
Breaking the Cycle: How to Turn Con-
flict Into Collaboration When You and
Your Patients Disagree. George F Black-
all PsyD MBA, Steven Simms PhD, and
Michael J Green MD MSc. Philadelphia:
ACP Press. 2009. Soft cover, illustrated 176
pages, $39.95.

Conflict is an inevitable part of medi-
cal practice. Breaking the Cycle: How
to Turn Conflict Into Collaboration
When You and Your Patients Disagree
begins by stating what many physicians
know to be true but are often reticent to
discuss: that patient-physician relation-
ships are not always mutually satisfying,
productive, or even pleasant for the par-
ties involved. Most physicians enter into
the profession with a sincere desire to help
others, and conflict within the therapeutic
relationship can undermine the best inten-
tions of providers, stymieing attempts for
optimal medical care. The book was in-
spired by a clinical case experienced by 2
of the authors, treating a 12-year-old girl
with acute lymphoblastic leukemia, who
was unable to swallow the pills necessary
for her treatment. The difficulties in nav-
igating that impasse led to the develop-
ment of an approach to prevent and mit-
igate conflicts and stalemates, one
grounded in techniques developed for fam-
ily therapy, but applied specifically to the
physician-patient relationship.

Some argue that the skills required to
successfully navigate conflict and build
stronger relationships are innate and can-
not be taught. This book, with it support-
ive, positive tone, “universal principles”
or skills, and specific examples of their
applications, suggests otherwise. Medical
school and post-graduate medical educa-
tion teach core concepts of professional-
ism, mandated by the Liaison Committee
on Medical Education and the Accredita-
tion Council for Graduate Medical Edu-
cation, respectively. However, even well
trained physicians exceptionally gifted in
communication sometimes have difficulty
identifying and addressing a patient’s
needs, and express anger, frustration, and
despair in the face of diagnostic uncer-
tainty, ineffective treatments, and loss.

The first chapter describes the traditional
“physician as expert” model, in which a pa-
tient comes to the doctor with a problem,
and the physician, acting as the “expert,”
provides a diagnosis and treatment, either
resulting in resolution of said problem, or
persistence/increase in symptoms. As the au-
thors attest, this model usually works well,
provided that the doctor and patient agree
on the cause of the problem, and on the best
way to proceed. However, conflict and a
breakdown in the physician-patient relation-
ship can arise when a disagreement occurs
related to either diagnosis or treatment plan.

Chapter 2 explores the “symptomatic
cycle,” in which the clinical encounter is
focused on symptom resolution rather than
relationship strengthening. The authors
propose a new model for physician-pa-
tient relationships—one grounded in the
principles of structural family therapy de-
veloped by family therapist Salvador
Minuchin. Specifically, they assert that,
by prioritizing and focusing on relation-
ships (in this case, between providers and
patients, as well as patients and their fam-
ilies), conflicts and impasses can be pre-
vented.

Chapters 3 and 4 focus on specific tech-
niques for relationship building and collab-
oration between physicians and patients.
Theydescribe“universalprinciples” fornav-
igating stalemates with patients: highlight-
ing competencies, focusing on relationship
strengthening, prioritizing collaboration
over control, and recognizing one’s own role
in an impasse. The ARCH mnemonic (Ac-
ceptance, Respect, Curiosity, Honesty) is
presented as a tool to prevent quagmires in
the therapeutic relationship. Additionally,
the authors highlight specific techniques for
active, engaged listening, which will be fa-
miliar to those already grounded in patient-
centered interviewing. Chapters 5 through
10 apply these techniques to individual clin-
ical scenarios, from challenges in address-
ing chronic progressive disease, to highly
fraught emotional interactions with families
of critically ill patients.

