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Bates’” Guide to Physical Examination and History Taking is designed for medical,
physician assistant, nurse practitioner, and other students who are learning to
interview patients, perform their physical examination, and apply clinical rea-
soning and shared decision making to their assessment and plan, based on a
sound understanding of clinical evidence. The twelfth edition has many new
features to facilitate student learning. As with previous editions, these changes
spring from three sources: the feedback and reviews of students, teachers, and
faculty; our commitment to making the book easier to read and more efficient to
use; and the abundant new evidence that supports the techniques of examina-
tion, interviewing, and health promotion.

Throughout the twelfth edition, we emphasize common or important problems
rather than the rare or esoteric, though at times we include unusual findings that
are classic or life threatening. We encourage students to study the strong evi-
dence base that informs each chapter and to carefully review the clinical guide-
lines and citations from the health care literature.

Special Features and Highlights

In this edition we have introduced clinical pearls, printed in blue, to highlight key
points. We have also used color to highlight textboxes so students and teachers
can quickly find important summaries of clinical conditions and tips for chal-
lenging examination techniques such as inspecting the fundus or measuring the
jugular venous pressure. Many of the figures are new or have been updated and,
for the first time, all figures are numbered with captions to make them easier to
locate and reference in both the print and electronic editions.

Organization

The book comprises three units: Foundations of Health Assessment, Regional Exam-
inations, and Special Populations.

Unit 1, Foundations of Health Assessment, includes chapters on clinical proficiency,
assessing clinical evidence, and interviewing and health history. These chapters fol-
low a logical sequence that begins with an overview of the components of patient
evaluation, followed by important concepts in assessment of clinical evidence and
clinical decision making, and the artful task of gathering the history.

Chapter 1, Foundations for Clinical Proficiency, features an overview of history
taking, physical examination, and now includes the assessment and plan,
and a sample patient record. This chapter describes the differences between
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X Preface

subjective and objective data and symptoms and signs, and provides a model
for sequencing the examination that optimizes patient comfort. It presents
guidelines for creating a clear, succinct, and well-organized patient record.

Chapter 2, Evaluating Clinical Evidence, has been entirely rewritten in the
twelfth edition by Dr. Richard Hoffman and clarifies key concepts to ensure
student understanding of the history and physical examination as diagnostic
tests; tools for evaluating diagnostic tests such as sensitivity, specificity, posi-
tive and negative predictive values, and likelihood ratios; types of studies that
inform recommendations for health promotion; and an approach to critical
appraisal of the clinical literatures and types of bias.

Chapter 3, Interviewing and the Health History, describes the differences
between a comprehensive and focused health history, and between the fluid
exchange of the interview and its transformation into the structured format of
the written health history. It presents the techniques of skilled and advanced
interviewing, the sequence and context of the interview, including its cultural
dimensions, and foundational concepts of ethics and professionalism. It clar-
ifies the transition from the open-ended interviewing of the Present Illness
(and Personal and Social History) to the direct questions of the Past Medical
History and Family History to the closed-ended “yes—no” questions of the
Review of Systems. This chapter emphasizes the importance of masterful lis-
tening, so easily sacrificed to the time pressures of office and hospital care. It
mirrors the precepts of Sir William Osler. .. for therapeutic relationships,
always “Listen to your patient. He is telling you the diagnosis,” and “The good
physician treats the disease. The great physician treats the patient who has the
disease.”

Unit 2, Regional Examinations covers the regional examinations from “head to
toe.” The 14 chapters in this unit have been thoroughly updated and contain a
review of anatomy and physiology, the common symptoms encountered in the
health history, important topics for health promotion and counseling, detailed
descriptions and images of techniques of examination, a sample written record,
comparative tables of abnormalities, and conclude with extensive references
from the recent clinical literature. Chapters with the most significant revisions
are highlighted below.

Chapter 4, Beginning the Physical Examination: General Survey, Vital Signs, and
Pain, contains updates on obesity and nutrition counseling, and new stan-
dards for measuring blood pressure from the Joint National Committee on
Prevention, Detection, Evaluation, and Treatment of High Blood Pressure VII Report
(JNC8).

Chapter 5, Behavior and Mental Status, has been substantially revised accord-
ing to the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition
(DSM-5) of 2013.

Chapter 6, The Skin, Hair, and Nails, has been entirely rewritten for the twelfth
edition by Dr. Patrick McCleskey and Dr. Amit Garg to improve the frame-
work for assessing common lesions and abnormalities and the quality of its



teaching photographs, and to align this chapter with recommendations of the
American Academy of Dermatology for student learners.

Chapter 9, The Cardiovascular System, has detailed new evidence about risk
factor screening, new clinical guidelines, and the complexities of assessing
hypertension.

Chapter 16, The Musculoskeletal System, contains a more systematic approach
to the musculoskeletal examination and an updated classification of maneu-
vers to assess the shoulder, with reference to likelihood ratios for abnormali-
ties whenever permitted by the clinical literature.

Other notable features include discussion of new screening guidelines for breast
cancer, prostate cancer, colon cancer, Papanicolaou smears, and stroke risk fac-
tors as well as updated information on sexually transmitted diseases.

Unit 3, Special Populations includes chapters covering special stages in the life
cycle—infancy through adolescence, pregnancy, and aging.

Chapter 18, Assessing Children: Infancy through Adolescence, includes an increased
emphasis on health promotion and child development, as well as the many tables
and figures that highlight key concepts.

Chapter 19, The Pregnant Woman, updates health promotion and counseling
topics such as nutrition, weight gain, immunizations, substance abuse, and
intimate partner violence.

Chapter 20, The Older Adult, presents new information on frailty, when to
screen, immunizations and cancer screening, the spectrum of cognitive
decline and dementia screening tests, and the new algorithm for falls preven-
tion from the Centers for Disease Control and Prevention. This chapter and
Chapter 17, The Nervous System, also explore the challenging complexities of
distinguishing delirium, dementia, and depression.

Additional Resources

Bates’ Pocket Guide to Physical Examination and History Taking

As a companion to Bates’ twelfth edition, we recommend Bates’ Pocket Guide to
Physical Examination and History Taking, Eighth edition. The Pocket Guide is an
abbreviated version of the Bates’ twelfth edition textbook, which is designed for
portability and convenience at the bedside. Return to the textbook whenever
more comprehensive study and understanding are needed.

