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Chapter 1

Mr WE

07:30

Doctor view

Appointment time: 7.30
Name: Mr WE
Age: 33 years old
Occupation: Lawyer
Past medical history:

Tennis elbow
Medication:

None
Reminders:

Smoking cessation advice
Blood pressure check

Last consultation:
Two months ago, for sinusitis. It was treated 
with antibiotics.

Patient view
Mr WE is a 33-year-old lawyer who works 
long hours in the city. He’s coping but he’s 
been involved in an important deal recently 
which has been very stressful. He has come 
to the doctor because in the past few weeks 
he has been getting some sharp chest pains. 
The pain is fl eeting and usually on the left 
side of his chest, where he imagines his 
heart to be. He has noticed that it’s worse 
when he moves or when he takes deep 
breaths.

He tries to stay healthy. He drinks and 
smokes a bit – but only socially and he’s not 
keen to cut down or quit at the moment. He 
goes to the gym fi ve times a week and fi nds 
the treadmill helps him to wind down after a 
stressful day at work. He doesn’t get any 
chest pain when he is on the treadmill. He 
has had the pain most days in the past 
month, and it comes and goes. He hasn’t 
taken anything to help with.

Although he hasn’t admitted it openly to 
his partner, he is worried that this pain could 
be coming from his heart – perhaps even a 
heart attack, as his father died of a heart 
attack aged 62.
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I double-click on Mr WE’s name and his records splash onto the 
screen. I’ve seen him a few times over the years, often with major 
concerns about minor complaints. A quick scan reminds me of multi-
ple visits about normal male-pattern hair loss, niggling worries about 
his memory, and strings of tests for a nondescript skin rash. We’ve 
always got on well. He once told me that he likes how I don’t judge him 
for his self-confessed health anxieties – his worried-wellness – and I 
admire his insight and honesty. He says things like ‘I know it’s probably 
nothing but . . .’ or ‘My partner thinks I’m a hypochondriac . . .’

I get up from my chair and walk down the short leaJ et-lined passage 
that opens out into the waiting room. It’s a chance to stretch my legs, 
and it feels friendlier than summoning patients to my room. Once I’ve 
called his name, any pre-surgery nerves vanish. Anticipation turns to 
action. I’m here now, in the spotlight with the patient, and everything 
else fades backstage.

He’s lean; you might say stringy. His face is sharp, with bony cheeks 
highlighted by the cartoon shading of his beard shadow. = ere’s his 
familiar intense frown, topped by thinning neat black, parted hair. I 
imagine those are his work clothes – pressed chinos, collared shirt, 
plain blue tie in a Windsor knot. He nods at me, with a brisk eyebrow 
signal, but keeps his eyes + xed on the J oor as we walk back to my 
room.

‘Morning. Come in, take a seat over here. How can I help you? I 
haven’t seen you for a while.’

‘Morning, yes. I’m + ne thanks. It’s a pretty straightforward problem 
actually. It’s probably nothing . . . but I’ve been getting this chest pain, 
and I thought I’d better get it checked out. As I say, it may be nothing 
– you know I’m a worrier – but better safe than sorry.’

As he says ‘chest pain’, I pull the chest pain + le from my medical 
memory bank. It contains hundreds, maybe thousands of cases, some 
from the hospital emergency department, some from general practice. 
= ere are a few lectures and chapters in there too, but it’s the patients 
that really spring to mind. Most vivid are the heart attacks. Propped 
up on a trolley, grey and sweaty, heaving into a cardboard bowl. = ey 
can just about tell me through their groans that the pain’s crushing 
them like a car on their chest, or squeezing like a tight giant chest-belt. 
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Maybe it’s spread to their left arm or up to the jaw. = ey’re often 
J abby, or smoky, and past middle age. Slim and youthful, pain-free 
and healthy pink, Mr WE clearly isn’t in that bracket.

But he has the look of a frightened animal about him – perhaps he 
wonders if a heart attack might soon be his fate. = e link between 
anxiety and chest pain is strong, but not straightforward. If you’re 
anxious about your health, then your heart – the pump that keeps you 
alive after all – is a natural and common focus. But anxiety or panic 
attacks can also cause real chest pains; a sense of terror causes over-
breathing, which in turn can upset the balance of oxygen and other 
chemicals in your body, leading to chest pain. Anxiety can also trigger 
genuine heart problems, and heart disease often causes anxiety. I have 
to keep all these possibilities in mind. And although it’s often the heart 
that people associate with chest pain, I’m thinking of lots of other bits 
of him too.

So when he tells me that he has chest pain and describes it as a 
‘straightforward problem’, I would disagree. In the next ten minutes I 
need to make sure that he doesn’t have a potentially life-threatening 
cause for his chest pain that needs urgent attention, and, if I can elimi-
nate those, work out what is wrong and what to do about it. But I’m 
not just hunting for a faulty part, like a car mechanic might. I need to 
deal with all of him, the whole complex, fascinating, J awed individ-
ual. = e worrier, the lover, the lawyer, the suH erer. = at’s a hell of a lot 
to cram into a ten-minute consultation. I don’t want to start the morn-
ing by getting behind, and there’s very little room for error.