Throughout the book, the authors include
transcripts of specific physician-patient, or
physician-family interactions, based on in-
terviews with physicians, and/or the authors’
clinical experiences. These scenarios reso-

nate: clinicians will readily identify similar
interactions from their own practice. The
inclusion of these dialogues helps to trans-
late the theoretical principles into pragmatic
examples that translate directly to patient
care. Instead of presenting idealized clinical
scenarios, the authors discuss how, even in
the real world, with untidy and sometimes
poor outcomes, physicians can maximize
their effectiveness and patient satisfaction
by focusing on collaborative relationship
building.

The book is well written, clearly orga-
nized, has pithy summary boxes at the
chapter-ends, and includes many tables
and boxes with specific numbered skills,
which allows quick, high-yield reading for
busy clinicians. The least useful aspects
of the book are the somewhat repetitive,
multiple flow charts that elucidate the
“physician as expert” model and the symp-
tomatic cycle as it is applied to specific
patient scenarios. The text is written
clearly enough to elucidate the steps of
the cycle without distracting the reader
with these figures.

This book is directed mainly at physi-
cians and mid-level practitioners (eg, nurse
practitioners and physician assistants), par-
ticularly those working in primary care and
intensive care. That said, though the scenar-
ios given are focused on interactions be-
tween physicians and patients, the “univer-
sal principles” outlined could be useful to
anyone who navigates conflict in interact-
ing with patients in the clinic or the hospi-
tal, or truthfully, even in the non-profes-
sional setting.

Our power as healers largely exists in
the domain of language, and the words
we choose to use (or squelch) make an
enormous difference in the relationships
we build with our patients and their fam-
ilies, and even in their clinical outcomes.
The toolbox of the modern physician is
expansive, but no technology can supplant
the primacy of the therapeutic relation-
ship. Blackall, Simms, and Green recog-
nize this and assert that even the most
skilled among us can improve. Breaking
the Cycle is a relatively quick read, and
an engaging one at that. Readers would
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be well served to learn from the collective
wisdom of these authors.
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Medical textbooks are generally used for
one of 2 purposes: to research a particular
clinical question, or to educate a reader in a
particular subject, who would be approach-
ing the material early in his or her educa-
tion. To accomplish one of these 2 goals I
would consider a necessity in any work; to
do both should be the purpose of a good
medical textbook or reference book. But to
do both, in an approachable way, and as a
“good read,” I regard as uncommon. Thank-
fully, the third edition of Clinical Respira-
tory Medicine manages these 2 goals in a
remarkably well rounded and yet concise
way. To summarize the field of respiratory
medicine in a little less than 1,000 pages is
no small feat; I wondered when initially ap-
proaching this text, what was excluded?
What was minimized? Surely there must be
some glaringly obvious holes. But, remark-
ably, I could find none. While some chap-
ters did avoid a detailed discussion of patho-
physiology (ie, those dealing with
pulmonary manifestations of disease, or in-
terstitial lung disease), this was appropriate
to the intended audience, and still provided
enough depth such that clinicians such as
myself did not at all feel “dumbed down.”

From basic chest imaging and common
clinical conditions such as chronic obstruc-
tive pulmonary disease and cough, to more
advanced topics such as interstitial lung dis-
ease and mediastinal disorders, Clinical Re-
spiratoryMedicinecoverspulmonarymed-
icine in a thorough way and yet manages to
avoid focusing on minutiae; one is never in
danger of losing the forest for the trees.
While written in a logical fashion, I found
most chapters to be approachable enough
such that newcomers to pulmonary medi-
cine would not be put off. Respiratory ther-

apists, medical students, residents, nurses,
and primary care physicians should all find
the subject matter appropriate and informa-
tive. Overall, the topic grouping was, I felt,
excellent, and seemed intuitive in progres-
sion if one were to read the book cover to
cover, as I did. Additionally, the “founda-
tion” of the book is solid: the typeset is
clear, the pages are well laid out, and the
figures and tables are (for the most part)
excellent; information is presented logically,
with supplemental reference “boxes” fre-
quently scattered about in a rational and pre-
sentable fashion. Finally, in a manner I found
refreshing, most chapters ended with a dis-
cussion of questions or controversies, thus
both encouraging critical thinking, and
avoiding a pitfall of the typical “preachy”
style some textbooks fall into. Understand-
ing that all we know is not, in fact, all we
can know, is an important point that can be
missed, at least in the initial stages of one’s
clinical training.