Bates’ Visual Guide to Physical Examination

The Bates’ Visual Guide to Physical Examination (www.batesvisualguide.com),
refilmed in 2013, is a key adjunct for mastering the many techniques of physical
examination. This series of 18 videos displays seasoned clinicians conducting
each of the regional examinations and demonstrates visually the varying tech-
niques of inspection, palpation, percussion, and auscultation in the regional
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examinations and special populations. We encourage students to study the writ-
ten chapters and videos in tandem, often numerous times.

For students preparing for clinical testing, the Visual Guide includes 10 Objec-
tive Structured Clinical Examinations (or OSCEs), which shows students evalu-
ating patients with common clinical problems in standard OSCE formats,
interspersed with questions to guide learning key points. These OSCEs cover:

Chest Pain
Abdominal Pain
Sore Throat

Knee Pain

Cough

Vomit

Amenorrhea

Falls

Back Pain
Shortness of Breath

OO PNV AW —
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How To Use

Bates’ Guide To Physical Examination
And History Taking

The twelfth edition of Bates’ Guide to Physical Exami-
nation and History Taking is your comprehensive
guide to learning to effectively conduct the health
interview and physical examination. This section
introduces you to the features and learning tools
that will lead to successful health assessments,
regional examinations, and working with special
patient populations.

At the start of every chapter, you will see a list of
additional learning resources that complement
the book in order to build your knowledge and
confidence in history taking and examination.
The Bates’ Visual Guide to Physical Examination
offers over 8 hours of video content and deliv-
ers head-to-toe and systems-based physical
examination techniques. When used along-
side the book, you have a complete learning T X .
solution for preparedness for the boards ' e
and patient encounters.

XiPhoid oo, ess

Costal mayg,

terior
Tiae pSHberior

MDY s

with a personal or family history of multiple or dysplastic nevi or previous
melanoma. Patients who have a clinical skin examination within the 3 years
i

Clinical Pearis—NEWV! prior toa sis have thinner mel than those who did

not have a clinical skin examination.** Both new and changing nevi should be

closely examined, as at least half of melanomas arise de novo from isolated
. 1 .. melanocytes rather than pre-existing nevi. Also consider “opportunistic
Be sure to pay 5pec1al attention to the clinical pearls screening” as part of the complete physical examination for patients with
’ significant sun exposure and patients over age 50 years without prior skin
. . P 9 examination or who live alone
printed in blue. These clinical comments provide
. @ = . Since the USPSTF review, an important German study of over 350,000 patients
practlcal pearls that enhance your unders[andlng reported that full-body primary care screening with dermatology referrals for
concerning lesions reduced melanoma mortality by more than 47%.' Survival
from melanoma strongly correlates with tumor thickness. Two further studies

of the assessment techniques. demonsste ha palons receiing ki examinations v mor el 10 have

thinner melanomas.***

Detecting melanoma requires practice and knowledge of how benign nevi  Turn to Tables 6-4 through 6-6 on
change over time, often going from flat to raised or acquiring additional brown  pp. 197-203 showing rough, pink,
pigment. Studies have shown that even limited clinician training makes a dif-  and brown nevi and their mimics.
ference in detection: patients of primary care providers who spent 1.5 hours

completing an online tutorial improved diagnostic accuracy. Similar studies

show such training results in thinner melanomas than patients of providers

without such training.”>°

Screening for Melanoma: The ABCDEs. Clinicians should apply the  Review the ABCDE-EFG rule and pho-
ABCE-EFG method when screening moles for melanoma (this does not apply  tographs in Table 6-6, pp. 200-203,
for non-melanocytic lesions like seborrheic keratoses). The sensitivity of this  which provide additional helpful
tool for detecting melanoma ranges from 43% to 97%, and ranges  identifiers and isons of benign
from 36% to 100%; diagnostic accuracy depends on how many criteria are used  brown lesions with melanoma.
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Examples of Abnormalities

Once again, Bates’ Guide to Physical Examination and
History Taking offers an easy-to-follow two-column
format with step-by-step examination techniques on
the left and abnormalities with differential diagnoses
on the right. As your skills progress, study the
abnormal variants of common physical findings in
the red Examples of Abnormalities column to deepen
your knowledge of important clinical conditions.

thenia gray,
5, trauma, thy o
m “* tNyro,
'Opathy, andintemuc/ear ophtl.
ophfha/muplegia‘x!s gy

SeeTable 17-7,
Nystagmus js S

is o
or her visjop on 3
decreases

Observe jf
the Nystagmuys increases o

Look for .
Ptosis (dro (decreases 1y
of th OPing of ¢ . eTeases with rey; y
€ Palpebral fissy e isa nohe UPber eyelids) 4 o ht di in ""erm,‘,/earaphr;:1 a/’ fixation); ang
mal variang jp, approxi n% t Idlfference I the wiqp, ‘almoplegjq,
ately one thjrq
of patiengs

Craniaj
erve V—r, -
Motor, Trigeminay

Whil
ile palpatmg the empora] angq m;
] asseter
- 17-9 ang 17-10). No

Difficutty cjep,

: hin, i
40 the opposire s ¢ 12W o moving

te i
Seterang lateral::de e
" erygoid
res, do
op:{u]evmvely. Jaw devia!ion du"_k"e”'
e 179 Points to Weakne, o
@Viating sige, onhe

Look for unij
Nilatera] vy,
Pontij . akness i
bilan ine lesions; bilatera) Wweak o V
eralherm‘sphe"-c diseas ness jn
e.

lesions; ipsilaterg) aC€, but contraap.
I face, b alat.

eral bo,
loaro 0%V sensory fogg
‘esions, rainstem

Palpate the

Table 17-7 Nystagmus
e FIGURE 4,
S tempora) Musgy

Nystagmus is a rhythmic oscillation of the eyes, analogous to a tremor in other parts of the body. It has
including impairment of vision in early life, disorders of the labyrinth and the cerebellar system, and d
occurs normally when a person watches a rapidly moving object (e.g., a passing train). Study the three
nystagmus described in this table so that you can correctly identify the type of nystagmus. Then refer tq

FIGURE 4, _,
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for differential diagnoses.
Direction of Gaze in Which Nystagmus Appears
Example: Nystagmus on Right Lateral Gaze
Although nystagmus may be present in all
directions of gaze, it may appear or become
accentuated only on deviation of the eyes (e.g.,
to the side or upward). On extreme lateral
gaze, the normal person may show a few beats
resembling nystagmus. Avoid making
assessments in such extreme positions, and
observe for nystagmus only within the field of full

binocular vision.