Only a fraction of the chest pain I see in primary care – about 8 per 
cent according to one study – comes from the heart. Most of it turns 
out to have a much more benign origin, like muscle aches and strains, 
indigestion with stomach acid J owing back up into the oesophagus 
(gullet), or anxiety attacks. In fact what J ashes up in my head when 
someone mentions chest pain is a long list of possible causes, mostly 
minor, but a few extremely serious. I suppose I draw on a 3D image of 
the chest – the ribs and their contents like a bird cage stuH ed with 
organs. = e heart, yes, but also the two lungs wrapped around it like 
two hunks of purple bread round some pink heart-meat. = e oesoph-
agus, the stomach, and the main arteries are in there too.
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I start out on a medical safari, on the look-out for the big game 
animals in chest pain. = ey’re the predators I don’t see often these 
days, but which I certainly don’t want to miss. = e king of the jungle 
is the heart attack, where part of the heart muscle dies through lack of 
oxygen from a strangled blood supply. = en there’s angina – also 
caused by poor blood supply to the heart, but not yet damaging the 
muscle itself – another big beast. = en, deadly but easy to miss, there 
are serious lung conditions like a pneumothorax (a collapsed lung) or 
a pulmonary embolism (a blood clot that blocks the blood supply to 
the lungs). And the vicious killer I never forget (because one of my 
patients died from it many years ago when I was a trainee): a ruptured 
aortic aneurysm. = is is where the main artery coming out of the 
heart – about the thickness of a garden hose – starts to bulge (an aneu-
rysm) and the walls thin until they eventually burst. Few people 
survive.

My chief concern is missing one of these big game; sending some-
one home with a cheery ‘it’s not your heart’, and hearing a few weeks 
later that they arrested in Sainsbury’s. But I’m not so frightened of 
heart attacks or cardiac arrests in themselves. Like most doctors, I 
spent six months of my training as part of the cardiac arrest team in a 
hospital. To start with, as the rookie, whenever my arrest bleep went 
oH  I’d hold back a little to make sure my senior colleagues would get 
to the collapsed patient + rst. I felt it was in everyone’s best interests. 
But as time went on, it became a familiar drill. By the end I may even 
have hoped to get there + rst, straddling and pounding chests, deliver-
ing electric shocks, injecting cardiac drugs. I even remember one 
snowy night when we all emerged from our on-call rooms in our 
surgical blues, racing with bleeps screeching to the wards across a sort 
of courtyard, and we all slipped over and landed in a giggling heap on 
the path. In the emergency department, the staple diet was managing 
heart attacks and angina – interpreting ECGs (heart tracings), giving 
pain relief, starting treatments. Admittedly, it’s been a while since I’ve 
done all that frontline stuH , so it’s a bit rusty – but it’s pretty hard-
wired. And like all GPs, I have refresher training in resuscitation and 
life support every year, and I know how to get my hands on a de+ bril-
lator and some oxygen in a hurry.
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Medical students are often told that 80 per cent of diagnoses are 
made on the basis of the patient’s story alone, 5–10 per cent on the 
examination, and the remainder on investigations and tests. Whether 
the + gures are accurate or not, they certainly feel about right to me. 
Chest pain is a great example: the key to getting the diagnosis right lies 
almost entirely in listening very carefully to the patient’s story. So 
unless the patient is dangerously unwell and needs urgent treatment 
(and Mr WE doesn’t have chest pain right now), it pays to take my 
time getting the story straight.

‘Yes. Well don’t worry – it may be nothing, but it’s always wise to 
get chest pain checked out. So can you tell me more about the pain?’

Like all doctors, I’ve been trained to start the consultation with 
open questions – questions which can’t be answered with a simple ‘yes’ 
or ‘no’. = e idea is that open questions will encourage the patient to 
tell their story in their own words, which gives us a richer, personal 
account. So, after Mr WE has delivered his opening comments (I’m 
aware that many patients rehearse their opening comments in the 
waiting room, or before, at home), I ask him something quite open, 
and then I shut up and listen. = at doesn’t mean just sitting there like 
a pudding, expressionless. Or looking at the computer screen. = e 
modern GP is trained to be attentive, and to show interest by, for 
example, leaning forward, nodding, keeping appropriate eye contact 
or making encouraging noises like ‘Right, I see . . .’ or, ‘Go on . . .’, or, 
‘And was there anything else about it?’ We call it active listening.

= is isn’t a rigid formula – every GP and every patient is diH erent, 
so I have to choose the words or behaviours that seem comfortable 
and authentic for me, and for the patient in front of me. = e key is to 
remain totally focused on the patient. In training we often practise 
these skills, testing out eH ective phrases and questions in simulated 
consultations with actors or colleagues, and by scrutinising videos of 
real consultations (with the patient’s consent of course). Since the 
1970s UK general practice has led the way in developing this deeper 
understanding of the doctor–patient encounter. = e ten-minute 
consultation is the cornerstone of general practice, and what goes on 
in those precious ten minutes – how stories unfold, how events and 
relationships are shaped – is crucial to being an eH ective GP. If the 
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surgeon’s tool is his scalpel, and the radiologist’s the X-ray – for a GP, 
it’s consultation skills.

Actually it’s more of a toolbox than a single tool. I pick and choose 
from a range of ingrained communication skills – body language, 
listening skills, turns of phrase, picking up on subtle cues. I might also 
draw on one of our many models of the consultation – imagine them 
as being like scaH olding to support the structure of a consultation, or 
a map to show me where to go. = ings to do, and ways to do them. 
= ere’s no single, unifying model of the consultation – we often 
borrow bits from diH erent models and develop them over the years to 
develop our own individual consulting style. Before we’re licensed as 
GPs, we’re thoroughly tested on these skills – as well as clinical skills 
and knowledge – in a simulated surgery, each appointment being 
studied and scored by experienced examiners. I devoured books on 
consultation skills, went on courses, practised with friends; I was 
super-conscious of every non-verbal cue, every turn of phrase. But as 
the years go by, as with changing gear when I’m driving, I don’t usually 
refer to the manual unless something goes badly wrong.

Mr WE seems anxious; his speech is pressured and his eye contact 
is not great. He looks at his lap. But he’s responding well to my open 
questions and his replies are helpful and carefully considered.

‘Well, they’re quite sharp pains, just here.’ He keeps pressing a point 
on the front of his chest over on the left side, below his nipple.

