found at the top of the basket. In later
acquaintance, both physician and patient may reveal aspects of themselves
which they initially hide from each other.

For example, if a patient has been indulged excessively by his parents,
he may come to expect such indulgence from others. In his initial con-
tacts with the physician he may act towards the physician with scemingly
realistic appraisal of the physician's professional role, his skills and his
limitations. Later, however, the patient may shed these attitudes and
reveal his underlying expectation that the physician will treat him with
indulgence as did his parents He may express this attitude by taking up
the physician’s time unnecessarily, making frequent telephone calls at
night, consulting the physician for all kinds of advice unconnected with
the physician’s chief area of expertness, and in many other ways. When
the physician does not respond 1n the manner of the patient’s parents,
strong emotional reactions may be evoked in the patient, He may become
anxious, angry, depressed, or show other emotional responses similar to
those shown 1n his childhood 1n similar situations with his parents.

Shared Experiences

Frequently the patient hives through important experiences with the
assistance of the physician. Of such a nature are operations, pregnancies
and deliveries, serious illnesses (both physical and mental), deaths, or
some acute domestic crisis. And to this list must be added confession and
acceptance, by no means the least :mportant of shared experiences The
sharing of such experiences nearly always strengthens the attachment of
the patient to the physician.

An important aspect of the above factors is that they are all in play
at the same time. This may seem to make the subject of the relation
between physician and patient intolerabl lex, but a

¥ i3 of
all the factors will in the end Jead to less complexity than attempts at
oversimplification It is unhelpful to think that the physician represents

to the patient nothmg but his father. It is equally unhelpful to forget
that the pattent’s previous experiences have influenced his attitude towards
the physicran. The present is never only a repetition of the past, nor is it
altogether new. Similarly, the physician must remember that the patient
responds to the physician both according to the stereotype (often fantastic)
he has formed of physicians and also as an individual person. He responds
to what the physician actually does and also to what he thinks the physi-
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cian ought to do. In short, the patient's behavior with the physician
mixes the past and the present, the rational and the irrational, the
physician must study all these components,

THE PATIENT'S ATYITUDE TOWARD THE PHYSICIAN

The signs of a strong attachment of the patient to the physician
differ in no way from the signs of attachment in other relationships. The
patient shows pleasure in seeing the physician and in talking to him.
He readily listens to the physician’s suggestions and cooperates in other
treatments, Such attitudes on the part of the patient greatly facilitate the
physician’s work. Unfortunately these attitudes alternate with others
or are entirely replaced by them The physician must observe the occur-
rence of attitudes in the patient towards him which may mterfere with
treatment Among such harmful attitudes are both excessive attachment
and insufficient attachment to the physician.

Excessive dttachment of the Paticnt to the Physician

An excessive attachment on the part of the patient for the physician
means an unreasonable expectation of what the physician can do The
patient clings to the physician because he believes the physician can do
everything for him, accordingly, be himself does less The physicizn can
hardly avaid disappointing the patient's fantastes with resuliant anger
and discouragement on the part of the patient. He is then further behind
than he might have been because he has done sa little for himself while
expecting the physician to do so much more than the physician could.

To avoid such difficulties, the physicran must detect the signs of
excessive attachrent as soon as passible Ameng useful clues, the physi-
cian may notice excessive eagerness on the part of the patient to talk to
him and him only, with perhaps a stubborn reluctance to cooperate with
anyone else such as other physicians or nurses. The patient may also ask
for much advice, especially on matters outside the physician's provinee,
or about which the patient should be able to make up his own mind.
Unrealistic fantasies about what the physician can accomplish may be
suggested by farture of the pauent to do as much for himself a5 he can,
although other motives can account for this also.

Insufficient Attachment of the Patient to the Physician

Sometimes the patient fails to become attached to the physician in
the usual way. Usually i such cases the patient has a deep mistrust of
other people which he has learned during previous experiences with
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other people, not necessarily but sometimes with other physicians. The
signs of such mistrust include the fatlure of the patient to talk frecly
to the physician, or to cooperate adequately in the treatments which the
physician recommends. The patient may display overt irritation, sullen-
ness or anger towards the physician.

As indicated above, lack of cooperation in treatment arises from differ-
ent motives and other factors. Excessne dependency and distrust of the
physician frequently interfere, and the physician should think of them
early. The patient may despair about his condition, and so believe treat-
ment futile. Beacuse the patient thunks the physician can do nothing,
he may not become attached to the physician since he does not associate
the physician with the hope of any rehief. This process occurs often in
patients with severe depressions and other psychoses, and in many other
patients to whem ignorance and panic bring despair about their diseases.

Suggestions for ging insuffici attach of the patient to
the physician have been deferred to the discussion in Chapter 11 of the
approach to the insoluntary pauient.

‘THE PHYSICIAN'S ATTITUDL

The physician’s attinde, even more than his behavior, has an im-
portant ifluence on his relationship with his patient, it is responsible for
success or failure 1 his part of the intersiew, that of encouraging the

patient’s sp ous flow of talk, r ing the obstacles 1n his way, and
directing him towards sigmificant topics.
Self-Study

The great importance of the physician’s attitude for the success of
interviewing (and all the practice of medicine) requires the physician to
learn all he can about himsell He should try to become as much aware
as possible of the thoughts and feelings that arise in him when he is
with, or thinking about, the patient Such self-study has several values,

By becoming more aware of his reactions to the patient, the physician
can much more effectively control unsuitable responses on his part.
For example, if he becomes aware that the patient has induced some
anxiety in him, he may manage to control the expression of such anxiety
and thus avoid further increasing the patient’s fears Sumularly, the aware-
ness of irritation, anger, or discouragement in himself may help him to
check displays of these to the patent.

The physician’s own thoughts and feelings provide useful clues to the
patient’s psychological state, The patient may induce important emotions
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cian ought to do. In short, the patient’s behavior with the physician
mixes the past and the present, the rational and the irrational, the
physician must study all these components,

THE PATIENT'S ATTITUDE TOWARD THE PHYSICIAN

The signs of a strong attachment of the patient 1o the physician
differ in no way from the signs of attach in other relationships, The
patient shows pleasure in secing the physician and in talking to him,
He readily istens to the physician’s suggestions and cooperares in other
treatments, Such actitudes on the part of the patient greadly facifitace the
physician’s work. Unfortunately these attitudes alternate with others
or are entirely veplaeed by them The physician must obserse the occur-
rence of attitudes in the pauent towards him shick may interfere with
treatment. Among such harmful attitudes are both excessive attachment
and insufficient avtachment 1o the physician,

Evxcersive Attachment of the Parient to the Physician

An excessive atiachment on the part of the panent for the physicim
means an unreasonable expectation of what the physician can do. The
patient clings to the physician because he belieses the physician can do
everything for him; accordingly, he humself does Jess. The physician can
hardly avoid disapponting the patient’s faneasics with resultant anger
and dicouragement on the part of the paticnt. He is then further behind
than he might have been berause he has done so liette for himself while
expecting the physician to do so much more than the physician conld.

To avoid such difficultics, the physican must detect the sigas of
excessive attachment as soon as possible, Among useful clucs, the physi-
cian roay notice excessive eagerness on the part of the patient to alk 1o
him and him only, with perhaps a stubborn reductance to cooperate with
anyone clse such as other physicians or nurses The patient may also ask
for much advice, especially on matters outside the physician's province,
or about which the patient shauld be able t¢ make up his awn mind.
Unrealistic fantasies about what the physician can accomplish may be
suggested by failure of the patient to do as much for himself as he cam,
although other motives can account for this also,

Insufficient Attachment of the Potient to the Physician

Sometimes the patient fails to become attached to the physician in
the wsual way. Usnally i such cases the patient has a deep mistrst of
other people whick Bie has learned during previous experiences with
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search into his own attitudes, secking to reinforce helpful ones and
expunge harmful oncs.

Desirable Characteristics of the Physician

The appropriate attitude for promoting intervicws inc}udes several
desirable ingredients. We take for granted that the physician brings to
each mteniew dignity, graci and good But in additi
shilful interviewing requires also that the physician have and show inter-
est, acceptance, warmth, and flexibility.

The artitude of the physician is never comveyed in a direct verbal
statement, It does not help for the physician to say something hike: “You
can trust me. I am interested in you and am for you.” Many patients have
come to distrust words as expressions of attitudes. They judge the
physician by his behavior so he might as well spare himself the awlward
silence which might greet any such remarks as those of the above example.
What he cannot say in words he must show nstead in his actions,

Interest

The interest of the physician in the patient encourages the patient
to talk. It tells him he 15 talking to someone who wants to help. And
nterest in the patient can be feigned only with difficulty and risk.
Patients can wsually distinguish 2 physician who is genuinely interested
1n them from one who appears interested because he wishes to give that
impression, Fortunately, few physicians need to simulate, because most
are genuinely interested in their patients. The interest springs from a
wish to ease suffering and from curiosity about disease. Some physicians
restrain the expression of an interest in their patients as persons, be-
lieving this to be an unprofessional intrusion into the affairs of the
patient On the contrary, 1f the physician expresses his interest in a pro-
fessional manner, he has few greater assets for helping his patients,

The physican’s interest in the patient tells the patient that the
physician 1s trying to understand him That the physician tries to under-
stand sometimes means more to the patient than whether he succeeds.
For all good physicians know, and most patients sense, that medical
understanding of human 1lls remains quite imperfect. The pattent knows
that the physician will help him with what understanding he does have,
and part of the patient’s response to the physician’s interest derives from
the hope of relief brought by expert knowledge and skills But the patient
knows little or nothing of pathology or the science of medicine, and he
can only respond in a general and expectant way to the kind of under-
standing based on expert knowledge and training
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in the physician in two ways. First, he may influence the physician
through emotional resonance, Eseryone tends to affect the people around
him and induce in them the moods and emotions which he has. So if the
physician finds himself fecling ansious or depressed, he may use this
as a hint of the presence of the same condition in the patient,

Secondly, the patient’s behavior towards the physician may induce
reactions in the physician, A paticnt may appear to answer inquiries
cooperatively, but his manner may communicate irritability and anger
towards the physician. The latter may find himself becoming increasingly
tense as the interview continues. If the physician studies his own feelings
in the presence of the patient he may obuin important clues to the
patient’s mothations and adaptations To give further examples, if the
physician finds lumself made anxious by the patient, he should consider
the possibility that the patient is, perhaps unconsciously, trying to
frighten him. Or if the physician finds himself strongly moved to offer
a great deal of reassurance and sympathy to the patient, be should
consider whether the patient is not nnusually eager for such reassurance
and sympathy.

‘Thirdly, the physician will find that his observations of the effect of the
patient on him are extremely valuable as an index of the effect the patient
has on other people 1f he annoys the physician or extracts much sym-
pathy from him, he is probably affecting other people in the same way.
Such observations may provide clues to impottant aspects of the patient’s
psychological functioning. The physician cannot assume that the
patient’s behavior towards him exactly duplicates his behavior with
other people; cveryone behaves somewhat differently with each other
person Nevertheless, behavior tends to form patterns, so that much of
what the patient shows the physician pertains to his behavior with other
petsous.

The physician should alse study his thaughts and emotions with differ-
ent patieats for what they tell him about himself. When he makes
inferences about the patient’s psychological state from observations of
his own, he should always consider to what extent factors in his own
personality or current stresses in his Yfe may have induced the feelings
he observes in himsclf. He should not mistake tension arising from other
preoccupations with that induced by the patient’s anxiety or other
behavior.

Also, the physician should become as much aware as he can of the
complex motivations (never single) which enter into his relations with
different patients and colleagues. He should conduct a continuing re-
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temporarily infected him. Thus, if the patient's anxiety or depression
make the physician anxious or depressed, the physician should try to
avoid communicating this to the patient. Some patients may become
alarmed by the knowledge that their emotions have alfected the physi-
cian. They think that this proves they are “bad” or destructive.

The physician must Jearn to conceal any moral judgments he may have
about the attitudes or behavior of the patient. He will be most successful
in this if he looks upon all behavior as having a meaning and serving
a purpose for the patient. He will be unsuccessful if he considers only its
effect on those arcund the patient or on society. Such an approach does not
necessarily imply approval of all the patient’s attitudes and behavior, but
rather a complete acceptance of the paticnt notwithstanding them. With-
out this prevailing tolerance, sooner or later suggestions of moral judg-
ment will infiltrate the manner and remarks of the physician. The
physician’s judgmental thoughts will be conveyed in subtle ways to the
patient and will deter the patient from further revelations of his [eelings
The physician should be moral, but not a meralist.

Many patients fear that another person may not accept them because
of their hostile thoughts and attitudes about persons towards whom they
hase been expected to have only loving thoughts and attitudes The ac-
ceptance of the patient, ¢ 1 by the physician’s manner and
remarks, can aid in drawing out the expression of his emotions If the
physician asks with a smile: “Did that make you mad?” the patient will
usually admit being angry if he was. But if, as the physician asks this
same question, his face appears forbidding or criucal, the patient may
say: “No, that didn't make me mad. That didn't bother me at all. I
never gave it another thought.”

The physician should show his acceptance of the patient by phrasing
his questions tactfully at all times, Similarly he must, at least initially,
accept the patient’s own evaluation of his experiences. If the patient
says people are reading his mind, the physician may wish to say: “Are
you sure they are reading your mind?” or “Why do you say a thing hike
that?” More tactful questions would be *Why should they read your
mind?” and “Who are they?”

The physician should always convey to the patient an assumption that
the patient 15 trying to be objecuve He knows that the patient will
xa.rely succeed in this. “The nearest we can come to being impartial,”
said G. K. Chesterton, “is to admit that we are partial” But few persons
can do this. Nearly everyone prefers to insist that he is unbiased. The
;':h_yfician should not challenge this assumption in the patient, at least
initiaily. He should remember that people tend to develop the qualities
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Yet the paticnt responds also to the physician's interest as an expression
of a different Kind of understanding, that of any human being who
shows kind interest i the suffering of another and trics to care for him.
Even the simplest and perhaps stumbling cfforts of the physician 10 cnter
the patient's world and come to hnow something of what he experiences
kindle the patient's affection. No one can ever acwually share the cxperi-
ences of another person; but the effort to do so always brings one person
closer to another. The ability to make’this effort can itself become a kind
of expertness Leeause it draws the patient closer to the physician and
so emables him to talk more freely and cooperate more fully in the
treatment, This abulity has little connection with the ather kind of
understanding which comes with expert knowledge. Anyone who watchies
the success of inexpert, phusticated medical stud in gaining the
friendstup and trust of their patients can have no doubt about this.
Knowledge can icad to healing; kindness is healing itself.

Complete Acceptance of The Patient

The patient will reveal his inner feelings only to someone who, he
feels, accepts him unconditionally. The patient’s suffering drives him to
seck help by talking about his symptoms and diffienlties to the physician.
With respect to physical symptoms, the patient can usually tatk {reely.
But often he will wish to conceal his psychological symptoms because these
usually include feelings, attitudes, and activities of which he is ashamed.
Previous experiences have too often taught him that confidences can be
turned against him. Consequently, the patient’s wish to confide often
conflicts with his fear that to do so may bring pain. He wonders if the
physician will treat him the way other persons have done. From this
arises the need for the physician to have and show complete acceptance
of the patsent whatever he may say.

The physician natarally reacts emotionally to many things the patient
says Some of the patient’s statements may arouse in him feelings of
disgust, anxicty, embarrassment, sorrow, or other emational states. n
would be asking the impossible, and also the undesitable, to expect the
physician never 1o show such feelings. But he should sirive 10 become
aware of his reactions 10 what the patient says. Then he shonld gradually
try 1o bring under control those emotions which can interfere with the
patient’s ability to talk He should not, for example, allow what the
patient says to evoke expressions of anger, surprise, or disgust as these
will surely deter the patient from further confidences. He may laugh with
the patient, but never at him Nor should he permit, if e can help it,
the expression of negative emotions with which the patient may have
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but the attitude of the physician towards the patient cannot. Nothing
can substitute for a friendly attitude towards the patient,

The physician may, howeser, vary the amount of warmth he shows
according to the circumstances. Some patients nced more encouragement
than others. Yet the physician need never sympathize sentimentally with
the patient in his misfortune, Wise patients will prize understanding
more highly than sympathy; and sympathy will only corrupt the foolish
ones, Nor should the physician identify himself completely with the
patient so that he comes to believe and say to lumself: “Anyone would
have become sick if he had gone through what you did.” If the physician
hegins to lose his objectivity, he may also lose his ability to help the
patient. His task is to understand the paticnt’s reactions without neces-
sarily believing that they are the only possible reactions to the situation
the pauent is in. The patient must have a physician who believes he
(the patient) did the best he could at the time; he also needs a physician
who is aware of alternative, and possibly better, methods of handling
problems

‘When the physi tries to ¢ greater friendliness and
warnith to the patient, he should ber possible ing:
of his gestures by the patient. Thus he may think it helpful and it some-
times is, to touch a patient or use the patient's given name. But
some patients may interpret the physician’s physical contact as a sexual
advance, others may construe his use of their given names as belittling
them or treating them like chuldren who are called by their first names,
A knowledge of different cultures and a tactful sense of the immediate
situation will assist the physician to do what is helpful more than tech-
nical rules,

Flexibility

THE SELECTION or ToP1cs. This book will emphasize many times the need
for flexibility. Efforts to compress the interview 1mto a rigid pattern in-
evitably lessen the patient’s freedom to talk, In fact, the physician can
sometimes obtain good results 1f he follows no outline whatever and
merely keeps in mund the general goal of Lnowing as much as he can
about the patient’s illness and about the patient as a person, Usually,
hawever, the physician will follow some outline in its broad headings.
Certain basic facts of the present illness he must obtain These usually
the patient gives to him agreeably as he asks for them, But beyond such
basic facts lie many other matters which the patient needs to talk about
and the physician needs to listen to. Here the physician should let the
patient run much more freely. If he does this and offers gentle guidance
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which others attribute to them. So the assumption by the physician of the
patient’s objectivity tends to make the patient strive to be more objective,

THE VALUE OF THE PATIENT'S EXPERILNCES FOR MIM. Acceptance of the pa-
ticnt means also the attempt to understand the value for the patient of
all the experiences he has had or wants to have. A narrow range in the
experience of the physician may constrict his sympathies for experiences
impartant to othicr people. Some physicians can compensate for their own
timited range of esperiences by recognizing the value to others of those
experiences they have missed themsclves. Other physicians seem unable
ta do this and thus deprive some of their patients of the opportunities for
talking which they need, For example, 2 physician who has had no re-
ligious experiences himself may become bored when the patent tries to
discuss his religious cantlicts, or may devalue the patient’s religious experi-
ences, or seek to “explan’ them Such an anitede removes his usefulness
to the patient for discuswing this topic, The desired attitude has nothing
to do with whether the physician 13 himsell outwardly religious. The
atheist may better understand the meaning of 2 religious experience 10
the patient than a firm believer. What counts is the ability to appreciate
the meaning of the patient’s experiences for him.

Woarmth and Empathy

From the rec dation of compl, ptance of the patient it
should not be thought that the ideal attitude is one of judicial aloofness.
The physician should have and show empathy, which is the ability to
feel what another person is feeling. The patient should be helped to
feel that his reactions are natural under the orcumstances, even if they
have not been entirely sansfactory for himself or others.

One can hardly exaggerate the impartance for @ successful interview
of the physician's communication of friendly feelings for the patient. No
one can say that a particular form of interviewing surpasses others. A
kindly, warmhearted physician can use an apparently crude question
and answer method while developing an extremely strong and thera-
peutic relationship with his patient. Conversely, an insensitive, aloof
physician may use a more “modern” nondirective, nonguestioning tech-
nique of interviewing and annoy the pasient be.yond endurance. Inter-
viewing, althongh this should hardly need stating, cannot be learned
from a book, but only from persanal experience. A book can say what
should be done; unfortunately, it can tell Jitde about how or when
to do it. Personal experience does teach this :md. teac{x{s alsg that the
method of interviewing can vary widely without impairing the results;




THE PIIYSICIAN-PATIENT RELATIONSHIP 19

but the attitude of the physician towards the patient cannot. Nothing
can substitute for a friendly attitude towards the patient.

The physician may, however, vary the amount of warmth he shows
according to the circumstances Some paticnts need more encouragement
than others. Yet the physician need never sympathize sentimentally with
the patient in his misfortune, Wisc patients will prize understanding
more highly than sympathy; and sympathy will only corrupt the foolish
ones. Nor should the physician identify himself completely with the
patient so that he comes to believe and say to himself: “Anyone would
have become sick if he had gone through what you did.” If the physician
begins to lose his objectivity, he may also lose his ability to help the
patient. His task 1s to understand the paticnt's reactions without neces-
sarily believing that they are the only possible reactions to the situation
the patient is 1in The patient must have a physician who believes he
(the patient) did the best he could at the time; he also needs a physician
who is aware of alternative, and possibly better, methods of handling
problems

When the physician tries to communicate greater friendliness and
warmth to the patient, he should r ber possible mi di
of his gestures by the patient. Thus he may think 1t helpful and it some-
times is, to touch a patent or use the patient's given name. But
some patients may interpret the physician’s physical contact as 2 sexual
advance, others may construe his use of their given names as belittling
them or treating them like chuldren who are called by their first names.
A knowledge of dufferent cultures and a tactful sense of the immediate
situation will assist the physiaan to do what is helpful more than tech-
nical rules.

Flexibility

THE SELECTION or Torics. This book will emphasize many times the need
for flexibility Efforts to compress the interview into a rigid pattern in-
evitably lessen the patient’s freedom to talk. In fact, the physician can
sometimes obtain good results 1f he follows no outline whatever and
merely keeps m mind the general goal of knowing as much as he can
about the patient’s illness and about the patient as a person. Usually,
however, the physician will follow some outline 1n 1ts broad headings.
Certain basic facts of the present illness he must obtain. These usually
the patient gives to him agreeably as he asks for them But beyond such
basic facts lie many other matters which the patient needs to talk about
and the physician needs to listen to Here the physician should let the
patient run much more freely. If he does this and offers gentle guidance
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only, he will eventually learn everything he needs to know. On the other
hand, it he forces the patient to 1alk in a certain order or way, he may
hear only conventional and unrevealing fragments. He may get pieces
of paper torn from a book instead of a whole volume.

It, during any interview, the patient becomes extremely anvious or
confused, the physician may often give him time to relax by inquiting
in more detail than usual about neutral matters. Thus even more than
the necessary amount of time can be spent in the description of the
patient’s physical symptoms or the exact nature of his work. If the con-
versation happens to light upon a topic about which the patient talks
with more ease, such as a hobby, the physician may linger with it until
the patient relaxes further. Then he may again approach other more
difficult subjects.

THE PHYSICIAN'S RESPONSES. The flexibility of the physician has natural
limits, He need not assume roles or feclings other than those which come
naturaily. However, he may, within the limits of his own moad, vary his
emotianal responses to the patient according to the patient's condition,
To an anxious patient, the physician should offer firra reassurance. To a
depressed patient, the physician should show quiet optimism, but not
exuberant cheerfulness. If the patient is angry or suspicious, the physician
should be {riendly, but not ingratiating or defensive.

One can be rather sure that a jocular mood is always out of place in 2
professional consultation A sense of humor can relieve some of the
anxieties of the practice of medicine. But its inappropriate exhibition 1o
the pauent ean prove harmful. For example, 1f things afterwards turn
out badly, the patient may understandably reproach the physician with
taking grave matters too lightly.

THE USE OF £.ANGUAGE. The physician must show flexibility by suiting his
language to the patient’s comprehension. He should prefer simple every-
day words like “mad,” “angry,” and “help” to technical terms such as
“hostile,” “dependency,” and “security.” The use of strange technical
words may startle the patient out of his flow and start him ruminating
about what the physician means by such words. The physician should
note the patient’s expressions for common emotions, physical organs,
symptoms, ond ilnesses Then, when he understands the sense in which
the patient uses these terms, he should employ them himself in his re-
marks to the patient. If he does not use terms which have the same mean-
ing for him and the patient, confusion may result.

The choice of language should be governed by the goal of achieving
maximal communication with the patient This requires that the Janguage
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in which the two communicate be as natural as possible for both par-
ticipants, not just for ane of them, There should be no need to translate
“fourletter words” into polite English if the patient uses such words
first. On the other hand, the physician should not necessarily use such
words if the patient does not. The physician should not adopt the
accent or language of a slang or dialect in order to promote rapport by
a show of fellonship. The patient will often detect such artificial
maneusers and may resent them as patronizing to him.
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PROCEDURES AND PROCESSES
O MEDICAL INTERVIEWING

The physician can influence his relationship with his patients by
attention 1o certain practical aspects of the interviews and to cerin
processes common 1o all or most medical interviews, The importance of
these pracedures and processes merits their discussion here before the
following chapters deseribe details of the data to be collected and the
techniques for collecting them.

ARRANGING THE INTERVIEW

In planning and conducting interviews, the physician should always
consider the convenience and comfort of the patient. Even before they
meet, physictan and patient may have falked on the telephone. The
physician then can demonstrate his interest in the patient by the atten-
tion he gives to the patient’s preliminary of his
and by arranging for a full interview. These arrangements should include
a time comvenient for the patient and explicit directions to the patient
for reaching the clinic or office of the physician

‘The physician should arrange for privacy during the interview, and
keep the period as free as possible from interruptions or other distrac-
tions. Privacy in the conduct of an interview ot a ward may tequire
special efforts. Nevertheless, some degree of privacy can usually be
arranged. Many patients on wards are well enough to be taken to a
small side toom. Others can be surrounded by screens which provide
some break against the escape of sound. Sometimes the general hubbub
of the ward provides a noise which masks the sounds of the interview.
Patients often think that other patients have more interest in their

2
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personal affairs than they do, and we should respect their uneasiness on
this matter. A patient may find talking to the physician difficule enough;
he may find talking in a room [ull of other strange and possibly curious
persons quite impossible. The clinic and office meet requirements of
privacy more readily. Here the physician should concern humself more
with the prevention of interruptions and with allowing himsell adequate
time for the needs of the interview.

It may be helpful for the physician to arrange the seating in the room
so that the patient and he can easily see each other’s faces, but do not
have to do so. Many shy patients talk much more readily when not being
stared at. The patient should not have to look into the bright light of
a window or lamps.

One of the principal advantages of the physician in the eyes of his
patient 1s that he is more detached from the patient’s illness than mem-
bers of the patient’s family. So the patient often feels a freedom in talking
wheh is unusual and welcome to him, If then the physican invites or
permits 2 member of the family to be present during the interview, the
situation ceases to be umique The interview can become too readily a
repetition of famihar exchanges which the patient has already had with
the relauve in question Relatives will often crowd themselves into the
physician’s office under one or another pretext, most often that the
patient lacks thetr own superior clarity of expression in explaining his
difficulies The physician must usually resist such intrusions gently, but
if need be, also firmly. And this applies even when the interview seems
Iikely to be confined to the patient’s physical symptoms. The physictan
cannot prediet what reticence the pauent may have about physical
symptoms, or when he may be ready to make one of those useful digressions
into his personal life which the physician should always seek to en-
courage.

Some exceptions to the above rule occur. Sometimes small children
become restless away from a parent. However, parents should not be
permitted to intrude simply because the patient 1s a child, Also with
some elderly pauents, some psychotic patents, or patients speaking a
foregn language only, the physician may need a relative to help him
communicate with the patient.

When a physician excludes a patient’s relative from an interview, he
should tell the relatnve that he will perhaps see him later. Assuming
the patient agrees to this during the interview, the physician can then talk
with the relative after he has talked to the patient. Further remarks on
talking with relatives have been made in Chapter 12,

The physician should always note the circumstances of the patient’s
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arrisal at the office. These often provide important clucs to significa
attitudes on the part of the patient tawards his illness and towards me:
bers of the family. Thus the physician should note whether the patie
telepliones or writes himself to make his appoinument or whether som
one else docs this for him. Simitarly one should note whether the patie
comes alone o with a relative. Excessive dependency may aften be fi
and best demonstrated by the manner of the patient’s coming for medie
examinations and treatment

STARTING THE INTERVIEW

At the beginning of any interview, the initiative lies with the phys
cian He should introduce himnself and then, if the interview tales plac
in an office, he should lead the patient to the office and indicate
comfortable chair for the patient. If the interview takes place in
hospital, alter the introductaon the physician should arrange himse
and the patient so that both can talk comfortably witheut straining t
see or hear each other.

1 the patient has been referred by a colleague, a few sentences Wil
serve to inform the patient that the physician is already acquainted witl
his case but wishes to hear more, The physician may say, for example
“I'm Dr. Smith. Dr. Jones has told me a little of your sympioms ane
ashed me to see you, but 1'd Like 1o fiear about them from you directly.

I{ the patient has referred himself, the physician may simply say: “Tel
me abont your 1liness (problem).” “Why have you come to see me?” “Wi
did Dr. Jones send you to me?” “What brought you to the hospital?
or *Tell me what brings you here” Often such remarks will start the
patient talking. Sometimes he may appear puzzled and need more direc
tion, The physician could then say, “You must have been feeling bad
or you wounld not have come 10 see me, so tell me about your symptoms
and also about yoursell ” The last phrase indicates to the patient whose
complaints are physical that the physiaan is interested in the person
who has these complaints. Thus a remark of this sort early 1n the inter-
view helps to prepare the patient far a comprehensive study, 3 ’
it encourages the patient to talk spontanecusly about everything which
comes to his mind without fear of boring or imvitating the physician.

Certain opening moves by the physician should be avoided. For ex-
ample, the physician should not open the comersation with: “1What's
wrong with you?" or with “What is the maiter with you?” The informa-
tion he sechs with such questions fs certainly important, but the timing
and the phrasing are incorrect. At the beginuing of an interview, the
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patient is far from ready to say what he thinks is wrong with himself. He
wants to tell about his symptoms and start the treatment. He has come to
the physician to find out what is wrong. Apart from this the relerence to
“something wrong” carries connotations of inadequacy and even moral
defect. The patient may think he is being judged and condemned for
being ill. Furthermore, the examples above may promote in the mind
of the patient the notion that there is some one thing wrong, the correc-
tion of which will bring health. Patients commonly entertain such ideas
of a single cause. The physician often works hard to get them to think
of multiple causes and processes rather than single causes and anatomical
defects. Nothing is gamed by using language which encourages the
patient’s original line of thought.

Putting the Patient at Ease

The patient’s predicament at the beginning of the interview must be
Lept in mind. He is ill and usually docs not know in what way or how
seriously, Ignorance augments his fears, and fears further disturb his
mental and physical funcuoning, In this state he is obliged to meet an-
other person, more often than not for the first time, and provide that
other person not only with a coherent account of his own symptoms,
but with a great many other details, many of them highly intimate, of his
past and present ife To make matters worse, the patient often cannot
see the relevance of most of this detail to his current suffering, The
physician himself often does not know which details will eventually be-
come relevant and which will have to be discarded.

1f the interview takes place in a hospital, the patient’s anxiety and con-
fusion may already have been compounded by his contacts with a large
number of entircly strange people who pass busily back and forth across
his view, and who seemingly never stop unless to ask him 2 question or
give him an instruction.

In the absence of any physical emergency, the physician should attend
first to the emergency of the patient's imtial anxiety brought about by
the circumstances described above This anxiety is most readily reduced
by the simple presence of the physician who, by his interest in the patient,
offers the prospect of relief. The patient's anxiety usually soon recedes
as he becomes absorbed in telling hus story.

Sometimes the physician's presence and interest in hearing the history
is not enough by itself Then the physician may need to make other
moves to Teduce the patient’s anxiety before the interview can proceed
satisfactorily. If the pattent shows marked anxiety, the physician should
sometimes ask the patient about this directly. He can say, for example,
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“You seem very upset about something. Can you tell me what it is”
Marc often the patient shows a lesser degree of anviety which interleres
with the merview, without Dlocking it entirely. The physician should
atways give the patient plenty of time to get used to talking to him
before he pushes the interview into personal matters, The patient can
often be put at ease by prolonging the Tuctory ities, perhaps
with a cansversation about muwal acquaintances, The physician should
help the patient to relsx by sustaining the conversation himsclf and
asking ions about the symy and the patient’s current life. A
markedly anvious patient should nat be expected to talk fluently or to
bear responsibility for filling silences in the conversation The physician
should keep the imtmtive ana fill the silences with tus questions, The
patient then doces not fect pressed 10 speak because the physician s already
speaking So extensne questionng, which might later be avoided as inter-
fering with the patient’s spomtaneity, may in this simation tany the
patient along uniil he can regamn his composure and freedom to speak
castly. Questioning designed to reheve anviety should be directed away
from the sources of the anxiety into some neutral area such as, for
example, the details of the patrent’s job,

PHASES OF HISTORY-TARING

An interview or series of interviews forming part of an examination
ordinarily shows several phases somewhat divided from each other by a

difference in topics di 1, by < seillingness on the part of the
patient to tlk, and hence also by different needs for activity by the
physician.

At the beginning of the first interview, both physician and patient wish
to discuss the chicf complaints and the dewils of the present iliness. The
patient may have some anxiety about these subjects, but nesertheless
wishes 1o talk of them With little activity from the physician, the
patient will usually give an account of his current symptoms or roubles
as he sces them. In this phase of the {oterview, the physician should
Jisten with as few interruptions as passible. For the most part he should
yestramn curiosity about details in favor «f preserving the patient's spon-
taneity. He cannot expect to understand everything, but can make
mental or wntten notes of questions to which he may return later.

In the next phase of the interview, the physician wishes to Jearn more
details of the present illness, in arder ta obtain a clearer understanding
of the main symptoms and any assaciated disturbances. He also wishes
to undesstand the environment in which they have occurred. During
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this phase the physician may also find it convenient to review the patient’s
past health, including a survey of the health and functioning of his
diflerent physical organs. So at this point the physician necessarily ques-
tions the patient more fully. The patient often docs not understand
the reasons for this questioning, but he usually follows the physician's
leads. The topics discussed are relatively free of anxiety for him.

In the next phase, the physician may ask the patient to tell him
something of his family background. The physician may need 1o ask ques-
tions in thus area also, in order to give the patient leads about the specific
information he wants The patient can usually talk most easily about the
physical health of the members of his family. After this, he may be
led to talk about the personalities of these people. Finally, through
transiti he may be encouraged to talk about his experiences and
relationships with them. This forms part of the personal history and the
topic may provide a good channel nto it.

In the final phase, the physician wishes to explore the personal history
and the specific psychological problems of the patient which may con-
tribute to the total disability. Then he should try to stop questioning
and again draw out the patient’s spontancous remarks. Often he can do
this casily, for many people like to tell the story of their lves to some-
one who is interested Nearly always, however, the story eventually
reaches people and events which are still associated with painful feelings
and then the patient may become less eager and often positively reluctant
to talk about these subjects So here he will again need the active help
of the physician Frequently the physician must explain to the patient
the reasons for talking about these painful subjects

These common phases of interviews have not been mentioned with
the intention of insisting that every interview will or must follow the
same pattern. Here, as always, the principle of flexibility should super-
sede any formal outline of procedure. Many times the physician will
find opportunitics to pass from the present illness directly into a dis-
cussion of the personal history. The family history may then come later
and the details of the patient’s current hfe sttuation conclude the survey.
The physician should expect variations in the patient’s ease of talking
and his own activity should show responsive variations Some patients,
for example, will tall easily about themselves and with difficulty about
their families. Other patients will be quite garrulous about their families
and reticent about their own feelings

"The various topics of the history may be discussed in one interview, or
only completed after many interviews. It is unusual to complete a history
and evaluation of a disorder in one interview, although the astempt
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“You scem very upsct about something. Can you tell me what it i2"
More often the patient shows a lesser degree of anxiety which interferes
with the interview, without blocking it entitely. The physician should
always give the patient plenty of time to get used to talking to him
before e pushes the interview into personal matters. The patient an
often be put at case by prolonging the i uctory ities, perhaps
with a conversation about sutual acquaintances. The physician should
help the patient to relax by sustaining the comersation himself and
asking questions about the symptoms and the panent’s current hfe. A
markedly auxious patient should not be expected 1o talk fluently or to
i ==~ eacnnnsibility for filling silences in the conversation. The phliysician

. T oM ha cilences with his questions. The
. * Te e qlready
speaking 50 extensnt yuc.., N s inter-
fering with the patient’s spontaneity, may m uns .. rry the

patient along until he can regain his composure and freedom 1o speak
casily. Quesuoning designed to rehieve ansiety should be directed away
from 1he sources of the anxicty into some neutral area such as, for
example, the detasls of the pauent's job.

PHASES OF HISTORY-TAKING

An mterview or series of interviews forming part of an cxamination
ordinarily shows several phases somewhat divided from each other by 2
difference 1n topics discussed, by different willingness on the part of the
patient to talk, and hence also by different needs for activity by the
physican,

At the beginning of the fist interview, both physician and patient wish
to discuss the chief complaints and the deails of the present iliness. The
patient may have somie auxiety about these subjects, but nevertheless
wishes to talk of them. Wath little actwity from the physician, the
patient will usually gise an account of hus current symptoms or troubles
as he sces them, In this phase of the interview, the physician should
listent with as few interruptions as possshle. For the most part he should
restrain curiosity about details in favor of preserving the patient’s spon-
taneity. He cannot expect to understand everything, but can make
mental or written notes of questions to which he may return later.

In the next phase of the interview, the physician wishes to learn more
details of the present 1liness, in order to obtain a clearer understanding
of the main symptoms and any associated disturbances. He also wishes
o understand the environment in which they have occurred. During
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is needed, the patient and physician should usually arrange to mect again.
Occasionally, when the patient has a strong wish to talk, a longer inter-
view of two or more liours may be helplul, but such lengthy interviews
are not usually needed for the initial examination of a patient.

As the physician should avoid interviews which are too lengthy, so he
should not cut them too short. As mentioned later in Chapter 8 in con-
nection with encouraging the patient to express his emotions, the patient
always needs some time in which to relax so he can talk freely. Usually,
he talks much more freely in the last fifteen minutes of an interview
than in the first fifteen minutes, In a truncated interview lasting only ten
or fifteen minutes, he may never reach the point of talking as {reely as
he should. Nevertheless, brief interviews may be helpful sometimes and
they should not be discarded simply because longer ones are infeasible.

For all the at ioncd reasons, tl it g ly hapy
that effective interviews last sometime between half an hour and an
hour.

The physician should give whatever time a thorough history requires.
But he is not required to give all this time in the inutial interview. This
is rarely possible. All the relevant historical data can rarely emerge in
the hour or so likely to be allotted to a preliminary examination, The
physician should therclore do what he can in the first interview and
continue the work 1n succeeding ones. It is often possible to form a pre-
liminary opinion of the patient's disorder at the first interview. Upon
the basis of thus, some tests or some preliminary treatments may be pro-
posed. When the patient returns for the tests or treatments, the physician
can interview him cach tume, and each time can somewhat extend his
acquaintance with the patient and understanding of him.

Or the physician at the 1nitial interview may propose further inter-
views to the patient. He may say to the pauent: “There seems to be a
lot more to go into which we cannot do today. Suppose we arrange
another time (or several more times) when we can talk about these
things further,”

For history-taking interviews when there is no urgency, there are
some advantages to meeting at about weekly intervals. The lapse of a
week nearly always brings something new for the patient to talk about,
and from talking about the seemingly small events of the week, the
patient often learns to connect symptoms and life situations. When the
physician talks with the patient more often, less has happened between
visits, and so the interviews may lack matersal from the patient’s current
life. Such material is particularly valuable for exposing fluctuations in

and their relati ips to stresses,
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must sometimes be made. Usually several and perhaps up to six or ten
interviews will be required, But the actual time spent is not so important
as the skills used and the results obtained, Here also, the different abilities
of patients to reveal themselves influence results as much as the apti-
tude and the experience of the physician. But he needs these qualities
in making smooth and unnoticed the transition from one topic to an-
other, so that, for example, the patient will start talking abont his
personal life instcad of his symptoms without being aware of the change
of subject.

The physician needs skill for every aspect of history-taking and inter-
viewing, but more for some than others. Because the patient wishes to
talk about his major symptoms and has little or ne anxiety in doing so,
he willingly shares the task of making this part of the history-tabing
rmenceful In contrast, the sensitivities and easily aroused anxieties of the

© T % -~ personal

. © uncover

and bring into the open essential daty Winvus sma... O patient’s

discomfort excessively and certainly without threatening the patient's
attachment to him.

DURATION, NUMBER, AND FREQUENCY OF
INTERVIEWS

Several factors limit the duration of interviews. The time which
the physician has available naturally influences the duration. Sa does the
willingness of the patient to talk. If a patient shows signs of being restless

1*-ameisGad with the course of an interview, it may be wiser to break
RSN 1

self {other than his symptoms), LELOMILY trese few

even before the physician sees him again. So when the physician ap-
proaches the patient a second time, he may be surprised to find the
patient much more eager to talk than he was at first.

The physician must always remember that talking about personal
problems evokes the emotions which were originally associated with the
people and events discussed. Strong emotional states are always more
tiring than weaker ones The associated muscle tension of strong emo-
tions can cause considerable fatigue. An hour of history-taking about a
physical illness may be less fatiguing than ten minutes spent in reliving
some traumatic event of the past. For this reason, few interviews should
last longer than an hour, or an hour and a half. If more time than this
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else you particularly wanted to mention before we stop.” Upon this the
patient may talk a liutle further, although usually taking the physi-
cian’s hint that the intenview is to end.

At the end of an interview a patient may wish to express some anxiety-
Iaden thought which he had previously inhibited. It is as if a balance
between inhibition and expression is finally broken as the patient sees the
end of the interview approaching and decides he will risk the dangers of
resealing his anxiety. At this point, however, he may still hesitate while
looking towards the exit, Because such reserved items are specially charged
with anxiety, the physician should help the patient to verbalize them.
Useful remarks to encourage this are: “Is there anything else you would
like to tcll me?” and “Is there anything else I should know about you?”
Sometimes the physician can helpfully say: "You look as if you had
something else on your mind. Let's take a [ew minutes to hear about
that.” Then the patient will nearly alwayy tell this special fear and the
interview can enil

The physician can usually distinguish these special fears reserved for
the end of the nterview from the holding mancuvers of loquacious
patients who will not let the physician go. The inhibited fears usually
require the physicians’ active encouragement before they are expressed;
the merely garrulous paucnt often requires rather firm discouragement
before the interview can end

The physician should usually give the patient a chance to ask any
questions he may have. For example, he can say: “I know I've asked you
a lot of questions. Perhaps you have some you'd like to ask me.” To this
the patient may reply with some questions which also tell the physician
more about the patient The patient's questions reveal arcas of confusion,
conflict, or anxiety for him The physician should not, however, use
the patient’s questions enly for his own information. He should answer
the questions considerately and with all possible accuracy, although there
may be some he cannot answer.

Many patients hesitate to open themselves freely to physicians in a
first interview. They need time to evaluate the physician's trustworthiiness
and also often to consider the relevance of the many personal matters
he may inquire about. For such patients the following technique often
proves useful. At the miual interview the physician carries the patient
into the territory of Ins emotions and life situation as far as the patient
can comfortably go. If appropriate, the physician can throw out for the
patient’s consideration some suggested correlations {based on inferences
fl:Om the data) between the patient’s symptoms, emotions, and life situa.
tion. These suggestions the paticnt [requently rejects as quite jrrelevant,
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Morcover, frequent interviews tend to make the patient more de.
pendent upon the physician. Like everyone, patients generally have
expectations of anothier person in accordance with the amount of time
they spend with that person, The more time they spend with the physi-
cian, the more they think he is interested in them, and the more they
tend 10 expect him to do for them.

At times, however, more frequent interviews are desirable, When the
patient has a great deal of material from his past or present Jife which
presses for expression, the physician may see him every day for a few
days. Then, when the pressure diminishes, the interviews can be spaced
further apart. Also, if the patient secms markedly anxious and in need
of much support, daily interviews may be needed. But this would be a
requirement of psychotherapy, not of histary-taking.

ENDING THE INTERVIEW

Interviews should not end abruptly. The patient’s need to express
himself fully should be respected. He should not be cut off bluntly in the
middle of some important recital. In the first place, this is plainly rude,
and indicates Jack of interest on the part of the physician. Secondly,
the patient may leave the office 1n an emotionally disturbed state. If the
patient has been much agitated or angry about what he was saying, the
disturbance may distract him sufficiently 10 make 1t dangerous for him
to drive a car ar walk in waffic. Therefore, no patiemt should be allowed
to leave an office in a markedly disturbed condition. There are two
alternative courses for preventing this. If the physician has ume, he can
allaw the patient to talk himself out until the patient has relaxed again,
and then he can terminate the interview But a busy physicran has other
demands on his time, and cannot always hear the patjent through a long
account. Therefore he should warn the patient about fne minutes
before he must close the interview. He can say something like: “I can
see this subject s extremely important to you, and think we are going
ta have 1o go into it a lot more. Unfortunately, ¥ only have about five
minutes mare which I can spend with you today, so we may have to
1eave some of it.” With such comments, the patent nearly always hegins
to move away from the distressing subject so that by the time the five
minutes are up, he 15 once more compased and ready to leave the office.

Even when the patient is not especially disturbed by the interview,
he should be given a chance to say anytung which may be important
to him before the interview closes. The physician can say, for example:
wXATatre gning 16 have to stop there, I'm afraid, unless there is something
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¢lse you particularly wanted to mention before we stop.” Upon this the
patient may talk a litdle further, although usually taking the physi-
cian’s hint that the interview is to end.

At the end of an interview a patient may wish to express some anxiety-
laden thought which he had previously inlubited. It is as if a balance
between inhibition and expression is finally broken as the patient sees the
end of the interview approaching and decides he will risk the dangers of
revealing his anxiety. At this point, however, he may still hesitate while
looking towards the exit. Because such reserved items are specially charged
with anxiety, the physician should help the patient to verbalize them.
Useful remarks to encourage this are: *Is there anything else you would
Iike to tell me?” and “Is there anything else I should know about you?”
Sometimes the physician can helplully say: “You look as if you had
somethung else on your mind Let's take a few minutes to hear about
that.” Then the patient will nearly always tell this special fear and the
interview can end.

The physician can usually distingutsh these special fears reserved for
the end of the interview from the holding maneuvers of logquacious
patients who will not let the physician go. The inhibited fears usually
require the physicians’ active encouragement before they are expressed;
the merely garrulous patient often requires rather firm discouragement
before the mterview can end

The physician should usually gne the patient a chance to ask any
questions he may have. For example, he can say: “I know I've asked you
a lot of questions. Perhaps you have some you'd like to ask me " To this
the patient may reply with some questrons which also tell the physician
more about the patient The patient’s questions reveal areas of confusion,
confltct, or anxiety for him. The physician should not, however, use
the patient’s questions only for his own nformauon, He should answer
the questions considerately and with all possible accuracy, although there
may be some he cannot answer

Many patients hesttate to open th Ives freely to physicians in a
first interview. They need time to evaluate the physician’s trustworthiness
and also often to consider the relevance of the many personal matters
he may inquire about For such patients the following technique often
proves useful At the mitial interview the physician carries the patient
into the territory of his emotions and life situation as far as the patient
can comfortably go If appropriate, the physician can throw out for the
patient's consideration some suggested correlations (based on inferences
from the data) between the patient’s symptoms, emotions, and life situa-
tion These suggestions the patient frequently rejects as quute irrelevant,




32 ‘THE MEDICAL INTERVIEW

and reverts to such explanations as “overwork,” “the menopause,” “low
blood pressure,” or whatever comforting diagnosis he or she has assigned
to the symptoms. At this point the physician can say: “Well, I think the
things we've been talking about (here naming the life stresses or emo-
tions) are important in your illness and may be the main source of your
symptoms. Let's leave it there today, but I would like you to thinl over
all the things we've talked about between now and the next time I see
you. I think you'll find you have a lot of other thoughts about it all
and these will help us work it out better.” The interview can then end
with the physician and patient arranging to meet again in a few days
or a week. The patient will nearly always think much in the interval
about the subjects discussed. Often he may eagerly request another inter-
view before the scheduled one. And when he and the physician do meet
he may pour out much more information, often confirmatory of the
physician’s preliminary opinion. Apparently in the first interview the
patient’s initial anxiety, augmented perhaps by the first confrontation
with correlations between symptoms and emotions, interferes with the
patient’s ability to think clearly and also evokes a defensive rejection
of such correlations. After the nterview the patient relaxes somewhat
and has time to reflect on its contents and to bring into his awareness
a great many associated ideas which had previously been excluded by his
acute anxiety At the next interview he can usually think and talk more
freely because he is usually more relaxed.

The patient sometimes wishes to know his diagnosis or his prognosis
or the proposed treatment early in the study and even after only a history-
taking tnterview. The physician can tell the patient something of what-
ever he knows at the time. If he knows too little to form a definite opinion
of the case, he should say so frankly without offering false reassurances
designed to cover the delay. The patient is much more likely to resent
evaston or unwarranted reassurances than a frank statement that a definite
opinion cannot yet be offered. Most patients would prefer to forego un-
founded reassurance and wait Jonger for reassurance soundly based on a
complete study However, even when the physician cannot furnish the
patient with a complete formulation of the problem, he can usually
provide some reassurance which may reduce the patient’s concern con-
siderably. Such reassurance should certainly not be withheld from the
patient. The physician can usually offer some such remark as, “Nothing
you have told me has given me any cause to worry about the outcome,”
“You haven't told me anything yet to make me think you have a serious
illness,” “If you had a really serious illness, you would have different
symptoms from those you have, but let's do some more examinations to
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make sure,” or “What we have found out so far about your symptoms
still seems 1o show you much more healthy than ill." Statements of this
kind, provided they fit the facts, can help the patient without committing
the physician to a position which may later become untenable.

Finally, the ending of cach interview should include some plan for
continuing. It may be that some trcatment can be proposed; or it may
be that further interviews are needed. But the patient should be told
what to expect next as explicitly as possible. If treatments are proposed,
they should be accompanied by explanations of the illness and specific
recommendations, If further interviews are proposed, the exact time and
place of the next one should be settled with the patient before the inter-
view ends. Under no circumstances should the physician walk away from a
patient’s bed, or let the patient walk away from his office, without the
patient clearly understanding the next step in the examination or treat-
ment.

BEGINNING LATER INTERVIEWS

In later terviews, the physician should greet the patient and then
let hum talk first Or the physician should ash the patient some open
question which permits lum to talk about whatever is uppermost in his
mind. Useful questions of this kind are: “How are things?” “What's
been happening since I saw you last?” or “How have you been?” In
responding to questions of this kind, the pauent will feel free to talk
about some current difficulty which is on his mind or which has arisen
since the previous interview. It may be that something important has
happened to him and he may want to talk first of this A breezy greeting
by the physician may jar 2 patient whose father has died the week before.
Also, if the physician opens the interview with a focusing question, the
patient may feel obliged to conform to the physician's selection and
may never return to whatever lies at the top of his mind at the time.
If, howesver, the patient has no current matter to talk about, the physi-
cian can then ask a more directive question.

Sometimes it is helpful to bring the patient back to the end of the
Tast interview and say: “Last time we had to stop before you had time
to say everything that was on your mind. Perhaps we can go on where
we left off.” Or the physician may say: “After you left here, you probably
thought of a lot of things you did not have a chance to say. Let's go into
those now.” If to such inquiries the patient responds unproductively, the
Physician can then direct the patient towards whatever speaific topics of
the history or the patient’s current life need further elucidation.
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and reverts to such explanations as “overwork,” “the menopause,” “low
blood pressure,” or whatever comforting diagnosis he or she has assigned
to the symptoms. At this point the physician can say: “Well, I think the
things we've been talking about (here naming the life stresses or emo-
tions) are important in your illness and may be the main source of your
symptoms. Let's leave it there today, but I would like you to think over
all the things we've talked about between now and the next time I sec
you. I think youw'll find you have a lot of other thoughts about it all
and these will help us work it out better.” The interview can then end
with the physician and patient arranging to meet again in a few days
or a week. The patient will nearly always think much in the interval
about the subjects discussed. Often he may eagerly request another inter-
view before the scheduled one And when he and the physician do meet
he may pour out much more information, often confirmatory of the
physician's preliminary opinion. Apparently in the first interview the
patient’s mitial anxiety, augmented perhaps by the first confrontation
with correlations between symptoms and emotions, interferes with the
patient’s ability to think clearly and also evokes a defensive rejection
of such correlations. After the interview the patient relaxes somewhat
and has time to reflect on its contents and to bring into his awareness
a great many associated 1deas which had previously been excluded by his
acute anxiety. At the next interview he can usually think and talk more
{reely because he 1s usually more relaxed.

The patrent sometimes wishes to know his diagnosis or his prognosis
or the proposed treatment early mn the study and even after only a history-
taking interview. The physician can tell the patient something of what-
ever he knows at the ime If he knows too little to form a definite opinion
of the case, he should say so frankly without offering false reassurances
designed to cover the delay. The patient is much more likely to resent
evasion or unwarranted reassurances than a frank statement that a definite
opinion cannot yet be offered. Most patients would prefer to forego un-
founded reassurance and wart longer for reassurance soundly based on a
complete study. However, even when the physician cannot furnish the
patient with a complete formulation of the problem, he can usually
provide some reassurance which may reduce the patient’s concern con-
siderably. Such reassurance should certainly not be withheld from the
patient. The phystcian can usually offer some such remark as: “Nothing
you have told me has given me any cause to worry about the outcome,”
“You haven't told me anything yet to make me think you have a serious
illness,” “If you had a really sertous illness, you would have different
symptoms from those you have, but let’s do some more examinations to
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this privilege does not extend to the large number of other persons
who may work with the physician, come in contact with the patient, or
have some interest in him. The physician is responsible for seeing that
material which the patient has confided in him does not reach unau-
thorized persons.
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MAKING NOTES

The prefcrence of the physician and sometimes the attitude of tt
patient should decide whether notes are taken during an inteniew ¢
examination. The great advantage of a verbatim, or almost verbatin
account of the patient's remarks is not to be abandened lighly. Tt
principal reason for sacrificing this advantage, however, is its interferent
with the free flow of the patient’s remarks and with the ability of th
physician to attend to the emotional coloring of these remarks. Fe
physicians can take detailed notes without diminishing their participatio
in the interview or their observations of the patient. Some patienss af
prove the physicians' taking notes as a sign of his special interest in thei
cases. Other pauents, not exclusively paranoid anes, are concerned abou
who has access to the physician's notes 1f they see detailed notes bein;
written down, they cease to talk freely unul reassured that the note
are confidengial and not ible 10 anyone else. Still ether patient
associate the taking of notes with filling out a questionnaire which mean
ta them being treated in a rontine way, or s a number rather than as :
persan,

‘The physician may, if he wishes, start all interviews with some notes
The patient’s name and some of the basic identifying data are going 1¢
be written down anyway at the first interview. The physician may then
continue 1o take some notes as the interview progresses. He will soou
learn whether this distracts or disturbs the patient, or whether he him
self cannot listen adequately if he takes detared notes. In either of these
cases he can then abamdon note-taking altogether or confine himself 10
notes of headings only. If a patient objects to the taking of notes, the
purpose of the notes may be briefly explained to him with reassurances
of their inaccessibility to anyone but the physician. If the patient then
still objects, the note-taking should be abandoned altopether.

The excellent reasons for nos ahways malsng potes in the parient’s
presence do not preclude the making of adequate records after the patient
Ieaves the office. The physician should then, or as soan as passible, make
a full and systematic written record of his interview and examination of
the patient.

1f the physican makes notes immediately after the intervew, he can
often capture many of the exact words and phrases of the patient. Direct
quotations of the patient’s remarks increase the value of the records.

The physitian shonld remember that society has conferred upon him
the privilege of learning about the imimate affzirs of his patients. But
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THE HISTORY OF
THE PRESENT ILLNESS

‘The physician 1n approaching his pauent should have some specific
ideas about the information he wishes to elicit from his interviews and
examinations He will not often obtain his history cast in the form which
it will finally take when he records it But this makes all the more im-
portant having some outline of historical matenal to aid in checking for
omussions. The present and the two following chapters present an outline
of the historical material which the physician may gather dunng an
examination The physician must select the emphasis to be placed on
different aspects of the history Not all topcs deserve, or can possibly
recetve, equal attention.

THE CHIEF COMPLAINT

The goal of the first part of the history 15 to obtain a full account
of the entire present illness. In the course of obtaining this history one
usually encounters a chief complaint, and the physictan must avord
permitting this to become the only focus of future questioning. Neverthe-
less, there are two advantages to singling out this chief complaint for
some special notice.

In the first place, the physician wants to know what troubles the
patient most, even though this may not be what threatens the pauent’s
health most Thereby he learns something about the patient’s attitudes
towards health and illness. By listening carefully to the chief complaint,
the physician may learn the patient’s valnerabilities, and he may learn
also something of the patient’s system of values, that is, what things
affect him most. For example, of two patients with headaches arising
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DESCRIFTION OF THE SYMPTOMS

Many 1llnesses reveal no dc(ccmb]c abnormalities by current methods
of ination. Even with ref inations the physician may not
observe the patient during a symptomatic phase of his disorder. For
example, physicians can rarely observe patients during attacks of palpita-
tions. And in the absence of such an attack, the physical examination
of a patient complaining of palpitations may reveal nothing. Yet from
a detailed description of the symptoms, the physician can frequently
deduce the physiological or psychological disturbance giving rise to the
comphint. To illusirate further, the single complaint of “palpitations”
offers several diagnostic possibilities, as follows

(a) Sinus tachycardia;

(b) Increased stroke volume;

(€) One of the paroxysmal arthythmias, ¢ g, extrasystoles or paroxysmal
auricular tachycardia,

(d) Unusual consciousness of a normal heart action with belief that
this normal action is abnormal;

(e) Delusions about the heart in which physical sensations play no part.

From a full description of the symptoms, the physician can usually
decide in which of the above categories he should place the patient’s
symptoms.

Similarly, with many other complaints, the physician may never have
an opportunity to observe the patient at the time the patient has his
symptoms. Or if he does, he may not detect any physical abnormality.
Yet often he can still make an accurate diagnosis from the patient's
description of the complaint But to do this, he must draw from the
patient a description of his symptoms rich in detail When detail is lack-
ing, distinguishing features are omitted and discrete disorders become
blurred and confused with each other.

To mtcrprel what he hears, the physician should equip himself with
an knowledge of p through experience and read.
ing.5.9.19.11.12.13 He must know the usual changes in function produced
by the commonly encountered morbid processes To understand the
common disorders, he must study not only the pathogenesis of symptoms
of structural discase so well described in textbooks of physical pathology;
he must also study the physiological concomitants of emotions becanse
these and their sequelae certainly account for the largest number of 2l
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from muscular tension, one may complain of unendurable pain which is
“killing” him, and the other of pain which keeps him from concentrating
on his work. By noting the differences in the presentation of the com-
plaints, the physician can learn something about the different ways in
which their headaches threaten these two patients.

Secondly, the chief complaint js usually the occasion for the patient's
sceking medical aid at the time he does. It thus indicates the limit of his
tolerance for symptoms and reveals much about his tolerance for stress
in general.

The presenting complaint frequently conceals 2 more important com-
plaint or disorder, The physician must seck the causes behind the
complaints, And for every new causative factor turned up, he must ask
another question looking for a more ulterior cause. He must behave
(to himself, not to his patient) like a small boy who asks his father an-
other question before the preceding question has been half answered. If
he follows this policy, he will soon notice that the patient’s first com-
plaints often have little bearing on the nature of the main disorder.
One cannot remember too often thar what the patient talks about first
may not be what bothers him mose, or even at all. And the job of the
physician includes finding out what does bother him.

In many instances the patient's complaints are really his explanations
for the unusual experiences he has had in illness. Exeryone tries to make
sense of the world in which he Jises. Sometimes the explanations which
patients devise for their experiences are correct; more often they miss
the mark or are totally inaccurate. The most extreme forms of incorrect
explanations for experiences we find in patients with hypochondriasis and
psychoses. The delusions of these patients are their best efforts to under-
stand their strange altered perceptions If a psychotic patient complains
that his wife is poisoning him, we can understand this readily enough
as an effort to explain an alteration in his perceptions of taste, But the
physician should remember that many other patients besides those with
psychoses devise explanations for their difficulties which they may then
present to the physician as complaints. The physician should attend to
these carefully, but he should always Jook behind the complaints to
discover for what underlying experiences they may have provided an
explanation to a frightened or confused patient. .

In a comprehensive medical examination then, the chief complaint
should be given important, but not exclusive attention It is always
the start, never the end of the physician’s inquiries
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answered whether the complaint is in the physical or psychological
sphere.

What Are the Symptoms Like?

The physician should obtain a detailed and accurate description from
the patient of what he experiences during his symptoms. This should
include an outline of the course of the symptoms if they come and go.
Most symptoms fluctuate and their occurrence usually includes an onset
with gradual increase in severity, a peak of maximal seventy, and a
decline,

Where Are the Symptoms Located?

Often certain symptoms (eg., fatigue, weakness, depression) cannot
be located. But the majority can be located, and the location should be
inquired about.

The importance of exactly locating symptoms needs no justification.
We should nat satisfy ourselves only with the patient’s statements, but
also ask um to point as nearly as he can to the site of the distress. For
example, if the patient complains of difficulty in swallowing he may
greatly aid the diagnosis by poinung along the path of his throat and
esophagus to where he experiences the difficulty.

‘When a symptom is expertenced over a large area of the body, 2 num-
ber of factors may converge to intensify it more in one part of the body
than in another, or, if there are several symptoms such factors may gne
2 special emphasis to the symptoms of one region For example, limbs
recently exerased are more apt to be the site of paralyses in pohomyelitis
than others Suggestion, often stimulated by the patent’s acquaintance
with another person having a similar or even quite different illness, can
also lead to a focusing of the patient’s attenuon on one organ rather
than another. Such suggestions can also contribute to local dysfunctions.
Thus the physician’s inquires should study not only which organ is the
principal site of complaints, but other factors which might affect that
organ.

What is the Severity of the Symptoms?

‘Whenever possible, the physician should esumate the severity of the
symptoms. Some symptoms have objective components which the physi-
cian can observe. For example, a patient’s coughmg can be watched and
his sputum measured Whenever possible, the physician should make such
direct observations, which are much more accurate and useful than the
usually loose statements of patients about the severity of a cough or the
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syrptoms.1: 4. & 7.8 More specifically, the physician should be prepared
to identify:

() The psychiological and physislogical accompaniments of the com-
mon cmotions, c.g., anxicty, anger, depression, etc, The physican
must know the rather wide variations in such changes from person
to person. For example, dvring anxicty most patients will show
tachycardia, tachypnea, increased muscle tension, decreased saliva-
tion, increased perspiration and other changes. Howeser, in one
person the heart rate may change markedly, muscular tension
rather Jittle; in another patient, respiration may change markedly
and the heart rate much less, in a third, the principat changes
may occur in muscle tension,

(b) The sequelae of psychological and phystologscal changes accom-
panying emotional disorders sustained over a long period of time
For example, gastric hyperactivity accompanying resentment may
give rise, over a period of tme and 1n those otherwise predisposed,
to ulceration of the gastric mucosa and its symptoms. To give
another example, backache and headache are the usual effects of
sustained contraction of the muscles of the back and scalp which
accompanies prolonged anxiery.

(c) The physical exy of thoughts. Symy of this origin usu-
ally oceur most often in the motor and sensory organs scrved by
the central nervous system (hysteria), but also arise in the internal
viscera An element of suggestion frequently contrsbutes addztional
dysfunction to symptoms having other origins also For example,
a patient with palpitations accompanying anxiety faay remember
that hus father died of heart disease and suggest to himself an in-
crease in his origimal symptoms

Nothing less than a thorough familiarity with the foregoing mechanisms
of symptoms can save the physician from the erronecus and serious con-
fusion of these symptoms with those which arise {rom:

(d) Functional disorders brought about by other stresses in the environ-
ment, e.g., changes in the weather.

