
First Do No Harm is a series of 12 brief
monthly articleswith internet footnotesabout
harming and healing in general practice.
Each article is based on one of the 12 RCGP
competency domains, thismonth’s being:

2. Practising holistically: the ability of the
doctor tooperate inphysical,psychological,
socioeconomic, and cultural dimensions,
taking into account feelings as well as
thoughts.1

'Few would deny that fear may become or
engender disease. It might almost be
described as the great pandemic malady. I
have alternatively referred to it as one of the
two great primary symptoms. Pain is the
other one. They are, in fact, what our patients
chiefly bring to us.’2

INTRODUCTION
Practising holistically isn’t an option but a
necessity:3 medical-model disease and
functional illnessco-exist and interweaveand
the division between disease and dysfunction
is a construct— it exists in the doctor’smind,
not in the patient’s body.4

HARMING
Casting the patient as victimor villain and the
doctor as rescuer.1 Helping the patient to
rehearse and reinforce past mental trauma.5
Oscillating between indulgence and
punishment.6

HEALING
Casting the patient as a protagonist, asking
what factors have made them ill and what
factors can make them better,7 validating
what the patient offers, giving a physical
explanation that doesn't blame and offers
them control,8 talking about mechanism
rather than cause.9 Witnessing, holding
figuratively,10 and touching physically.11 Using
the impact of symptoms on a patient’s life as
a prompt to action while using medical
knowledge as guide to the type of action
taken. Tempering the urge to comfort with
pharmaceutical judgement.4

ATTITUDE
Being prepared to shoulder a
disproportionate share of the burden of
sustaining a relationship with the many
consulters for whom relationships are
difficult.4

KNOWLEDGE
Among 10 people aged 18–60 years in the
UK, in the previous 2weeks, two to four have
experienced tiredness, anxiousness,
depression, indigestion, headache, back
pain, or joint pain.12 Among 10 patients
consulting UK GPs, three or four have a
personality disorder.13,14 Negative feelings,
actions, and words are clues to people’s
positive needs.15 After an unpleasant event,
immersing and focusing on feelings is
unhelpfulwhiledistancingandexplainingare
helpful.16 The majority of patients would feel
comforted if touched appropriately by their
doctor.11

SKILLS
Constantly revising the diagnosis.10 Moving
from the negative to the positive, from what
can’tbedonetowhatcanbedone, fromareas
of disagreement to areas of agreement;4
adopting a professional stance, providing
clear explanations, tolerating odd beliefs and
behaviours, maintaining a therapeutic
detachment.6 Helping patients cope with
adverse events by distancing themselves
emotionally and finding explanations that
make sense of the experience.16 After a
confrontation, rapidly offering reconciliation
followed by an attempt at cooperation.17
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Supplementary information
The internet footnotes accompanying this article can
be found at:
http://www.darmipc.net/first-do-no-harm-footnotes.html
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construct — it exists in the doctor’s mind, not in the
patient’s body.’’
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