‘Right, uh-huh,’ I say, nodding encouragingly.
‘It’s when I take a deep breath it seems to get much worse, or if I 

move. I’ll try to do the movement . . . it’s when I do this.’ He does an 
awkward squirm in his chair, like a clumsy slow-motion disco move.

‘No, I can’t quite get it now, but it’s to do with moving shoulders or 
arms in a certain way.’

‘OK, that’s helpful. And is there anything else about it?’
= is business of asking open questions and encouraging patients to 

talk is something that often bothers doctors. At medical school, we’re 
taught the key questions to ask patients to help clinch diagnoses or 
rule out possible danger signs. = ese are usually closed questions with 
a restricted range of answers such as ‘Where is the pain?’ or ‘Does the 
pain spread anywhere else?’ For inexperienced medical students, or 
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time-stressed doctors (I’ll include myself ), letting the patient ‘ramble 
on’ in their own words can sometimes feel like a waste of time. We’re 
itching to get on and ask our key ‘medical’ questions before our ten 
minutes is up. In fact in one study, US researchers found that patients 
were allowed to + nish their opening statement in less than a quarter of 
consultations, and that most doctors interrupted after about eighteen 
seconds. But, far from rambling on, the longest any patient took to 
complete their story was two and a half minutes, with most completed 
within forty-+ ve seconds. And importantly, the study also found that 
patients often raised the most clinically signi+ cant concerns later in 
their story. A more recent study of UK GP consultations suggests we 
are doing better at listening these days: experienced GPs waited an 
average of + fty-one seconds before speaking (GPs in the + rst two years 
of training spoke sooner, at around thirty-six seconds). = ey rarely 
interrupted at all and mostly allowed their patients to complete their 
opening statements – which usually took less than a minute. So 
although I’m feeling the pressure of time – and may have one eye on 
the clock on my wall behind the patient – I try to shut up and listen 
for as long as I can. = is is the golden minute (or two).

07:32

(two minutes)

Now I move on to what UK GPs like to call ‘ICE’. = is stands for the 
patient’s Ideas, Concerns and Expectations. ICE is the Holy Trinity of 
consultation skills. It’s such a central concept in general practice train-
ing that medical students and GP trainees often roll their eyes when 
trainers talk about it – they’ve heard it so often and it can seem J uH y 
to the more scienti+ cally minded. It is the + rst step in an inJ uential 
model of the consultation + rst proposed by Oxford-based social 
psychologist David Pendleton and his GP colleagues in 1984. But the 
reason we’re still banging on about it is that people often come with 
their own ideas and worries about what their symptoms might repre-
sent, and about what they might be expecting or hoping for in terms 
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of examinations, tests or treatments. If I never + nd out what your 
personal ideas, concerns and expectations are, then I simply won’t be 
able to address your particular agenda and you may leave feeling 
unsatis+ ed or un-reassured, however smug I may be feeling about 
getting the diagnosis right. And with chest pain, in general practice, 
reassurance is often my most helpful oH ering.

Experience tells me that people have all sorts of ideas about their 
chest pain; they may be worried about a clot on the lung, or a muscle 
strain, or oesophageal cancer. Or they may not be worried at all – 
perhaps their partner sent them under suH erance. Perhaps they’re just 
here for a sick note. So I need to give them the opportunity to tell me 
what’s really on their mind.

Exploring someone’s ICE without it back+ ring takes some skill and 
experience. For a start, many patients don’t have any sort of hidden 
agenda – they come simply because their throat hurts and they want 
it checked out. = ey haven’t got any strong ideas about what it might 
be, and they’re more than happy to hear what I think. By over-
analysing a patient’s reasons for coming I can easily put their hackles 
up. Another pitfall is taking the phrase ‘Ideas, Concerns and 
Expectations’ too literally. For example, I’ve heard doctors say things 
like: ‘Do you have any ideas or concerns about what’s going on here?’, 
or ‘And what were your expectations today?’, or worse still, ‘How were 
you expecting me to help you today?’, which can sound dangerously 
sarcastic. If I get this wrong as a doctor, the answer to ‘Do you have 
any ideas about what might be going on here?’ is often, ‘Well, you’re 
the doctor – you tell me!’

Often alongside me in consultations – in spirit at least – is one of 
the gurus of GP consultation skills, GP and former president of the 
RCGP (Royal College of General Practitioners) Roger Neighbour (all 
UK GPs will have heard of him and his inJ uential book ( e Inner 
Consultation, + rst published in 1987). He draws on several diH erent 
disciplines to try to make sense of what goes on in consultations, 
including psychotherapy, communication skills theory and even sports 
psychology. His model has + ve main waypoints for the GP. = e + rst is 
connecting: establishing a rapport with the patient. = e second is 
summarising: working out why the patient has come, using skills to 
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get at their ideas, concerns and expectations, and then summarising 
that back to the patient. = en comes handing over: the stage when 
doctor and patient negotiate a plan of action they’re both happy with. 
= en there’s safety-netting – making contingency plans for the worst-
case scenario. Finally, and refreshingly, comes housekeeping: an 
acknowledgement of the importance of looking after yourself as a 
doctor, for the good of your patients. It’s about clearing my mind of 
the psychological remains of the consultation so that I’m ready and 
raring to go for the next one.

I’m a big fan of Neighbour and his thinking. Reading his book was 
one of the most thrilling parts of my training. What really grabbed me 
was his description of useful skills to help achieve some of these 
waypoints. One example is a neat way to encourage patients to open 
up without making them feel stupid, and without making me, the 
doctor, look simple. He calls it ‘My friend John’ – a technique that 
introduces a + ctional third party (he thinks of this as his ‘friend John’) 
into the consultation, to normalise health worries and make a patient 
feel more comfortable about revealing what’s on their mind. So, 
instead of saying, ‘Do you have any particular worries about what this 
might be?’ I might say, ‘I see a lot of people [my friend John] with 
chest pain who are worried that they might be having a heart attack. 
Is that something you’re worried about?’ = e theory is that it’s easier 
for you to admit to worrying about something when you know lots of 
other people worry about it too. Simple, but often eH ective.