(¢) Physical symptoms of hypochondriacal mechanism, that is, those in
which there 1s no disturbed peripheral physiological function.

‘The physician should collect certain essential data about every symp-
tom, These data are outlined below under the headings of questions
which the physitian should usually be able to answer at the end of his

history-taking interviews. Not all, but most of these questions can be
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worse and what he is doing at the time. From the detailed study of a
number of fluctuations significant relationships usually emerge. This
topic receives further attention in the next section and in Chapter 10.

The drugs taken by the patient deserve special attention. Informa-
tion from others (e g., previous physicians, members of the family) should
usually supplement the patient’s account, which will frequently be inade-
quate. Sometimes the patient has taken drugs that partially or completely
suppress or mask the symptoms and signs of the illness, thus making
diagnosis exceedingly difficult unless the details of medication are known.
Moreoter, the patient may have received an appropriate drug in insuffi-
cient dosage. Failure to learn this second fact may lead the physician
to assume incorrectly that some other drug should be tried or some
entirely different diagnosis considered. Such detailed inquiries are equally
important with regard to other treatments prescribed or tried by the
patient such as diet, rest, or exercise.

Are the Symptoms Continuous or Lpisodic?

A large number of symptoms in both physical and psychological spheres
are episodic. The physician should always ask such questions as: “Do
your symptoms come and go?” or “Do you always hase these symptoms?”

Cycles of exacerbations and remissions characterize many diseases. The
periods of such cycles vary from many years to perhaps a few hours.
Many times smaller cycles of variation occur wathin farger cycles Such
cyclic variations derive from a wide vanety of factors that occur within
the patient and play upon him from his environment. Sometimes one
factor influences a change in the patient’s illness exclusively, but often
several factors summate in producing changes. A later section of this
chapter will list some of these factors under the heading of circum-
stances precipitating the illness

1f the symptoms are episodic, then other questions arise.

(a) What is the frequency of occurrence?

(b) What is the duration of each episode?

{c) Is the onset of each episode sudden or gradual?

(d) Is recovery from each episode sudden or gradual?

(¢) With what circumstances is each episode connected eg, change
of posture, exercise, eatng, sleeping, fatigue, emotional disturb-
ances?

(f) Are all the episodes similar or do they differ in quality or severity?

Frequently the patient will not be aware initially of the characteristics
and circumstances associated with each episode, However, from a descrip-
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quantity of sputum. Many other symptoms are entirely subjective. The
severity of these may be difficult to estimate, but jt is important to make
the actempt. The physician should fearn also to what extent the symptoms
have disabled the paucent by interfering with his usual life and work,
Severity of symptoms and dusability from them are only partly related.
Wide variations in the human capacity to adapt to cven severe symptoms
makes almost impossible any prediction of disability from the severity
of the symptams, although tlus is naturally an important factor in dis
ability.
Tlus topic is discussed further in a section on pain (see pp. 53-54)

When Were the Symptoms First Noticed?

Knowledge of the date of the onset of sympioms contnbutes in two
ways., First, it tells the physician something about the total length
of the illness which helps 1 forming an esumate of its progress and
severity. Secondly, it hielps to indicate the setting in which the illness
began, This important subject is discussed separately in later sections

IWhat Factors Make the Symptoms Better or IWorse?

The physician should seek to hnk the symptoms with factors which
may have a causal connection with them, A complete hist of all possible
factors which might influence the seversty of symptoms would duplicate
the list of factors which act as preapitating circumstances for the onginal
occurrence of an illness Such a list will be given later under that head-
ing on pages 57-58 and not repeated here. The physician should remember
the more important items of this List for questioning the paucnt. Thus
the patient may be asked whether he has noticed that the symptoms are
worse during or after exercise, eating, certan foods, postural changes,
sleeping, fatigue, emotiona) disturbances, or phases of the menstrual cycle.

‘The physician should inquire about any other physical changes which
may make the symptoms better or worse, such as expectoration, vomiting,
passage of stools, clots, stores, etc.

The physician should also inquire about measures that the patient him-
self may take to relieve his symptoms. These might include: change of pos-
ture, physical rest, drugs, applications of heat or cold, pressure (e g., Over
painful areas), or removal from psychological stresses (e g, by change of
job, vacation, divorce).

The physician should not expect the patient to name easily the factors
which make his symptoms better or worse. Sometimes the patient knows
these; more often he does not. Often they can only be discovered by careful
study of his situation at the time of chax}ges i_n the symptoms. Thus the
physician needs to know where the patient is when the symptoms are
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Exactness of description again helps the physician. For example, the
p:mcn! may state that he cannot walk as far as he used to walk without
pain in his chest Then the physician needs to learn just what kind of
cxercise the patient formerly took without discomfort and exactly how
far he can now walk before the pain occurs.

Many patients come for medical aid only when their symptoms are
improving. ‘Then they [eel reassured enough to tolerate the possible
revelations of an examination.

SPECIAL QUESTIONS ABOUT COMMON SYMPTOMS

This book cannot include a dlSCllSSlOn of all symplom& However, the
following notes on some of the « ence sy! ma;
exemplily the sort of detailed inquiry wiich the physician should make
for every symptom. The points of inquiry given here supplement the
inquiries outlined in the preceding section. Far from being inclusive,
these suggestions only offer guidance in some of the preliminary question-
ing of the pauent, especially with regard to the distinctions between
physical and psychological origms of p For detarls of further
questioning the reader should consult textbooks of mediane and psy-
chiatry.

Anorexia

Loss of appetite occurs 1 many general diseases, especally chronic
ones such as chronic infections and prolonged carcinoma. In such condi-
tions the loss of appetite rarely comes as an early symptom and when
it does come it remains rather constantly present Anorexia is a prominent
symptom of many diseases of the liver and pancreas It also occurs as an

of many psychological disorders, especially anxiety and
depressncn. In these conditions the loss of appetite comes quickly with
the onset of the strong emotion and fluctuates as changes in the emotions
occur, The history should therefore include details of all variations in
the severity of the symptoms, especially with regard to changes in the
patient’s hife situation at the times of these vanations

Anxiety

The symptoms of acute anxtety include the effects of mcreased sympa-
thetic acuvity and increased skeletal muscular tension. Since anxiety
affects many different organs, many different symptoms can result. In
severe acute anxiety the patient may experience palpitations, dyspnea,
anorexia, dryness of the mouth, mncreased sweating, especially of hands,
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tian of several episodes, the physician and patient may be able 1o deters
factors which the episodes have in « ¥or episodes involving loss
of consciousness, ey, hypoglycemic attacks, fainting, or epileptic con-
vulsians, the descriptions of reliable witnesses are usually essential and
often provide decisive information.

Psycholagieal changes furnish the most frequent factors associated with
episodic illnesses. The physician needs to direct special attention to
learning what thoughts and emotions were present at the time the patient
noticed the symptoms. Often the patient obscrves himselt poarly and
cannot report usefully about his thoughts and emotions, For him, the
symptoms “just come on all of a2 sudden.” To supplement the patient’s
report, the physician needs also to know exactly what the patient was
dong (and with whom) at the time the symptoms occurred. The physi-
cian should scrutinize as many of the episades as passible for comman
denaminators. When these are found, they may suggest or reveal the
significant emotions associated with the symptoms. The important subject
of psychalogical stresses is idered briefly later in this chapter and
also in Chapter 10 under the heading of “Interviewing Patients with
Psychophysiological Reactions.”

‘The physician should remember that many episodic illnesses recur only
at infrequent intervals Thus the episodes of manic-depressive psychoses
may be one, five, or twenty years apart, The patterns of some disorders
remain characteristically the same in each recurrence throvghout life.
In other illnesses symptomatic variations occur, but the underlying dis-
order remains the same. For example, patients with migraine frequenty
report having suffered in childhood from repeated episodes of vomiting
related to emational disturbances. In adulthaad, the situations proveking
the attacks are usually similar, but the vomiting is joined by the charae
teristic severe headache, or the vomiting may cease and only the headache
occur. In many patients having recurrent episodes of depression, the
pattern varies from one time to another. In the early episodes, physical

yp such as imp ipation and fatigue, may predominate,

and the depression of mood may be little noticed. In later episodes, the
depression of mood may move into the foregronnd, but in all of them
the primary disturbance is probably the same.

Are the Symptoms Getting Better or Worsel

The physician should know whether the symptoms are progressive, sta-
tionary, or improving, and if they are chavging he needs to know the rate
of change. Gertain disorders progress in 2 characteristic way, s0 zbfn
answers to this question have a bearing on diagnosis and also on prognosis.
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physician may abandon the diagnosis of anxiety and pursue some other
line of thought. For example, many paticnts will report the occurrence
of their attacks when they are alone or during the night, In these in-
stances the stimuli come from within the patient. He thinks or dreams
some thought that brings acute anxiety. Since he may not readily recall
the thought or dream he may sigorously and quite sincerely deny that
it ever occurred. ‘The patient may also report apparent anxiety attacks
upon visiting some place “when nothing has happened.” Here the stimuli
lie in the place or people visited which evoke unconscious associations of
former painful experiences. Thus the matronly and slightly forbidding
wife of her husband’s employer may remind the patient of her own un-
Lind mother. She may then experience anxiety in the presence of the
employer’s wife before they have even exchanged opening greetings. The
patient ing of the unconsci Tati it will then
seem to her that her anxiety attack comes “from nowhere.”

As indicated above, stimuli which produce anxiety may become gen-
eralized to other stimuli that resemble the original stimuli slightly, but
incompletely. The g lization may be so ive as to result in a2
pervasive anxiety in which everything seems to make the patient anxious.
Moreover, the generalization of anxiety-provoking stimuli may include
various aspects of the field in which the original painful conditjoning
expertence took place.

For example, a student was unable to enter an art gallery without anxiety
because, so it turned out, the art gallery d archi a ity
building where he had experienced an mp failure b d by severe
anxiety.

Another patient developed a phobia of buses and could not ride them to his
work, Inqury brought out the fact that he had become frightened on a bus
when overhearing several loud women who reminded him of his tyrannical wife.
He had had an anvety attack while Listening to these women znd had left
the bus to get away from them, afterwards bemng unable to get on any bus unul
treated.

Because of these complexities the physician can hardly expect the
patient to provide a straightforward account of the stimuli for his anxiety
at the first interview These will usually only make sense alter a number
of interviews and after the physician has carefully trained the patient to
notice all situations and his accompanymg thoughts at the time of the
anxiety attacks. And he will frequently, perhaps usually, find that what
the patient first presents as the object of his anxiety is only a secondary
derivative of the primary sources of his anxiety.
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face, and axillae, and a variety of muscular tensions. With these symptoms
urinary frequency and diarrlica may combine, If the anxicty continues,
insomnia and impotence occur,

Differences which are probably constitutional result in frequent vana:
tions among the organs alfected most during anxiety. Some of these have
been mentioned earlier. Other factors also contribute to differences in the
symptoms of different patients, Elements of suggestion and anxiety about
the first symptoms may direct a further focus of attention and augment
particular symptoms. When anxiety becomes chronic the visceral changes
may lessen somewhat, while muscular tensions continue and become
worse The patient may then have few or no visceral changes, but display
signs of anxiety chiefly in tightness of his face, back or limbs. Or one
viscus, e g., stomach or bronchi, may be chiefly affected and others less
so or not at all. Anxiety rarely occurs in pure form but nearly always
with admixtures of other emotions, especially depression and anger.
These emotions are accompanied by somewhat different visceral and
muscular changes which sariously neutralize or reinforce the elfects of
the anxiety with which they intermingle.

The result of all these factors is that patients with anxicty present
to the physician's first scrutiny a wide variety of symptoms and physio-
logical changes. One patient may complain of palpitations and shortness
of breath; another of severc headaches and impotence; another of ab-
dominal pan, sull another of diminished appetite and weakness The
physician who waits for the patient to exlubit or report all qf the
symptoms of the acute anxiety attack will overlook and hence m.lslreat
many cases of auxiety. The avoidance of this lies in careful questionng
of the patient about other possible symptoms of anxiety whenever
the patient mentions or seems to have one or a few of them. The
physician will then frequently find that the patient does in fact hase
some of the other symptoms which have been crowded into the back-
ground by those symptoms which, for some of the reasons mentioned
above, have become more prominent cither in physiological changes or
in the mind of the patient.

Having ascertained the presence of anxiety, the physician sh(zu!d
additionally study what other emotions, eg, anger or depression, join
the anxiety in the production of the symptoms.

Next the physician should study the carcumstances which have pre-
cipitated the anxiety or, 1f 1t 1s cpisodic, which precipitate the acute
attacks. What are the stimuli for the anxiety? Here another trap awaits
the uninformed physician. We know that social stresses usually provide
the stimuli for anxiety attacks. If these cannot be readily identfied, the
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the personal environment of the patient. People or events that induce
amety will induce dyspnea; those that relax the patient will decrease
the dyspnea.

Dyspnea can derive from both psychological and physical disorders at
the same time. This commonly happens in bronchial asthma. The pa-
tient’s attacks may come with changes in the pollen count, the weather,
or the patient’s relations with other persons.

When the physician has identified or excluded a psychological com-
ponent, he should make further & i between hanical diff-
culties in breathing, e, fromr id arthritis or poliomyelitis, and
systemic or metabolic causes of dyspnea, e g., heart discase or pulmonary
disease.

Insomnia

If sleep is or scems impaired, the physictan should inquire about such
factors as the following: the total number of hours of slecp, the total
number of hours spent in bed, the usual hours of going to bed and to
sleep, and of awakening and arising; the present hours of going to bed
and to sleep, and of awakening and arsing; the apparent depth of sleep;
exactly how the patient feels when he awakens (the patient may really be
getting adequate sleep but believe he 15 not, this question also helps
to uncover ions such as depressi which may be related
to the difficulty in sleeping), other persons with whom the patient sleeps;
the room in which the patient sleeps with regard to such matters as noise,
heating, ventilation; the bed in which the patient sleeps, the occurrence
of interruptions from other people or machines, the occurrence of dreams
and nightmares, the occurrence of other associated discomforts such as
gastric pain, nocturnal dyspnea, or nocturnal urnary frequency. The
physician should try to learn whether some physical symptom keeps the
patient from sleeping or awakens him or is merely noticed by the patient
when he is awake for other reasons For example, does the patient urinate
at night because anxiety awakens him or does the urge to urinate awaken
him?

The physician should ask the patient such questions as* “What seems
to keep you from sleeping?” and “What do you think about while you
are trying to go to sleep (or after you wake up during the night)?” The
answers to such questions may indicate sleep-reducing anxieties.

Loss of Consciousness

The physician's first question should inquire about the number of
episodes of loss of consciousness. If only one such episode has occurred,
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Cough

The physician needs to know whether the cough is dry or productive;
if productive, of what Kind and amount of sputum. Does the sputum
contain blood? Is the cough accompanied by pain in the chest or dyspnea?
What circumstances, e.g, smoking, exercise, or postural changes, make
the cough worse and what improve it?

Diarrhea and Constipation

Since persons vary widely in their bowel functions, the physician
should first inquire about what kind and frequency of bowel movements
the patient usually has. Then he should ask about the details of the new
pattern of bowel function of which the patient complains. How many
bowel movements does he now have daily? He should ask the patient to
describe his stools as to consistency, color, and the appearance of blood,
mucus, parasites, or undigested food. Then the physician should study
the habits of the patient with regard to dict, activaty, exercise, and usual
time of day for bowel movements. Have there been recent changes in
these habits? Since bowel functions respond sensitively in many people
to changes in personal relationships, the physician should inquire about
potenually stressful events in the patent’s life.

Dyspuen

Difficulty in breathing may accompany a wide variety of physical and
psychological disorders. The physician can learn most from direct obser-
vation of the patient during the dyspnea, but if he does not have this
opportunity careful questioning can prove helpful and at least point
towards further appropriate studies, The physician should nate whether
or not the patient breathes more rapidly than usual or only with subjective
awareness of difficulty. Is one phase of the resprratory cycle easier for
the patient than the other? Is one phase abnormally lengthened compared
to the other? Is breathing accompanied by wheezing? Are dyspnea or

h g relieved by cougl and expectoration?

The physician should try to distingwish dyspnea due to hypenentila-
tion (or hyp ilation) panying ) disturbances, usnally
anxiety, and dyspnea accompanying a physical disorder. Two clues may
assist in making this disunction First, dyspnea at rest occurs only as an
accompamment of emotional disturbances or of rather marked physical
disease, eg., heart failure, atclectasis, pneumonia. Consequently if the
patient reports dyspnea at rest and has no signs of marked physical dis-
order, the dyspnea probably accompanies anxiety. Secondly, dyspnea as-
sociated with emotional disturbances fluctuates widely with changes in
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tom should help to distinguish regurgitation from vomiting. Did the
vomiting relicve pain or other discomfort? The volume and quality of
vomitus require study. What did the vomitus smell and taste like? Did
the vomitus contain bile, blood, mucus, undigested food, or fecal material?

‘The study of nausea and vomiting should always include a careful
inquiry about everything the patient has eaten during the preceding
several days. However, since the patient may not recall everything he has
eaten, the physician’s questions should also include everything the pa-
tient has done during the previous several days, Such questioning may
then disclose that the patient had been in a situation where he might
have ingested contaminated food or water.

Since nausea and vomiting can sometimes accompany psychological
disturbances, the history should also include an account of social events
preceding the occurrence of the symptom. The physician thould know
what the patient was doing or planned to do when the symptom occurred.
Patients sometimes become conditioned to nausea and vomiting so that
exposure to the conditioning stimuli may touch off the nausea and vomit-
ing “when nothing has happened.” Thus a gir]l made anxious about
sexuality may become nauseated and vomit on her first date and there-
after vomit whenever she plans a date.

Pain

The physician should make the usual inquiries with regard to location
and duration of the pain and 1ts character. Burning pains should be dis-
tinguished from aching pains; constant ones from those which fluctuate.

The physician should especially study the severity of the pain. Un-
fortunately, he cannot accurately esumate the severity of a pain as a
sensation from the reaction of the pauent experiencing it. Reactions to
pain sensations of apparently the same perceived intensity differ markedly
in different people and in the same person at different times.3. 20 More-
over, memory of pain as 2 sensation is usually rather weak in comparison
to the memory of emotional experiences.

Apart from the foregoing distinction between pain sensation and re-
action to the sensation, important vanations in the actual sensation of
pain may occur in different persons experiencing comparable amounts of
damage to tissues. Such differences can zlso be related to the different
attitudes of the patients to the wound or illness experienced? Other
factors changing the function of the central nervous system may also
underlie such differences.

Anxiety focused on an organ already disturbed may further disturb its
functioning. This may come about through increased muscular tension
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the questioning should generally move towards possible severe cerebral
disease such as cerebral thrombosis.

If rep d episodes of loss of conscit have occurred, the physi-
cian’s questions should search for data pointing towards the common
causes of this symptom. These are: epilepsy, hypoglycemia, hysteria,
vasodepressor syncope, and hyperventilation. Afterwards he should con-
sider such less common disorders as orthostatic hypotension, carotid sinus
syncope and Stokes-Adams attacks.

Loss of consciousness usually provokes anxiety, which can distort the
account given by the pauent. In any case if he actually foses conscious-
ness, he cannot tell much of what happens. Eyewitness accounts become
invaluable in making the necessary distinctions, and sometimes much
more valuable than the laboratory studies that the preliminary inquiry
will indicate. For example, many patients with epilepsy also have hysteri-
cal convulsions. An abnormal eleceroencephalogram may not assist in
making the distinction between epilepsy and hysteria; a good eyewitness
account can usually do so. The physician should not content himself with
a brief account from the observer or accept the obsener's label, eg,
“hysteria,” “convulsions,” as of adequate diagnostic value. He should
insist on a minute account of everything the patient did before, during,
and after the loss of consciousness.

The physician should pay special attention to two ponts. First, did
the patient completely lose consciousness or did he remain somewhat
aware of his surroundings? A patient who insists he completely lost con-
sciousness may yet recall that frantic relatives poured water on his face
and rushed to the telephone to call the doctor Secondly, whete was the
patient, with whom, and what was going on immediately preceding'!he
loss of conscrousness? This information may give clues to overexertion,
alcoholic consumption, or disturbances 1 personal relationships which
could have preaipitated the episode The occurrence of the episodes at
certain times of day, especially in relation to meals, wall suggest
hypoglycemia.

Nausea and Vomiting

Patients sometimes confuse nausea and anorexta or give accounts which
can lead to their confusion in the mind of the physician.

Vomiting, being an mmpressive symptom, may arouse anxiety in the
patient which influences s account of what happened.

The accounts of relatives who have observed the patient can often aid
greatly, The physician needs to know in some detail the suddenness,
force and frequency of the vomiting. A detailed description of the symp-
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present sullerings are their worst. Past experience scems trivial by com.
parison, even though evidence suggests the contrary. This behavior is
not confined to patients with physical pain. Patients with severe depres-
sions frequently imagine that they can go no lower in mood and neser
have been lower than they arc at present.

The physician should remember that not all patients magnify their
sufferings. As indicated above, many patents minimize their discomforts.
The various factors that enter into the different reactions to symptomatic
discomfort form part of the inquiry 1nto the psychological aspects of the
patient. At this point in the examnation, the physician should merely
note any important discrepancies between the patient’s apparent sensa-
tions and his reaction to them,

Weakness

Genenalized symptoms having no localization, such as weakness, fre-
quently become confused with other symptoms and often require much
study for their accurate identification. The physician must often ques-
tion the pauent inasively before he can separate “fatigue” and *“weak-
ness,” or before he can distinguish either of these from various emotional
states which are accompanied by some of the sensations of fatigue. Weak-
ness is an actual loss of muscular strength usually associated with a severe
physical illness. It is nearly always objectively demonstrable, although
as with so many other symptoms, the physician can judge the patient's
weakness better if he knows what the patient was previously able 10 do.
Fatigue, on the other hand, is a different unpleasant sensatton usually
localized in the muscle: 1n some muscles more than in others.
Fatigue 15 felt after muscular activity when the pauent 1s resung; true
weakness can only be noticed when the muscles are actually being used.
Pauents often describe fatigue with the word “ured” Weakness and
fatigue can exist together. Thus a patent may complain that he cannot
climb stairs as well as he could (weakness) and that after he has been out
of bed for a few hours, he feels tired for the rest of the day (fatigue)

Autitudes and emotions which bring muscular tension contribute greatly
to fatigue. States of depression and bored fatigue, while keen
interest tends to dispel it.

The physician's difficulties in making these important distinctions are
often added to by the vague and self-flattering reporting of patients.
Patients tend to choose descriptive language which assigns them accept-
able 1llnesses. Thus a patient may say he feels “weak” when he is tired
Or he may state he feels “tired” when he is angry or depressed
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Lably

in the arez and f y ather mechanisms as well, Thus a
patient may develop some tension in the muscles of the scalp while watch-
ing an exciting motion picture or sport. He may then become alarmed
about this initial headache, The attention focused upon his head may
increase the muscle tension and the headache still further. The physician
should therefore remember that the patient’s complaint of pain may in-
clude the follawing components: (a) the original pain sensation and its
mechanism; (&) the reaction, usually anxious, of the patient to the pain;
{c) the secondary increase in dysfunction {including more pain i
which accompanies the anxious reaction. Similar components ocour in
the experience of other symptoms besides pain.

In distinguishing the sensation of a symptom such as pain and the
reaction thercto, the physician may use several clues:

1. The physician can compare the reactions of the patient under study
with those usual in patients with similar disorders, and hence presum
ably having the same or at least similar sensations.

2. The patient or his relatives may be asked to describe the disability
associated with the symptoms. The disability should be described in terms
of interference with ordinary activies In a case of pain the yhy'slclfm
needs to know, for example, whether the patient can continue work}ng
or must pause; whether he must leave work and go home for relief;
whether he must lie down; or whether only drugs relicve the pain.

3. The actual measures that the patient takes to relieve his pain ‘(or
any other discomfort), indicate more accurately the degree of suffering
than do the patient's verbal reports of his sensations. Such reports may
contain distortions arising from the decay of memory with time and from
the unintentional influence of the physician upon the patient. The same
physician (and even the same attitude) may affect the reports of different
patiens in diff ways. For ple, if a patient wishes the approval
of the physician whom he perceives as admiring stoiaism, he may mint
mize his suffering. Another patient who also perceirves the same physician
as stern and unsympathetic may exaggerate his suffering in order to draw
greater solicitude and care from the physician.

4. The patient may be asked to compare his experience to the wt}rst
similar experience he has cver had. Giving his worst experience a rating
of 100, he is asked to rate the current experience. This method is some-
what applicable to pain and also to such other symptoms as weakness,
fatigue, depression, and dyspnea. By making this request of the patient,
the physician obliges him to compare his sensations with previous oncs,
and this may have the effect of reducing the patient's distortion of thf
severity of his suffering. Unfortunately, most patients think that theif
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Jresent sufferings ate their worst. Pasut experience scems wivial by com-
nrison, even though evidence suggests the contrary, This behasior is
1ot confined to patients with physical pain. Patients with severe depres-
lons frequently imagine that they ean go no lower in mood and never
ave been lower than they are at present.

The physician should remember that not all patients magnify their
fferings. As indicated above, many patients minimize their discomnforts.
“he various factors that enter into the different reactions to symptomatic
scomfort form part of the inquiry into the psychological aspects of the
uient. Ar this point in the examination, the phyician should merely
ste any important discrepancies between the patient’s apparent sensa-
ans and his reaction to them.

ecakness

Generzlized symptoms hasing no localization, such as weakness, fre-
sndly become confused with other symptoms and often require much
dy for their accurate idenufcation. The physician ot often ques
a the patient incisively before he can separate “Iatigue” and “weak-
5, or before be can distinguish either of these from various ernotional
es which are accompanied by some of the sensations of fatizue Weak-
s is an acrual loss of muscular strength usually associated with 2 severe
sical illness. It is nearly alwass objecnely demomtrable, although
+ith so many other symptoms, the physician ean judge the patient's
kness better if ke knows what the patient was previously able (o do.
ue, on the other band, is a different unplrasant sensadon usually
lized in the muscles, sometimes in some muscles more than in othery.
Jue is felt after muoscular activiry when the pauent is resting; tus
<ress can only be noticed when the muscles are actually being osed.
s often describe fatigue with the word “rired™ Weakness and
e can exist together. Thus 2 patient may complain that ke aoret
3 se2irs as well as he could (weakness) and thae after ke kas beeny out
d for 2 few hours, ke feels tired for the rest of the day (fatigue).

titudes and emotions which bring muscrlar tension contribute greatly
dgue States of depression and boted fatigue, while keen
2t tends to dispel ic

= physician’s diffeulties m making these imporwant distinctions are
added to by the vague and selffiattering reporting of patienrs.

s tend 1o chonse dexcriptive language which auizns them 2ccept.
Unes<es. Thus a patient may wv ke feels “weak™ when he is tized.
may state ke feels “tired” when he i angry or depressed.
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in the area and probably through other mechanisms as well Thus 2
patient may develop some tension in the muscles of the scalp while watch-
ing an exciting motion picture or sport, He may then become alarmed
about this initial headache. The attention focused upon his head rmay
increase the muscle tension and the headache still further. The physician
should therefore remember that the patient’s complaint of pain may in-
clude the following components. (a) the origmal pain sensation and jts
mechanism; (8) the reaction, usually anxious, of the patient to the pain,
(¢) the secondary increase in dysfunction (including more pain sensations)
which accompanics the anxious reaction, Similar components accur in
the experience of other symptoms besides pain.

In distinguishing the jon of 2 p such as pain and the
reaction thereto, the physician may use several clues:

1. The physician can compare the reactions of the patient under study
with those usual in patients with similar disorders, and hence presum-
ably having the same or at least similar sensations.

2. The patient or his relatives may be asked to describe the disabihty
assoctated with the symptoms. The disability should be described in terms
of interference with ordinary activities In a case of pain the physician
needs to know, for example, whether the patient can continue working
or must pause; whether he must lease work and go home for relief;
whether he must lie down; ar whether only drugs reliese the pain.

3. The actual measures that the patient takes to relieve his pain _(0\'
any other discomfort), indicate more accurately the degree of suffering
than do the patient’s verbal reports of his sensations. Such reports miy
contain distortions arising from the decay of memory with time and from
the unintentional influence of the physician upon the patient. The same
physician (and even the same attitude) may affect the reports of different
patients in di ways, For ple, if a patient wishes the approval
of the physician whom he percenes as admiring stoicism, he may min-
mize his suffering. Another patient who also perceires the same physiciat
as stern and unsympathetic may exaggerate his suffering in order to draw
greater solicitude and care from the physician,

4. The patient may be asked to compare his experfence to the worst
similar experience he has ever had, Giving hs worst experience 2 rating
of 100, he is asked to rate the current experience. This method is some-
what applicable to pain and also to such other symptoms as wealness
fatigue, depression, and dyspnea By making this request of the patient
the physician obliges him to compare his sensations with previous ones,
and this may have the effect of reducing the patient’s distortion of the
severity of his suffering. Unfortunately, most patients think that theif
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present sufferings are their worst, Past experience seems trisial by com-
parison, even though evidence suggests the contrary. “This bchavior s
not confined 1o patients with physical pain. Patients with severe depres-
sions frequently fmagine that they can go no Jower in mood and never
have been Jower than they are at present,

The physician should remember that not all patients magnily their
sufferings. As ndicated above, many patients munimize their discomforts.
‘The varjous factors that enter into the different reactions to symptomatic
discomfort form part of the nquiry into the psychelogical aspects of the
patient. At this point mn the examination, the physician should merely
note any important discrepancies besween the patent’s apparent sensa-
tions and hus reaction to them.

Weakness

Generalized ¥ having no loc: such as weakness, {re-
quently become confused with other symptoms and often require much
study for their accurate identtfication The physician must often ques.
tion the patient sacinsely before hie can scparate “faugue” and “weak-
new,” or before he can distunguish esther of these from various emotional
states which are accompanicd by some of the sensations of fatigue, Weak-
ness is an actual loss of muscular strength usually associated with a severe
physical Hlness. It s nearly always objectssely demonstrable, although
as with so many other symptoms, the physician can judge the patient’s
weakness better if he knows what the patient was previowsly able to do.
Fatigue, on the other hand, is a differcnt unpleasant sensauon usually
localized in the muscles, sometimes 1n some muscles more than in others.
Fatigue is felt after muscular activity when the patient is resting: true
weakness can only be notced when the muscies are actually bemng used.
Patients often describe fatigue with the word “tired.” Weakness and
fatigue can exist together. Thus a patient may complain that be cannot
climb stairs as well as he could (weakness) and that after he has been out
of icd for a few hours, he feels ured for the rest of the day (fatigue)

Attitudes and emotions whidh bring muscular tenston contribute greatly
to fatigue, Statcs of depression and horedom augment fatigue, while keen
interest tends to dispel it.

Fhie physician’s difficulties in making these important distinctions are
often added to by the vague and self-flattering reporting of patients.
Patients tend (o chonse descriptive language which assigns them accept-
able illncsses, Thus a patcent may say he fecls “weak” when he s tired.
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in the area and probably through other mechanisms as well, Thus 2
paticnt may develop some tension in the muscles of the scalp while watch.
ing an exciting mation pictute or spart. He may then become alarmed
about this initial headache, The attention focused upon his head may
increase the muscle tension and the headache still further. The physician
should therefore remember that the patient's complaint of pain may in-
clude the following components: (a) the original pain sensation and its
mechanism; (b} the reaction, usually anxious, of the patient to the pain;
(c) the secondary increase in dysfunction (including more pain sensations}
which accompanies the anxious reaction. Similar components occur in
the experience of other symptoms besides pain.

In distinguishing the sensation of a symptom such as pain and the
reaction thereto, the physician may use several clues:

1. The physician can compare the reactions of the patient under study
with those usual 1n patients with similar disorders, and hence presum-
ably having the same or at least similar sensations.

2. The patient or his relatives may be asked to describe the disability
assoctated with the symptoms. The disability should be described in terms
of interference with ordinary activities. In a case of pain the physician
needs to know, for example, whether the patient can continue workf'ﬂg
or must pause, whether he must leave wark and go home for relief;
whether he must lic down; or whether only drugs relieve the pain.

3. The actual measures that the patient takes to relieve his pain fﬂr
any other discomlfort), indicate more accurately the degree of suffering
than do the patient’s verbal seports of his sensations Such reports may
contain distortions arising from the decay of memory with time and from
the unintentjonal influence of the physician upon the patient. The same
physician (and even the same attitude) may affect the reports of different
patients in different ways For example, if a patient wishes the appro.\a'l
of the physician whom he perceives as admiring stoicism, he may mint-
mize his suffering. Another patient who also perceives the same physician
as stern and unsympathetic may exaggerate his suffering in order to draw
greater solicitude and care from the physician.

4, The patient may be asked to compare his expericnce to the w:zrsl
similar experience he has ever had Giving his worst experience a rating
of 100, he is asked to rate the current experience. This method is some-
what applicable to pain and also to such other symptoms as weakness,
fatigue, depression, and dyspnea. By maling this request of the patient,

the physician obliges him to compare his sensations with previous ones,
and this may have the effect of reducing the patient’s distortion of the
severity of his suffering. Unfortunately, most patients think that their
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to stresses, he can often help him to change his exposure to stresses. In
each case, the physician should consider the common stresses to whicl:
human beings are exposed and which, by disturbing their equilibria, may
act as precipitating factors for illness. These may be considered under
different headings for comvenience.

Internal Stresses -

Exercise, and unusual activity of various organs, e.g, the cardiovascular
system in climbing stairs.

Eating, i.e., the process of ingestion.

Sleeping. Lack of sleep can be stressful. Sleep itself may be stressful if
it leads to diminution in cardiac output and precipitates angina pectoris,
or leads to dreams and precipitates anxiety attacks, angina pectoris, or
cpilepsy.

Changes of the Menstrual Cycle. These may include physical chranges,
eg, pain, loss of blood, and alieration tn clectrolyte and water content
of tissues; they may also include psychological changes related to attitudes
towards sex and reproduction.

Changes With Pregnancy. These may include a wide variety of changes
in the function and shape of the mother's body and also psychological
changes related to these physical changes and to the presence in her
body of a developing fetus soon to be a baby.

Changes of Posture or Unusual Posture, cg., prolanged bed rest or
sudden changes of position.

Growth, Devclopment and Involution. These processes are accom-
panied by changes in the size of the body as a whole and of individual
organs (c.g, the genttalia) and by changes n the function of various
organs, e g., the larynx or the reproductive organs.

All the stresses listed abose are part of ordinary hife They become
pathologically stressful according to their degree and the state of the
organism at the time they occur.

Esxternal Stresses

Physical Stresses
Meteorological Changes, ¢ g, changes in temperature, barometric pres-
sure, radiation, sunlight, etc
Physical Condstrons of Work and Lrning These melude environmental
conditions to which the patient must adapt, e.g, commuting lTong dis-

tances to work, long hours of work, or fast machinery with which the
worker must keep pace.
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Weight Changes

Fluctuations in the patient’s weight deserve careful study. The physi-
cian should inquire about the patient's present weight and his weight
prior to the onset of illness. In certain illnesses, e.g, obesity, the history
of the patient’s weight should be carried back to his early life. If possible,
the physician should obtain several weights of the patient at different
times during his 1llness to permit study of the rate of change of weight.

The inquiries should at first follow the simple principles of energy
exchanges. For example, 1f the patient has lost weight either his intake
of food for his usual needs has decreased or he has lost much of what he
has taken in from excessive excretion, increased activity, or metabolism.
Likewtse if the patient has gamed weight he has increased his intake of
food over his habitual nceds or has ceased to require as much as he did
either from decreased metabohism or decreased activity.

The physician should inquire 1 some detail about the pattern of the
patient’s eating. If the pauent overeats, does he eat excessively at three
large meals a day, or does he nibble at food throughout the day and
sometimes at night? Is he aware of ignoring signals of satiety when he
overeats?

The kind of food preferred and actually eaten by the patient also re-
quires study since with a poor diet he may overeat of some foodstufls
while continuing undersupplied with others

As psychological factors frequently contribute to changes in weight
these also deserve careful study. Some patients are aware that they eat
excessively when anxious; others who do this are not aware of the re-
lationship between their overeating and anxiety. Careful study of the
events of the patient’s life at the times of overeating may furnish sug:
gestions or stronger evidence of such relationships The physician can
usefully ask the patient how he fecls and what he thinks about at the
times he eats excessively.

CIRCUMSTANCES PRECIPITATING THE SYMPTOMS:
STRESSES

Environmental factors are of such great importance in the occurrence
of diseases that a history which reports no precipitating circumstances as-
sociated with an illness is necessarily incomplete. Moreover, it js corre-
spondingly less valuable, since the factors which precipitate an illness are
often precisely those which are most amenable to alteration 1n Ll}e pa
tient’s favor, When the physician cannot change the patient’s sensittvity
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1o stresses, he can often hielp him to change his exposure to stresses. In
each case, the physician should consider the common stresses to which
human beings are cxposed and which, by disturbing their cquilibria, may
act as precipitatng factors for illness. These may be considered under
diflerent headings for convenicnce,

Internal Stresses -

Exercise, and unusual activity of various organs, e.g, the cardiovasalar
system in climbing stairs.

Eating, i e., the process of ingestion.

Sleeping. Lack of slecp can be stressful. Sleep 1tself may be stressful if
it leads to diminution in cardiac output and precipitates angina pectoris,
or leads to dreams and precipitates anxiety attacks, angina pectoris, or
cpilepsy.

Changes of the Menstrual Cycle. These may include physical changes,
eg, pain, loss of blood, and alteration 1n electrolyte and water content
of tissues; they may also include psychological changes related to attitudes
towards sex and reproduction.

Changes 1With Pregnancy. These may include a wide variety of changes
in the function and shapc of the mother’s body and also psychological
changes related to these physical changes and to the presence in her
body of 2 developing fetus soon to be a baby

Changes of Posture or Unusual Posture, e.g., prolonged bed rest or
sudden changes of postion.

Growth, Development and Involution These processes are accom-
panied by changes in the size of the body as 2 whole and of individual
organs (eg, the gemtalia) and by changes in the function of various
organs, e g., the larynx or the reproductive organs

All the stresses listed above are part of ordinary hfe They become
pathologically stressful according to their degree and the state of the
organism at the time they occur

External Stresses
Physical Stresses
Meteorological Changes, e g , changes in temperature, barometric pres-
sure, radiation, sunlight, etc.
Physical Cond:tions of Work and Living. These include enyironmental
conditions to which the patient must adapt, eg., commuting long dis-

tances to work, long hours of work, or fast machinery with which the
worker must keep pace.
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Weight Changes

Fluctuations in the patient’s weight deserve carelul study. The physi.
cian should inquire about the patient's present weight and his weight
prior to the onset of illness, In certain illnesses, e.g, obesity, the history
of the patient’s weight should be carried back to his early life. If possible,
the physician should obtain several weights of the patient at different
times during his illness to permit study of the rate of change of weight.

The inquiries should at first follow the simple principles of energy
exchanges. For example, if the patient has lost weight either his intake
of food for his usual needs has decreased or he has lost much of what he
has taken in from excessive excretion, increased activity, or metabolism.
Likewise if the patient has gained weight he has increased his intake of
food over his habitual nceds or has ceased to require as much as he did
cither from decreased metabolism or decreased activity.

The physician should inquire 1 some detail about the pattern of the
patient's eating. If the patient overeats, docs he eat excessively at three
large meals a day, or does he mbble at food throughout the day and
sometimes at night? Is he aware of ignoring signals of satiety when he
overeats?

The kind of food preferred and actually eaten by the patient also re-
quires study since with a poor diet he may osereat of some foodstuffs
while continuing undersupplied with others. .

As psychological factors frequently contribute to changes in weight
these also deserve careful study, Some patients are aware that they eat
excessively when anxious, others who do this are not aware of the re-
lationship between their orereating and anxiety. Careful study of the
events of the patient’s life at the times of overeating may furnish sug:
gestions or stronger evidence of such relationships. The physician €3
usefully ask the patient how he feels and what he thinks about at the
times he eats excessively,

CIRCUMSTANCES PRECIPITATING THE SYMPTOMS:
STRESSES

Environmental factors are of such great importance in the occurrence
of discases that a history which reports no precipitating circumstances 5
sociated with an illness is necessarily incomplete. Moreover, it is corre
spondingly less valuable, since the factors which precipitate an ‘illncss are
often precisely those which are most amenable to alteration in U}C_ P>
tient's favor. When the physician cannot change the patient’s sensitivity



THE HISTORY OF THL PRESCNT JLLNESS 57

to stresses, he can often help him to change his exposure to stresses In
each case, the physician should consider the common stresses to which
human beings are exposed and which, by disturbing their equilibria, may
act as precipitating factors for illness. These may be considered under
different headings for convenience.

Internal Stresses .

Exercise, and unusual activity of various organs, e.g., the cardiotascular
system in climbing stairs,

Eating, i ¢, the process of ingestion.

Sleeping, Lack of sleep can be stressful. Sleep 1tself may be stressful if
it leads to dimmution in cardrac output and precipitates angna pectoris,
or leads to dreams and precipitates anxiety attacks, angina pectoris, or
epilepsy.

Ghanges of the Menstrual Cycle These may include physical changes,
eg., pain, loss of blood, and alteration n electrolyte and water content
of tissues; they may also include psychological changes related to attitudes
towards sex and reproduction.

Changes Tith Pregnancy. These may include a wide variety of changes
in the function and shape of the mother’s body and also psychological
changes related to these physical changes and to the presence in her
body of a developing fetus soon to be a baby.

Changes of Posture or Unusual Posture, eg, prolonged bed rest or
sudden changes of position.

Growth, Development and Involutton These processes are accom-
panied by changes 1n the size of the body as a whole and of individual
organs (eg., the gemtalia) and by changes in the function of various
organs, e.g, the larynx or the reproductive organs.

All the stresses listed above are part of ordinary life They become
pathologically stressful according to their degree and the state of the
organwsm at the time they occur,

External Stresses

Physical Stresses
Meteorological Changes, e g , changes in temperature, barometric pres-
sure, radiation, sunlight, etc.

Physical Condations of Work and Living. These mclude environmental
conditions to which the patient must adapt, eg., commuting long dis-
tances to work, long hours of work, or fast machinery with which the
worker must keep pace.
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Ehysical Treuma, ¢, of accidents or bullets.

Toxans, Poisans, e.g., industrial gases or alcohol.

Pollens, e.g, ragweed pollen,

Microorganisms, e g, viruses or bacteria,

Payasites, e g., lce, pinworms, or amoebas.

Alalnutriion, including the absence of adeqguate food and the ingestion
of food damaging to the organism.

Social Stresses

A list of all the social stresses to which man is exposod would fill many
pages The physician should remember the more impostant ones, which
may be considered under the following headings:

Adjustments 1o New Sutuations. These would include the need to adapt
ta new persons and their needs, or to adopt new ways of living, or to
accept new responsibafines, e g, pregnancy, childbirth, birth of a sibling,
prolonged visits of in-laws, marrage, beginning of school ar college, in-
duction in armed forces, ¢migration to d new country, promation, retire-
ment from work,

Loss of Supportwe Relationshaps. This would include divorce; mental
illness in a friend or relative which remoses that person from the patient
psychologically; deaths of close relatives and friends; geographical sepa-
ratton of close relatives and friends, as when the patient emigrates to
another country, losses of children through their marriage; or alienations
from close friends or relatives through disruption of personal relatonships

Loss of Physical Healtk, Ths would include actual disease and circum-
stances which could threaten health or even physical satisfactions, €g.
unempioyment and finanaal losses

Loss of Self-Esteem., This would include demotion, unfriendly em
ployers, finng, failure to be promoted or to be materially successful,
criminal convicuon.

The complexities of stressfyl influences on human health require the
physician to know much more about tiem than the foregning list car
coney. The physician can rarely obtain all the data he needs from direct
questsoning of the patient during the ustory-taking. Rather he must
correlate events and symptoms and from all the jnformation available
make inferences about which events may have been stressful for the
patient.

Correlating Symptoms and Stresses

To correlate symptoms and stresses, the physician should first learn
what events have occurred in the patient’s life that might have been

stressfnl.
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Secondly, the physician should learn the temporal relationships of
these events to the patient’s symptoms. The strength of the evidence for
causal connections depends partly on the number of temporal correla-
tions obsersed One or two correlations signify little; a dozen correlations
provide strong evidence; and intermediate numbers, evidence of inter-
mediate value, which will have to be evaluated according to other factors.
The temporal correlations should be regular in occurrence, but do not
need to be close in time. A reaction may follow an event which has been
stressful after a latent period during which the effects were elaborated or
accumulating in the patient, Also, the anticipation of some psychologi-
cally stressful event may lead to the occurrence of symptoms days, weeks,
or months before the event,

Thirdly, the physician should try to establish the significance of the
supposedly stressful events for the patient, This requires a study of his
susceptibilities, both at physical and psychologrcal levels The patient’s
verbal statements are more valuable with regard to his physical con-
dition than in revealing his psychologtcal sensitivities He 1s often un-
aware that certain social events are stressful to hm He may be aware of
the symptoms he experiences without being aware of the thoughts and
emotions which mediate the influence of the environmental events in
producing these symptoms. However, having learned of temporal corre-
Iations between possible stresses and symptoms, the physician can then
employ interviewing techniques to expose and help the patient express
relevant thoughts and emotions Later chapters will describe these
techriques.

The last ioned step of blishing the meaning of apparently
stressful events for the particular patient under study derives from the
wide variation in the stressfulness of different events The physician who
assumes that only what would affect him adversely can affect others may
make serious errors

Moreover, he should not confine the search for stresses to the major
calamities of Iife, but should remember that what would be minor events
for some persons may prove exceedigly stressful to others. During periods
of apparently severe stress some human beings, far from being over-
whelmed, mobilize previously hidden resources of adaptation. The same
persans may adapt much less well to stresses which superficially seem less
disastrous, but which have become specially mmportant to them. A man
may talerate better the burning of his house than the burmng of his
toast. Everard Home, in his Life of John Hunter, described the occur-
rence of Hunter’s attacks of angina pectoris during “affections of the
mind” Then he added: * .. as his mind was affected by trifles these
produced the most violent effects on the disease His coachman being
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Physical Trauma, e.g., of accidents or hullets.

Toxins, Poisons, e g, industrial gases or alcohol.

Pollens, e.g., ragweed pollen.

Microorgamisms, e.g., viruses or bacteria.

Parasttes, e, lice, pinworms, or amoebas.

Malnutntion, mcluding the absence of adequate faod and the ingestior
of food damaging to the organism.

Social Stresses

A list of all the social stresses to which man is exposed would fill man;
pages. The physician should remember the more important ones, whict
may be constdered under the following headings

Adjust. ts to New S These would include the need to adap
to new persons and therr needs, or to adopt new ways of living, or «
accept new responsibilities, e.g., pregnancy, childbirth, birth of a sibling
prolonged visits of in-laws, marriage, beginning of school or college,
duction 1 armed forces, emigration to a new country, promotion, retire
ment from work,

Loss of Supportive Relationshyps. This would include divorce; menta.
1llness in a friend or relative which removes that person from the patien!
psychologically; deaths of close relatives and friends; geographical sepa
ration of close relatives and friends, as when the patient emigrates t¢
another country; losses of children through their marriage; or alienationt
from close friends or relatives through disruption of personal relationships

Loss of Physical Health. This would imnclude actual disease and crreum
stances which could threaten health or even physical satisfactions, eg.
unemployment and finanaal losses.

Loss of Self-Esteem. This would include demotion, uniriendly em
ployers, firing, fallure to be promoted or to be materially successful,
criminal conviction

The complexities of stressful influences on human health require the
physiczan to know much more about them than the foregoing list can
convey. The physician can rarely obtain all the data he needs from direct
questioning of the patient during the history-taking. Rather he must
correlate events and symptoms and from all the information available
make inferences about which events may have been stressful for the
patient.

Correlating Symptoms and Stresses

To correlate symptoms and stresses, the physician should first learnt
what events have occurred in the patient’s life that might have been
stressful.
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Secondly, the physician should learn the temporal relationships of
these events to the patient’s symptoms. The strength of the evidence for
camsal connections depends partly on the number of temporal correla-
tions observed. One or two correlations signify litde; a dozen correlations
provide strong evidence; and intermediate numbers, evidence of inter-
mediate value, which will have to be evaluated according to other factors.
‘The temporal correlations should be regular in occurrence, but do not
need to be dose in time. A reaction may follow an event which has been
stressful after a Iatent period during which the effects were elaborated or
accumulating in the patient. Also, the anticipation of some psychologi-
cally stressful event may lead to the occurrence of symptoms days, weeks,
or months before the event.

Thirdly, the physician should try to establish the significance of the
supposedly stressful events for the patient. This requires 2 study of his
susceptibilities, both at physical and psychological Ievels. The patient’s
verbal statements are more valuable with regard to his physical con-
dition than in revealing his psychological sensitivities. He is often un-
aware that certain social events are stressful to him. He may be aware of
the symptoms he experiences without being aware of the thoughts and
emotions which mediate the influence of the environmental events in
producing these symptoms. Howeser, having learned of temporal corre-
Iations between possible stresses and symptoms, the physician can then
employ interviewing techniques to expose and help the patient express
relevant thoughts and emotions. Later chapters will describe these
techniques.

The Iasts joned step of ishing the ing of apparently
stressiul events for the particular patient under study derives from the
wide variation in the stressfulness of different esents. The physician who
assumes that only what would affect him adversely can affect others may
make serious errors.

Moreover, he should not confine the search for siesses to the major
clamities of life, but should remember that what would be minor events
for some persons may prove exceedingly stressful to others. During periods
of apparently severe stress some human beings, far from being over-
whelmed, mobilize previously hidden resources of adaptation. The same
Ppersons may adapt much less well to stresses which superficially seem less
disastrous, but which have become specially important to them. A man
may tolerate better the burning of his house than the buming of his
toast. Everard Home, in his Life of John Hunter, described the occur-
rence of Hunter's attacks of angina pectoris during “affections of the
mind” Then he added: “. . . as his mind was affected by trifles these
produced the most violent effects on the disease. His coachman being
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Physical Trauma, e.g., of accidents or bullets.

Toxins, Poisons, e g, industrial gases or alcohol.

Pollens, e.g., ragweed pollen.

Microorganisms, e g., viruses or bacteria,

Parasites, e.g, lice, pinworms, or amoebas.

Malnutrition, including the absence of adequate food and the ingestion
of food damaging to the orgamsm.

Social Stresses

A list of all the social stresses to which man is exposed would fill many
pages. The physician should remember the more important ones, which
may be considered under the following headings

Adjust to New §i These would mclude the need to adapt
to new persons and their needs, or to adopt new ways of hving, or to
accept new responsibilities, € g., pregnancy, childbirth, birth of a sibling,
prolonged visits of mn-laws, marriage, beginning of school or college, in-
duction in armed forces, emigration to a new country, promotion, Tetire-
ment from work.

Loss of Supportrve Relattonshaps. This would mnclude divorce; me{llﬂl
illness in a friend or relative which removes that person from the patient
psychologically; deaths of close relatives and friends; geographical sepa-
ration of close relatives and friends, as when the patient emigra:e§ to
another country, losses of children through their marriage; or alienations
from close friends or relatives through disrupton of personal relationships

Loss of Phystcal Health This would mnclude actual disease and circum-
stances which could threaten health or even physical satisfactions, €g,
unemployment and financial losses.

Loss of Self-Esteem This would include demotion, unfriendly em-
ployers, firing, failure to be promoted or to be materially successful,
criminal conviction.

The plexities of stressful infl on human health require the
physician to know much more about them than the foregoing list can
convey. The physician can rarely obtain all the data he needs from direct
questioning of the patient during the history-taking Rather Ixe'm\!ﬁ
correlate events and symptoms and from all the 1nformation available
make inferences about which events may have been stressful for the
patient.

Correlating Symptoms and Stresses

To correlate symptoms and stresses, the physician should first learn
what events have occurred in the patient’s life that might have been
stressful.
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Secondly, the physician should learn the temporal relationships of
these events to the patient’s symptoms The strength of the evidence for
causal connections depends partly on the number of temporal correla-
tions observed. One or two correlations sigmfy little; a dozen correlations
provide strong evidence; and intermediate numbers, evidence of inter-
mediate value, which will have to be evaluated according to other factors.
‘The temporal correlations should be regular in occurrence, but do not
need to be close in time. A reaction may follow an event which has been
stressful after a latent period during which the effects were elaborated or
accumulating in the patient Also, the anticipation of some psychologi-
cally stressful event may lead to the occurrence of symptoms days, weeks,
or months before the event.

Thurdly, the physician should try to establish the significance of the
supposedly stressful events for the patient. This requires a study of his
susceptibilities, both at physical and psychological levels The patient’s
verbal statements are more valuable with regard to his physical con-
dition than in revealing his psychological sensitivities. He is often un-
aware that certain social events are stressful to him. He may be aware of
the symptoms he expertences without being aware of the thoughts and
emotions which mediate the influence of the environmental events in
producing these symptoms. However, having learned of temporal corre-
lations between possible stresses and symptoms, the physican can then
employ interviewing techniques to expose and help the patient express

relevant thoughts and Later chap will describe these
techniques.
The last d step of bl the ing of apparently

3
stressful events for the particular patient under study derives from the
wide variation in the stressfulness of different events The physictan who
assumes that only what would affect him adversely can affect others may
make serious errors.

Moreover, he should not confine the search for stresses to the major
calamities of life, but should remember that what would be minor events
for some persons may prove exceedingly stressful to others During periods
of apparently severe stress some human beings, far from being over-
whelmed, mobilize previously hidden resources of adaptation. The same
persons may adapt much less well to stresses which superfictally seem less
disastrous, but which have become specially iumporeant o them. A man
may tolerate better the burning of his house than the burning of his
toast. Everard Home, i his Life of John Hunter, described the occur-
rence of Hunter's attacks of angina pectoris during “affections of the
mind” Then he added: “. . as his mind was affected by trifles these
produced the most violent effects on the disease. His coachman being
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beyond his times, or a servant not attending to his directions, brought
on the spasms, while a real misfortune produced no effect.”

Sometimes no single event but the patient’s whole way of life Pproves
stressful 1f, for example, it deprives him of adequate rest, recreation or
other needs. Also the frustration of important ambitions or expectations
may prove stressful even though, or rather because, nothing has happened.
In such cases physician and patient may miss important factors if they
search only for special or obvious events.

Tiiness itself can become one of the most important of stresses, both
because of its real dangers to Ife and livelthood and because of the
meaning of these dangers to the patient, A later section discusses more
fully the patient’s understanding of his illness and attitude towards it.

Precipitating and Predisposing Stresses

Stresses frequently summate and the physician’s inquiry should try to
identify (a) stresses which have predisposed the patient to his disorder,
and () those which have precipitated its symptomatic expressions. The
influence of stresses on seizures may :llustrate these types of stress. Every-
one can have 2 convulsive seizure if sufficiently stimulated by natural or
artificial activators. In most persons the threshold for seizures remains far
below that required for seizures to occur. In certain patients, certain kinds
of lestons lower the seizure threshold so that convulsions occur more
readily. Such lesions include tumors, scars, and vascular anomalies of the
bramn, A number of metabolic disorders may also affect the threshold for
seizures Persons with these disorders from time to time will have seizures.
But they do not have seizures continuously On the contrary, they often
pass long intervals without seizures. Individual seizures are then pre-
cipitated by additional stresses. These include alcohol, fatigue, emotional
disturbances, and changes 1n hydration A similar double influence of
stresses occurs in many other illnesses.

The physician should therefore learn all he can about precipitating
stresses. He needs to know exactly what the patient was domng at the
moment he noticed the first symptoms or on other occasions when he
noticed recurrences. Was he cating, sleeping, walking, running? If he was
sitting down, was he alone or with someone ekse? If with someone else,
what was the conversation about? If there was no conversation, why not?
If he was alone, what was he thinking about?

The physician should also learn about predisposing stresses. A wide
variety of predisposing physical stresses may occur such as excessive work,
insufficient sleep, or poor nutrition. To study predisposing social stresses
the physician should examine the setting or general background of cir-
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cumstances in which the last decisive or precipitating event took place.
Often precipitating circumstances are set up like a golf ball on 2 tee, by
the course of events in the days, weeks, or months preceding the onset
of the illness. The ostensibly precipitating event is then much less sig-
nificant than the events preceding it. Sometimes the physician will find
no single precipitating event, but only a situation producing prolonged
stress and gradually eroding away resistance. Social stresses especially tend
to summate because each one may reduce the patient’s tolerance and tend
to make other previously innocuous events become stressful. For example,
a patient may tolerate well enough a prolonged visit by his in-laws, How-
ever, if to this is added failure to receive an expected increase in salary,
tension may mount. If then his wife announces a fourth pregnancy, he
may reach the limits of endurance.

These two levels of stresses may receive different attention at different
parts of the exammnation For example, 1n the early interviews with a
patient having a psychophysiological disturbance, the physician should
identify the stresses associated with the first occurrence or fluctuations of
the symptoms. Later he should learn more about the more sertous under-
lying stresses which have sensitized the patient to the precipitating events.
The individual episodes may occur during marital quarrels; but what
lack of mutual satisfaction and shared affection do these quarrels express?

‘THE REVIEW OF FUNCTIONS

Following the descriptrve account of the symptoms complained of, and
the search for precipitating stresses, the physician should continue his
inquiry by asking about other symptoms that the patient has not men-
tioned. The chief complaints or symptoms sometimes jostle into the back-
ground other perhaps equally important symptoms. Patients sometimes
fail to tell the physician during a medical interview about some symptom
of which they were aware and had intended to report. Because of the
anxiety of the interview, or perhaps because of being preoccupred with
more pressing symptoms, they forget to mention the symptom. Some of
these patients grumblingly say afterward that they did not mention the
symptom because the physician did not ask about 1t. Each patient and his
physician should share responsibulity for reviewing all the patient’s func-
tioning. Nevertheless, the physician alone knows all the topics which
they should discuss, so he has the larger share of the responsibility for
comprehensiveness 1 the interview. When the physictan focuses the
patient’s attention on all his organs and functions in a systematic way,
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the patient may then remember or become more fully aware of other
important disturbances,

For the abave reasons the physician should conduct a resiew of the
entire functioning of the patient. This should not merely enumerate
organs that have been diseased, but should study the ways in which their
functions have been disordered.

‘The inquiry into functions should seek to detect the earliest and shight-
est disturbances. The pbysician should compare the patient’s functioning
with what is habitual for the patent and also with what is normal for
similar persons. If the physician compares the patient only with other
persens, he may neglect important departures from what is normal for
the patient, The meaning of the patient’s having a bowel movement every
second dry depends an whether this has been his custom or is a change
{rom habitual funcuon.

In searching for symptoms or evidence of disease other than those
mentioned spontancously, the physician should think of those circum-
stances whach tax the reserves of argans and which might therefore denv
onstrate failing reserves. One of the earkest signs of disease is a Joss of
the powers ordinarily kept i reservett Such loss is best demonstrated
tiot when the suspected organ is at rest, but when the organ must respond
to extra demands for its funciion. Thus the inquiry should often include
such matters as any change 1n the tolerance for exercise; an increased
necd for sleep; & decreased tolerance for alcohol; or a diminished capacity
{or sexual intercourse.

The review of functions and organs should cansider every function and
organ. Frequently a disorder in one organ or function becomes instantly
clarified by the recognition of a disorder in some other organ or function.
The physician cannot afford the risk involved in a cursory survey of the
patient's functioning in areas outside the sie of his chief complaints.
The extreme importance of & comprehensive survey of current function
ing, (and of past illnesses, which alsa may clarify present disorders), pro-
vides one justification for the wse of a health questionnaire,3 although
such questionnaires canniot replace an interview.

The following list, far from exhaustive, includes many of the g
that should comprise the functional inquiry. A positive response Irom
the patient on any item should immediately lead to further questions:
carried into details no less fine than those outlined for the chief com-
plaiats, .
Integument: Rashes, eruptions, hives; itching; altcrations in pigment:

moles, and changes in them; brittleness or other alterations in nails;

1oss of hair or changes in its color or texture,
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Head: Headaches and their character; head injuries.

Eyes: Photophobia, unusual lachrymation; inflammation of eyes; visual
acuity; diplopia; disturbances of peripheral vision,

Ears: Earache; discharges; deafness, tinnitus; vertigo.

Nose: Sense of smell; bleeding, difficulty breathing through nose; pain in
nose or sinuses; excessive or unusual nasal discharges; postnasal dis-
charge.

Teeth, Mouth, and Throat. Caries, pam in teeth, loss of teeth and re-
placement; disease of gums; sores or leukoplakia; sore throats; diffi-
culty swallowing or speaking, swellings in area of throat.

Respiration. Dyspnea, chest pain; cough and sputum, hemoptysis; wheez-
ing.

Cardiovascular Functions. Dyspnea, pain in the chest; orthopnea; edema;
cyanosis; cough; palpitations and arrhythmias, coldness or discolora-
tion of extremities, claudication.

Gastrontestinal Functions: Appetite, amount and quality of food; eating
habats, belching, regurgitation, nausea and vomtting, distention or
bloating; heartburn, abdomi pain, frequ of bowel .
abnormalities of color or of other characteristics of feces; blood, para-
sites, or mucus su stools; hemorrhoids, jaundice.

Urinary Functions- Abnormalities of volume of urine, frequency or ur-
gency of urmation, dysuria, nocturia, pyuria, hematurta; pan n back,
flank, or area of bladder, feebleness of stream or hesitancy, dribbling;
inc or hral discharges; sores on or around the
gemlalm

Age at h bseqr menstrual history
mcludmg [requency, duration, amount, and regularity of bleeding and
whether accompanied by pain or other symptoms. The date of the last
menstrral period and previous menstrual period should be noted
Pregnancies and their complications; vaginal bleeding or discharge,
venereal disease, frequency and kind of sexual experrences and satis-
factions, frigidity or impotence.

Hematopoetic Functions: Occurrence of anemmas or hemorrhages; use of
transfusions or hematinics, abnormal bruising, enlargements or ten-
derness of lymph nodes

Metabolic and End F Abnormalities of growth and de-
velopment, usual weight and important fluctuations in weight; unusual
perspiration, sensitivity to extremes of temperature; unusual thirst or
volume of urine; changes in voice or in har.

Musculoskeletal Functions- Pain m joints or muscles; weakness of muscles;
Ppain, stiffness, or limitations of movements of joints; fractures.
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Central Nervous System: Headaches; syncope; vertigo; seizures; difficulty
in thinking or speaking; weaknesses of limbs; incoordination, impair.
ments of sensation; pain; insomnia; anxicty and its muscular and
visceral symptoms; depression or other marked emotional states; ir-
ritability; behavioral disorders of childhood or later; unusual aspects of
psychosexual development.

Yital Functions

The physician’s inquiry should always include the so-called vital func-
tions, e g, eating, sleeping, sexual desire and function, bowel movements,
menstruation, mamntenance of weight, and muscular strength. The in-
quiry concerning these vital functions of the body is no less important in
disorders whose origin is primarily psychological. Often when the organ-
ism is under stress, whether physical or psychological, these functions be-
come more or less impaired. The energy of the organism is partially
withdrawn from such activities and processes in the service of combating
the immediate threatening stress.

As the inquiry moves towards the earliest symptoms of the illness, the
physician frequently finds that an mmpairment of one of the vital func-
tions was the first symptom, although this was ignored until the occur-
rence, some months later, of those symptoms which became the chuef
complaint.

