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Lisa	Sanders 00:00
My	name	is	Lisa	Sanders.	I	write	a	column	for	The	New	York	Times	Magazine	called	Diagnosis.
I've	written	it	for	20	years.	And	can	I	just	brag	a	little	teeny	weeny	bit?	I	believe	that	it's
changed	the	way	people	outside	of	medicine,	see	diagnosis.	When	I	went	to	medical	school,	I
was	36.	I'd	covered	medicine	and	television	for	many	years.	And	I	thought	I	understood
medicine.	And	then	in	my	third	year	of	medical	school,	I	was	doing	my	internal	medicine,
clerkship	rotation.	And	I	went	to	this	meeting	that	they	have	every	day,	six	days	a	week	called
resident	report.	And	that's	where	I	learned	the	diagnosis	was	not	a	noun.	But	a	verb.	You	know,
that.	I,	you	know,	if	you	watch	television,	as	I	have	my	whole	life,	you	know,	in	Marcus	Welby,
or	medical	center,	and	all	those	shows,	diagnosis	was	a	one	liner,	oh,	she	has	leukemia,	and
then	you	just	move	on	with	the	rest	of	the	plot.	It	wasn't	until	I	went	to	this	meeting	that	I
realized	that	it's	actually	a	process.	It's	not	math.	It's	not	like	I	thought,	as	I	think	many	people
thought,	it's	like	math.	And	actually,	often	it	is	four	times	six	is	24.	Somebody	calls	you	up	and
says,	I	have	a	fever	and	a	cough,	and	I	don't	have	a	sense	of	smell.	It's	24,	it's	COVID.	You
know,	I	mean,	you	don't	always	have	to	think	the	problem	through.	And	in	fact,	there's	pretty
good	research	that	says,	most	of	the	time,	when	you	walk	into	the	doctor's	office,	asking	for	a
diagnosis,	your	doctor	is	going	to	get	it	right	over	90%	of	the	time	based	on	studies.	But	90%	of
the	time,	that	means	that	there	are	10%	people	are	up	to	10%	of	people	who	don't	get	the
right	answer.	And	it	turns	out	that's	like,	between	12	and	25	million	people.	That's	a	lot	of
people.	And	so,	because	the	system,	the	way	it	works,	works	for	most	people.	That's	what	the
studies	seem	to	show	least	in	terms	of	diagnosis,	the	pressure	to	change,	it	is	missing.	You
know,	there	are	a	lot	of	patients	who	feel	unheard,	unseen.	Who	leaves	the	doctor's	office	with
a	stupid	answer.	Have	you	thought	about	seeing	a	psychiatrist	about	your	anxiety?	Or	no
answer	at	all?	I	don't	know.	I	don't	know	what	you	got,	or	a	referral.	I	don't	know	what	you	got,
maybe	this	guy	well,	there's	got	to	be	a	better	way	to	do	this.	And	actually,	the	NIH	agrees,
they	put	out	a	report	in	2015.	That	was	all	about	something	that	didn't	even	exist,	or	the	word
hardly	existed	before	the	year	2000	diagnostic	error,	you	know,	there	was	a	big	report	that
came	out	in	the	year	2000	called,	I	can't	remember	what	I	can't	remember	now	I	have	it	here
somewhere.	But	that's	it.	They	didn't	even	mention	diagnostic	error	once,	not	once	in	that
entire	report.	So	in	2015,	they	decided	to	take	on	that	problem.	And	they	said,	you	know,	in
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their	opening	paragraph,	they	said,	you	know,	most	of	us	will	be	the	subject	of	a	diagnostic
error	at	least	once	in	our	lives,	and	sometimes	with	absolutely	devastating	consequences.	So
they	were	making	the	argument	that	even	though	90%	Get	it	right,	this	error,	90%	per	year,
this	error	is	going	to	affect	us	all.	And	so	what	are	what	are	we	doing	about	it?	So,	I	think	that
there's	a	lot	of	work	being	done	when	I	went	to	medical	school,	which	was	late	in	life,	and	I
graduated	in	the	year	2000.	started	when	I	was	36.	So	you	can	do	the	math.	There	was	no
teaching.	I	went	to	medical	school,	pretty	good	medical	school,	and	there	was	no	teaching	on
how	to	make	a	diagnosis	it	there	really	wasn't	any	science.	We	just	were	sent	to	spend	time
with	doctors	who	were	participating	in	the	act	of	diagnosis.	And	the	hope	was	that	some	of	that
would	just	like	rub	off	on	other	doctors	in	this	room.	And	maybe	you	had	a	different	experience,
but	I	don't	think	so.	I	think	that	it,	there	was	no	science	behind	it.	That	has	changed.	That	has
changed	dramatically	in	the	20.	Some	years	that	I've	been	teaching.	And	now,	people	have
figured	out	better	ways	to	do	things.	You	know,	when	I	was	a	medical	student,	the	textbook
that	we	all	used	Harrison's,	you	know,	symptoms,	which	is	how	we	see	illness,	right?	Patients
come	in,	and	they	say,	This	is	what's	wrong	with	me.	They're	deep	into	chapters	that	are	have
diagnoses	as	their	headline.	You	know,	they	don't	they	don't	they	start	with	assuming	that	you
already	have	the	right	answer.	That's	how	you	look	it	up.	And	I	remember,	it	was	like,	in	the
year	2010,	this	amazing	textbook	came	out,	everybody	rushed	out	and	bought	it	was	called
symptoms	to	diagnosis.	It	was	like,	Oh,	my	God,	the	way	we	actually	see	patients	right	here	in
a	book,	who	would	have	thought,	and	really,	that's	how	new	this	is,	you	know,	we're,	we've
never	been	in	a	position	where	making	the	right	diagnosis	is	more	likely	than	we	are	right	now.
And	it	improves	every	year.	We	know	more	diseases,	we	have	more	tests,	we	ask	better
questions.	And	the	science	is	getting	better	and	better	all	the	time.	Because,	you	know,	it's	not
like	we've	been	doing	this	since,	or,	well,	it's	not	like	we've	been	doing	this	well,	since	the	days
of	Hippocrates.	We've	been	doing	it.	But	we've	only	really	been	doing	it	for	the	last,	I	don't
know,	100	years	or	so,	which	is	a	lot.	But	it's	not	that	much	when	you	consider	how
complicated	everything	is.	So	we're	getting	better	all	the	time.	And	we've	never	been	able	to
do	a	better	job	with	diagnosis	than	we	do	now.	And	yet,	we	still	fail	millions	and	millions	of
people	all	the	time.	So	we've	started	to	teach	it.	And	that's	important,	that's	important	at	the
doctor	level.	And	that's	really	important.	But	the	system,	how	can	we	change	the	system.	And
you	know,	one	of	the	things	that	makes	it	hard	to	change	the	system	is	that	for	most	of	the
people,	and	certainly	for	the	insurance	companies,	this	system	works	just	fine.	Every	year,	if
you	look	at	if	you	follow	the	biggest,	most	profitable	companies	in	the	United	States,	there's
always	at	least	one	insurance	company	on	there.	So	this	is	totally	working	for	them.	And
actually,	if	you	ask	most	people,	they'll	tell	you,	that	they're	that	they	like	their	doctor.	So	most
of	the	time	for	many	people,	it's	working.	But	there	are	these	other	people	it's	not	working	for.
And,	you	know,	the	NIH	report,	proposed,	I	think,	reasonably	rationally,	that	we	should	break
out	of	the	silos	that	doctors	work	in.	I	mean,	here's	how	the	usual	doctor	and	doctors	in	here	if
you	disagree	with	me,	speak	up.	But	here's	how	the	usual	Doctor	reaches	out	of	their	style.
They	go	to	the	doctors	lounge	and	ask	the	smartest	doctor	there	about	a	patient	that's	hard,
you	know,	who	they've	just	seen,	and	they're	worried	about.	Not	exactly	breaking	out	of	silos.
So	what	you	know,	what	the	NIH	proposed	is	that	we	should	routinely	have	a	way	to	get
pathology	and	radiology	and	other	specialties	involved	in	our	diagnostic	decision	making,	you
know,	their	report	is	good.	But	certainly	when	I	was	a	resident,	we	used	to	go	down	and	see	the
radiologists	and	talk	to	the	radiologists	about	different	things.	You	can't	do	that	anymore.
They're	way	too	busy,	way	too	busy	to	tolerate	that	kind	of	interruption.	So	the	NIH	is	pushing
breaking	out	of	silos,	but	the	way	medicine	works	right	now.	The	silos	are	deeper,	darker	and
stronger	than	ever.	I	do	think	I	made	an	argument.	I	did	it	on	TED	med.	I	made	an	argument
that	we	should	have	specialists	who	take	on	cases	that	are	difficult	to	diagnose.	You	know,	it
used	to	be	that	the	internist	was	the	person	that	everyone	turned	to	with	a	difficult	diagnosis
when	you	had	a	patient	when	your	general	practitioner	had	a	patient	that	they	didn't