Nystagmus Present (Right Lateral Gaze)

To further sharpen your clinical acumen, turn
to the end-of-chapter Tables of Abnormalities,

|
Direction of the Quick and Slow Phases
Left-Beating N Quick Jerk to the Left in .

Each Eye, then a Slow Drift to the Right which allow you to compare and contrast
& Nystagmus usually has both slow and fast o . . . .
movements, bu s defined by ts st phase clinical conditions in a convenient single table

For example, if the eyes jerk quickly to the
format.

patient’ left and drift back slowly to the right,
the patient is said to have left-beating
nystagmus. Occasionally, nystagmus consists
only of coarse oscillations without quick and
slow components, described as pendular:

(continued)

CHAPTER 17 | The Nervous System




TECHNIQUES OF EXAMINATION

EXAMPLES OF ABNORMALITIES

Palpate both lungs for symmetric tac-
tile fremitus (Fig. 8-15). Fremitus
refers o the palpable vibrations
that are transmitted through the
bronchopulmonary tree to the
chest wall s the patient is speaking
and is normally symmetric. Fremi-
s is typically more prominent in
the interscapular area than in the
lower lung fields and easier to de-
tect over the right lung than the lfi
Tt disappears below the diaphragm.

Locations for

To detect fremitus, use either the  FIGURE 515
ball (the bony part of the palm ai  PalPating fremitus.
the base of the fingers) or the ulnar

surface of your hand to optimize the vibratory sensitivity of the bones in
your hand. Ask the patient Lo repeat the words “ninety-nine” or “one-one-
one.” Initially practice with one hand until you feel the transmitted vibra-
tions. Use both hands to palpate and compare symmetric areas of the lungs in
the pattern shown in the photograph. Identify and locate any areas of
increased, decreased, or absent fremitus. If fremitus is faint, ask the patient
10 speak more loudly or in a deeper voice

Tactile fremitus is a somewhat imprecise assessment technique, but does
direct your attention to possible asymmetries. Confirm any disparities by
listening for underlying breath sounds, voice sounds, and whispered voice
sounds. All these auributes should increase or decrease together.

Percussion. Percussion is one of the most important techniques of physical
examination. Percussion sets the chest wall and underlying tissues in motion,
producing audible sound and palpable vibrations. Percussion helps you estab-
lish whether the underlying tissues are air-filled, fluid-filled, or consolidated.
‘The percussion blow penetrates only 5 to 7 em into the chest, however, and will
not aid in detection of deep-seated lesions.

‘The technique of percussion can be practiced on any surface. As you practice,
listen for changes in percussion notes over different types of materials or different
parts of the body. The key points for good technique, described for a right-
handed person, are detailed below:

Hyperextend the middle finger of
yourleft hand, known as the plexim-
eter finger: Press its distal interpha-
langeal joint firmly on the lung
surface to be percussed (Fig, 8-16)
Avoid sunface contact by any other part
of the hand because this dampens out
vibrations. Note that the thumb and
second, fourth, and fifth fingersare  F1GUR
not touching the chest wall

E 816

Press the pleximeter
finger firmly on the chest wall

Photographs
and lllustrations

The art program includes
detailed, full-color photo-
graphs, drawings, and dia-
grams, some new or revised,
to further illustrate key points
in the text. They will enhance
your learning potential by
providing accurate and realis-
tic representations.

And now, each figure has a
figure number and caption to
make the figures easier to find
and understand.

Fremitus s decreased or absent when
the voice is higher pitched or soft or
when the transmission of vibrations
from the laryn to the surface of the
chestis impeded by a thick chest wall,
an obstructed bronchus, COPD, or
pleural effusion, fibrosis, air (pneumo-
thorax), or an infiltrating tumor.

Asymmetric decreased fremitus raises
the likelihood of unilateral pleural
effusion, pneumothorax, or neoplasm,
which decreases transmission of low-
frequency sounds; asymmetric
increased fremitus occurs in unilateral
peumonia which increases transmis-
sion through consolidated tissue.
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EXAMPLES OF ABNORMALITIES

Percuss one side of the chest and then
the other at cach level ina ladder-like
pattern, as shown in Figure 8-19.
Omit the areas over the scapulac—
the thickness of muscle and bone
alters the percussion notes over the
lungs. Identify and locate the area
and quality of any abnormal per-
cussion note

of percussion

FIGURE 8-20

percuss first in one location, then in another. Review the description of per-
cussion notes on p. 323. Healthy lungs are resonant.

While the patient keeps both arms crossed in front of the chest, percuss the
thorax in symmetric locations on each side from the apex to the base.

FIGURE 8-19. Percussand
auscultate in a “ladder” pattern.

Identify the descent of the diaphragm, o diaphragmatic excursion. First, deter-
mine the level of diaphragmatic dullness during quiet respiration. Holding the
pleximeter finger above and parallel o the expected level of dullness, percuss
downward in progressive steps until dullness clearly replaces resonance.
Confirm this level of change by percussing downward from adjacent areas
both medially and laterally (Fig, 8-20)

Resoant
Lovelof
diaphragm

oul

Identify the extent of diaphragmatic excursion.
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Dullness replaces resonance when fluid
orsolid tissue replaces air-containing
lung or occupies the pleural space
beneath your percussing fingers.
Examples include: lobar pneumonia, in
which the alveoliare flled with fluid
and blood cells; and pleural accumula-
tions of serous fluid (pleural effusion),
blood (hemothorax), pus (empyema),
fibrous tissue, or tumor. Dullness
‘makes pneumonic and pleural
effusion three to four times more
likely, respectively.**

The Techniques of Examina-
tion sections are where you

will learn the crucial and

Generalized hyperresonance is com-
‘mon over the hyperinflated lungs of

COPD or asthma. Unilateral hyperreso-
nance suggests a large pneumothorax
oranair-filled bulla.

relevant examinations you
will perform every day.
Additional Special Tech-
niques offer the examina-
tion approach for more
uncommon conditions

This technique tends to overestimate

actual movements of the diaphragm.**

and special circumstances.