‘So WE, lots of people worry about chest pain and what might be 
causing it. I imagine you’ve already had some thoughts about that – or 
perhaps what we might need to do about it today? It really helps me 
to know whatever’s on your mind before we go on.’

‘Well, my father died quite young actually, from a heart attack. So 
obviously that is playing on my mind. I’m thinking I might need to 
get some tests done, maybe an ECG or something like that? Obviously 
you’re the doctor – I’ll go along with whatever you think is 
sensible . . .’

Nailing WE’s ICE feels like a Eureka moment. As soon as I know 
what’s on his mind, I’m halfway there. I still have my own medical 
agenda – I haven’t been swayed from my tasks – but I am now much 
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clearer about his. In the past, GPs were likely to stick pretty rigidly to 
their own medical agenda: thinking about the underlying pathology, 
looking for signs on examination, ordering investigations and plan-
ning treatments. It was the doctor doing stuH  to the patient. = e 
physician was in the driving seat. = e danger was that I’d order an 
ECG and some blood tests to exclude any heart problems – and you’d 
go home still worrying it was a stomach ulcer. But GPs are now trained 
to take account of the patient’s agenda as much as of their own and to 
come to a shared understanding of the problem and a shared plan of 
action. = ese days we’re trying to be more ‘patient-centred’.

It’s great to hear a patient oH ering these precious ICE nuggets 
voluntarily at the start of a consultation, but in my experience this 
happens only rarely. Perhaps people are too worried about looking 
silly, or steering the doctor down the wrong path. Perhaps sometimes 
they are not even consciously aware of what’s bothering them.

07:33

(three minutes)

I need to get on and ask some more of my medical-style questions. 
= ese are the questions we’re taught at medical school: focused ques-
tions about the typical symptoms that go with speci+ c illnesses. In 
particular, I need to rule out some of the big game in chest pain. It’s a 
mix of sorting, sifting and sensing.

A good starting point is to enquire more deeply about the nature of 
the pain. Whenever a patient says they have pain – anywhere in the 
body – medical students have a set of questions they are taught to ask. 
One mnemonic that sometimes helps them to remember what to ask 
is SOCRATES. = is stands for site, onset, character, radiation, associ-
ated symptoms, time course, exacerbating or relieving factors, and 
severity. (I recently discovered that some of today’s super-bright medi-
cal students don’t actually know who Socrates was. Nevertheless, they 
+ nd the mnemonic invaluable.) So, for example, for onset, I ask when 
the pain came on and whether it came suddenly or gradually. Heart 
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muscle pain often comes on gradually and gets steadily worse. And as 
for time course, serious heart pain tends to last more than + fteen 
minutes – less than thirty seconds is much more likely to stem from a 
non-cardiac cause. A fairly recent trend is to ask patients how severe a 
pain is by getting them to rate it on a scale of one to ten, where one is 
virtually no pain and ten is the worst pain they have ever experienced. 
It’s a good way to get the patient’s view of how bad it is, but I think the 
real attraction is that ascribing pain a numerical value oH ers a degree 
of comforting precision in an otherwise imprecise science.

For WE’s chest pain, these SOCRATES questions are useful to rule 
out what’s known as cardiac ischaemia – a lack of oxygen to the heart 
muscle. = is relates to heart attacks or angina. If WE mentions certain 
symptoms in response to these questions, then potentially serious 
cardiac ischaemic pain is more likely. Fortunately his answers don’t 
sound typical of serious cardiac chest pain. In particular, his pain 
doesn’t come on or get worse with emotional stress or when he is 
exerting himself, getting better after a few minutes of rest (typical of 
angina).

‘No, I don’t get it when I’m in the gym on the treadmill. I can get it 
when I’m sitting on the sofa, or at my desk at work.’

It doesn’t spread (radiate) to his arm or jaw. Nor does it sound like 
the typical crushing or squeezing central chest pain of a heart attack; 
his pain is sharp and J eeting and not too severe:

‘It probably lasts a few seconds each time – maybe . . . + ve or ten 
seconds. It’s a sharp stabbing sort of pain. How bad? Well, I suppose 
it’s about 2 or 3 out of 10?’

It’s usually on the left side of his chest – in fact he points to the exact 
spot on his ribcage. He doesn’t feel ill in any way when he gets it (heart 
attacks often make people feel sick or sweaty, and there can be distur-
bances in the heart rhythm or breathlessness, too). A big clue is that 
he’s noticed that it’s worse when he moves or when he takes deep 
breaths. He’s had the pain most days in the past month, and he’s never 
had to take anything for it.

‘So let me just check I’ve got this right. You’ve been getting some 
sharp chest pains in the past few weeks. = e pain is usually on the left 
side of your chest, and you’ve noticed that it’s worse when you move 
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or when you take deep breaths. You feel it in the part of the chest just 
below your nipple there. And you’re wondering whether it might be 
something to do with your heart, because your dad had heart prob-
lems, and you think you might need an ECG. Right?’

He responds with a curt ‘Yup . . . yup’, as if he’s thinking, ‘Come 
on, get on with it; we’ve been over this.’ But I’d be taking a risk if I 
didn’t at least do a quick recap at this point. For many patients, this 
summarising is a chance to correct or + ne-tune the story. It’s also about 
making sure I have understood him correctly before we move on.