Inquiries about the vital functions should survey more than the mere
performance of them The physician should know whether these func:
tions bring pleasure or not For a healthy person, eating, sexual expert-
ences, and slecping have a positively enjoyable quality. So has the use of
muscles in moderate and playful exercise. In illness, pleasure in these
functions dimnishes or disappears before the function itself is lost Thus
a patient may state that he still eats, but that his appetite has diminished
Or he may report that he still has sexual intercourse, but with Iessen.ed
pleasure that formerly. (A loss of sexual function may occur while de'slr!
remains)) Often a renewed enjoyment of eating, sleeping, or sunlight
provides the first sign of a return to health in a sick person. .

Conversely, when these vital functions are preserved intact and still
bring full enjoyment, the illness can rarely be a severe or grave one. If
a depressed patient says he still enjoys eating, he is not extremely de-
pressed. If an anxious patient says there has been no interference with
his sexual activity, his anxtety is only mild or moderate.

The inquiries should also discover the presence of any tensions as-
sociated with the vital functions. The physician needs to know not only
whether the patient has a good appetite, but whether he is getting enough
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to eat. Similarly, enjoyment and adequate performance in sexual activities
can be accompanied by considerable sexual tension. The amount of sexual
activity necessary to reduce sexual tension varies widely and considerably
more than the amount of food necessary to reduce hunger. The physician
must inquire further to find out each patient’s needs and the extent of
their satisfaction.

Habits

During the review of functions, the physician should inquire also about
such habits as the nse of coffee, tobacco, alcohol, sedatives, or special
dietary cravings and avoidances.

Wheneser possible, the physician should learn the quantitative details
of these habits There are important differences between one and ten cups
of coffee a day, betwcen three cigarettes and three packs of cigarettes a
day. When excesses are found or suspected, the inquiry should be pushed
further towards more detail. For example, if the patient consumes alcohol
excessively, the physician should find out the amount consumed, the pre-
ferred alcoholic dnink, the usual habits of drinking (eg., continual or
episodic, solitary or social), the usual ttme of day when drinking starts,
what thoughts and feelings are present when the patient feels he “needs”
a drink, and the way he feels after he has taken alcohol. After these
questions, the inquiry can be pursued further, if necessary, towards such
matters as failure to eat other food than alcohol, and episodes of patho-
logical intoxication or alcoholic psychoses. Sumilar inquinies may be
indicated 1n the study of other habats, such as the use of sedatives.

When the physician suspects a nutritional deficiency, he should not
be satisfied with the patient’s reassurance about his diet. Of central im-
portance 1 the origin of nutritional deficiencies not caused by poverty
or digestive disorders s the fact that the palicm usually does not know
what i an q diet G ] , his assertions on the
subject are often worthless The physictan must abtam from the patient
an actual menu of what he eats for several days.

THE PATIENT’S CONCEPT OF HIS ILLNESS

The hustory of the present illness should include an evaluation of the
patient’s concept of hus illness. Rigidly held and incorrect opinions about
the nature of illnesses interfere sertously with many patients’ participa-
tion 1n their treatment. For example, a patient who believes firmly that 2
marked deptession is due to the menopause may think that only estrogens
will help her and may correspondingly neglect other measures proposed
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Cenlral Nervous System: Headaches; syncope; vestigo; scizures; difficulty
in thinking or speaking; weaknesscs of limbs: incoordination; impair-
ments of sensation; pain; insormnia; anxiety and its muscular and
visceral sympioms; depression or other marked emotional states; ir-
ritability; behavioral disorders of childhood or Jater, unuspal aspects of
psychosexual development.

Vital Functions

The physician's inquiry should always incluade the so-called vital fune-
tions, ¢, eating, sleeping, sexual desire and function, bowel movements,
menstruation, maintenance of weight, and muscular strength. The ia-
quiry concerning these vital functions of the body is no less 1mportant in
disorders whose origin is primanily psychological Often when the organ-
ism is under stress, whether physical or psycholagical, these functions be-
come more or less ympaired. The enctgy of the orgamusm is partially
withdrawn from such acttvsties and processes in the service of combating
the immediate threatening stress.

As the inquiry moses towards the earliest symptoms of the iflness, the
physician frequendy finds that an impairment of one of the vital func
tions was the first symplom, although this was ignored umil the pcour-
rence, some months later, of those symptoms which became the chief
complaint,

Inguiries about the vital functrons should survey more than the mere
performance of them The physician should know whether these func
tions bring pleasure or not. For a healthy person, eating, sexual experi-
ences, and sleeping have a posutively enjoyable quahty So has the wse of
muscles in moderate and playful exercise. In illness, pleasure in these
functions diminishes or disappears before the function tself is lost Thus
2 patient may state that he sull eats, but chat his appetite has diminished.
Or he may repart that he still has sexual infercoutse, but with lessened
pleasure that formerly (A Joss of sexual function may occur while desire
b .} Often a d enjoy of eating, sleeping, or sunlight
provides the first sign of a return to healih in a sick person, .

Conversely, when these vital functions are preserved ineact and still
bring full enfoyment, the rllness can rarely be a severe or grave one. Xf
a depressed patient says he still enjoys eating, he is not extremely erA
pressed. If an anxious patent says there has been no interference with
his sexval acthvaty, his anxiety is only ymild or moderate.

The inquirles should also discover the presence of any tensions as-
sociated with the vital functions. The physician needs ta know not only
whesher the natjent bas a pood appetite, but whether he is getting esough
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of anxiety during illnesses of comparable seserity. The first patient may
fear he will die, the second that his illness will lead to the promotion of
another employee ahead of him.

Apparent Gains Arising From the Hliness

Tllness and disability bring with them a privileged state of dependency
which, in our society, is usually acceptable to the patient and those
around him, Sick children especially are given attention and privileges
which are ordinarily denied them, and the same may be true of adults.
It is doubtful if, as some have claimed, everyone wants to return to a
state of being dependent and cared for. But undoubtedly many persons
who have returned to that state find it exceedingly difficult to leave. This
cannot always be considered a net gain for them, but nevertheless certain
patients find certain satisfactions in the status of a sick person.

Probably recoveries are delayed less by the satisfactions of being |ll
than by fears of life when well. For ple, if injured or incapacil
by disease, 2 patient may come to doubt his ability to work again as
well as he worked before As part of this fear, he may doubt his ability
to support himself and his family. Moreover, he usually begins to think
of such matters at a time when he has not yet fully recovered In his still
weakened condition he certainly cannot work as well as he did before
he became ill. But he judges his future performance by his present sensa-
tions, forgetting that by the time he returns to work he will no longer
be weak, or as weak as he is when jll. And he may come to adopt a
gloomy view of hus situation in which it seems better to hold on to present
conditions than to risk failure by an effort beyond his imagined capacity.

The same factors need attention when the pattent reccives financial
compensation for his disability It often appears that the patient wants
to remain ill so that he may continue to receive money without working.
And certainly such compensation does often stand in the way of the
patient’s returning to work Studies have shown, for example, that pa-
tents recover from so-called traumatic neuroses much more rapidly when
they recerve compensation in a lump sum than when they receive monthly
Ppayments while disabled. Other s(udxes have shown that discontinuing
monthly pay to 1 d psyck 1c patients can often 2lter
the balance of their momauons so that they return to work However,
in such instances the payments received are nearly always less than the
patient’s ordimary income when well He knows that he can make more
money when well than he can receive when sick. Yet he may fear to give
up what he recewves because he fears irrationally that he may not make
even as much when well.
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by the physician. The widespread dissemination of medical information
and half-truths among the lay public has greatly increased the temptation
ta selt-disgnosis while concealing its dangers and peraiuing paticnts whe
indulge m this to presene an illusion of accuracy even when preseated
with correct informatien by physicians, Concealed irrationat anieties,
eg. that a cancer is present, can greatly sncrease suffering and probably
delay recovery. The physician should therefore inquire about the pa-
tient's understanding of his allness, asking him has opinion of the nature
af his iliness and what causes have contributed to it.

THE PATIENT'S ATTITUDE TOWARDS HIS JLLNESS

The history of the present tliness also requires for its completion some
understandsng of the patsent’s attitude towards his iliness. The physician
usually gains fittle by asking the patient "What is your attitude towards
your iliness?” although he may certainly offer such a question Usually
he must find the answer from observing the remarks and especially the
nonverbal behavior of the pauent as he tells his story, listens to the
physician's explanations, or later carsies out or fails to carry out yecom-
mended treatment, )

The usual furility of asking direct questions about this topic obliges
the physician ta keep in his mind some of the factors that influence pr
tients’ attundes towards illness as he Iistens 1o the patiens and watches
himn. The following sections wmay prowvide some guidance for his ob-
servations.

Anxiety Provoked by the Disability

The physician must estimate carefully the disabilsty likely to be pro-
vaked by the illness He should then compare the disability which the
patient believes to exist with this standard. As mentioned carlier, patients
sninimize their symptoms almost a5 often as they exaggerate them When
the patient claims o disability that is unusually large or small for She
disorder, he actually exhibits an add 1 psycholegical disorder which
requires attention in atself

Frequently amuety about an jliness takes the form of fears that 2%
examination will reseal something worse than what is already known
“This jrrational attitude seems often to be a factor in delaying the arrival
of the patient for proper medical care® .

The physician connot understand the anxiety provoked by an illness
without learning what the illness means to the patient For example, two
patients each having pneumonia may exhibit apparently equal degrees
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of anxiety during 1llnesses of comparable severtty. The first patient may
fear he will die, the second that his illness will lead to the promotion of
another employee ahead of him.

Apparent Gains Arising From the Illness

Illness and disability bring with them a privileged state of dependency
which, in our society, 15 usually acceptable to the patient and those
around him, Sick children especially are given attention and privileges
which are ordmarily denied them, and the same may be true of adults.
It is doubtful if, as some have claimed, exeryone wants to return to a
state of being dependent and cared for. But undoubtedly many persons
who have returned to that state find it exceedingly difficult to leave. This
cannot always be considered a net gain for them, but nevertheless certain
patients find certain satisfactions in the status of a sick person.

Probably recoveries are delayed less by the satisfactions of being ill
than by fears of life when well For example, if mjured or incapacitated
by disease, a patient may come to doubt hus ability to work again as
well as he worked before As part of this fear, he may doubt his ability
to support himself and his family. Moreover, he usually begins to think
of such matters at a ttme when he has not yet fully recovered. In his still
weakened condition he certainly cannot work as well as he did before
he became ill. But he judges his future performance by his present sensa-
tions, forgetting that by the time he returns to work he will no longer
be weak, or as weak as he 1s when ill. And he may come to adopt a
gloomy view of his situation 1n which it seems better to hold on to present
conditions than to risk failure by an effort beyond his imagined capacity

‘The same factors need attention when the patient receives financial
compensation for his disability It often appears that the patient wants
fo remain 11l so that he may continue to receive money without working.
And certainly such compensation does often stand in the way of the
p.a&iem's returning to work. Studies have shown, for example, that pa-
tients recover from so-called traumatic neuroses much more rapidly when
they receive compensation n a lump sum than when they receive monthly
payments while disabled. Other studies have shown that discontinuing
monthly pay to ployed psych ic patients can often alter
the balance of thewr motivations so that they return to work. However,
m such instances the payments received are nearly always less than the
patient’s ordinary mcome when well He knows that he can make more
money when well than he can receive when sich. Yet he may fear to give
up what he receives because he fears irrationally that he may not make
even as much when well.




68 WHAT T0 LEARN IN IRSTORY-TAKING

Psychological disorders freq Iy include behavior tewards other per-
sons which, while adaptive for the patient, is Jess than satisfactory or
pleasing to those around him. Rudeness, temper tantrums, and sulks
would illustrate such behavior, Such behavior is part of the main illness,
nat a reaction to it. Other persons may involuntarily adapt to such be-
havior so that the patient apparently gains through it.

In addition, as already mentioned, the status of 2 sick person alters
what other people expeet of the patient. The patient nearly always dis-
covers this, if he does not know it from watching other sick people. He
may then come to use his illness as 2 means of avoiding unpleasant per-
sonal and social situations, A child can learn that episodes of nausea and
vomiting excuse bim from school, or an adule may find that his wile Is
more indulgent when e has a headache and that at such times she no
longer presses him to go dancing with her. The physician therefore needs
to distinguish two ways in which the iliness may provide gain for the
patient in personal relationships:

{a) The expression, as part of the illness, of modes of behavior which
akthough immature are partially gainful to the patient in his per-
sonal relations

(b) The use of the status of the sick person in a gainful way to avoid

1 tons and responsibilities.

In considering both of these aspects of the iliness, the physician should
attend to the underlying anxieties which promote such behavior.

With regard to the use of the sllness by the patient to avoid unpleasant
situations, the physician needs further to know whether the patient it
C fous of such exploitation. He usually is not, or hie may once hase
been and then ceased to be Conserous exploitation of illness (malingerin,
nearly everyone finds hard to allow himself. Further, the physician necqs
to know the attitudes of the relathes towards the patient's use of hit
illness in this way and the extent to which they have promoted or con
doned it. And he needs to know the patient’s reaction to the attitude of
his family towards his yllness. The discussion of interviewing hypoch?ﬂ'
driacal patients in Chapter 10 includes further remarks on gains arfsing
from illness.

In summary, it is doubtful if anyone ever wants to be ill; but many
patients fear what may happen to them if they get well, or fear that
their recoveries may not be complete. Such fears delay recovery through
psychological and physical influences. If the physician emphasi{ﬂ what
the patient apparently gains from the iliness the patient receives Tess
help than if the physican tries to understand the patient’s fears about
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his condition or about what may lie ahead after he recovers. The physi-
cizn should try to understand not only what the patient may want from
the illness, but what fears the illness may protect him from.

Shame and Guilt Over Illness

Large numbers of people still view many illnesses, some more than
others, as shameful. The shame adheres to different aspects of illness with
different disorders and patients. With regard to mental illnesses the
feelings of shame often have to do with being “different” from everyone
€lse and also with having msufficient will power and control. With physi-
cal illnesses often the thought of becoming dependent brings shame. The
patient’s own resentment of weak, dependent people may return with
guilt when he himself becomes an 1nvalid In any case, some shame of ill-
ness occurs widely and can lead to demal of 1llness and dangerous post-
ponement of necessary medical care

The Will to Recover

Experienced physicians recognize some mneffable quality in sick people
which is poorly but perhaps best described as “the will to health.” This
may seem a vague concept, yet it must be acknowledged as an empirical
fact that some such quality often brings about recovertes which are not
otherwise expected The will to recover is not always verbalized, but
may merely be reflected in the behavior of the patient which indicates
an enthusiastic desire to recover a former state m which life was enjoyed
and Iived richly, Many factors influence the patient’s motvation for re.
covery. A happy home and stimulating, congenial work may influence
him greatly by providing incentives for recovery In contrast, where there
15 little to return to, there may be little wish to return

The Patient’s Und ling of His Conditic

The pauent's atutude towards his condition is closely related to his
understanding of it Ignorance nourishes fear. Excessive fear, and the
various means adopted for controlling 1t, can seriously interfere with
the patient’s cooperation in treatment. Among all the aspects of the pa-
tient’s understandmng of his condition, the physician should probably
attend most to signs of the patient’s sense of personal responsibility for
the illness and especrally for the success of treatment Sometimes, as in-
dicated earlier, patients respond to illness with guilt and shame which
indicates an excessive sense of responsibility for what has happened
More often they lack an adequate sense of responsibility and do not see
how their own behavior has contributed to illness or can aid recovery,
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They look towards other people or other things for the causes and the
cures of their diseases. Thee physician should especially notice signs of
such excessive dependency for they wil} importantly influence his man.
agement of the case,

WHY MEDICAL ASSISTANCE WAS SOUGHT WHEN IT W,

The physician should Uy o ascertain why medical aid was sougl
when it was, As mentioned earlier, patients often defer seeking medic
atd at the height of e Symptoms, and do sg only when the sympton
have somewhat abated The physician needs ta know when this happen
because the answer reveals somethung of the patient’s attitudes towar
his illness 1If, on the other hand, the patient sought help during th
worst suffering, this fact furnishes the physician a valuable due to th
limit of endurable suffering for the patient, The answer to this mquic
often reveals a significant stress which precipitated or exacerbated the
illness,

The physician also needs to hnow whether the patient came voluntarily
or at the insistence of his relatives and friends. Imoluntaty patents are
usually, but not always, much less cooperative than those who come of

to the physician, or sent passively and unwillingly by hus family, indreates
thereby his nability to accepe responsibritty for his health.

HISTORY OF PREVIOUS TREATMENTS

The effects of various ‘reatments on the illlness have already been
mentioned in considering measures that have reheted the symptoms The

medicines of a former one. Such medicines, ¢ g analgesics, sedatives, or
imul may profoundly alter the ap I es of the patient’s disorder

and deceive the new physieian, Often he should ask the patient, “Are you

taking any medicines at this timep* Sometimes the patient has abandoned

the pi usly ded treatments. The new physician should learn

whether they were ab d because of thy pentic failure,

side effects, lack of cooperation by the family, or other factors.

7
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In some instances the present illness is simply an exacerbation of a
chronic illness or a recurrence of a former illness. When the physician
can be reasonably sure of this, it becomes important for him to know how
the patient responded to treatments of earlier episodes of the iliness. One
of the best guides to the success of a treatment is a history of its previous
success in a similar illness 1n the same patient. For example, the knowl-
edge that electroshock therapy has helped a depressed patient in a previ-
ous depression may help the physician in deciding to use this treatment
for this patient agam.

Although the physician should ask for the patient’s opinion on the
success of 2 former treatment, he cannot always rely on it. To continue
the above example, severely depressed patients commonly believe that
nothing can help them or ever has. They may devalue a treatment that
has, in fact, been quite helpful in the past,

The history of previous treatments may or may not tell something
useful about the disease; it will always tell something about the diseased
patient. ‘The physicran should listen especially carefully to what the
patient says about previous physicians. In doing so, he will learn more
about Ius patient than about his colleagues. For example, when a patient
criticizes forcefully the treatment recommended by a former physician, the
physician will not be surprised when the same patient rejects his recom-
mendations Thus what the patient says about former physicians and
treatments may help the physician greatly in his understanding and
management of the patient.

The physician should never rely solely upon the patient’s statements
of what hapg d under a previ ician or in a previous admission
to a hospital. Important errors can follow from careless acceptance of the
patient’s reports. ‘The physician should therefore obtain reports of pre-
vious illnesses and treatments directly from hospitals, and when indicated
and feasible, from former physicians He can often obtain additional
useful information about a patient’s physical and mental health from
other institutions where the patient may have been examined, such as the
armed services, schools and colleges, places of employment, and insurance
companies,
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They look towards other people or other things for the causes and the
cures of their discases. The physician should especially notice signs of
such excessive dependency for they will importantly influence his man-
agement of the case,

WHY MEDICAL ASSISTANCE WAS SOUGHT WHEN IT WAS

The physician should try to ascertain why medical aid was sought
when it was. As mentioned earlier, patients often defer seeking medical
aid at the height of the symptoms, and do so only when the symptoms
have somewhat abated. The Pphysician needs to know when this happess,
because the answer reveals something of the patient’s autitudes toward
his iliness 1f, on the other hand, the paunent sought help during the
worst suffering, this fact furnishes the physician a valuable clue to the
limit of endurable suffering for the patient. The answer to this inquiry
often reveals a sigmificant stress which precipitated or exacerbated the
iliness,

The physician also needs to know whether the patient came voluntasily
or at the nsistence of his relatives and friends. Imvoluntary patients are
usually, but not always, much Jess caoperative than those who come of
their own initiathve. An adult patient who pernuts himself to be brought
to the physician, or sent passively and unwillingly by his family, indicates
thereby his inability to accept responsibitity for his health.

HISTORY OF PREVIOUS TREATMENTS

The effects of various treatments on the alllness have already been
i in considering measures that have reheved the symptoms. The
history of previous wreatments may include nothing mote than simple
home remedies. In many snstances, however, the patrent will have o
gaged in much more elaborate treatments with or without expert medical
advice, The physician should learn all he can abour such treatments and
their effect on the course of the iliness. Some patients cannot prevent
themselves from consulting another physician wiule still taking the
medicines of a former one. Such medicines, € g, analgesics, sedatives, or
3} may profoundly alter the apg s of the patient’s disorder
and deceive the new physician. Often he should ask the patient, “Are you
taking any medicines at this ume?” Sometimes the pan'enf has abandoned
the previously recommended treatments. The new physician should learn
whether they were abandoned because of therapeutic failure, unpleasant
side effects, lack of cooperation by the family, or other factors.
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THE FAMILY HISTORY

THE VALUE OF THE FAMILY HISTORY

An understanding of its contribution to the whole examination
should guide the taking of the family hustory. Without such understand-
ing the physician will probably inquire into the family hustory in a
routine and perfunctory way which may irritate the patient and waste
the time of both patient and physician. The famuly history furnishes
important information about the contributions of both heredity and
environment to the growth and development of the patient, and to the
origin of his illness.

The phystctan should know the main facts of human heredity, and
particularly medical genctics.® 22427 Important heredity components
enter into mental as well as physical disorders ® 12 Predictability with re-
spect to inheritance varies greatly, because of the imperfections of our
knowledge of heredity and the great difficulty 1n assembling the necessary
data for any given family about which we may wish to make predictions.
Knowledge of genetic factors now permits prediction of inheritance rather
accurately in a small number of diseases, For the great majority of discases,
however, the predictability of inheritance, although poor, is sufficiently
significant to deserve careful attention For many disorders, of which
schizophrenic reactions would be an outstanding example, we can say
only that a predisposition 15 inherited, Many persons have such a predis-
position without developing a schizophrenic reaction The play of adverse
environmental factors seems necessary, in addition to the genetic factors,
before an overt schizophrenic reaction occurs

The physician should also know that in addition to the inheritance
of specific diseases, a predisposition to disease of certain organs can be
inherited.1422 For example, the families of patients with peptic ulcer

3
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formative years These traits are not symptoms and do not contribute
to them.

Cultural influences may modify the outward expressions of otherwise
sunilar mental illnesses in different communities Thus schizophrenic
teactions in the United States differ somewhat from schizophrenic re-
actions in Brazil;?® and in the Umited States schizophrenic reactions in
patients of Irish extraction differ from those in patients of Italian ex-
traction 17 Cultural differences may importantly influence the attitude
of patients towards physicians and hence, among other things, influence
what information patients offer physicians easily and what infermation
they may tend to withhold.®s

The important contributions of cultural influences to differences in the
occurrence of mental illness, to variations in the forms of mental illness,
and to modifications of the physician-patient relationship makes a knowl-
edge of different cultures necesssary, not merely useful, for the physician.
He should equip himself with a wide knowledge of different cultures
outside his own, He may not master the details of all cultures and sub-
cultures from which his patients may come But this 1s not so important
as his being aware of cultural differences and therr significance for
personality development and mental health Such an awareness can be
acquired by travel and by reading The references at the end of this
chapter include a small but representative sample of books describing
different cultures and the importance of cultural differences to medicine.?
3.10:11,12,13, 14,15, 16, 23 However, the physician's surest method of de-
veloping awareness of cultural differences and thewr importance 15 to use
each patient’s family history to deepen his understanding of these differ-
ences. In this connection the patient himself is often able to tell which
practices and traits in his family conflicted with the norms for the colture
Thus the physican may gradually gather mformaton for himself with
which he can improve his own evaluation of cultural traits and deviations
from them

Included 1n the environmental aspects of the famuly is the mmportant
matter of pseudo-heredity. Many disorders which occur in members of
the same fanuly are transmitted not by genetic processes but by the power-
ful effects of suggeston and imitation. Eptlepsy in one member of a
family sometimes provides a model for hysterical convulsions in another,
Palpitations and pain i the chest may arise 11 2 son’s 1dentification with
a father who has the symptoms of coronary disease. Often such suggestions
occur without any active promotion by the first patient; the second
patient simply imitates the disorder of the first. Sometimes, however,
parents covertly encourage the expression of various physical symptoms
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show a higher incidence of disorders of the gustrointestinal tract than do
familics of patients with diseases in other organs or with no disease at
all.t Thyreid disorders of all kinds occur more often in the families of
patients with hyperthyroidista than in the families of healthy persons?
A similar predisposition to inferiority of the heart has been indicated by
the occurrence of all types of heart disease with greater frequency in some
families than in others.z

This kind of information about predispositions to certain diseases and
diseases of certain organs forms one of the most useful contributions of
the family history. Its chief value lies not in diagnosis, where it can never
be entirely accurate although 1 may give valuable hints, but in the pre.
vention of diseases. The family history may helpfully warn the physician
of areas in which his patient will need special gudance. Obesty, for
example, although never desisable, can be particularly dangerous to those
predisposed by heredity to such diseases as diabetes mellitus or heart
disease.

The environment in which the patient grew and developed should be
studied with regard to physical components and personal or social com-
ponents The physical aspects of the environment such as important
variations in the amount of heat, light, food, and other factors, are con-
sidered principally as part of the personal history. However, the family
history may clarily the origins of the physical aspects of the environment.
It may trace some of them (e g., Jnck of food) to uncontrollable economic
conditions. It may show others (eg. dietary variatsons) to have arisen
in attitudes that were part of the culture in which the family Jived. And
it may show still others (eg, lack of light} to have arisen in special
idiosyncrasies of one or both parents

In these matters the study of the physical environment blends with the
study of the personal or social environment. The family history indicates
the culture or cultures in which the parents grew up. It will indicate
important deviations of the parents or the patient from these cultures;
these deviations can be sources of ymportant conflicts in the patient For
example, if the parents’ behavior differed markedly from that usual for
the culture in which they lived, the patient's adjustment to the culture
outside his family circle may have been made much more difficult. Like-
wise, if the pauent hymsclf grows or moves into a culture significantly
different from that of his parents, conflicts may arise between the patient
and his family. Even more important than the foregoing 15 the fact that
persons may exhubit tras which differ {rom those of the culture x"n
which they live at present, but which were normal i the culture of their
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formative years. These traits are not symptoms and do not contribute
to them.

Cultural influences may modify the outward expressions of otherwise
similar mental illnesses in daff ¢ ities Thus schizopk i
reactions in the United States differ somewhat from schizophrenic re-
actions in Brazil,?® and in the United States schizophrenic reactions in
patients of Irish extraction differ from those in patients of Italian ex-
traction ¥ Cultural differences may importantly influence the attitude
of patients towards physicians and hence, among other things, influence
what information patients offer physicians easily and what information
they may tend to withhold.®

‘The important contributions of cultural mfluences to differences in the
occurrence of mental illness, to variations m the forms of mental illness,
and to modifications of the physician-patient relationship makes a knowl-
edge of different cultures necesssary, not merely useful, for the physician.
He should equip hmself with a wade knowledge of dhfferent cultures
outside his own. He may not master the details of all cultures and sub-
cultures from which his patients may come. But thus is not so important
as his being aware of cultural differences and their sigmificance for
personality development and mental health Such an awareness can be
acquired by travel and by reading The references at the end of this
chapter include a small but representative sample of books describing
different cultures and the 1mportance of cultural differences to medicine?
3.10.11,12,13, 14, 15, 16, 3. However, the physictan’s surest method of de-
veloping awareness of cultural differences and therr importance is to use
each patient's farmly history to deepen hus understanding of these differ-
ences, In this connection the patient himself 1s often able to tell which
practices and traits 1 his family conflicted with the norms for the culture.
Thus the physicran may gradually gather mformation for himself with
which he can improve his own evaluation of cultural traits and deviations
from them,

Included in the environmental aspects of the family is the important
matter of pseudo-heredity Many disorders which occur in members of
the same family are transmitted not by genetic processes but by the power-
ful effects of suggestton and imitation. Epilepsy in one member of a
family sometimes provides a model for hysterical convulsions in another
Palpitations and pain 1n the chest may arse mn a son’s identification with
a father who has the symptoms of coronary disease. Often such suggestions
occur without any active promotion by the first patient, the second
patient simply imitates the disorder of the first Sometimes, however,
parents covertly encourage the expression of various physical symptoms
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and delinquent behavior in their children. The children thus express the
parents’ own (usually unconscious) impulses & 7.8 Often such promotion
of symptoms by the parent occurs in a subtle manner and can only
be detected by the careful study of both child and parent. The occurrence
of such influences, however, suggests two kinds of inquiries in taking
the family history, First, the physician should know whether anyone
clse in the family has the patient’s disorder, This will indicate hereditary
or pseudo-hereditary factors. Secondly, the physician should learn, it
possible, something about the parents’ attitude towards the patient’s
disorder. This may indicate the influence of suggestion from the parents
on the child, and give hints of covert encour of the symy by
the parents,

PRINCIPAL TOPICS OF THE FAMILY HISTORY

The taking of a family history again illustrates the importance
of choosing certain topics for emphasis and discarding others. No physi-
cian could possibly cover all the details of family history which this
chapter will mention. But any of these details may be important in any
patient. As with the history of the present 1llness, therefore, the physncxaf\
must scan the family history while prepared to enter 1nto necessary detail
on any point which seems 1n any way relevant to the patient’s health
For one patient the inquiry will be chiefly concerned with the occurrence
of a certain disease in the grandparents or cousins. For another pauent
the physician will wish 1o know 1if the family came from Sicily or Lom-
bardy. For still another, the physician will scrutinize the dietary habits of
the family.

The relevant information of the family history may be studied under
the following headings:

(a) The relevant history of each significant member of the patient’s
family.

(b) The social and economic background of the family.

(¢) The structure of the famuly, ie., the genetic relationships of the
family members.

(d) The social habits and values of the family group.

(¢) The personal relationships of these people with each other and
with the patient.

Individual Members of the Family
For each person inquired about, the following facts should be noted
when the information can be obtained:
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-

. Name.

Age.

If dead, age at death, nature and duration of final illness. (Age
of patient at this person’s death.)

Religion.

Racial or national origin.

Occupation. Changes of occupation and reasons for these.
Education Reason for termmating education.

Marital status and children.

Physical characteristics, including physical appearance, general
health, and major diseases or dysfunctions.

Psychological characteristics A brief description of the person’s
more impertant habits, values, and attitudes.

The foregoing data should be obtained for each member of the
patient’s immediate family, i e. his spouse, lus children, his parents, and
his siblings. The survey should also include any member of the house-
hold in which the patient was born who had prolonged relationships
with the patient in early life. It often happens that members of the
patient's social family (as di hed from his biol 1 family) become
significant persons in the patient’s early ife Indeed, for adopted children
or those largely assigned to the care of nurses, governesses, or “mammies,”
the social family may have a structure quite different from that of the
biological family. Apart from these extreme situations, it not infrequently
happens that a patient has a closer relationship and more interaction
with some person other than his parents living in the same house. Such
a situatton may occur where the biological mother is 2 physical or psycho-
logical invalid and her role is taken over by a healthier or more dominant
sister, the aunt of the patient, Stmtlarly, a psychological vacuum created
by prolonged absences of a father while working away from home (e g,
for a railroad) may be filled say by an uncle who lives next door and is
at home all the tiume,

Some information of less detail 15 desirable about more distant rela-
tives The type and quantity of detal in the information sought about
all these persons will naturally vary. More time should be spent on sig-
nificant persons of the patient’s childhood and current hfe situation than
upon the peripheral figures

The physical appearance of a relative derives importance from physical
similarities between him and the patient Out of such resemblances may
grow special attitudes on the part of the older person towards the
younger person. Also upon such similarities identifications of the younger
with the older may arise. Such attitudes and identifications depend not
so much on the existence of similarities 25 on how they are used by the
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people who have them and by those who notice them. Probably such
resemblances provide opportunities for the expression of already formed
attitudes as often as they cause such attitudes, But this fact makes them
no less deserving of the physician’s attention. For example, a father may
take a special liking to one child rather than another if it is pointed ont
to him that the child “takes after him.” Then, however, the mather may
express towards that same clild resentful impulses displaced from the
resembled father. Many times the statement “You're just like yow
father,” starts as an observation of physical similarily and gradually
often destructively, becomes a g lization about psychological similari
ties. The suggestive influence of such comparisons and remarks, whet
often repeated, may influence the child greatly.

Special featurcs of the physical appearance of siblings {e.g., handsome
ness or ughness) may alse often influence the affection which they receiv
from older people and from their contemporaries, Such favoritism @
prejudices can profoundly affect the patient.

The physician should inquire about physical and psychological re
semblances between the patient and each of the close relatives discussed
Thus leads not unnaturally to inquiries about favorites on the part of tht
patient towards his parents, siblings, and ewn children, and on the pat!
of the parents towards the pauent and his siblings.

Sacial and Economic Background

‘The physictan may consider the social status and babits of the famaily
under 2 number of headings As usual, he cannot expect, and should nat
try to obtain, the needed information under such neat headings or by
direct questioning. Rather it should emerge from the detailed discussion
of the individual members of the famuly, includmg the patient himsell

Sotial and Economic Status

The sotial and economic statuses of the family are usually revealed
by the occupation of the members of the family, by the neighborhood in
which they live, and by the size or quality of house they rent or own.
Sometimes direct information about the income of the family and other
indices of social status may be volunteered or furnished in response to
questions.

With respect to residences of the family, all communities in which the
family lived and ressons for moving should be noted, The transfer of
small children and even of ostensibly mature adults from one community
1o another may be stressful. For infants, smalt children and many elderly
people, adaptation to a new physical enviropment may be difficult. ¥or
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persons of any age, the need to make social adaptations to the people
in the new community brings an additional burden to any moving.

Racial and Cultural Origins

As already mentioned, details of national origin often provide clues
to understanding conflicts arising from cultural differences. For example,
if a patient comes from Ireland, the physician should note whether he
is from predominantly Protestant Northern Ireland or predominantly
Catholic Eire. If he is from Italy, the physician should be aware that the
Sialians and the Northern Italans show considerable differences in their
social customs. If 2 patient 1s Jewish from Eastern Europe, it is of some
importance to know whether he is from Poland or Russta. If members
of the family have different national onigins, this should be noted,

If the family emigrated to the United States within the previous gener-
ation, the facts concerning this are relevant. Conflicts and associated
emotional disturbances frequently break out between the first generation
of immigrants who wish to retain “old country” habits and the second
generation which strives for asstmulation in the culture of the United
States. Psychosomatic disorders occur more frequently in the group of
the second generation after immugration than i the thurd, by the time
of the third generation assimilation has usually been completed. Whether
the farmly rose or fell in social or economic status after immigration
should be noted. The physicran may find 1t helpful to 1nquire about such
atters as the reason for the family's leaving the “old country” and the
current attitudes of the members towards the country of birth and
towards those relatives who may stll live there. During such an mnquiry,
noteworthy problems of adjustment to the new country will often come
to hight, Thus assimilation 15 often easier if the patient or his family were
political refugees than if they left the old country for purely personal
Teasons, for example, to flee a scandal in the famuly or to make more
money m the United States. In the former case ties to the old country
are rather readily broken In the latter cases nostalgia or guilt may prolong
divided loyalties 1n the patrent. However, one cannot generalize about
these matters The politrcal refugee may believe he should have stayed
at home to help his countrymen, and he may then come to idealize his
homeland and compare 1t unfavorably to the United States. Also, success
and failure in the new country may influence assimilation and the atti-
tudes to the next generation 1 the new country.

Similar problems attending migrations can occur m persons who move
from one state to another within the United States. Important differences
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in accent and customs may make difficult and even quite stressful 2 move
from one part of the country to another.

Religion

Formal affitiation with a church and the strength of seligious prac-
tices and convicisons should be noted. Changes of religion on the part
of the famiy of its members should be noted as well a5 imerdenoming-
tional marriages.

Autitudes Towards Social Conditians

The facts of social background achueve significance chiefly through
the values and confhers assoaated with them. It is towards the clanfi-
cationt af these values and conflicts that the discussion should move. The
fact of berng an Itaban family of second generanon in the United States
need not be significant an itselt. Jt can become significant if an sssue
arsses hetween two generations over “old counwry” attitudes versus Amert
can social customs And it can become signuficant if the family happens
to live i1 a commumity many of whose members shew snobbish impolite-
ness 10 persons of natonal groups other than their own.

Similarly, 10 considering the famuly's relygion, the physician needs
to know what support the members derive from it, what of themselves
they give to 1t, and what confiicts their religion may produce in indavidual
members, or 1n the relanons of the whole family to the larger social
group. Changes 1 religion derive their significance from the watives
which entered into the change, from the conflicts which were aroused,
and perhaps from shafts in atbstudes towards 2 changing member on the
part of the rest of the family. The gaps between professed religious con-
victons and practices deserve attention. Such gaps raay indscate im
portant sources of guiht or may suggese that the pauent uses wards Toosely.

The economuc status of the family indicates some of the problems
which 1t must face, but the attndes of members of the family towards
its economic status are more sigmsficant chan the status stself. A fawily
which unambinously accepts a humble salary and a rented three-room
apartment will have quite different problems from another which, lving
in ihe same conditons, aspires o buy a large house some day

The Structure of the Family: The Family Tree

The structure of the famidy <ant be mast easily recorded in the form of
a family “tree.” A few simple symbols add to the snformauon given by
this tree. Others may be easily devised to suit indidual needs Two
examples of such trees are provided m Figures } and 2. Such diagrams



Fred

’
'E:-v e [asmma]

Fig. 1. Example of “family tree” useful in studying the family history, espe-
cially the relationships between the patient and significant persons in the family,

A chart of this kind can assist the physician in studying and remembering the
biological and social relationships of the patient.

1 ] //;

'Fig..z. Another example of a “family tree” useful in studying and Temembering
biological and social relationships in the patient’s family. The symbols used are
the same as for Figure 1.
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should include significamt persous of the social household, even §f they
are not members of the biological family, The purpese of the disgram
is to emphasize relationsfups in the {amily, which it would not do ader
quaely if st omitted any important persons.

Age Relationships of Members of the Family

The physician shouid carefully note several pertinent facis of the
family structure which are often overlooked. If any significant member
of the family has dicd, his age at death and the cause of death should
be noted. In addtion, the age of the patient at the time of this person’s
death shouid be noted. Thus it may matter lirtle to a patient whether
tus father s fifty, sixty or seventy when he died. But it does matter much
to him whether the patient was two, five, ten or thirty at this time. In
early childhood & difference of even a year may be significant. At six
months of age an nfant has vsually livde refationship with his father,
But a1 eighteen months the death of the father may brang an imporant
psychologieal deprivation

The age of the parents at the birth of the panent and other siblings
is sigmficant Semetimes a yrother who starts her famly av a somewhat
older age than usual becomes weak or imahd before alf the chiddren !'fave
matured She then may abdicate some or all of her maternal responsibility
and authonity 1o the oldest danghier, whose burdens become premztumly
augmented

The order of the birth of the siblings 1 relation to the patient should
be noted Oldest, youngest, and only children have quire different ex-
perfences from thase of culdren in other positions of the family Even
slight differences in posiion may be sgnificant I a famaly has two
daughters, the parents may understandably desire o boy next. If 2 gist
arrives, therr dsapporntment may influence their attitude towards the
child, If, however, they nex¢ have 1 son and a third daughter comes later,
they may welcome her eagerly *#

The number of years separacmg the siblings needs anention. ¥ I}IE
panent §s the youngest child in a family in which the next youngest <hild
is ten or twelve years oider, the patienmt may be raised 1n effect as an only
child. Or of the patient s the oldest child in a family in which the next
youngess child is 1en or twelve years younger, the patient may become 3
kind of third parent to the younger chuldren.

PEATH DURING THE PATIENT'S CHILDUOOD Inguiries should also be made
for siblings who may have died when the patient was & child ;}tthough
the adult patient may have largely forgotten these dead siblings, the
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experiences he had with them, his feelings at their birth and at their
death have passed into his mental reservoirs and can remain psycho-
logically active, even though unconscious. Likewise the experience of a
mother’s pregnancy, cven when the announced sibling was aborted or
stillborn, may have been important in the life of the patient as a child.

When a death has occurred it is important to know whether the patient
was present in the home at the time and witnessed it, or was away from
home and only heard of the death later. The attitudes of members of
the family towards the experience of death may properly be investigated
in this context.

Social Habits and Values of the Family Group

Under this heading the physician should organize data bearing on
significant habits and values of the family as a whole., The values are best
derived from a study of the habits of the members of the farmly.

The physictan should note the living habus of the family. Such ques-
tions as the following should usually be answered: How do (or did) the
members of the family eat? Children with adults or separately? Hurriedly
or leisurely? Are meals a socal occasion for pleasant conversation or
taken in front of a television set? Are any members of the family es-
pecially convivral or irritable at meal times? How do the members of the
family bathe and sleep? Does each person have bathroom privacy? Do
children and adults undress in front of each other? Do adults continue
to sleep with and bathe chuldren in their teens? Do adolescent children
of oppostte sexes bathe and sleep together? What are the habits of dress
of the members of the family? Are children (and adults) dressed appro-
priately for their sex and age?

The physician should interest himself in the use of leisure time within
the family and with other family groups How much time m general does
each parent spend with the children and with each other and doing
what? Does the family favor spectator sports and entertainments or par-
ticipate actively in recreattons themselves? What proportion of time does
the family devote to everungs at home, entertainments, or social activities
with friends? Are there discrepancies between the habuts of one or more
members of the family and those of the majority of the family?

Relations of Members of the Family With Each Other
The data gathered about the lies of ndivi b

P
of the patient’s family have value chiefly in so far as they reveal to the
physician the influence of these people on the patient and on each other.

Accordingly, as the physician learns about each member of the family,
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he should try to build for himself an understanding of their relationships
with each other and with the patient,
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THE PERSONAL HISTORY

THE VALUE OF THE PATIENT’S PERSONAL HISTORY

As with the famuly history, the physician should have a clear idea
of the reasons for entering nto the personal history of the patient.

In the first place, the personal history tells the physician about earlier
factors which have influenced the patient and which may therefore be
earlier causes of his present condition. Inesses arise chielly from strestes
and the strains these produce. But the strain associated with a given
stress depends, even when the stress 1s severe, on factors which daffer
with each person Each person’s ability to react to current stresses derives
from the shaping of his organism by the interaction, over many years,
of his genetic endowment and his previous experiences.

The physician must be cautlous m ascribing causality to past events
Especially is this caution important in considering the development of
the personality of the pauient. It is often asserted that the events of
infancy and early childhood always have a greater effect on the formation
of the personality than those of later periods, but little convincing et
dence has ever been brought forward to support this assumption® That
one event 1nfluences the response of a person to another 1§ a matter of
common observation. The events of childhood can derive importance
from their temporal occurrence before later events, the response to which
becomes modified by the earlier events. Nevertheless, events of adulthood
may be just as 1mportant as those of childhood n altering a person’s
responses to current events A full discussion of this problem i autstde
the scope of this book. However, msofar as possible, the physician
should approach the patient’s history without prejudices concerning
the special importance of one group of experiences over others, or of one
period of life over others If special emphasis belongs to any part of the
personal history, (considerng it as a record of formative cxperiences)’

86
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then the portions of the history which are best recalled for study deserve
this emphasis And these portions are almost invariably those nearer
to the present rather than those of early childhood, the memories of
which have been distorted and diminshed by the erasures of time.

Secondly, the personal history 15 a record not only of external causes
acting on the patient, but also of his responses to these stimuli. Responses
to stimuli tend to become patterned and to resist changing. Hence the
history of the past can clarily the present and help to predict the future.
For example, the patient’s record at school provides some index to his
record at work 1n later life A susceptibility to infections in childhood
may indicate a similar weakness in adulthood. Here, however, the physi-
cian needs to use caution in interpreung the illness or behavior of one
pertod of life as evidence of illness 1t another period. For example,
temper tantrums, nail-biting, and enurests in chuldhood indicate psycho-
logical disturbances. However, with changing circumstances of later
periods of Life, the psychological tensions underlying these symptoms may
recede and with them the symptoms The symptoms, therefore, indicate
psychological tensions at the time of their occurrence, and not neces-
sanily later.

A third value of taking a personal history lies in the therapeutic effect
on the patient of reviewing his past life and present situation, When the
physician Distens to the patient’s account of his present 1llness or to the
family history, he helps the patient because of the value of his interest
to the patient and the expectation of relief which his interest brings.
The talung of the personal history extends these effects and adds to
them. The phystcian’s mterest 1n the patient as a person greatly heightens
the patient’s attachment to the physicran and confidence in um In addi-
tion, the patient, in telling his he story, relives the mmportant events of
the past. These events were charged with emotion for him, and as he
relives them, he expresses some of these emotions, This process can bring
considerable relief of tension to the patient Whle this 1s going on, the
pauent also darifies some of his thoughts, feelings, and attitudes about
himself and other people. The details of these therapeutic aspects of
history-taking cannot be entered into here But the physician should
Anow that the personal history is afways emotionally stirring for the
patient. History-taking can be markedly therapeutic for the patient or,
if mishandled, can disturb the patient and his confidence 1n the physician

Including the Positive Aspects of the Patient's Life

The phystcian should avord emphastzing only negative aspects of the
patient’s past life and present circumstances. The inquiry into the
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denomination tells little until it is known why he joined this group,
what he gives to it, and what support he gets from it.

The exploration of attitudes and feelings should result in the discovery
of those which are of chief importance to the patient, The physictan
must try to know the patient’s hierarchy of values. Human beings differ
more from each other in their values than in any other respect. One
man may become violently excited about a political appointment and
be indifferent to the infidelity of his wife; another may be depressed
by a frown from his boss and quite apathetic about heavy debts. What
terrifies one man may be high adventure for another. The reaction to a
social stress is governed as much by the personality of the subject as by
the nature of the stress. The physician must endeavor to find out what
is stressful to a patient and how it has become so. He must listen to each
patient in his own right, searching for the significance of things to the
patient uninfluenced by their significance for himself.

The Patient’s Previous Health and Diseases

The great importance of detailed mquuries concernmg previous dis-
orders which the patient has experienced justifies a fuller discussion of
this topic than will be given to the other topics of inquiry mentioned
later Physicians sometimes note the occurrence of a particular disease
in the patient’s history without adequately exploiting the opportunity
to learn much more about the patient. Several reasons justify a careful
study of the patient’s previous illnesses.

First, previous disorders and diseases often provide valuable clues to
the present illness Many 1llnesses are recurrent and episodic, sometimes
with the episodes widely separated in time The present illness may really
be one of a series of illnesses which have superficial differences, but the
same underlying mechanism. Thus a patient may have a “nervous break-
down” in his late teens, then be well until a paranoid psychosis in his
eatly forties. Details of the first “nervous breakdown” may show 1t to
have been a schizophrenic reaction Or a patient may have a number of
spells of dizziness 1n his forttes, followed by a period of apparent good
health and then a severe cerebral hemorrhage in his late fifties The
carlier dizzaness may be found to have been due to smalt cerebral hem-
orrhages, Nevertheless, the physician should not make the diagnosis of
the present allness from the diagnosis of past ones Instead, a detailed
study of the former illnesses should aid in the diagnosis of the present
one
. Secondly, the physician should study the patient’s total behavior dur-
ing the experience of an 1llness as an important example of his responses
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personal history provides the physician, among other things, with some
of the data that he will need in guiding the patient towards a more
constructive life, But the patient’s life already has many constructise
aspects, and he himself has many asscts. ‘These need inclusion in the
evaluation fully as much as those aspects which require modification.
Often at times of illness, patients forget their own assets and the positive
features of their past and present lives. When this happens, the focusing
of attention on positive as well as negative aspects of the history may
have a notable therapeutic eflect.

Keeping the Personal History Relevant and Comprehensive

Earher chapters of this book have stressed the importance of selec-
tion in history-taking and examination. The physician can easily Jose his
bearings 1n a sea of data unless he allows the taling of the personal
history to be gmded somewhat by leads obtained in the earlier patts of
the examination, chiefly the history of the present illness. For examp!e,
a comprehensne history of a patient's early life would be worth litde
if it failed to uncover the fact that the patient, now suffering frfxm 2
chronic brain syndrome, had measles encephalitis as a child. Accordmg!y,
the personal history should always be relevant to the present illness. Yet
comprehensiveness also must remain a goal, Without this comprehensive-
ness, the physician may fall into the exror of allowing the present com-
plaints to influence the history-taking so that ather unmenle)neq,
perhaps unconscious, but nevertheless highly sigmificant materfal is
omitted.

Attitudes, Feelings, and Values of the Patient

The patient’s perception of events forms the core of the personal
history. The basic facts of dates, places, and events are important; yet
their importance derives chicfly from the attitudes of the patient towards
them. Events shape atutudes which influence the reactions to subsequent
events and so modify these. War generates hostility, and hosulity leads to
AT,

Therefore, in listening to the personal history, the physician must
constantly seek to discover the attitudes and feelings of the patient which
accompanied the events described. The patjent’s age at the menarche
matters less than the child’s attitude towards menstruation. Was she
prepared? Did she think she had some disease? Was she mz({e to feel
ashamed? The fact of the patient’s being fired from a job is not 50
important as his thoughts about it and his reaction to his wife's thcugbls
about it. The statement that the patient belongs to a particular religious
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Periods of Life History to be Inquired dbout
Prenatal

Infancy (birth to about 1 year)

‘Training period (about 1 year to 2 or 3 years)
Preschool period (about 2 or 3 years to 5 years)
Early school years (6 to 12 years)

Adolescence (12 to 18 years)

Early adulthood (18 to about 45 years)

Later adulthood (45 to 65 years)

Old age (65 years and on)

Topics of Inquiry for Each Perod

(@) Basic temperament, mood, energy output,
dominant attitudes, chief interests, values, and
activities

() Physical functions and health This includes
alimentary and eliminative functions, sexual
functions, motor functions, and the occurrence
of any dysfunctions or disease

(¢} Relations with other persons

(d) Learning processes, school, and vocations

(¢) Major events of the period and the patient’s
reactions thereto, e.g, births, deaths, separations,
changes of residence, school, or employment

In the first phases of life only some of these topics are relevant. As
growth and life continue, more and more areas of interest open and
must be added to the Iist of pertinent topics of inquiry, while few are
abandoned.

‘When the patient is a child, according to his age, some of the questions
of the following pages will become relevant under the heading of the
present jllness or the current life situation.

. Some comments on topics of speaal relevance in each period of life
ollow.

Prenatal Period

The history of the prenatal period of the patient’s life is in effect the
history of a pregnancy. Howezer, this history should comprise more than
the record of physical changes or complications of the pregnancy. It
should include a thorough assessment of the attitude of the mother and
father towards the pregnancy and their expectations of its product.
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to stress. A severe iliness can be one of the severest of all stresses expen
enced, If the patient has previously undergone a severe ilness, his
reaction to it may help the physician to estimate his probable response
to the present illness, and this in turn may guide the physician’s recom-
mendations. For example, if the physician finds that the patient is
disposed to prolonged invalidism and tends to drag out his convalescences,
the physician an perhaps counteract this tendency before it appears m
the present illness.

The physician should consider the possibility of previous illnesses
when the history contains otherwise unexplained changes in the life
of the patient or periods of time for which the patient can give no
account. Ilinesses frequently underlie changes of residence, failure of
promotion n school, or changes of employment. 3

)} itted n the X; ¢ of illnesses are pregnancies
(which certanly are usually healthy) and accidents. The history of
pregnancies is considered further in a later section of this chapter. Con-
cerming accidents, the physician needs to remember that they frequently
cause important disability and that psychological tensions often con-
tribute 10 acidents. Not every accident needs o be serutimzed for sufh
factors, but many do. One needs to consider a possible unconscious wish
on the part of the patient to injure himself. Many accidents occur duri'ng
1ntense preoccupation with highly charged thoughts and emotions which
withdraw attention from the environment. The physician needs also ©0
imvestigate the environmental contributions to accidents, e g, the condi
tion of the road and traffic 1n bile accidents, dang machinery
i industrial accidents.

THE CONTENT OF THE PERSONAL HISTORY

Below are listed some periods of life into which the personal history
may be divided for study, and the topics about which information should
be sought for each person. They are discussed in further detail in ‘.ht
succeeding paragraphs. The predifection of the physician may readily io-
Jicate different boundaries to the epochs and topics of inquiry. As always,
there should be no nigid conformuty to the outline offered. Rather the
physician should aim at a broad nquiry which will effectively sample
the patient’s experiences. Sampling is the best that can possibly .be
accomplished in this task The physician should not delude himself with
the idea that the creation of new divisions or subheadings will increase

the accuracy of his survey
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tion of the baby is less automatic than that of the fetus, since the baby
depends upon the voluntary activity of the mother for sustenance.
Numerous observations attest to the capacity of newborn infants to
respond sensitively to changes in the emotions of the parents as well as
to changes in the physical environment3 The infant may perceive the
emotions of the parent through changes in the parent’s voice or muscular
tension when the parent holds the child. Emotional disturbances prob-
ably also alter the quality of the mother’s milk deleteriously (as they do
in cows), and certamnly such disturbances can cause changes in the quantity
of milk available,

Many factors may have entered into the attitudes of the patient's
parents towards him as a baby. Sometimes a baby’s sex or other charac-
teristics disappoint parents. Or some quite extraneous events may drain
off attention and affection which would otherwise go to the baby. Al-
though the details of an infant’s feeding may be important, it is possible
to overemphasize them, with neglect of other aspects of the infant’s
total functioning such as his motor function and the stimulation he
receives through the skin and muscles.2$ Whether an infant is fed from a
bottle or a breast 15 perhaps not so important as the reason for the
choice, The phystaian should inquire whether the patient’s mother was
unable to nurse the baby because of inadequate milk, poor physical
health, or inadequate motivation Again more important than whether
the patient was fed by breast or bottle 1s the total experience he had while
feeding. An infant can be more disturbed when held ngidly while nurs-
ing at the breast of a tense mother than when fed out of a bottle with
affectionate cuddling by a relaxed mother.

The physician should learn if he can, the amount of time the mother
(or mother substitute) actually spent with the patient as an infant in
giving him mothering attentions A deprivation of such mothering may
retard the child’s development.3 However, more important than what
was done to and for the patient 15 the attitude with which the tasks were
done. A contented mother, although spending little time with her infant,
may give the baby better care than a tense mother who spends more time
with her child

The ages of weaning, teething, talking, and walking deserve noting
together with anything unusual about these events So does the evolution
of the patient’s early p lity. Was he ding or docile? Did he
cry timudly or did his cry demand immediate service? When he began
to crawl, how much energy and curiosity did he show?

The circumstances of the patient’s parents, occupational, economic
and residential, merit attention Were the parents and patient in good
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Such information is not always or even often obtainable. But the physi
cian should think about it and, when feasible, ask about it.

The physician should not be satisfied with simple unquahfied state-
ments with respect to whether the pregnancy was wanted or not. The
patient’s parents may have had mixed attitudes towards the pregnancy,
wanting it for some reasons and not wanting it for others They may
also have been more or less aware of their attitudes to the pregnancy
Some pregnancies which are unexpected and even considered unpro-
pitious are, long before the birth of the infant, accepted with eagemess
and pride. If the pregnancy was unwanted, why was this so? Perhaps 1t
came too soon after marriage before the patient’s parents had come to
know each other thoroughly. Perhaps his mother had barely recovered
from her previous delivery before another child announced ztself. Perhaps
she was i in the | ion of her husband’s affection. Perhaps
he objected to more children or wanted none at all. Perhaps her ht".rlllh
was poor. Perhaps one more child further threatened a precarious livel-
hood. And were preventive measures taken against conception or 310(?
All these things should be thought of when a mother appears p:lrm”)'
or totally to reject her pregnancy.

If there are no direct evidences of the attitude of the patient’s mothc.r
on this matter, sometimes the physician will find hints of troubled atti-
tudes in 2 history of poor health or complications during the pregnancy.
Or the mother may have noticed a vague and contentless change of mood
However, there may be many other causes of such complicatiom and
changes of mood The father's feelings and attitudes should not be
neglected What was the mmpact of the pregnancy on him?

Sometimes there is a record of the activities of the fetus in the uterus
These are often the first announcements of a future temperament to be
expressed later, postnatally, with the greater force of greater size.

The progress and complications of Iabor and delivery should be noted
These should be considered from the side of the mother. Was Iablﬁf
pleasant and gratifying to her, or was she injured? Did she carry off pai
ful memories of that event, which may have influenced her attitude
towards the patient or succeeding pregnancies? Labor and delivery should
also be studied from the side of the mfant If labor was prolonged were
there injuries to the baby? Or did damage to the mother render her in-
capable of caring for the patient immediately and adequately?

Infancy®. 2. 25
The attitudes of the parents toward the patient after his birth become
even more important than they were during the pregnancy. The nutrl-
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tion of the baby is less automatic than that of the fetus, since the baby
depends upon the voluntary activity of the mother for sustenance.
Numerous observations attest to the capacity of newborn infants to
respond sensitively to changes in the emotions of the parents as well as
to changes in the physical environment®3 The infant may perceive the
emotions of the parent through changes in the parent’s voice or muscular
tension when the parent holds the child. Emotional disturbances prob-
ably also alter the quality of the mother’s milk deleteriously (as they do
in cows), and certainly such disturbances can cause changes in the quantity
of milk available.

Many factors may have entered into the attitudes of the patient’s
parents towards him as a baby. Sometimes a baby’s sex or other charac-
tenistics disappoint parents. Or some quite extraneous events may drain
off attention and affection which would otherwise go to the baby. Al-
though the details of an infant’s feeding may be important, it is possible
to overemphasize them, with neglect of other aspects of the infant’s
total functioning such as his motor function and the stimulation he
receives through the skin and muscles.2s Whether an infant is fed from 2
bottle or a breast is perhaps not so important as the reason for the
choice The physician should inquire whether the patient’s mother was
unable to nurse the baby because of inadequate milk, poor physical
bealth, or inadequate motivation Agan more important than whether
the patient was fed by breast or bottle 1s the total experience he had while
feeding. An infant can be more disturbed when held rigidly while nurs-
ing at the breast of a tense mother than when fed out of a bottle with
affectionate cuddling by a relaxed mother.

The physician should learn if he can, the amount of time the mother
{or mother substitute) actually spent with the patient as an infant in
giving him mothering attentions A deprivation of such mothering may
retard the child’s development.3! However, more important than what
was dore to and for the patient is the attitude with which the tasks were
done A contented mother, although spending little time with her infant,
may give the baby better care than a tense mother who spends more time
with her child

The ages of weaning, teethmg, talking, and walking deserve noting
together with anything unusual about these events So does the evolution
of the patient's early | ity. Was he d ding or docile? Did he
ay timdly or did his cry demand immediate service? When he began
to crawl, how much energy and curiosity did he show?

The circumstances of the patient’s parents, occupational, economic
and residential, merit attention, Were the parents and patient in good




94 WHAT ‘FO LEARN IN HISTORY-TAKING

bealth during this period? And what were their relationships with
each other? A disturbance in the relations of the parents with each other
may be quickly reflected in a disturbanee in their child.}

Training Period. 22,29, 30

In this period the patient began learning to conform to the wishes of
his parents and other persons. The gradual spacing of the infants feed-
ings and the changes in the diet required by weaning, including the offer-
ing of different foods, had already exacted some such conformity. These
restrictions, however, came in what others did to or for him. In the
training period the patient had to begin exerting some control over
himself in the interests of other persons, The issue of control wsually
occurs first and chiefly with respect to the matter of urination and bowel
movements. The child is required to postpone elimination 1o a suitable
time and place. It occurs also with respect to the child's motor activity.
He finds he cannot go everywhere he pleases about the house, The issu¢
of control arises again and agam as the child goes through hfe. But
the patterns of the infant’s responses to frustrations are first clearly
expressed at this time.

At this period the attitude of the mother towards the patient may
have undergone a modification, A child at this age is more active and
demanding than an infant and yet not able to love reciprocatly as the
mother would naturally wish. Later, the care she gives the child is at
least partially repaid in the affection and companionship of the child
Tut at this period, he is not able to furnish these to her. As in na ather
period of the child’s life, the mother must care for the child with rela-
tively little immediate rewurn of pleasure to herself. 5

The actual time of sphincter training matters less than the parents
autitude towards it. ¥ the training is much advanced or much delayed over
that customary in our saclety, some suggestion may thereby be given of
an excessively punitive or mdulgent autitude on the part of the mo\h'er
However, the suggestion must not be taken for a proof Individual train-
ing practices of parents express quite imperfectly their overall attitudes
towards children Almost always parents have multiple and ccmple'x.
rather than single and simple, attitudes. They may indulge a child in
some areas of behavior, restrict and punish him in others, and remain
jndifferent towards stifl others? So a parental attitude towards qne
matter may tell Jittle or nothing about other deeper and more enduring
attitndes of the patent towards his (or her) child, which may influence
the child much more over the years. With these cautions in mind, how-
ever, the physician should try to discover whether the patient’s mother
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was insistent, compulsive, or punitive, or able to await patiently the
acquisition of sphincter control by her child What measures did she
take to promote the training? Did the patent have pleasure in his bowel
movements or pleasure in thwarting lus mother’s wishes?

As before, the economic and socal status of the family requires atten-
tion. The physical health of the members and their personal relationships
with each other continue to be relevant.

To these themes must also be added others The occurrence of a preg-
nancy or the birth of another sibling at this time may have provoked
unfavorable reactions 1n the patient, Likewise the occurrence of deaths
and divorces or separations from significant persons should be noted.
If a mother becomes seriously 1ll, her child 1, in effect, separated from
her and the results may be comparable to those resulting from her going
on a long journey,

In this period the patient moved out of his crib or playpen to his
first contacts with other children and the problem of sharing arose.

From this early pertod patients frequently recall memories of sig-
nificant events These remembered early events often seem to be banal
enough and unworthy of special notice, Nevertheless, close scrutiny of
first memories usually reveals some underlying emotional sigmficance
of the remembered scenes Such early or first memories often exemplify
problems which have recurred throughout the patient’s life and which
accordingly deserve attention.” 13

Special aptitudes of a child such as manual dexterity or speed of learn-
ing often appear clearly at this time, So 2lso do particular drives and
interests which may form the nuclei of later ambitions and strivings
Thus a chuld may show unusual curiostty, a tendency to take things apart,
or a delight m building things up, the first buds of creativity.?

Speech develops at thus ttime and the physician should inquire about
the occurrence in the pauent of delays or precocty in development of
speech, or of abnormalities such as stuttering.

Preschool Period

During this pertod a child’s relationships with his parents and with
other chuldren become modified. At this trme the patient may have de-
veloped heightened attractions to one parent and some antagonism
towards the other To what extent was this contributed to by the
attitudes of the parents themselves? Did the patient become a weapon
in their own rivalry or did they work together to help him mature?

Curiosity grows 1 a child as he explores the world around him and
the world of his own body. What frustrations and prohibitions did the
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patient meet in this exploration? The attitudes of his parents towards
his early sexual activities may have markedly infiuenced his later sexual
behavior.

The different discases experienced by the patient should be noted No
less important are the attitudes of the patient and his parents towards
these illnesses. Were these illnesses Jooked upon as annoyances or did
the patient’s mother shower the child with unusual and unnecessary
attentions? Was the patient frightened by any illness?

So, too, interest should continue in the patient’s relations with other
children. How much time did he spend with other children and how
how much time by himself? Which situations and which people did ke
seem to enjoy most? The patient's parents may have noticed at this
period delays or difficulties in the growth of the patient’s efforts at self-
contral, as he tried to anticipate and replace the external controls they
provided.

The themes of social and economic citcumstances and the mlatf’on-
ships of the patient’s parents to each other are followed in this period.
The health of the family continues important. Other major eients of
the period should be noted, including deaths, divorces, separations, fﬂfi
changes of residence. When deaths and separations have occurred, it ¥
important to know something of the attitude of the patent towards the
person who died and towards the death of the person. Were there
rivalries with the deceased or decp attachments to him or her? Was the
death misinterpreted to the patient as a going away on a trip? Was he
allowed to grieve openly or told not to ery? .