FIGURE 8-21
of the diaphragm can in
effusion.

Absent descent
icate pleural

An abnormally high level suggests a
pleural effusion or an elevated hemidi-
aphragm from atelectasis or phrenic
nerve paralysis (Fig. 8-21).

ANATOMY AND PHYSIOLOGY

EXAMPLES OF ABNO

pharynx

o

FIGURE 7-45. Testbone conduction.

The Nose and Paranasal Sinuses

AnatomyandPhysiology. Review
the terms that describe the external

anatomy of the nose (Fig, 7-47).

Approximately the upper third of the  Bidge
nose is supported by bone, the lower two
thirds by cartilage. Air enters the nasal
cavity through the anterior naris on either
side, then passes into the widened area
known as the vestibule and on through
the narrow nasal passage to the naso- T

Ask where the patient hears the sound: on one side or both sides? Normally, the
vibration is heard in the midline or equally in both ears. If nothing is heard, try
again, pressing the fork more firmly on the head. Restrict this est to patients with
unilateral hearing loss since patients with normal hearing may lateralize, and
patients with bilateral conductive or sensorineural deficits will not lateralize.

Compare AC and BC (Rinne test). Place the base of a lightly vibrating tuning fork
on the mastoid bone, behind the ear and level with the canal (Fig, 7-45). When
the patient can no longer hear the sound, quickly place the fork close to the ear
canal and ask f the patient hears a vibration (Fig, 7-46). Here, the “U” of the
fork should face forward, which maximizes sound transmission for the patient.
Normally, the sound is heard longer through air than through bone (AC > BC).

Dorsum

Anterior
naris

Vestbule

FIGURE 7-47. External anatomy of the nose.

FIGURE 7-46. Testair conduction

In unilateral sensorineural
loss, sound is heard in the

In conductive hearing loss
heard through bone as lo|
gerthan itis through air
BC>AC). In sensorineural
sound s heard longer thrl
(AC>BC).

Aanasi
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The medlial wall of each nasal cavity is formed by
the nasal septum, which, like the external nose, is
supported by both bone and cartilage (Fig. 7-48)
s covered by a mucous membrane well supplied
with blood. The vestibule, unlike the rest of the
nasal cavity, is lined with hair-bearing skin, not
mucosa

Cariaginous pori
o nasal septurm
Bony portion

oA septum

" Hard palate
Soft palate

FIGURE 7-48. Me

Laterally, the anatomy is more complex (Fig. 7-49)
Curving bony structures, the turbinates, covered by a
highly vascular mucous membrane, protrude into the
nasal cavity. Below cach turbinate is a groove, or
‘meatus, each named according to the turbinate above
it. The nasolacrimal duct drains into the inferior
‘meatus; most of the paranasal sinuses drain into the
cir

Frontal sinus.

Superior turbinate

Middio tubinate

Infoior urbinate
¥

‘The additional surface area provided by the turbinates Vestibule

and their overlying mucosa aids the nasal cavities in

their principal functions: cleansing, humidification,

and temperature control of inspired air

Soft
Hard palate paiate

FIGURE 7-49. Lateral wall—nasal cavity.

‘The paranasal sinuses are air-filled cavities within the bones of the skull. Like the
nasal cavities into which they drain, they are lined with mucous membrane
Their locations are diagrammed in Figure 7-50. Only the frontal and maxillary
sinuses are readily accessible to clinical examination (Fig. 7-51).

Frontal

Fronal

Masitary

FIGURE 7-50. Cross-section of nasal cavity—ant

view. FIGURE 7-51. Frontal and maxillary sinuses.




EXAMPLES OF ABNORMALITIES

RECORDING YOUR FINDINGS

Recording Your Findings

Note that initially you may use sentences to describe your findings; later you
will use phrases. The style below contains phrases appropriate for most write-
ups. Note the five components of the examination and write-up of the nervous
system.

ing the -The Nervous System

“Mental Status: Alert, relaxed, and cooperative. Thought process coherent. Ori-
ented to person, place, and time. Detailed cognitive testing deferred. Cranial
Nerves: I—not tested; Il through XII intact. Motor: Good muscle bulk and
tone. Strength /s Cerebell pi i
(RAMs), finger-to-nose (F—N), heel-to-shin (H—»S) intact. Gait with normal
base. Romberg—maintains balance with eyes closed. No pronator drift.
Sensory: Pinprick, light touch, position, and vibration intact. Reflexes: 2 and
symmetric with plantar reflexes downgoing.”

OR

“Mental Status: The patient is alert and tries to answer questions but has difficulty
finding words. Cranial Nerves: |—not tested; ll—visual acuity intact; visual fields
full; 11, 1V, VI intact; V | and masseter
strength intact, corneal reflexes present; VIl motor—prominent right facial
droop and flattening of right nasolabial fold, left facial movements intact, sen-
sory—taste not tested; VIll—hearing intact bilaterally to whispered voice; IX,
X—gag intact; X|—strength of sternocleidomastoid and trapezius muscles 5/5;
Xll—tongue midline. Motor: strength in right biceps, triceps, iliopsoas, gluteals,
quadriceps, hamstring, and ankle flexor and extensor muscles 3/5 with good
bulk but increased tone and spasticity; strength in comparable muscle groups
on the left 5/5 with good bulk and tone. Gait—unable to test. Cerebellar—
unable to test on right due to right arm and leg weakness; RAMs, F—5N, H—S
intact on left. Romberg—unable to test due to right leg weakness. Right prona-
‘tor drift present. Sensory: decreased sensation to pinprick over right face, arm,
and leg; intact on the left. Stereognosis and two-point discrimination not
tested. Reflexes (can record in two ways):

These findings are suspicious for left
hemispheric cerebral infarction in the
distribution of the left middle cerebral
artery, with right-sided hemiparesis.

Biceps Triceps Brach Knee Ankle Plantar

R +eer +eer aeer eeer eer
fhe -+ o +
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References

Consult the References at the end of the
chapters to deepen your knowledge of
important clinical conditions. The habit
of searching the clinical literature will
serve you and your patients well
throughout your career.