understand	it	would	refer	them	to	an	internist.	That	is	that's	not	the	way	it	works	anymore.	First
of	all,	general	practitioners	Those	are	people	with	one	year	after	or	medical	school	of	training,
those	people	don't	exist	anymore.	And	so	internists	have	taken	on	the	job	of	primary	care.	And
they	are	actually	the	people	who	manage	what	I	consider	to	be	the	real	killers	of	Americans.
The	other	chronic	diseases.	You	know,	yesterday,	Megan	O'Rourke	was	talking	about	the
invisible	chronic	diseases.	Those	are	a	problem	that	we're	talking	about	here.	But	most	chronic
diseases,	they're	not	invisible.	Their	diabetes,	it's	hypertension,	hyperlipidemia,	COPD,
emphysema,	chronic	kidney	disease,	heart	disease,	those	are	the	things	that	knock	off	our
parents,	and	our	patients	and	our	friends.	And	that	is	what	the	internet	is	does.	Now.	You	know,
if	you	look	at	the	journals	that	are	dedicated	to	primary	care	doctors	and	internal	medicine,
doctors	and	family	practice	doctors,	they're	all	about	managing	these	chronic	diseases,	every
now	and	then	the	New	England	journal	publishes,	oh,	here's	something	interesting	about	this
very	rare	disease.	That's	a	sidebar,	mostly,	what	primary	care	doctors	of	all	strengths	and	sizes
do	is	try	to	manage	the	diseases	that	are	most	likely	to	kill	their	patients.	So	they're	not	the
person	anymore,	who	has	the	bandwidth	to	take	on	the	people	who	are	hard	to	diagnose.	They
have	their	hands	full	dealing	with	the	people	who	already	have	a	diagnosis	and	just	need	to	be
managed.	So	I	propose	that	there	should	be	this	specialty,	people	who	learn	about	unusual
diseases.	Right?	Recognize	that?	That,	that	there	are	people	who	have	diseases	that	they
haven't	seen	before,	I	mean,	one	of	the	only	things	we	know	about	diagnosis,	and	one	of	the
first	things	we	learned	about	diagnosis,	is	the	person	most	likely	to	make	that	diagnosis.	Is	the
person	who's	seen	it	before.	So	why	don't	we	develop	a	specialty,	where	doctors	are	much
more	likely	to	have	seen	these	rare	things	before	or	at	least	learned	about	them	in	detail.	You
know,	at	the	beginning	of	my	TED	talk,	I	tell	the	story	of	a	patient	to	has	come	to	be	a	friend
Penelope	who	was	undiagnosed	for	like	25	years,	she	had	surgeries,	everything	that	could	be
taken	out	of	her	body	was	taken	out	of	her	body,	her	appendix	or	gall	bladders	or	ovaries,	you
know,	everything,	because	she	would	keep	presenting	with	this	terrible	abdominal	pain	and
fever.	Finally,	after	25	years,	I	think	it	was	her	dermatologist	actually,	she	was	just	chatting
about	her	medical	history.	And	guy	goes,	Huh,	I	wonder	if	you	have	porphyria?	Of	course,	that's
what	she	had.	But	you	know,	he'd	seen	it	before	he	knew	what	it	was.	She	got	a	diagnosis.	So	I
wish	that	I	could	say	that	I	thought	up	this	idea	of	coming	up	of	having	a	specialty	devoted	to
diagnosis	on	my	own,	but	actually,	two	years	after	I	started	writing	my	column,	I	got	an	email
from	somebody	named	Maryanne	janati.	None	of	you	probably	know	her.	But	she	developed
she	created	an	organization	called	AI	not	in	need	of	a	diagnosis	because	she	had	been
undiagnosed	and	she	was	in	her	20s	and	ultimately	died	from	her	undiagnosed	disease	in	2013.
But	she	wrote	me	a	very	strongly	worded	email	saying,	you	know,	Don't	you	notice	a	pattern	in
your	columns	that	you	know	that	there	are	these	special	doctors	who	seem	to	know	more?
Don't	you	think	we	should	have	more	of	them?	Don't	you	think	we	ought	to	train	doctors	to
recognize	unusual	diseases?	And	I	said,	Don't	be	ridiculous.	We	have	that	they're	called
internus.	But	I	was	wrong.	You	know,	I	mean,	the	jobs	have	changed.	She	was	right.	And	so	I
think	that	we	should	develop	this	specialty.	And	in	fact,	Abraham	Verghese,	friend	of	mine,
who's	a	wonderful	writer,	just	published	a	piece.	Just	last	summer	published	a	piece	in	the	New
England	Journal,	advocating	the	same	thing	that	we	need	specialists	who	are	trained	to
recognize	where	diseases	but	also	have	a	practice	structured	to	give	room	and	access	to
patients	who	need	more	than	the	usual	30	minute	new	patient	intake	visit	or	20	minute	follow
up.	A	visit.	Great	idea.	But	I'm	not	sure	that	Yeah.

