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REFLECTION

A Change Will Do You Good

ABSTRACT
The primary care physician is described as many things—generalist, informa-
tion manager, chronic care coordinator, and specialist in disease prevention. But 
midlevel clinicians, the Internet, and self-motivated patients can provide most of 
these services quite ably on their own. Why, then, are we here? One indispens-
able role for the family doctor is to be an agent of change for our patients and 
our communities. Through the groundbreaking work of Michael Balint, William 
Miller, and Stephen Rollnick, we have a solid framework for understanding our 
role in the change process. It is through working with patients, however, that we 
learn of their extraordinary capacity for change—and by extension, ours.

Ann Fam Med 2009;7:261-263. DOI: 10.1370/afm.976.

It is not the strongest of the species that survives, nor the most intelligent, but the one most 

responsive to change. 

Clarence Darrow1 

NOTES WHILE WAITING

C
hange comes slowly to a small town. The tides rise and fall, sea-

sons turn, the newborn nursery and the grounds of Mt. Repose 

Cemetery form bookends in a natural balance. Nary a brick has 

been added or subtracted to our downtown since the Great Confl agra-

tion of 1869. Pleasant chatter at the Beano Hall, Thompson’s Barbershop, 

or deli counter at Hannaford’s drifts ineluctably toward sports, kids, and 

illness. And the census has not budged for a century and a half, though 

employment shifted from shipbuilding to shoe manufacturing to poultry 

processing to telemarketing, tourism, and the service sector.

I am part of that sector. For 23 years I have cared for an endless stream of 

knotted joints, nagging coughs, and niggling doubts of a rural patient panel 

that has aged imperceptibly in the watch of their aging physician. Then one 

day, a death or diagnosis changes everything. In its wake, the patient and 

family doctor struggle to patch their shattered world. When I began the 

practice of medicine, I was drawn to the high-decibel drama of life: birth 

and death, emergencies, and intensive care. But I have come to appreciate 

the more delicate and nuanced branch points: where the most dramatic 

change is our realization the world around us has has moved on. We must 

choose between living in the present or locking ourselves in the past.

CHANGE OF LIFE
Patients often enter crossroads where obvious decisions abound: quit 

smoking or it will kill you; leave the abusive relationship or crazy job 

before it is too late; risk a total hip replacement while you can still survive 

and enjoy it. These are questions I dance around each day. But a sharper 

thorn digs my side: why do some patients grasp for help while others are 

swept past, beyond reach, isolated in their self-destruction and despair?

 The agencies of timing and luck confound my search for more consis-

David Loxterkamp, MD 

Seaport Family Medicine, 

Belfast, Maine 

Confl icts of interest: none reported.

CORRESPONDING AUTHOR

David Loxterkamp, MD

Seaport Family Practice

41 Wight St

Belfast, ME 04915

dr.loxterkamp@myfairpoint.net



ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 7, NO. 3 ✦ MAY/JUNE 2009

262

CHANGE WILL DO YOU GOOD

tent clues. I do not so much orchestrate change as listen 

closely for it. William Miller and Stephen Rollnick see 

the process of change through a framework they call 

motivational interviewing. Their work is indebted to 

the client-centered approach of Carl Rogers. It is less 

technique than a manner of communication that seeks 

to spring clients from the trap of indecision. For the 

patient facing a choice, as doctors see it, other options 

compete. Only the patient can resolve his ambivalence 

by choosing among them. And resolution takes time. 

Empathic clinicians can offer their time, space, self-

awareness, and self-confi dence, and they recognize that 

the patient’s resistance to change is often a refl ection 

of the doctor’s own haste and indelicacy. When com-

mitment to change fi nally comes, Miller and Rollnick 

assert, it is always a positive choice:

People don’t change because they haven’t suffered enough. 

Constructive behavior change seems to arise when the per-

son connects it with something of intrinsic value, something 

important, something cherished. People often get stuck, not 

because they fail to appreciate the downside of their situa-

tion, but because they feel at least 2 ways about it. The way 

out of the forest has to do with exploring and following what 

the person is experiencing and what, from his or her per-

spective, truly matters.2

THE PATIENT
I am called to the Emergency Department to admit 

Mr V, a 52 year-old truck driver with unstable angina. 