As I say the words out loud, they start to tell me a medical story. 
Like the software on a dating site, my brain starts looking for a match 
from hundreds of cases of chest pain. My ears pricked up when he 
talked about it hurting when he takes a deep breath or makes certain 
movements. It’s sounding very typical of pain coming from the chest 
wall – the muscles and soft tissues around the ribcage. If you strain 
muscles in that area, or have some inJ ammation of the rib joints, you 
will often + nd it gets worse when the ribcage expands or contracts 
(with breathing, coughing, sneezing or certain other movements), and 
you may well be able to point to a fairly speci+ c area where you feel the 
pain. But I’ve also seen cases where pain on breathing is from the 
lining of the lungs (pleuritic pain) or from pericarditis (inJ ammation 
of the pericardium, the sac which surrounds the heart). = ese are both 
less likely, but potentially more serious. By listening carefully to WE’s 
story and encouraging him to open up, he’s pretty much told me the 
diagnosis already, as well as what we need to address in terms of next 
steps.

‘= at’s it, doctor. I mean, if you don’t think I need an ECG, that’s 
+ ne – it’s literally just an idea.’

07:35

( ve minutes)

I’m starting to relax a bit. Some of the other possible causes of chest 
pain that I started out with in my head are fading away. I am much 
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less worried now about, for instance, pericarditis, oesophageal reJ ux 
(stomach contents J owing back up into the gullet) or aortic dissection 
(a swelling of the main blood vessel in the body which starts to split 
open). Oesophageal reJ ux tends to be a burning sensation, rising up 
from the stomach or lower chest. It may be linked to eating, being 
overweight, lying down, stooping or straining, and it’s usually relieved 
by anti-acid medication like, for example, Rennie’s or Gaviscon.

= e classic features of a panic attack are over-breathing, numbness 
or tingling in the + ngers or around the mouth, and it can also make 
people feel light-headed, sweaty or dizzy. No mention of those. 
Pericarditis often gives a sharp stabbing pain that is worse on lying 
down and better when sitting up or leaning forwards. It does, though, 
tend to get worse on breathing in or coughing, so I haven’t completely 
crossed that oH  my list yet. I also need to rule out pleuritic chest pain 
(chest pain coming from the lining of the lungs or ‘pleura’, sometimes 
caused by pneumonia or a clot on the lungs), which can cause a
stabbing-type pain on taking a deep breath in. So I ask in more detail 
whether he has some of the associated features of pleuritic pain, such 
as a cough, breathlessness, or blood in his spit. Negative.

Some people are more at risk of heart disease than others. = e 
evidence on this is very clear. So the next important piece of the puzzle 
is an assessment of WE’s risk of serious cardiac disease – I need to give 
my hunches and theories some background context. If I spot some-
thing large and cat-like in a game park in Africa, it’s probably a lion, a 
cheetah, or maybe an African wild cat. But if it’s in my local park in 
West London, it’s likely to be just a large pussy cat. I need to know 
what sort of park we’re in.

I know his dad had a heart attack when he was young. I also ask 
whether there’s anyone else in his family who’s been aH ected, or if 
there have been any strokes, blood clotting disorders, or blood pres-
sure problems. He doesn’t have diabetes or high blood pressure. = e 
strain on obese people’s hearts puts them at risk, as does the laziness of 
un-exercised hearts. My computer can quantify someone’s risky habits 
and history in terms of a number. At the press of a button I can esti-
mate their risk of having a heart attack or stroke in the next ten years 
– a percentage risk score J ashes up on the corner of my screen. 
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Anything above around a 10 per cent risk over the next ten years starts 
to ring alarm bells. = e numbers help, but they’re just an estimate, 
based on things like cholesterol, BMI (Body Mass Index, a measure of 
whether you’re a healthy weight for your height), and whether or not 
one smokes or has diabetes. It’s easy to treat the number and not the 
person. Most GPs I know would agree that we can often spot many of 
the high-risk patients as they walk through the door. = e overweight 
older males who smoke and do very little physical exercise are at 
particular risk. WE is young and + t, with a risk score of only 2 per 
cent, but he has a family history of heart disease, his father having 
been in his mid-sixties when he suH ered a fatal heart attack.

I need to ask some potentially sensitive personal questions about 
lifestyle to gauge WE’s risk – smoking, drinking and exercise for exam-
ple. It often helps to use a technique called ‘signposting’ – simply tell-
ing the patient what I’d like to ask about next and why.

‘= ank you. Can I ask you some questions about your general 
health? Some of them are about smoking and alcohol – but they’re just 
routine questions we ask everyone. Is that OK?’

= is may seem rather basic or even unnecessary, but without this 
signposting of a change of direction in questioning, it’s very easy to 
surprise or shock people, for example when changing gear from comfort-
able questions about their mouth ulcers to the intimate details of their 
sexual history (which could potentially be connected): ‘So, you’ve had 
some painful mouth ulcers for about four weeks which don’t seem to be 
going away. And have you noticed any sores on your penis?’

Mr WE tries to stay healthy. He drinks and smokes a bit, but only 
‘socially’, he says (I should certainly pin him down on what that means 
exactly – we know patients tend to underestimate their drinking and 
smoking habits for the doctor – though I need to pick my moment). 
I ask him if he’s keen to cut down or quit at the moment – he’s not. I 
throw a titbit to the hungry computer, a special code for ‘smoking 
cessation advice’ – it will be counted towards our income. It takes me 
a while to + nd the code, but at least it stops the computer J ashing at 
me.

WE goes to the gym + ve times a week. = ere’s nothing of signi+ -
cance in his past history. So here’s a young man who takes a lot of 
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exercise, has no signi+ cant personal history of heart problems, and has 
no features of cardiac-sounding chest pain. = ere is a signi+ cant family 
history though, with his father’s early heart attack. = e picture is 
emerging . . .