15:08
You	mentioned	that	being	computer	assisted.	I	mean,	absolutely,	yeah.	Because	of	the	nature
of	these	diseases,	people	with	personal	experience	with	this	many	rare	diseases,	I	think	would
be	genuinely	impossible.



be	genuinely	impossible.

Lisa	Sanders 15:19
Well,	I	think,	yeah,	but	I	think	there	can	be	people	who	recognize	him	more	who	spend	more
time	thinking	about	and	looking	at	it.	But	you	know,	I	mean,	the	problem	with	AI,	is	that,	if	you
ask	patients	to	input	their	symptoms,	you	know,	you'll	get	a	long	list,	you	will	often	get	a	long
list	of	symptoms,	and	some,	some	of	them	are	going	to	be	more	important	than	others.	And	it's
hard	for	a	computer	to	make	those	judgments.	They	don't	have	the	patient	in	front	of	them.
They	can't	do	a	physical	exam.	They	don't	know	the	patient's	history,	or	they	could	if	the
patient	put	it	in,	but	it's,	it's	going	to	be	one	day,	we	will	have	that	thing	they	had	in	Star	Trek
where	you	run	over	the	body,	and	it	tells	you	what's	wrong.	Yes,	a	tricorder.	Thank	you,	another
Star	Trek	net,	like	myself.	But	we	don't	have	that	yet.	That	is	going	to	happen.	It's	absolutely
going	to	happen,	but	ain't	gonna	happen	today.	So	I	think	that	let	me	just	get	to	the	end	of	this.
I	do	think	that	COVID	has	presented	us	with	an	amazing	opportunity.	This	is	a	first	time	that
medicine	has	allowed	something	mysterious,	to	be	the	the	the	center	of	a	center,	you	know,
that	isn't	we	have	cancer	centers,	we	have	heart	disease	centers,	but	mystery	diagnosis
centers,	not	so	much.	But	now,	they're	all	over	the	country.	And	I	think	I	think	that	what	we
learn	in	how	to	deal	with	COVID,	which	is	not	going	to	be	long	COVID,	which	is	not	going	to	be
one	disease,	but	it's	going	to	be	many	diseases,	is	going	to	help	us.	And	it	seems	like	that
might	naturally	evolve	into	the	kind	of	system	that	me	and	Abraham	for	gays,	and	I	think	a	lot
of	people	would	like	to	see	where	there's	expertise	and	AI,	and	a	lot	of	different	ways	to
approach	people	who	are	in	need	of	a	diagnosis.	Yes.

17:36
This	position	would	be	someone	like	a	hospitalist	in	a	diagnostic	category.	The	question	I	would
have	is	if	you	were	designed	a	fellowship	to	train	physicians	in	this,	what	would	that	look	like?

Lisa	Sanders 17:54
So	glad	you	asked	me	that.	I	mean,	now	I	think,	actually,	with	long	COVID	That	might	be	the
perfect	kind	of	training	center.	But	before	that,	I	was	talking	to	a	wonderfully	smart	doctor	at
UCSF	Gurpreet	Dhaliwal.	And	he	and	I	were	trying	to	imagine	what	this	would	look	like,	because
we	developed	a	fellowship	for	this	in	an	organization	called	the	Society	for	the	improvement	of
diagnosis	and	medicine.	So	we	thought	about	this,	and	my	idea,	group	was	a	little	less	practical
or	not,	but	is	to	identify	centers	of	excellence	with	a	lot	of	different	diseases	and	have	the
fellow	spend	time	in	each	of	these	places	where	you	can	really	learn	you	know,	here	in
Colorado,	there's	an	outstanding	pulmonary	institution.	You	know,	there	are	places	it's	do	a	lot.
You	know,	Yale	does	extraordinary	work	in	dermatology.	I	mean,	there	are,	there	are	centers
that	just	are	exceptional,	interesting,	you	know,	strange	patients	with	strange	diseases	go
there.	And	so	that's	where	you're	most	likely	to	see	them.	But	I	think	just	structuring	how	what
they're	supposed	to	know	about.	I	mean,	I	would	say	two	thirds	of	my	medical	brain	is	filled
with	everything	I	need	to	know	for	my	patients	who	I	actually	see	every	day,	the	patients	who
have	pneumonia	and	heart	disease	and	COPD	and	kidney	failure	and	diabetes	and
hypertension.	That's	the	vast	majority	of	my	medical	brain	is	filled	with	that	stuff.	But	these
patients	are	these	doctors	would	have	a	different	obligation.	They	would	use	their	brains	to
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hold	different	kinds	of	information.	They	would	use	tools,	computers	and	other	kinds	of	tools	for
a	different	reason,	you	know,	with	a	different	purpose	in	mind.	And	I	think	allowing	people	to,	to
really	build	up	that	kind	of	expertise.	would	be	helpful.	But	long	COVID	might	actually	give	us	a
way	of	doing	that	that	exists.	Now	what	I	described	was	pie	in	the	sky.	I	mean,	every	state	has
different	rules.	Every	institution	has	different	rules,	trying	to	get	people	to	go	to	10	Different
institutions	into	yours.	It's	unthinkable,	you	know,	the	amount	of	paperwork	that	would	be
required.	You	would	somebody	over	here,	yeah.	And	then	you

20:29
what	is	from	a	patient's	perspective,	patients	don't	often	enough,	aren't	presented	with
opportunities	for	second	opinions.	And	when	you	when	you	look	at	second	opinions,	the	data
that	I	looked	up	a	month	or	so	ago	was	something	like	32,	or	47%,	weaker	diagnosis	or
treatment	is	changed	when	there's	a	second	thing.	And	patients	are	often	both	reluctant.	They
don't	know	how	to	get	a	second	opinion,	they	don't	know	where	to	go	for	their	projects.	So
that's	one	topic	that	teachers	your	thoughts	of,	and	the	other,	which	I	read	about	in	a	little	bio,
on	the	app	about	you	was	around	crowdsourcing,	crowdsourcing	diagnostics,	patients	saying,
you	know,	patients	like	me	kind	of	thing,	and	wondering	whether,	especially	for	rare	diseases,
whether	the	there's	a	vehicle	to	expand	beyond	sort	of	our	normal	parameters	to	take	care	of
bringing	in	patients	from	outside	the	United	States.	So	they're	patients	that	have	rare	diseases,
similar	symptoms	and	other	places	that	may	be	rare,	but	not	so	rare.	If	you	aggregate	10	or	20
patients?