The physician on duty carefully noted the progres-

sive symptoms of chest tightness, shortness of breath, 

and sweating during the previous week. Intravenous 

metoprolol, subcutaneous enoxaparin, and 4 chewable 

baby aspirin were given in timely fashion. New-onset 

diabetes was documented, along with the strong 

recommendation that the patient be hospitalized for 

observation, provocative cardiac testing, and diabetes 

education and treatment. 

What the doctor failed to record was a pending 

court date, scheduled for the following Tuesday, to 

resolve a neighbor’s complaint against the noise and 

pollution of his rock quarry. Nor did he document a 

notice by the Department of Environmental Protection 

that they intended to investigate the complaint. Or the 

12- to 16-hour days he had been working to make ends 

meet. Or the anxiety attacks and insomnia that resulted, 

and the Michelob Lite he drank to calm his nerves. How 

does a beaten brow or oil-stained work cloths skew our 

judgment of a patient’s capacity for change?

In the corner, a woman—his wife—wipes tears from 

her eyes as I talk about the blessing that these events 

can sometimes bring, the chance to look at our lives 

and reorder priorities. She takes me aside and whispers 

that a similar episode occurred last year; his left arm 

went numb and weak for several days but improved 

before she could convince him to see the doctor.

What will happen after the acute coronary syn-

drome has been ruled out and his blood glucose 

returns to normal? This question in its varied expres-

sions has absorbed me for more than 2 decades. The 

scientifi c method is no match for the barrage and blare 

of problems I face in the social arena. Patients live and 

work within social groups that explain their illness and 

provide the motivation to rise above it. Doctors, inside 

our own social enclave, develop treatment goals that 

drift away from the patients’ base of reference. Thus 

it is possible for a manufacturer to claim therapeutic 

advantage for a drug that improves biomarkers and dis-

ease-specifi c mortalilty but worsens the quality of life 

and overall death rate.

In the 1950s, the Hungarian-born psychoanalyst 

Michael Balint coined the term patient-centered care, thus 

turning the focus of professional concern and scrutiny 

back on the patient’s social context. Balint’s other great 

contribution was to imaginatively explore the role of 

the doctor as drug. He saw that clinicians could just 

as easily contribute positively or negatively to a recip-

rocal therapeutic relationship. Work with groups of 

general practitioners at the Tavistock Clinic (London) 

culminated in his seminal work, The Doctor, His Patient, 

and the Illness, in 1958.3 This book had a profound effect 

on the training of primary care physicians, even in the 

United States, where it has been said:

No factor has infl uenced the evolving nature of family medi-

cine more profoundly than its ties to the behavioral sciences. 

And no work has exemplifi ed this link more trenchantly than 

Balint’s The Doctor, His Patient, and the Illness.4

Balint groups are established in nearly one-half of 

the family medicine residency programs in the United 

States. An overreaching goal is to challenge each 

physician with the question, “What kind of doctor 

do I need to be for this patient today?” In addition to 

promoting awareness in the doctor-patient relationship, 

there is also an element of self-help. Jonathan Gore, a 

Balint group leader, sees these groups as a way of help-

ing physicians treat diffi cult patients without resorting 

to those human defenses that tend to distance or deni-

grate. The hope is that young doctors could cope with 

caring for diffi cult patients while maintaining their own 

equanimity and mental health.

 Like my seasoned colleagues, I know that the 

doctor-patient relationship is both a gold mine and a 

land mine, a source of gratitude and pride, a bounty 

of inside secrets about the requirements for human 

survival and the costs of caring for those who suffer. 

Change is not a solo fl ight. People in crisis need com-
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panionship and guidance. They often need another to 

shift their gaze from the confl ict at hand to its uncon-

scious origins. They need assurance that the shift is 

not only possible but worth the effort.

A LIFE OF CHANGE
I recently returned to part-time teaching after 15 years 

in private practice. It has been edifying and humbling 

to supervise residents who have so readily mastered 

the medical corpus. What could I teach them about the 

care of patients in a setting (the family medicine center) 

that self-selects for some of the most diffi cult and mar-

ginalized I have ever encountered? How could I convey 

what my patients have taught me, or what I learned by 

living in one place for 2 decades, or what marriage and 

children and life and death have hewn in my bones? 