It’s always worth asking about medications, too; it often gives me a 
neat summary of a patient’s main medical problems. People with lots 
of medical problems may not remember to mention that they have 
high blood pressure, but they will usually remember that they take a 
blood pressure pill every morning. WE isn’t taking any medications, 
either prescribed or over-the-counter.

07:36

(six minutes)

I need to move on to examining him now. If I’m honest, I know that 
listening to his chest with my stethoscope is unlikely to help me much 
in terms of pinpointing a diagnosis. I won’t, for example, be able to 
hear if he has a blocked coronary artery, or if he has an aortic aneu-
rysm. But however con+ dent I am feeling so far about what’s going 
on, and however rushed I am, I can’t aH ord to cut corners.

My stethoscope can pick up some of the echoes of heart disease that 
might accompany chest pain. I don’t want to miss aortic stenosis 
(narrowing of the main outlet valve of the heart, which can cause 
angina – you can hear the change in blood J ow due to the narrowing) 
or heart failure (a damaged heart doesn’t pump eH ectively, so I might 
hear evidence of J uid building up in the lungs – a sort of crackling 
sound at the bottom of the ribcage at the back when one breathes in). 
Modern ten-minute medicine is often about playing safe: we’re trained 
to exclude serious problems. But if it isn’t life-threatening, pinpointing 
what the actual problem is can be a bit of an afterthought in medical 
education.

But before I get as far as laying a stethoscope on WE’s chest, I need 
to look at him closely. Doctors call this ‘inspection’ – we’re all taught 
to look + rst, before touching. = e order is always:
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1.  Inspection (looking – generally, and then more closely).
2.  Palpation (touching, feeling, for example the abdomen).
3.  Auscultation (a fancy name for listening with a stethoscope).

Doing this in the wrong order in medical + nal exams risks failure. 
I’m not sure quite why the profession feels so strongly about this, but 
it’s certainly true that the danger of diving in with a stethoscope is that 
you can miss the wood for the trees. Taking it in stages is a bit like 
zooming in slowly from a wide shot to the close-up. = at way you’re 
unlikely to miss anything. If you zoom in straight away, it’s embarrass-
ingly easy, for instance, not to notice that someone is as pale as white-
wash or that they have the tell-tale scar of kidney removal hidden on 
their side.

I’m looking out for obvious signs of chest disease. WE is comfort-
able, not struggling for breath, and doesn’t have the blueness of cyano-
sis around his lips or + ngertips, which would be a sign that oxygen 
levels are dangerously low. I gently pull down his bottom eyelid, 
checking for the pallid pinkness of anaemia. I look to see if he has any 
xanthelasma (yellowy deposits in the skin around the eyes, which can 
be a sign of high cholesterol). Nothing.

I zoom in on his hands. Your hands are stuH ed with medical clues. 
= ere are more health clues per square inch of your hands than anywhere 
else on your body, including your face. One of the most striking things I 
might spot in WE is + nger clubbing. = is is where the soft tissue around 
the ends of your + ngers and toes increases and your + ngers end up look-
ing like matchsticks with a sort of clubbed end. No one really knows why 
it happens, but it can be associated with a range of conditions, from seri-
ous heart and lung disease to liver cirrhosis or inJ ammatory bowel 
diseases. More common is nicotine staining on the + ngers – a giveaway 
for smokers. You may say you’re not smoking any more, but your yellow-
brown + ngers will betray you. No sign. I check for little bleeds under his 
nails, like tiny splinters; sometimes a sign of infection of the heart valves. 
At medical school it feels like the most important sign there is – after 
years of real practice I don’t think I’ve ever seen a case.

Mr WE doesn’t notice me checking all these things. I’ve checked 
them out as he walked in, while I listen to his story, or with a quick 
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glance at his hands and face while I’m tuned in to his chest. In medical 
exams, on the other hand, we are taught to make it very obvious to an 
examiner that we are looking for a speci+ c sign – a bit like the exagger-
ated glance in your rear-view mirror for the bene+ t of your driving test 
examiner.

WE notices me checking his pulse though. I gently compress his 
radial artery against the underlying wrist bone; my + ngertips now 
delicate heart sensors. No sign of the chaotic rhythm of atrial + brilla-
tion, the frantic gallop of tachycardia, or the funereal pace of complete 
heart block.

I look closely at his neck and check for swelling in his ankles. 
With experience, the right lighting and a bit of luck, you can use the 
jugular vein as a sort of barometer of the pressure in the heart; the 
higher you can see it in the neck, the greater the pressure. Swollen 
ankles are much easier to spot. I press just above the ankle bone, 
checking for any indentation, like + ngerprints in fresh dough. Ankle 
swelling or swelling of other parts of the body where J uid might 
collect due to gravity (such as the lower back when sitting or lying in 
bed) can be another sign that the heart may not be pumping as it 
should – not getting blood back to the heart. Again, there’s 
nothing.

Now, + nally, I can feel or ‘palpate’ his chest, and use my stethoscope 
to listen to his heart and lungs. Like most doctors, I have a close rela-
tionship with my stethoscope. Over the years I have come to think of 
it as an extension of myself, a trusted friend, and a kind of comfort 
blanket all rolled into one. Symbolically it’s a kind of link between 
doctors and patients – an umbilical cord going from one to the other. 
It’s often the only time we are physically connected to a patient during 
a consultation; a demonstration of thoughtful caring, which can be 
very powerful in healing. It’s also a badge of honour – an icon of 
doctoring. But it’s not a state-of-the-art diagnostic tool. I could prob-
ably hear your heart and lungs just as well by putting my ear against 
your chest (in fact the stethoscope was originally invented in 1816 by 
a French physician called René Laennec to listen to his overweight 
female patients without the embarrassment of getting too close to 
them by putting his ear against their bosoms). Patients seem reassured 
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by the feel of metal on skin. It makes doctors feel like doctors too. I 
once heard a story from a colleague about a trainee doctor who went 
on a home visit but forgot his stethoscope. He’d already decided his 
patient needed antibiotics, just from her symptoms, but not wanting 
to disappoint his elderly patient, he took a coin from his pocket and 
pretended to listen at her back by pressing it against her skin and 
asking her to breathe in and out. It was all going so well until he real-
ised that she was watching him in her dressing table mirror. ‘Ah,’ he 
said, quick as a J ash, ‘I’m just doing the special coin test.’ Apparently 
he got away with it.