‘The physician should inquire about the occurrence during th\s.aﬂd
the next period of such disorders as nail-biting, thumb-sucking, night-
mares, enuresis, temper tantrums, or major problems in feeding .:md
elimination. These may betray some underlying insecurity in the patient
which may not otherwise have been apparent. The pauent may have
been described by his parents as a model, “well-behaved” child. And so he
may have been in outward behavior. Yet some evidence of important
psychological disturbances may be found in the various symptoms men-
tioned. A regression to immature behavior previously outgrown, such as
a return to thumb-sucking or bed-wetting can usually be traced to some
current stress. Thus the arrival of 2 new child or a change of residence
may bring such relapses

Early School Years
During this period a child’s interests begin to move away somcv‘vl}ﬂ
from his family towards his contemporaties outside his family. He joins
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and seems to live for groups and “gangs.” At the same time the rudi-
ments of altruistic behavior appear. The child becomes increasingly
aware of himself as a person. This includes awareness that he is different
from other people who are also persons and have their needs too. The
struggle between impulses and measurcs of inner control becomes more
mantfest in the efforts of the child to conform to the standards of his
group. He gradually learns that short-term pleasures can often be de-
ferred in favor of greater pleasures later.

The patient’s performance at school should engage attention. The
age of starting school and, if this s later than usual, the reasons for
deferment should be noted. Difficulties of both parents and the patient
in separating from each other when the patient first went to school
deserve notice. The age of leaving school 1s important too, but the reasons
for leaving are even more important Was this step regretted later? If
the patient was reputedly slow in learning or retarded in school, inquiry
should be made about the reasons Often emotional disturbances or
difficulty in hearing or seeing present themselves as scholastic dullness. On
the other hand, genuine scholastic dullness may also evoke emotional
disturbances, espectally 1f a child 15 pressed by parents or teachers to
Leep up with work beyond his capacity

Although many children lose their earlier interest in sexuality during
this period, others do not They retain ther curiosity and continue
their explorations throughout childhood

In additton to the foregotng problems, which are somewhat special to
this period, the physician should conunue his interest in all the themes
mentioned in connection with earlier periods. If these topics are not
menttoned again this is to avoid repetition, not because they lose im-
portance 1n later periods of hie

Puberty and Adolescence

Puberty and adolescence widen the activity of the maturing person
by bringing three new problems which have not previously been so
prominent although therr origins extend back many years.

First, with the welling up of sexual hormones at puberty, sexual
maturity approaches With this comes the need to modulate sexual urges
and eventually direct them in satisfactory mating with a partner of the
opposite sex. This process continues on into early adulthood when
marriage usually takes place.

When the present illness has given hints of marital discord, the
physician may need to mvestigate rather fully the history of the patient’s
first relations with members of the opposite sex outside the family. While
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these relationships are cerainly influenced by even eanlier experiences
with members of the family, the carly experiences outside the family
may show in embryonic form the difficultics which the pauent later
encountered in marriage. Morcover, these experiences are usually mose
accessible to the patient’s memory than the experiences of his earlier
life. Yor example, later sexual anxieties and frigidity may be fore
shadowed in adolescence by extreme prudishness and cautiousness in
dating. Furthermore, restricted experience in dating often leaves a
young girl poorly equipped to choose a mate or to adapt to one when
the time comes to marry.

Secondly, the child must begin to assume complete responsiblity for
his own conduct. Parents loosen controls and restrictions at this time
and the maturing person gradually becomes his own director, The charac:
teristic impulsivity and mood swings of adolescence chiefly derve from
the struggles associated with this process of winning freedom by demon-
stration of the capacity 1o use at. "This period tests the matunty of the
parents also, Some parents scek 1o relive their own lves vicariously
through their children, others can accept the children as individual
persons with their own night to self-determination. Some parents cannot
allow the child to become an adult and need to hold him a captive in
the family. Parents may have most reluctance to let an only child or 2
youngest child grow up,

Thirdly, the adolescent moves closer to the selection of a life work
The final choice of vocation may occur in childhood or not until far
into adulthood it extensive college preparation is undertaken. But the
young person must usually face the problem in some form at this penofl-
He must accept the need 1o become economically independent even it
he does not dearde the manner of accomplishing this immediately. De:
cisions taken in this matter, eg, the leaving of school or college, may
have a later influence which a young person rarely anticipates a!‘lhe
ume The physician should inquire into the events and motivations
behind such decisions.

Early Adulthood

In this period, the problems posed by adolescence are usually resloﬁ'd
in one way or another. Sexual mmpulses find satisfactory outlets if
marriage, or perhaps less satisf y ones elsewhere. H ., narriage
involves much more than sexuality It signals the willingness of the
maturing person to accept responsibility for the welfare of others, .ﬁ'l’“
that of the spouse and then that of the children It taxes the adaptabﬂ‘llY
of the participants, since cach must learn to hive in close contact with
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someone brought up in a more or less different environment. When the
couple cannot compromise, the marriage becomes strained and may break,

Since the marital and parental relationships provide the principal
immediate sources of pleasure or tension in adult life, the physician can
hardly afford to pass over them lightly. He should study more than the
outer facts that the patient married at a certain age and now has a certain
number of children. He will need to enter into such details as the follow-
ing: occasion of meeting the marital partner; length of courtship, quali-
ties which attracted him to the partner, special circumstances, e.g, finan-
cial hardships or opposition of parents, at the time of the marriage;
religious aspects of the marriage; early relations of the couple; sexual
relationships; planning of parenthood; pregnancies and their complica-
tions, both physical and psychological; childbirth and its complications;
pleasures and problems of rearmg children, e g., breast feeding and train.
ing; and later relationships of the couple, includmg increase or de-
crease in intimacy and compantonship with passing years.

A previous section considered some aspects of pregnancies and child
rearing, but then chiefly from the point of view of the patient as an
infant and child Now the physictan must consider pregnancies and
child rearing from the point of view of the patient as a spouse and parent.

Allied to the demands made by marriage are those arisimng from the
Pparticipation of the family and its members in larger social groups. Per-
haps a person reaches the highest level of maturity when he proves him-
self capable of participating mn the goals of groups larger than his
immediate family. The family presumably shares most of his interests
and values; but the larger groups always demand more unselfishness since
the commumty of immediate interest is less, or less apparent, in larger
groups than in smaller ones Thus the physician can learn much of the
important values of a patient by inquiring into his attitudes towards such
groups as unions, professional organizations, schools, local and national
Bovernments, and religious organizations. The patient’s actual participa-
tion signifies more than his verbal statements on the subject.

Occupational History

‘The physictan should learn about the various past employments of
the patient, hus enjoyment of them and the reasons for changing jobs or
vocations. The vocational history tells much about the interests and
satisfactions of the patient and also about important qualities of charac-
ter such as perseverance, which the pursuit of distant goals requires. The
Physician should distinguish between vocational and personal reasons
for changing jobs. Frequent changes of job suggest that the patient
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cncountered personal difficulties with fellow employees or supersisars
which he could not handle except by leaving.

The occupational history should include mention of the patient's
military service and what he experienced then, including his attitudes
then and at present to these experiences.

The discussion of the current life situation in a later section includes
further remarks about occupation.

Later Adulthood

In later adulthood some decline in physical power often appears,
although intellectual power and emotional maturity reach their peak.
Problems related to the decline in sexual capacity and reproductive
capacity often arise in this epoch. Women especially may encounter diff-
culties, although most women pass through this period without turbu-
lence or even uneasiness Physiological disturbances may occur with
associated psychological effects. But most of the psychological problems
of the involutional period arise not so much from physical changes a$
from the way in which the patient views these physical changes. If he bas
strongly associated sexual and reproductive capacity with youth, power
and prestige, the threat to these values may bring more difficulty than the
simple decline of physical potency. A woman may find the decllr.\t in
her sexual attractiveness especially distressing when contrasted with 2
daughter's growing success i the same arena. Regrets and bitterness 0ver
unfulfilled aspirations or attempts to revive the past by imitations of youth
inevitably lead to difficulties.

Moreover, the growing independence of the children forewarns the
parents that they will eventually leave the home for jobs or marriage:
The first difficulties of later adulthood often coincide with the first signs
of loss of companionship from children and the demands for new adapta-
tions which this entails 5

Later adulthood also brings a certain quality of finality to the decisions
of a person’s life. Age gradually squeezes out the element of choice 17
such matters as vocation, place of residence, and indeed, with respect
to mearly all material goals. The patient may need to adjust himself
to the fact of not realizing all hus desires and aspirations. Failure o
accept with equanimity the course of events may bring tension and dis-
comfort.
0Old Age

The onset of old age depends much more upon attitudes than upon
reaching a particular year of life, The remarkable achievements of such
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men as Verdi, Titian, and Goethe in advanced age illustrate the skill
and creativity which elderly persons can have. However, certain experi~
ences come to all elderly people sooner or later, and these pose new psy-
chological and physical problems to which they must adapt.

Physical power declines and usually with jt the ability to earn a liveli-
hood. This may bring economic dependence upon other persons or upon
the state, something not experienced since childhood. A person who has
in the interim proven himself capable of economic self-support usually
finds this a distasteful and humiliating experience when it recurs.

Reti from active employ may do more than threaten an
older person with economic dependence. It can disturb his sense of use-
fulness and his satisfactions in contributing to common goals Retire-
ment may threaten 2 man who has found his only enjoyment in working
and none in other areas of living He resembles an investor with all his
money in one stock.

The deaths of friends expose the older person to isolation unless he
practices the art of winning new ones And since a socal separation of
the generations seems to be increasing in our society, the older person
must often make his new friends {rom the depleted ranks of his own
contemporaries. He may have to live alone if there is no place in the
homes or the hearts of his children for hum, or if he chooses to reject
such a place.

The Patient's Opinion of His Past Life

As mentioned earlier, the events of the patient’s life derive their chief
importance from the meaning they have for the patient. The physician
may find it helpful to ask the patient at some tume to tell his thoughts
about his past life as a whole. Does he consider it to have been satisfactory
or has he a sense of failure about it? What was his best time and what
his most unhappy time? What would he have done differently?

CURRENT LIFE SITUATION OF THE PATIENT

The physician should learn as much as he can about the patient's
current life situation. The importance of this topic may exceed that of
the pase personal history. In the first place, the physician needs to know
the environmental forces which act upon the patient and to which he
must respond The physician cannot possibly understand the psycho-
logical state of the patient, and often the physical state, without knowl-
edge of the stimul: which the patient receives from his environment.
Such a knowledge bears not only upon the crigin of the patient’s illness,

T —
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but equally upon measures taken for kis rehabilitation. Tao often in the
past, patients enduring some life stress have been admitted to 3 hospitat
and have there recovered sufficiently to be discharged, only to reenter
the unchanged noxious environment which originally sent them to the
hospital.

Secondly, the details of the patient’s life situation, and especially those
of bis occupation, may influence decisions made abour medication o
rec datians concerning employment. The physician needs to avoid
giving a machinist large doses of sedatises which might dangerously
reduce the patients attention, His adsice to a patient with epilepsy
who drives a truck will differ from his advice to another patient with
epilepsy who works as a salesman.

Thirdly, the Jife sstuation of a patient, like his clathes, reveals {urther
important data abont himself. For the cnvironment, inflexible as it may
be in part, is also in part the product of the person who inhabits it
The patient himself has to a yarying extent created his own environment,
and the kind of environment he inbabits tells something of the kind of
person he fs. .

In inquiring into the current life situation of the patient, the physt
cian should consider the following 10pics.

Physical Residence

The actual location of the patient’s house tells much about "f‘ €00
nomic status and his social position. $o does the quality of the residence
he occupies and whether he rents or awns 1t. Are there enough bedrooms?
Adequate plumbing, ventilation, and heaung? .

The physical condition of the house and the furnishings tell someching
of the economic status and also of the values of the patient. And, 39
indicated above, they also influence his psychological state by prosidiog
him with 2 certain structured physical environment for much of bis
time. Of importance also is whether the patient and his family live in
the same type of residence and community as those of the pravious gen
eration, or whether they have bettered themselses or declined in stats.

The physician’s inquiry about the home address of the patient sup-
pases a detailed knowledge of the area m which the patjent lives. Tl}ﬂ
physician gains nothing by learning that his patiens Yives on 1328 Eusapia
Street unless he also knows something about the patt of the town through
which Eusapia Street runs It makes a great deal of difference to the
patient, and may make a great deal of difference to his health, whether
he lives next to a freight yard, i an elegant residential section of the
suburbs, it a swamp, in a warchouse districe, or beside a chemical plant.
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When the patient’s illness has its principal origins in disturbed personal
relationships, the physician can helpfully ask for details of the hving
arrangements in the home. A plan of the pauent’s house with notes
on such matters as sleeping arrangements, bathrooms, and provisien for
privacy can often clarify obscure tensions. Do children see nude adults
habitually? Do adults and children sleep or bathe together?

The inquiry about the residence should include questions about the
presence of pets or farm animals which may carry important :linesses

Community of the Residence and Group Afliliations

The community in which the patient lives influences the resources of
employment and recreation available to him A patient living in 2 small
market town serving an entirely agricultural community has fewer
opportunities for change of work than a resident of a large aty. But he
may have more friends and acquaintances mterested in helping him find
work than his urban counterpart.

The patient's life is influenced by the demands made on him by the
larger social group in which his famtly lives In turn, this larger group
provides him with recreational opportunities and psychological supports
which the family alone cannot give Thus the patient’s membership mn
clubs, unions, lodges, and religrous organizations is relevant to the under-
standimng of his total situation

Inhabitants of the Residence

The question, “Who lives at home bestdes you?” always opens im-
portant topics. In addition to members of the patient’s immediate famly,
there may be in-laws, uncles, aunts, parents, boarders, or friends who
Just dropped in and stayed These are the people with whom the patient
must Jive daily. Other persons, such as those he meets at work, he can
get away from, at least on some days. His relationships with the other
residents of his home are cardinal factors in his contentment and an im-
portant object of the physician’s curiosity

The occupations of the family need attention. Are the children at
school and the adults at work? Or 1s the house continually crowded so
that privacy and adequate rest are impossible?

A middleaged woman with a paranoid personality developed an acute
Pparanoid psychosis early one summer The fanuly lived 1 2 two-room apartment.
There was no sold partition between the rooms Only a curtain separated the
room where the patient and her husband slept and the adjoining room occupred
by their fourteen year old son Sexual relations between the parents usually took
place durng the day when the boy was at school In June of this year, when
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school closed, the boy began to spend most of the day at home. This led to severe
sexual frustration which seems to have been one of the significant precipitating
factors in the patient’s psychosis,

Social Habits

The physician should inquire about the social habits of the patient’s
marital family along the Iines indicated for inquiries about his biological
family in Chapter 4.

Occupation 23, 27

The physician needs to know more than the general type of occupation
of the patient, He needs to know whether the patient is self-employed
or works for others. 1f he works in a factory, at what factory is he em-
ployed? What does he do there? Of far greater importance than the
business of his employment are the exact details of what the patient
himself does at this employment, It is not enongh to know that the patient
works at a sugar refinery. He may be president, tend cane grinders, watch
gauges on the evaporators, pack sugar, or do any of many other lavski
Each different task requires different responses from him. The patient
may be able to meet the demands of some tasks; others may impoic a
significantly deleterious strain on him For example, many machines
operate at speeds which induce tensions in some of the men who tend
them. A man may be unable ta keep up with such a machine, but work
quite well at some other task. This other job may actually require mare
skill or more output of energy, but may make different demands on him
which he is equipped to meet. And so the physician should let esery
patient transport him mentally to his place of work, In his imag\naElO‘\
the physician should stand behind the counter with the salesman, climb
on girders with the riveter, or look over the shoulder of the bank lE.U"

Housewves no less than those who wark outside the home have difier
ent jobs to do in different circumstances which need as much study
as those of any other occupation,

At managerial levels of employment, tensions arise not from the de-
mands of machinery, but from the complex personal relationships be-
tween the employees. However, personmal relationships at work are
scarcely less sigmificant for artisans and Iaborers

Personal relauonships especially require attention in the employees
of large companies and factories Often the employee comes to think
of “the company” as a benign entity full of maternal solfcitude for the
employees. Negative aspects of the situaziart he then .atsrlbule:t to som:
person or persons, such as foremen or supervisors whao irritate him. Thes
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people are not considered part of “the company.” Or the reverse pattern
may occur in which the patient derives much support from some fellow-
employees or supervisors, but entertains a diffuse hostility for “the com-
pany.” Only careful detailed inquiries can permit an accurate dissection
of the rational and irrational elements in attitudes towards companies
and the individual people who compose them.

Many other details of the patient's employment deserve attention as
possible sources of conflict and tension. The physician needs to know
the number of hours the patient works and whether he has suitable rest
periods. OF relevance often 1s the distance of work from home, Long
distances usually require long hours of commuting which add to the
total fatigue of the day. The patient 15 nearly always concerned about
promotions and 1ncreases 1 salary. The physician should inquire about
these and also learn the patient’s attitudes towards them

‘The meaning of his work for the patient deserves attention Does the
patient work for money only, or does he work for the pleasure of express-
ing a skill or improving a talent? To what extent does good work on his
part derive from the satisfactions of exercising a skill usefully and to
what extent does it depend upon praise and approval from those around
him? Does the patient go about his work n a relaxed way or does he
work in 2 rush or with tension?

Dufferent occupations will indicate different questions the physicran
should ask. In every instance, however, the physician should try to learn
as much as he can about the balance of tensions and satisfactions which
the patient finds in his work.

Economic Status and Security

Occupation reflects economic status to a limited extent only. The
patient’s economic security depends not only on his income but on the
relation of his income and expenditure, and also upon his prospects
for continued income and for accumulating reserves Thus the permanence
of his job becomes important. So does the frugality or extravagance
of his family. His ability to save in the past and the future means much
His physical health, on which depends his ability to work, also influences
economic security.

Among the middle and upper classes differences m wealth affect chiefty
the gaining of luxuries and prestige and have nothing to do with the
physzcal necessities of life such as food and shelter. On the other hand,
among the poorer classes the connection between money and the basic
essentials of living remains extremely close. Consequently, “financial diffi-
culties” have entirely different meanings in these two groups. The con-
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flicts engendered by them belong to different aspects of human Hying.

The physician should not hesitate to inquire frankly into the details
of the patient’s financial condition. A study of the exact relations between
income and expenditures may often clarify tensions within the family
and within the patient. No patient resents this when it is done in the
context of a medical history and in the jnterests of understanding the
patient’s circumstances Indeed, many patients welconte the physician’s
interest in such matters.

The more superficial facts will rarely suffice. The physician must
attend to fine detail. For example, it is not enough to know that a widow
receives a check for $7500 a month from the Department of Public
Welfare. Her financial position may be relatively secure or quite pre
carious according to such factors as the number of children she has,
the rent she must pay, her ability to supplement this check with some
outside work, and the cost of medicines which have been prescribed
for her.

Attitudes Towards the Current Life Situation

As in every other area of inquiry the patient’s attitude merits attention
no Jess than the situation iwelf. The physician should elicit the answers
to such questions as: “Do you like your job” “Would you r?lhcr bs
doing some other work?” “Do these living arrangements suit you?’
“Would you like to mote to another house?” The questions themselies
need not be asked directly, and should not be, 1f the needed information
can be obtained without them.

BASIC PERSONALITY OF THE PATIENT

The personal history should also include a suriey of the patients
personality before the present illness Iliness affects personality as m
as personality affects illness. Patients frequently complain: “I was never
this way before, irritable with the chuldren and inconsiderate,” or "\Xhen
1 get this pain I get depressed and just don’t want to see anyone " In-
formation about the patient’s usual personality assists the physician
in estimating the severity of the psychological changes iated with
the illness, and in estimating also the mfluence of psychological factors
in the origin of the symptoms .

The changes wrought by illness in the personality of the patient vary
greatly among different illnesses and different patients, When the xIlne;s
affects the personality only slightly, the patient himself can usually
furnish reliable information about his basic personality. But when the
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illness brings great changes to the personality the patient is usually a
poor witness of these changes and the physician must turn to s rela-
tives,

When the relatrves talk about the patient, the physician should dis-
courage generalities such as: “He was always kind,” or “He was always
worrying.” These statements tell something, but not enough The physi~
cian needs more specific data He needs to know, for example, to whom
the patient was kind and in what ways He needs to know what the
patent worried about and how much. He should also try to keep the
descriptions provided by his informants pursfied of therr interpretations.
This he can best do by pressing the informants to furmish examples with
which to document their statements When a patent becomes ill, his
relatives usually feel guilty, solicitous, and anxious Such attitudes may
contaminate their evaluation of the patient’s personality. The physician
will hear comments Iike, “Sure he worried, but he had lots to worry
about” The physictan should remarmn alert to possible distortions m the
statements of relatives

The following topics deserve attention m evaluating the basic per-
sonality of the patient

Intelligence

The level of formal education attained reflects rmperfectly the level
of mntelligence, but this information does give some hint of intelligence
The quality of work performed 1n the levels reached provides a more
accurate index of ntelligence Some further indication 15 provided by
the pursuit of learming after leaving school But mtellectual interests
must not be confused with 1ntelligence

The relatives of the pautent are usually poorly equipped to evaluate
his intelligence, but they may make pertinent remarks indicating a
change 1n 1ntellectual functions. For example, they may comment upon
the patient’s having had an acute memory or a special skill with names
or figures which the illness has diminished,

Satisfactions and Pleasures

‘What enjoyment did the patient get from eating, sex, exercise, and
sleeping? How much trme did he spend in the pursuit of these activittes?
What other activities did he enjoy? What did he most enjoy domg?
How did he spend his spare time? To what extent did the patient
derrve enjoyment from primary or immediate experiences with his body
or1n the practice of skalls? In contrast, to what extent did his satisfactions
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come from secondary sources, c.g., expectations of later reward, or the
approval and admiration of other people?

Special Skills

It is helpful to know what skills the patient has developed in different
areas of living, both of work and play, The existence of such skills not
only indicates a source of pleasure for the patient, but tells much about
his main interests in life and about certain fundamental traits of char-
acter. For example, a skill, although perhaps based upon a genetically
endowed talent, can never be fully developed without special interest on
the part of the patent. For a successful farmer, life has different interests
than it offers a skillful musician or an expert engineer. And for the
development of the skill the person must add to interest patience and
perseverance in the practice and improvement of his talent. So the
existence of a skill always suggests these important qualities of charac:
ter, at least in thewr application to this one skill, and hence potentilly
to other areas of living.

Habits and Use of Time

A study of what patients do during a typical day often provides much
insight into thewr personalities. Everyone has time to do the things
he wants to do within his physical resources. What a person actually
does with his time is therefore a good index of his desires, although not
the only one. Moreover, this investigation frequently has the most prac:
tical results because, as already mentuoned in Chapter 3, many physical
and psychological tensions result stmply from the abuse of mind and body
by violations of the principles of hygiene. Many patients work unneces
sartly long hours or hold two or more jobs at the same time. Others
permit themselves no rest during weekends or vacations. Often patients
do not work particularly long hours, but adhere to a rigid schedule,
deviations from which bring pamnful tensions Sometimes personal ways
of living do not harm the pautent, but greatly annoy the people aroufld
him and hence become the source of obscure tensions between hio
and the members of his family or other persons. Often the patient Ie-
mains quite unaware of the harmfulness to himself and others of the
way he lives. Because the patient often remains unaware of the destruc-
tave effect of certain aspects of his daily living, the physician may not
Jearn about these as complaints, But he can often uncover such ha.!'mf‘f1
behavior by detailed inquiries into exactly how the patient spends his
time.

The physician can ask the patient or other informant to outline exactly
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what the patient does throughout a typical 24hour period. Such an
outline may show that the patient spends all his time in fretful activity
or work, sparing none for quict repose or leisurely recreation. Or
the reverse may be true. Relaxation may blend into idleness so that the
patient accomplishes nothing of what he plans The account of the
day's activities should indicate the amount of time which the patient
spends working, traveling, playing, and sleeping. It should note how
much time he spends alone and with others. And it should note the
regularity and rigidity of the patient's habits, and the variations he
n weekend

holid:
[

P
Haubitual Mood or Emotions

The physician should identify, if possible, the usual mood of the pa-
tient’s premorbid personality. The patient himself often cannot say
whether he is habitually slightly depressed, or slightly elated, or “just
right” because this is the way he feels all the time, unless he is liable
to shifting moods. He may be able to report about such a tendency
to mood swings. His family and friends, however, can usually report his
habitual mood which they judge from his expression, remarks, and
behavior, They will also note Iability of mood.

‘The physician should learn also about the patient’s susceptibility to
the arousal of strong emotions. What kinds of events stir him? Does he
show a characteristic response to stress or frustration, eg, blaming
himself, blaming others, or blaming no one? Does he return to equilib-
rium readily or do strong emotions linger after a stress?

Dominant Attitudes

‘The physician should interest himself in certain traits of character
which, although not often apparent over a short period of observation,
nevertheless strongly influence the course of the patient’s Itfe and his satis-
factions in it Under this heading the physician should consider such
qualities as perseverance (the ability to pursue a distant goal), curiosity
(the love of new knowledge), and adventurousness (the love of new
experences)

Relations with Other Persons

The physician can derive much information about the patient’s rela-
tions with other people from the data already obtained 1 the personal
his'wry. This he can supplement by questions directed to clarify particular
points

In connection with the patient's previous relations with other persors,
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the physician should especially note important differences in the patient's
bebaviar with different persons. For example, was the patient gay at
home and shy at parties? Was he a tyrant at home and meek at work?
The physician should learn about the patient’s maturity along the axis
of d dence and independence. To what extent does the patient
manufacture his own confidence by real skills and accomplishments? To
what extent docs he depend for confidence upon supplies of approval
trucked in by his family and friends? Important accompaniments of
excessive dependency are indeasiveness and efforts to attnibute unwise
decisions to others, or to blame others for mistakes and misfortunes.

Goals and Aspirations

No account of the patient’s personality is complete without some
mention of the goals towards which the patient was moving before be
became 1ll. Humans are not merely products of the past; they are also
moving towards a future which 15 at least partially shaped by their
desires. Moreover, much of the tension felt in the present derives from
the gap between present satisfactions and future goals. There is no
frustration without desire Many of the patient's problems may be
illuminated by learning in what ways his life is not turning out as he
wished,

As mentioned in Chapter 3, the relationship between aspirations and
efforts towards their fulfillment deserves attention. Many patients hae
quite sensible ambitions associated with the fantasy that they can achieve
their ambitions without effort. Only a careful comparison of the patient’s
aspirations and his behavior can inform the physician of the extent 10
which such a fantasy hinders the patient’s satisfactions.

The most important of all the patient’s goals is what he wants to
become himself. Physicians can become excessively preoccupied with the
patient's past 1o the neglect of the direction in which he is moving.
For we shape our behavior not only by the experiences through which
we have passed, but also by what we want to make of ourselves. In what
a man wants to become are found some of the most jmporeant fore:
shadowings of what he will become,

Ideals and Religion

The ideals of the patient influence his conduct in attaining his aspira
tions For a maturing person, whether adult ot child, ideals guide psy-
hological expansion. Clashes b the desires and ideals of a persot

[
may bring as many conflicts as do those between these desires and the

needs of other persons.
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The patient’s ideals may be connected more or less firmly with a formal
religion, but the strength of such connections varies widely. Little can
be inferred from the name of a religious denommation about the ideals
which actually influence behavior.

The physician should try to discover to what extent the patient’s system
of ideals constitutes only a set of proscriptions of immoral behavior
and to what extent it includes guidance for positive action. In brief,
how many of the ideals are “dont’s” and how many are “do’s"? Some-
thing should be known also about the rigidity with which ideals have
been and are held Some persons adopt the values of their parents and
find no reason afterwards to change. Other persons can shed those
parental attitudes which prove meaningless or destructive and adopt new
values and ideals which serve them better.
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the physician should especially note important differcnces in the patient’s
behavior with different persons. For example, was the patient gay at
home and shy at parties? Was he a tyrant at home and meek at work?
The physician should learn about the patient’s maturity along the avis
of dependence and independence. To what extent does the patient
facture his own confidence by real skills and accomplishments> To
what extent does he depend for confidence upon supplies of approval
trucked in by his family and friends? Important accompaniments of
excessive dependency are indecisi and efforts to attribute unwise
decisions to others, or to blame others for mistakes and misfortunes.

Goals and Aspirations

No account of the patient’s personality is complete without some
mention of the goals towards which the patient was moving before he
became ill. Humans are not merely products of the past; they are also
moving towards a future which is at least partially shaped by their
desires. Moreover, much of the tension felt in the present derives from
the gap between present satisfactions and future goals. There is no
frustration without desire. Many of the patient’s problems may be
illuminated by learning in what ways his life is not turning out as he
wished.

As mentioned in Chapter 3, the relationship between aspirations and
efforts towards their fulfillment deserves attention. Many patients have
quite sensible ambitions associated with the fantasy that they can achieve
their ambitions without effort, Only a careful comparison of the patient’s
aspirations and his behavior can inform the physician of the extent 0
which such a fantasy hinders the patient’s satisfactions.

The most important of all the patient's goals is what he wants to
become himself Physicians can become excessively preoccupied with the
patient’s past to the neglect of the direcuon in which he is moving
For we shape our behavior not only by the experiences through which
we have passed, but also by what we want to make of ourselves In what
a man wants to become are found some of the most important fore-
shadowings of what he will become.

Ydeals and Religion

The ideals of the patient influence his conduct in attaining his aspira-
tions, For a maturing person, whether adult or child, ideals guide psy-
o gical i Clashes © the desires and ideals of a person
may bring as many conflicts as do those between these desires and the
needs of other persons,




6

TOPICS FOR FULLER DISCUSSION

The physicians’ study of the physical aspects of a patient’s illness
moves fram the history, guided by 1ts data, towards the physical examina-
tion and clarifying laboratory examinations. His study of the psycho-
logical aspects of the illness moves from the history towards a fuller discus-
ston of topics whch will clarify the patient's disorder. On this side of the
examination the interview corresponds to the physical examation on
the other side.

So that his interviews may not spread out diffusely the physician needs
to give them some direction towards topics of significance. Subsequent
chapters will offer suggestions on the technique of interviewing This one
will consider the major objectives of interviewing in the psychological
area and how the physician can detect the principal areas of psychological
disturbance.

Limitations in Communication of Experiences
The limitations to communication about all experiences require men-

tion at this point. The patient can say in words only a small fraction
of what it may be helpful to know about him. Much of importance about
him must be inferred from his nonverbal communications and much can
never be known The factors limiting communtcation include the follow-
ing:

1. Unconscious processes. Large areas of important mental functioning
remain outside the patient’s awareness He cannot possibly report
these to another person because he does not know them himself.

. Conscious guarding by the patient. Much of what the patient does
know about himself he does not like or thinks other people will not
like if they see it in him. He therefore avoids as much as possible
presenting these aspects of himself to the physician.

I

1us
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The physician’s selection of topics should derive from his past medical
experience and judgment and not from his own biases, curiosities, and
wishes, It nearly always requires some effort to give up the pursuit of
special interests in favor of letting the patient himself tell and show
which subjects have most importance for him. Yet whatever effort the
physician makes in this respect will find adequate rewards in much
more useful interviews,

‘The physician has three means of discovering the subjects of greatest
significance to the patient. First, he can ask the patient direct questions
Secondly, he can study the patient’s goals and aspirations to discover
the points of frustration Thirdly, he can stimulate the patient to talk
freely with some covert guidance, and as the patient talks, try to detect
the important subjects by signs shown by the pauent.

Direct Questions

Of the methods mentioned, the first has the least value, but is not to
be rejected completely. The physician may ask the patient quite simply
and directly to tell him what bothers lum. He may say, for example,
“Do you have any worries?” “Is anything bothering you?” or “You
know, headaches are often caused by emotional upsets. Do you thmk
anything could be upsetting you?”

To such questions the patient sometumes replies with useful informa-
tion More often he does not In fact, he usually cannot, because he him-
self is not aware of what troubles him most. He may have more or less
successfully demed his difficulties or any painful feelings. If the patient
could answer these simple confronting questions and tell the physician
what his chief difficulties are, he would usually be glad to do so, because
he also wants to know. To help him find out what they are is one of the
chief goals of the interviews. The physician should accept the fact that
the patient usually cannot tell him directly where the trouble lies. Then
he can turn to the techmiques of indirection which will yield data from
which he can often make useful inferences about the patient’s difficulties.

Such confronting questions usually carry a further disadvantage. They
alert the patient to the fact that his personal life is being investigated.
He may partly believe that this would be helpful to him, but he may also
think that it might be unpleasant or even quite pamnful So he may fend
off such questions with bland denials. Such questions almost invariably
evoke replies designed to present the patient to the physician as the
normal, healthy person he wishes the physicran to think him.
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3. Limitations of language and other media of communication. Eren
when patient and physician come from the same geographical area
and speak the same dialect, serious defects may remain in their com-
munication with each other due to special meanings and connota-
tions which one or another has attributed 1o certain words. More-
over, the best words often fail to communicate to other persons
much of the richest and most important experiences of life. Who
can describe to another what he feels during a symphony, when
seeing a sunset, or while in a storm of rage?

4. The magnitude of experiences. The enormous volume of experience
which comes to any human far transcends his ability ta communicate
even a smail portion of it with the crude means at his disposal.

These limitations provide severe handicaps for the jnterviewer. He
gamns nothing by thinking of the interview as a sharp tool. In its field
it is often no better than the physical examination in its area. But th.csc
limitations require all the more that the physician focus the interview
towards certain data and neglect others, The data sought should include
the following:

1 The subjects of greatest psychological significance for the patient.

These include major saurces of anxiety and important lile stresses

The following sections of this chapter will discuss the decection

of these subjects,

Relationships between events, eg,

(a) The relanon of life stresses to thoughts and emotions:

() The relations of thoughts and emouons ta each other and to
symptoms. .

These topics are taker up in later sections of this chapter, and in

Chapter 10 under the heading of “Interviewing Patients with Psy-

chophysiological Disorders.”

Signs of psychological disorders in the patient.

10

o

DISCOVERING THE TOPICS OT MAJOR
SIGNIFICANCE

Chapter 1 has already emphasized the wide variation in the reactions
of different people to similar events. What follows from this of \'m]?on‘mcf
here is that the physician should not intrude his own personal 1‘meml'!
and preconceptions of the sigmificance of different topacs. Ccrtam})’ his
experience of illnesses and of human behavior will provide some guide to
topics likely to be important to his patent.
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‘The physician’s selection of topics should derive from his past medical
experience and judgment and not from his own biases, curiosities, and
wishes. It nearly always requires some effort to give up the pursuit of
special interests in favor of letting the patient lumself tell and show
which subjects have most importance for him. Yet whatever effort the
physician makes in this respect will find adequate rewards in much
more useful interviews

The physician has three means of discovering the subjects of greatest
significance to the patient, First, he can ask the patient direct questions.
Secondly, he can study the patient’s goals and aspirations to discover
the points of frustration Thirdly, he can stimulate the patient to talk
freely with some covert guidance, and as the patient talks, try to detect
the important subjects by signs shown by the patient.

Direct Questions

Of the methods mentioned, the first has the least value, but is not to
be rejected completely. The physician may ask the patient quite simply
and directly to tell him what bothers him. He may say, for example,
“Do you have any worries?” “Is anything bothering you?” or “You
know, headaches are often caused by emouional upsets Do you think
anything could be upsetting you?”

To such questions the patient sometimes replies with useful informa-
tion More often he does not. In fact, he usually cannot, because he him-
self is not aware of what troubles um most. He may have more or less
successfully denied his difficulties or any painful feelings. If the patient
could answer these simple confronting questions and tell the physician
what his chief difficulties are, he would usually be glad to do so, because
he also wants to know. To help him find out what they are is one of the
chief goals of the interviews. The physician should accept the fact that
the patient usually cannot tell hum directly where the trouble lies Then
he can turn to the techniques of indirection which will yield data from
which he can often make useful inferences about the patient’s difficultres

Such confronting questions usually carry 2 further disadvantage. They
alert the patient to the fact that his personal life 1s bemng investigated
He may partly believe that this would be helpful to him, but he may also
think that it might be unpleasant or even quite pamful. So he may fend
off such questions with bland demals Such questions almost invariably
evoke replies designed to present the patient to the physician as the
normal, healthy person he wishes the physician to think him
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Scanning for Frustrated Aspirations and Life Goals

The physician may reach some of the patient’s major psychological
difficulties by asking him about his goals, his aspirations, his satisfactions
and his frustrations, (This important topic bas been mentioned in Chap-
ter 3 as a significant aspect of the Personal History). The patient does
not usually see himself as a product of his past. Instead he views himselt
as moving towards or away from a desired future, Tensions arise, ac
carding ta the patient, not because his past experiences influernce his can-
duct in the present. From his point of view, frouble anses from current
frustrations to the attatnment of future goals, This simple principle often
permits the physician to reach rapidly the areas of tension by scarching
for the gaps hetween desire and fulfillment. For example;

rHYSICIAN,  What would you like to be doing five years from now!
PATIENT  (an unmartied girl of 30): 1 guess I'd like to be working 28
what [ am doing. But then I had always planned on getting

married.
PpysioaN:  Naturajly, that would be understandable, ;
PATIENT:  Yes, really I guess one of the things 1 think of most fs bov

to avord being lonely.

Other questions of a sumilar type are the following: “Are you doing
what you want to do with your hie?” “Have things turned out the.waY
you would wish them?"* and “What would you do if you had three wishes
(a million dollars)?” B

“Thus approach undoubtedly offers one of the shortest ways of sm{mlmg
the significant difficulucs of the patient. But it also has imporsant Jimits-
tions. Many pauents are defensive even when talking abont their aspird:
tions and theiwr goals, Many are not even aware of having any dé’ﬂf})'
defined ones. Yet such people also have anxieties and sources of tension
which need study.

Detection of Significant Topics During o Free Flowing Interview

The fact that much of the patient's psychological functioning s un-
conscrous and much of the der guarded from exp 1o other
people make a simple question and answer method of inteyviewing unt-

satisfactory with regard to psychological difficulties. Almost zde\)’si fhc
. R - . v amams A SNanlties

itate
ually

the .patiem will reveal some at Jeast of what 15 important,
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As the patient talks he will nearly always allude to other people. Emo-
tional disturbances usually arise from the patient’s relations with other
people, or are brought to expression through those relationships. Accord-
ingly, the physician should especially note significant references to people
in the remarks of the patient. Such references to people may occur at any
tume during the conversation and should be followed when possible. They
may occur as eatly as the first few minutes of the history of the present
tllness. For example:

pHYSICIAN: Do your headaches seem worse at some time of the day or
week?

PATIENT (a housewife): Why, yes, they do. I seem to have them worse
on Saturdays.

PHYSICIAN:  Saturdays? Why then?

PATIENT: I don’t know, but my mother-in-law comes over then, so 1
guess I am a bit busier She usually stays to supper (Pause)

PRYSICIAN:  She stays to supper?

PATIENT, Yes, in fact she comes so regularly I could set the clock by
her. It’s quite a nuisance. Saturday afternoon is one time I
might have with my husband. . . .

The physician should endeavor to focus the patient’s thoughts on the
person mentioned This can be done so casually that the patient does not
realize that the conversation has been shifted, for example, from her
symptoms to her relationships with her mother-in-law.

CLUES TO THE SIGNIFICANCE OF A TOPIC

During the conversation the patient will certainly mention many
people and other topics. Limitations of time oblige the physician to focus
on the more significant matters. This poses the problem of picking out
the more significant references which the patient makes. He finds clues
to significance in the content of the patient’s remarks, and in the emo-
tional changes shown by the patient as he talks.

The Content of the Patient’s Remarks

What the Patient Talks About Most

Among any group of people each member will have 2 favorite topic
of interest and conversation. One will perhaps talk about clothes much
of the time. Another often seems to bring the conversation around to
food. Still another wants to know the value in money of everything he
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sees, The amount of time each spends talking about his favorite topic
gives some indication of the amount of time he spends thinking about it.
This provides a rough estimate of the smportance these things have for
these peaple in contrast to other subjects of less importance to them. The
physician can similarly note what subjects his patient 1alks most about, If
the patient consumes thirty minutes out of sixty in a recital of grievances
against his father, his father is important to him. If not, he would be
talking about something else.

The physician should note not only the volume of talk on a gien
subject, but its time of occurrence in an interview. The topic chosen by
the patient in response 1o an opening general question by the physician
often touches on his most important difficulties. This may remain truc
even if the patient does not refer again to the same topic for several inter-
views. Similarly, the physician should note the first sesponses of the
patient to other general questions offered ater in the interviews.

The physician should also note the topics to which the patient recurs
repeatedly. Even though the patient may say little in volume about the
topic each time, if he returns to it again and again he must have some-
thing more to say about it. This recurrent touching on a topic may -
dicate anxiety in the mind of the patient about the physician’s respons
to this particular topic. He goes back cach time, as it were, to feel out
the physician’s respanses to his offering When finally he feels sure that
this response will not be unfavorable, then he permits himself to oper
the topic for fuller discussion.

The tendency of people to talk first and most about what is most oF
their minds, provides the physician with the single most important eason
for allowing patients as much freedom as possible in the selection of the
topics of interviews, If he does this, then these important topics usuatly
rise to the surface like cream on milk But they do not always so rise, and
the physician must also watch for other clues,

‘What the Patient Avoids Talking About

What the patient does not want to talk about should be notfd as
much as what he wants o talk about. When a patient fails to mention 2
person or an area of living which is significant for most persons, the
physician should suspect some reason for the avoidance. The patient may
remain quite unconscious of the reason and even of the concealment
jtself; nevertheless, the fact of avoidance deserves noting. For example,
it a patient describes in detail his childhood, his brothers, sisters, mother,
uncles, and aunts, and fails to mention his father mare than casually, the
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physician needs to know much more about the patient’s relations with
his father.

Avoidance of a topic may be manifested by failure to mention 1t at all,
as if a complete erasure had been achieved. This is somewhat unusual.
Denial of the importance of a topic 1s more common, The patient may
simply say: “I don't see what my mother has to do with my pamn,” or
“We don’t need to talk about my father since he was never around when
1 was a boy.”

Simple denial of the importance of a topic does not necessarily prove
its importance. The panent may not understand why the physician in-
terests himself in the people he imnquires about Denial of the importance
of a topic has therefore more sigmficance when the patient already under-
stands the value of the personal and family hustorzes, or after these have
been explained by the physician,

The emotional emphasis with which tmportance 1s demed should
receive more attention than the demal itself. When the patient shows
irtitation or anxiety as he minimizes the importance of a topic which
has been broached, the strength of his reactton confirms the importance
of the topic.

Even more common than complete avoidance or verbal denial of a
topic are such maneuvers as changing the subject of conversation when
significant subjects are encountered As if he had been touched by fire,
the patient hurries off to something cooler,

Confusion and Distostions of Thinking

The significance of a topic may be revealed by retractions of previous
statements, by slips of the tongue, and by inconsistent statements on the
same subject, Difficulty 1n organizing thoughts on a subject often indicates
its importance Important gaps 1t memones of persons or events often
betray underlying difficulties needing exploration

The Importance of Noting Assocrations

Patients frequently reveal important relationships by linking one
topic with another as they talk, They frequently make such remarks as*
“My palpitations were bad this week; and to make matters worse, my
little girl has been sick, t00,” or “I had another asthma attack, and I
want you to tell my husband that I'm not able to sleep with him.” One
can usually find a reason for the patient’s making such pawed statements
or other seemingly irrelevant interpolattons An association of two items,
especially when erther arouses strong emotions, usually indicates an im-
portant connection between them Together they make a complex which
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deserves further investigation. As a general rule, the more seemingly i
relevant the association, the greater the prabahulity of a significant con-
nection between the two jtems associated. Topics which are not pressng
towards expression keep their silence, as it were, until an appropriaie
outlet appears, But topics under great pressure will appear at any time
whether the context warrants their expression or not.

The physician should especially note recurrent words and phrases
which run throngh the patient’s remarks like a leitmotiv. Such repetitive
words and phrases nearly always reveal important topics which need
discussion.

Dreams

Among other types of communication of significant topics, dreams
are often especially valuable. Fortunately, however, we have also many
simpler pathways to the significant contents of the patient’s mifld. For the
physician to ask for dreams during simple diagnostic imervxlews is not
always helpful, often distracting and sometimes even alarming. If the
patient spontaneously mentions dreams the physician should note them,
together with any comments or associations the patient may qﬂer. The
characters in a dream are often pertinent to the chief diiﬁcult.xes of the
patient The main theme of a dream usually exemplifies ant hmportant
conflict. Recurrent dreams especrally point to significant, unresolved
psychological probiems.

Emotional Changes in the Patient

The physician derives many valuable clues to the signiﬁcaf'll problems
of a patient from the emotional changes in the patient, Emotions express
major values and interests, When important interests are affected, emo-
tions change. The surgeon palpating the abdomen first gently fEEIS the
whole surface, often starting away from areas known to be painful. A;
he presses the abdomen the patient tells him where he feels the pamn 27
the surgeon gradually focuses his examnation on that area. Emotions
betray mental pain and tel} the interviewing physician where to explore
further. ‘The physician watching the play of emottons in the p'ment an
usually pick out the more significant topics discussed. But this req““;‘fs
that he know and recognize the signs of emotional changes other peop e

Anyone can tell when someone else experiences the grosser emotions.
This we learn to do in childhood. The mfant and child gradually asso-
ciate certain patterns of behavior (eg, words, tone of voice, gesmfes)
on the part of the mother and father with other types of behavior (‘e!'
more or less helpful and comforting activity on the part of the parents
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in the care of the child). The child then learns to make predictions of
the parents’ behavior from signs such as those mentioned. The child
himself develops similar patterned responses to situations which consist
partly of signs and expressions communicated to others. These patterns
of behavior in the child become diflerentiated into 2 number of more or
Iess discrete states for which the child learns the verbal labels applied by
the adults around him. In this way he comes to know what anger, fear,
and joy are in himself and others.

Unfortunately, the various verbal symbols for these constellations may
come to be applied in an individual or eccentric way by the grawing
person. Experiences may teach him to keep various portions of his
emotional experiences out of awareness. Or he may come to deny the
label usually applied to persons undergoing the experience which he
seems to be having, according to his observed behavior. A common ex-
ample of this occurs in persons who have been taught by parents never
to show anger or even to be angry. In situations ordinarily evoking anger
in most persons, these persons usually show one of two responses. They
may actually have a different inner experience, one which 1s, compared
to that of most persons 1n such a situation, a relatively impoverished
one; that 15, they may really feel little or no anger and hence show little
or none, Or they may have the expentence usually labeled anger, but sup-
press its expression. If 1t shows nevertheless, they may insist that they
are not really angry They protest that they are merely “hurt” or “upset,”
but not angry Other persons cannot admit they are frightened, but
find it acceptable to be “nervous.” Such distortions of emotional experi-
ences and their communication to others occur almost universally and
greatly increase the difficulty of correctly detecting emotions in patients.

Accordingly, the physician needs to be humble about his capacity to
know what emotions the pauient is expressing either in words or be-
havior. Major emotions he can usually estimate with reasonable accuracy.
Yet he cannot expect his patient to fly into a rage, he must learn to
notice signs of mild anger or irritation He will rarely see abject terror
in his patients; instead he must learn to detect slight anxiety. For such
tasks he therefore needs to employ a varety of means, frequently check-
ing them against each other Emotions are communicated 1 many differ-
ent ways, some of which the following sectrons discuss.

Verbalized Indications of Emotions

Patients may make direct statements about emotional feelings just
as they sometimes make verbal evaluations of the importance of topics
discussed. Thus they may say: “I get angry when I talk about my mother.”
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or “It makes me sad just 1o think about my brother.” In such comments
patients do not always name the emotion they are experiencing or
describe 5t clearly. Rather they more often refer to fragments of an emo-
tional complex or to generalized discomfort poorly localized and vaguely
communicated. They use such phrases as “upset,” “nervous,” “weary,”
or “heavy"” ta describe these sensations, From such words and phrases
and their contexts the physician may learn to identify the emotions to
which the patient refers. In this task he can help himself by askiog
questions from time to time to clarify the feelings and emotjons experi-
enced by the patient. He can say, for example, “How do jou feel about
all this?” or “It seems to bother you a bit to talk about your family.
Can you tell me how?” Because the patient usually observes and describes
his emotions poorly, howeser, the physician must rely heavily upon
other clues to the presence of emotions in the patient.

Vocal Changes

Vocal changes refer to the manner of speaking as contrasted with the
verbal content, Viocal changes often tel} more abous emotions than verbal
content. Changes in the rate of speech may indicate emotions. Speech may
become slow or blocked entirely as the patient reaches some topic of
importance, whatever a patient needs help in expressing usualfy means
much to him, Or the patient may talk rapidly as if hurrying away from
the topic. Changes i the timbre or pitch of the voice also reveal emotons.
Most people recognize the “cracked voice” of tense persons. Laughter ia
all its forms, and whether it 1s forced or natural, should be noted. The
aceent of words and the rhythm of sentences may also change. Strong
emotions may peel away an accent acquired in later life. Then an accent
learned n earlier and i less sophisticated sur dings may
appear beneath.

Muscufar Activity

‘The physician should study the expression of emotion inthe p:nient's
face. Gther sheletal muscles express emotions as much as those of the
face. The hands and feet especially expose feelings. The grip of fhc
handshake at the beginning of the interview, and during the interview
the hands in their movements, may talk as much as the lips. The whfﬂf
posture of the body and the gait also indicate something of the prfv:ulmg
emotivn. Many psychotic patients express themselves almost enfuely by
bodily postutes and gestures, but other persons also say much with thesr
bodies. The speed of bodily movement reflects depression wgu;n st slows:
and elation and excitement when it increases, The physiciant should
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note whether the patient sits on the edge of the chair with legs straight
and without supporting his back or whether he can relax deep in the
chair and cross his legs. Frequent, restless movements of the extremities
indicate a high level of prevailing tension. So do tremors of the ex-
tremities unless these are found to arise from some neurological disorder.

Many patients have characteristic mannerisms which anxiety evoles.
For example, some people rub their hands over their eyes when anxious,
others stroke their hair or scratch their scalps. Still others light a cigarette
or pipe. When the physician has connected such actions to anxiety he
thereaiter has useful guides to the occurrence of further significant topics
during the interviews

Changes in Visceral Activity

The internal viscera are probably more sensitive to emotional changes
than any other part of the body Physwological changes with emotion
have been observed and studied 1n every organ of the body. Such visceral
changes during emotion may be the only expression of an emotional
disturbance, since patients can learn (often unconsciously) to control the
expression of emotions in word and skeletal musculature. They may
present an appearance of calm during visceral turmoil. The hospital
bed, the office, and the clinic do not provide facilities for the detailed
study of visceral changes with emotion Nevertheless, the alert physician
may often note such changes. He can observe changes in the color of
the skin such as pallor or flushing He can often notice increased sweat-
ing He can notice changes in respiration, and quite often in the heart
rate, Sometimes he can count or estimate the heart rate at the carotid
artery or as the heart forcefully beats against the clothes over the chest.
The physician may see the patient lick the dryness off his lips, and can
observe tears glistening in the eyes. From tears alone the physician can-
not tell the nature of the emotion expertenced, since people cry in grief,
in anger, in loneliness, in joy, and in love, but he can tell that something

important has been touched in the patient.
Sometimes physiologi

1 changes accomy ions aroused dur-
ing interviews evoke the patient’s actual symptoms, eg, headache,
palpitations, dyspnea, fainting, etc. A patient with asthma may wheeze
when the interview touches on some significant stress (see Figure I1).
Or a patient with dermatitis may scratch his skin when the interview
evokes a relevant emotion Such occurrences provide especially useful
opportunities for both patient and physician to learn about the connec-
tions between stresses, emotions and symptoms.
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THOUGHTS, EMOTIONS, AND OTHER BEHAVIOR

Thoughts and emotions link together and reinforce each other
(Figure 3). Throughout the interview the physician should try to notice
linkages between the patient’s words (thoughts) and his emotions or other
behavior. Emotional changes show that something important has been
touched, but they alone rarely show in what way this topic is important.
For this the physician must turn back to the patient’s remarks or thoughts
which tell something of the meaning of the emotion.

Sometimes the meaning of the emotion stands out clearly enough from
the context in which it occurs. At other times the physician must in-
quire more specifically. He must ask such questions as:

“Why does talking about this make you anxious?”

*“What were you thinking about when you were crying just now?”

“Can you tell me why this makes you angry?”

When the patient does not exhibit emotions during the interview but
describes having them at other times, similar questions may be useful,
for example:

“What do you think about when you're nervous (angry)i”

“What thoughts do you have when you feel depressed?”

Sometimes patients deny all thought content at the time of important
emotions, or they may generalize about an attitude or feeling state with
out relating these to other events The physician can often train such
patients to notice their thoughts and link them to emotions. For example,
he can say:

“When these depressed feelings come over you, try to notice what you
are doing and what thoughts come into your mind.” N

“The mext time you have the feeling you're a bad mother, notic¢
what has just happened between you and your children and then try
to remember what thoughts you have about jit.” .

Many laymen (and some physicians) confuse thoughts and feelings
Often the word “feeling” refers to a mixture of thoughts and emo
tions When a person says: “I feel bad about leaving college,” he
means: “I have certain thoughts about leaving college and these thol:\ghlf
are accompanied by unpleasant feelings ” If he says: “I feel my w:[e’ll
wrong about the house we should buy,” he probably means: "]\.ly wife
and I disagree (have different thoughts) about the house, and I thmk’hct
opinion is incorrect.” If he says: “I have feelings of inadequacy,” he
probably means: “Y have thoughts about bcting less adequate than 'othc:
people and these thoughts are accompanied by unpleasant feelings.
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Concomitant

Physical and

Psychological
Disorders
(Symptoms)

Emotions

Thoughts

Stress
{Life Situation)

Fig. 3. Relationships between stresses, thoughts and emotions, and symptoms.
The stress becomes meaningful, i.e. arouses emotions, through the thoughts of
the patient about it. Hence thoughts are shown lying between stresses and emo-
tions, Emotions influence thoughts, so the arrows between thoughts and emotions
run in both drections. Emotions and thoughts can both bring symptoms. Symp-
toms and unpleasant emotions can both lead to efforts to modify the life situation
s0 as to reduce the stress,
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Sinee patients frequently confuse thoughts and emotions, the physicizn
should particularly avoid doing so. If the physician asks the patient only
such questions as: “How did you feel about that?”, he may never hear
much that he should learn. ‘The same or very similar feelings may be
assocfated with quite different thoughts and particular thoughts give the
significant specificity to the experience of the patient. Moreover, the
patient may ofler quite differcnt thoughts and leelings under the same
label. He may say: “I felt guilty about this,” when in fact he had no
remorse at all. He may have had fear of detection which is quite differem,
or he may have had no unpleasant feelings whatever; he may merely
have served up a conventional formula to suit, so he believed, the &
pectations of the physician. In response to such a statement, if the
physician doubts the presence of genuine guilt, he might say: “Exactly
what thoughts did you have about what you did?” or “Tell me what
thoughts were n your mind when you felt guilty,”

Feelings are difficult 1o ¢ i for the I ing reasons. Fist,
feelings are by their nature less definite and less describable than thoughts
Secondly, feelings often seem to bring more guilt and shame than thoughts
Most people cannot readily admit to certain feelings which indicate for
them unpopular psychological states Thus if the physician asks .thﬂ
patient, “How did you feel when the boss scolded you?”, the paticnt
may not be able to say, “I felt angry.” But if the physician asks, “What
went through your mind while the boss was talking?” the patient may
reply: “Well, I did think of choking him.” Asking for thoughts leaves
the patient 2 much wider range of posstble answers than asking about
feelings. For example, one could expect only a limited number of replies
to the question, “How do you feel about your daughter’s marg'lage?
Many more different responses might be heard to such a question 35
“What thoughts do you have about your daughter’s marriage?” i

Many times the physician will hear what he needs to know by it
quiring abour feelings Sometimes he will not. He should ask about
thoughts when he wants to hear about thoughts.

The Patient’s YWords and His Emotions and Other

The physician should notice both the patient’s words and his emotions
and other behavior, He must attend to the patient’s words for they
show how the world appears to the patient, or more accurately, they SI_IOW
as much of that appearance as the patient can confide in the physician.
On the other hand, the patient’s words tell only a part of what the
physician can learn about him. His display of emotions may tell the
physician as mauch as his words or more The extent to which nonverbal
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communications modify and add to the patient’s remarks vaties greatly
from one patient to another and in the same patient at different times.
The value of the patient’s verbal reporting usually fluctuates with the
topic and situation Sometimes what the patient says may be taken at
face value. Then the physician should accept and react to the content
of the patient’s remarks At other umes, the physician will find the
actual content of the patient’s remarks less important than the under-
lying emotions connected with them. Such occasions are usually indicated
10 the physician by the physical signs of strong emotion in the patient,
or by other clues to the strong personal significance of a topic for the
patient, So the physician must attend to these also.

Many of the attitudes and values of the patients which thus influence
tus remarks and behavior lie outside his awareness, although the amount
of awareness of these qualities also varies greatly from one person to
another. Patients are more often aware of their emotions than they are
of the connections of these emotions with thoughts, people, and events,
and of the extent to which emotions influence their words and behavior.
Thus a patient may be conscious of anger felt towards his employer,
but unaware of why the boss angers lum and of the extent to which
his anger influences what he says about the employer to the physician,
Or a patient may be awate of delaying the narration of certain events
to the physician, but only slightly or not at all aware of why he cannot
tell the physictan what he has censored. In medical interviewing the
physiczan has very rarely to deal with conscious deception or insincerty,
But he must often help the patient to overcome involuntary defensiveness
which keeps the patient from confiding freely.

The physician should remember that the cliché, “actions speak louder
than words,” gives only half the trath. We cannot usually evaluate
mottvations accurately from either the patient’s actions or his acknowl-
edged motives alone The same action may be driven by quite different
motives. A woman may go to the polls to vote because she wants to
please her husband, because she has strong convictions about democracy,
or for any of a number of reasons. Watching her casually at the polls,
one could hardly tell why she was there. One could only assume that
it was more important for her to be there than to stay at home on elec.
tion day Nor would her own words give a much more relable indication
of her motives She would be tempted to select for reporting the motive
which would make her appear most rattonal and most worthy in the
eyes of the person to whom she was talking “We judge other people by
their actions, ourselves by our intentions.” But we are always trying to
persuade other people to judge us by our intentions and to persuade
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them that these intentions are rational and praiseworthy.

When action directly contradicts words, the physician may then con-
clude that the stronger motivations underlie the actions, the weaker ones
being expressed in words only,

The complexities of evaluating motives should not deter the physician
from making the attempt. He may be helped if he remembers the follow-
ing points:

() The same behavior in different persons may arise from different
motives.

(b) Any given pece of behavior may be driven by more than one
motivation. Especially forceful behavior occurs when several moties
converge, e.g., patriotsm, self-preservation, and love of prestige
may contribute to make a soldier courageous

(c) Action indicates a higher intensity of motivation than words, but
reveals little about the nature of the motivations in play.

(d) Much of human motivauon is irrational and unconscious. The
awareness of motivation varies greatly from one person to another.

(e) Persons reporting their intentions tend to report motives or ex-
plain their behavior so that they will appear rational and prase:
worthy.

(/) Statements by other observers about the motivations of any person
usually tell more about the observers than about the person whose
motivations they apparently describe.

These matters deserve attention because of temptations to neglect on¢
or another aspect of what the patient presents. Internists and surgeons,
for example, accustomed as they are to dealing with concrete phz’sm}
events, may atiend only to the pattent’s words and overlook the patient’s
manner of saying them. Some psychiatrists, on the other hand, attend
only to cavert implications in the patient’s words and seemingly do not
hear what the patient says with these words. One can come away fl:"“‘
an interview with a good deal of data about the patient’s psychoh‘!glﬁ\1
defenses while ignoring, because one did not hear, the statement of the
patient that his mortgage is about to be foreclosed i

In summary, the physician should avoid the opposite errors of dis-
believing or ignoring what the patient says and accepting as literal truth
eserything he says. The physician should not devalue the patient’s words-
He should listen respectfully to what the patient says. But he s'hauld
also interpret and assess the significance of what the pnlicn_t says in (h;
light of those values and attitudes of the patient which are chiefly rcvfale,
in his emotions. Sometimes the emotions will contradict the patient’s
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words; more often they will emphasize his words. What the patient says
is important; how he acts as he speaks is equally important The physician
should always attend to both.

LIMITATIONS TO FOLLOWING LEADS
‘TO SIGNIFICANT TOPICS

The previous sections of this chapter have presented suggestions for
the detection of important topics of which the physician wishes to en-
courage a fuller discussion. Later chapters on technique will suggest how
the physician can do this, Here will be added only some cautionary re-
marks on the immediate expansion of topics as soon as their significance
has been detected. The physician cannot immediately follow all of the
clues to even the significant topics. Three factors prevent this.

First, significant topics are usually far too numerous to be pursued
immediately or at the same time. The effort to do thts would make the
nterview resemble a hunt with many foxes spreading scent.

Secondly, the spontaneity of the patient’s talk must be retained as
much as possible. As mentioned before, this spontaneity aids the patient
r.o hrmg to the surface all the 1mportam problems troubling him. If the

too many d ions or frequently diverts the patient
from the main stream of his lalk the patient may never reach the most
important things of all, or he may become irritated or defensive, and
hence less talkauve. Accordingly, the physiian should channel the
patient’s talk only when he can do this smoothly without damming the
pauent’s flow.

Thirdly, the patient touches lightly or briefly many topics of emotional
significance before he can discuss them fully and comfortably with the
physician, Typical of such subjects are sexual experiences and hostile
feelmgs towards loved relatives ike parents and spouses. The patient may
refer to such a topic in the first interview, but may then drop the
subject and not return to it for several mterviews, We should never
force him to talk of something which he does not wish to discuss

‘The physician needs time to explore the various topics suggested by
the clues which occur during the first interview or first few nterviews
Many tumes he will follow false leads and gain little, but he must often
spend the time necessary to do this before he can pursue other leads to
more helpful results, And the patient needs time to become used to talk-

ing about his difficulties and often to make sure that he can trust the
physician
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HOW TO TAKE THE HISTORY

THE HISTORY OF THE PRESENT ILLNESS

The art of history-taking consists in skilfully blending the en-
couragement of the patient's spontaneous talk with enough guidance to
elicit the essential data. In starting, the physician should first encourage
the patient to tell the story of his 1llness in his own way, listening with
as few interruptions as possible, He will usually hear a disjointed and
incomplete account. He nevertheless obtatns valuable information from
noting what the patient emphasizes and how he tells the story. ¥ the
physician interrupts prematurely, he often disturbs the patient’s spon-
taneity without adding to the information obtained,

This suggestion can be illustrated by considering the effects upon a
patent of different responses to his opening remark. When the physician
invites the patient to tell him about his illness, the patient may begin
by saying, “Doctor, 1 have ternble headaches.” To this the physician
mght reply by saying immediately, “Where do you feel them?” or
“When did they start?” A much better reply would be simply, “Tell
me about them,” This remark leaves to the patient the choice of what
he will talk about first and what he will emphasize. From observing
these elements of the patient’s story, the physician can learn about the
patient as well as about the symptom Questions can and should come
later when the patient’s imtial flow has dried up.

Some patients cannot provide sy ly flowing of
their illnesses. Anxiety, a poor memory, or lack of organization of
thoughts may prevent this, Awkward silences may occur 1f the physician
allows the patient to struggle by himself. As soon as (but not until)
he notices that the patient cannot tell the story unaided he should re-
lieve the patient by asking questions.