Recording Your Findings

Constructing a well-organized clinical record

must clearly display important clinical infor-

mation and your clinical reasoning and plan.
You will gain this skill and learn the descrip-
tive vocabulary of physical findings in the

Recording Your Findings section of each of the
regional examination and special populations’

chapters.
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Foundations for
Clinical Proficiency

The Bates' suite offers these additional resources to enhance learning and facilitate
understanding of this chapter:

Bates’ Pocket Guide to Physical Examination and History Taking, 8th edition

Bates’ Visual Guide to Physical Examination (All Volumes)

thePoint online resources, for students and instructors: http://thepoint.lww.com

The techniques of physical examination and history taking that you are about to
learn embody the time-honored skills of healing and patient care. Gathering a
sensitive and nuanced history and performing a thorough and accurate examina-
tion deepen your relationships with patients, focus your assessment, and set the
guideposts that direct your clinical decision making (Fig. 1-1). The quality of
your history and physical examination lays the foundation for patient assess-
ment, your recommendations for care, and your choices for further evaluation
and testing. As you become an accomplished clinician, you will continually pol-
ish these important relational and clinical skills.

With practice, you will meet the challenge of integrating the essential ele-
ments of clinical care: empathic listening; the ability to interview patients of
all ages, moods, and backgrounds; the techniques for examining the different
body systems; levels of illness; and, finally, the process of clinical reasoning
leading to your diagnosis and plan. Your experience with history taking and
physical examination will grow, and will trigger the steps of clinical reasoning
from the first moments of the patient encounter: identifying symptoms and
abnormal findings; linking findings to underlying pathophysiology or psy-
chopathology; and establishing and testing a set of explanatory hypotheses.
Working through these steps will reveal the multifaceted profile of the patient
before you. Paradoxically, the skills that allow you to assess all patients also
shape the clinical portrait of the unique human being entrusted to your care.
The physical examination is more than a means of gathering data and generat-
ing hypotheses for causality and testing. It is vital to the “formation of the
[clinician]—patient bond, the beginning of a therapeutic partnership and the
healing process (Fig. 1-2).”'

This chapter, revised in this edition, provides a guide to clinical proficiency
in four critical areas: the Health History; the Physical Examination; Clinical

FIGURE 1-1. The importance of
establishing rapport.

FIGURE 1-2. The skilled physical
examination.

CHAPTER 1 | Foundations for Clinical Proficiency 3
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FOUNDATIONS FOR CLINICAL PROFICIENCY

Reasoning, Assessment, and Plan; and The Quality Clinical Record. It describes
the components of the health history and how to organize the patient’s story;
and it gives an overview of the physical examination with a sequence for
ensuring patient comfort that briefly describes techniques of examination for
each component of the physical examination, from the General Survey
through the Nervous System. In this edition, the chapter also includes Clini-
cal Reasoning, Assessment, and Plan, and The Quality Clinical Record. The new
Chapter 2, Evaluating Clinical Evidence, provides the analytic tools for eval-
uating tests, guidelines, and the clinical literature that will ensure best prac-
tices and lifelong clinical learning. Chapter 3, Interviewing and the Health
History, completes the foundational chapters that prepare you for performing
the physical examination. You will learn the techniques of physical examina-
tion in Chapters 4 through 17. Each chapter is evidence based and includes
citations from the clinical literature for easy reference so that you can con-
tinue to expand your knowledge. Beginning with Chapter 4, sections on
Health Promotion and Counseling: Evidence and Recommendations review cur-
rent clinical guidelines for preventive care.

The Bates’ Guide to Physical Examination and History Taking follows the
sequence described below:

Chapter 2, Evaluating Clinical Evidence, discusses the history and physical
examination as diagnostic tools, evaluation of the validity and reproducibil-
ity of diagnostic tests, health promotion, critical appraisal of the clinical
research, and grading criteria for clinical guidelines.

Chapter 3, Interviewing and the Health History, expands on the essential,
varied, and often complex skills of building patient rapport and eliciting
the patient’s story. It addresses basic and advanced interviewing techniques
and the approach to challenging patients as well as cultural competence
and professionalism.

Chapters 4 to 17 are regional examination chapters, which detail the pertinent
anatomy and physiology, health history, evidence-based guidelines for health
promotion and counseling, techniques of examination, and the written re-
cord, followed by tables comparing common symptoms and physical find-
ings and citations from the literature.

Chapters 18 to 20 extend and adapt the elements of the adult history and
physical examination to special populations: newborns, infants, children,
and adolescents; pregnant women; and older adults.

As you acquire the skills of physical examination and history taking, you will
move to active patient assessment, gradually at first, but then with growing con-
fidence and expertise, and ultimately clinical competence. From mastery of these
skills and the mutual trust and respect of caring patient relationships emerge the
timeless rewards of the clinical professions.

4 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING
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PATIENT ASSESSMENT: COMPREHENSIVE OR FOCUSED

Patient Assessment:

. Comprehensive or Focused

Determining the Scope of Your Assessment

At the outset of each patient encounter, you will face the common questions,
“How much should I do?” and “Should my assessment be comprehensive or
focused?” For patients you are seeing for the first time in the office or hospital,
you will usually choose to conduct a comprehensive assessment, which includes
all the elements of the health history and the complete physical examination. In
many situations, a more flexible focused or problem-oriented assessment is appro-
priate, particularly for patients you know well returning for routine care, or those
with specific “urgent care” concerns like sore throat or knee pain. You will adjust
the scope of your history and physical examination to the situation at hand,
keeping several factors in mind: the magnitude and severity of the patient’s prob-
lems; the need for thoroughness; the clinical setting—inpatient or outpatient,
primary or subspecialty care; and the time available. Skill in all the components
of a comprehensive assessment allows you to select the elements that are most
pertinent to the patient’s concerns, yet meet clinical standards for best practice
and diagnostic accuracy.

The History and Physical Examination:
Comprehensive or Focused?

Comprehensive Assessment Focused Assessment

Is appropriate for new patients inthe  Is appropriate for established patients,

office or hospital especially during routine or urgent
Provides fundamental and personal- care visits

ized knowledge about the patient Addresses focused concerns or symp-
Strengthens the clinician—patient toms

relationship Assesses symptoms restricted to a
Helps identify or rule out physical specific body system

causes related to patient concerns ~ Applies examination methods rele-
Provides a baseline for future assess- vant to assessing the concern or

ments problem as thoroughly and care-

Creates a platform for health promotion fully as possible
through education and counseling

Develops proficiency in the essential
skills of physical examination

As you can see, the comprehensive examination does more than assess body sys-
tems. It is a source of fundamental and personalized knowledge about the patient
that strengthens the clinician—patient relationship. Most people seeking care have
specific worries or symptoms. The comprehensive examination provides a more
complete basis for assessing these concerns and answering patient questions.