With my earpieces inserted, I am lost in a hypnotic cardiac 
symphony. It’s usually the ‘Lub-Dup’ base beat of the valves opening 
and closing like a + nely tuned engine. But sometimes there are the 
unusual whooshing or swishing sounds (heart murmurs) from the 
turbulent blood J ow across leaky valves, or unexpected extra sounds, 
like clicks, from diseased or scarred valves opening and closing. If your 
mitral valve is leaking, Lub-Dup becomes Lub – shhhhh – dup. If you 
have a leaky aortic valve, it’s Lub-Dup – shhh. I use both sides of the 
stethoscope’s chest piece: the J at diaphragm is good for listening to 
high-pitched sounds such as lung wheezes, whereas the bell-shaped 
side is used for listening to low-pitched sounds such as grumbling 
heart murmurs from the mitral valve.

= ese heart noises are often painfully subtle: as medical students we 
often say we can hear them when we can’t, to avoid looking stupid. 
With experience, you can hear them more easily, but even if you can 
hear a murmur, working out which valve is the problem can be 
extremely challenging, because there are four main valves all opening 
and closing at slightly diH erent times. No wonder that when I was at 
medical school, one of our clinical tutors (a highly respected clinician) 
called stethoscopes ‘guessing tubes’. It seemed spot-on to us. 
Fortunately, in recent years we have been able to turn to echocardio-
grams (which scan the heart while it’s moving) to pinpoint valve prob-
lems much more accurately. = is has been great for patients, but it has 
meant that nowadays we doctors are not as skilled as we were twenty 
or thirty years ago at diagnosing heart problems using a stethoscope 
– we just don’t need to be. Nevertheless I am feeling con+ dent that 
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WE doesn’t have any major heart murmurs. But this is much more 
about excluding serious conditions – I’m not really expecting it to help 
me work out what’s actually wrong.

Heart done, lungs next. I listen carefully over all the main lung 
zones, hovering in each spot while WE breathes in and out, and I 
compare one side with another – that way, any changes become more 
obvious.

‘Breathe in and out through your open mouth please.’
I tune in to see if I can detect a diH erent set of sounds now, mainly 

wheezes (the high-pitched squeaky noises you get in asthma or some-
times an infection) or crackles (as if someone is rustling a paper bag, 
which often suggests infection). I’m not expecting to hear anything 
in WE: this is mostly to reassure him that I am being thorough and 
to reassure myself that I haven’t missed anything obvious like pneu-
monia. So I can usually complete these checks pretty quickly – though 
not through a thick jumper or even a shirt, as the material muW  es 
any chest sounds and often makes its own crackling noises. (If your 
doctor regularly listens through thick clothing, I’d probably look for 
another one.)

If everything sounds normal, and if the history doesn’t ring any 
alarm bells, having a stethoscope stuH ed into my ears can be the cue 
for welcome peaceful reJ ection. I think about what’s going on, piec-
ing together the clues from the story and the examination. I gather my 
thoughts about my next steps in terms of management – pills, tests, 
advice, referral? My mind wanders to holiday memories – a glance at 
my family photo. I’m thinking about Mr DG and his prostate result 
too. What will I say? How will he take it? I snap out of my daydream 
and remember that WE is waiting expectantly to hear what I’ve heard.

‘Well that all sounds completely normal,’ I say with a smile.
‘OK, great.’ His eyes follow me, as if looking for tell-tale clues about 

what I’m really thinking.
‘Yes – your heart sounds + ne, lungs are all clear. So that’s good 

news. Can I just measure your blood pressure, and then we’re all 
done?’

In the old days, only I would know what your blood pressure was 
because it was measured using a mercury manometer while I listened 
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to your pulse using a stethoscope. Only I could tell when your pulse 
was audible, and when it disappeared again – corresponding to the 
higher (systolic) and the lower (diastolic) numbers. It was my secret. 
= at meant it was very tempting to say it was ‘+ ne’ when it was a little 
raised but not worryingly so – a white lie I’m sure many doctors told. 
But now we use digital machines that broadcast your blood pressure 
for all to see, so there’s no room for ‘fudging it’ to avoid unnecessary 
worry. = e way we record blood pressure – one number over another, 
120/80 for example – is really just a measure of the maximum and 
minimum pressures in the circulatory system, no diH erent from your 
central heating really. = e higher number correlates to the highest 
pressure, as the heart pumps blood round with great force, and the 
lower number is a measure of the pressure in the system as the heart 
relaxes and re+ lls with blood. Fortunately WE’s blood pressure is well 
within normal limits today (128/80 – the normal upper limit for most 
of us is 140/90).

Normality is reassuring for him, and me, but doesn’t really help to 
pinpoint the problem. My working hypothesis is still mostly based on 
his story; this is likely to be a chest wall problem (aH ecting the muscles 
or joints in the chest) rather than a heart or lung problem. Now time 
for a make-or-break test for my theory. I’m hoping that he may have 
some tenderness (the exclusive medical jargon for ‘sore when pressed’) 
when I poke him + rmly in a speci+ c area on the surface of his chest, or 
pain when he makes certain movements using the muscles and joints 
in the chest wall, or his arms. = at would certainly support my thesis.

I gently prod systematically across his chest wall, especially around 
the area of cartilage which joins the ribs to the breastbone (sternum).