Many patients can give systematic and chronological accounts of their
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detailed account of everything the patient experiences during the occur-
rence of his symptoms. Only in this way can subtle but significant dis-
tinctions he made, For example, to a question about sleeping flat in bed,
the patient may reply that he frequently has to sit up in bed to breathe.
The physician may consider this evidence of “orthopnea™ and leave the
matter there Orthopnea may arise from several causes. Two which need
clear distinction are heart failure and anxiety attacks which often occur
at night, during both waking and dream states These can be distinguished
readily enough by asking the patient for 2 moment to moment account
of his activities, thoughts, and sensations before and during the time
he feels it necessary to sit up in order to breathe. And they cannot be
disunguished in any other way, since anxiety attacks and cardiac failure
can occur in the same person.

As mentioned earlier, the location of a symptom should not be assumed
from the patient’s words alone Many errors have been made through
accepting a patient’s statement that his pain was in his “stomach,” when
in fact it was significant inches away 1n the area of his appendix. The
physician should ask the patient to point to the site of his dustress when
he can do so

The patient’s first account of Ins illness may begin halfway through
the 1llness with some symptom or symptoms that especially aroused his
anxiety and attention This may occur even when the physiaan has
asked, “How did it begin?” Often he can stimulate further memories of
earhier changes by asking a further question such as: “What did you
notice first?”” “When did you first think you were 112" and “When were
you last perfectly well?”

Clarifying the Patient’s Terms

During an interview the physician is primarily responsible for main-
taining effective communication, which requres that the patient and
physician attach the same meanings to the words they use. Many of
the physician’s questrons must therefore be directed towards the clarfica-
tion of meanings, The physician may peed to help the patient define
words, as in the following example

PATIENT When I was eighteen I had a bad attack of nerves and I
don’t want that to happen again.
PHYSICIAN.  What do you mean by an “attack of nerves?”

Or the physician may need to help the patient substitute a description
for a name given to an 1llness.
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illn_csse§ if given cues to do this. When a patient does not start at the
beginning, the physician should let him talk freely about the symptoms
he first mentons. Then when the patient stops, the physician can say,
“How did it begin?" And alter he has heard this, ke can add, “What
happened next?” Such minor promptings often suffice to elicit a chrono-
logical account of the illness,

Eventually the physican must ask questions even of those patients who
have talked freely, systematically and coherently, For what the patient
says spontaneously never answers all the questions in the physician’s
mind. The patient, for example, will not mention significant factors or
events which were absent or which did not occur. He will not say that the
pain in his chest is not brought on by exercise, if this has not happened.
Yet a physician who closed a history of chest pain without discovering
that the pain was not made worse by exercise would have a poor under-
standing of the pain. A patient with hysterical convulsions may not
comment that she never has her convulsions during sleep or when she is
alone, yet the discovery of such facts may help the physician in excluding
epilepsy from the diagnoses considered, Thus using the information the
patient has already given, the physician asks further questions or provides
further guidance to the interviews so that he can test the various diagnostic
hypotheses which arise in his mind until he can find the most satisfactory
one. This he then tentatively accepts until he can test it with other
examinations. Of the many questions which the physician may need
to ask, the following paragraphs can mention a few only of the more
important ones.

Imuial descriptions of symptoms usually need clarification For examgle,
of a pain the physican needs to know whether it is aching or bumm§
or has some other quality. If the patient complains of “nervousness,
the physician must ask the patient for details of the actual physical
sensations (and thoughts) during the symptom.

The patient may say, “I can’t swallow,” but the physician should not
accept this statement as sufficzent. He should ask, “Tell me exactly what
happens when you try to swallow.” He should try to learn whether the
patient gags and does not actually swallow; whether he regurgiates
liquid through his nose, whether he actually swallows well enough, but
experiences discomfort or pain after the food has passed into the
esophagus; whether he can swallow liquids, but not solids; and at what
part of his throat or esophagus he experiences the most discomfort. He
should ask the patient to point to this place. .

‘The physician should not content himself with the simple labels w}uch
the patient may apply to the symptoms. Rather he should obtain 2
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Possible Equivalents in

Lay Expressions Medical Terms

Anxiety state with hyperventila-
Shortness of breath tion
Can't breathe Emphysema
Have to breathe fast Cardiac failure
Breathing heavily Duabetic acidosis

Sighing respiration, etc,

may indicate

Blue
Moody Unhappiness
Eo"m"?y ey ndicate | Mild depression
P spints ¥ Psychotie depression
. Physical exhaustion or fatigue, etc.
No energy
No pep

Other terms which nearly always need clarification are “dizziness,”
“weakness,” “tenston,” “fauigue,” and “noses m the head.” Terms used
to describe the qualities of emotional feelng require definttion especially
often. Everyone attaches private connotations to such words as “love,”
“anger,” and “guilt,” even more than to the labels of physical symptoms.
The private meanings to a patient of words describing psychological
states can rarely be reached by asking him to define his terms or describe
his experiences. The physictan can usually only deduce the meaning of
these terms for the patient by repeatedly noting the contexts in which the
patient uses the words

The foregoing emphasis on clarifying the meanings of terms should
not lead the physician to reject the patient’s language and insist upon
his own. The patient usually knows lttle of exact medical terminology,
and he will be more at ease using language with which he is familiar.
All that 15 required is that the physician try to und. d exactly what
the patient means by what he says.

Inquiring About Stresses

In mnquiring about stresses which may act as precipitating factors in
the 1llness, or as exacerbating causes in episodes of the illness, the physi-
cian should at first avoid suggestive or leadg questions. If possible, he
should begin with the most general questions and move toward more
specific ones. For example, he can say, “Your symptoms seem to fluctuate
a good deal Do you have any idea why?” or “You said you were perfectly
well until June. I wonder why you got ill then? What do you think?” A
somewhat more suggestive question would be the following: “Was any-
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ranicNt:  Five years ago I had a “nervous breakdown.”

PHYSICIAN:  WHhat was the nature of your “nervous breakdown?

PATIENT: I was just very nervous then, Just terrible,

PHYSICIAN:  Well, can you tell me exactly how you felt and what you
did and how you were treated during that period?

PATIENT: I was weak all over, 2ud my heart used ta race. I thought I
was going to die and used to go to bed for days at a time,
and...

No label, even when physician and patient seem to agree on its mean-
ing, surpasses in value a description of actual symptoms and events. If
the physician accepts a phrase instead of a description, he may think he
understands the patient's meaning without actually doing so.

Some commonly confusing lay expressions are given below with an
accompanying list of medical disorders which they may indicate:

Possible Equivalents in

Lay Expressions Medical Terms

Cerebrovascular accident
Spells Hysterical convulsions
Blnc.kouu Hyperventilation
i::::‘g ot may indicate Epilepsy

Vasodepressor syncope
Stroke . Orthostatic hypotension
Convulsions Carotid sinus syncope, etc.

Headaches

Difficulty concentrating

States of deficient mental function-
g where there is impaired at-
tention, etc,

Headaches may indicate {
Physical exhaustion
Hysteria
Vargus psychoses
Reactive depression
“Temper tantrum” or other im-
mature reaction to stress, ete.

Nervous breakdown may indicate

Anxsety state
Restlessness
Insomnia
Psychases
Trrutability, ete

Nervousness may indicate
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d

of history-taking and ination. These must not be con-
sidered “entities,” or confused with the patient. Nevertheless, their recog-
nition often brings a more rapid understanding of the whole illness. This
justifies the physician in following his study of the chief complaint with
an inquiry about other symptoms which could arise from a disorder of
the same system as that of the chief complaint. Thus, if chest pain is the
principal complaint, the physician should first investigate the character-
istics of this pain and then mquire about such symptoms as dyspnea,
weakness, swelling of the legs, palpitations, or other symptoms of cardio-
vascular diseases. After he has mvestigated the occurrence of these symp-
toms, he can widen his survey to include other symptoms.

In asking about other symptoms, the physician should avoid leading
questions as long as possible. He should proceed from the general to the
speaific. If he obtains a positive answer only in response to a highly
specific question, he should consider to what extent his suggestion may
have influenced the reply. For example, he may proceed as follows

PHYSICIAN:  Has anything else been troubling you in addition to the
things you have mentioned?

PATIENT:  No, nothing 1 can think of right now

PHYSICIAN: How about your sleeping?

PATIENT: No, I don't think there’s anything unusual about that

PHYSICIAN, What time do you awaken 1n the morning?

PATIENT" Well, now that you mention it, I do wake up a hittle earlier
than I used to. I think I awake around 5 00 oM now and
my alarm doesn’t go off until 6-00

The Patient’s Understonding of his Ilness

During the taking of the history, the physician should ask the patient
at an appropnate time for his opinion about the nature of his illness, He
can say, for example, “What do you think 1s the nature of your 1llness?”
or “In what way do you think you are 11" The patient may also be
asked ahout his 1deas of the causes of the illness with a question such as,
“What do you think has caused your illness?” Frequently pattents will
rebuff such mquiries on the grounds that they are mere laymen and defer
to medical authority on such matters. These patients the physician should
usually press rather firmly for their opinions, since such diffidence may
conceal some dangerous misinformation which the patient does not wish
exgosed and possibly challenged The physician may reasonably tell such
patients  “Perhaps you don’t know everything about your condition,
but you must have had some thoughts about 1ts nature even 1f you haven't
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thing going on in your life when you first got sick?" $till more suggestive
questions would be: “Do you get these symptoms at any special time
such as when you are tired, hungry, or nervous?” or “Do changes in the
weather make your asthma worse?”

In evaluating the responses to such questions, the physician should re-
member that patients are usually more reliable in their reports of physi-
cal stresses than in remembering and telling about social stresses The
physician must constantly remember the human tendency to ignore, over-
look, and conceal stresses and disturbances in the social sphere. Thus, a
negative response 0 a query about social stresses by no means excludes
such stresses. Often the physician can deduce the operation of such stresses
only from other data, chiefly the repeated temporal correlation of the
symptoms with the suspected stress, Chapter 10 includes further rem;\rk.s
on the use of questions appropriate for demonstrating stresses. The physi-
cian can often obtain useful information about stresses and also about
the patient’s attitude towards his symptoms from inquiring of the patient
why he sought treatment when he did. He can say, for example, “What
led you to come for treatment at this time?” or “Tell me why you came
to me (the hospital) just at this time although you had been feeling bad
for some time before.” |

The physician should avoid asking questions lying beyond the patient’s
probable understanding, For example, the physician usually gains little
and can unnecessarily offend by asking an alcoholic patient “Why do you
drink?” "The question is much too general since many factors enter into
the why of the patient’s drinking. Moreover, the patient may hear in such
a question implications of moral judgment by the physician On the
other hand, the alcoholic patient sould be able to furnish answers to
such questions as, “What thoughts do you have when you want 2 drink
badly?” “What leads up to your drinking excessively?”” and “How do you
feel different after you have had a few drinks?” From the answers 1o these
and other questions the physician may also learn much about the pa-
tient’s ideas about his illness. Similarly, 1t is unhelpful to ask the pa-
tient: “Why are you nervous?” More useful questions are "What sort of
things make you nervous?” “When do you get nervous?” and “How do
you feel when you are nervous?”

Symptoms Other than the Chief Complaint

Several symptoms can arise {from one or two physiclogical.or psycho-
Jogical disturbances. Accordingly, symptoras usually appear in panem}s
or groups called syndromes. The recognition of these syndromes through
the identification of their principal symptoms greatly shortens the work
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2 permissible excuse, some real urgency may force the physician to close
the history-taking sooner than he would otherwise wish.

Secondly, the patient’s anxiety or other psychological distress often
interferes with his memory and thinking so that he omits important data
during the initial interviews. This happens so frequently that the physi-
cian will often find it helpful to start a second interview by saying some-
thing ltke: “No doubt after our last talk you remembered some things
you didn't tell me about. Perhaps we could start with those today.”

Thirdly, the patient’s desire for quick relief may lead him to try to
foreshorten the initial history on the grounds that, in his opinion, details
are unnecessary, since the cause of his illness is clear. If the physician
fails to detect this attitude, he may unwittingly cooperate in the patient’s
negligence

Fourthly, the preliminary examinations nearly always turn up data
which suggest possible diagnoses These may lead the inquiry back to the
hustory of the present illness, further questions about which can help to
elininate or confirm the possibilities

For these ample reasons, the physician should review the history of the
present illness from time to time by himself and with the patient, At
every interview he can learn more about the process of the patient’s ill-
ness. And, viewing the jllness as part of the history of a person, he grad-
ually i his d g knowledge of the illness with his growmg
knowledge of the person.

THE REVIEW OF FUNCTIONS AND OF PAST
SYMPTOMS AND ILLNESSES

After a thorough study of the present illness, the physician should
turn to a review of the patient’s functioning apart from the areas of his
complaints. This survey can begin with inquiries about the vital func-
tions, e.g, eating, sleeping, bowel movements, menstruations, etc., and
then move towards inquiries about specific symptoms.

The inquiry should review functions rather than organs. This approach
actually reproduces the patient’s own thinking about his body. If the
patient experiences some unusual discomfort, for example, in his breath,
he mever thinks first, “There 1s something the matter with my heart.”
Such a thought must always be preceded by some such reflection as, “I
used to run up these stairs; I wonder why I don’t do it any more,” or “I
never used to get short of breath when just walking” Although patients
frequently connect functional disturbances with a particular organ, they
do not always do so Consequently, 1f the physictan asks a patient, “Have



140 THE TECHNIQUE OF HISTORY TAKING

worked out a full explanation. I'd like to hear what your thoughts about
it are, Then I can see what explanations I can offer to help further.”

The physician should especially attend to anxiety which arises when
the illness is discussed, all the more so if the patient does not verbalue
such anxiety. He should try to encourage the patient’s expression of his
fears with some comment such as: “You seem frightened. Js it about your
condition? Do you have some frightening ideas about it”

Recording the History of the Present Illness

In medical histories the chief complaint is often written in brief tele-
graphic style, e.g.:

Anorexia, 3 months duration
Weakness, 3 weeks duration
Nervousness, 3 days duration

This style has only the merit of brevity to set against the disadantages
of not telling a story completely. The physician does better if he devotes
a brief paragraph to a sketch of the presenting problem which should
include what the pauent noticed and complained of, perhaps what others
noticed in his appearance or behavior, and why medical aid was sought
at the time of Itation. As much as possible of this material should
be recorded in the patient’s own words,

After this introductory paragraph should come a chronological acc?um
of the illness reconstructed from the pattent’s (usually unchronological)
account, The story should begin at the time of the patient’s first dev.xa-
tion from health, often earlier than the first notice of the chief complaint
or complaints. L

The recorded history should agam include liberal use of the patients
own words 1 g fon marks. Org; ion and dignity of language
should characterize 1t. Humorous or derisive expressions and psycll{afflc
diagnoses used as epithets have no place in the history. The physician
should recall that what he writes may strongly influence treatment of
the patient at some future date in the same or perhaps a distant hOSP_llal
or clinic. And 1t becomes a legal document which can be brought u'xlo
courts of law. Conciseness should be aimed at, but not a brevity with
important omissions.

Reviewing the History of the Present Illness

Although the initial history should always be as thorough as possible,
circumstances often make it incomplete, Several factors may cofllrlb“'c
to such incompleteness. In the first place, although lack of time is rarely
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in 2 particular direction. He should Jearn that clues and more definite
information about previous illnesses may come in different ways. For
example, many patients do not recall the particular symptoms of an ill-
ness, although they may vaguely recall the illness as a whole and its name.
1f the phystcian asks them only about the symptoms he may learn nothing
about the occurrence of the illness Other patients may not know the
name of an illness, but remember the symptoms quite well. If the physi-
cian asks such a patient only about particular illnesses he may again miss
some important disease. Another example is provided by a woman who
does not recall severe complications of pregnancy in connection with any
symptoms named or even as a “previous illness,” but who remembers
them when discussing her pregnancies.

Some 1llnesses the patient may remember only because of other changes
which the illness occasioned. For example, as a child the patient may have
been kept 1n bed for months on the advice of a physicran or because of
he anxiety of his mother. The patient may not have been ill at all. Or
if he was, he may himself have noticed nothing but a mild fever, not
being aware of other evidence of illness which a physician found. Such 2
patient may have the memory for the illness filed under the heading of
a grade missed at school, or restrictions placed on his playing games.

The physician should certamly look for previous ilinesses during the
functional inquiry. But he should also supplement this information by
other inquiries, He should ask each patient direct questions about previ-
ous 1llnesses, accidents, and admissions to hosptals, e g, “Have you ever
had any severe or long illnesses, or any severe accidents?” “Have you
ever been in a hospital before?” After the patient has had a chance to
answer spontaneously, the physician can offer him a list of diseases for
his consideratton. The list should include the common childhood in-
fecttous diseases, any disease known to occur 1n the patient’s family, and
any disease possibly relevant to the patient’s present illness. Sometimes
the physician will find it useful to return to the subject of previous ill-
nesses during each division of the personal history. Thus in connection
with the period of mfancy, the physician should ask a question such as
“Were you told of having any illnesses when you were an infant?” When
the questions are repeated in different contexts, the correct associations
for eliciting the memories may eventually be touched

In inquiries about past illnesses the physician should prefer “open”
questions to those which suggest the expected reply or permit the selec-
tion of alternatives For example, 1n asking about a previous treatment,
the physician should at first avoid direct questions such as: “Did the
treatment help you?” He should start with questions such as “You ap-
parently got much better for a time. How did that come about?” or
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you ever had any heart trouble” he may receive a sinicere negative reply.
But if he asks the same patient, “Have you ever naticed any chaage in
your breathing?” the paticnt may remember his dyspnea.

Moreover, the comentional review of symptarus is often too suggestive
for many patients, and alse too Irightening It may leave them with 22
expectation of soon experiencing the mentioned symptoms. Questions
about symptoms in a context of inquiry concermning normal function,
however, Tarcly frighten the patient. So the physician can best start the
questioning by asking about the function of each organ as if it were
normal. Questions about specific symptorms which may have occurred can
then follow. For example:

riysician: - Have you noticed any change in your breathing?

PATIENT: No, none at all,

ruYsIcIaN: - Do you have any difficulty with breathing when you exercise?

PATIENT: Well, that does remind me that I do get a little short-winded
when I walk the six blacks to the bus in the morning, b'_-'”
have put on some weight recently, and I thought that might
account for it.

Not all functions and organs can be considered in this way. There 35
no need to ask the patient how the muscles and blood vessels of his head
functon. Instead he can be asked quite sitply if he has headaches, But
the plysican should think in terms of processes and functions rafhﬂ'
than of organs alone, and he should avoid suggesting to the patiedt
symptoms winch the patient does not hase. i

Attention to the phrasing of questions may help the physician‘mmuhte
the patient to recalt changes which he may only have noticed stightly and
perhaps has since hall-forgotten. Thus it may be more helpful to $37:
“How do your clothes fit now?” than "Have you gained or Jost we;ght?””
And more helpful to say, “Do your rings scem tight on your fingers?
than “Haue your hands become larger?”

The physician may find comenient and helpful the gronping together
of inquiries about present symptoms (the review of systems) and past
illnesses. As mentioned in Chapter §, past illnesses frequently clarify ”';
present one. A hustory of enuresis 1n childhood may illuminate one O
current impotence. A history of arthritis and fever which kept 11}8 px
tient in bed for many months as a child can modify the in(erpretauan."l
a cardiac murmur The physican can fuse the two inguiries readily
enough by asking each question about an organ or function twice, Oﬂfe
for the present and once with reference to the past, e.g. “Do“)'av bave
any headaches?” and “Have you ever suffered from headachss? N

The physician should ber the limitations of g stante
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fering with the result. One common order is: history of the present ill-
ness, family history, personal history, current life situation. But some-
times the following order may provide smoother transitions: history of
the present illness, current Isfe situation, personal history, family history.
This last order would suit especially well when the current life situation
bears importantly on the present illness, As already mentioned, the
physician should flexibly modify the order of the parts of the history if
strong needs and sensitivities of the patient seem to require this. Some
patients talk easily about their families, reluctantly of themselves; other
patients show opposite preferences. If the physician finds such strong
biases he will do well to let the patient talk first of what he can tell
easily and afterwards guide him onto the more difficult terrain

THE FAMILY HISTORY

As with the history of the present 1llness, the physician will not obtain
the data of the family history in an orderly manner neatly organized
under appropriate headings On the contrary he must often work even
harder to obtamn the information he needs. The patient nearly always
wants to talk about his present illness. In contrast he frequently sees no
relevance of the family history to his present illness and has no natural
wish to tall about 1t His reluctance may go further. He may think the
physician needlessly mntrudes into private matters teartng open cupboards
with imaginary skeletons in them These attztudes the physician must
tactfully ignore or try to modify

The physician can find a number of different avenues to the family
history each of which may suit more than the others on different occa-
stons Frequently the physicran can make an unnoticed transition from
the hustory of the present illness to the family history During the pa-
trent’s account of his current illness, he almost always makes some pass-
ing, or perhaps lengthy, references to members of his family. If it seems
natural, the physician may simply pick up these references and draw the
pauient 1nto an expression of greater detail about the persons mentioned.
The physician may then fill any gaps with questions. In this way the
physician can sometimes learn all he needs to know about members of
the patient’s family.

Another approach lies through inquiries about other persons who may
have an sllness similar to that of the patient. For example, the physician
should always ask such questions as. “Does anyone in your family have
an 1llness like yours?” “Has anyone in your family ever had an illness
like yours?” and “Do you know anyone (Have you ever known anyone)
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“What helped you to get well the last time?” If the patient does not
mention the treatment about which a physician wishes to hear, he may
next ask: “How did you feel after such and such a treatment?” This
question still does not prompt the patient to say whether or not the
treatment benefitted him. Finally, the physician may say, “Do you think
that such and such a treatment helped you?”

Adapting Questions to the Readiness of the Patient

t

Every disturbance of a function should prompt a detailed inquiry. But
the time for this may not always come 1n the first interview. The physi-
cian suspecting or learning about sexual tensions needs to know many
details about the patient’s sexual life, e.g.,, such matters as modes and
frequency of sexual activity; the partners involved and the patient’s re-
lations with them; the emotions aroused and the satisfactions obtained,
the patient’s attitude towards his sexual experiences. However, prelzlalul‘e
attempts to elicit such data may merely arouse the patient’s anxiety or
anger and disturb his growing attachment to the physcian, The physician
must judge mn each instance the correct place for such important ques:
tions as “Do you have any sexual tenstons?” and “How are your sexual
relations?”

‘The physician may coax, but must never force the patient to talk about
such a subject. For example:

PATIENT: Whenever I talk about sex or when anyone else talks about

it, I get all upset and nervous,

prysictan:  That may mean that it would be a good idea to talk about
it here with me. )

PATIENT (becoming more tense) Not for me, it wouldn't. I'd
rather leave that alone.

pHYsiCIaN:  Well, you can try and perhaps it will be easier than you
think. Or we can leave 1t today and perhaps you'll want to
come back to it later. .

PATIENT: Let’s talk about something else today, if that’s all right with

o,

PHYSICIAN, f’erfeczly all right. You were saying before that you thought
getting into a larger apartment would help the whole fanuly.

PATIENT: ‘That’s right. I know it would. ...

Just

The Order of the History after the History of the Present Iliness

After he has obtained the history of the present illness, the phys_iﬂ'ﬁ"
may obtain other parts of the history in varjous orders without inter-
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pATIENT:  Excellent, She's never sick.

pryYSICIAN:  Good. How about your children? How old are they and how
is their health?

pATIENT:  Well, my little girl who is three has bad bronchitis. My wife
worries about her a lot.

PHYSICIAN:  Does she? What about 1t makes her worry?

PATIENT:  Well, I'm not sure I think she really exaggerates. In other
words, I don't think the kid is as sick as my wife makes out.

puysICIAN:  Is that so? Tell me about that.

In this example the physician has slid the conversation from the physi-
cal health of the family to an mmportant anxety in the patient’s wife,
After the patient has talked about this topic, the physician can continue
with his questioning and listeming until he has obtamed whatever he
needs of required information about each member of the family men-
tioned earher.

After the physiaian has inquired about the patient’s mantal family, he
may turn the patient’s memory back to his biological family as in the
following example:

PHYSICIAN:  You probably have some brathers and sisters
PATIENT. Sure, do you want to know about them?
PHYSICIAN.  Yes, the same sort of things you told me about your children
and wife
After these people have been described, the physician may continue.

PHYSICIAN:  Are your mother and father still iving?

PATIENT:  Mother is, but Dad died twenty years ago

PHYSICIAN  (faking the opportumity 1o learn about the patient’s relations
hus father)- Do you remember his death?

PATIENT  Sure, I remember 1t well. I was just ten then and it happened
suddenly one day when I was just coming home from
school. . . .

And after this has been talked out.

PHYSICIAN:  How old was your father when he died?

PATIENT.  Forty-five, but he looked much younger. It was his heart.

PHYSICIAN.  'What else do you remember about him?

PATIENT Why, he was always a big strong man and, as far as ¥ know,
never had a bit of ill health his whole life. He used to ike
hunting and we would go out into the woods together. . . .
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with an illness like yours?” Such questions aid in studying the infuence
of heredity, contagion, and suggestion. Following such questions, the
physician can naturally continue with: “Well, tell me some more about
the health of the members of your family. What (other) illnesses have
any of them had?” After the patient has answered this, the physician may
ask further questions about members of the patient’s family whom the
patient has not mentioned.

In such an inquiry, the physician may mention various diseases, espe-
cially those of special relevance to the patient's disorder. However, ques:
tions of the form: “Has anyone in your famly ever had . .. ?" may
furnish unrelable data or, worse still, make the data appear more com-
plete than they are. For the patient may not associate the physican’s
phrase for a particular illness, e g, “mental illness” with a disorder which
he remembers, but has always thought of under a different name, eg,
“nervousness.” Also the files of memory open best through visual imag‘es
of persons and places. The pauent may not remember that anyone in
the family had a mental disorder until he is asked about his grandmother,
and then recalls the time she went away to the hospital for six months
and seemed somewhat strange and different when she returned. Conse:
quently, the physician will obtain the most rehable data about illx'\csses
in the patient’s family when he asks the patient about each indsvidual
member in turn 3

This forms a third approach to the family history, that of asking the
patient to tell something about each member of his family. The physi-
cian can ask the patient first for the names and ages of the members of
the family and arrange these in a list or family tree. Then he can ?Sk
the patient questions about the physical health, occupation, marital
status, and similar “neutral” topics before inguiring about the persoml-
ities of the persons mentioned. In discussing other matters, however, the
patient may at any time refer to psychological aspects of these persons
Indeed, he can scarcely avoid dotng so, and the physician should usually
follow the lead thus offered and then return to further questions. The
following fragment of an interview may illustrate this approach:

puysiciaN:  Will you tell me something about the members of your
farmly?

FPATIENT: Sure, what would you like to know?

prvsiciaN:  Well, I'm interested 1n who's at home with you.

paTienT:  There’s my wife and I and our two children. X

rrysictan:  Tell me something about them, Let's statt with your wife.
Is she in good health?
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PATIENT: Well, I guess like me, he figured he would have been further
ahead if he had done something else.
pHYSICIAN:  Like what?

After such a discussion has been pursued for a short period, the physi-
tan can move towards more details of the persomality of the relative
discussed

PHYSICIAN®  Well, tell me some more about what your father was like.

PATIENT: Well, he was tall and well built, as I sard. He had rather
long arms Is that what you mean?

PHYSICIAN:  Yes, I'm interested in that and I'd also be interested mn the
sort of person he was, I mean his personality.

PATIENT, Oh, that. That’s hard to describe. You see, he would change
a lot. Sometimes, like when we were fishing, he was all smiles
and really nice to me. Then at other imes . . .

As in all history-taking, questions should be kept general at first and
then made more speafic with leading questions used only as a last resort.
A general question such as “What was your father like?” gives the patient
the chorce of describing hum physically or as a personality. The patient’s
choice of what to say first tells something of the way he perceived his
father and hence of his father's influence on him

'The descriptive portraits of their relatives provided by patients tell
much about the patients themselves Sometimes patients realize that in
their remarks about others they reveal themselves. Or they may have
notions that it is bad to criticize one's parents. Or they may think the
physician will not believe their version of events and will criticize them
In such instances the anxiety aroused may block the patient from describ-
ing his parents freely as he saw them. The physician may sometimes
flank such anxiety by asking the patient questions about what other
people thought of the relative in questton. For example:

PHYSICIAN:  Can you tell me what your father was like as a person?

PATIENT (becoming anxious) Why, he was just ordmnary, There was
nothing unusual about him I wouldn’t know what to say
about him.

PHYSICIAN  (coaxing): You must remember him pretty well. How did he
seem to you?

PATIENT (still anxious) Not much different from other fathers as far
as I could tell.

PHYSICIAN:  Well, how was he thought of in the community? What did
other people think of him?
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_In this way, by alternately listening and gently questioning, the physi-
cian can help the patient deliver all the pertinent data about the mem-
bers of his family and also much about his relationships to them,

The Psychological Characteristics of Relatives

As indicated above, the patient will frequently refer in passing to the
personalities of relatives when he discusses such matters as their ages,
occupations and physical health, The physician can often pursue these
references further to elicit data about the psychological aspects of the
relatives. In many instances, however, the patient will make few or no
such references and then the physician must resort to questioning A
fuller discussion of questioning in Chapter 9 supplements the following
remarks.

In questioning about each person, the physician should start with
“neutral” data such as no one wishes to conceal and work towards topit
about which the patient may have anxiety. If the physician plunges it
with such remarks as: “Was your father ever mentally ill?" he immediately
makes the patient defensive. If, however, he asks a number of questions
about the father’s health and inguires after various physical illnesses,
a subsequent inquiry about mental disorders seems natural enough. The
question is thus halfhudden by the other questions and will usually be
answered readily, So when possible, the physician should first accustom
the patient to talking about some of the basic facts of the father’s hfe,
eg., his age at death, his last illness, and his occupation, Then, when the
patient has talked some about hss father, the physician can usually make
an easy transition to questions about the father’s personality. For example.

pivsiciaN:  Did anyone else tell you anything about your father’s health
which you didn’t see yourself?

PATIENT: My mother said he had tuberculosis when he was young.
He was supposed to have caught it from his father. But he
had quite gotten over that by the time I knew him.

pHYSICIAN'  Did you ever have any idea that he had anything like 3
stroke, cancer, arthritis or any such serious disease?

raTiENT:  No, I'm sure he never had anything but the heart attack 1
mentioned and that old tuberculosis,

prysician:  Well, tell me some more about him. What was his occupa-
tion?

patient:  He was a plumber Just like me, and just like me he said he
wished he'd given it up.

prvsicraN:  Why did he say that?



HOW TO TARE THE HISTORY 151

The example asked for explained the patient’s use of the expression
“mean” and also helped the patient to clarify his thoughts of his mother
by bringing back memories of another side of the mother.

In obtaining a characterization of a relative, just as for the patient
himself, the physican can obtain valuable information by inquiring
about specific habuts, values and attitudes. This helps him then to form
his own estimate of the character of the relative independently of the
opinion of the informant.

The physician should avord questions which can be answered with a
simple “Yes” or “No,” or one word, i favor of those which demand
a sentence and, if possible, some thought for reply. The followng lists
of possible questions in this area 1llustrate the difference:

Less helpful or useless questions More helpful questions:
Was your father good (or bad) to yow? What did your father do m his spare
tune?
How much time did your father spend  What sorts of things did your father
with you? do with you?
Were your parents sociable? ‘What kinds of friends did your parents
have?

Did your parents have many friends? What did your parents do when they
were with their friends?
Did your father like sports? ‘What did your father like to do most?

Attitudes Towards the Family and Its Situation

The pauent’s atttudes towards the members of his family and towards
its social and economrc situation usually become exposed as he talks.
To learn about these the physictan should attend both to what the
patient says and zlso to his manner of saying it, as outlined in Chapter
6. Sometzmes these fail to convey adequate information about the patient's
attitudes. Then the physician can interject such questions as “What did
you think about that?” “Did that seem to make a difference to you?”
“Did you wish things were different?” or “It seems to trouble you to
tell about that Can you say 1n what way it was important to you?”

As he notes the topics which the patient chooses for emphasis or
omussion, those he ghdes over and those which affect him deeply, the
physictan may come to learn more about the pattent than about the
family However, he should not object to this, since increased knowledge
of the pauent is the prinaipal goal of the entire examnation

The psychologtcal state of the patient influences his attitude towards
the members of his family, and his attutude towards them will -
fluence the selection of what he tells the physician about them. Often
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PATIENT: Well, he scemed to be respected. But I think he didn't seen
friendly to many people. I remember averhearing people say
he was stuck-up. I heard some of his own brothers, my undles,
say that once when they didn’t know I was listening

An ability on the part of the patient to answer ditect questions with
reliable answers about his relatives would greatly aid the historytaking
For example, the physician may often wish to ask such direct questions
as the following: “Who was the dominant member of the family?” “Was
anyone considered a black sheep in your family?” “Did your mothes
respect your father?” “Did your father respect your mother?” “In whose
company did your father (mother) scem happiest?” “Which of your parents
made the major decisions in your family?” “Did one member of the
family dominate the others by sichness, by greater forcefulness, by exzes-
sive demands, by superior intelligence, or by dusplays of temaper and
sulking?” “If so, how did the other members of the family react to his
maneuvers?” “Were you at any tume ashamed of any of the members
of your farily, and if so, why?” “Were there any favorites among the
children or the parents?” Unfortunately, such questions when posed di-
rectly wsually evoke defensive denials or routine, conventional answers
designed to preserve, so the patient believes, the physician’s approval
Occasionally, the physician may find such direct questions useful. lech
more often he will learn more by leaving them unspoken and listening
for the answers fudden among what the patient tells spontaneously. If
he succeeds in encouraging the patient to talk freely about the members
of the family, he can finally assemble 2 much more accurate account of
the personal relationshups within the family than he can obtain from
asking direct questions about these relationships. .

‘The limitations of questions should not prevent the physician from
asking questions which help the patient document his statements. T"he
physictan should ask for anecdotal examples m support of generaliza-
tions the patient may make about his relatives, For example:

rHYSICIAN:  What sort of a person was your mother?

PATIENT: Oh, she was pretty mean to us kids,
ruysician.  You remember that well? What do you remember?
eatrent:  Well, I never forget how she would get angry and go with-

ont talking to us for three or four days at a time Wwe'd bave
our meals without saying a word because everyone else would
feel down on account of her. Then, at other times, she could
be sweet and kind. . ..
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pamienT:  Yes, sometimes I do. You know my mother always wanted
me around her and 1 never got out much when I was a kid.
She was sick herself.

prysictan:  Tell me about that.

PATIENT: I can remember 1t all very well, we never knew when she
might have one of her spells. She often . . .

In the above example, the patient referred to his personal hfe himself.
The physician had only to show interest in the topic and the patient
went 1nto further details. This kind of digression may temporarily lead
the interview away from the purswit of other data. But the digression
itself serves to collect smportant data of a kind which do not come
50 easily in response to direct questions as they do with the indirect
method illustrated. The answers to direct questions such as. “What was
your mother hike?” are rarely as useful as the products of such digressions,
because the directness of the question nearly always makes the patient
slightly (or perhaps much) guarded in his responses.

The physician will have to judge repeatedly to what extent he will
enter openings for such digressions at the time they anse. He will be
influenced by the time at hus disposal, the nature of the patient’s chief
complaints, and the readiness of the patient he 15 talking with, Sometimes
he can merely note the patient’s reference with the mntention of returning
to 1t later. At other times he may pick up the patent’s remark at the time,
Some other occasions for useful digressions are 1llustrated 1n the further
examples which follow.

Opportunities for exploring the personal history may arise from ques-
tions about past health and physical functions, For example, 1z the
ordinary survey of past health the physician can naturally ask about
menstryation and its onset. When the patient has mentioned her age
at the menarche, the physicaan can ask quite casually questions such as,
“Were you expecuing it?” and “What did you think about it?" These
questions almost always carry the subject beyond the physical aspects
of menstruation into the topic of the patient’s early sexual education and
expetiences and hence into the even more important topic of her rela-
}ions with her mother. The patient usually needs only the physician’s
interest 10 encourage a full account of these subjects. Inquiries about
Pparticular past illnesses may also be followed by the question. “How
did you feel about being sick then?” And again the patient will usually
start telling the physician part of his personal history.

Tangents leading to the personal history and psychological difficulties
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in early interviews the patient will describe members of his family as if
they were unusually honest and gentle. Later the physician will hear
about the villainies of these people. Or conversely, the patient will at
first reproach his family with all kinds of sordid actions towards him and
only later tell how much he owes to them. Such variations in portraiture
remind the physician not to take what the patient says at first for the
final version of the family history.

Supplementing the Patient’s Account of His Family

If information about members of the family is obtained from different
informants, the different accounts should be separately identified. It i
unnecessary and unwise to attempt a fusion in the hope of arriving at
“the truth.” ‘The physician needs the patient’s account of his family be-
cause this tells how they appear to him. The patient acts according to
his perceptions, not those of someone else. On the other hand, the
physician also needs any other available accounts of the family to serve
as a guide to distortions in the patient’s report of his family. But a fusion
of the two accounts might abolish the usefulness of both.

THE PERSONAL HISTORY

Following the Paticnt’s Own References to His Personal History

The easiest entrance for exploring the patient's personal history, cur-
rent life situation, and psychological difficulties is provided by the patient's
almost invariable references to these subjects during earlier p?rts 9[ the
history, notably the history of the present 1illness and the family history
which usually follows. .

In the context of a comprehensive examination the pl.lysluan catt
readily notice allusions of the patient to the past, to his environment, of
to his own thoughts and emotions. If the physician picks up.these r:fef;
ences, the patient will often talk more readily along xhcsc.hnes than 1i
asked directly to talk about the same topics. This may be muslm'led b)"
the following example occurring during the history of the present jllness:

pHystciaN:  Have you noticed anything which brings the asthma on?'

pamENT:  Well, yes, I have. It scems I get an attack whenever weTe
going out to a party or to visit people we don’t know well.
‘That's one thing that does it. I guess I never did grow up-

PHYSIGIAN  (focusing on patient’s reference to his eatly life): Is that what
you think?
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pavsican: - You remember that well?

paTiENT:  Yes, I sure do My brother and I would just disappear into
the back room until they'd cool off.

pHYsICIAN: Do you mean you were frightened?

paTiENT: I was indeed. They looked fearsome then, though I suppose
1 wouldn't be so afrard now.

Thus as many tangents as possible should be followed out of the hus-
tory of the present illness, the current life situation, or the family
history. These will usually provide a sampling of the pauent’s personal
history. But the physician will almost certainly wish some more detailed
information. To obtain this, he must often direct the patient more
specifically.

Approaching the Personal History Directly

The physictan can ask the patient to tell him something of his per-
sonal life with a simple, direct request The physictan should ask a
general question and then note what topic the patient chooses to talk
about first For example:

pHysicIAN, Can you tell me something of your very early life, what you
remember from way back as 2 child, your school hife and
all that?

paTiENT: I hardly know where to begin. There wasn't anything un-
usual about my early life. Mother was always kind to us.
She had arthrnitss but she never punished us,

After such an opening the physician can help the patient to talk about
his mother and, incidentally, about his experiences with her. After that
topic has been explored as much as possible for the time, the physician
can gude the patient by means of other general questions to talk of
other aspects of his personal history.

It is possible but unwise to jerk the patient abruptly back towards the
past. Some patients will fail to see the relevance of the past to their
present illnesses and may think the physician wastes prectous time in
trivial and remote occurrences of the past Other patients may interpret
mquiries about the past to mean that the physictan thinks the illness
extends far back and therefore, according to therr fantasies, it must be
severe and irremediable. Sull other patients, familiar with certamn psy-
chological theories, may go off into the past in hot purswit of some
smgle traumatic event or, worse sull, of some malignant person who
supposedly warped the patient's developing personality. Some patients
become anxious when they (correctly or incorrectly) imply that the
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may also lead out of the patient's account of his current life situation
For example:

PATIENT (describing his work): Yes, I like my work all right. Only
the machines are fast and you have to keep watching them
all the time or they get stuck, Can't take your eyes off them
for a minute, The other day something went wrong with my
machine. Before I could do anything, the whole thing
stopped on me.

ruysician: It did? What happencd?

PATIENT: Well, the foreman came over and started to blame me.

pHysiciaN:  That made you feel pretty bad?

PATIENT: Sure it did. He had no business blaming me. It wasn’t my
fault. Suppose I did forget to tell him about the loose
switch,

rrysician: I see. Have you had this sort of treatment from other fore:
men?

PATIENT: Yes, from a lot of them All the foremen in my trade seem
to be the same.

puysiciaN.  Does this particular boss remind you of anyone else you've
worked with or known? )

PATIENT-  No, I don’t think so At least - . , Well, he sure does remind
me of a school teacher I had once She used to pick on m¢
too, just the way he does.

rHysSICIAN,  She dud? What do you remember about her?

In tius example the physician has been more directive than in the
preceding one However, if the patient picks up the lead, it should be
followed in an exploration of significant life experiences and recurrent
patterns of behavior,

The discussion of the family hustory often provides easy access to the
patient’s personal history The route starts from the questions about the
physical health of a member of the family The patient can usually talk
about this topic easily From there a transition is made to the per
somality of the relative under discussion Then a shore step leads to
reminiscences of the patient’s own experiences with this person. For
example:

prysiciAN:  You told me about your mother’s physical health, I was
wondering what she was like as a person.

Mother? Well, she’s rather hard to describe, I hardly know
what to say. I guess the chief thing I remember now was
the way she’d get mad at Dad.

PATIENT:
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PHYSICIAN:  You remember that well?

PATIENT: Yes, I sure do. My brother and I would just disappear into
the back room until they'd cool off.

pHYsICIAN: Do you mean you were frightened?

PATIENT: I was indeed They looked fearsome then, though I suppose
1 wouldn't be so afrard now,

Thus as many tangents as possible should be followed out of the his-
tory of the present illness, the current life situation, or the family
history. These will usually provide a sampling of the patient’s personal
history. But the physician will almost certainly wish some more detailed
information. To obtain this, he must often direct the patient more
specifically.

Approaching the Personal History Directly

The physician can ask the pauent to tell him something of his per-
sonal life with a simple, direct request, The physician should ask a
general question and then note what topic the patient chooses to talk
about first. For example

prysician:  Can you tell me something of your very early life, what you
remember from way back as a child, your school life and
all that?

FATIENT: I hardly know where to begin There wasn’t anything un-
usuzl about my early life Mother was always kind to us.
She had arthritis but she never punished us.

After such an opening the physician can help the patient to talk about
his mother and, incidentally, about his experiences with her. After that
toprc has been explored as much as possible for the time, the physician
can guide the patient by means of other general questions to talk of
other aspects of s personal history.

It is possible but unwise to jerk the patient abruptly back towards the
past. Some patients will fail to see the relevance of the past to their
present 1llnesses and may think the physician wastes precious time in
tnivial and remote occurrences of the past. Other patients may interpret
inquiries about the past to mean that the phystcian thinks the illness
extends far back and therefore, according to ther fantasies, it must be
severe and irremediable. Sull other pauents, familiar with certain psy-
chologrcal theories, may go off into the past in hot purswit of some
single traumatic event or, worse still, of some malignant person who
supposedly warped the patient’s developing personality. Some patients
become anxious when they (correctly or incorrectly) imply that the
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physician wants to uncover some shameful or otherwise painful event
of the past. The physician must therefore note the patient’s responses
ta inquiries about his past, He must be prepared with necessary explana-
tions to reduce the patient’s confusion or anxiety. Often a brief statement
will suffice such as, for example, “It's quite possible, although we dont
know yet, that some of your trouble extends back further than you
think. V'l have a bewer understanding of your illness and your health
if I know more about your carly hife.” When the patient shows great
anxiety in discussing the past it s often wise to Jet him defer this for a
time or talk only a fitde about it at each interview,

AMeanings of Events in the Personal History

The personal history will include the record of many events such a8
previous illnesses, changes of job, marriages, and deaths, which hawe
profoundly influenced the patient’s life afterwards. But many of these
events haie acquired their importance through the special meaning they
had for the patient. For other people the same events might bave mat-
tered less or not at all. This obliges the physician to attend, as he istens
to the patient, not only to the recital of factual events but to the o
dences of the meaning these events had for the patient, (Chaper 6 has
discussed the detection of such evidences). Thus the personal history
should provide:

{a) a history of outward events in the patient’s life;

{b) the meaning of these events to the patient; .

(¢) the history of how zhe patsent came to attach such meanings o
events.

The Limitations of Direct Questions

In the personal history esen more than in other parts of ﬂ:c. his!?r)'-
direct questions have limited value in revealing personal relauopshxps.
The physician nearly always learns more when he succeeds in gcl!mg_m’
patient to falk freely than when he asks questions directly. If the p:t}em
talks freely he gives the answers to the necessary but unspoken questions
much more readily than in response to the same questions asked directly:
These nearly always evake defensise or conventienal amswers. For ex
ample, if the physician wishes to know how the patient got along with
other people he may ask the patient directly, but he should not expfct
a reliable answer. The patient knows that the ability to get along with
other persons is highly valued in our society and, 1o presene his own
esteemn, he must believe that he conforms to this ideal.
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Thus the physician must fall back on other data to evaluate the
pauent’s relationships with other people He must rely chiefly on the
evidence of other informants and on his own inferences from the anec-
dotal material furnished by the patient, Useful clues may be obtained
from the patient’s current relationship with the physician, although this
will sometimes so differ from the patient’s former behavior that 1t may
be a quite unreliable index

Recording the Personal History

The personal history is, in effect, a biography of the patient It extends
from his conception to the present, so it has a temporal dimension. At
the same time it creates the 1mage of a living person at each epoch of his
Iife The physician can take cross sectional views, as 1t were, of the
whole patient at different periods of his life. Or he can follow one interest
or activity, e g, sexuality, as 1t threads through the other activities over
the entire life span In talking to the patient he may use now one, now
the other approach. Sometimes he may say: “Tell me all about what you
remember of your eatly childhood” Then he hopes the patient will
give a survey of all those activities which he can recall of that period
of life. At other tnmes he may say. “Tell me somethmng about your
sexual experiences ” Then he hopes the patient will offer a more or
less chronological account of all his sexual actwvities,

However, in recording the hustory, the portrayal of all the patient’s
experiences at different periods of his life seems preferable Of the two
methods, this one more closely rep life as 1t 1s lived a seres
of related expertences. In arbitranly dividing the patient’s life into
temporal periods, the physican should remember that there is nothing
discrete or natural about such divistons, He makes the divisions for
conventence in studying the pauent’s life, not because such divisions
occur m the life 1tself

‘The Use of Dates

In recording the personal hustory, figures should be given for the
age of the patient and for dates when these are known The age of the
patient immediately permits a comparison of events n the lives of other
persons of his age group If the physician notes only that the patient
finished the eighth grade of school twenty years ago, he may forget
that the patient is now thirty-eight and therefore was eighteen when in
the eighth grade. Why was the patrent behind his peers? To say a
patient married thirty-three years ago may suggest someone who has
ripened and matured. But if he is now only fifty, then he married at
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physician wants to uncover some shameful or otherwise painful ewent
of the past. The physician must therefore note the patient’s responses
10 inquiries about his past. He must be prepared with necessary explan-
tions to reduce the patient’s confusion or anxiety. Often a brief statement
will sullice such as, for example, “It's quite possible, although we don't
know yet, that some of your trouble extends back further than you
think. Pll have a better understanding of your illness and your health
if 1 know more about your early life.” When the patient shows great
anxiety in discussing the past it is often wise to Jet him defer this fora
time or talk only a little about it at each interview.

Meanings of Events in the Personal History

The personal history will include the record of many events such 3
previous illnesses, changes of job, marriages, and deaths, which hne
profoundly influenced the patient’s Jife afterwards. But many of these
events have acquired their importance through the special meaning they
had for the patiens. For other people the same events might have mat
tered less or not at all This obliges the physician to attend, as he hsxcn.s
10 the pauent, not only to the recital of factual events but to the e
dences of the meaning these events had for the patient. {Chaper 6 has
discussed the detecuon of such evidences). Thus the personal history
should provide:

{a) 2 history of outward events in the patient’s life;

(b) the meaning of these events to the patient; .

(c) the history of how the patient came to attach such meanings 0
events.

The Limitations of Direct Questions

In the personal history even more than in other parts of the histats;
direct questions have limited value in revealing personal relaua.nshlps‘
The physician nearly always learns more when he succeeds in genmg.the
patient to talk freely than when he asks questions directly. If the patlxcnk
tatks freely he gives the answers 10 the necessary but unspoken qufsnom
much more readily than in response to the same questions asked directly,
“These nearly always ¢voke defensive or conventional answers For .e:;-
ample, if the physician wishes to know how the patient got along Wi
other people he may ask the patient directly, but he should not expftg
2 reliable answer "The patient knows that the ability to get along wi
other persons is highly valued in our society and, to preserve his own
esteern, he must believe that he conforms to this ideal.
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returned Later he used the fact of having left school so early as an overstmplified
explanation of his difficulties in finding work. An understanding of his life against
the background of the larger events of hs time showed how the events lent
themselves to the rationalization which he adopted to explain his failure.

Use of a Life Chart

A chronological chart provides in simple form 2 panoramic view of
the significant events of the patient’s life. 2336 Such a chart also helps
in arranging the data for the fuller wrrtten record. Figures 4 and 5
illustrate charts which the physician can easily include in the record of
the patient

Such a form may sometimes be shown profitably to patients, who will
often cooperate eagerly m filling it out and thereby achieve new insights
1nto the relationships between life sttuations and symptoms. The patient
should not be asked to §ll it out alone, however, as the physician thus
deprives umself of the opportunity of studying the patient’s reactions
to the events described.

The same disadvantage greatly reduces the value of having a patient
write out his life history rather than talk it out. Nevertheless, some
physicrans find that asking the patient to write his own history saves
time and proves otherwise helpful When the physictan receives the
history from the pattent, he should ask, “With which parts of the history
did you have the most difficulty?” or “Were you aware of any unpleasant
feelings as you wrote about different events of your past life?” The
answers to such questions may partrally substitute for the opportuntiy
of watching the patient’s emotional changes as he recounts the story
directly to the physicran,

Adequate Documentation

Only a small amount of the material can be recorded verbatim.
The remainder should be carefully documented with details The charm
and the success of great brographies like Boswell's Life of Dr. Johnson
lie not in any subtlety of psychological penetration of the subject’s
personality by the author. Rather they denive from the clever assembling
of exquisitely descriptive anecdotes about the subject's hife From this
materzzal the reader can construct his own appraisal of the subject’s
personality. A good medical history should offer the reader the same
opportunity. The history should be sprinkled with anecdotes and 1llus-
trative examples The patient should be asked for these whenever he
does not furmish them spontaneously. He should hear often from the
interviewer such remarks as, “Do you remember that? What exactly
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seventeen. Was he mature then? Why did he get married when he wa
only seventeen?

Relating events to definite dates assists the physician in the correlation
of symptoms and possible stresses. Such expressions as “one year prior
to admission . . . ,” “three weeks before this clinic visit . . . ,” bae
little value except in reviewing the march of events of an acute illness.
Phrases such as “in April the patient noticed . . .,” “in June he began
to feel . .. " are preferable because they help to relate the symptoms
10 possibly influential external events. Perhaps in April there were heavy
storms. Or in June schools closed and the patient’s children were at
home all day every day.

Giving the calendrical date also illuminates the patient’s history by
providing ready reference to national and international events which
impinged on the patient’s life at different times.

A girl recalled many mematies of her father sittng at home in his underwear
for days at a nme. Occasionally he would sally from the apartment in 2 [ufdt
search for work. His presence in the home during the years of the patient's child:
hood was an unpleasant expersence because he dispensed advice frecly and
irritably to the other members of the family who were so much more active than
he was. The picture of a disgruntled fajlure evoked by these memories W2k
somewhat modified when 1t was Jearned that the events took place during the
period of the great economic depression of 1930 to 1935 The father, although
not lacking in jmperfections, was no more often unemployed at this time than
other members of his trade,

A thirty-nine-year-old man attributed hus difficulty in finding work to lack of
traning which in wrn was related to his having left school at an early age, This
step was forced upon him by the unpleasantness of his teachers and fellow
studenss towards hum &

‘This patient was born in Texas, the child of a German father am.i a Frcnl
mother. The pauent spent his early childhood among German-speaking peop's
in a Texas town almost entirely settled by Germans. His parents hafi emi-
grated from AlsaceLorrame. They were unhappily marvied and their ;;Cf'
sonal quarrels were often expressed in the issues of Franco-German niva ry-
Indeed, they continued the Franco-Prusstan War as a sort of private feud in
Texas. When the patient was twelve, the family moved to 2 new town wh:':
the patient attended a school at which only Enghsh was spoken. Here ;
patient’s clumsy English became a subject for derisive comments by len:htrf =’:
fellow students Sigmificantly the move fram the German-speaking community to
the new town took place in 1917 at the height of the anti German feehing m.
this country. Of s he was made enly too conscious Life became o \xncoﬂ:r
fortable for the patient in lus new school that he decided to leave it and nevi
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the physician tries to know how things seemed to the patient. People act
according to how things appear to them, not according to how they ap-
pear to others, or according to how they really are. Yet the physician
should also estimate distortion in the patient’s perception of events
That is, he should study to what extent the patient’s perceptions differed
from those of other persons who participated in the same events. For this
he often needs other informants to aid 1n estimating the distortion in the
Ppatient’s account.

‘The physician can also watch for clues to distortion in that account
lumself. When the pattent’s memory falters, when he shows signs of
evasiveness, or when his story contradicts atself, the physician may suspect
distortion, Major discrepancies between the patient's words and his re-
ported actions should alert the physician to question the reliability of
other data furnished by the patient. The physician should alse note the
plausibility of the patient’s avowed reasons for his actions. Much rational-
1zation of behavior may indicate defensi and an accompanying
tendency to dstort events.

A patient may exhibit marked distortions in one part of his story, but
give a rather accurate and objective account of other matters. This hap-
pens because distortion occurs chiefty with respect to events which affect
him deeply; the patient needs to edit less in considering unimportant
events,

The patient’s current relationship to the physician also influences
markedly the amount of distortion 1n the patient’s history. When the
pauent feels accepted, he will modify the story less than when he thinks
himself on trial.

THE CURRENT LIFE SITUATION

The physician can approach the patient’s current life situation in a
number of different ways, choosing the most convenient entry for each
patient. Some aspects of the current life situation may be reached through
following spontaneous references which the patient will almost certainly
make to his environment during the recital of the other parts of the
history. For example, he can hardly give a full account of his present
illness without at some point mentioning his work. The patient’s work
is nearly always exther causally related to the illness or interfered with
by the illness, When the patient mentions his work, or at a suitable time
later, the physician can simply return to the subject and ask the patient
for more details. For example, he can say, “You mentioned that your
symptorus are worse at work. Can you tell me something about your
work?” Similarly, the physician can nearly always exploit references the
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do you remember?” “For example?” “Can you give me an example of
that? and “What happened?” Such ¢ always ge the
patient to offer more of the always necessary details.

In description, all vague and general terms should be omitted or de-
fined. Such statements as: “In childhood the patient was unsociable” are
valueless, because they do not define either the areas of social difficulty
or the degree of deviation from the customary behavior of the patient’s
group. The child was presumably not unsociable with ail members of
his family. He almost certamly counted someone a friend Yet perhaps
he did lack social ease in some situations. Then with whom precisely was
he uncomfortable and during what periods of chiddhood? How much
time did he spead alone and how much with other children or adults?

The story as it unfolds should be set down in natural strength without,
so far as this is possible, either dilution ar concentration by the recorder.
Interpretations and formulations should appear, but at the end where
they can be distegarded or used profitably according to their merits. The
use of such general terms as “unsociable,” “withdrawn,” “Iatroverted,”
“submissive,” and “passive” often arises from the confusion of labels with
description Too often the patient becomes tagged with a Iabel based on
scanty or maccurate data. And the attachment of a label to the pmer}l
can then interfere with further interviewing and examination which it
seems to make superfluous. If the physican can become aware of lh.ls
danger, he will wisely extend his study of the patient into further detail
Then he may find that Jabels often distort perceptions in a subtle way
which tends to reinforce the conviction that the label fits. These diffcul
ties hie can only combat by rigid adherence to documentation. The p}l)’-
sician may find useful a Iife history form which facilitates the recording
of the actual amount of ume the patient spent in interaction with
significant persons during each pertod of his life.! While the use of sl.YCh
a form may be excellent training, 1t can be replaced by careful attention
to the documentatton of the history with exact data. When the physicxfm
can discrpline humself to this task, he will not need forms to remind him
of the difference between data and interpretations of data.

The Reliability of the Informane
The physician needs a reliable informant for the patient’s persoml
history as much as for the hustory of the illness and the family hmo}'}':
When doubt exists about the reliability of the patient, the physican
should consult another, and perhaps a third informant, untit he a_n'bt
sure of the basic facts and dates. But however many stories the physician
obtains, he can never dispense with that of the patient. He should seek
the psychological truth rather than the “absolute” truth. "This means that
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patient makes to his home or other aspects of his current living In this
way physician and patient may explore rather fully the patient’s environ-
ment without ever taking this up as a separate topic.

Important gaps may remain in the data obtained in the above manner
and in that case, the physician needs to make direct inquiries about the
patient’s life situation. These may precede the past personal history or
follow it, Some patients are rather defensive about their current living,
believing that they may be blamed for its defects. They can talk much
more readily about their past lives. Other patients willingly talk about
the present, and are more reluctant to review the past. The physician can
often obtain some clues to these different attitudes during the carlier
parts of the history. For example, he may detect a definite defensiveness
on the part of the patient when the conversation touches his wife and
children. Such a patient may then be led to talk first of his past life. As
he does this he becomes somewhat more accustomed to the physician and
also to talking about himself. When he has finished talking about his
past personal history, he may be ready to talk more freely about his cur-
rent life situation.

The physician may introduce this subject by some such remark a5
“Will you tell me something about your life now, such as your work and
home and what you do with your time?” .

As this inquiry progresses, the physician should not hesitate fo question
the patient about even minute details of his living. The physicia_n must,
as it were, enter the world of the patient and, as nearly 2s possible, try
to see how that world appears to him. If the questions are direcle‘d_ in
this spirit, the patient will respond readily to the interest of the physidan
and his confidence in the physician will increase, The usual rules of
questioning, discussed more fully in Chapter 9, apply here and no
patient should be nagged with questions when he is reluctant to lf‘!k .
about the topics under study. But usually the interest of the physician I
the details of the patient’s current life attaches the patient to Iun} as
much as anything else he does. Such interest helps the patient believe
that the physician 15 “on his side.” Such an impression on the part of he
patient, it should hardly need saying, should be warranted by the gen-
uine interest of the physician Patients can readily tell a genuine from 2
spurious interest on the part of the physician.
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the patient must believe he is confiding in a definite person However,
the detailed qualities of this person should not be pressed forward. If
they are, the patient may start reacting to them in ways which obstruct
his spontaneous expression For example, if 2 physicran asks a great many
questions about trivial points, the patient may associate him with his
mother who was always asking him details of where he had been, what he
had been doing, and with whom. Thereafter in the interview, the patient
may quite unconsciously use towards the physician the same defenses he
adopted for evading his mother's questions In fact, he may stop talking
altogether., Some reactions on the part of the patient to the physician both
in his role as a physician and as a person cannot be avoided But they
should be reduced as much as possible so that they do not hinder the
patient’s talking. The patient should be occupied in telling his story, not
in reacting to the audience. An experienced physician can remain un-
obtrusive while the patient talks, without erasing himself as a person
worth talking to.

Here we need to mention again the fact that the patient responds not
only to what the physician does, but also to what he 1s, both in fact and
in the imagination of the patient The patient responds not only to the
physician’s planned activity, but also to his incidental or unintentional
behavior Moreover, the patient may misinterpret the physician's activity
along quite different lines from those expected or hoped for by the
physician For example, the patient may misinterpret the physician’s
practice of mmimal activity, He may think that the phystcian’s long
silences, meant to be encouraging, mean disapproval. This mterpretation
may inhibit the patient’s revelations of himself. Or the patient may
react in the opposite manner. To overcome the physician’s supposed dis-
approval the patient may pour out torrents of self-jusufying remarks per-
haps quite irrelevant to the previous theme The physician should con-
stantly observe such reactions on the part of the patient in order to
modify his own intentional activity. And he should remember that this
activity provides only some of the stimuli to which the patient responds
in the interview.

The foregoing should make clear that minimal activity is not an end
in itself, but only a means to the end of the patient's talking more frecly
‘Whenever that end is not served by silence or shight activity on the part
.of the physician, his activity must be increased or changed Successful
interviewing may be compared to helping an infant Iearn to walk. So
long as he does well, stay out of his way, when he stumbles, help him
to his feet Sirmilarly the physician's activity should be the minimal con-
sistent with the desirable movement of the interview. Accordingly, we
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Previous chapters have emphasized the importance of the physician’s
attitude in promoting successful historytaking and interviews. If the
patient can experience the interest of the physician his usually swong
desire to tell his story impels him to do s0. Auentive hstening certainly
forms the physiaan’s chief contribution to the success of the interviess.
But in addition he must help the patient to talk freely, and he must
guide the interviews towards the important topics. The present chapter
will discuss the first of these tasks and the next will discuss the second.

THE IMPORTANCE OF MINIMAL ACTIVITY

Experienced interviewers find that m general the less they say the
more the patient wiil say. They try to accomplish the tasks of gunﬂ;r}g
and encouraging the patient's talk with the minimal activity which will
accomplish them? Several sound reasons support this practice

First, the physician's interruptions may be unintentianally irrelevant.
This tends to foree the patient’s thoughts into a new chaunel so that _hc
never develops the old topic. The interruptions often ask for material
which is soon forthcoming anyway. The patient often misconstrues thess
s Jack of interest in the topic on the part of the physician, or prcssur_e o
talk of something else, the patient knows not what. When the patient
makes such deductions (and they may be gross errorsy, he may be an-
noyed and his fow of talk disturbed, : .

Secondly, interruptions bring the physician’s personality into the
foreground, It is na part of goad nterviewing to have the physician r&-
matn a shadowy figure without substance for the patient. On the contrary,

166
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the patient must believe he is confiding in a definite person. However,
the detailed qualities of this person should not be pressed forward. If
they are, the patient may start reacting to them in ways which obstruct
his spontaneous expression, For example, if a physician asks a great many
questions about trivial points, the patient may associate him with his
mother who was always asking him details of where he had been, what he
had been doing, and with whom. Thereafter 1n the interview, the patient
may quite unconsciously use towards the physician the same defenses he
adopted for evading his mother’s questions. In fact, he may stop talking
altogether. Some reacttons on the part of the patient to the physician both
in his role as 2 physician and as a person cannot be avoided But they
should be reduced as much as possible so that they do not hinder the
patent’s talking. The patient should be occupied in telling his story, not
in reacting to the audience. An experienced physician can remain un-
obtrusive while the patient talks, without erasing himself as a person
worth talking to.

Here we need to mention agamn the fact that the patient responds not
only to what the physician does, but also to what he 15, both 1n fact and
in the imagination of the pauent. The patient responds not only to the
physician’s planned activity, but also to his mcidental or unintentional
behavior. Moreover, the patient may misinterpret the physician’s activity
along quite different lines from those expected or hoped for by the
physician  For example, the patient may misinterpret the physician’s
practice of minmmal activity. He may thunk that the physician’s long
silences, meant to be encouraging, mean disapproval. This interpretation
may inhibit the patient’s revelations of himself Or the patient may
react in the opposite manner. To overcome the physician’s supposed dis-
approval the patient may pour out torrents of self-justifying remarks per-
haps quite irrelevant to the previous theme. The physician should con-
stantly observe such reactions on the part of the patient in order to
modify his own intentional activity. And he should remember that this
activity provides only some of the stimuli to which the patient responds
in the interview.