CHAPTER 1 | Foundations for Clinical Proficiency 5
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For the focused examination, you will select the methods relevant to thorough
assessment of the targeted problem. The patient’s symptoms, age, and health
history help determine the scope of the focused examination, as does your
knowledge of disease patterns. Of all the patients with sore throat, for example,
you will need to decide who may have infectious mononucleosis and warrants
careful palpation of the liver and spleen and who, by contrast, has a common
cold amenable to a more focused examination of the head, neck, and lungs. The
clinical reasoning that underlies and guides such decisions is discussed later in
this chapter.

What about the routine clinical check-up, or periodic health examination? Numerous
studies have scrutinized the usefulness of the annual well-patient visit for screen-
ing and prevention of illness, in contrast to evaluation of symptoms, without
coming to a clear consensus.”™'® A growing body of evidence documents the
utility of many components of the physical examination, its vital role in decision
making, and its potential for savings through decreased testing.''™** Validated
examination techniques include blood pressure measurement, assessment of
central venous pressure from the jugular venous pulse, listening to the heart for
evidence of valvular disease, detection of hepatic and splenic enlargement, and
the pelvic examination with Papanicolaou (Pap) smears. Various consensus pan-
els and expert advisory groups have further expanded recommendations for
examination and screening, which will be addressed in the regional examination
chapters.

What about the newer evidence about the physical examination itself and its
relationship to advanced diagnostic testing? Recent studies view the physical
examination findings themselves as diagnostic tests and have begun to validate
their value by identifying their test characteristics using Bayes’ theorem and
the evidence-based tools described in Chapter 2, Evaluating Clinical
Evidence.'®'” Over time, “the rational clinical examination” is expected to
improve diagnostic decision making, especially as national competencies and
best teaching practices for physical examination skills become better under-
stood.'"'® Meanwhile, the physical examination yields “the intangible benefits
of more time spent ... communicating with patients,”*® a unique therapeutic
relationship, more accurate diagnoses, and more selective assessments and
plans of care."!!

Subjective Versus Objective Data

As you acquire the techniques of history taking and physical examination,
remember the important differences between subjective information and objective
information, summarized in the table below. Symptoms are subjective concerns,
or what the patient tells you. Signs are considered one type of objective informa-
tion, or what you observe. Knowing these differences helps you group together
the different types of patient information. These distinctions are equally impor-
tant for organizing written and oral presentations about patients into a logical
and understandable format.

6 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING
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Differences Between Subjective and
Objective Data

Subjective Data Objective Data

What the patient tells you What you detect during the examination,
laboratory information, and test data

The symptoms and history, from All physical examination findings, or signs
Chief Complaint through
Review of Systems

Example: Mrs. G. is a 54-year-old Example: Mrs. G. is an older, overweight
hairdresser who reports pressure white female, who is pleasant and coop-
over her left chest “like an ele- erative. Height 5'4”, weight 150 Ibs, BMI
phant sitting there,” which goes 26, BP 160/80, HR 96 and regular, respi-
into her left neck and arm. ratory rate 24, temperature 97.5 °F

The Comprehensive Adult

" Health History

See Chapter 18, Assessing Children:
Infancy Through Adolescence, for the
comprehensive history and examina-

tion of infants, children, and adoles-
Identifying data and source of the history; reliability cents, pp. 799-925.

Chief complaint(s)

Present illness

Past history

Family history

Personal and social history
Review of systems

Components of the Comprehensive
Health History

As you will learn in Chapter 3, Interviewing and the Health History, when you
talk with patients, the health history rarely emerges in this order. The interview
is more fluid; you will closely follow the patient’s cues to elicit the patient’s nar-
rative of illness, provide empathy, and strengthen rapport. You will quickly learn
where to fit different aspects of the patients story into the more formal format of
the oral presentation and written record. You will transform the patient’s lan-
guage and story into the components of the health history familiar to all mem-
bers of the health care team. This restructuring organizes your clinical reasoning
and provides a template for your expanding clinical expertise.

As you begin your clinical journey, review the components of the adult health
history, then study the more detailed explanations that follow.

CHAPTER 1 | Foundations for Clinical Proficiency 7
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Overview: Components of the Adult
Health History

Identifying Data Identifying data—such as age, gender, occupation,
marital status
Source of the history—usually the patient, but can be
a family member or friend, letter of referral, or the
clinical record
If appropriate, establish the source of referral, because a
written report may be needed

Reliability Varies according to the patient’s memory, trust, and
mood
Chief The one or more symptoms or concerns causing the
Complaint(s) patient to seek care
Present lliness Amplifies the Chief Complaint; describes how each

symptom developed

Includes patient’s thoughts and feelings about the illness

Pulls in relevant portions of the Review of Systems, called
“pertinent positives and negatives” (see p. 11)

May include medications, allergies, and tobacco use and
alcohol, which are frequently pertinent to the present
illness

Past History Lists childhood illnesses
Lists adult illnesses with dates for events in at least four
categories: medical, surgical, obstetric/gynecologic,
and psychiatric
Includes health maintenance practices such as immuni-
zations, screening tests, lifestyle issues, and home
safety

Family History Outlines or diagrams age and health, or age and cause of
death, of siblings, parents, and grandparents
Documents presence or absence of specific illnesses in
family, such as hypertension, diabetes, or type of

cancer

Personal and Describes educational level, family of origin, current
Social History household, personal interests, and lifestyle

Review of Documents presence or absence of common symptoms
Systems related to each of the major body systems

The Comprehensive Adult Health
History—Further Description

Initial Information

Date and Time of History. The date is always important. Be sure to docu-
ment the time you evaluate the patient, especially in urgent, emergent, or hospital
settings.

8 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING
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Identifying Data. These include age, gender, marital status, and occupa-
tion. The source of history or referral can be the patient, a family member or
friend, an officer, a consultant, or the clinical record. Identifying the source of
referral helps you assess the quality of the referral information, questions you may
need to address in your assessment and written response.

Reliability. Document this information, if relevant. This judgment
reflects the quality of the information provided by the patient and is usually
made at the end of the interview. For example, “The patient is vague when
describing symptoms, and the details are confusing,” or, “The patient is a reli-
able historian.”