Lisa	Sanders 21:48
Well,	I	think	that	one	of	the	ways	to	move	on	that	is	to	have	patient	participation	be	a	much
bigger	part	of	what	we	do.	You	know,	if	you	have	a	rare	if	you	get	a	diagnosis,	you	know,	that
online,	there	are	a	million	other	people	who	are	also	online	who	have	the	same	diagnosis	or
500	other	people,	but	you	know,	the	internet	is	this	huge	resource	for	patients	and	we	should
incorporate	that	we	should	embrace	that,	instead	of	going	don't	don't	look	this	up	on	the
internet,	I	cannot	tell	you	how	many	patients	I've	talked	to	whose	doctor	said,	don't	look	this	up
on	the	internet,	it'll	just	scare	you.	That's	not	the	right	approach.	More	is	more.	And	as	for
second	opinions,	patients	are	afraid	the	doctor's	feelings	will	be	hurt.	You	know	what?	Forget	it,
you	know,	don't	worry	about	that	their	feelings	are	their	problems,	your	diagnosis	is	your
problem.	And	so	they	know	that	even	if	their	feelings	are	hurt,	which	let	me	just	say	is	stupid.
But	even	if	their	feelings	are	hurt,	they're	not	going	to	show	that	they're	gonna	go	Oh,	yeah,
you're	right.	You	know,	because	we	all	have,	you	know,	I	don't	know	hundreds	of	diagnoses	of
things	that	we've	seen	before.	But	when	we	run	out	of	that	we're	really	out	of	gas,	we	really
don't	know	what	to	do.	And	that's	when	you	really	need	another	set	of	eyes,	people	who	have
seen	other	things.	It's	when	we	refer	people	to	specialists.	It's	the	rationale	that	we	use	to	refer
people	to	I'm	going	to	send	you	to	rheumatology,	because	I'm	not	sure	what's	going	on.	But
they've	seen	a	lot	more	of	this	than	I	have.

23:37
Professional.	So	some	of	these	questions,	maybe	your	congressman	gets	indicated.	One	your
point	and	second	opinions	never	be	my	problem	that	ask.	But	I've	been	fortunate	having	two
really	good	interests.	And	when	when	you	each	of	them,	we	wasn't	clear	to	them.	Either	a
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really	good	interests.	And	when	when	you	each	of	them,	we	wasn't	clear	to	them.	Either	a
second	opinion,	or	a	specialist	and	if	the	specialist	didn't	have	to	think	deeply	about	it,	another
specialist	and	I	have	something	that	was	resolved	that	way	only	because	I	was	astonishingly
good	internist	and	has	the	luxury	of	confining	them	over	this	patient	so	he	can	he	can	think
very	hard	and	like	something	early	on	so	so	your	mind	good	fortune,	that	I	have	a	lot	of	friends
that	are	my	older	persons,	and	they	often	have	no	experience	with	anything	unusual.	Until
appointed	lightweight,	if	you	do	this	kind	of	a	trust,	they	trust	their	doctor,	they	don't	even
understand,	you	know,	except	for	it's	harder	to	get	an	appointment.	What	their	doctor	even
does	and	they	have	to	have	a	wake	up	call	because	most	interviews	you're	just	overwhelmed.	I
don't	know	what	this	one	was.	to	that	as	the	medical	school,	this	is	another	clock	is	Centers	of
Excellence	maybe	these	this	these	exist	in	specialties	unmedicated	birth,	the	surgeon	is	trained
that	fellowship,	where	she	ends	up	doing	a	lot	more	recent	revision	surgery.	And	she,	she's
working	to	take	that,	or	the	craziness	as	a	matter	of	actually	this	is	ideas	from	HSS,	not	hers,	I
think,	but	because	she	doesn't	have	all	the	people,	all	the	disciplines.	To	do	this,	why	including
the	wire	so	that	I	know	it	exists	in	context	and	an	overarching	is	society	has	to	have	a	greater
expression	of	dignity,	about	internal	medicine,	in	my	mind,	is	very	need	the	smartest	people
with	think	deeply	and	aren't	afraid	to	challenge	each	other	and,	and	compensate	accordingly	if
it	can	be	worked	out.	So	for	patients.

Lisa	Sanders 26:18
So	I	have	to	say,	you	hit	on	it	in	in	the	sidebar,	you	know,	if	you	want	the	smartest	people	to	go
into	internal	medicine,	you	have	to	pay	for	more	period,	the	end.	You	know,	I	mean,	I	went	into
internal	medicine	because	I	left	I	left	television,	if	I	wanted	to	make	more	money,	I	would	have
stayed	in	television.	But	I	didn't	I	wanted	to	be	intellectually	challenged	and	so	well,	debt,	allow
people	to	feel	that	way	often.	So	I	mean,	there	are	a	lot	of	problems	there.	But	one	thing	I
wanted	to	talk	about,	that	you	reminded	me	of,	I	mean,	you're	lucky	that	you	have	an	internist
that	that	recognizes	good	specialists,	I	can't	tell	you	how	many	times	I	see.	You	know	ratchet
off	my	list	too.	What	are	people	to	them	anymore.	And	let	me	make	an	argument	about	going
through	your	doctor	to	get	these	specialists.	You	know,	if	you	just	pick	up	the	phone	and	go	to
a	doctor	that	you've	heard	good	things	about.	And	specialists,	the	way	it's	supposed	to	work	is
you	take	the	name	of	this	doctor	you've	heard	so	much	about	you	take	it	to	your	regular	doctor
and	go,	I'd	really	like	to	get	a	second	opinion	from	this	doctor.	And	then	that	doctor	will	send
you	your	your	internist	will	send	you	to	that	doctor,	and	then	that	doctor	who's	no	fool	will	send
a	letter	back	to	your	doctor	with	all	the	things	that	he	thought	he	might	have	told	you	these
things.	But	you	know,	it's	hard	for	people	to	know	what	they	all	mean.	Plus,	you	get	a	lot	of
these	referrals	over	time	and	you	get	a	picture	of	an	illness,	especially	with	these	very	difficult
to	diagnose	diseases,	you	might	see	it	in	in	all	the	patterns	that	come	together.	But	if	you	just
do	what	Megan	O'Rourke	do,	it	might	take	you	12	years	to	get	a	diagnosis	also,	you	know,	she's
super	smart.	But	she	and	finally,	she	did	this	she	found	a	doctor	who	listened	to	her	who	was
supportive	of	what	was	going	on	with	her	and	referred	her	out	so	that	that	person	could	collect
the	information.	But	you	know,	we	need	to	do	that.	This	this.	Patients	worked	very	hard	to	be
able	to	pick	their	own	specialists.	And	I	would	say	it's	been	a	real	injury	to	diagnosis.	Now.	If
your	doctor	thinks	that	it's	ridiculous	for	you	to	go	to	this	other	doctor,	maybe	it's	time	for	you
to	get	a	new	doctor.	You	know,	I	mean,	honey,	there	are	lots	of	doctors	out	there.	You	should
feel	free	to	work	until	you	find	one	that	works	for	you.	I	think