The foregoing should make clear that minimal activity is not an end
in itself, but only 2 means to the end of the patient’s talking more freely,
‘Whenever that end is not served by silence or slight activity on the part
of the physician, his activity must be increased or changed. Successful
interviewing may be compared to helping an infant learn to walk So
long as he does well, stay out of his way; when he stumbles, help him
to his feet. Similarly the physician’s activity should be the minimal con-
sistent with the desirable movement of the interview. Accordingly, we
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shall next consider a number of situations which require greater or differ-
ent activity from the physician.

WHEN THE PHYSICIAN SHOULD
BECOME MORE ACTIVE

The physician should generally restrict his interventions to the
following purposes:
(1) To change the topic of conversation,
2) To elicit information not brought out spontaneously.
(3) To reduce irrelevance and circumstantiality,
(#) To interrupt unhelpful silences
(5) To reduce the patient’s anxiety and offer reassurance,
{6) To encourage the patient’s emotional expression. .
(7) To channel the interview towards significant topics, This is dis
cussed in the next chapter.

Opening a New Topic for Exploration

In opening a new topic for discussion, the physician may get results
by simply saying, for example: “I thought perhaps you could tell me
about your early life.” Occasionatly the patent will nat find this enovgh
He may stumble or he may query the physician about why he asked this
question. Then the physician must provide the needed explanations. The
physician should watch for sighs of confusion and puzlement i the
patient. These often indicate uncertainty or anxiety about the reasons
for the tapics chosen by the physician. The patient is always en}ixlcd o
know what the physician is trying to get at. Physicians who think that
patients should go along blindly without explanations frequently obstruct
their own progress. These remarks do not mean the physician shouid
flood the patient with explanations for everything he does, but tfm he
should help the patient to understand the purpose of what js going o
whenever the patient does not understand spontaneously.

7,

Eliciting Rel Inf ion Not Brought Out Sp
If the patient does not mention places, dates, ages, or azher. factual
data, the physician may ask for this information. Such questions are
asked because the information is pertinent, not in order to fill in 2 form.
The questions should usually come after the patient’s flow of tall o 2
subject has temporarily ceased . .
Especially in the beginning of his experience, the physican may wmter
rupt the patient to shrink his own anxiety during an awhkward pause o7



HOW TO HELP PATIENTS TALK FRILELY 169

even while the patient is still talking. The physician’s interruption may
be more or less relevant to the toptc, but is really motivated by his own
anxiety. He wants to relieve a silence or perfectionstically to complete
arecord In this way, the physician may break up a pause in the conver-
sation by asking the exact date or place of a certain event which the
patient is describing The trme and place of the event may be important,
but if so, they can always be ascertained by a question later. But the
insertion of 2 question about time and place in the middle of the patient’s
reaital can interrupt the patient’s thoughts and cven make the patient
think the physician 1s more 1nterested in external events than in how the
patient felt about these events.

Nevertheless, the patient’s account always will omit some important
facts the physician must know, and he should ask for them at the right
place,

The physician nearly always needs to ask many questions designed to
clarify the patient’s symptoms, Chapter 7 offered examples of such ques-
tions, And when the pattent’s reaction to some event remains unclear or
when he fails to communicate his attitudes, thoughts and feelings suffi-
ciently, the physician should invite him to do so with such questions as,
“How did that make you feel?” “What did that mean to you?” or “How
did that affect you?”

The physician may also ask the patient to be more specific by asking
such questions as “Can you give me an example of that?” “Do you recall
any wncidents of that?” “What do you remember?” or “What happened?”

When the patient recounts some exchange between himself and other
people he will usually include adequate detail if the physician has faali-
tated the patient’s emotional expression. When the patient relives an
episode with full emotions he nearly always describes 1t in detail. But
when the patient’s expression is inhibited or when he wishes for some
reason to hide part of the story, he may glide over essential detatls. In
these circumstances the physician may need to ask questions until he has
learned exactly who did or saxd what to whom.

The physician will often need to insert other remarks to draw the
pauent 1nto a more detailed account of thoughts and fantasies. Some
suggestions for appropriate remarks to aid this process are given later in
this chapter

Reducing Irrelevant Material

In general, 1t is wiser to study the material produced during apparent
irrelevancies than to cut it off. When a physician accuses a patient of
being wrelevant, he may show that he has failed to understand the sig-
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nificance to the patient of what the patient is saying, Often much an
be learned from apparent irrelevancies. Sometimes the patient is “filling
in” time unil he can bring himself to expose his inner anxjeties.
Sometimes he 13 fecling out the sensitivity and understanding of the
physician on small issues before he presents him with major problems,
Sometimes he 15 justifying his conduct against inner accusations pro-
jected externally. Sometimes the irrelevancies are the patient’s uncon-
scious or guarded manner of presenting his real problem. For example,
a woman may talk at great length of her longing for a pregnancy when
she really wants help with her relations with her husband. Often the
physician can understand better when he asks himself: “To what un-
ashed question could all of this talk be the answer?* Then he may find
that a woman who talks at great length about her operations is, as it
were, answering someone who said: “You have suffered a great deal in
your life, haven’t you? Tell me all about that suffering.” The patient has
a need to show how much she has suffered. Much of what patients taik
about in apparently irrelevant remarks answers such unspoken gestions®

The advice 1o unravel the meaning of circumstantal talk by patients
does not mean that this should be listened to interminably. When -
terial is obviously repeutive or wastefully circumstantial, the physician,
acting in the patient’s interest as well as his own, should move to focus
the conversation more sharply. He can say simply: “I think 1t would be
helpful if we spent the remainder of our time talking about some of
your other problems (symptoms). Tell me about such and such.”

Breaking Unhelpful Silences

Silences can help interviews or hinder them. A patient may simply
stop talking i order to think better what he wants to say or rememffﬂ'
more clearly some past event. The physician should learn to recoghiz®
and permit silences so used.

The physician should .
may merge with a censoring one in which the patient reviews and dis-
cards one thought after anocher while trying to find one which {ze d{m
expose to the physician. The physician may suspect that this is going
on from signs, often shight, of tension within the patient, The patient
may shift restlessly 1 us chair or his eyes may avoid the physiciax.x more
than usual. Often the shight tension of the silence urges the patient 0
speak again, As the silence continues the tension usually increascs until
physician or patient speaks. The physician should learn to !?lerate l'hﬂ
silence and its accompanying tension so as to exploit its forcing quality
to encourage the patient to talk. After he has been obliged to break the

ber, 1 , that a thoughtful silence
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silence a few times, the patient will usually learn that he shares responsi-
bility for the continuity of the interview and will respond accordingly.

Yet the physician must judge the tension in silences which the patient
can tolerate If he sees the patient becoming much distressed or con-
tinumg to become mote tense without speaking, then he should speak
himself to relieve the patient. He should not speak to relieve his own
anxiety.

The physician should also speak to recall the patient from a reverie
which has taken him too far away from the physicran, the interview, or
the topic under discussion, In such instances, the physician should inter-
rupt the silence by saying, for example, “You seem to be having some
more thoughts What are they?” “I'm sure you didn’t stop thinking when
you stopped talking. Can you tell me where your thoughts went then?”
Or he may say quite simply, “Go ahead,” or “What are you thinking
about now?”

Frequent long silences nearly always mean that the patient has ex-
cessive anxiety, either about the subjects of the interview, or about the
mmagined reaction of the physician to the terrible revelations which the
patient is about to offer Such silences usually require a discusston with
the patient of the reasons for his anxiety, especially that focused on the
physician

Reducing the Patient’s Anxiety

As mentioned mn Chapter 2, when the patient 1s anxious at the be-
ginning of an nterview, the physician can often help him to relax by
asking more questions An anxious patient should be relieved of the re-
sponsibility for starung and maintaimng the conversation This prinaple
may apply also at any time dunng the first or subsequent interviews
when the panent becomes markedly anxious. Anxiety felt with respect
to other people drives the interview; that which 1s focused on the phy-
sician blocks 1t. The physicran must therefore notice when the patient
seems close to having a blocking anxiety and should change his activity
accordingly Instead of exhorting the patient to talk more, the physiian
should talk more himself He can make much longer responses to the
patient’s remarks so that the ratio of, say, 9 1 between the respective
volumes of talk of patent and physician becomes reversed to 1:9. He
may draw the patient onto some topic known to be of interest to him
and not disturbing He may talk about himself and his own interests
In this sitnation, 1t 1s quite permissible for the physiaan to talk about
himself with the goal of making the patient more comfortable. And
usually any activity which lifts the burden of inittative from the patient
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does make him more comfortable, As the physician talks more, the
anxicty ol the patient often melts away and he may then begin to tlk
more freely again.

Certain rigid or isolated persons Jack enough spontaneity to maintam
an adequate flow of talk. Furthermore, they may believe that a physician
who does not direct them is an unorganized, casual sort of person which
for them means that he is weak and ineffective. They respond better if
some tracks ave provided along which they can travel narrowly. With
these patients the physician needs to be more active not so much in talk-
ing himself as in directing and questioning the patient.

‘The physician therefore needs to maintain an optimal balance between
intolerable silences and obstructive interruptions of the patient’s flow of
talk i

Often patients hesitate and glance across at the physician searching
for signs of his continuing acceptance. This may be conveyed by .!hﬁ
friendly expression on the physician’s face. Or it may need more artic-
late communtcation by reassuring phrases. There should be no hesitation
in offering these. The physician should communicate his interest ?nd
acceptance to the patient by interjecting comments from time to time
such as: “Naturally, I can understand how you felt,” “I see what you
mean,” or “That’s not surprising.”” Or he may echo slightly the impl}ed
emotion of the patient by saying, for example, “It's easy to sce lh?t losing
your job was quite depressing,” or “I can see how that could easily make
you angry ” Sometimes he needs only to interject occasionally 2 simple
world like “Surely” or “Naturally” to indicate an apprecation of the
patient’s feelings. The communication of appropriate reassurance and
acceptance lubricates the interview as nothing else can.

The physician should not hesitate to encourage the patient to talk
further and in doing so, to prarse him for having talked well It is o’f‘(cn
appropriate and important for him to make some remark such as, (30
ahead. You're doing well. Just keep on.” Or the patient may say? 1
don’'t know what to say or whether I'm telling you what you need to
know.” To this the physician could reply: “Why, really you've llef'i me
a lot so far, Tell me what other thoughts you've had about all this

Offering Reassurance
The physician offers reassurance to reduce the patient’s anxiety. The
only sound reassurance comes from understanding It sh?uld therefore
be connected with the salient facts of the patient’s condition. X
The physician conveys much of his reassurance in his exp]ar.latlcﬂs
However, the patient does not necessarily expect an explanation for
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everything, and provided he has been allowed to express his anxieties,
he will usually accept the physician’s reassurance. He becomes suspicious
of reassurance when it precedes or precludes full expression of his fears.

‘The physician should focus his reassurance on the patient's anxiety
as speafically as possible, Blanket reassurance which tries to smother
everything such as that attempted in remarks like “Everything is going
to be all right” have their place in the practice of medicine; but that
place is when the physician decides the patient needs handling like a
child in the arms of a loving parent. The physician’s efforts to handle
the patient as an adult include offering reassurance which specifically
allays specific fears. It is unhelpful and sometimes dangerous to hose
down the living room when a small fire breaks out in the kitchen stove.
The preferability of specific over diffuse reassurance adds one more
reason to many others for a thorough exploration of the patient’s
anxiettes.

Avoiding Premature Reassurance

Physicians more often offer too much rather than too litile reassur-
ance. Premature reassurance may make the patient think the physician
minimizes his difficulties. The relatives of the patient have usually re-
assured him exhaustively and in so domng have usually also implied that
he has exaggerated his difficulties. If the physician joins them in this,
he cannot hope to encourage the ventilation and exploration of the
patient’s difficulties which the patient needs

Moreover, premature reassurance may close a dncuss:on before an

anxiety has been q d. For ple, if the patient
says: “T think I'm losing my mind and am going crazy,” the physician
may want to relieve the patient’s anxiety. He may then say hastily: “I'm
sure you're not going crazy. You don’t have the symptoms ” Such a com-
ment, 2lthough it may be temporarily relieving, may also seal off the
patient’s anxiety so that it cannot be further expressed and understood.
A more useful response would be “What makes you think you are going
crazy?” or “What do you mean by crazy?” The first question helps the
patient to expose his fears more spectfically, Usually some particular
symptoms have given rise to the panicky fear of insanity and the physician
needs to know what these symptoms are The second question uncovers
the patient’s concept of insanity, Thus he may equate being msane with
losing control of himself, with violence, with being sent away, or with loss
af independence Again, the question helps to uncover specific anxieties.

The above warnings against premature reassurance certainly do not
mean that no reassurance should be given at all. After the patient’s
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anxieties have been thoroughly exposed and discussed, they often dis-
solve. But some do not, and the physician should then offer whatever
reassurance he can truthfully give for whatever anxieties remam. The
physician should never allow a patient to Jeave an interview still loaded
with burdensome questions asked but unanswered.

Physicians sometimes offer reassurance in order to reduce their own
anxieties about topics or emotions which the patient presents. This 15
the least satisfactory of all motives for offering reassurance, and one
which the physician must certanly combat in himself if he discovers it

In summary of the foregoing, reassurance 1s probably premature or -
appropriate in the following circumstances:

(a) If the physician offers reassurance before the patient has adequately
ventilated Iis anxieties, so that the reassurance seals off the
patient’s fears from further expression. L

(b) 1f the physician offers reassurance before the origins of the patient’s
symptoms or difficulties have been understood in adequate detail
Reassurance must be based on facts.

(¢) If the reassurance has the effect of belittling or devaluing the -
portance of what the patient says. .

(d) If the reassurance is offered chiefly to relieve the physician rather
than the patient.

The patient often tells the physician of thoughts or acts he has expert-
enced for which he feels guilty or ashamed. The guilt and shztn}e bring
to the patient a sense of isolation from other people. The physician may
think to reduce the patient’s 1solation by reassuring him. He may saf.
for example: “What’s so bad about that?” Such remarks ma.}' sometimes
help, but if applied thoughtlessly, the patient may only lt{mk that the
physician has failed to understand the enormity of his guilt or shame
Or again, suppose the patent says: “Doctor, there is something I have
never been able to tell anyone” The physician may try to help the
patient by replying “What could be as bad as that?” But he \\zould assst;
the patient more by saying simply. “Now would be a good time to tel
it,” or “I'd like to hear about it.” That the physictan listens to the revela-
tions which follow without signs of shock, horror, or surprise nf:a'ﬂ)'
always provides abund T e. In such the physxclar:
rarely needs to alloy golden silence with coppery comments, or at mq;[
a few words suffice to indicate understanding. The best relief for gul
and shame is the continuing acceptance of the patient by the Ehyslcmn,
notwithstanding the origins of the guilt and shame The patient .n:lﬂ)’
derive more reassurance in this area from the fact that the physician
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continues to listen interestedly than from any formula of verbal forgive-

ness which the physician may offer.

g the Patient’s ional

Success{ul interviewing depends as much on the ability of the physician
to encourage the patient’s expression of emotion as upon his alertness
in detecting whatever emotion is shown, For with regard to emotions
the physician must know what to look for, must observe its slightest
expression, and then must try to increase its expression, turning a trickle
into 2 full stream.

The full expression of emotion is necessary for at least three reasons.
Furst, it leaves no doubt about the particular emotions experienced. If
a patient says he felt sad about a certain event, the physician knows only
that the patient may have felt sad. If, however, the patient cries as he
talks about the event, the physician knows positively that he felt sad
Secondly, the expression of emotions benefits the patient. He nearly
always feels better for it And thirdly, as the patient feels better, he wants
to talk more. So emotional expression usually clears the way for improved
communication between pattent and physician

However, the expression of emottons may be resisted within the patient
by two factors, Furst, the emotions themselves are usually unpleasant,
sometimes extremely so Expression temporanly intensifies emotions even
if 1t also reduces therr strength. Secondly, the patient will often have
found in previous expertences that expressing lis emotions to other
people evoked anger, coolness, deriston or other discouraging responses
m these persons. And such responses in turn brought further unpleasant
emotions in the patient. The patient wishes to avoid a repetition of such
experiences. His emotions must therefore often reach expression against
the patient’s natural wish to spare himself painful feelings On the other
side, the pauent’s anxiety about his condition and his hope for relief
push lim towards expression of his emotions His situation therefore
often resembles that of a man 1n whose house a fire has broken out be-
tween himself and the only exit Already heated by the flames and choked
by the smoke, he yet hesitates to run through the fire i order to reach
safety.

Fortunately as the interviews proceed the patient’s experiences with
the physician encourage his further expression He finds that the physi-
cian, far from condemming him, continues to listen with ever fresh
interest and continuing acceptance. As the patient notices these things
hus confidence m the physician and his willingness to talk increase, Thus

the expression of one fear facilitates the expression of another The cumu-
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fative benefits of talking increase the patient's attachment to th
cian.

Occasionally patients show an opposite reaction. They belie
have exposed too much of themselves and shown their weaknesse
physician. They may then become less communicative rather th:
so. But this can usually be resolved by discussing the matter with

The physician must therefore train himself to recognize the ex)
of emotions in the patient by the signs mentioned in Chapter 6. |
this detection he cannot channel the interview into the topics of
tance and encourage the needed expression of emotion.

The following example illustrates unfortunate failure to re
an upsurge of emotion and encourage the patient's expression of

raysiciaN:  How have you been feeling recently?

paTiENT:  Terrible. The other day I went to my priest and ta
him a bit. He tries to cheer me up. (Suddenly becom
ful) But that doesn’t help much. I don't think he
stands how I feel. (Patient now on the verge of cry!
looking down and eway from the physician.)

PRYSICIAN: Do you have ¢nough of your medicine for the presen

PATIENT (looking up and with eyes drying again): Well, yes,
I can get along with what I have But I need to ask you
it (Tearfuiness completely gone as patient continues
about medicine.)

The physician, in discussing this exchange later, said he had notr
that the patient was tearful and about to cry. If he had noticed,
tanly would not have cut her off just as she began to expose her f
This illustrates the importance of constant alertness to the p:
changing emotions so tlat their expression may be enhanced rathe
blocked. .

The physician's failure to notice emotions and encourage their
sion may arise from anxiety or other discomlort provoked by sut
plays in his patients. The patient’s emotions naturally resonate 0
extent in the physician, The latter may find himself becoming af
or depressed when the patient becomes anxious or depressed. C
physician may himself believe, as many patients do, that the expr
of emotion is 2 sign of weakness and immaturity Consequently, b
do nothing to aid their expression. Or he may be embarrassed by
emotional expressions such as tears, not knowing quite what to !
the patient.

cuch a physician may, perhaps unconsciously, move to reduc
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patient’s expression When he sees the patient starting to express some
deep feelings, he may show increased aloofness, lose interest, or hurry
the patient away from the subject under discussion by abruptly asking
about something else. All these devices say to the patient, in effect, “Don’t
do that here, please.”
R Inhibits ional Exp
Of all the devices for suppressing the expression of emotion, by far

the commonest and most effective is premature reassurance. As the
patient begins to show strong emotions, the anxious physician applies
reassurance soothingly. Such reassurance is part of the human wish to
reduce human suffering, But it may be inappropriate if the patient
wishes and needs to talk more and if it has the effect of extinguishing
his speech. The only permanent relief from suffering comes after under-
standing it, If the patient wishes to go on talking, he should be permitted
to do 5o, Often he is actually suffering less than the physician imagines.
The patient can endure a temporary discomfort of painful emotion to
the end of a more enduring repair of health

To succeed in interviewing, the physician must overcome any reluc-
tance to witness strong emotions, Fortunately, experience neatly always
brings increased ease in handling his own and others’ emotions and
thus makes him more skilful To help the effects of experience, however,
the physician should observe as much as possible his own emotions and
Tesponses as they are aroused by different patients He should particularly
notice tendencies to change the conversation abruptly, and to apply
premature reassurance. He should ask himself whether the reassurance
he gives is for the patient or for himself Often when he becomes aware
of his unfavorable responses to the patient’s emotions he can make help-
ful corrections.

Techniques for Facilitating the Expression of Emoti

Of techmques for encouraging the expression of emotions, the most
important by far is simply listening with interest and keeping the patient
on the same subject. The nterest of the physician in the patient and the
attention and acceptance he shows the patient, all encourage the patient
to express himself freely. Thus encouraged, the patient tends to continue
talking about the matters which mean most to him The more he talks
about any subject, the more freely he will express the emotions which rise
to the surface with his thoughts The physician can readily convince
himself of this by observing the amount of emotzon shown by the patient
as he first approaches a particular subject and after he has talked about



178 THE TECHNIQUE OF HISTORY TAKING

it for ten or fifteen minutes. These facts emphasize the need for atlowing
plenty of time for a history-taking interview. Much will emerge in 20
interview lasting fortyfive minutes or an hour which could never be
reached in 2 half dozen interviews each lasting ten minutes. In the short
interviews, the patient can rarely become free enough to begin expressing
himself thoroughly. Or if he does and is cut off just as he begins, he may
not repeat the attempt,

Many of the emotiens felt and shown during medical interviews repeat
the emotions accompanying past experiences. As the patient retells the
past he relives it and re-experiences the emotions he then felt. Different
patients vary greatly in the extent of this re-experiencing. At one extreme
one may listen to a detached and reportorial account of events which
scem t0 have happened not 1o the patient but to someone else in whom
he is only slightly interested. At the other extreme, the physician may
witness a total engrossment of the patjent in what seems to be a complete
recapitulation of some past event. The patient may seem to lose 2
contact with his present surroundings and recreate some past scene and
his part in it with extraordinary vividness. The extent of re-experiencing
the original emotions depends, among other things, on the evocation of
detail in the recall of the past events. Some persons can achieve such
clarity much more readily than others. Simple unsophisticated persons
rather easily ship into a present tense in their narration and will 1ell st
phy what happened as if it is happening right now. Better edufn}ed
persons are usually more inhibited in their recitals. But the physicias
can increase the emotion felt and shown by encouraging the patient 1©
recall in greater detail. This he can do by asking the patient for exam;ﬂfs
of what happened and for details of the events related, The value of s
technique for encouraging emotional expression adds another 1easot
t those already mentjoned for asking the patient for specific examples
Somesimes the physician will need 1o press a reluctant patient for thes,
as ip the following example:

ragienT: My father never seems to care about me.

prysicIaN:  ‘What do you mean?

PATIENT:  Well, he just doesn’t, T don’t think he cates about me.

prvsician:  Perhaps aot, but how does he show it? What makes you think
this?

pATIENT:  Well, T've been here a week and he hasn't even botherefl
to ask my wife how I'm getting along. She 101d me he ‘hadn't
called. (Beginning to show emotion.)

puysictan,  And is this typical of him? Has he done this before?
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pATIENT:  He certainly has.

puysiciaN:  When, for example?

paTiENT: 'l never forget the time I was in a play at school, had the
lead part and it was a big thing for everyone. Once or twice
he said he would come to see the play, but when the night
came, he said he couldn’t make it. Something came up at his
office, he said. I was so disappointed I could have cried and
had trouble going on with my part, but I did (Now showing
strong emotion )

Sometimes the physician can catalyze the expression of the patient’s
emotion by appropriate comments indicating recognition and acceptance
of the patient’s feelings. The physician can ge emotional expres-
sion by repeatedly emphasizing feelings in his remarks to the patient,
For example, he can make such comments as, “I'm sure that must have
made you sad,” and “That could have made you feel quite angry.”

As the patient moves towards the expression of an important emotion,
the physician may name the emotion and this often has the effect of per-
mitting or encouraging its full expression. For example:

PATIENT:  This morning I left the house in a hurry after my daughter
and I had a quarrel I don’t like to quarrel with her. It was
my fault. (Becoming tearful)

PHYSICIAN:  And you get sad when you thunk about it?

PATIENT (begins to cry): Yes, 1 feel terrible for the things I do to her.
I shouldn’t have said what I did. (Sobbing)

In this example, the physician’s brief comment acted as if he had said
to the patient: “Yes, you are sad, but it 15 all right to be sad and to ay
about this. Go ahead” In this way the physician can sometimes aid the
patient’s expression of emotions by putting into words what he thinis
the patient’s anxiety (or other emotion) is about He can say to the
patient, for example-

“You look scared. I think you are worried about whether you are
going to get over this illness.”

“You seem depressed Perhaps you condemn Yyourself for having te
consult a doctor.”

“This subject seems to make you anxious. Can you tell me what about
it troubles you?”

The physician should only make such remarks after he has studied the
previous remarks and behasior of the patient sufficiently to believe that
he is aiming at the right target. If he 1s, the patient will frequently re-
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spond with a sigh of relief or maybe with tears, and then pour out a con-
firmation of the physician's guess. Sometimes the physician will score
a near miss, The patient may then correct him and say: “No, you are
wrong, I am really worried about such and such.” Or the patient may
deny altogether the relevance of what the physician has said. This does
not mean that the physician has guessed incorrectly, although he may
have. It does suggest leaving the topic until the physician knows more
about the patient or until the patient has become more ready to expose
the emotions linked to the topic.

Certamn emotions, especially anger, are denied by many people, To be
hurt 15 acceptable; to be angry implies destructiveness and lack of self-
contro] which are much condemned 1n our society. Therefore, to help
the patient recognize his anger or other emotions concealed by shame,
the physician may have to press the patient gently by suggesung the
emotion probably experienced but unverbalized, as in the following
example:

PATIENT:  So when Dad said Henry was no good and a loafer, T felt
hure.

PHYSICIAN: I can see you might have. Did you have any other feelings;
too?

PATIENT: No, just hurt, that’s all.

prvsictaN'  Well, I could 1magine that your father’s remark might have
made you a bit angry as well as hurt,

PATIENT: You know, for just a second I thought I was gowng t0 get
really angry, but then I told myself it wasn’t worth getung
angry about, But maybe I was 2 bit angry.

The physician can often convey both acceptance and jnterest in an
with one For iple, when a patient cries, the phys:
cian should let the patient do so without comment or interfering ¢
assurance. Then when the patient’s tears have diminished or stoppeds h'c
can say: “What were you thinking about while you were crying?” This
assures the patient that the tears were not condemned by the physician
or disturbing to lum. At the same time it helps both patient and P}'l)'ﬂ‘
cian in the important task of seeing the connections between emotions
and thoughts.

When the physician suspects an rmportant emotion which the p.auem
has not expressed or verbalized in response to the technique menno{led.
he can still ask a direct question, This, as it were, confronts the patient
with the fact of his having some strong emotion. His suppression of




HOW TO HELP PATIENTS TALK FREELY 181

denial of the emotion may then collapse, especially if he finds the
physician an interested listener. For example:

prysiciaN® How do you feel in general?

PATIENT (with an appearance of bravery): Oh, fine, really.

puysicIaN:  Is that so? Well, I was wondering, how are your spirits?

PATIENT:  What do you mean?

pHYsICIAN: ] mean do you ever feel blue or sad?

PATIENT:  Well, sometimes I do

pHysticiaN  ‘Tell me about it

PATIENT (becoming more tense and slightly tearful): 1 guess I'm that
way a good deal of the time. I don’t care to listen to music
any more. It makes me sad,

PHYSICIAN®  Can you tell me what that sadness is about?

PATIENT (now beginning to cry): It's been that way ever since last
year. I think 1t started when . . .

Often the physician will have to help the patient overcome his reluc-
tance to expertence painful emotions which come up when he discusses
his past or present stresses. For example:

PATIENT:  Last year something terrible happened

PHYSICIAN  Is that so? Tell me about it.

PATIENT:  But it makes me nervous to talk about it, or even to think
about it. Like nght now I feel nervous.

PHYSICIAN: I can see you do, but that means that whatesver happened is
particularly important to you and should be talked about.

The capacity of the patient to express his emotions freely actually
depends less cn what the physician says than on the patient’s amtude
towards the physician and especially on his confidence that the p
will not hurt him if he exposes himself Thus whatever hexghlens the
attachment of patient and physician may facilitate emotional expression.
Usually such growing attachments develop with the course of the inter-
views, Occasionally, the physician can increase the bond between himself
and the patient at a particular moment when he wishes to encourage
more emotional expression. Thus he may draw his chair a little closer,
touch the patient with his hand, or perhaps call him by his given name
if he has not already done so.
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HOW TO GUIDE THE INTERVIEWS

The physician’s activity m the imterviews mcludes guiding the
patient to talk about matters relevant to his illness. As the patient talks
the physician tries to separate the more from the less significant topics
and then channe] the conversanion 1nto the more umportant topics while
leaving the others behind,

The physiaan should guide the interview casually and inconsprcu-
ously. Forcible bending can cause a break, especially if, like an old twig,
the interview 1s already dry. He should favor and use first covert methods
of guidance, afterwards resorting to more direct methods if these become
necessaxy.

INDIRECT AND COVERT METHODS
OF GUIDING INTERVIEWS

The physician’s subtlest efforts to channel the interview simply
involve his showing preferential interest for one topic rather than
another Thus if the patient touches upon an area which the physician
wishes to open up, the physician may sit up m s chayr and lean for-
ward expectantly, Sometimes sumply raising an eyebrow or nodding the
head suffices. Sometimes “uh-hub” interjected from time to time ade-
quately shows the physician’s interest The physician may supplement
these gestures by the insertion 1n appropriate places of such remarks as:
“Is that s0?” “Naturally,” “Surely,” “I see,” and “Of course.”

Vocalizations such as “uh-huh” and other slight comments or gestures
can powerfully influence the patient This power a number of experi-
ments have demonstrated. For example, some subjects were asked to
speak words at random As they did so, the experrmenter muttered “vh-
huh” behind them every time they spoke a plural word This produced
2 marked increase m the number of plural words spaken by the exper:-
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mental subjects. Yet in these experiments the subjects were, at least
initially, not specially interested in pleasing the experimenter. One can
readily imagine therefore how much more influential may be even the
slightest utterances of the physician in the presence of 2 patient who
nearly always wishes to pleasc the physician and do or say what he
thinks the physician wants. The physician should not say “shhub” or
other vocalizations in an automatic way, repeating them like a tic And
he should make himself aware of his use of such communications to the
patient. Different physicians (like their patients) find different topics 1n-
teresting. Some have special interests in sex, others in religion, others
in money, and so on. As different patients mention these topics the
physician’s interest may be aroused mote by some topics than by others
This is to be expected. But if he then allows this interest to be strongly
communicated to the patient, perhaps with a shower of eager “uh-huh’s,”
the pauent’s pursuit of other topics may be delayed while he tries to
satisfy the physicians special and unhelpful interest in one or two
particular topics. .,

If the patient pauses in the middle of some significant topic, the physi-
cian can encourage him to continue by simple remarks The physician
may say questioningly, “And?" or “And then?” or he may repeat the
last word or two of the patient’s last sentence indicating his continuing
interest in that topic, For example:

raTiENT.  Things would be all right if my husband would help me out
on Saturdays, (Long pause.)

PHYSICIAN:  Saturdays?

PATIENT, Yes, that's when I try to do all the shopping and need him
at home, but he says he has to work on Saturdays because
customers want to talk to him in the store (he is the man-
ager) and won't talk to a salesman

The spontaneous association by the patient of one experience OF
event (e g, a physical symptom) with another event or person (¢ g4 a.clos’e
relative) usually provides a clue to important factors in th'e pallenths
illness or situation. The physician should, whenever feasible, pick up suc
associattons with a further inquury, as in the following example:

paTiENT: I seem to have these asthma attacks especially at night, and

my husband doesn’t understand that.
pHYsIcIAN®  What does he think about your attacks?
PATIENT. He says they interfere with our sleeping together. 3
rrysiciaN:  Does he? Tell me some more about how they seem to inter-
fere?
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As mentioned in Chapter 6 the physician should notice words and
phrases used repeatedly by the patient. He may then repeat these to the
patient in order to stimulate further associations and the fuller expression
of the meanings for the patient of these themes. The physician should
re-present such key words and phrases to the patient unobtrusively and in
the natural course of the interview He should not turn the interview
into a word association test. The patient should not become aware of the
reasons for the physician’s re-presenting his own words to him. Often he
will not even be aware that the physician is doing this, The following
fragment of an interview iltustrates the use of this technique:

PATIENT:  Every time I get this pain I scem to be nervous.

PHYSICIAN:  Nervous?

PATIENT:  Yes, it makes me nervous all over. Sometimes I don't know
which comes first, the pain or the nervousness

PHYSICIAN  But you do feel nervous at these tumes?

PATIENT:  Yes, I do. And sometimes I am frritable when the pamn comes
on, too.

PHYSICIAN.  Being nervous and writable go together?

PATIENT. They seem to, with me at least. I get so mmtable I could
scream or hit someone. Maybe that's my trouble.

PHYSICIAN:  Are you saying you're angry when you’re nervous?

PATIENT Maybe I am saying that, I believe I do feel angry then,

Often one rem;\rk of the physman can serve two Or more purposes
imul can ate and interest and also
slightly sharpen (he focus of thought. The physician can do this when
he restates what the patient has been saying or feeling. For example,

PATIENT:  So if I can’t get to feeling better, I may just have to stop
working. I think anyone would get low if he knew he had
something seriously the matter with his heart like maybe
angina.

PHYSICIAN  So you're pretty sure you have heart disease and that's dis-
couraging you?

PATIENT  That's right. At night I Ite awake and think of all those bills
and then I notice I'm breathing fast and then my heart starts
racing and . . .

Another example may illustrate this further:

PATIENT: My mother was always critazng me, telling me that I
could do better and should try harder. Even when I'd work
as hard as I could, she'd find some fault.
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PRYSIGIAN: ]t scemed impossible to please her?

PATIENT: That’s right. Whatever I did, T ncver scemed to satisfy her
and she would always have one more thing she expected. I
can’t remember her ever saying she was really pleased with
something I'd done.

Sometimes comments interjected by the physician in this way not only
show his understanding of the patient’s experience, but also dlarily and
perhaps openly announce what the patient had vaguely thought but
never quite permitted himself to say out loud. For example:

PATIENT: My mother always seems to find something wrong in my
sister’s boy friends. She never likes them. She objected to
my brother's marriage saying he was too young to marry.
And she keeps telling me I should wait to get married my-
self, although I'm 28 now

PHYSICIAN: It sounds as if she doesn’t want to lose her children,

PATIENT: That's exactly it, I think. I never really saw it quite that
way, but I'm sure she doesn’t want to see us go.

MORE DIRECT GUIDANCE OF INTERVIEWS

If the patent fails to respond to the physician’s cues of interest
mentioned above, the physican should enconrage him further and more
explicitly with such remarks as- “Go on,” “I hope you can tell me more
about this It seems to be important to you,” “What other though.ts d?
you have about that?” and “What else comes to mind in thaE connection?"

The patient may ignore even these signs of interest which the }J_h?’SI'
cian offers, and may instead move on to other topics. The physiciat
should not necessarily force him back to the subject at the time, since s
may interfere with the development of an equally important theme
towards which the patient is pressing, However, he can later, at 2
suitable time, ask the patient to return and pick up the neglected topic-
For example, he can say: “You mentioned a while back that your molht:’
and father don’t get along. Could you tell me some more about t.hat?
The patient usually accepts readily such invitations to talk further, if the
subject does not carry too much anxiety for him at the time. e

The following example of evasion by the patient and direction by
physician illustrates some of the foregoing tactics®

When I first got this pain around my heart 1 didn't know

PATIENT:
what the matter was I got really frightened, My father had 2
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PHYSICIAN

PATIENT:

PHYSICIAN:

PATIENT.

PHYSICIAN!

PATIENT
PHYSICIAN
PATIENT:
PHYSICGIAN

PATIENT:

PHYSICIAN

PATIENT:

heart attack ten years ago and ever since then his heart has
been bad.

(trpng to encourage patient to talk about his father’s
trouble): Is that so?

Yes. You know when I get these pains I can’t breathe night
and I get weak all over. In fact, I can hardly stand up. It's
going to be hard for me to go on working and I have a lot
of bills. (Pause.)

Bdls?

Yes, You see I've had all my father's medical bills, and now
I have a lot of my own Another doctor told me I had
nothing the matter with my heart. He said it was just my
nerves You don’t believe that, do you? Besides he never took
an elect diog and I und d you have to have
one of those or you can’t tell whether a heart is good or bad.
Will you take one? I hope so. This is really getting me
down. (Long pause.)

Can you tell me more about how it’s getting you down?

It just is I don’t want to get Itke my old man and be a
sort of mvalid. (Long pause)

Do you think you have the same trouble your father had?
‘Well, 1t looks hike 1t to me.

(returming to topic of father’s illnessy Can you tell me some
more about his symptoms?

His doctor says 1t’s called angina. His pain is really bad.
I think I must have that angina too

(focusing more sharplyy: A few minutes ago you said your
father had a heart attack, Exactly what happened then as
you remember it?

Well, it was in the mddle of the night, too—in fact, just
ke mine. He just woke up and complained of terrible pain
1 his chest and weakness, and you could see he couldn’t
breathe right and . . .

The physician’s words should convey as much as possible. Neverthe-
Tess, striving always to say exactly the right thing every time may become
tedious The physician, no less than the patient, must feel comfortable in
the interview. The task of choosing words carefully must not choke his
own spontaneity, Fortunately, as mentioned earlier, the physician’s atti-
tude harvests more than the words he uses Wath a constructive attitude
he will find suitable words.
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GENERAL PRINCIPLES OF THE USE OF QUESTIONS

When the physician must fall back upon the more direct methods of
guiding mterviews he must usually ask questions which direct the
patient to talk about a particular subject. The proper use of questions
requires a knowledge of their ad ges and limitations.

The Advantages of Questions

Previous sections have already mentioned the value and the necessity
of asking questions to obtain essential data about symptoms, people, and
events which have to be located in time and place. But questions have
other uses also,

First, they may help the physician focus the interview where he wishes.
In this function the questions may either guide the patient towards an
important topic or assist hum away from a disturbing topic, helping hin
onte more comfortable ground Questions often reduce the patient’s
anxiety by bringing lus attention to some aspect of a problem which
he had not thought of. A question of this kind may relieve the patient
more than the physician’s overt reassurance about the subject.

Secondly, appropriate questions may enhance the patient’s flow r:uhe.r
than impede it Questions nearly always help to communicate the physi-
cian’s interest in the patient. The physician can best enter into the
patient’s world by asking questions about the details of his living. Such
detailed questions about the circumstances of the patient’s home, family,
work, and hobbies communicate the wish of the physician to understand
the patient. o this the patient responds by confiding more fully in !hf:
physician Thus 1t often happens that silence on the part of the physi
cian evokes silence in the patient, but a friendly questioning soon moves
the patient to talk freely. The patient expresses his thoughts and emo-
tions when he perceives the physician as interested in what he has to
say Silent listening, even when friendly, is not always the best way “‘f
showing this interest. The patient cannot always tell when a silence is
friendly; but he can usually tell whether a friendly attitude lies behind
questions,

The Limitatic and Disad ges of Q i
Despite the value of appropriate questions, they do have impcrtLanl
limitations and disad: ges These the physician should also r

Often one hopes that the patient can answer questions about his
marriage, his job, or his parents as he can answer questions about
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whether or not he has had bloody stools, jaundice, or swollen feet. Such
hopes are best set aside. The patient cannot do this, and attempts to
make him should be abandoned. But he will deliver the same mformation
1f he can be helped to talk and kept talking about his personal life in
a free-flowing manner. Everything that is needed and more will emerge.
Questions can guide his flow, they cannot produce it.

Moreover, the unskillful use of questions can interfere with the patient’s
spontaneity of speech. The questions can interrupt his train of thought,
sometimes even pushing his thoughts completely away from a topic of
greater importance than that pointed to by the interfering questions.
Especially to be avoided are hasty questions about the time and place
of events inserted by the physiaian out of a compulsive need to complete
the record along traditional medical limes. Questions thoughtlessly in-
serted to allay the physiaan’s curiosity or anxiety cam also draw the
patient away from his theme.

Questions invariably convey some suggestion to the patient. They may
suggest 2 pew symp disorder, or problem. The suggestion contained
in the questton may be picked up with resulting distortion of the in-
formation offered 1n response to the question. Or the suggestion may
arouse anxiety in the patient.

Questions also commumicate something of the answer expected, for
one cannot ask a question without having a possible answer wn mind.
Patients know this as much as physicians and they usually try to guess
the answer expected. Then a need to please the physician may lead them
to furmsh that answer. They may sacrifice the truth to the imagined

PP of the physi The pl who asks many questions
may hear routine sterile replies designed to satisfy social conventions.
Both patient and physician may remain unaware of the various distor-
tions resulting.

Reducing Suggestions in Questions

‘To munimize the element of suggestion, the physician should at first
phrase questions as generally as possible. For example, such questions as:
“How are things today?” or “What's new?” do hstle more than invite the
patient to talk. They convey no suggestion of what he should talk about.
A question hke “Tell me a little about your early life” focuses on a
spearfic subject, but on a broad one; the question only conveys the physi-
cian’s interest in the subject, and does not tell the patient what to say.
“Tell me what you remember about your early sexual knowledge and
experiences” is 2 more general, hence more useful question than such
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questions as “When did you learn about sex?”” or “Who taught you about
sex?”

At the end of the history of the present illness when the physician
wishes to inquire about other symptoms, he may say: “Have you any
other symptoms?” But symptoms for most patients are physical discom-
forts and if the patient has already spoken of his physical symptoms fully,
he may have nothing further to say in reply to this question. The ques-
tion phrased thus needlessly reduces the area of inquiry. However, the
question “Does anything else trouble you?” omuts the suggestion of symp-
toms and the patient may then talk of other important topics such as
some financial anxiety or a difficulty in personal relationships

In addition to minimizing suggestions, general questions stimulate the
patient to think about himself and to accept some responsibility for
exploring his difficulties. The physician, therefore, should open 2 subject
with general questions and as these fail or the responses dry up, he can
fall back upon more and more specific questions.

Even in asking specific questions, however, the physician should always
seek to reactivate the patient’s spontaneous flow. He should prefer open
questions which the patient must answer with a sentence or more an
avoid questions which offer alternatives or which the patient can answer
with “yes” or “no " Thus suggestion derives from the fact that the more
the pauent talks, the more he will reveal his signtficant attitudes and
emotions, A litile experience in watching the effects of both kinds of
questions will soon teach the physician the value of open questions To
illustrate:

Examples of Closed Questions More Appropriate Open Questions
“Do you hike your workd” “What things do you like and dishike
about your work?” 3
“Do you like sports?” “What things do you enjoy when

you're not working?” .
“Do you and your wife quarrel much?* “How has your marriage been?

“Was the pain sharp?” “What was your pain Itke?” o

“Did you have a lot of pain with your “What was your heart attack like?” of
heart attack?” “How was it?”

“Do you have 2 bad temper?” “How is your temper?” .

“Are you happily married?” “How are things at home?

‘When the physician must resort to narrower questions whic.h can be
answered in one word, he should put questions which mmlmue_lhe
element of suggestion by offering alternatives from which the pauen;
must choose, Finally, and only when the physician has exhausted all
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these other resources, he may use leading questions. He can thus arrange
questions in a kind of hierarchy of desirability as follows.

1 General questions with no focus or topic,

2. General questions with choice of one topic, but no suggestion to the

patient of what to say.

3. Special questions about a smaller topic which cannot be answered

with one word (open questions)

4. Special questions which offer a choice (mintmizing suggestion), but

which can be answered with one word.

5 Questions which offer direct suggestions and which can be answered

with one word (leading questions)

The followmg fragment of an interview illustrates in compressed
form the serial retreat of the physician to these different types of ques-
tions, In many interviews these questions would not proceed to such a
sharp focus so quickly as in this example.

PHYSICIAN, Have you had any other difficulty than the one you
mentioned?

PATIENT. No, I don’t think so.

PHYSICIAN®  Any other symptoms of any kind?

PATIENT No, I don't believe so, doctor

PHYSICIAN.  Have you ever had any trouble with your digestion or bowel
function or appetite?

PATIENT? No, really, all that's been pretty good

PHYSICIAN:  Have you had any diarrhea or constipation?

PATIENT.  Not that I can recall, doctor

PHYSICIAN  How many bowel movements do you have?

PATIENT About one every two days

paysician:  Have you always had that many?

PATIENT No, doctor. I used to have one every day.

PHYSICIAN:  Then there’s been a change in that?

PATIENT Yes, I guess there has been a change now that you mention
it. I hadn’t thought much of it.

The foregoing remarks about the greater value of general and open
over specific and leading questions should not restrict the use of leading
gue'slions in many places where they are quute appropriate, as for example,
in inquiring about dates, places, ages, and many other essential details
which the physictan must learn, But the frequent need for specific direct
questions should not form a thoughtless habit 1n the physician so that
he continues their use n other places where they can powerfully and
harmfully influence the responses of the patent
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Avoiding the Suggestion of Conventional Attitudes and Emotions

The physician especially needs to avoid suggesting attitudes and
emotional reactions to his patients. Direct questions about emotions and
attitudes can hardly be asked without the patient’s wondering whether
the physician will approve his answer or not.

If the physician asks the patient: “Are you interested in your job?",
the patient may be unwilling to expose himself to possible critiasm for
lack of interest Hence he may answer guardedly that he is interested in
his job. On the other hand, if the physician asks: “Is your job interest-
ing?”, the patient feels free to talk about his job instead of himself, But
in talking about his job he will naturally reveal to the physician his
interest in that job. So a slight change in wording may greatly increase
the amount of information obtained by the physician. As further exam-
ples, the following three questions are given in order of merit:

“How did you feel when you had to sell your house?”

“Did you feel bad when you had to sell your house?”

“You must have felt bad when you had to sell your house, didn’t yo.u?"

The last two questions assume an attitude on the part of the paufnl
which, although common, is not universal and hence may be one which
he does not have. He may have been secretly or openly glad he had to
sell his house Perhaps he really wanted to move to another neighb‘ol'-
hood, or perhaps he found some other advantage in selling. But sensing
the physician’s expectation of the conventional reaction, he might tepl’):
to the last two questions “Yes, I really felt bad Anyone would, too
On the other hand, to the more open first question he rmght re}?l)ﬂ
“Well, I did feel bad, but it wasn't all bad There were some good sides
to it, too . .."”

The physician needs no more time to say “How do you feel about
what happened?” than to say “You must have been angry when that
happened, weren't you?”” He can as readily say* “How do you feel no"\:
that your daughter is away?” as he can say. “Do you miss your daughle(?
Yet the first question of each example is open the second wcighted_ with
expectations which are bound to influence the patient’s response, if not
to that question, then to others and to the physician himself.

Sometimes when the physician notes a discrepancy belween‘whﬂ the
patient says and other signs of emotion, or when the patient dcr_ues having
a reaction to some common stress to which most people react in a.rather
uniform way, the physician may draw out the pati_em's expression lb)’
suggesting an emotion in 2 ql{estion, In the foregoing example, 'lf ;;:
physician believed that the patient’s first reply concealed other attitu
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he might suggest: “Perhaps you weren't altogether sorry to see your
house go?”

FACILITATING THE FULL EXPRESSION OF
THE PATIENT'S THOUGHTS AND FEELINGS

Careful observation of himself and his patients will show the physician
how readily he can facilitate the expression of their thoughts, and just
as readily inhibit this expression Listed below are 2 number of remarks
by a patient beneath each of which is placed an interfering and 2
facthtating response on the part of the physician,

PATIENT.  I'm always afraid people are talking about me and cuticizing
me.

PHYSICIAN  (snterfering) How do you know they are?

PHYSICIAN  (facilitating): What would they find to criticize about you?

PATIENT:  When I saw that gul at the party, I thought sadly about my
own marriage.

PHYSICIAN  (interfering)’ How could a thing like that upset you?

PHYSICIAN  (facthitating) What about the girl made you think of your
own marriage?

PHYSICIAN  (alternative facil g response): What thoughts did you
have about your marriage?

PATIENT: I feel I need affection and can’t get it.
PHYSICIAN  (interfering). Well, we all need affection.
PHYSICIAN  (factlttating): What interferes with your getting it?

PATIENT:  Last night my wife and I had a big quarrel.
PHYSICIAN  (interfering): Again?
PHYSICIAN  {facilitating): What happened?

PATIENT:  I'm afraid I may lose control of myself
PHYSICIAN  (tnterfering) Would that be bad?
PHYSICIAN  (factlttating) What do you think would happen if you did?

PATIENT: T was afraid of my parents as a child,
PHYSICIAN  (tnterfering): Yes, a lot of chuldren are.
FHYSICIAN  (factltlating) What do you think you were afraid of?

PATIENT: My mind keeps wandering to all sorts of things,
PRYSICIAN  (tnterfering): Does it? I imagine that bothers you a lot.
FHYSICIAN  (facilitating): What thoughts does it wander to?



194 THE TECHNIQUL OF HISTORY-TAKING

PATIENT: I have enormous debts and bills,
PHYSICIAN  (interfering): How did you spend so much money?
PHYSICIAN  (facilitating). What brought about those bills?

PATIENT: I think I get too much rest.
PHYSICIAN  (snterfering): 1 don't see how that could be.
PHYSICIAN  (facilutating): What makes you think so?

In the foregoing examples, the interfering remarks offer gratutous sug-
gestions, premature reassurance, and reproaches to the patient. They trip
him. After each such remark the patient may stop and think: “What did
he mean by that?" If the physician smoothly facilitates the expression of
the patient, the patient will never have time or need for such a thought
about him.

Despite warnings running throughout this chapter against giving the
Ppatient suggestions of what to say, sometimes the physician may promgt
the patient a little by saying for him something which the paliextl is
strugghing to say and cannot quite articulate without help. This techmgue
has already been menuoned m Chapter 8 as a useful means of facilitating
the patient’s expression of emotions. .

‘The physician should do this only when he has good reason to believe
he 1s not suggesting some thought not already in the patient’s mind. W.hen
given 1n these circumstances, such assistance is not a form of suggestion,
but rather a kind of lubricant to the pattent’s own expression. The
patient usually responds to the physician’s assistance. It shows him that
the physician does understand him. Moreover, the patient can usual{y
then go on to speak what was in his mind but blocked 1n utterance. Itis
as if he has received permission from the physician and so can proceed.
The following example 1llustrates a typical exchange of this Lind.

PATIENT: I've just no interest in going out soctally at all. I don't feel
comfortable with other people.

pHYsICIAN: Do you have any 1dea what that is about?

PATIENT. No, I don’t know. I feel nervous, that’s all (Becomng tense
and hesitating )

prysician It sounds as if you were afraid of the other people.

paTtent: 1 think maybe I am.

pHYSICIAN:  Why should you be afraid of them?

PATIENT. I dor’t know. There’s no reason. But I am.
puysiciaN:  Perhaps you are afraid they will criticize you.

That's at. I am afraid of that I always think they'll see how
bad I am.

PATIENT:
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Helping the Patient to Reveal Specific Thoughts and Fantasies

Often the patient will hint at some thought or fantasy without fully
revealing it. Simple interjections by the physician can then facihtate
the patient’s exposing his thoughts m full detail, when he otherwise
might not do so The following examples illustrate such remarks. In
them the physician mquires about the patient’s thoughts gently but rather
firmly, partly drawing, partly squeezing more words from the patient.

PATIENT: My husband can hurt me.
pHYSICIAN:  Can he? In what way?

PATIENT:  The things he says.

pHYSICIAN:  ‘What sort of things does he say?

PATIENT: I get these depressed feelings.

PHYSICIAN: What thoughts do you have when you're depressed?
PATIENT:  Sexual thoughts.

PHYSICIAN:  Can you tell me about them?

PATIENT:  Well, when I'm with women, I think of doing these things
PHYSICIAN:  Such as what?

PATIENT: I think part of the trouble with my marriage is my fault,
PHYsICIAN:  Which part?

PATIENT: My parents say doctors are greedy.
PHYSICIAN: Do they? What do they say about that?

PATIENT. I like to be alone.

PHYSICIAN:  ‘What kinds of things do you think about when alone?
PATIENT: I think about things that happened in the past.
PHYSICIAN:  What things?

PATIENT T'm scared of marriage.

PHYSICIAN:  What about it scares you?

PATIENT: I think it may not work out

PHYSICIAN:  What could prevent 1t from working out?
PATIENT:  Well, there's a lot of responsibility mvolved.
PHYSICIAN:  'What about that bothers you?

PATIENT:  I've been thinking a lot about my father.
PHYSICIAN:  Have you? What sort of thoughts have you had?
PATIENT: Oh, 2 lot of stuff,

PHYSICIAN:  What stuff?
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PATIENT: I seem to get too emotional about things.

PHYSICIAN:  Such as what?

PATIENT:  Oh, weddings and funerals and things like that.

PHYSICIAN:  Whose funeral, for example?

PATIENT: Oh, the other day a cousin died, and he never did mean
much to me, but I cried like a baby.

PHYSICIAN.  And did you think there was something wrong with that?

PATIENT: Yes, I never used to do that. I thought I was going to picces

Excluding the Physician’s Thoughts from the Questions

‘The physician should aveid not only the suggestion of conventional
attitudes to the patient; he should not suggest any attitude whatever. th
often physicians interject little suggestions or comments with th.eu'
questions and these can influence the patient’s rephes. The physician
shonld want to hear the patient’s associations to any guestion. If he
offers his own first, he will probably influence the patient’s replies. The
following example illustrates clumsy intrusion of the physicians own
associations into his questions:

PATIENT Last night I got so mad at my husband. I was afraid I might
do something I'd regret.

prysiciaN:  What did you have in mind? Hitting him?

PATIENT: No, not that. I thought of going away.

pHYsICIAN:  Why would you want to go away? To hurt him?

paTiENT:  No. I just thought if I could get away for a while things
might be better. I mean, I'd calm down.

pHYSICIAN®  Where would you have gone? To your mother’s home?

paTIENT:  No, I told you mother is poor and couldn’t afford to have
me. I'd go to my aunt’s house.

In this example, the physician's associations have simply clutlcret‘{ up
the path of the patient's movement. Moreover, the physician’s suggestions
have shown that he considers the patient a much more violent, revenge:
ful, and thoughtless person than she believed herself to be._In futu.re
answers she may avoid exposing herself to such implied accusations agaif.
In each of the physician's comments he would have obtained better 1e-
sults by simply omitting the second question with its unnecessary and un-
founded suggestion.

Avoiding Premature and Trrelevant Interpretations

Initial interviews with patients have often been marred by. 1:351'
interpretations of the patient’s symptoms or behavior by the physician.
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Most patients, unless they happen to have stuffed their minds with psy-
chological theories, come to the physician quite unprepared to understand
the influence of their thoughts within their bodies and in forming their
behavior Often they have not even seen the allimportant relationships
between symptoms and life stresses If the physician then offers such a
patient a symbolic interpretation of a symptom or piece of behavior the
patient will probably respond unfavorably. The patient may conclude
that the physician is either cruel or incompetent, or possibly both. And
perhaps he is right Interpretations of motivation and intent of behavior
will rarely evoke any more enthusiasm than interpretations of symbolic
mearung The physictan should similarly avoid abrupt confrontation of
the patient with his own emotions which he may be quite unready to
acknowledge, For example, the physician shonld think carefully before
telling a patient iri an imtial interview “Your impotence comes from
your being angry at your wife.”

The foregoing 15 not intended to exchude all such interpretations and
confrontations from initial interviews They certainly have their place
both as part of the examination of the patient to test hts understanding,
and as part of the explanations to the patient. But the physiczan must
carefully suit remarks in this category to the present needs and compre-
hension of the patient. Above all he should avoid damming the patient’s
flow by gratuitously increasing anxiety

TECHNIQUES FOR REDUCING THE
PATIENT'S ANXIETY

‘The matersal discussed in medical interviewing arouses anxiety in
most patients Successful interviewing requires the reducuon and mamn-
tenance of this anxiety to levels which do not interfere with the patient’s
ability to talk vsefully. Accordingly, the physician must bring into play
a vanety of techmques for asking his questions mn such a way that they
arouse little or no anxiety.

Phrasing Questions to Disguise the Physician’s Reasons for Asking Them

Since patients tend to furnish the physician with answers that they
think he expects or would approve, the physictan must often disguise the
purpose of his questions In this way he leads the patient to reply to a
question other than the one actually asked. The following example illus-
trates obstruction of the patient’s expression by a poorly worded question

PHYSICIAN:  How do you get along with your father?
PATIENT:  Why, we get along just great. No trouble at all
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The patient intexpreted this question as part of a scrutiny of his be
havior towards other people. Accordingly, he defensively denied any
trouble between himsclf and his father. Another question might evoke
completely different information about the same topic. For example:

raysician: - Can you tell me something about your father?

PATIENT:  Well, he’s all right, really a good guy. He just always wants
his own way in everything and I'm not going to give in 10
him all the time. Why, the other night . ..

The second question invites the patient to paint an ostensibly objective
portrait of his father. In his reply to this question the patient gave the
desired information about his own selations with his father, This kind of
question exploits the fact that when o tells B about C, he tells B more
about himself {4} than about C.

Other useful questions for eliciting the same information would bet
“How do they treat you ac home?” or “How does your father treat you?'
As the patient talks about his family's behavior towards him he will is-
evitably tell much about his behavior towards them.

As mentioned in Chapter 7, patients sometimes have difficulty in de-
scribing their own parents or other close relatives. The suggestion was
made there of having the patient tell what some other person or persons
think of the relative in question, Thus the patient who cannot talk
comfortably about his mother may be asked to say what her brothers and
sisters think about her. In reporting what others think of someone else
the patieat invariahly exposes something of his own thoughts and feelings
His voice and manter will indicate whether or not he agrees with the
opinions of the other people he quotes. o

The physician ecannot often get direct information about a patiefits
rootives in any action In the first place, the patient is often rot aware
of his motives or s aware of only a portion of them. Secondly, he wishes
to show the physician only Jandable mouves. For example:

puysiciant Do you remember why you got married?

paTIENT: 1 just loved my wife, that's all. Why does anyone get
married?

rrysictan:  You had no other reason?

paTiENT:  No, why should 1? .

prysicran: Well, T was wondering what atiracted you in your wite.

pamienT;  Well, she was good-ooking and physically attractive. Then
1 remember she was awfully kind to me when I was fee{tng
low after losing my job. She was warking herself at the ume
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and that made it possible for us to get married right after I
got my next job,

In this example, the first question proved useless The second question,
which uses the patient hke a camera, helps him to reveal some of the
motives for marrying which a few seconds earlier he had denied having.

The physician should therefore use oblique questions for any in-
formation which might possibly show the patient 1n an unfavorable light.
Such information is obtained best by asking him to describe situations or
people as he witnesses them,

Asking the patient to describe himself as others see him often pro-
vides useful mformation because the patient may again reveal something
of hmaself which he would not express in answer to a direct question.
For example.

PHYSICIAN:  Well, you've told me pretty well what you think about your
illness I gather you feel 1t’s all due to the bad weather we've
had this month and your getting your feet cold and siuting
in that draught. I was wondering what your wife thinks of
your illness.

PATIENT: Oh, her. She’s got 1t all worked out differently. She says I've
been nervous over nothing for the past four months. In fact
she says I get nervous every time she's pregnant and that's
my trouble

PHYSICIAN ~ What do you think about that idea?

PATIENT: ‘Well, 1t could be, I suppose, but

The Importance of Tact in Questioning

Questions, by their very nature, open up new, unexplored territory.
The physician does not know what sensitivities of the patient he may
stumble upon In exploring new areas he needs more gentleness than zeal.
The questions asked should always give the patient maximal credit for
matunty and “being n the nght.”

It is helpful to remember that part of tact 1s the ability to describe a
person as he sees humself The physician should phrase questions with
respect for the patient’s concept of himself. For example, when a patient
ventilates much hostility to a boss, the physician may be tempted to say
“Do you always have trouble with bosses?” The patient, however, will
respond more freely 1f asked “Have you found other bosses as trouble-
some as this one has been for you?” When a patient mentions recerving
assistance from the Department of Public Welfare, the physican may
want to say. “Have you been on relef often?” He can encourage the
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patient to talk more by asking instead: “Have you had much trouble
finding work?" A question such as “Why don’t you take your wife out
more often?” can immediately make the patient anxious and perhaps
angry. The physician can avoid this by asking instead. “What presents
you from taking your wife out more?” This has much less of an accusatory
quality while still including the possibility that the difficulty js within the
Ppatient himself,

Questions of the form, “Why did you do so and so?” nearly always
arouse the patient’s expectation that his reasons will be questioned and
perhaps found faulty. Such questions can often be put to patients when
the physician knows them well. But in the early interviews physican
and patient show each other cautious scrutinies and tentative acceptances
so that the physician should phrase questions about motivations in a form
such as' “What led up to your doing so and so?” or “How did it happen
that ... ?"” or “What influenced you to decide such and such?”

When the interviewer suspects but does not positively know that 2
patient has experienced some severe mental illness, he will not wish
to frighten the patient or offer 2 harmful suggestion, and may rightly
hesitate to ask a direct question about it. He can, however, give 'th
patient an opportunity to discuss such an illness by saying somelhm.g
like: “When you tell me all you have been through, I'm surprised it
didn’t get you down and even interfere with your health.”

With some patients the physician can be much more direct than with
others. Moreoser, timidity is no part of tact, A question firmly put may
bring a better answer than one offered tentatively. The physician should
have no diffidence about asking any question which his professional
work requires.

The Use of Indirection in Questioning

Closely related to the foregoing emphasis on tact in questiomng is the
use of indirection in helping the patient to see relationships between
symptoms and ather events, such as emotions or the actions (?f other
persons which produce emotions. For example, when the physician asks
a patent abruptly if he thinks his headaches are related to emotjonal
disturbances, the directness of the inquiry may arouse anxiety 1n the
patient, He does not know what terrible question might come next HC
thinks if he encourages the physician in this line of inquiry th‘e physi-
cian may start asking questions which throw doubt on his sanity And
so he is prompted to deny the relationship and spare _himself further
anxiety. However, if the physicran males the patient 2 kind of colleague
orallyina scientific quest, the patient can often be led to see and admit
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the correlation of symptoms and emotions himself. With this approach
the pauent knows the direction of the physician's movements, and he
can see where he is being led. This reduces his anxiety, and encourages
him to participate more actively. For example:

pHYsICIAN: Now getting back to your headaches. You don't have them
every day, do you?

PATIENT: No, not really every day, but almost every day.

eHYstcian:  Stll, they do seem to fluctuate some. Can you say what makes
them worse or better?

PATIENT:  No, 1 can’t really. I have no idea.

prYsICIAN:  Perhaps you have noticed that they are connected with some-
thing else that's gong on I was thinking of such things as
exercise, fatigue, a heavy meal, nervousness, or bright lights.

PATIENT: Well, they do come on when I'm tired, and also when I'm
nervous

rHvsician:  They do? Tell me about that.

In the above ple, the physician embeds “ner ™ in a group
of other common factors related to headaches. This makes “nervousness”
seem much more ordinary and acceptable to the patient than he might
think if it were offered to hum alone

Indirect approaches of this kind take more time than blunt inquiries,
but they almost invariably reward the physician for the additional effort.

As mentioned already, many topics arouse anxiety and must be ap-
proached gently. Often the subject of sex arouses anxiety in patients,
Many educated, sophisticated patients talk readily of sexual matters in
the first interview. But for many other patients the subject is quite
unapproachable during the first period of the patient’s acquaintance with
the physician Women especially may find it difficult to discuss sexual
matters with men But pauents of either sex may defend themselves
against direct inquiries or become irritated by them. If the physician
plunges into the subject of sexual intimacies during the first mterview,
he may only alarm and silence the patient.