Chief Complaint(s). Make every attempt to quote the patient’s own words.
For example, “My stomach hurts and I feel awful.” If patients have no specific
complaints, report their reason for the visit, such as “I have come for my regular
check-up” or “I've been admitted for a thorough evaluation of my heart.”

Present lllness. This Present Illness is a complete, clear, and chronologic
description of the problems prompting the patient’s visit, including the onset of
the problem, the setting in which it developed, its manifestations, and any treat-
ments to date.

Each principal symptom should be well characterized, and should include
the seven attributes of a symptom: (1) location; (2) quality; (3) quantity or
severity; (4) timing, including onset, duration, and frequency; (5) the setting
in which it occurs; (6) factors that have aggravated or relieved the symptom;
and (7) associated manifestations. It is also important to query the “perti-
nent positives” and “pertinent negatives” drawn from sections of the Review
of Systems that are relevant to the Chief Complaint(s). The presence or
absence of these additional symptoms helps you generate the differential
diagnosis, which includes the most likely and, at times, the most serious
diagnoses, even if less likely, which could explain the patient’s condition.

Other information is frequently relevant, such as risk factors for coronary
artery disease in patients with chest pain, or current medications in patients
with syncope.

The Present Illness should reveal the patient’s responses to his or her symp-
toms and what effect the illness has had on the patients life. Always remem-
ber, the data flow spontaneously from the patient, but the task of oral and written
organization is yours.

Patients often have more than one symptom or concern. Each symptom mer-
its its own paragraph and a full description.

Medications should be noted, including name, dose, route, and frequency
of use. Also, list home remedies, nonprescription drugs, vitamins, mineral
or herbal supplements, oral contraceptives, and medicines borrowed from
family members or friends. Ask patients to bring in all their medications so
that you can see exactly what they take.

See discussion of the seven attributes
of a symptom in Chapter 3, Interview-
ing and the Health History,

pp. 65-108.

CHAPTER 1 | Foundations for Clinical Proficiency 9
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THE COMPREHENSIVE ADULT HEALTH HISTORY

Allergies, including specific reactions to each medication, such as rash or nau-
sea, must be recorded, as well as allergies to foods, insects, or environmental
factors.

Note tobacco use, including the type. Cigarettes are often reported in pack-
years (a person who has smoked 1%z packs a day for 12 years has an 18-pack/

year history). If someone has quit, note for how long.

Alcohol and drug use should always be investigated and is often pertinent ~ See Chapter 3, Interviewing and

to the Presenting Illness. the Health History, for suggested
questions about alcohol and drug
Past History use, pp. 65-108.

Childhood Illnesses: These include measles, rubella, mumps, whooping
cough, chickenpox, rheumatic fever, scarlet fever, and polio. Also included
are any chronic childhood illnesses.

Adult Illnesses: Provide information relative to Adult Illnesses in each of the
four areas:

Medical: Tllnesses such as diabetes, hypertension, hepatitis, asthma, and
human immunodeficiency virus (HIV); hospitalizations; number and
gender of sexual partners; and risk-taking sexual practices

Surgical: Dates, indications, and types of operations

Obstetric/Gynecologic: Obstetric history, menstrual history, methods of
contraception, and sexual function

Psychiatric: Illness and time frame, diagnoses, hospitalizations, and
treatments

Health Maintenance: Cover selected aspects of Health Maintenance, espe-
cially immunizations and screening tests. For immunizations, find out
whether the patient has received vaccines for tetanus, pertussis, diphthe-
ria, polio, measles, rubella, mumps, influenza, varicella, hepatitis B virus
(HBV), human papilloma virus (HPV), meningococcal disease, Haemophilus
influenzae type B, pneumococci, and herpes zoster. For screening tests, re-
view tuberculin tests, Pap smears, mammograms, stool tests for occult
blood, colonoscopy and cholesterol tests, together with results and when
they were last performed. If the patient does not know this information,
written permission may be needed to obtain prior clinical records.

Family History. Under Family History, outline or diagram the age and health,
or age and cause of death, of each immediate relative including parents, grand-
parents, siblings, children, and grandchildren. Review each of the following con-
ditions and record whether they are present or absent in the family: hypertension,
coronary artery disease, elevated cholesterol levels, stroke, diabetes, thyroid or
renal disease, arthritis, tuberculosis, asthma or lung disease, headache, seizure
disorder, mental illness, suicide, substance abuse, and allergies, as well as

10 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING
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symptoms reported by the patient. Ask about any history of breast, ovarian,
colon, or prostate cancer. Ask about any genetically transmitted diseases.

Personal and Social History. The Personal and Social History captures the
patient’s personality and interests, sources of support, coping style, strengths,
and concerns. It should include occupation and the last year of schooling; home
situation and significant others; sources of stress, both recent and long-term,
important life experiences such as military service, job history, financial situa-
tion, and retirement; leisure activities; religious affiliation and spiritual beliefs;
and activities of daily living (ADLs). Baseline level of function is particularly
important in older or disabled patients. The Personal and Social History includes
lifestyle habits that promote health or create risk, such as exercise and diet, includ-
ing frequency of exercise, usual daily food intake, dietary supplements or restric-
tions, and use of coffee, tea, and other caffeinated beverages, and safety measures,
including use of seat belts, bicycle helmets, sunblock, smoke detectors, and
other devices related to specific hazards. Include sexual orientation and practices
and any alternative health care practices. Avoid restricting the Personal and Social
History to only tobacco, drug, and alcohol use. An expanded Personal and Social
History personalizes your relationship with the patient and builds rapport.

You will learn to intersperse personal and social questions throughout the inter-
view to make the patient feel more at ease.

Review of Systems
Tips for Eliciting the Review of Systems

e Understanding and using Review of Systems questions may seem challeng-
ing at first. These “yes-no” questions should come at the end of the inter-
view. Think about asking a series of questions going from “head to toe.”
It is helpful to prepare the patient by saying, “The next part of the history
may feel like a hundred questions, but it is important to make sure we
have not missed anything.” Most Review of Systems questions pertain to
symptoms, but on occasion, some clinicians include diseases like pneumo-
nia or tuberculosis.