‘Ow! Yes that’s really sore actually.’ His face screws up when I press 
over one or two of the joints near his nipple. I apologise for causing 
any discomfort, but inside I’m high-+ ving myself for + nding the + nal 
piece of the jigsaw.

‘Sorry – didn’t mean to hurt you. Is that the same sort of pain you’ve 
been getting?’ I ask hopefully, trying not to lead him on too much.

‘Yup, that’s it – really sharp,’ he says.
If this was pain from the heart, or from the lungs, it would be 

very unlikely that I could reproduce it simply by pressing on the 
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chest wall. = ings are really hanging together nicely now. It’s time 
to wrap things up.

07:37

(seven minutes)

I’m glad I took the trouble earlier to establish WE’s main ideas, 
concerns and expectations; I am now in a position to address his 
agenda straight on. = e two key tasks in my mind now are: coming up 
with a clear plan of action with which both of us are happy (a double 
act between patient and doctor) and making sure I make clear what he 
should do if things don’t go according to my predictions (preparing 
for the worst-case scenario).

‘So, your symptoms, along with my examination, point very clearly 
to a problem with the chest wall which is causing your pains. I think 
you have a condition called costochondritis – literally, inJ ammation 
of the joint between the rib and the breastbone or sternum. Have you 
heard of that?’

‘No, not at all.’
‘Well, it can be very painful, and it tends to get worse when you 

take a deep breath or make movements with your chest. It’s not seri-
ous though and it usually settles on its own over a few weeks – some-
times months. You can use anti-inJ ammatory medication like ibupro-
fen for the pain and inJ ammation, as long as there’s no reason why 
you can’t take those sorts of medicines.’

I’m scanning his face – he’s nodding thoughtfully, encouragingly 
for me. I think this is making sense for him.

‘So what could have brought that on then? I haven’t injured it or 
anything . . . I think I would have noticed.’

‘Well, it’s not always possible to + nd out exactly what triggered it, 
but sometimes it’s from an injury to the chest wall, strenuous lifting, 
even vigorous coughing. Sometimes from doing some kind of activity 
that you’re not used to – like decorating or moving heavy furniture
for example.’
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‘Well, I was helping a friend move some heavy furniture a few weeks 
ago, so I suppose it could have been that?’

‘= at’s certainly the sort of thing that might trigger it. So the good 
news is that it doesn’t sound at all typical of heart pain – even taking 
into account your family history of heart attack in your father. And 
your symptoms are so typical of this other condition that there’s a case 
for not doing an ECG heart tracing because it’s very unlikely to oH er 
us any really useful information. But given your family history, it 
might be a good idea to do one anyway, just as routine. And we could 
check your cholesterol and blood sugar too, as a general heart health 
check. We haven’t done that for a while. What do you think?’

‘Yes, I think that’s a good idea. Just to be on the safe side, you know. 
My partner’s been nagging me to get it checked out, so she’ll be pleased 
too!’

What I’m trying to do is frame my explanation of what’s happening 
in terms that relate to his original agenda. I’m also checking that he is 
happy with my explanation, and I’ve deliberately left the door open 
for him to ask me questions or voice any concerns. I missed the pres-
sure from his partner to get it checked.

I + nish with what’s called ‘safety-netting’ (another term coined by 
Neighbour): anticipating the worst-case scenario. I may have a pretty 
good idea of what’s going on, or more importantly what’s not going on 
(a life-threatening cause for his pain), but I always need to make sure 
the patient knows what to do if things don’t turn out as I have predicted. 
In this case my safety-net involves telling him what I expect will happen: 
that things will gradually settle down with anti-inJ ammatories and 
laying oH  heavy gym work. Over a few weeks, there should be a notice-
able improvement. But I also need to explain that if this doesn’t happen 
– if things don’t improve, or if they get worse – he needs to come back 
and see one of us. I also paint him a picture of a typical heart attack so 
he knows what symptoms to look out for, and I tell him that if he ever 
experiences these, he should go straight to A&E.

‘OK? Does that all make sense?’ I say with a ‘we’ve come to the end 
now’ tone of voice.

‘Yes, Doctor. = anks, that’s a relief. I’m sorry for bothering you over 
nothing.’
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‘No – you haven’t bothered me at all. It’s important to get that sort 
of thing checked out. I think we’ve talked before, haven’t we, about 
how you feel you worry unnecessarily about your health? I don’t think 
that’s the case this time – but is there any reason why this has surfaced 
now, do you think?’

‘Well, no, it was really just thinking about my dad and his heart 
attack, you know.’

‘Nothing else stressing you out at the moment?’
‘No more than usual! Busy job of course. No, nothing really.’
‘OK. Well, I’m always happy to talk that stuH  through if you think 

it would help. Good. I hope this has been helpful. If you get those 
blood tests and ECG done and then perhaps we could meet after that 
to talk them through?’

I get up from my chair, a signal that we’ve + nished, and we shake 
hands.

‘= anks for coming.’
‘Yes, thanks. = at all makes sense. And I’ll see you after the tests.’
I can tell from his face – relaxed, with upturned mouth corners now 

– that we’ve hit the jackpot. Sometimes it feels like my job is really 
about shouldering other people’s worries. = e uncertainty is still there; 
like energy, you can’t create it or destroy it – it’s just been transferred 
from one of us to the other. It’s as if, as he leaves free from his heart-
shaped anxieties, he dumps all the unknowns, the risks and the dark 
cardiac possibilities, onto me. But this time, that burden is light – I’m 
as sure as I can be that his symptoms are not coming from his heart.

= e computer is hungry again. It wants his blood pressure measure-
ment, in the right box, in the speci+ ed format. It’s a fussy eater. After 
I’ve written my notes, I + ll in the template to make it shut up, and 
collect the points.

07:40

(ten minutes)
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