29:49
think	most	people	discriminate.	These	means	are	different	qualities	of	all	professionals.	Right
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think	most	people	discriminate.	These	means	are	different	qualities	of	all	professionals.	Right
and	I	don't	think	a	lot	Patients	discriminate	on	how	good	any	doctor	there	see,	is,	that's	a	hard?

Lisa	Sanders 30:07
Well,	that's	a	hard	judgment	to	make.

30:13
In	my	case,	all	the	specialists	have	been	initiated	by	one	or	more	people	now.	And	I	always
have	asked	for	the	notes	that	they're	getting	back.	Because	it's	very	telling	me	symptoms	I	can
understand	because	all	codes,	but	it's	it's	very	illuminating	on	how	the	specialist	things
expressing	themselves.	So	I	know	I'm	OCD	about	this.

Lisa	Sanders 30:44
That's	okay,	you	know,

30:46
results.	But	I	think	something	this	is	creative	back	on	the	profession	that	somehow	interest	in
projector	have	to	be	trained	to	say	you	have	any	doubt,	you	know,	who	would	you	send	into	it
in	your	community?	Who	are	really	good	people?	And	so	do	you	have	a	good	reputation?
They're	not	necessarily	the	best	people.	So	things	are	bad	practice	explode,	they	don't	spend
enough	time	you	the	interest	ought	to	have	a	response?	I	mean,	I'm	looking	because	that's
happening,	right?	They	want	a	professional	responsibility	to	say,	who	wouldn't?	Mind	patient
committee?	And	if	they're	not	here,	where	are	really	good	specialists?	So	can	you	present?
Where	is	it?

Lisa	Sanders 31:33
All	right,	right.	Yes,	ma'am.

31:36
I	had	two	questions.	So	I	apologize	in	advance.	But	the	first	one	has	to	do	with	listening	to	you
talk	about	developing	specialty,	and	kind	of	training	that	would	go	involved	go	into	that.	And
the	focus	being	on	expertise,	right,	and	people	who	have	seen	certain	things	will	then	be	able
to,	you	know,	I	just	keep	thinking	about,	you	know,	the	cliche,	you	know,	is	science	and	art	as
far	as	medicine	and	hardware	science.	And	we	all	know	very	smart	doctors	who	fail	to	diagnose
things.	Right.	So	I'm	just	wondering,	have	you	seen,	I	imagine	certain	personal	qualities,	right.
But	the	people	who	are	successful	and	her	diagnoses	might	share?	And	are	they	teachable?

Lisa	Sanders 32:16
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Lisa	Sanders 32:16
Yes,	I	mean,	I	think	yes,	but	I	don't	think	it	should	be	the	burden	of	a	single	practitioner.	That's
why	we	need	to	bust	out	of	the	silos	and	get	groups	of	people	to	work	with	us.	I	mean,	this	is
why	I	think	that	long	COVID	is	going	to	help	us	in	this,	you	know,	in	in	the	current	model	that
Mount	Sinai	developed,	you	know,	you	go	see	an	internist	first,	and	they	try	to	sort	out	all	your
problems,	and	they	have	two	jobs.	One	is,	is	specialty	care	needed?	And	if	so,	which	ones	and
how	can	we	treat	the	symptoms	that	are	the	problem	now?	And	I	think	that	that's	the	way	we
need	to	go.	We	can't	put	it	all	on	one	person.	There	are,	you	know,	I	had	the	luxury	of	working
with	the	smartest	doctor	ever.	Really	just	amazing.	His	name	is	Tom	Duffy.	He's	retired	now.
But	he	was	trained.	He	did	his	training	at	Johns	Hopkins.	Then	he	was	chief	resident	and	he	had
to	personally	evaluate	every	single	person	that	resit,	the	residency	was	covering.	And	then	he
had	to	present	them	to	the	head	of	medicine	every	Saturday.	So	this	was	an	incredible
experience	for	two	years	he	did	this	and	then	he	continued	to	do	that.	When	I	went	to	resident
report,	Tom	was	always	there.	After	a	resident	report,	he	almost	all	if	it	was	something	he
didn't	know	about,	he	would	go	and	review	the	patient's	chart.	Maybe	that's	a	HIPAA	violation	is
hard	to	say,	and	go	see	the	patient.	And	he	would	just	accumulate	this	knowledge	and
experience	but	he	devoted	his	life	do	it.	You	know,	he	had	a	very	he	told	me,	he	gave	Grand
Rounds	once	and	he	said,	you	know,	you	know	why	doctors	like	Oastler	and	people	who	know
everything	Oastler	wrote,	as	a	single	author,	the	comprehensive	review	of	medicine,	you	know,
at	the	turn	of	the	20th	century,	he	was	astonished,	because	there's	never	going	to	be	another
OSA	you	know,	why?	Because	he	had	a	wife.	Now,	nobody	has	that	kind	of	luxury	where	the
everyday	life	will	be	taken	care	of	by	this	other	person	to	whom	we're	very	grateful.	I	would	like
a	wife	like	that.	I	don't	think	they	exist.	Yes,	sir.

34:41
Telemedicine	that	seems	to	be	a	part	of	it	is	in	the	context	of	COVID	but	telemedicine	and
EMRs	even	with	all	the	failings	EMRs	it	makes	it	easier	to	vote	find	a	person	who's	a	specialist
in	a	particular	rare	area.	area	or	puzzle	areas,	and	get	them	to	review	the	case	of	a	patient,
and	to	have	instant	access	to	scans,	blood	work,	all	that	stuff,	and	then	to	have	a	conversation
with	the	patient.	So,	for	licensure	issues	are	recognized	across	states,	they're	a	bundle	of
issues	that	get	in	the	way	of	that.	But	it's	a	way	of	democratizing	access	to	the	best	people	who
are	to	the	people	you're	defining	as	puzzle	solvers	around	rather	than	requiring	the	patient	to
be	capable	enough	of	identifying	that	person	who	likely	may	well	not	be	in	the	town	you	live	in,
they're	spread	out.