My introduction to the textbook was, ap-
propriately enough, with radiology. I found
this chapter to be outstanding, both in its
format and in the very idea itself. I person-
ally have found that most beginning stu-
dents in pulmonary medicine approach the
field in terms of chest imaging. Chapter 1 is
a superb introduction to basic chest radiog-
raphy, and provides enough depth that I
found myself (perhaps somewhat embar-
rassingly) still learning several things about
thefield.Whilenotexhaustivebyanymeans,
this chapter is a stepping stone for the chap-
ters to come, and provides some initial ref-
erence to topics one will be exploring in
more depth later. Well rounded, concise,
and with many excellent radiographs for ad-
ditional reference, I found Chapter 1 a true
highlight, and I plan to use it for teaching
purposes.

Subsequent chapters are organized
around themes; basic physiology, clinical
techniques, mechanical ventilation, com-
mon symptoms, infectious disease, airway
diseases, and interstitial lungdisease (termed
diffuse lung disease in this book) are but a
few of the topics covered. Pulmonary phys-
iology was well done, I thought. Key to so
much in clinical reasoning, a good under-
standing of physiology can aid greatly in
truly understanding disease processes, rather
than simply memorizing signs and symp-
toms. Chapter 19 in particular was a stand-
out, and did an excellent job of discussing
hypoxemia; I especially appreciated the dis-
cussion on “hypoxic respiratory drive,”

which, I am embarrassed to say, I too learned
in residency somehow (before unlearning
in fellowship quite rapidly). I did, however,
feel that some of the descriptions in Chap-
ter 5 “bogged down” a bit in equations and
mathematics, and could be slightly above
the reading level of a beginning reader. Re-
spiratory therapists, however, will probably
find this chapter highly informative and re-
inforcing of what they have already been
taught in the classroom.

Similarly, the discussion of pulmonary
circulation and shock (Chapter 6), is out-
standing. Good basic science is coupled with
clear clinical reference, thus effectively
“bridging” the book-to-bedside chasm that
all newcomers to clinical medicine must
cross. I found all mathematical references
to be appropriate, with numerous graphs and
tables placed as an adjunct to the text; they
did not at all distract from the underlying
discussion. Unfortunately, the very next
chapter moves in exactly the opposite di-
rection; many students struggle with acid/
base physiology, and while an inorganic
chemistry student would probably feel right
at home in this chapter, I felt the science
was inappropriately emphasized. Beginning
students (or even those of us in clinical prac-
tice) benefit from clinically relevant ap-
proaches that can assist in patient care. I
quickly became lost in this chapter, and
found it not at all helpful in teaching the
application of acid/base at the bedside. I
would recommend that those searching for
a good discussion of acid/base physiology
look elsewhere.

It was with relief that I moved on from
Chapter 7, and thankfully found that almost
all of the subsequent chapters return to this
book’s strength: clear explanations with ex-
cellent clinical applicability. Even the chap-
ter on immunology managed this (which I
found remarkable after my own experience
with this topic in medical school). Knowing
what to include, and what to exclude, was
this chapter’s strength, so as not to over-
whelm the reader with information. Subse-
quent descriptions of bedside techniques in
respiratory medicine and ventilator manage-
ment were appropriate to those being intro-
duced to the topic for the first time, but
would obviously not be a good reference
for more experienced clinicians. For teach-
ing purposes, I found the chapter on venti-
lators to be useful, and in particular the
graphic descriptions of intrinsic positive
end-expiratory pressure (auto-PEEP). I
would have appreciated a more in-depth dis-
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