The patient himself may wish to bring the subject up and should
not be dissuaded if he does so. But he will not bring it up unless the
anxiety associated with the problem exceeds his fears of talking about
it with the physician If the patient does not himself broach the sub-
ject, the physician cannot know how much anxiety the patient feels in
connection with it. He will proceed best if he assumes that the patient
has some anxiety. He will have to judge mdividually in each case when
the patient is ready to discuss the topic. Often he should wait until
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some later interview when the patient has become accustomed to talking
about himself in connection with a wide range of subjects The sexual
experiences then become just another topic about which the physician
inquires as he does about other matters.

If, however, time is limited and the physician thinks he should at
least touch this topic in the first interview or two with a patient who
shows marked anxiety, he can do so through questions which are routine
for the physical history. Thus he may approach sexual experiences as
part of the review of functions, For ple, physicians ¢ ily ask,
and female patients usually expect to be asked, about pregmancics,
menstruation and pelvic operations. After a patient has mentioned the
number of her pregnancies, she may be ashed: “How did it happen that
you didn’t have more (any) chuldren?” If the reply to this question fuls
to furnish full information, the physician can next ask: “Did you want
any more?” 1f the patient did not want mare (or any) children, 1:he
physician may ask if the patient did anything to prevent pregnancies
X she practiced contraception, the physician can inquire naturally about
whether this interfered with her sexual experiences. If the patient states
that she did want more children, the physician can naturally ask
how it happened that she did not have more pregnancies. Possibly the
sexual relationship was not adequate. An inguiry about sexual sela-
tionship would again be natural in this context. And so, whateer
the answer to the first question about the number of pregnancies,
the physician can usually lead the patient to talk about sexual expen-
ences with a freedom not attained so readily when he approaches the
subject directly.

Similarly when the physician interviews an unmarried girl he slfould
not plunge into the subject of sex with a question about sexual inter-
course. If he wishes to ask the girl about this topic, be should usually
approach it gradually across less guarded territory. The following series
of questions illustrate one means of reaching the topic without frighten-
ing the patient.

*How about your sactal life now? I mean what do you do with friends?”
l . >
“Do you have any special friends, girl friends or boy friends?

b3
“Dao boys attract you physically?” or *Does your boy friend attract you
physicaliy?”

“Do you get each other sexually aroused?”

13
“How far have you gone in sexual play?”
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Many other question besides those concerning sex are charged with
anxiety either for themselves or for their implications. Patients are espe-
cially sensitive to questions which imply to them a suggestion that they
may be “crazy” or “insane.”” And they may resent questions which seem
to suggest weakness or lack of self-control. Questions touching on such
subjects lose much or all of their charge when embedded in 2 matrix of
other questions which the patient expects or does not object to.

To give another example, if the physician asks a patient directly about
awareness of loss of memory, the patient may sense and resent an implica-
tion that he is “crazy.” However, if the patient is asked a series of ques-
tions such as the following, he will probably answer easily and without
anxiety:

PHYSICIAN: Do you have any headaches?

PATIENT: ‘Well, a few, but not bad ones.

PHYSICIAN: Do you notice anything else in connection with the head-
aches?

PATIENT: No, not particularly.

PHYSICIAN ~ Have you had any buzzng in your ears?

PATENT:  No.

PHYSICIAN®  Have you had any trouble concentrating on what you are
doing or reading?

PATIENT:  Why, yes, it seerns hard for me to read a newspaper all
through now and I used to read every word every might.

PHYSICIAN 1 see. And have you noticed any trouble in remembering
what you read?

PATIENT: Yes, I think so. As a matter of fact, my wife says I don’t
have any memory at all like the one I used to have. Why
the other day she sent me to the grocery for some groceries
and I forgot half of them.

Direct questions about subjective feelings or changes in emotions and
mood often stimulate anxiety and lead to meaningless denials. Ques-
tions about these subjects also can be embedded in a context of other
questions For example:

PHYSICIAN  Has anything else been bothering you?

PATIENT: No, absolutely nothing.

PHYSICIAN:  Well, have you been any more ured or fatigued Iately than
you were?

PATIENT: Yes, I guess 1 have been.

PHYSICIAN.  Could there be a difference in your energy or “pep?”
PATIENT: T guess that's it. I just don't have the old pep I had.
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PHYSICIAN:  Well, how about your spirits, or your mood? Has that
changed?

PATIENT: What do you mean?

puysiciaN: - Well, when people lose pep it's often because they are really
a bit low 1n spirits or feeling blue.

PATIENT: Oh, I see. Yes, I guess that’s me, too. I have been sort of blue
recently. Maybe that has something to do with ...

Direct questions about factors underlying anxiety also often arouse
defensiveness. When asked directly whether anything is worrymg them,
many obviously anxious patients deny any fears or worries. However, the
physician can sometimes approach fears and worries in some of these
patients through inquiries about the vital functions such as sleep and
appetite, and the things which interfere with these. For example:

pHYSICIAN:  Then you've had no trouble with your appetite or your

bowels?
PATIENT* That's right, doctor.
pHYSICIAN:  How about sleeping?
PATIENT: Not so good Matter of fact, I don’t sleep at all well. .
PHYSICIAN:  Is that so? What seems to be keeping you awake at night?
PATIENT: Can’t think of anything in the world.
PHYSICIAN:  When did you first have trouble sleeping?
PATIENT It was around last December, I guess.

PHYSICIAN:  What was happening then?

PATIENT: Nothmng much that I think of now. Well, Alice and 1 did
have a big quarrel then. But it's all over now.

pHYSICIAN:  What do you think about when you lie awake trying to g¢t

to sleep? i ,

PATIENT' Mostly I think about not getting to sleep and how tired ’'m
going to be in the morning because I haven't slept.

PHYSICIAN®  Anything else?

PATIENT. Sometmes I think about Alice and how I'd hate to have her
leave me, but I just can’t go on letting her have her way 10
everything

pHysictaN,  Then the quarrel you had in December was pretty important
to you?

PATIENT' Yes, I guess 1t was It was a sort of a showdown. You see. .

The Use of Direct Questions to Flank Anxiety

Although in general the physician should prefer an indirect and gentle

approach to the topics charged with anxiety for the patient, at times he
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will find a direct approach more helpful. Sometimes he can phrase ques-
tions which . take the patient by surprise by boldly implying an event
or attitude so that the patient cannot or will not deny it. For example,
in inquiring about childhood punishments the physician can say: “Did
your parents punish you often?” Many patients would detect in this
question a hint of criticism of the parents. They do not wish to criticize
their parents because they think this is disapproved by other persons,
including the physician. So to this question such patients are likely to
say (when the truth may be quite different), “Why, no, they hardly ever
punished me ” The subject has then reached a dead end If the physician
asks instead: “For what offenses were you punished as a child?” or “How
did your parents punish you when you were a child?”, the patient may
reply differently The fact of punishment, which is mdeed universal, is
assumed, The patient cannot answer with a simple “yes” or “no,” and
therefore he must inevitably tell something about his early relations with
his parents and their attitude towards discipline. In this case a direct
question gives the patient’s anxiety less opportunity to interfere than
an indirect approach might have done.

The physician can use this technique mn exploring other matters about
which patients are usually defensive For ple, if the physi asks:
“When did you first masturbate?”, he will probably open up the subject
of masturbation more effectively than if he suggests, more tentatively,
“Have you ever masturbated?”

However, abuse of this technique may make the patient more defensive
rather than less. Suppose, for example, the physician wishes to inquire
about relations between the patient and his wife, He may say: “How often
do you and your wife quarrel?” This can offend since the patient knows
quarrels are made by two, and he does not wish the physician to think
he is a quarreler. “Do you and your wife quarrel often?” is a little gentler,
but gives the patient an easy chance to say- “No, we never quarrel.”
“What sort of things do you and your wife quarrel about?” assumes,
like the first question, that quarreling takes place Although it may open
the subject further, it may also irritate the patient or evoke a defensive
denial from him A better question than any of these would be: “What
things have you and your wife found you disagree on?” Disagreement,
even if only in matters of taste, is universal and does not imply exchange
of hostilities. The patient can talk first about whatever areas of disagree-
ment he wishes to mention. When he has revealed these, the physician
can then inquire further to discover the intensity of disagreement, that is,
whether the couple respect in each other simple differences of opinion,
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or have more serious disagreements of various degrees up to physial
brawling.

Qffering Questions Rapidly to Reduce Evasiveness in the Fatient

While the physican should always cultivate the spontaneous flow
of the patieat’s remarks, he should also remesber that whea the pavent
chaoses the topic of discussion he can also select what he will say. So
although the patient may seem to talk freely, e may actually be con-
cealing 2 great deal. If the phyacian believes that such evasiveness sen
ously interferes with the value of the interview, he may vary his technigue
and start throwing questions rather rapidly at the patient, This can be
done in a kindly, yet fRrm manner. When the physician asks quest’mns
rapidly, the patient thinks that the physician expects a rapid answer,
Sa he gives one. He has no time for selection of thoughts or their on-
cealment. He is likely to give the first answer which comes to his mind,
which is what the physician wants in preference to the patient's third or
fourth thought put in place of the censored first thought, Before the
patient has time to become anxious about having spoken so Treely,
the physician asks him another question and so it continues, After the
patient leaves the interview, he may be surprised to realize how {reely he
has talked in responding to the questions of the physician.

Each of the physician’s questions in this techruque should rapidly follow
the end of the patient’s answer to the previous question. They shoutd not
precede that end, thus cutting into what the patient is trying tasay.

The physician must judge whether the patient can respond .10 this
technique of questioning. Some patients will become more anxious oF
irritated and perhaps blocked completely, They require other tactics.

ALLOWING THE PATIENT TO ANSWER
QUESTIONS FULLY

When the physician has asked the panent a question, he should, 2t
it were, step aside again until the patient has had 2 chance to fmswer the
question fally, He must not get in the patient’s way by inserting prena
ture reaswrance, asking another question, or losing interest hall way
thraugh the patient’s reply Often the physician may think lzhat d'\e
patient’s first few words or sentences have answered the quesuon_sxns~
factorily. He may then be tempted to cut the patient off it be tries ©
continue and elaborate The physician should resist this impu]s?, because
the most weful part of the patient’s response to the question often
conaes in his associations and after-thoughts which are stimufated by the
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questions and the first part of the answer. As mentioned earlier, the
physician should rarely interrupt the patient when he is talking The
physician gains nothing if he uses one question to start the patient talk-
ing and with another cuts him off.

ASKING THE PATIENT TO CLARIFY HIS MEANING

1f the physician censors his own questions before asking them he
will often notice that what he was about to ask for, the patient tells him
2 moment later. If he waits 2 little longer, an obscure point may clarify.
But often it will not. Then it is unhelpful for the physician to allow the
patient to continue while he himself hingers in a fog of confusion.
Instead he should stop the panent and say, “I didn’t understand what
you were telling me there, Can you say that another way?” or “I'm afraid
1 don’t understand the connection of this with that, Will you go over
that again, please?”

SUMMARIZING WHAT THE PATIENT HAS SAID
FROM TIME TO TIME

The physician can facthitate the interview if, from time to time, he
summarizes briefly what the patent has been telling him. When he does
50, he may be astonished to have the patient point out that the physician’s
summary is quite mcorrect and inadequate. This response, however,
merely emphasizes the need for some such summarizng if the physician
and patient to communicate effectively, The summaries of the phy-
sician should be brief and do not need to cover everything the patient
has said They could not do this even if 1t were wise to try. But they
can throw back to the patient for consideration what the physician has
thought most 1mportant 1n what the patient has said A typical summary
at the end of some questioning about the present illness might be the
following.

rrysicIAN: - Well, as ¥ understand what you have told me, you believe
that what you eat, and changes in the weather, affect your
asthma, and that it sometimes comes on when you are tense,
but you don’t connect this tenseness with anything or anyone
in particular. Is that right?

PATIENT: That’s about it, but you left out that the asthma gets worse
if I take a lot of exerase; and I can’t understand why it
should be worse on weekends.

rHyYsICIAN:  Well, let’s look into that a bit What do you make of 1t?



VARIATIONS IN INTERVIEWS

As already mentioned, the physician must adapt interviews to suit
the particular needs of each patient. Such adaptations will be required
by differences in the personalities of pauents and also by differences
n the main symptoms or problems which patients bring to physicians
Previous chapters have already included some examples of necessary adap-
tatons in the interviews As further illustrations, this chapter will
describe some commonly encountered types of patients and the special
handling they require in interviewing.

DEPRESSED PATIENTS

In interviewing and examinmg depressed patients, the physician's
first task is to recognize that the patient 1s depressed. This may seer
obvious, but yet the physician can be misled by the fact that many
depressed patients do not describe their complaints i language which
suggests a disturbance of mood The physician may hear only physical
complaints, or at the most, complamts of loss of energy, vitality, of
“pep.” Some such depressed patients are sometimes actually unawar¢
of the change in mood and may only become aware of it after they h.ﬂve
improved or recovered. This is especially likely to be the case in mild,
chronic depressions which come on gradually and which extend over
many years. Other patients who deny mood changes are aware of these,
but unable to confess such symptoms because to do so Would be to lal_)el
themselves “weak,” or “lacking in self-control.”” Still other patients with
both anxiety and depression may focus their attention exclu.sxvely on
the anxiety which then may conceal the underlying depression until
specific inquiries uncover it L.

The physician should consider the likelihood of a depression in any

208
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patient who speaks or moves slowly. Depressed persons have Iittle to say
and that little they speak slowly. Such signs do not prove depression,
but only suggest it. This is because slowness of speech and movement
may be long-standing habits, sometimes even part of a cultural pattern.
As always the physician should especially note a change from what is
usual for the patient.

‘When the physician identifies or suspects depression, he should carefully
explore the quality of the patient’s experience by relating the patient’s
feeling state to his thought contents, It is important to distinguish
several rather different experiences which may be labeled as “depression”
and accompanied by approximately similar feeling states?? These are as
fallows,

{a) Condutions of guilty fear. This 1s the commonest experience in-
cluded under the headmg of depression The patient believes that
he has committed acts which are morally wrong and for which he
is being, or will be, punished

(b) Shame. In this experience the patient’s unpleasant feelings are
associated with ideas of inadequacy and failure in achievements
of which he supposedly ought to have been capable The patient
is ashamed for what he 1s or 15 not, in contrast to the guilty patient
who 15 remorseful for what he has done.

(¢) Discouragement In this experience the patient’s feelings are asso-
ciated with ideas of despair and hopelessness about his future Such
states frequently accompany severe illness and calamities such as
the burning down of one's house or tts loss in a flood, or the loss
through death of an important supportive relative

(d) Loneliness. Affective stimulation seems necessary for affective ex-
pression, Persons deprnved of companionship through deaths,
moving, quarrels, imprisonments, or other events, may come to feel
and exhtbit an impoverished affective state, perhaps more accurately
called apathy, but frequently labeled depression.

(¢} Immaturity reactions. Certain immature persons unused to ordmary
frustrations may respond to disappointments and deprivations with
marked emotional disturbances in which tears and crying form the
principal modes of expression While this kind of reaction has
clements of discouragement in it, there is also a mixture of (usually
concealed) anger. The sigmificance of this pattern here is that such
patients also may be considered depressed.

() States of inhibited anger. A patient may enter a state of anger
which he is reluctant to express or admit to others He may indi-
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cate some of his emotion to other persons by speaking less to them,
by avoiding them, or in other ways which fall short of overtly
expressing the anger felt. To such a state the patient or his family
may apply the word “depression” either through ignorance of its
real quality, or because there are admixtures of guile (which pro-
duce the inhibition of the anger), or because anger is too dreadful
a state to bear admission and must be concealed under some more
acceptable label such as depression.

3

‘The foregoing comp may exist in various ¢
For example, grief and mourning uswally include elements of guilt,
loneliness and discouragement.

That any of the experiences mentioned above may be reasonably
labeled “depression” by either patient or physician demonstrates the
importance of understanding emotional states and thought contents 1
gether. If the patient does not reveal his thoughts spontancously, the
physician should ask, “What do you think about when you are ffclfng
low?* Faiure to elicit the thoughts accompanying appzremly similas
affective states will Jead to serious confusion of different expericnce‘& )

The distitctions the physician can make about the depressed patients
expertences may guide him in his further interviewing of the patient
For example, with morbidly guilty patients, the physician shou)d‘ espe-
cially avoid premature reassurance or efforts to assuage the guilt by
minimizing the crimes which the patient attributes to himsell. Such
behavior on the part of the physician may actually make matters worst.
The patient may think that he deserves no kindness and the. demonstrad
tion of it may simply increase his guilt, or the patient may zhm} ﬂfal.ﬂ’e
physician has gravely underestimated the enormity of the patient’s sins
In this last respect, the patient may be right in one sense. His guilt, bow
ever, comes from his thoughts, no: from any osvert acts, In any cast,
irrational guilt such as that of moderately and severely depresseq _pﬁ'
tients can only be relieved over a period of time and the p}‘lysxﬂaﬂ
should avoid attempting to do so in one interview. Shame likewise must
be handled over a period of time since its origins usually ex!end' back-
wards many years. One does not help a patient who thinks he is ugly
or stupid by telling him that he is beautiful or clever. Rather the phys*
cian should try to find out how the patient came to have such ideas about
himself. Di g is best handled by appropriate study of the
situation evoking it, whatever that may be, and of those attitudes w)]ICh
give rise to discouragement when this comes on easily. Usually ‘“;"
tional discouragement is a product of excessive dependency which k:; :
the patient to expect other people to do for him what he needs to do fo
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himself. Discouragement about illness requires not only the appropriate
treatment for the illness, but also appropriate reassurance.

Estimating the Degree of Depression and Suicidal Risks 1% 17

When the patient is found to be depressed, the physician should try to
find out the degree of depression, whether or not the patient has suicidal
ideas, and the strength of these. He should start his inquiry with ques-
tions about the degree of the depression He should not plunge directly
into the subject of suicide, since the patient may have had no such ideas
and may be frightened or irritated by the question. On the other hand, if
the earlier questions indicate the possibility of suicidal thoughts, the
physictan must not shrink from direct questions about these,

In ascertaining the degree of depression, some of the following ques-
tions may prove useful. The physician should find out, for example,
the extent of interference with the patient’s ordinarily pleasurable appe-
tites, He may ask, “What do you enjoy doing still?” or “Is there anything
you enjoy doing now?” In the more severe depressions all enjoyment
vanishes, The physician may also ask the patient about the origtns of
his illness with such questions as “What do you think caused your ill-
ness?” “Did you bring this illness on yourself?” or “Do you deserve to be
il?” Again in the more severe depressions with irrational guilt, the
patient will readily attibute his condition to his own muserable and
unforgivable sins The physician may also ask the patient about how it
will all end. He may say, “Do you think you are going to get well?” or
“What 15 going to become of you?” Less depressed patients will concede
they have some hope of recovery; more depressed patients have abandoned
such hope and think they are surely doomed and deserve to be. In addi-
tion, the physician should ask the pattent directly about the degree of his
depression. There 15 no better authority, although he may not tell all he
knows

The following example illustrates a possible sequence of questions
and answers in an interview with a depressed patient

PHYSICIAN:  From what you've told me, it seems this depressed feelng is
the main thing that bothers you Just how low do you get?

PATIENT:  Sometimes I get so low I don't want to go on.

PHYSICIAN:  You mean then that life doesn’t seem worth living?

PATIENT:  That’s right, doctor I'd just as soon die and be done with it
all,

PHYSICIAN:  And have you ever thought of killing yourself when you were
in one of these moods?

PATIENT: Yes, I have, many times
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PHysICIAN:  What did you think you would do?

PATIENT: Once 1 walked along the harbor bridge with the idea
jumping in, but I decided to try to hold on for a wl
longer and get some help.

Suicidal thoughts usually derive from mixtures of hostility direc
towards the patient and towards other persons. These ingredients v
with different persons. The physician should find out what he can ab
the motivations behind suicidal thoughts. When the patient's hostility
directed chiefly towards other persons, the suicidal fantasies or attem
are intended chiefly to manipulate these other persons. In a suici
gesture, the patient usually adopts less dangerous means (eg, 2 li
slashing of wrists or a swallow of jodine) and arranges things so that he
likely 1o be saved. Conversely, the use of dangerous means in suic
attempts (e.g., jumping off high buildings, firing a revolver at the hez
indicates serious intentions, The physician may obtain clues to the
tient’s mottvations by inquiries concerning any previous suicidal attemy
the methods which the patient has contemplated using, and his faneas
about the reactions of other persons to his suicide. The quesuon., “W!
would happen after you were dead?” may help to uncover the patien
fantasies about other people. )

‘When a patient asserts that he had suicidal thoughts or mtenti
but has them no longer, the physician can learn much by asking “W
did you give up the idea of suicide?” Among other data, the ansy
to this question will usually tell the physician whether the paticnt i
really abandoned thoughts of suicide or merely pretends to have done
as a means of concealing his intentions. The patient who wants to I
can usually give reasons for his change; the patient who wants to die m
fumble or fail in presenting reasons for living .

The physician should not become excessively involved with the suicid
ruminations or attempts and their immediate motivations, These mu
not distract attention from the important task of discovering first
origins of the depressing thoughts and feelings, and secondly, w'hy t
patient was unable to consider and adopt a more constructive solution f
his difficulties than suicide.

CHILDRENS. % 14 18

In general, the principles of interviewing adults apply to childres
Most children who can use words (usually those over the age of thre
can participate in an interview, even 1n one dealing with their person:
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difficulties. Since young children are often less inhibited than adults, they
can frequently talk more easily about personal difficulties than can adults.
On the other hand, children have Iimited conceptual ability, and the
physician should not use words beyond their grasp This does not mean
he should use childish language. The child should be met on his own
ground, but the physician should not pretend that he is himself a child,

Because the child's concept of himself is often rudimentary, he may
have difficulty in expressing his feelings and conflicts verbally. Often he
can do this more easily with drawings, or while playing with toy people,
or with clay, Often children will tell their dreams, daydreams and wishes
rather eastly, and these will also provide clues to significant difficultzes

Nearly always the child should be seen alone without anyone else
present. The child’s mother may wish to accompany the child into the
interviewing room, but her presence may inhibit the child, On the other
hand, sometimes a child cooperates more if his mother comes into the
room with him, and then she should certainly be permitted to do so.
In any case, the physician should observe carefully the behavior of the
mother and child together in the waiting room

Interviews can often be combined with the physical examination of a
younger child, The physical contact is often wanted by the young child
and helps him to relate to the physictan, When he 1s sitting on the
physician’s lap, for example, he may be examined physically to some
extent, and also engaged in conversation,

The physician should never deceive a child, although the amount of
nformation given to him must naturally vary. If the physicran intends
to inquire about the child’s personal dufficulties, he should tell the child
briefly the purpose of the interview. When the child's difficulties include
distrust of other people, and especially fear of the parents, the physician
should tell the child that what he (the child) tells the phystcian will
Temain confidential between them This may help the child to talk more
freely In other circumstances, however, such a statement might suggest
distrust to the child when none exists, thus perhaps making the child more
anxious. All explanations to the child should be brief, and he should
not be flooded with unassimilable information.

PATIENTS WITH ANXIETY STATES

Previous chapters of this book, especially in a section of Chapter $
on anxiety, have offered suggesttons for interviewing patients with anxiety

states In this place, therefore, only two points will reccive further
emphasis,



214 THE TECHNIQUE OF HISTORV-TARING

First, the physician must take time to hear the patient through a
thorough ventilation of everything conuected with the patient’s anxjety.
This precludes his offering premature reassurance against which the
reader has been warned in Chapters 8 and 9.

Secondly, the physician must remember that what the patient first
attributes his anxiety to 15 rarely the only or the most important source
of his anxiety. Acute anxiety states nearly always occur in persons who
have experienced chronically lesser degrees of anxiety which they have
managed to contral in one way or another. The study of the acute
anxiety states must include a careful survey of the origins of the chronic
anxiety.

The symptoms of chronic anxiety are often minor or capable of being
ignored or kept out of awareness. Those of acute anxiety are frequently
alarming and compel attention. They include marked and sometimes
startling physical and mental dysfunctions, eg., palpitations, dyspnea,
impaired attention and poor memory. These symptoms are commonly
interpreted by patients as signs of heart disease or mental di.seasg or
perhaps some other equally serious afficuion. Such interpretations
naturally augment the patent’s anxiety further and intensify his symp-
toms. By the time the patient reaches a physician he may have become
totally preoccupied with his fears of some serious discase. The circum-
stances of the ariginal anxiety may be forgotten entitely by the patient,
and unless the physician remembers this possibility they may be for
gotten by him also From ths derives the importance of careful reviews
with the patient of the circumstances in which the patient’s first anviety
attack or attacks occurred. In his concern about what he supposes 10 ‘bc
the gravity of his condition, the patient may resist such detailed inquities
as quite irrelevant to the present emergency. At this point the ph)’}"
cian's adherence to the first point emphasized may find one of its
rewards. For if he has carefully listened to what the patient war'lti
to say he may then succeed in persuading the paticnt to talk about earlier
and to the physician equally important events

PATIENTS WITH PSYCHOPHYSIOLOGICAL REACTIONS

Previous sections of this book hme included much that Perlaln!
ta the interviewing of patients with psychophysiological reactions. In
one sense, every patient falls into this group, and the phys_xcmn must
constantly study the interplay of the physical and psych?loglcal facwrds
in his patienss. Psychophysiological reactions can oceur in anyone an
do oceur in everyone at some time or another The task of the physician
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in this area then is that of estimating the extent to which psycho-
physiological reactions contribute to the total disability of each patient.
In some patients this element will be slight, in others it may be the only
mechanism of disease. Moreover, the physician must pursue this task
unimpeded by prejudices with regard to the presence of structural
disease. Structural diseases provide no immunity against the powerful
influence of life stresses and the occurrence during them of psycho-
physiological reactions On the contrary, they may render the organism
even more susceptible to the physiological disturbances which can ac-
company stresses. The person with advanced structural disease often
hangs precariously balanced between comfort and invalidism or death.
One might say without exaggerating that his physician needs to under-
stand psychophysiological reactions not less, but more than 2 physician
attending a patient without structural disease John Hunter said: “My
life is in the hands of any fool who cares to annoy me,” and afterwards
proied this by dying in an attack of angina pectoris which occurred
when he became angry at some colleagues.

Psychophysiological reactions have two main mechanisms. First, in
some of these reactions, the physical symptoms are concomitants of emo-
tons or sequelze of the ined i Secondly, such reactions
an be the physical expression of ideas within the mind of the patient.
The interviews must deal with somewhat different matters in order to
study both these mechanisms. Both mechanisms may occur in one patient
at the same time.

Temporal Correlations of Stresses, ions and Sym

With regard to the first mechanism, the physican should study
temporal correlations between emotions and symptoms. The patient will
frequently be unaware inutially of any emotion, or if he is, he may deny
it and reject a suggestion that 1t was present at the time of the symptom.
He is chiefly or only aware of his physical symptom or symptoms. Never-
theless, any initial unawareness or defensiveness on the part of the
Patient can be flanked by correlating the symptoms with stresses and
temporarily omitting ¢ ton of the associated emotion.

g in the
The first step is to establish the fact that the symptom or symptoms
fluctuate This will usually have come out in the preliminary history of
fhe present illness. Most symptoms fluctuate, some more than others Even
ff the symptom never entirely goes away, the physician may learn that its
Intensity varies; this provides at least some leverage for the next mose.

P
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Patients sometimes deny any fluctuations in the symptoms when there
is reason to suspect these. Sometimes also the illness is of short duration
and insufficient time has elapsed for the occurrence of any significant
changes in the symptoms. In these instances, the physician must patiently
observe the patient over a period of time, talking to him at mtervals of
a week or so and notmg the occurrence or absence of such fluctuations

Sometimes fluctuations in symptoms may occur in the presence of the
physician during an interview. The patient may be disturbed by some
topic broached in the interview, or he may be relieved by the expression
of his emotions. These emotional changes may be accompanied by changes
in the symptoms

Sometimes a more direct effort may be made to change the patieat’s
psychological state with psychotherapy or sedatives. These measures may
also be accompanied by relief symptoms.

‘The physician therefore has several opportunities for establishing the
fact that the symptoms fluctuate, viz,

(a) in the taking of the past history of the illness,

(B) in a day to day, or week to week, observation of the patient,

{c) during any one interview, and

(d) with the application of psychotherapy or drugs which alter the

psychological state,

Examples of correlations of life situations and symptoms by means of
these different methods are illustrated in Figures 6 to 12,

Relating Changes in Symptoms to Life Stresses

‘When the physician has demonstrated the occurrence of ﬂuc!uatlom
in symptoms, he must next show that these fluctuations are sigmﬁcale
related to stresses in the Iife of the patient. To the patient, it must be
remembered, such fluctuations usually “just happen * They do not al}vays
make any meaningful pattern to him, although some exceptional patients
do show much ability to correlate their symptoms and stresses. The physi-
cian should try to enlist the patient as a scientific collaborator. Thfa two
should look together at everything that happens or has happened int the
patient’s life and note whether a consistent relationship between symp-
toms and stresses emerges.

Mention has already been made in Chapters 7 and 8 of some ufeful
methods of indirection for helping the patient study such correlations
For example, the physician can pursue references which the patient m;.xkes
to his ife situation during the description of his symptoms. If the patient
says, “The pain is getting so bad, I may not be able to work,” the plgysll-
cian may say, “Is your work hard?” and the patient will almost certalily
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Fig. 9. Correlations of symptoms and stresses during an interview with 2
5§-yearvold woman with arteriosclerotic heart disease. She complained of pal
pitations and “nervousness.” She was found to have numerous ventricular extr2
systoles. The top columns correlate the topics of the interview with the data
of the electrocardiogram. The bottom column estimates the degree of anxiety
shown by the patient in speech, facial expression, and other behavior. At two
points (weep), the patient became tearful in discussing the fact that she was on
relief and the possibility that her only child might leave her. The second columz
from the botiom estimates the patient’s muscle tension during the interview as
indicated on the el phic tracing. Figute 10 reproduces a section
of the electrocardiogram before, during, and after discussion of the fact that the
patient was on relief.

begin to talk about his work and how he feels about it. Then there may
emerge correlations between what happens at work and the patient's
symptom of pain Or again the patient may say, “My wife doesn’t secm
to understand how much I suffer with these headaches,” to which the
physician may reply, “What does she think about them?” The patient
will then probably begin talking about his wife’s attitude to his illness
“The correlation between his relatrons with his wife and his headaches may
then hecome apparent.

Sometimes references to life situations in the initial history of the illness
do not occur, or lead the inquiry no further, Then the physician should
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Fig. 10 Corzelations of symptoms and stresses during an interview with a
55 yearold woman with arteriosclerotic heart disease. Ventricular extrasystoles
"""" Tt [ T - "
nuducal dithculties. In the muiddle sinp the evidence of muscle tension asso-
ciated with the anxiety can be seen.

make more direct inquiries concerning correlations. Among suitable
opening remarks for this are the following

“Your symptoms vary 2 lot, don’t they? What do you make of thar?”

“You sard your symptoms come on when you're nervous What kinds of
things make you nervous?”

“Have you noticed what's going on at the time your symptoms come on?
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Trying to Askedto trritated  Askediothink Askedtothink  Motoble
Relax  think of mather of father  of something  forecall anything
Ppledson pleasant
Difficulty relaxing ofter  Think of relations Slight wheezing
discussing perents with husband

Yen Graduolly
Asthma affer Asked to relax Reloxing

discussion of marriage

R Relaxing
Tearfu! and wheezing after

expressing hatred of husband
s Dieid.)

More reloxed
i

Dejected think of younger Think of Tense dyspheic
brother older brother wheezing

Groduclly relaxing
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Fig 11. Correlations of symptoms and stresses dunng an interview with a
35-year-old housewife with bronchial asthma, The diagram 'rcproducc! pnefun;::
graphic tracings of respiration during an interview touching on some of ¢ ‘
patient’s current life stresses, Note the initial shallow, rapid br.ealhmg CO[']:‘
pared ¢o the deeper, slower respirations at the end of~ the |nterv1ew4when d lf
patient was relaxed. Periods of resentment and dejection were associated wit
changes in the rate, depth, and rhythm of breathing, On three occasiolts dz.mn%
the interview the patient showed dyspnea and wheezing during emotiona
disturbances.

T mean they don't just come from nowhere. Something must be happen-
ing to bring them on. What can you think of?” .
“Have you noticed anything connected with the ups and downs ﬂ: your
condition? I mean why should your symptoms change so much? .
“Something must make your symptoms come and go What do you think
it could be?”
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Many patients pick up such statements and work with the physician
to find correlations. Others do not respond helpfully. They instst that
changes in the symptoms do not occur or occur “spontaneously " The
failure of the patient to see relationships between symptoms and stresses,
even his vehement denial of such connections, should not deter the physi-
cian from further search for these, However, nothing is gained by in-
sisting to such patients that they are overlooking or denying the stresses
which must be there. After all, the physician’s imtial mpression can be
wrong and the patient may be right. The matter is better handled by a
more tentative approach. The physician may say, for example, “Well,
let’s take a look at the different times when your symptoms have been
worse and better and see if we can make any sense of 1t together.” The
physician and patient can then go 1mnto greater detail about the events
reported in the history of the 1llness, in the past personal history, and in
the review of the patient’s current life situation The material for this
study should already be at hand An adequate history of the present iil-
ness will have mcluded whatever fluctuations have occurred in the symp-
toms. An adequate personal history will have included whatever has been
stressful to the patient. The two histories may then be apposed, 1f they
have not already been entered on a life history form such as that of
Figures 4 and 5 When the two records are placed together, they will
often be found to match as well as the two parts of a piece of paper torn
down the middle, Figures 6 to 12 illustrate some other useful ways of
correlating the data of symptoms and stresses in graphical forms

Or the physictan may ask the patient to give a detailed description of
everything he has done in the past week. Out of this account important
relationships may become apparent.

A 30y 1d h fe with severe headaches first reported that these had
been constant all week, Later she modified this statement to say that there had
been some changes, but she could not connect them with anythmng. Sull later
she was asked to describe the activities of the week, and the following pattern was
revealed”

Day of Week Events Feelings and Symptoms
Saturday Clinic visit, No headache
Sunday Rested. No headache and felt fine.
Monday Heavy laundry and children Moderate headache.

were “bad "
Tuesday Nothing unusual No headache.
Wednesday Husband d he was d d

going to races with pay check
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Day of Week  Evenis Feelings and Symptoms

Thursday Worry over husband
Moderate headache.

Friday Early in am husband re- Severe headache which started

turned drunk after being away  as patient opened door to let
all day and might gambling. husband in.

As the patient remembered and described the stare of her most severe head-
ache (Friday) and the circumstances surroundng 1its onset, she began to recognize
for the first time the emotional tensions behind these headaches.

The physician should remember that the patient’s failure to perceive
correlations between symptoms and stresses may derive from erther igno-
rance of what to look for or against acknowledging the
influence of stresses. These two types of patients require different manage-
ment in the interviews

The patients who do not know what to look for have simply to be
taught this by the physictan and mstructed again at each interview until
the physician becomes confident they are reporting all the data relating
to possible carrelations.

Patients defensive against the acknowledgement that social stresses
could play a part in therr illnesses usually fear the (imagmned) implication
that they will be considered “weak,” “neurotic,” or “crazy.” The fear
such Jabels arouwse in them may prevent them from even making the at-
tempt to correlate symptoms with the events in their relations with other
people. The phystctan can often desensitize such patients by providing

bund: pl and r of the significance of correlations
supposing they are found. He may then gradually persuade them to join
him in a study of possible connections

The physictan should collect as many mstances of temporal correlations
as he can The more correlations between apparent stresses and symptoras
occur, the more likely are the stresses to be sigmificantly related to the
symptoms.

Relating Symptoms and Emotions

When correlations between apparent stresses and symptoms have
emerged, 2 third step remains The stresses and symptoms must be shown
connected through an associated emotional state. By demonstrating the
meaningfulness of the stress for the patient, such a connection confirms
the relevance of the stress to the symptom Otherwise the physician may
attempt to correlate the symptoms with events in the panent’s life which
had little significance for the patient The physician should try to estab-
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lish the inglulness of the supposed stresses to the patient by finding
out whether the paticnt experienced some emotion at the time of the
stresses and the symptoms or does experience some emotion as he talks
of them in the interviews Chapter 6 has already reviewed the various
clues to the significance of different topics which the patient gives the
physician in his remarks and behavior as he talks,

As already mentioned, patients may deny the occurrence of any asso-
ciated emotion at the time of the symptoms. Sometimes they may not be
aware of such emotions at first. The patient may not notice his emotions
because his main symptoms such as headache or palpitations absorbs all
his attention. Yet careful inquiries may demonstrate significant emotions
at the time of the symptoms. Close questioning of the patient concerning
the details of symptoms additional to the main one often reveals the
symptoms of tension states, depressions, or anxiety. For example, the
physician may find that a patient complaining of palpitations also suffers
from i ia, nigh es, imp e and ia which he has nat
initially mentioned Such symptoms certainly suggest an emotional dis-
turbance. When the physician uncovers these or other symptoms, he cant
try to relate their occurrence to the life stresses and the main symptom.

A patient came 1o a dlinic with the sole complaint of severe parietal head:
aches. He at first insisted that these were constant and resulted from an old head
injury, However, during an interview it soon hecame clear that he had periods
free of headaches, The patient was then led to taik about his current life situntfon
and quickly revealed difficulties with hus employer and great anxiety about fosing
his job Inquiries about other symptoms showed that he had been having severe
nightmares which started at the time his current exacerbation began. The
physician was then able to say to the patient, “It looks to me asaf your headasbcs
and your mightmares are both coming from your being upset about your job.
What do you think?” The patient agreed.

1n establishing temporal correlations between hife stresses, emotions, at.\d
symptoms, the physician must remember some of the difficulties in
making such carrelations which were mentioned in Chapter 3. One afidx-
tional aspect of the problem deserves notice in this place. The p:mefu
may condition himself to his own fear so that symptoms muay occur
situations which would not ordinarily be stressful.

A patient had severe anxiety attacks with symptomatic emphasis on the
cardiovascular system, Both his parents had died of heart disease, and he befame
much afrmd he would follow them in the same manner. He became afraid of
heart by any exertion, This fear became so strongly enforced that

damaging his
e afterwards the mild exertion of gardening would be followed by

for some years
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the symptoms of anxiety and exhaustion quite out of proportion to his actual
physical exertion. In this case the fear of exertion had become conditioned to an
activity which he consciously enjoyed, but which unconsciously reminded him
of his fear of heart disease and death

Such condrtioning often interferes with a convalescent patient’s return
to work. The patient perhaps returns to work before he has entirely
recovered from his illness and encounters some unexpected weakness or
fatigue, He may then become frightened about these symptoms and con-
clude that the work is damaging him. The next time he tries working he
may therefore have not only the symptoms of weakness and fatigue, but
also the conditioned symptoms of anxiety. This simply reinforces his con-
viction of a disability. Such a patient can with perfect sincerity tell the
physician, “I want to work, but can’t because I get this weakness every
time I do " Moreover, the patient may equally sincerely deny awareness
of any distressing emotion at the time he tries working, He may be quite
unaware of the mixture of anxicty in his symptoms or that he has con-
ditioned himself in the manner described.

This mechanism may occur in a wide variety of other symptoms. For
a further example, dietary loathings and fads can arise from a con-
ditioned fear of certain foods starting at a time when these foods were
actually distressing to the patient. During a period of gastrointestinal
dysfunction the patient may find fatty or greasy foods unappetizing and
even nauseous. The experience may later be reported as, “I can’t eat fats.”
It is not to be inferred from this that all dietary avoidances have such
origins, but many do

Sometimes the physician cannot successfully demonstrate the significant
emotion connecting a life stress and a symptom This may occur when
the patient cannot permit himself to admit an emotion such as fear or
anger which he thinks might be discreditable to him And 1t can also
occur when the emotion itsell is so mild or attenuated as to be little
noticed. Weak emotions over a prolonged period of time may have as
gArcnlIy damaging effects as strong ones sustained more briefly. An emo-
tion may be largely neutralized in conscious experience by an opposite
attitude so that the patient can genuinely deny awareness of its presence.
In such instances the physician may nevertheless correlate the symptom
and the stresses by noting their repeated temporal comncidence in re.
missions and exacerbations.

A middle-aged housewife cared devotedly for an mvalid and irascible husband
Over many years. During this time the patient worked to support her husband
and children and to educate the chuldren. At home she also filled the role of
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cook and nurse. She constantly deprived herself in the interests of her family,
Throughaut this period of her husband's illness, she suffered from severe head.
aches of the muscle tension variety, It was mmpossible to discover in her any
signs of anger at her husband or disappointment in the part which she had been
called upon to play 1 hfe. However, her headaches had first ocoured at the
time her husband became 11l It seemed probable that they were a somatic ex.
pression aof the stress she experienced, although this strest was accompanied by
a diluted emotion of which she was umaware.

Stimulating the Resistant Patient's Interest in His Ernotions

As already mentioned, patients show varying resistances to talking
about personal problems and revealing their feelings, emotions, and attr
tudes Marny patients glide readily into fuller discussion of their personal
lives if the physician shows imterest in these and gives the proper cues
They do not notice the transition to talking of personal difficulties, or it
they do notice, they do not object or even are eager to go into such
matters. Howeser, other patients cling tenaciously to some particular
topic, usually their physical symptoms, and will not talk spontaneously ot
willingly of anything else. In such a situation the physician shoulq ask
himself whether he has been encouraging the emphasts on this topic by
his own interest in 1t. If, for example, the physician himself has restricted
his interest in the patient to the physical symptoms, the patient can
hardly be expected to talk about his psychological symptoms of life
stresses,

But even when the physician is interested mn hearing about petsgnal
problems and has demonstrated that interest to the patient, the patient
may resist his efforts to chanpel the conversation appropriately towards
Iife situations or psychological difficulties When the physicran drags the
patient to these subjects, as 1t were, he is unable or unwilling to study
them. Such a patient, for example, may reply with bland demals to
direct inquiries about disturbances of feeling or mood, When asked
about his goals n life, he myists that all are more than salisﬁcEl and
smilingly assures the physician *“Why should I worry? I bave vothg to
worry about.” But the physician, noting signs of emotional \d.smrbance
in the patient, may still believe there is an important cor.lnec(mn between
this disturbance and the patient’s symptoms The physician should recog-
nize, however, that the patient cannot easily expose his pS)IC!w]OE’“‘
difficulties because they make htm too anxious, Then the thSICl‘ﬂ‘{_mfff

served already 1n the patient. For example:
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PATIENT. I'm sorry, Doctor I'm sure you're on the wrong track. I've
got a good job, a fine wife and three grand kids I'm well
fixed financially; own my own home and car What else
could a man ask for? I just don't have anything to worry
about or anything I want that I don’t have.

raysictaN  Well, I could be wrong, of course, But you impress me as
being pretty nervous about something I mean, right now
as I watch you, you seem to be rather nervous.

paTIENT:  Why, what do you mean?

pHYSICIAN.  Well, your face looks serious and glum, although you say
you're not worrted about your physical conditton. And I
notice you move around in bed restlessly, and your eyes
keep looking around Now, really relaxed people don’t do
those things. What do you think?

PATIENT:  Maybe you’re mght at that I know I haven’t been able to
sleep well at mght It's been hard to say what's bothering
me I don’t think I really know. It might be

Many such patients are not so grossly anxious as the one 1n the above
example But many others do show some evidence of emotion as they
talk, and the physician can then point this out to them to arouse their
own awareness of their emotions To give another example, if a pattent
blocks or hesutates the physician can say, “This subject seems to be up-
setting you, I wonder why. Perhaps 1t’s more important to you than you
thought it was.” More open displays of emotion, such as weeping or overt
anger, make 1t even easter for the physicran to help the patient Lok his
Symptoms to his emotions and begin talking about his feelings and atti-
tudes The patient may try to deny the mmportance of the emotton he
showed by saying, “It was nothing * To this the physictan should reply
firmly by some such remark as, “I think 1t was sometlung People don’t
cry (get angry, become frightened) over nothung and I'd be interested in
hearmg more about it "

'Once the physician has shown the patient the possibility of connecting
hl} symptoms and his emotions, he should encourage the patient to study
himself more closely at the time of the occurrence of the symptoms. The
Physician should not say anything like, “I'll bet you're really angry every
ume you have a headache.” This kind of remark seems to chide the
patient, and he may have to deny that he is angry wn order to preserve
his own respect But the patient cannot object to reporting either the
thoughts or the feelings he notices just before or during the occurrence
of the symptoms So the physician can say to hum, for example, “Well,
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the next time you feel like overeating, see if you can notice the thoughts
that go through your mind,” or "Try to watch yourself and see if you
notice if you have any other feelings besides your headache the next time
one comes on,”

When the physician and patient have identified the relevant stresses
and emotions, there remains the further task of finding out why the
patient reacted to the siresses in the way he did. But in this part of the
inquiry, the technique of interviewing does not differ from that needed
for other patients.

Correlations of Thoughts and Psychophysiological React

Many physical symptoms express thoughts held by the patient. Morbid
thoughts find expression more readily through the central nervous sys
tem (as in hysteria), but may also affcct the organs served by the auto-
nomic nervous system The inquiry should explore the various ways in
which ydeas may have entered the mind of the patient and thereafter
found physical expression. Two such ways will be mentioned.

Furst, the panent may have been offered direct suggestions or may have
elaborated into a suggestion a remark made by someone., Examples of
this kind are the remarks made by parents to children which, while in-
quiring about the children's activities, also suggest these to the children.
For example, a parent who repeatedly tells a child, “Don't ke to me,” or
“Don’t let men take advantage of you,” may actually promote the osten-
sibly prohibited behavior in the chiid. Many patients pick up suggestions
about jllness from members of their families and from physicians.

Secondly, patients may acquire ideas about disease not only from what
is s2id to them, but from what they observe in other people. A wyxde
variety of physical symptoms ranging from constipation 1o convulsions
and almost any hehavioral trait may be imitated by a patient who has
seen it once. The conditions necessary for such imitation are by no means
well understood, The patients are usually more suggestible than average.
They are sensitive to what other people say and da, and readily model
themselves on other people. A second factor in such imutation, not 2
necessary condition, but a facilitating one, is a strong atachment between
the patient and the person imitated. The attachment may carry devotion
or resentment and guilt.

The widespread occusrence of symptoms which are suggested o }he
patient, or expressed by him in imitation of others, adds .[unher im-
portance 1o the family history. The physician should inquire whsth‘er
other members of the patient’s family (or friends) have eser had the dis-
order of whick the patient complains. Relevant disorders need not be



YVARIATIONS IN INTERVIEWS 231

exactly similar to that of the patient, and the patient need not always
have actually seen the sick person he imitates. Sometimes the patient’s
imagination may amplhfy or modify an 1llness, the original idea of which
he derived from another person, The family history and the study of the
patient’s current life situation will also need scrutiny for the presence in
the patient's arena of persons who have been offering him morbid sug-
gestions which he has adopted

HYPOCHONDRIACAL PATIENTS

Yp driasis consists of a f ing of irrational anxiety on the
body. The patient either imagines he has an illness which he does not
have, or he misinterprets and exaggerates the severity of an illness he does
have. As mentioned in Chapter 3, the first of these conditions is rather
rare: few patients complain of physical symptoms without any physical
disorder whatever The physician will rarely encounter actual delusions
about the body, and if he does, he will almost certainly recognize a
schizophrenic reaction or paranoid state. But the second condition, a
hypochondriacal attitude towards phystcal (or psychological) disorders is
exceedingly common

Interviewing and examining these patients must include a thorough
study of the physical symptoms This is partly to permt the physician to
dissect the Iayer of hypochondriacal attitudes from the layer of physical
dysfunction and partly to provide the physician with sound knowledge
fo support his later explanations to the patient of his illness.

i The first principle m interviewtng such patients 1s to avoid giving the

pression of thinking the 7 are delusi For the patient,
everything he says about his symptoms 1s true For the physician, only
part of what he says is true But if the physician’s approach implies to
the patient that the physician thinks the symptoms are “imagmary” or
“delusional,” only a useless collision of words will result.

Instead of confronting the pattent with contradictions, or with what
may be construed as contradictions by the patient, the physician should
simply ask the patient for more details in a benevolently skeptical manner.
Especially, detail should be drawn out around the question of how the
Patient’s symptoms account for his disability For it is this, the discrepancy
E)elween the real and the imagined disability, which 15 the point at issue
In many cases of hypochondriasis, especially those in which problems of
employment and compensation are concerned. The following example
may illustrate this mancuver:
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PATIENT (concluding his account of his symptoms): And so I gave u
working because I kept getting this fluttering in my heart.
PHYsICIAN:  What is your work?

pATIENT: I am a bank clerk,

pHysicIaN:  Then I don't understand how the fluttering keeps you from
working.

PATIENT" Well, I just can't work when I don't feel well. Theres nc

telling what might happen to me.

PHYSICIAN:  What do you think might happen?

PATIENT" 1 just don’t know, but I know I can’t work.

PHYSICIAN:  I'm afraid T haven’t understood that yet. I can see you'r
uncomfortable when you work and these symptoms con
on, but as you know, a lot of people don’t feel perfectl;
well when they work, and 1 don’t understand in what wa)
your symptoms keep you from working.

In interviewing hypochondriacal patients, the physician should attemp!
to show fluctuations in the symptoms and correlations between the syrx}p
toms, emotions, and hfe stresses just as he does with patients h.avmg
psychophysiological reactions. It 1s also helpful to explore m detail t'ht
patient’s vital functioning and his functioning in areas outside th prin
cipal occastons of his complamts For example, if a patient claims in
ability to work because of severe backache, a doubt 13 aroused aboul'hlr
claim 1f he also reports no limitation on a vigorous sexual Life. Or if :
patient says he 15 too weak to work as a store salesman, but report
engaging in comparable sttenuous activity such as repairing his owr
automobile, further quines naturally follow

Hypochondriacal attitudes arc often betrayed not so much by th
symptoms themselves as by the language 1n which they are desmb.ed, the
1nterpretations given to them, and the explanations of their T‘lgm For
example, a patient may describe discomfort in his heart as: “My hear
seems to be exploding with every beat. I can’t go on like this much long'er‘
1t all started because I ate those dred figs * The diagnostic informatior
furnished by such wild explanations pravides another reason for ellClllf.lg
the patient’s explanation of his illness which was recommended ir
Chapter 3 y

Interviews with hypochondriacal patients should not become arreste!
at the level of the physical symptoms and their description, The phystcian
should try to understand how the patient came to adopt 2 hypochqn-
driacal attitude and what purpose it scems to serve for h‘xm. Seve_raldlﬂ‘
gredients can enter mnto the formation of hypochondriacal attitudes



VARIATIONS IN INTERVIEWS 233

usually in varying mixtures. Some of these are the following:

1. The patient 15 usually preoccupied with himself and has a lessened
interest 1n other people and events. This may be a long-standing trait or
oceasioned by some other illness or other stress

2. The patient has developed an excessive fear about his physical con-
dition, frequently based on some psychophysiological disorder. For ex-
ample, hyponchondriacal states often begmn with an anxiety attack or
tension state accompanied by such physical symptoms as palpitations and
dyspnea The patient imagines that he has heart disease. He may then
rapidly develop a fixed idea that his symptoms arise from a serious physi-
cal illness

3 The organs which are the site of symptoms have a special meaning
for the patient. Such meamings may arse from umtation of other persons,
€g, a parent who died of heart disease, or because past experiences have
given them a particular significance, e g, the nose as a source of ugliness,
The sexual organs are frequently 1nvolved 1n hypochondriacal attitudes
perhaps because the patient’s preoccupatton with himself inhibits normal
sexual expression and results m an excessive, unrelieved frustration of
sexual impulses In other instances, the explanation may lie in previous
experiences (e g, excessive proscription of sexual curiosity and activity
by parents) which have focused attention on the sexual organs The
patient then becomes abnormally sensitive to slight funcuonal changes in
these organs to which changes he adds imginatively.

4. The patient finds that 1llness provides him with a new status which
15 .socially acceptable. It permits him approved dependency and he re-
ceives special attentions which would not ordinarily come to him. Many
hypochondriacal patients can use their illnesses as media of communica-
tion with other people from whom they might otherwise be cut off by their
self centeredness Thus they frequently haunt the offices of physicians and
the clinics of hospitals, not expecting any relief from their symptoms, but
because the symptoms bring them 1nto contact with other people

5 The 1llness removes the patient from some responsibility or other
burden he would like to avoid. It 1s generally a mistake to believe that
patients take refuge from the strife of the world in tllness But when ill-
ness comes they may find themselves unexpectedly relieved of unpleasant
cares A mother may graciously abdicate her responsibilities to her chil-
dren when she becomes ill, a father may plausibly explain that he cannot
work much because his condition requires him to rest a great deal Once
accustomed to the role of wmvalid, patients may doubt their ability tn any
other role, and this fear, rather than a special pleasure in bemng an
mvalid, may delay recovery. To discover the task from which an illness
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may separate the patient, the physician can ask: “What would you do if
you were well?” To this 2 hypochondriacal girl may reply: *“T'd get
married.” This answer would suggest, although it certainly would not
prave, that the girl was clinging to the illness to avoid her fears of sex
and marriage.

A further complication comes when the patient believes he is com-
pletely disabled for work and eligible for compensation of one kind or
another. Chapter 3 contains a further discussion of this topic under the
heading of Apparent Gains from Illness.

6. The illness and its suffering assuages the patient’s sense of guilt,
After a severe 1liness patients frequently feel purged of guilt as if the
illness had punished them for their crimes, In some patients the puri-
fication never finishes. It seems as if these patients cannot believe in theiv
right to be healthy and whole. They repeatedly search for some evidence
that just punishment has come to them. Often this process ocours coverl.ly
and is only uncovered with effort. It 1s seen in its most extreme form in
patients with psychotic depressions whose guilt induces delusions about
all kinds of destruction and rot m their bodies,

Hypochondriacal symptoms may totally absorb the morbid thoughlli
of a depressed patient so that he appears in good spirits while he has his
physical symptoms and can talk about them, He may sincere.l)' dfﬂ)' any
abnormality of mood. When the interviewer succeeds in diverting tl'm
patient away from his recital of physical symptoms to talk of, say, a’dlS‘
tressing situation at home, he may then be astonished to see the patient
suddenly cry as depressive thoughts come to the surface.

The guilt of many hypochondriacal patients may be expressed not
only in depression, but also in angry, paranoid projections. Thus the
patient may insist that his 1}lness has been inadequately treated or even
maliciously caused by other people, sometimes physicians. Such charges
strengthen the patient’s conviction about having a physical 1illness and
at the same time help to suppress further the guilt which .the symptoms
may partially express. Many paranoid reactions begin wuh' hypochot?-
driacal symptoms; the physician should always ask the patient for E\.\s
opinion as to the causes of lus condition. He should (aref.uIIy ascertaint
the patient’s attitude towards previous physicians and lhexr‘ trealfncnl&
The next section discusses further the interviewing of paranoid patients.

Mixtures of the foregoing motives and other factors occut.much more
commonly than single isolated ones. Furthermore, 1h¢? patient usua}ly
knows little or nothing of the psychological origi{ls u.f his symploms&.'l' 1:
physician cannot expect him to reyeal these ongins in response ‘thocr cl;:rtc
questions, The foregoing discussion of underlying motives
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simply provides some guidance about the topics over which the interviews
with these patients should range,

The physictan should remember these powerful motives underlying
hypochondriacal symptoms in order to preserve his calmness when inter-
viewing such patients. Otherwise he can become exasperated by the smile
or grin on the face of the patient during the recital of apparently hor-
rendous symptoms, He can become irritated also when he repeatedly
blunts the tools of persuasion against the patient’s unyielding insistence
upon the explanation of the symptoms which he favors The irrational
derives its support from strongly entrenched, although often hidden mo-
tives which are inaccessible to reason The physician may use this fact
diagnostically, because when a patient fails to accept his explanations he
should suspect hypochondriacal attitudes in the patient, although other
factors may lead to such a rejection also

Despite the need for a clear understanding of the patient’s symptoms
and of therr mechamisms, the physician must not follow the patient 1n
becoming solely occupied with the symptoms. Part of the patient would
like nothing better than that they should spend all their time talking
about his symptoms; nothing would be more futile. Instead the physician
must try to deflect the conversation towards other aspects of the patient’s
Lvmg It may at first appear that these have shrunken to an insignificant
size and that the patient has no life outside his interest in his body But
thus is less true than appears. References to other people and events will
break through from time to time, and the physician can use them to
widen the area of discussion. If the patient never refers spontaneously to
other people and events, thus providing useful tangents, the physician
can always ask the patient, “What does your wife (husband or whoever)
think of your illness?” This at least gets someone else into the discussion.
The physician can then gradually enlarge this opening and guide the
pauent to talk further of his current hife situation and relations with
other people, The gentle but persistent nterest of the physician may even-
mzn): train the patient to talk of the events of s life and to express his
emotions in doing so. The rewards of the physician may finally include
the patient’s forgetting all about his physical symptoms and talking only
of his personal relationships. But this may require many interviews,

INTERVIEWING SUSPICIOUS, DELUSIONAL,
OR PARANOID PATIENTSS 1518

. When the physician interviews pauents who are suspicious or para-
noid, he should avoid becoming defensive or apologetic. He should not
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try to ingratiate himself with the patient or appease him, The physician
should be kindly, but firm. Statements by the patient about the Pphysician
which are obviously delusional or grossly distorted should be countered
with defimte statements of the facts. If the physician fails to do this, the
patient may incorporate the physician in his paranoid system.

When the patient presents delusions which do not include the physi-
cian, they should be handled less blundly. The proper attitude for the
physician is one of tacit skepticism. It is tacit because the physician should
avoid, if he can, contradicting the patient openly; this can antagonize the
patient, and may disrupt his relationship with the physician, And it is
sheptical because the physician should not endorse the delusions or in
Any way encourage the patient in his belief tn them.

Expertence will bring skill to the physician in his efforts to help the
patient talk about delusions without either offending the patient or ap-
peaning to endorse the delusions. The usual rules of tact apply doubly
here since a careless remark can block the patient and deprive the phy-
sician of necessary nformation and the patient of necessary help. For
example, 2 patient may declare that people are talking about him. The
physician may be tempted to say immediately, “What makes you thm’k
they are talking about you?” But this seems to challenge the patients
assertion, and he may become annoyed Better responses would be “Who
do you think talks about you?” or “What do you think they are saytng
about you?” None of these responses agrees with the patient’s statcment,
None contradict 1t Al simply encourage him to tell more.

Sometimes the patient may press the physician for an open statement
of agreement or disagreement with lum The physscian should then not
avoid statng his disagreement with the patient But he can often present
this to the patient while at the same time acknowledging some element
of truth in what the patient says. And he can always convey to the panent
hus understanding that the patient is thoroughly convinced of the truth of
what he is saying Often the patient is not so concerned with converting
the physician to his exact point of view as with establishing some other
cructal point such as thae he is not altogether wrong, that he 1s not &
bad as others seem to think him, or that he is not completely unreason:
able and hence “crazy.” Such hidden aspects of the patient’s ques.uo.ns
and remarks illustrate again the importance of attending to the anxieties
lying beneath the pauent’s verbal remarks and questions.

The physician must reconcile humself to the irrational qua_llty of gelu-
sions This means that he should not expect to correct them immediately
with ratiopal explanations although, as mentioned above, he s)}uu\'d
sometimes offer these, Still less should he try to knock down the patient’s
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delusions with contradictions, or get drawn into a wrangling argument
about them. Delusions are the patient’s irrational explanauons for his
experiences, 1ncluding often his illness They can only be removed by
changing his experiences and by gradually helping him to accept alter-
matwve explanations for his experiences This is the work of psycho-
therapy and not of intial interviews.

The patient may have delusions about some subjects and not about
others. Or he may be correct about what has happened and delusional
about why it happened or about the motives of other people involved in
the event, The physician should respond appropriately to the rational
aspects of the patient and avord handling him 1n a manner which might
be necessary for a dissociated or deliral patient

The physician should find out as much as he can about the details of
the delusions For example, does the patient beheve himself persecuted
by an indefinite “they,” or has he identified his enemres clearly, thus
focusing s own animosity on one or more petsons? The physician should
also try to explore the ongin of the delusions in the patient’s mind In
what situation did they first occur? Are they simple imaginative elabora-
tions of the motives of other people who have frustrated him? Or are
they explanations with which he has provided himself 1 order to account
for unusual experiences (e g, physical sensations and symptoms) which
he has had? What purpose do they seem to serve i his total psychological
functioning?

In talking to a patient with paranoid attitudes, the physician should
not become so absorbed in the study of the patent's anger as to forget
the underlymg fear which fires the anger. The physician needs to find
out how the patient has come to believe himself threatened. Three psycho-
Pathological processes promote paranoid distortions. First, anxiety brings
loss of perceptive discrimination so that friend and foe are confused.
Semndly, the discomfort of fears associated with a sense of failure can be
teduced by attributing the failure to other people It is less painful to
blame others than to accuse oneself Thirdly, paranoid distortions are
do.s?ly related to passivity. To the patient other people always have the
initiative; he himself is powerless, a mere bystander. This sense of de-
tached innocence is also motivated by the wish to avoid blame So long
a{the patient does nothing, be cannot be accused of anything And if
'h"'g‘ 8o wrong, which they will do, someone else 1s at fault It nearly
always happens, therefore, that interviews with paranoid patients even-
tually, (although this may take a long time), move away from the surface
2ngers and fears of the patient and enter the topics of praise, blame and
responsibility, In talking to such patients we need constantly to remind
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ourselves that they want to be loved like everyone else, but that they can-
not love others because they cannot love themselves We need to learn
what they feel guilty about and why. And we need to learn how they
have come to believe that their supplies of affection and approval are
threatened, or more threatened than they really are,

PATIENTS WHO ARE MARKEDLY SHY,
WITHDRAWN, OR TENSE

Patients of this type are unable to participate spontaneously in an
interview. Often they have difficulty enough in talking about their com-
plaints, and much more in speaking about their personal lives The phy-
sician must take the initative in the interviews and usually keep 1t for 2
long time, He must guide the patient by questions,

Some topics are much more suitable for discussion with these patients
during initial interviews than others. For example, the patient can usu-
ally be questioned about his complaints and the reason for coming to the
physician, Often he ean talk readily enough about his current life situ-
ation, his interests such as hobbies, and about his physical functioning.
At the same time he may resist exploration of his emotions, fantasies, and
thoughts about other people. The physician should not press these pa-
tients on such matters if they do not volunteer any information Also,
they are frequently stirred up too much by reviews of their past lves.
These comments may seem to restrict the conversation greatly. Neverth.e-
less, it seems best to keep such patients talking at first chiefly about their
current life situations and day-to-day living. In this way they graduall.y
come to trust the physician and eventually can offer him more of their
thoughts and feelings.

Shy and withdrawn patients are usually extremely sensitive to control by
other persons. At the same time their withdrawal and detachment from
practical matters frequently stimulates other people, usually their par-
ents, to supervise them and care for them to an unusual extent '.Thc
patients resent this supervision The physician needs to avoid falling into
the same pattern. He should especially avoid an appearance of aligning
himself with the patient’s relatives or of taking secret counsel with them
about the patient. The contacts of the physician with the patient’s rela-
tives will naturally be influenced by special circumstances and some of
the general principles outlined in Chapter 12. ‘What needs emphasis hf:re
is the avoidance by the physician of anything which will interfere with
the already slow development of the patient’s trust in him. X

The physician needs special flexibility in dealing with such patients
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To shyness many of these patients add rebellion and defiance of social
customs, They may come late or break appointments. They may be surly
and overtly uncooperative, With all this the physician must go along,
at least for a time, unul the patient has formed an attachment for the
physician which will permit the scrutiny of some of these patterns of
behavior, This belongs to psychotherapy, but the matter ts mentioned
here because the physician will never reach the point of doing psycho-
therapy with these patients unless he adapts himself flexibly at first to
their idiosyncrasies. Chapter 11 contains some further discusston of
interviewing involuntary patients.