Lisa	Sanders 35:48
I	think	telemedicine	has	been	huge.	And	I	think	that	they're	going	to	work	out	the	issues	of
licensing,	but	the	problem	is	keeping	all	those	records	centralized	so	that	they're	all	together	in
the	same	place	and	not,	you	know,	a	note	from	here	and	a	note	from	there,	and	the	specialist
has	an	opinion	over	here.	i	We	still	have	to	work	out	systems	for	that.	Yes,	ma'am.

36:08
Yes.	So	I'm	an	insurance	to	consumers	and	your	problems	solver.	And	just	to	kind	of	piece
together	what	I've	heard	we	my	system,	I	started	along	COVID	clinic.	And	as	the	internist,	I
meet	the	patient	first	and	sort	of	learn	about	them	and	all	the	data	I	have	available	to	me.	And
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meet	the	patient	first	and	sort	of	learn	about	them	and	all	the	data	I	have	available	to	me.	And
then	I	have	a	I	call	my	dream	team	of	specialists,	right.	So	there's	cardiology,	and	pulmonary
and	endocrinology	and	sports	medicine	and	behavioral	health.	And	they're	really,	I've	been	in
the	same	system	for	15	years.	So	they're	really	just	my	buddies.	And	I	pick	the	endocrinologist
because	he	specializes	in	dysautonomia,	and	I	picked	the	cardiologist	because	he	does	pots.
And	these	are	all	things	we	see	among	COVID.	And	so	we	meet	once	a	week	with	the	patients
I've	seen,	and	we	come	up	with	one	care	plan	for	that	patient.	And	it	has	a	perspective	of	all
the	specialists,	but	then	sort	of	synthesized	by	an	internist.	And	so	the	patients	have	seen
functionally	seven	specialist	when	they	see	me.	So	I	think,	you	know,	it's	intriguing	me	to
develop	sort	of	a	new	super	specialty,	where	you	have	people	who	specialize	in,	you	know,
finding	crazy	diseases.	But	I	also	think	a	way	we	could	approach	it	is	just	changing	the	way	we
deliver	care,	absolutely,	or	team	based	care	that	the	payment	models	need	to	align.	So	those
buddies	of	mine,	do	this	on	their	lunch	hour.	It's	not	part	of	their	and	all	of	the	follow	up	that	I
do	with	the	patients	and	the	texting	and	the	phone	calls	and	emails	I	do	for	free,	because	it's
the	right	thing	to	do.	But	we	need	the	payment	models	to	catch	up.

Lisa	Sanders 37:42
Where's	your	long	COVID	clinic

37:44
care	and	actually	to	speak	to	telehealth	so	we	started	a	year	ago	to	set	up	a	virtual	health	on
the	medical	director	of	that.	So	this	is	one	of	many	programs,	we	have	the	one	COVID	program,
we	have	hospital	home,	we	have	a	virtual	primary	care	program.	So	we're	doing	a	lot	virtually
and	using	telehealth,

Lisa	Sanders 38:01
we	should	talk.	Yes,	wait,	let	me	go.

38:08
I'm	actually	going	to	appreciate	the	shout	out	to	the	some	of	the	most	we	can	do.	I	am
wondering	if	the	place	to	start	with	this	in	an	academic	medical	center,	where	it	all	exists,
because	your	piece	it's	hard	to	see	on	the	right.	And	so	we	put	the	center	for	physical	care	to
being	a	central	model,	just	a	thought.

Lisa	Sanders 38:34
That's	what	I'm	hoping	might	be	giving	us	a	model	for	developing	a	center	of	excellence	for
diagnosis.	By	by	having	this	extended	model	this	model	of	care	that	reaches	out	beyond	a
single	provider,	but	lets	you	tap	into	sorry	that	your	your	colleagues	have	to	do	it	for	free.
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Fortunately,	in	an	academic	medical	center,	nobody	does	anything	for	free.	Everybody	gets
paid,	not	per	patient.	But	you	know,	we	all	get	there's	a	model	that	allows	for	that	kind	of
wiggle	room.	So	I'm	sorry,	you	had	to	come

39:19
to	clinical	psychologists.	So	communication	is	my	thing.	For	somebody	who	has	a	lifelong	job	of
being	a	patient,	from	birth	to	death,	I	don't	think	we	do	a	good	job	of	teaching	patients	how	to
be	good	patients	that	can	give	you	the	correct	information	and	not	a	lot	of	extraneous
engagement.	And	I	don't	think	it'd	be	hard	to	do	that.	I	think	we	can	I	think	insurance
companies	could	basically	pay	people	to	take	horses	how	to	do	more	efficient	patients.

Lisa	Sanders 39:54
You	know,	I'm	not	sure	that	it	makes	sense	to	you.	I	know	I	don't	know	that	it	makes	sense	to
ask	as	people	who	are	sick	and	suffering	to	be	good	patients,	I	mean,	I	saw,	you	know,	I	saw	a
patient	last	week	who	came	in	because	he	felt	like	there	was	fluid	in	his	abdomen	that	was
trickling	down	into	his	legs,	he	could	feel	it	going	all	over	his	body.	You	know,	he'd	been	written
off	as	crazy	by	many	doctors,	and	there	is	a	possibility	that	he	is	psychotic.	Doesn't	seem
psychotic,	but	you	know,	but	his	that's	his	interpretation	of	what's	happening	in	his	body.	He
can't,	you	know,	he's	doing	his	job	of	trying	to	report	what	his	experience	is.	And	it's	my	job	to
try	to	figure	out	what	that	could	possibly	mean.	So,	you	can't	I	think	that	patients	are
unreliable.	Reporters	have	their	own	experiences.	Maybe	I	mean,	maybe,	but	we	also	just	have
to	recognize	that	they're	reporting	as	best	they	can,	things	that	don't	work	in	words.	I	mean,	I
remember	with	my	children,	when	I	would	see	them	expressing	an	emotion,	feeling	emotion,	I
would	say,	Gosh,	sounds	like	you're	feeling	pretty	sad,	so	that	they	could	connect	that	word
with	this	feeling.	It's	very,	it's	not	easy	to	do	that	with	sensations	or	your	know	your	bodily
experience,	it	would	be	great	if	we	did,	and	maybe	patients	could	learn	more,	maybe	we	could
try	to	teach	them	more	as	parents	and	in	elementary	schools,	and	all	of	that	to	give	them	a
vocabulary.	You	know,	when	I	asked	my	children,	they	tell	me	they	have	a	pain,	I	say	it's	a
stabbing	pain	and	sort	of	burning	pain	is	crampy	pain.	I	don't	know	it	hurts	right	here,	you
know.	So	I	mean,	maybe	it's	my	failures.	But	it's	very	hard	for	people	to	put	words	to	it.	And
maybe	we	couldn't	do	a	better	job	with	that.	I	don't	think	we	should	phrase	it	as	the	patient's
job.	I	mean,	I	think	it'd	be	great	if	it	would	be	a	great	bonus.	They	are	certainly	part	of	the
equation.	And	I	think	we	have	to	give	them	spake,	we	have	to	recognize	that	they're	doing	the
best	they	can	to	put	words	to	something	that	is	not	that	for	which	there	is	no	vocabulary,	one
of	the	great	parts	of	Megan	O'Rourke's	book	is	she	just	talks	about	how	hard	it	is	to	talk	about
what	your	body's	experiencing.	And	you	know,	when	she	lists	her	symptoms,	you	know,	just	as
an	internist,	looking	at	her	symptoms,	I'm	going	like,	Oh,	my	God,	if	somebody	came	in	and
said,	I	feel	like	these	sharp	electric	shocks	all	over	my	body,	I'd	be	like,	and	of	course,	I	have
had	patients	who	said	this,	and	I	did	think,	Oh,	my	God,	what	am	I	going	to	do	with	that?	But
you	know,	that	turns	out,	that's	our	job	is	to	figure	out	what	we're	supposed	to	do	with	that.
Yes,	ma'am.