What could be said in a 5-minute consultation that does 

not ring of cheap anecdote and sentimentality? I found 

myself repeating a few whispered warnings that spared 

me from many an unseen but ever-present danger.

First, command the science that underpins our 

authority. Yet, understand that—in the words of 

Kafka—”to write prescriptions is easy, but to come to 

an understanding of people is hard.” 5

Second, understand that patients who insist “you’re 

the doctor” are here for themselves. Offer them a mirror, 

or better, a portrait painted in layers by an unhurried lis-

tener who works in oils of word and touch. But the artist 

must know his footing, as Anais Nin warns: “We don’t 

see things as they are, we see things as we are.” 6

Third, realize that good advice is as worthless as 

all the prescriptions written to quell our insecurity 

or defl ect the patient’s inscrutable complaints. Most 

patients change when life-altering diagnoses compel 

them to or when years of self-neglect begin take their 

toll. It is then that we can probe again for the shifts in 

awareness or readiness for change.

Change in others is beside our control. So we do 

what we can: order tests, prescribe drugs, and perform 

procedures—necessary or not—that prove our good 

intentions. We offer a hand of friendship. Patient care 

is more than a series of transactions, an accountant’s 

log of money exchanged for itemized service. At every 

step it harbors the chance to express tolerance, affec-

tion, weakness, and commonality. Broken, confused 

patients seek a stronger ally; the doctor, in turn, recog-

nize himself in their illness. 

It is through the open door of relationship that a 

new kind of authority emerges, at once personal and 

deeply moral, one that offers honesty as an invitation 

instead of a demand. I have practiced long enough 

to know that my actions have lasting consequences, 

intended or not, with or without legal or ethical after-

shocks. I am forever bound to my patients, my wounds 

alloyed to theirs. There was never a more sensitive and 

astute observer of this stage in a doctor’s career than 

the poet-laureate William Carlos Williams. He was 

keenly aware of the fl awed human being he threw at his 

patients, prompting Robert Coles to remark of him that 

“presumptuousness and self-importance are the wounds 

this life imposes upon those privy to the wounds of 

others,” and later, remarking himself, “There’s nothing 

like a diffi cult patient to show us ourselves.” 7

RETURN
Mr V reappeared one late afternoon, 6 weeks after his 

hospital discharge. Little surprise that his stress echo-

cardiogram was normal and his morning blood glucose 

readings, jotted on a legal pad, clustered around 100 

mg/dL. Mr V was relieved to report that the lawsuit 

was dismissed. He returned to driving truck with its 

attendant 14-hour days. I met the eyes of his wife, as 

they once met in the Emergency Department. We both 

felt the window of opportunity shimmy down. Though 

a change might have done him good, Mr. V is alive, 

and so am I. We are working still, and putting our trust 

in the strength of a handshake.

I don’t know what change I had hoped for, or on 

what criteria I might have judged it. Perhaps we will 

meet again at another crossroads. Change takes time, 

and is meted out in the mutuality of human relation-

ship—where the doctor and patient cling to a common 

log on the rising river.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/7/3/261. 

Key words: Physician-patient relations; motivational interviewing; 
behavioral medicine

Submitted June 11, 2008; Submitted, revised, September 5, 2008, 
accepted September 29, 2008. 

References
 1. Darrow, C. The Quality of Life for the Black Elderly: Challenges and 

Opportunities: Hearing before the Select Committee on Aging, House of 
Representatives, One Hundredth Congress, fi rst session. September 25, 
1987. http://en.wikiquote.org/wiki/Clarence_Darrow.

 2. Miller W, Rollnick S. Motivational Interviewing: Preparing People for 
Change. New York, NY: Guilford Press; 2002:12.

 3. Balint M. The Doctor, His Patient and the Illness. London: Pitman 
Publishing Co, 1957. 

 4. Johnson AH. The Balint movement in America. Fam Med. 2001;
33(3):174-177.

 5. Kafka F. A country coctor. In: Selected Short Stories of Franz Kafka. 
New York, NY: The Modern Library; 1952:252.

  6. Attributed to Anais Nin. http://en.wikiquote.org/wiki/Anais_Nin.

 7. Williams WC, Coles R (compiler). The Doctor Stories. New York, NY: 
New Directions; 1984:xiii.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU ([Based on '[High Quality Print]'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