PATIENTS WITH SEVERE PHYSICAL ILLNESSES

It may be thought that persons with severe physical illness should
not be interviewed at all beyond the requirements of obtaining a clear
Iustory of the present illness so that necessary and sometimes urgent treat-
ment can be applied. In general, this 1s true, certainly pauents whe are
seriously ill should not be exhausted by the discussion of the no longer
relevant past or of fantasies or emotions which can have no possible
bearing on their conditions Nevertheless, these patients also, for several
teasons, need often to have the opportumty to talk freely with a physician

Farst, the physician needs espectally to understand how the patient feels
about his illness Any severe illness can puzzle and confuse a patient and
make hum anxious or dit ged. Frequently the p of the mam
illness mask the signs of such anxiety or despair Several of the symptoms
of anxiety and of congestive heart failure (¢g, dyspnea, tachycarda,
fattgue) are similar. If he relies on visceral signs alone, the physician may
hav? as much difficulty in telling when a patient m heart failure has
anxiety as in saying when a Negro has a tan. Accordingly, the physician
must watch for other signs of anxiety such as occur 1n the patient’s words
or gestures. In any case, he can assume the patient has some anxiety
which needs expression and approprate reassurance 7

Secondly, the seriously ill patient frequently has burdens upon hs
mind which he may wish to confide in someone else, He may want to talk
about the past and of acts of which he feels guilty Or he may want to
discuss the future which for him may be death There may be no one
else to whom he can talk about these things except the physician, Or
he may choose the physician deliberately because the physician shows a
kndly interest in the pattent as a person, and thereby makes himself 2
worthy confidant,

Thirdly, patients of this group frequently have left behind them when
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they enter the hospital various items of unfinished business These may
be financial or they may be more personal. But in any case the thought of
such matters may weigh heavily upon the patient. Again he may have no
one better than the physician to help him by talking about these prob-
lems and counseling appropriate action.

In talking to the patient about the three topics mentioned above, the
physician should not think he 13 offering incidental services only to the
patient. The emotions assocrated with each of these problems may add a
large component to the patient's disability. And the relief provided by
talking about them may be enough to turn the patient’s course towards
health and ultimate recovery.
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DIFFICULTIES AND FAILURES
IN INTERVIEWING

Although most medical interviews run smoothly enough, difficulties
and falures can occur and may be fewer through considering thesr onigins
and appropriate management.

THE MARKEDLY ANXIOUS PATIENT

A fear of disturbing or even harming patients has inhibited many
physicians from the investigation of personal matters in their patients.
Such Phystaans have heard that patients have become more 111, more dis-
turbed, or even agitated and violent after talking of personal difficulties
Consequently, they hesitate to open up areas of sensitwvity for fear of
saying the wrong thing, or making the patient worse The following re-
marhs should dispel such fears

‘The discussion of personal problems rarely harms patients Patients
may imdeed become somewhat disturbed as they talk over events of their
lives which have been fraught with emotion But this process helps rather
than njures them, even though 1t may distress them at the tume. More-
ver, the disturbance passes off quickly m most cases Some pattents do
become disturbed for longer periods, but prolonged disturbances will not
occur if the physician observes a few simple precautions.

‘Whenever trouble does ensue, it usually stems from the wrong atutude
on the pare of the physician rather than from the wrong words. As men-
tioned earlser, 1f the physician’s feeling for the patient’s suffering 1s right,
lf}: right words will eome out. The physictan who shows a kindly, con-
siderate attitude towards the patient will rarely rmtate, even when he
asks for the most intimate information. He will automatically phrase his
questions tactfully so as to preserve or increase the patient’s self-esteern.
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they enter the hospital various items of unfinished business. These may
be financial or they may be more personal. But in any case the thought of
such matters may weigh heavily upon the patient, Again he may hae no
one better than the physician to help him by talking about these prob-
lerns and counseling appropriate action

In talking to the patient about the three topics mentioned above, the
physician should not think he is offering incidental services only to the
patient. The emotions associated with cach of these problems may add a
large component to the patient’s disability. And the relief provided by
talking about them may be enough to turn the patient's course towards
health and ultmate recovery.
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DIFFICULTIES AND FAILURES
IN INTERVIEWING

Although most medical interviews run smoothly enough, difficulties
and failures can occur and may be fewer through considering their origins
and appropriate management.

THE MARKEDLY ANXIOUS PATIENT

A fear of disturbing or even harmung patients has inhibtted many
Physicians from the investigation of personal matters in their patients
Such physicians have heard that patients have become more il}, more dis-
turbed, or even agitated and violent after talking of personal difficultres
Consequently, they hesitate to open up areas of sensitwvity for fear of
saying the wrong thing, or making the patient worse. The following re-
marks should dispel such fears,

The discussion of personal problems rarely harms patients Patients
may indeed become somewhat disturbed as they talk over events of thewr
lives which have been fraught with emotion, But this process helps rather
than inyures them, even though it may distress them at the time, More-
:‘EB the fhsturbance passes off quickly in most cases Some patients do
nefom.e disturbed for longer perieds, but prolonged disturbances will not
Cur if the physician observes a few simple precautions
on\:::never trouble does' ensue, it usually stems from the wrong attitude
tioned f“ll of '!ht: physu:l.a{l ra’llher than from the wrong words As men-
e o h:r “:er, il the physician's feeling for the patient's suﬁern:xg 1s night,
ﬁdera%g anords will come out. T‘he phg.rsxcian who s.hows a kindly, con-
asks o the“ude towards the patient will rarely srritate, even when he
quest most mtimate information He will automatically phrase his

1ons tactfully so as to preserve or increase the patient’s self-esteem.
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Although nothing else outweighs the importance of the physician’s at-
titude, some further points need remembering. A patient should never
be forced to talk if he does not wish to do so. The physician’s attitude in
this matter may be helpfully modified if he abandons entirely the surgical
concept of “probing™ with respect to history-taking, and substitutes the
idea of a collaborative exploration between patient and physician of
everything which might bear on the patient’s illness

If the physician believes the patient unready to discuss a certain topic,
he can present it to the patient tentatively. He can say, for example,
“You may think this a personal question, but I was wondering if you
could tell me something about so and s0.”” An inquiry phrased in this way
encourages the patient to pick up the subject, but also tells him he can
decline to talk about it, if he prefers, without offending the physician.

If a patient blocks or says he finds talking too painful, the physidan
may encourage him gently, He may say, for example, “Of course, I know
it is hard for you to talk, but that's because you're upset now, and when
a person is upset he really needs to talk more than ever. For one thing
it will help me to help you if I know what's troubling you. And also,
when people can talk about what’s upsetting them, they feel a lot hc.ttu
afterwards. The fact that it upsets you to talk about these matters 1s 2
sign that you need to talk about them so as to become less upset by them
and think more clearly about them.” 5

If a patient is overtly uncooperative, or resentful rather than anxious,
the physician may firmly but kindly pass the responsibility back o him
by some such remark as, “We have to work together on this, you know.
1t's a sort of collaboration between us, and I can’t help you unless you c2n
talk to me a brt more about your difficulties (symptoms) " If after such
statements the patient still refuses to talk, or seems unable to do so, the
physician should withdraw gracefully, saying perhaps, “Well, I can sc¢
it's hard for you to talk, so let’s leave it there. Perhaps some other time
you'll feel more like it, and then we can try again.”

As indicated in the last chapter, patients who are exceedingly tense
and anxious should not be engaged in much discussion about the pas't
during the first or early interviews. With them it is better to confine ones
interest at the initial interviews to the symptoms and the current ‘hfe
situation. If areas of past conflict are opened up, the patient's aﬂx'lﬂf)’
may increase beyond his endurance. On the other hand, if an anxiou$
patient wishes to talk about a problem, he should be allowed to do so0.
Rarely does any harm come from a patient’s talking when he wants to
talk, The physician should watch the patient and try to detect whether
he is becoming more relaxed or more anxious as the interview proceeds
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If a patient starts out exceedingly tense, but as he talks gradually loosens
up and even smiles or jokes a bit, he is being helped and the interview
should continue. On the other hand, if the talking is accompanied by
increasing restlessness, if the patient's mouth gets steadily drier and he
blocks more or appears abstracted, it is wiser to direct the conversation to
some neutral topic, such as the routine details of his daily living. The
patient has reached his dosage limit for the day and can be seen another
day for further history-taking when he is more relaxed, If such a patient
is allowed to continue, he may become frightened by the anxiety or other
emotions which are evoked, This may lead him to deny all the psy-
chological aspects of his problems and to suppress and repress bis feelings,
rather than face such discomforts again And this in turn will deprive
him of further assistance with his psychological difficulties.

The foregoing precautions apply also to the management of another
group of patients, those with psychotic reactions, Patients who are known
to be psychotic, or suspected of being close to an overt psychosis, should
not undergo extensive reviews of their past lives in the early interviews. At
these times the physician should focus on the current situation of the
patient, or on his principal complants. The past history may later come
out gradually as the patient wishes and can tolerate this This recom-
mendation derives from the fact that occastonally an overt psychosis has
occurred in a patient already close to psychosis, after extensive personal
history-taking The emotions thus aroused exceeded the threshold of
endurable tenston. If the physician suspects his patient of having a latent
psychosis, he should follow the suggestion made above of watching the
tension of the patient during the interview. If the patent becomes more
tense rather than less, the physician should divert the interview to other
topics or terminate it,

When the patient is already fully psychotic but dissociated, interviewing
can hardly make his condition worse. But in these cases the physician may
have great difficulty in obtaming any history at all, Nevertheless, he can
learn much from interviews with psychotic patients, This subject has re-
cened further discussion in a later section of this chapter.

THE EXCESSIVELY DEPENDENT PATIENT

The physician must judge in each case whether and when he should
discuss with a patient an excessive dependency upon the physician, In
acute and severe 1llnesses patients naturally become markedly dependent
on the physician In these situations the patient’s dependency on the
physician often usefully increases his hopes and his cooperation. Depend-
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ency enly becomes excessive when it interferes with treatment. Such inter-
ference more often occurs during convalescence or in minor ilnesses. The
physician may then need to check the patient’s excessive dependency. He
should usually discuss the sttuation with the patient. A suitable opening
to such a discussion would be: “It seems to me you are expecting rather
,more than I can give you. This may be keeping you from doing all you
can for yourself. Let’s talk about it a little.”

THE INVOLUNTARY PATIENT

Sometimes physicians must interview patients who come involun-
tarily. Some of these patients are reluctant to participate in any part of
the examinations, Others may agree to a physical examination, but are
unwilling to participate in a review of their personal histories. Many such
Ppersons are children, However, some adults also meet the physician’s en-
deavors in this area with important resistance. Some patients come to
the physician only to please their families, or because their families bnn_g
them with various amounts of pressure. Such a patient may bring his
body, but not a spirit of cooperation Reluctance occurs frequently when
relatives try to get an unprepared pauent to see a psychiatrist, but any
physician trying to explore psychological problems may encounter re-
luctance and lack of cooperation from patients. Yet these patients need
help as much as those who come voluntarily or eagerly. L

In this situation the physician should first seck to convert the P:?tltl}ls
reluctance into interest and cooperation. He should not attempt this with
zealous urging or preachments. Rather he should make a few remarks
designed to counteract the usual causes of poor cooperation.

The commonest cause of poor cooperation is ignorance of the neefl for
study of the personal history and emotions of the patient The physician
should therefore explain briefly to the patient that certain aspects of his
ilness are inexplicable otherwise than by reference to his ll}oug{lu and
feelings, and therefore some study of these is necessary. At zhfs point, the
patient may erroneously think that the physician believes hls.sy_mpwﬂfi
are imaginary, He may interrupt the physician to protest that his xIln'es! 35
a real one This response at least tells the physician where th? pa'ncnfs
anxiety on this subject lies He can then try to correct the p::hc?t's m“;
understanding, perhaps giving simple exp ions of psychophys ca
relationships to show that the symptoms can have a psyc.hologlc:ll com;
ponent of origin and still be genuinely physical ir} experience Somed?
these patients need es that an expl of emougml is-
turbances does not mean they are psychotic, “insane,” or “crazy. Others
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of this group do have psychoses and can be given other reassurances but
not this particular one

The patient’s resistance may also arise in ignorance of how talking
will help him He may defensively deny that he needs any help at all
To such a patient the physician can say, “You seem to have troubles even
though you may not know exactly what they are You would not be here
if everything were going well. People often get 2 lot of help from talking
about therr difficulties Often they see better exactly what is bothering
them after they have talked to someone else I'm here to help you do that.”

Sometimes the patient is markedly confused about his 1llness and espe-
cially perplexed and anxious over what may be done to him. Such
anxiety can sometimes be reduced by the physician’s stating frankly that
the patient has a mental 1llness which requires study and treatment.
The kind of study and possible treatment recommended may then be
described and discussed. Such a discussion may helpfully reassure the
patient, especially if his relatives have previously told him that nothing
important was wrong and that he “just needed a chech-up and a tonic.”
To have some competent person recognize the gravity of his illness and
take steps to treat it may relieve the patient greatly and at the same
time open gates for his emotional expression.

In confronting a psychotic patient with the fact of his mental illness,
the physician should use tact with his firmness. The patient may be
jolted and hurt by being told abruptly, “You are crazy and must go to a
hospital’” This could immediately arouse in the mind of the patient
all kinds of fears of confinement in the more horrtble mental hospitals.
The physician can do better by saying: “You have a severe mental ill-
ness for the treatment of which you must go to Blank Hospital We will
be able to get you better much more quuckly there than at your home.”

If a psychotic patient says: “Am I insane?” then the physicran can say
something like: “Yes, in some respects you are At least you have some
insane thoughts. But that doest’t mean you are all insane, or that you
can't get well, Lots of people get temporarily insane when they get
drunk. They get over 1t and so can you. But you need to talk about the
things which bother you "

A patient’s belief that the physician will ally himself with the patient’s
family may increase the patient’s reluctance to talk Since in many such
cases the family has taken the initative in consulung the physician, he is
believed ¢ prion to have sided with them Chapter 12 offers some sugges-
tions for talking to relatives without damaging the patient’s confidence
in the physician, which will not be repeated here However, with an
Involuntary patient, the physician must, more than ordinarily, avoid



246 THE TECHNIQUE OF HISTORY-TAKING

acting or appearing to act in the interests of someone else to the exclusion
of the interests of the patient. Sometimes other people must be protected
from the patient, just as he must sometimes be protected from them
But always the physician should remember and demonstrate his prime
responsibility to care for the patient.

At some time during the imterview with the patient, the physician
should point out to the patient that although he came involuntarily, the
physician considers the patient the chief recipient of his interest and his
endeavors Patient and physician should discuss together any interviews
which the physician believes he should have with the patient’s rela-
tives The reasons for these should be explained to the patient. They
should be held to the minimum necessary for obtaining essential historical
data and for providing the responsible relatives with explanations
of the patient’s disorder and recc dations for After these
discussions with the relatives, the physitian should avoid futther inter-
views with the family whenever possible. Sometimes the members of the
family may wish for many further unnecessary wmterviews, But it is unwise
for the physician to undertake such interviews, He can spend his time
much more profitably in working with the patient to arouse his interest
in necessary treatments, Repeated interviews with members of the family
in such cases may merely confirm the patient in his original mistrust of
the physician.

The patient who believes that the physician will side with the family
also often fears that the physician will pass on to the family whatever
the patient may say. The physician should therefore assure the patient
that whatever he says will be held in strict confidence. This should be
a true statement and not merely verbal appeasement of the moment.

Many involuntary patients gradually become less resistant ta discuss-
ing psychological symptoms and personal relationships after the above
matters have been clarified, Others do not. The physician should make
every effort to help the patient discuss the reasons for his reluctance
If he can get the reluctance into the open, he may be able through
discussion to overcome many of the patient’s doubts. Often the mere
willingness of the physician to discuss the matter in a friendly way can
establish his good faith with the patient.

THE INACCESSIBLE PATIENT

Some patients are not only rel but compl
tive, at least in words. Some of these patients are nega
others have schizophrenic reactions; and still others are severely de-

1 ica-

Y
tivistic children;
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pressed persons. Usually they receive communications much better than
they send them. The physician should talk to them as if they understood
what is said to them. After recovery they are often found to have under-
stood perfectly what was said to them when they were mute. Often they
will carry out simple requests or orders, but give no verbal responses
In approaching such a patient, the physician can simply say, for example,
*I am Dr, A. B. Your wile has asked me to see you You seem to be sick.
It seems hard for you to talk now, but I want you to know that I am
trying to help you. It certainly would help me if you could tell me a
bit about yourself.” If the patient shows some response to this, but also

inued k the physician can some of the reasons for
ce to coop ioned 1n the preceding section. He can then
ask the patient 1f any of these reasons apply to him. Sometimes such
patients will talk after such suggestions,

The physician should carefully note signs of response in the patient
as he talks Thus the patient may look more penetratingly, frown slightly,
or relax his factal muscles at some comment of the physicran Using such
cucs, the physician in his own remarks may then develop further topics
which seem to evoke such responses and gradually increase the patient’s
communjcation with him, passing eventually from the nonverbal to the
verbal Jevels All this requires great patience and kindness, The physi-
cian must expect to spend much tme with such patients, often in
complete silence or with the patient remaiming silent. The patient's
muusm indicates his severe distrust of other people and despawr about
the value of communicating with them. To overcome these the physician
must offer a devotion even stronger than the patient’s silent and fearful
antagonism,

Although every patient deserves information about his next meeting
with the physician, this becomes particularly important with mute pa-
tients. They may appear outwardly indifferent, but when they begmn to
form an attachment they will extubst greater dependency and a greater
nee.d for the physician, and for his being reliable, than less frightened
patients,

Some patients who are inaccessible for history-taking are confused
from some physical (g, stractural ox toxi) interfe: with cexebral
function The physician should introduce and 1dentify himself first and
fm'd out if the patient is oriented. If he is not, then the physician should
orient the patient. He can say, for example, “I am Dr. A, B. You are in
?(- Y. hospital This is your bed here. This is Miss Q., who will be Jook-
ing alter you, etc.” Such orientation is often reassuring to these patients
and may, by reducing thewr anxiety, also reduce their confusion and

1
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enable them to communicate more effectively.

Physicians and other persons should never discuss a mute, delirious,
or confused patient 1n his presence. Such patients often give a false ap-
pearance of inattention. When they seem to be quite out of touch
with their surroundings, and actually are in one sense, they can neverthe-
less record mentally everything that is said to them, It is not for this
reason alone, however, that physicians should always treat them with
courtesy and respect, which are the natural due of every person,

HELPING THE PATIENT TO TALK
ABOUT THE PHYSICIAN

Many difficulties in interviewing arise because physician and patient
do not understand each other. Patients frequently misperceive the physi-
can and arrationally assign him powers and responsibilities which he
does not have. The physician should know about such distortions, and the
best means of keeping himself informed lies in helpmng the patient to
say what he thinks of the physician, Many patients will make comments
about the physician spontaneously; others need encouragement or to be
asked direct questions on the subject.

Patients sometimes ask questions about the physicran’s professional
qualsfications. The physician should answer these simply and briefly. Such
questions are by no means always irrational The patent has a right
to know about the phystcian's competence to treat him, and although
he may ask questions which are obscure and inept, hus mnquiry may be
reasonable in 1tself.

Sometimes these inquiries are the patient’s means of discovering
the general type of physician he 1s talking to, that 15, whether the ph):sr
cian is an internist, general practitioner, psychiatrist, or other specalist.
As already mentioned, one pauent may confide personal matters to a
psychiatrist, but hide them from an internist on the grounds that the Tauter
would not be 1nterested or would not understand. Another patient may
be exceedingly guarded wih a psychatrist, fearing that this physician can
pronounce him “crazy.” Such a patient may speak more freely to an
internist about his personal difficulties.

When the patient asks many question about the physician’s quallﬁc.a-
tions, the physician should become curious about the reasons for this.
As with all the patient’s questions, the physician should study theur mtent
as well as their content Sometimes he should ask the patient about the
quesuoning. taking care not to rebuff the palient. }:Ie can say, Iqr ex-
ample, “I notice you ash a good deal about my training and experience.
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I'm sure it’s important to you, but I wonder in what way?” The answers
to this question vary widely. They may reveal the patient’s desperate
concern about whether anyone can help him, as a part of which concern
he thinks that only the best physician could possibly do him any good.
Or the patient may be preparing to make critical comparisons of the
present physician with his former ones

Sometimes questions about professional qualifications serve as an open-
ing for questions of a more personal nature about the physician, Some
physicians have no objection to answering a few questions about their
personal lives Often this helps the patient to think that the physician
is more approachable and hence they can confide more readily in him.
On the other hand, the physiciant may reasonably prefer not to talk about
his personal hife, and this is his privilege In that case he should try to
deflect the questions without irritating the patient When a patient per-
sists in asking many questions of a personal nature, the physician should
inquire about this He can say, for example, “I don’t think 1t will help
you to know about my personal life. Otherwise I would certainly tell you
But tell me why 1t interests you.”

The answers to this question may in turn reveal more about the
patient’s attitude towards the phystaan Especially likely to emerge
are some of the patient’s less rational expectations of the physician, such
as that he should be a model cttizen, a perfect husband, and a doting
father, Given these attainments, the physictan must then alse be the
magical healer whom such a patient seeks

In addition to direct questions about the physician, the patient may
make about the physician Such are among the most
valuable data the physician can obtain, and the physician should en-
courage them as naturally as possible If the interviews are progressing
satisfactonily, it is rarely necessary and often unwise for the physician to
invite comments about himself. He does not need to undress himself
psychologically, so to speal, in order to receive the blows of the patient.
These will fall often enough without asking for them Moreover,
direct requests for comments may deter the pauent from making any
by suggestmng to him that the physician 1s looking for praise or reassur-
ance. What 1s needed in this connection is simply that the physician
keep open the channels of communication with the patient, so that if
the patient wishes to comment about the physician, he may do so eastly,
When the patient becomes seriously blocked, the physician may help-
fully invite the patient to tell what thoughts about him inhibit the
patient’s expression.

In helping the patient to tell his thoughts about the physician, the
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latter should particularly avoid any devaluing belittlement of what
the patient says. For example, suppose the patient says, “Docior, you
remnd me so much of my father” The physician may be tempted to
reply to this with something like, “Is that so? Yes, a lot of my patiens
say that te me.” Such a reply will surely end the distussion, A more
helpful reply would be, “Really? In what way do I remind you of him
This wall assist the panent to bring out the detalls of his fantasy. The
physician will learn whether the parient notices 2 resemblance in apptar
ance, 1 behavior, or in some other aspect. He may then be able to judge
the amount of perceptive distortion which entered into the patient’s
awareness of a resemblance between himself and the patient’s father.
The physician should also avoid becoming defensive about anything
the patient may say about him. For example, the patient may tell the
physician+ I don’t Iike your he.” To such a the physi-
cran may reply testily, “Well, it suits me and 1 intend to wear it the way
1t 15, or he may become apologetsc and say, “Why, its just a small
moustache.” Much better responses than either of these replies would
be, “What don’t you like about my moustache?” or “Why does it bother
ou”
i I the physician succeeds in permitting patients to talk nbout.him
freely, he may need to fortify himself against the candor of many patients.
He can do this best by first remembering that the patient’s remarks
may contain elements of truth, although these elements will vary in
smportance and in associated distortions. But every physician can Jearn
from his patients, and the physician's first task is to identify, and if pos-
sible correct, whatever may be reasonable in the patient’s complaints.
The searing heat of a psychanc patient’s abuse often hurts Iefs than th.c
stings of almost anvisible barbs thrown by less disturbed patients. This
happens because one can readily shrug off a torrent of invective on t.hc
grounds that it cannot all be true. Yet the physician sh.ould strive
conscientiously te profit from the remarks made about him by”an‘i
patient, At such times he might remember the comment of Goethe: ‘We
should Iove our enemies, becanse they 12}l us our faulis.” And 1o patient
wil} ever become our enemy if we tan practice this maxim. .
Secondly, the physician should remember the extent to which the
patient’s perceptions of the physican are influenced by !3:: illness, Y_:ry his
previous experiences with other people, and by his prevxous‘ expmt;ltes
with other physicians The reader will find a fuller dxscussmn.of these
factors in Chapter 1. Here it is important to repeat that the patient may
displace onte the physician some anger originally provoked by someone
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else, perhaps 2 person of the distant past of whom the physician reminds
the patient.

Thirdly, the physician should attend to the anxiety which underlies
angry or derogatory remarks the patient may make about him. Angry
people are nearly always frightened people, Anger means that the patient
believes that he is threatened. It is the physician’s business to discover and
often to help the patient see the real or imagined dangers which provoke
the patient’s anger, or other negative responses to the physician The
physician should apply the same effort to expose underlying motivations
when patients heap on him unrealistic praise and adulation, Such pa-
tients may fear the physician as much as those patients who become
openly angry at him. But they try to forestall his imagined wrath or
denision by propitiating him in advance

FAILURES IN INTERVIEWING

The Imp of Di: ing Impasses and Failures with the Patient

Whenever an interview halts or fails altogether, or whenever the
patient indicates reluctance to contmue, or an intention to return no
more, the physician should investigate the difficulty with the patient
When things go wrong, nothing can be done untl the difficulties are
understood And to bring this understanding, nothing can substitute for
a thorough discussion of these difficulties Some useful ways of starting
such a discussion are the following:

“It seers hard for you to talk to me about yourself Can you tell me
why?"”

"Something seems to be holding you back Could it have anything to
do with your thoughts about me?”

“I've been wondering if the difficulty you're having in talking comes
from your wondering how I'll react to what you tell me?”

“We don't seem to have made much progress Can you tell me what
we're doing wrong?”

“We're not getting along very well What do you think is the reason?”

Patients may at first be taken aback by the irankness of these re-
marks Then almost immediately they may respond with renewed interest,
Tecognizing that the physician is sincere and that he genumnely wishes
to help. When obstacles are brought into the open and discussed, they
frequently melt away. After the paticnt has stated his objections or his

anxieties, he can usually go on once again, often with more spontaneity
than before.
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The physician should avoid, in so far as this is possible, becoming
involied in arguments or disputes with the patieni. Some suggestions
have already been offered for studying the patient’s anger towards the
physician. If the physician should happen to become angry with the
patient, this too ticeds study. But management requires more than study.
The sources of the patient’s (or physician’s) anger should nearly always
be discussed between them. Worse things can happes than an angry
exchange between physician and patient; and one of these would be 2
faslure to discuss what the anger is about, In such a discussion the physi-
cian should certmnly avoid a “calmer-than.thou” attitnde which might
intensify any guilt the patient may have abous his behavior.

The question may arise whether physician and patient should continue
to wark together after getting angry with each other. Sometimes it may
be twise for them to separate, especially if residual irritations which
mterfere with cooperation persist. However, it usually turns out that
separations come only when the two cannot talk abont their difficulties
When tiey tan do so, the episode may actually enhance their attachment
to each other and their ability 10 work together.

The Patient’s Contributions to Failures

The contributions of patients to faslures in interviewing may arise in
sevesal sources, The imoluntary and inaccessible patients superficially
seem to want the interview to fail, although beneath this attitude usually
lies o strong wish for help. Other patients bring a desire to cooperate,
but are unable to do so. Many have serious anxseties about the purpose
of the interview, or about particular questions asked or topics discussed.
The anxiety aroused by the interview itself, or by parts of it. may
overwhelm an otherwise strong desive to talk,

“The Patient’s Fear of the Physician is 2 Common Cause of Faifure in Jnter:

viewing

When interviews do arouse much an<iety, the patjent usually fears
the physician The patient does not fear the ropic discussed so .much as
he dreads the physician’s reaction to what he will say. He thinks the
physician will condemn him, or belittle him, or Jaugh at him, As ment-
tioned earhier, these fears rarely arise in the awtitude of the physician
himself. Usually they started much earlier in experiences which the patent
had with earlier sgnificant persons in his Ife. At crucial times these
persons did show, or scemed to show, the rejecting or destructiye responses
which the patient now fears. The patient has carried into later life 2
fear that others will sreat him similarly. He Jooks at the present through
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the eyes of the past. And, as also mentioned earlier, the physician may
unwittingly promote such distorted reactions in patients. Thus anything
in the physician’s personal appearance or behavior which suggests the
persons of unhappy experiences in the patient’s earlier life can remforce
the patient's negative reaction to the physician. Even the physician’s
social role of a somewhat authoritative person may stimulate responses
provoked earlier by tyrannical, authoritarian parents. The physician
should notice these irrational attitudes of patients towards him. When an
interview becomes sluggish or fails, the physician should ask himself
whether the patient has confused him with some other person And if he
will think to himself, “What are my patient’s thoughts about me?” he
may then be able to modify his own attitude somewhat so as to reduce
the patient’s fear and encourage his expression.

The Patient’s Fear of His Own Emotions

Sometimes interviews fal because the patient becomes alarmed at
the emotions evoked by discussing personal problems For example, in
discussing some important relatve, the patient may experience a welling
up of resentment of which he had been previously unaware Its sudden
appearance when the patient imagmed himself to have sheltered only
the most loving thoughts about that person can frighten the patrent.
Patients are sometimes afraid of experiencing other strong emotions also
Patients who fear the strength of their emotions often equate emotional
expression with loss of control And loss of control for them may imply
“nsamity.” They may prefer to avoid all discussion of emotronally
charged topics rather than face revelations of strong, unpleasant, and

ingly unc lable feelings in tt Tves

The Patient’s Fear of Examining Himself

Somewhat similarly, some pattents may dislike all investigation of
their personal hustories because of implications that they will be revealed
as weak, inadequate, lacking 1n self-control, or having other undesirable
traits. Such patients are not afraid of their emotions as such They simply
havf: little self-estcem and what they do have is supported by defenses
against examination of themselves. Although such an examination should

also bring out their assets, they expect that it would expose only their
weaknesses

The Patient’s Fear That the Information He Gives May Reach Others
_As mentioned earlier, the physicran should not allow anything the
Ppatient confides in him to reach other unauthorized people. Yet, even if
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the physician is as conscientious in this respect as he should be, the
patient may still have doubis about the physician's ability to keep in-
formation confidential. Such doubts may inhibit the patient {rom speak-
ing freely. This situation arises sometimes in small towns where many
physicians know most of their Ppatients through business or social oeea-
sions. Such relationships can help the physician by adding to his know}-
edge of the patient, In such a2 setting the physican an 2cquire almost
without eflort many of the detailed data needed for the practice of
comprehensive  medicine, The Physician must use this information
discreetly, however, and must serupulously keep to himself whatever his
patients impart to him mn private. When a physician cannot fulfill this
requirement, his patients will naturally prefer to take their illnesses and
confidences to another physician in another town.

The Physicianw's Contributions to Failures in Interviewing

As mentioned earlier, the contributions of physicians to failures in
interviewing arise more often from defects an attitude than from tech
nical blunders. Patients forgune most mistakes made by physicians, except
lack of mterest and lach of kindness. They do not even object if the
physician does not understand them; they value more highly his effort
to understand them. Any physician who makes this effort wholeheartedly
will not contribute much ta the failure of an interview. Nervertheless,
it may be helpful to remind the reader of four common errors of
physicians, All are committed unintentionally, bug all can be m:_crpre:ed
adversely by the patient and interfera with the interviews or ruin them.

Eailure to Communicate Interest and Warmth Adequately to the Patient

Physicans frequently have much more interest in Lhcjr pazie;m
than the latter know about. Fatlure to communicate interest is a speqzl.
if paradoxical, hazard of interviews focused on psychological difficulties.
In the interests of staying out of the patient’s way so that the patient
can say what he wants to say, the physician may say so Utt{e as to give
the impression to the patient that he is mute. Young psychiatrists espe-
cially may wisapply to initial interviews what they have Ieafncd'a: un;
technique of psychotherapy. Whatever the merits [o.r cestain kmds.o
psychotherapy of saying little or nothing to the patient, this behavior
makes no sense to patients who have become used to the si.xarp ques-
tions and freely flowing comments of other physicians, 'Certamly w{xer;
the patient has been maneuvered onto the ground of his psychological
difficulties, the physician should say only enaugh to encourage and ChLo-
vertly guide hum. But the average general medicat patient only reaches
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that position after some time and effort on the part of both physician
and patient Such a patient, in the initial mterview with the physician,
needs more than the grunts and grimaces of the physician to sustain
his conviction that the physician is someone worth talking to. The
physician must move out towards the patient, actively seeking to enter
and understand the world of the patient How and when he should show
his interest are matters to be learned by experience and jnfluenced by
the needs of the patient before him, But he will be less likely to hinder
the interviews by showmg his interest too much than by huding it too
much.

Failure to Inform the Patient About What the Physician is Doing

The physician needs to remember that the patient 1s usually con-
fused and anxious about his condition He is also intensely interested
in it and in what the physicran is doing for him But if the physician
fails to explain what he is doing and to carry the patient along with him,
then the patient’s confusion and anxiety may mount to the pomt where
he will prefer and seek another physician This does not mean that the
Physician should tell the patient what he has 10 mind for every question
he asks. Patients will go along if they understand the general direction
in which the physicran is moving But they must not be asked to submit
to procedures or treatments for which they have had no reasonable ex-
Planations. The physiian must watch for signs of confusion, hesitancy
or doubt in the words, face, or manner of the patient. These should then
be inquired about and the necessary explanations offered.

Failure to Uncover the Patient’s Hidden Anxieties

Patents frequently break off interviews because they have not been
able to tell the physician something they wanted to tell him. It may
seem harsh to attribute this failure to the physician and certainly he is
Dot entirely responsible. Nevertheless, the physician should remember
that what the Patient talks about most easily 15 not necessarily his greatest
burden, The physician must often help the patient to go through one
layer of anxiety after another until he can confide everything which
troubles him, If the physician fails to facilitate the patient’s revelations,
the patient may become impatient or decide (quite erroneously) that the
Phystcian lacks interest in him

Too Rapid Exposure of the Patient’s Psychological Difficulties and

Emotiony

. The physician should remember that he can interfere with his inter-

Vviews through an error the exact apposite of the one just discussed.
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the physician is as conscicntious it this sespect as he should be, the
patient may still have doubts about the physician’s ability 1o keep in-
formation confidential. Such doubts may inhibit the patient from speal-
ing freely. This situation arises sometimes jn small towns where many
physicians know most of ther patients through business or social ocea:
sions. Such relationships can help the physician by adding to his knowl
edge of the patient, In such a setting the physician can acquire almost
without effort many of the detailed data needed for the practice of
comprehensive medicine. The physician must use this information
discreetly, 1 , and must scrupulously keep to himself whatever his
patients impart to him in private. When a physician cannot fulfill this
requirement, his patients will naturally prefer to take their illaesses and
confid to another phy in another town,

The Physician’s Contributions to Failures in Interviewing

As mentioned earlier, the contributions of physicians to failuses in
interviewing arise more often from defects 1n attitude than from tech-
nical blunders. Patients forgive most mistakes made by physicians, execpt
lack of mnterest and lack of kindsess. They do not even object if the
physician does not understand them; they value more highly his effort
to understand them. Any physician who makes this effort wholeheartedly
will not contribute much to the failure of an interview Nevertheless,
1t may be helpful to remind the reader of four common errors of
physicians Al are committed unintentronally, but all can be niexpreted
adversely by the pauent and interfere with the mterviews or ruin them.

Failure to Communicate nteress and Warmih Adequacely to the Patient

Physicians frequently have much more interest in their p:me.nts
than the laster know about. Fadure to communicate interest is 2 special,
if paradoxical, hazard of interviews focused on psychological difficulties.
In the interests of staying out of the patient’s way so that the patient
can say what he wants 1o say, the physician may say so little as to give
the impression to the patient that he is mute. Young psychiatrists espe-
crally may musapply to initial interviews what they have leafned.as one
technique of psychotherapy Whatever the merits for certaint kmds‘of
psychotherapy of saying little or nothing to the patient, this behasvior
makes no sense to patients who have become vsed to the stfarp ques-
tions and freely flowing comments of other physicians. .Certamly wl'xen
the patient has been manemered onto the ground of his psychological
difficalties, the physican should say only encugh to encourage and oo
sertly guide him. Bus the average general medical patient only reaches
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INTERVIEWING MEMBERS
OF THE PATIENT’S FAMILY

TALKING TO RELATIVES ABOUT THE HISTORY

Reasons for Interviewing Relatives

Whenever possible, the physician should interview one or more
members of the patient’s famuly. Such nterviews furmsh valuable histori-
cal material, and they can also enlist the ard of the family in the treat-
ment of the patient. Most physicians today interview members of the
famulies of children and patients who are psychatic. Such patents can
rarely furnish a coherent account of their difficulties or recount accurately
the history of their earhier Iines For this information the physician must
depend almost entirely upon relaties Because adult patients who are
not psychotic can give a history which 1s superficrally consistent and
plausible, the physician often goes no further in his search for historical
data Yet m a different and more subtle way, the histories given by
Patients with other illnesses may contain as much distortion as those
given by psychotic patients One can easily prove this by interviewmng
systematically the spouses of a group of patients, obtaining from each
C?uple two accounts of the experiences which they have shared Some-
times the stories differ so much that the interviewer cannot believe the
two informants have actually described the same events And the con-
siderable distortion concerming events of the relatively recent past is
often far exceeded i the reports of more remote occurrences A few ex-
pertences of this kind will convince the physician of the value of inter-
viewing relatives.

Probably relatives help the physician most with the psychological side
of the history. They can also often furmush valuable data about the
257
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He can plunge the patient too rapidly inte the discussion of personal
difficultics. This can occur when such personal difficulties are frrelevant
to the maun disorder and also when the patient cannot tolerate the ac-
companying exposure of ewotions and inadequacies.

“That first things should come fiest has been a frequent theme of this
book and the advice of all experienced physicians. A patient's gastric
hemorrhiage may bave started the day after a competitor was promoted
whead of him at work. But the parient naturally wishes his hemorrhage
stopped before he discusses such matters. Premature entrance inte such
topics may simply abienate the patient from their serious swndy later,
Yet many patients with severe physical ifinesses do wish to talk abons
personal matters atd many are more accessible to the physician's inguities
at such times Later when the emergency has passed they may again deny
what they clearly saw for a day or two and become reluctant to duscuss
these things. Thus the physician must put out verbal skimishers, as it
were, and carefully estimate the most propitious time, neither tao soon
nor too late, for broaching the patient’s psychological difficulties

What we csn confide to someone else depends greatly upon our
assurance of trust in that other person, including the conviction that
he will not use what we say to hurt us, A patent will usually only show
anger or describe events abour which he feels gnilty when he thinks
these reselatons will not infiuence the physician’s opinion of him. In the
early interviews he often cannot know this The physican can lead the
comersatian too hastily into areas where the patient will be foreed to
show feehngs which he would rather have concealed. At the time all may
seem 10 go well But following the interview the patient may have 2
reaction to his confession He may decide ke has told the physician too
much, that he has shown the physicien his weaknesses and that the
physician cansot possibly continne fo like him. Or he may resent the
fact that che physician has squeczed out of him, so he thinks, precious
secrets he neser told anyone before. For the patient the only solution
may scem to e in not secxag the physician any more. Experience will
teach the physician to estimate how muck t0 let the patient reveal of
Himself at esch interview, Thus he will often be able to avoid these
seactions. And when one does occur, he shonld diseuss it with the patient.
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INTERVIEWING MEMBERS
OF THE PATIENT’S FAMILY

TALKING TO RELATIVES ABOUT THE HISTORY

Reasons for Interviewing Relatives

Whenever posstble, the physician should interview one or more
members of the patient’s family. Such nterviews furmish valuable histori-
cal matenal, and they can also enlist the aid of the family in the treat-
ment of the patient Most physicians today interview members of the
families of children and patients who are psychotic. Such patients can
rarely furmish a coherent account of thetr difficulties or recount accurately
the history of their earlier lives For this information the physician must
depend almost entirely upon relatives Because adult patients who are
not psychotic can give a history which is superfically consistent and
plausible, the physician often goes no further in his search for historical
data. Yet m a different and more subtle way, the histories given by
pattents with other 1llnesses may contamn as much distortion as those
given by psychotic patients. One can easily prove this by interviewing
systematically the spouses of a group of patients, obtaining from each
touple two accounts of the experiences which they have shared Some-
times the stories differ so much that the mterviewer cannot believe the
two informants have actually described the same events And the con-
sulerable distortion concerning events of the relatively recent past 15
often far exceeded in the reports of more remote occurrences. A few ex-
periences of this kind will convince the physician of the value of inter-
viewng relatives.

Probably relatives help the physician most with the psychological side
of the history. They can also often furmsh saluable data about the

257
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physical aspects of an illness. Thus a Spouse may have a much clearer
memory than the patient of the tyme of the first oceurrence of the symp-
toms, or of the circumstances surrounding their occurrence. A relative
often observes a connection between a patient's symptoms and some
external event, e g, eating, exercise, or a social event, which the patient
himself wmay overlook. Morcover, relatives can often furnish a more
accurate account of the disability arising from a symptom than can the
patient himself. A patiens may minimize or exaggerate his disability to
a physician, but he can hardly continue such distortions for long in the
presence of those who know him intimately, Consequently, if the physi-
cian suspects that the disabality exceeds or falls shore of what the patient
states it to be, he can often obtain further helpful information on this
pomt from the patient’s family,

The information furnished by relatives can help especially in idenify-
ing previous illncsses of the patient. The patient himself may remember
little about such ilnesses for a number of zeasons. He may have been a
child at the tme. He may have had a psychotic reaction for which
memories are usually extremely poor. Or he may have experienced some
shame concerning the iliness, and for that reason have repressed or con-
cealed its memory. What the patient may pass off casually as a “slight
nervous breakdown,” the family may reveal to have been an iliness Jasting
six months, m whech the patient was mute and had to be fed by hand.
Or "a couple of bouts of fever as a chuld” may be shown to have been
a series of episades of acute thenmatic fever.

In addition to the hastorical details of the patient’s past life, about
which his memory may be vague or lacking, relatives cap furnish a
descriptive porirait of the premorbid functioning of the patient, In fhe
first states of iliness abnormality is suggested not so much by a dewiation
from an average for all people as by a deviation from what 15 usual fut
the patient under study. The {family, therefore, draws for the physxcm{l
a baseline, as 1t were, of the patient’s functioning. From this the physi-
cian can measure deviations of pathological sigmificance.

Preparing the Patient for the Physician's Interviews with Relatives
When the physician talks to relatives of patients, several prec.aun'ons
will help him to avoid interfering with the objectne of helping the
patient, ) . o
The physician should always consult the patient before he interviews
a relative. This applies whether the physician intiates the interview with
the relative or whether the relative requests an 2ppointment. In the
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latter circumstance especially, an interview should rarely be held without
the patient’s consent.

In proposing an interview with a relative, the physician will find jt
helpful to emphasize the use of this interview for obtaining more in-
formation about the pattent This may prevent the patient from thinking
that the physician is going to blast his family on his behalf. And it will
also prevent the invited relative from concluding that he is going to be
chided by the physician for his behavior towards the patient. The subject
can be introduced by some such statement as, “I think it would be
helpful for me to talk to your wife (father, or whomever) . It may be that
she has noticed some things about your 1llness that you have missed, and
1 think what she can tell me will help me to help you more. Is it all right
with you if I see her?” If the patient demurs, he may need some addi-
tonal e about the confidential nature of what he has told the
physician The latter can say, for example, “Of course, I don't need to
tell her any of the things you have told me, unless you wish me to. I
merely want to find out whether she can add anything to the infermation
we already have.”

Frequently relatives who request appointments with the physician are
more bent on seeking information than on giving it. If the patient does
not wish the physician to interview members of his family, he should
not do so in most cases. Exceptions occur when the patient cannot com-
municate at all, for example, when he is comatose or delirious Excep-
tions also often occur in the cases of young children or psychotic patients
In such cases, the physician needs one or two interviews with members
of the family in order to obtain 2 preliminary history. If he failed to
obtain such information, he might miss crucial data. But with this ac-
complished, the physician should usually respect the wishes of even
children and psychotic patients in this matter The patient must believe
that his remarks do not reach beyond the physician and they should not.
Otherwise he cannot speak freely, The physician should not rely on his
simply reassuring the patient that he holds what the patient has said
confidential He should not talk fusther to the relatives unless the arrange-
ments for treatment or the treatment itself requires this. If the patient
watches repeated interviews between the physician and his relatives, he
will probably doubt the physician’s ability to with d the urgings of
hus relatives who may press the physician for confidential information
about the patient A real or imagined violation of the patient’s confidence
may irreversibly damage the trust of the patient in the physician and
mf'(e treatment by the physician impossible. This is a risk not worth
tal mg
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The foregoing remarks should not deter the physician from discussing
with relatives the general nature of the illness, the strategy of treatment,
and the necessary practical, including financial, details of the patient's
treatment. Clearly the persons responsible for the patient are entitled to
a full discussion of these matters. But they can have this without revela-
tions of the contents of the physicran’s interviews with the patient. A
later section of this chapter will consider how much to tell relatives about
the patient’s illness.

Houw to Interview Relatives

When the physician has requested the interview, he should under-
stand that the request may puzzle the relative. The latter may not
understand how his information can help the physician Or he may think
erroneously that the phystcian will blame him for the patient’s jllness.
Therefore, early n the imterview the physician should put the relative
at ease by explaining to him the purpose of the interview. This will
bring much greater cooperatton from the informant, A suitable introduc-
tory statement would be “I asked you to come in because I thought you
could help me understand your husband's illness better Will you tell
me all you know about 1t and what you think about it?”

When the relative has requested the interview, the physician should
discover, if he can, the motives behind the request Many times close
relatives like husbands and wives request an interview to give or receive
necessary mformation But less rational and constructive motives Mmay
also underlre a request for an interview. Requests for interviews may also
come from relatives who have little to do with the patient. The physician
need ot feel obliged to see these people. On the other hand, he should
do so 1f he can spare the time, because he can thereby learn more
about the patient’s relations with other people and their attitudes towards
him.

If the physician requests an interview or agrees to one, he should hear
the relative to the finish if possible. The relative, like the patient ‘himself,
will only talk freely if he expetiences the physician’s unhurried atten-
tion. Often relatives, again hke patients, speak under pressure :mdi“em
tilate matters of great feeling and importance to them The physician
should not cut them off abruptly His loyalty to the patient need not
prevent hum from helping a relatve to unburden himself of a few
anxicties. Moreover, if a relative assumes the role of informant, often
a painful one, he should receive whatever information and .xeassurances
about the illness the physician can transmit without sacrificing the con-
fidence of the patient. Often the physician can offer sufficient of both to
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make the relative an important ally in future treatment.

Nevertheless, the physician should try to confine mterviews with rela-
tives to matters which will help the patient. This rule prevents any
relative from taking over the interviews for discussion of his own prob-
lems to the complete exclusion of those of the principal patient. It pre-
cludes a long series of interviews of any kind as a result of which the
pattent may come to believe, perhaps quite incorrectly, that he is no
longer the center of the physician’s mterest. (Such a series of interviews
is natural if the relative himself becomes a patient of the physician, but
this change should then be explained to the first patient) And finally,
it precludes the use of the interview by the relative for efforts to have the
physician influence the patient along lnes laid down by the relative.

In interviewing 2 relative, the physician should evaluate the reliability
of his informant. In this connection, he should notice the informant’s
memory. Does the informant show difficulty in recalling names, places
and dates? Is he aware of hs liability to error, or completely assured
about his statements of the past? A humble recognition of the imperfec-
tions of memory often indicates greater reliability than the appearance
or assertion of a perfect memory.

The physician should also note the attitude shown by the relative
towards the patient. The attitudes shown by relatives towards patients
vary as much as the attitudes shown by patients themselves. A few of
the commoner atutudes of relatives deserve brief mention

Relatives frequently become defensive when asked to discuss the per-
sonal affairs of the patient's family. They may consider mental illness a
stigma on the family and hence fear a revelation of mental illness in the
patient or the family, So if the 1llness is primanly psychologrcal, or if
the relatives suspect the physicran tends to view 1t as primanly psycho-
logical, they may protectively conceal facts which would lead to such a
conclusion,

Relatives also frequently feel guilty towards the patient If they
accept the fact of psychological factors 1n the illness they will usually
know that environmental stresses contribute to psychological disorders.
Consequently, their guilt can lead them to see and depict the patient
as a faultless paragon The physician may have to listen quietly while
the relatives canonize the patient. They do this more often m the early
phases of the examination when medical help is first being sought
A little later in the course of the 1llness, much more rarely at the start,
solicitude often Yields to indignation at the patient. The patient 1s then
Dilel"l Seen as “'not trying to get well,” needing to pull umself together,”
or “just lacking in will power "
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Of no less impaortance than the attitude which the relatises take vp
towards the patient’s iliness is the patient’s response to that attitude,
The physician needs to fnow what the patient thinks about what his
family thinks about his illness,

The physician should also notice whether the family of the patient
promotes or endorses his behavior or his symptoms. It frequently happens
that parents will covertly (mote rarely openly), encourage antisocial be-
havior or psychophysiological reactions in their children. In these in-
stances the children are, in effect, expressing the impulses of the involied
parents. Sometimes wives or busbands may similarly encourage the symp-
toms of their spouses because these symptoms vicariously express their
own wishes and needs. People rarely mature more than they must. When
immaturity persists in the patient, one can nearly always find one or
more refatives who find the patient's behavior suitable to their own needs

In subsequent interviews with the patient, following an interview with
a relative, the physician may be tempted to expose what he has learned
about the patient from the other informant, This temptation he should
usually resist, To yield may give the patient the impression that the
physician does not trust him as an informant, and one does not trust those
who show distrust. The physician may, however, use the data furnished
by the other mformant to lead the conversation with the patient towards
important topics about which he would like to hear the patient rzlg
further. Exceptions to the foregoing rule may occur when the physi-
cian’s recommendations for the patient, e, hospitalization, hinge upon
data furnished by the relatives but withheld by the patient. The patient
may conceal some serious symptom such as an act of violence. The
physician may then find it necessaty to tell the patienc what Ife has
learned from the relauves. The patient would otherwise find it dnﬁc‘ult
to understand why the physician makes a particular recommendation
(e-g, for hospitalization) rather than another one. Sometimes also the
physician can mention important stresses in the patient's life about
which he has heard from others but which the patient himself has not
mentioned. He nught say, for example, “In asking your wife about fhmgs
which might have troubled you, she mentoned severe financial difficul:
ties. You haven't told me about these yourself and I wonder why siot?
Perhaps you can tell me about these now.”

TALKING TO RELATIVES ABOUT THE
LXAMINATIONS AND TREATMENT

Most adult patients can readily understand the explanations of the
physician and carry out his rect dations, In some however,
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the nature of the patient’s illness, the patient’s atutude towards the
iliness, or an obstructve attitude on the part of his relatives prompts the
physician to offer explanations to the relatives also. When to do this
requires judgment of individual circumstances. The physician should not
demote a responsible adult patient to the status of a child To do so
will certainly alienate the patient. On the other hand, he cannot allow
an irresponsible patient to destroy his treatment when enlisting the aid
of relatives might save it. Similarly, if interference comes not from the
patient, but from his relatives, the phystcian needs to reach them.

‘Temptations may arise, especially 1f the physician is busy, to exclude
significant relatives from information about the patient’s 2llness The
physician may try to justify this on the grounds that the relatives take
up a great deal of time, that they meddle, or that he does not need
therr assistance. The first two objecttons may often be valid, but the
third is not. Relatives can influence treatment markedly. Their alliance
may sustain the treatment when the patient himself shows reluctance
or lack of cooperation. And therr resistance may sabotage an otherwise
effective program of treatment Altogether apart from considerations of
courtesy, smce any illness concerns those around the sick person, the
physician contributes greatly to the treatment of the patient when he
enlists the cooperation of relatives And this requires offering them some
explanations of the illness.

It is no contradiction of the above for the physician to choose which
relatives he will talk to In general, he should select those who are
closest to the patient by ties of affection, blood, and responsibility. He
should not feel obliged to enter nto a discussion of the patient’s illness
with any relative whose curiosity moves him to make inquiries.

As in interviewing relatives for history tahmg, the physician should
ask the patient’s permission before talking to relatives about the diagnosis
and formulation of the illness Exceptions to this rule may occur when
the pauent 15 a child, or is delirious, comatose, or pyschotic, but rarely
otherwise Physictans may think that patients do not mind having their
physical 1illnesses discussed with relatives even if they recognize objec-
tions to the discussion of mental symptoms. But patients can be as sensi-
tive about physical ills as they are about emotional disturbances Asking
the pauent's permission 1s an act of courtesy which the physician himself
would greatly apprectate 1f he were a patient

The patient should know with whom the physicran discusses his ill-
ness. Somettmes relatives call the physician on the telephone to make
sectet inquiries about the patient’s fllness. In this situation, the physician
should first decide whether a discussion of the patient’s illness with this
particular person would help. If he thinks so, then he should next tell the
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relative that he will gladly talk to him provided he first obtains the
consent of the patient, When the relative is genuinely interested in help-
ing the patient, he will usually agree to this. When he is merely serving
his own nterests, he usually protests angrily at the physician's lack of
confidence in him. To this the physician can best reply by asking the
relative 1 a kindly manner how he would lIike the matter handled if he
were the patient.

The physicran must consider the reliability of the relative to whom he
talks. Some relatives cannot keep any information to themselves and
soon find means of passing everything they are told along to the patient.
The physician cannot always distinguish these persons in advance from
other, mare discreet ones. Consequently he should rarely tell relatives
anything which he does not tell the patient himself Exceptions to this
may uccur with illnesses having grave prognoses such as carcinoma

Relatives can readily distort the information they receive from the
physician Consequently the physician should not rely upon the relatives
to communicate explanations or instructions for treatment to the patient
Their efforts may sometimes supplement, but should never replace the
physician’s explanations directly to the pattent. Sometimes such supple-
mentation may help to reduce a suspicious patient’s belief that the
physician has withheld sinister information from him Thus if a doubt-
ing patient hears from a relative, who has talked with the physician,
an account of his illness which differs in no important feature from
what the physician told the patient directly, he may finally believe the
physician was telling the truth.

Sometimes the physician can reduce apparent contradictions between
what he tells the patient and what he tells the relatives by gving his
explanations to all at the same time. There will be trmes, although these
should be few, when the physician will want to say some things to the
relatives which he cannot say to the patient; and the reverse may occur
much more often. But in some other instances, he can save himself time
and trouble by talking to all concerned at once

The chief value of talking to relattves almost certainly lies not in their
acquiring deep understanding of the patient's illness, but in t.heir
coming to have confidence in the physician The relatives of the patient,
like the patient himself, usually have a fantasy of the physician bef?re
they meet him. Into this fantasy enter a mixture of past expEriEnceS'Wlth
other peaple and other physicians, and also an assortment of rational
and irrational wishes and fears Such mixtures solidify often into a stereo-
type of physicians bearing little resemblance to any one phy The
various myths depict physicians as inhumane scientists experimenting on
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human “guinea pigs,” as p T
trouble-makers, and as countless other types. Such fantasies thrive in the
absence of corrective perceptions. But when the person carrying some
such fantasy actually meets a physician in person, the fantasy becomes
weakened, if not abolished entirely. So even five or ten mnutes with
signtficant relatives may suffice to correct major distortions about the
physician  Even when the physician has sard little to the relative m
words, the relative may go away thinking or sayng, “Why, he's really
an agreeable person. I expected someone quate different” The physician
should certainly make no special effort to impress relatives with his
skill, benignity or other desirable attributes An impression of these
should arise naturally from his having them, not from his pretending to
have them,

1f the physician remembers the foregoing, he may be less disappointed
over his frequent failures to educate relatives about a patient’s illness
or persuade them to adopt a more rational approach to 1t Physicians
who have reconciled themselves to dealing with the rrrattonal in their
pattents often become exasperated when they meet wrrational behavior
in the patient’s relatives. This mconsistency often suggests that the
physician identifies himself with his patients against the families At
any rate, the physician can reduce his impatience with relatives by reduc-
ing his expectations of them Often he must be content if they merely
endorse him and do not actively interfere with the treatment And he
€an attain these essentials by spending some of his trme with them

The physician should resist efforts on the part of relatives to make him
a special communicator or ifluencer for them Thus he should not
undertake to tell the patient what to do upon the mstructions of the
{elanvesA On the other hand, he may helpfully mnterpret the patient’s
Interests and attitudes to the relatwves, if the patient is unable to do so
At the same time he should encourage the patient to explain himself
to his family,

The physician should always avoid a conspiratorial atmosphere in
which he seems to align humself combatively with the patient against the
r.elauves, or with the relatives against the patient. To be “on the patient’s
side,” which has been a frequent recommendation of this book, means
to be agamst the patient’s 1llness, not agamnst his family.

Some of the foregoing suggestions are 1llustrated in the following por-
tion of an interview with a patient*

opists, as

PHYSICIAN  (at the end of his explanations to the patient): Now I think
it would be helpful for me to talk also with your wife.
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PATIENT:  Why do you need to sec her?

ruysician: X think I can explain 1o her the things 1 have told you, and
this will help her understand better what we are trying to do.

PATIENT: But I don’t want her to know all the things I've told you,

PHYSICIAN:  She won't. I don't intend to telt her anything of what you
have told me. All I want to do is 1ty to explain to her how
T understand your illness and how I think she can help you
get well,

PATIENT:  Oh, ¥ see. Well, in that case, it sounds like a good idea,

suvsiciaN:  Is there anything you would like me to tell her?

pamieNT:  You'd better tell hier how long this will take and how much
it’s all going to cost

eaysicran: X don’t understand. Tl be glad to discuss that with her, but
can you tell me why you can’t tell her yourself?

PATIENT (becoming anxious): Oh, I don’t know. It's just that we never
have been able to talk about money. She pays all the bills,
It works better that way.

rivsician: - Well, Tl go into it with her, but it sounds like something
important which we ought to talk about more ourselves.

In this exchange the physician has prepared the way for an interview
with the patient’s wife, reassured the patient about the confidential nature
of what he has said, and uncovered another important sousce of the
pauent’s anxiety.

Sometimes the relatives of patients present obstacles to the treatment
of the patient which the physician has not time to handle himself. He
may need to refer the relatives fo other persons for the help they need
However, he himself should always interview the responsible relatives of
each patient first, 1o survey their anitudes and determine what fu{:her
needs to be done. After this, he may refer the relatives of some patients
10 social workers or other physicians for counseling or psychotherapy. The
physician should not call upon a social worker to g_i»e initial ex.p]annhons
of the patient’s illness to the relatives, or to interview the relatives before
Tie himself has done so
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towards physician, 5, 12, 248 251
basic personality, 106-111
comprehensiveness of, 88
content of, 90-101
current Iife situation, 101-106
how to take istory of, 163-164
dates, nse of, 157-159 .
ditect questions about attitudes, 115,
192, 201205
documentation, adequate, 159-162

Loss of suppottive ps, 58, 82
Malingering, 68
Mannerisms, 123
Mantal relationshaps, 99
Sce also Sexual expenence
4 45, 70-

mic status and security, 75-80, 105

emotions See Fmotions of patient
fanmly, attitudes towards,

See also Famuly hustory
goals and aspirations, 110

f 116

n previous
71, 89, 141-145
Menstrual changes, history of, 57, 63
Metabohc changes, history of, 63
Meteorological changes, stressful, 57
Misperceptions of patients, 6

habits and use of time, 65, 108
how to take history, 152-163
illness, atttude towards, 66-70
nfancy, 92 94

intelligence, 107
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Trauma, as stress factor, 58
Trust in physician, lack of, 13

Unconsciousness, 51-52
Understanding of tllness by patient, 139
Unnary symptoms, 63

Vanations in interviews, 208 240
anxiety states, 213-214
See also Anxiety of patient
children, 212-213
depressed patients, 208 212
hypochondriacal patients, 231-235
paranoid patients, 235 238
Ppsychophysiological reactions, 214 231
See also Ps reactions
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Variations in interviews (Continued)
severely 11l patients, 259-240
shy and withdrawn patients, 238 239
Viruses, as stress factor, 58
Visceral changes in emotion, 123
Vital functions, 64, 141
Vocal changes, 1n emotions, 122
Vocational lustory of patient, 99, 104 105
Vomiting and nausea, 52-53

Warmth and empathy of physiian, 18-19
Tailure to communicate, 25%

Weakness, as symptom, 55

Werght changes, 56

Will to recover, 69

patients, 238 239
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Relationships (Continued)

of physictan and patient, 3.21

see also Physician-patient relationship
Relatsves, interviews with. See How to in-
terview yefatives

Reliability, of patient, 162-163

of relatives, 261
Religton of patient, 80, 110
R
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Suggesuon, influence of, 7576, 189-193,

Suicidal risks, estimation of, 211-212
Summarizing words of pauent, 207
Suspicious patients, 235 238
Symptom(s), anorexia as, 47
anxiety, 47-49
See also Anxiety of patient

63

loss of, 51-52

p tive function symp
Reudence of patient, 102-10¢
community and group affibations, 103

snhabitants of, 103

location of, 102
Resistant patients, simulation of, 228-230
Respiratory Symptoms, 63
Review, of functions, 61-65, 141-145

of history of present illness, 140

Satisfactions and pleasures, 64, 107
School years, hustory of, 96-97
Self-chagnoss, dangers of, 66
Self-esteem, loss of, 58
Selb-study, by physician, 18-15
Sexual experience, atutude toward, 64,
107, 144
direct quesnomng abont, 202
urges 1n adolescence, 97
Shame and gult feelings of pauent, 69, 210
Shared experiences, of physiaan and pa-
tient, 11
Shy patients, 238.239
Siblmgs, birth of, 82, 95
death of, 82
Significance of topic, clues to, 117-123
Silcnces, 1 mterviews, 170171
Skills, special, of patient, 108
Skin changes, lusiary of, 62
Sieep patterns, 51, 57, 64, 107, 120
$mokng, habitual, 65
Social background of patent, 78-80, 83,
104

stresses 1n, 58
Sphincter traimng, 94
starting the mterview, 2426
in later interviews, 33
Stresses. 56-61, 86
correlation with symptoms and emo-
tions, 58-61, 125, 215.230
external, 57 58
inquiting about, 187-138
internal, 57
physical, 57
precipitating, 60
predisposing. 60
social, 58

consupation, 50
correlation with stresses, 58-61, 125, 215-
230
cough, 50
date of onset, 44
description of, 4147
diarrhea, 50
disability from, 44-66
drugs taken for, 45, 70-71, 89, 141-145
dyspnea, 50
factors influencing, 4445
flucruations 1n, 215-216
msomnia, 51
location of, 43
nausea and vomting, 52-53
pain, 53-55
patterns of disorders, 45-16
Pprecipitaung factors, 56-61
review of functions, 61-65, 141143
severity of, 43
stress factors in, 56 61
See also Stresses
syndromes, recogmuion of, 138-13%
weakness, 55
weight changes, 56
Syndromes, recognition of, 158-139

‘Tact, smportance of, 17, 199:200
Technique of history-taking, 133 265
See also History tahing techmque
‘Teeth, changes 1n, history of, 63
Tense patients, 288-239
Terms used, by patient, 135-137, 207
by physician, 20-21
Therapentic effect of history-taking, 87
‘Thoughts and emotions, 124-129
correlated with psychophsiological re-
actions, 230-231
See glso Emoucns of patent
‘Throat changes, history of, 63
Tobacco, use of, 65
Tolerance of patient for symptoms, 40, 4.

‘Toxins, a3 stress factor, 58
Traming period, history of, 94-95