43:02
So	I've	never	been	geologist.	I	think	everything	I	say	is	super	fascinating,	especially	COVID	as
an	opportunity	to	look	at	the	way	that	we	treat	diffuse	diseases	differently.	And	it	feels	like	in
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an	opportunity	to	look	at	the	way	that	we	treat	diffuse	diseases	differently.	And	it	feels	like	in
the	last	few	years,	the	volume	of	data	that's	come	out	in	rapidity,	which	has	come	out	because
we	all	as	a	community	focused	on	it	meant	that	we	were	able	to	get	our	arms	around
phenotypic	variation	in	reactions,	much	bigger	than	we've	been	able	to	do	with	some	other
disease	states,	you	know,	rare,	but	ultimately	actually	common	within	a	large	spectrum,	right,
you	should	think	that	an	individual	doctor,	of	course,	would	write	off	because	why	wouldn't
you?	So	I'm	wondering,	in	addition	to	the	micro	individual	level,	this	can	change	how	we	train
and	how	we	diagnose	if	there's	anything	that	you	think	will	come	out	of	the	way	that	we're
aggravating	for	COVID.	That	can	be	applicable	some	of	these	other	rare,	quote	unquote,	rare
diseases	or	spectrums	of	things	like	autism	or	Ehlers	Danlos,	or	things	that	have	huge
phenotypic	variation,	like	we	have	several	etiologies	going	on.	But	with	a	large	enough	sample
size	will	become	visible.

Lisa	Sanders 44:08
Well,	this	is	exactly	what	I	want	to	see.	And	what	I	have	been	proposing	is	to	get	some
expertise	in	this,	but	I	think	COVID	is	the	first	time	that	medicine	has	actually	taken	on
something	like	this	that's	so	amorphous,	you	know,	and	that	doesn't	have	obvious	payers,	you
know,	I	mean,	there's	no	chemotherapy,	there's	no	dialysis.	There's	no	stent	placement.	You
know,	so	the	obvious	groups	that	fund	so	many	of	the	centers,	people	who	make	joints,	you
know,	do	huge	funding	in	these	centers	of	excellence	for	orthopedic	surgery.	I	mean,	so,	right,
it's	kind	of	a	disadvantage.	We	don't	have	those	deep,	private	enter	prize	pockets	that	are
obvious	to	me,	at	least	not	yet.	And	that's	one	of	the	things	that	previously	has	been,	it's
previously	taken	to	get	something	like	this	started.	But	COVID	has	given	us	this	incredible
opportunity.	And	one	of	the	things	about	COVID	is	so	much	of	this	came	out	of	patients
complaining,	this	is	happening	to	me.	And,	you	know,	I	think	that	being	out	there,	and	their
voices	were	an	important	part	of	understanding	how	this	disease	made	itself	known.	And
without	them,	you	know,	I	don't	know	where	we'd	be.	But	it	happened	to	so	many	of	them	and
so	many,	you	know,	and	it	happened	in	New	York.	So,	you	know,	we	all	know	that	New	Yorkers
are,	don't	keep	their	thoughts	to	themselves.	That's	why	we	moved	to	New	York.	Yes,	ma'am.

45:53
And	I	can't	help	but	think,	a	good	high	school	help,	of	course,	that	would	teach	students	while
they're	feeling	the	inspiration	or	the	power	to	describe	their	diseases,	and	also	missing	in	many
high	school	curriculum	is	an	understanding	of	the	scientific	method.

Lisa	Sanders 46:18
Absolutely,

46:19
in	my	view,	the	source	of	misinformation.

Lisa	Sanders 46:24

L

L

L



Lisa	Sanders 46:24
So	many,	I	mean,	amen.	I	don't	know	how	to	fix	public	education.	But	or	even	private	schools,
education,	I	don't	know	how	to	fix	education.	But	you're	absolutely	right.	You	know,	they	got	rid
of	home	back.	And	so	I	have	patients	who	for	three	generations	haven't	known	how	to	cook.
You	know,	I,	you	know,	they	got	rid	of	a	lot	of	things	that	were	extremely	helpful.	And	I	think
health.

46:52
Well,	if	a	center	of	excellence	is	established,	one	of	the	things	they	should	do	is	communicate
with	science	teachers,	and	with	health	experts	to	teach	this	basic	searching.

Lisa	Sanders 47:10
Great	idea.	Great	idea.	But	first,	we	need	these.	Oh,	sorry,	we're	wrapping	up	now.	Yes,	ma'am.

47:22
I	just	love	your	column.

47:26
How	many	entries	do	you	get?	How	do	you	choose?

Lisa	Sanders 47:32
What's	your?	Well,	people	write	to	me,	that's	great.	I	go	to	resident	report	and	hear	about	cases
I	go	to	Grand	Rounds	and	hear	about	cases.	And	you	know,	I've	thought	about	what	is	it	that
you	know,	as	soon	as	I	hear	a	case	that	I	know	is	good.	I'm	like,	Oh,	yeah.	And	I	think	some	of	it
is	having	a	great	symptom.	You	know,	and	that	really	discriminates	against	the	people	who
have	vague	symptoms	or	not,	and	I'm	sorry,	it's	unfair,	and	I	can't	help	it.	But	you	know,
somebody	who,	you	know,	my	next	patient	was	at	a	beauty	parlor,	and	stood	up	after	getting
her	hair	done,	and,	you	know,	sync	up	and,	you	know,	smashed	her	face	on	the	floor.	And	I'm
like,	Well,	that's	good.	I	mean,	was	bad.	But	you	know,	that's,	that's	dramatic.	I	can	work	with
that.	She	had	a	great	thing.	Can	I	tell	you,	but	you	can't	tell	anybody.	She	had	an	atrial
myxoma.	I	love	those.	There's	a	little	tumors	in	the	heart	that	block	blood	flow.	And	so	you	go
from	being	completely	normal.	This	little	ball	goes	into	the	valve	stops	everything.	And	then
she	fainted.	That	knocked	it	out,	and	it	started	refilling	again.	That's	a	great.	That's	my	wife.
Typical	column.	Right?	It	has	a	great,	you	know,	that's	why	in	my	own	mind,	I	call	it	diagnosis
she	wrote,	because	these	are	not,	I	can't	write	about	the	people	who	don't	get	diagnosed.	I
have	tried.	But	you	know,	it's	too	I'm	sad,	unsatisfying.	It's	as	if	Angela	Lansbury	went,	I	guess
we'll	never	know	who	killed	that	person.	You	know,	I	you	just	can't	it's,	it's	it	doesn't	my	column
is	not	the	place	to	explore	that.	And	I,	you	know,	I	feel	bad.	But	I	think	that	there	are	much
better	ways	to	get	a	diagnosis.	You	know,	I	used	to	write	this	column	called	Think	like	a	doctor
and	I	would	present	solve	cases	I	had	hoped	is	present	unsolved	cases,	but	present	itself	cases
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and	gave	to	labs	and	imaging	and	really	did	a	thorough	job	because	it	was	all	online.	So	there
was	no	limit,	space	limit.	And	then	I	would	send	the	column	without	giving	the	diagnosis	and
say,	What	do	you	think	it	is,	and	it	was	amazing.	Hundreds	of	people	would	write	to	me,	I	mean,
some	of	them	were	doctors,	but	You	know,	a	lot	of	them	were	not	doctors,	they	were	just
people	who	either	recognize	the	disease,	or	were	just	interested.	We	just	say	that	doctors	had	a
somewhat	better	chance	of	getting	the	right	answer	than	regular	people,	but	are	what	I	call
regular	people,	non	Doctor	population,	but	non	doctors	also	got	it.	So,	you	know,	it	was	cool.
And	so	I	did	this	documentary	series	where	I	thought,	could	we	use	this	kind	of	crowdsourcing
to	come	up	with	a	diagnosis	for	somebody	who	didn't	have	a	diagnosis?	And	the	answer	was
kinda	not	really.	Yes,	sir.

50:45
So,	there	are	esoteric	means	of	diagnosing	that	are	not	used	or	no	longer	use.	So	for	example,
smelling	a	patient's	breath,	used	to	be	a	diagnostic	method,	but	as	far	as	I	know,	unless	it
presents	itself	from	a	distance,	it's	not	used.	And	but	then	there	are	also	esoteric	tests.	Are,	are
there	any	esoteric	tests	that	you	know,	for	people	who	have	done	adequate	setting	in	their
diagnoses	to	to	test	this?

Lisa	Sanders 51:19
Well,	it	really	depends	on	what	their	problem	is.	Right?	Every	test	asks	an	extremely	specific
question.	You	know,	Tom	Duffy,	who	I	talked	about	before,	made	a	diagnosis	by	doing	this
unusual	maneuver	that's	not	even	taught,	because	it's	turns	out	that	its	specificity	is	good,	but
the	sensitivity	is	terrible.	So	nobody	teaches	it	anymore.	But	he	used	this,	this	to	figure	out	that
the	guy	had	thoracic	outlet	syndrome,	and	touched	his,	took	his	pulse	moved	his	arm	in	a
certain	position,	and	the	pulse	stopped.	So,	you	know,	that's	great.	But	it	really	depends	on
what	you	have.	For	example,	in	the	Mount	Sinai,	I	won't	lie	on	COVID.	I	went	to	hear	David
Petrino,	you	talked	about	one	of	the	basic	tests	they	do	is	that	they	check	the	heart	rate	of	a
person	when	they're	lying	down	sitting	up	and	standing	up,	you	know	what,	the	statics?	That's
shouldn't	be	rare.	But	but	so	that's,	that's	useful.	So	it	depends,	I	mean,	but	that's	not	going	to
do	anything	for	somebody	who's	big	problem	is	diarrhea,	or	won't	necessarily	do	anything	for
him.	So	it	really	has	to	be	tailored	to	what	it	is.	And	you	know,	it's	true	that	we	hardly	ever
smell	ketones	on	somebody's	breath	or	fate	or	hepatic	Hus,	in	part	because	people	do	a	lot
better	on	their	dental	hygiene.	And	very	few	people,	you	know,	if	I	surprise	somebody	and	tell
them	that	I	want	to	examine	their	feet,	and	they	haven't	washed	their	feet,	they	are	so
apologetic,	I	am	so	sorry.	So	chances	are	somebody	with	Bad	breath	is	going	to	come	in
without	brushing	their	teeth	and	using	mouthwash	is	almost	zero.	I	think	that	also	makes	it	less
you	know,	when	they're	in	the	hospital	that's	different	than	you	can	then	you	might	be	able	to
see	them	because	sick	people	have	a	hard	time	brushing	their	teeth.	But

53:10
scanning	for	example	could	reveal	a	hidden	infection.

Lisa	Sanders 53:15
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Lisa	Sanders 53:15
That's	that's	using	that's	using	the	New	York	Times	to	solve	a	single	person's	problem,	which	is
what	the	problem	was	with	crowdsourcing,	you	know,	it's	using	a	machine	gun	to	kill	a	mouse.
You	know,	you	have	to	pick	the	best	test	not	the	biggest	test,	you	know,	used	to	drive	me
crazy.	This	is	the	last	thing	I'll	say	because	it	were	the	thing	that	drove	me	crazy	about	house
which	was	based	on	my	column,	but	the	thing	that	drove	me	crazy	about	houses	well,	we'll	just
test	them	for	all	the	viruses.	No,	that	isn't	work	that's	happened.	So	anyway,	thank	you	all	for
coming.	Oh,	great.	Well,	you'll	never	be	I	hope	you'll	never	be	although	all	everybody	in	my
column