* Note that as you elicit the Present llIness, you may also draw on Review of
Systems questions related to system(s) relevant to the Chief Complaint to
establish “pertinent positives and negatives” that help clarify the diagnosis.
For example, after a full description of chest pain, you may ask, “Do you have
any history of high blood pressure ... palpitations ... shortness of breath ...
swelling in your ankles or feet?” or even move to questions from the Respira-
tory or Gastrointestinal Review of Systems.

Start with a fairly general question as you address each of the different systems,
then shift to more specific questions about systems that may be of concern.
Examples of starting questions are, “How are your ears and hearing?” “How
about your lungs and breathing?” “Any trouble with your heart?” “How is your
digestion?” “How about your bowels?” The need for additional questions will

See pp. 970-971 for the ADLs fre-
quently assessed in older adults.

See Chapter 3, Interviewing and the
Health History, for discussion of the
role of pertinent positives and nega-
tives in establishing the differential
diagnosis, p. 80.

CHAPTER 1 | Foundations for Clinical Proficiency 1
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vary depending on the patient’s age, complaints, and general state of health and
your clinical judgment.

The Review of Systems questions may uncover problems that the patient has
overlooked, particularly in areas unrelated to the Present Illness. Significant
health events, such as past surgery, hospitalization for a major prior illness, or
a parents death, require full exploration. Keep your technique flexible.
Remember that major health events discovered during the Review of Systems
should be moved to the Present Illness or Past History in your write-up.

Some experienced clinicians do the Review of Systems during the physical
examination, asking about the ears, for example, as they examine them. If
the patient has only a few symptoms, this combination can be efficient. If
there are multiple symptoms, however, this can disrupt the flow of both the
history and the examination, and necessary note taking becomes awkward.

Listed below is a standard series of Review-of-System questions. As you gain expe-
rience, these “yes or no” questions will take no more than several minutes. For
each regional “system” ask: “Have you ever had any...?”

The Review of Systems

General: Usual weight, recent weight change, clothing that fits more tightly or
loosely than before; weakness, fatigue, or fever.

Skin: Rashes, lumps, sores, itching, dryness, changes in color; changes in hair or
nails; changes in size or color of moles.

Head, Eyes, Ears, Nose, Throat (HEENT):

Head: Headache, head injury, dizziness, lightheadedness.

Eyes: Vision, glasses or contact lenses, last examination, pain, redness,
excessive tearing, double or blurred vision, spots, specks, flashing lights,
glaucoma, cataracts.

Ears: Hearing, tinnitus, vertigo, earaches, infection, discharge. If hearing is
decreased, use or nonuse of hearing aids.

Nose and sinuses: Frequent colds, nasal stuffiness, discharge, or itching, hay
fever, nosebleeds, sinus trouble.

Throat (or mouth and pharynx): Condition of teeth and gums, bleeding gums,
dentures, if any, and how they fit, last dental examination, sore tongue, dry
mouth, frequent sore throats, hoarseness.

Neck: “Swollen glands,” goiter, lumps, pain, or stiffness in the neck.

Breasts: Lumps, pain, or discomfort, nipple discharge, self-examination practices.
Respiratory: Cough, sputum (color, quantity; presence of blood or hemoptysis),
shortness of breath (dyspnea), wheezing, pain with a deep breath (pleuritic
pain), last chest x-ray. You may wish to include asthma, bronchitis, emphy-

sema, pneumonia, and tuberculosis.

Cardiovascular: “Heart trouble”; high blood pressure; rheumatic fever; heart mur-
murs; chest pain or discomfort; palpitations; shortness of breath; need to use
pillows at night to ease breathing (orthopnea); need to sit up at night to ease

(continued)
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The Review of Systems (continued)

breathing (paroxysmal nocturnal dyspnea); swelling in the hands, ankles, or feet
(edema); results of past electrocardiograms or other cardiovascular tests.

Gastrointestinal: Trouble swallowing, heartburn, appetite, nausea. Bowel move-
ments, stool color and size, change in bowel habits, pain with defecation,
rectal bleeding or black or tarry stools, hemorrhoids, constipation, diarrhea.
Abdominal pain, food intolerance, excessive belching or passing of gas.
Jaundice, liver, or gallbladder trouble; hepatitis.

Peripheral vascular: Intermittent leg pain with exertion (claudication); leg
cramps; varicose veins; past clots in the veins; swelling in calves, legs, or feet;
color change in fingertips or toes during cold weather; swelling with redness
or tenderness.

Urinary: Frequency of urination, polyuria, nocturia, urgency, burning or pain
during urination, blood in the urine (hematuria), urinary infections, kidney or
flank pain, kidney stones, ureteral colic, suprapubic pain, incontinence; in
males, reduced caliber or force of the urinary stream, hesitancy, dribbling.

Genital: Male: Hernias, discharge from or sores on the penis, testicular pain or
masses, scrotal pain or swelling, history of sexually transmitted infections and
their treatments. Sexual habits, interest, function, satisfaction, birth control
methods, condom use, and problems. Concerns about HIV infection. Female:
Age at menarche, regularity, frequency, and duration of periods, amount of
bleeding; bleeding between periods or after intercourse, last menstrual period,
dysmenorrhea, premenstrual tension. Age at menopause, menopausal symp-
toms, postmenopausal bleeding. If the patient was born before 1971, exposure to
diethylstilbestrol (DES) from maternal use during pregnancy (linked to cervical
carcinoma). Vaginal discharge, itching, sores, lumps, sexually transmitted infec-
tions and treatments. Number of pregnancies, number and type of deliveries,
number of abortions (spontaneous and induced), complications of pregnancy,
birth-control methods. Sexual preference, interest, function, satisfaction, any
problems, including dyspareunia. Concerns about HIV infection.

Musculoskeletal: Muscle or joint pain, stiffness, arthritis, gout, backache. If
present, describe location of affected joints or muscles, any swelling, redness,
pain, tenderness, stiffness, weakness, or limitation of motion or activity;
include timing of symptoms (e.g., morning or evening), duration, and any
history of trauma. Neck or low back pain. Joint pain with systemic symptoms
such as fever, chills, rash, anorexia, weight loss, or weakness.

Psychiatric: Nervousness, tension, mood, including depression, memory
change, suicidal ideation, suicide plans or attempts. Past counseling, psycho-
therapy, or psychiatric admissions.

Neurologic: Changes in mood, attention, or speech; changes in orientation,
memory, insight, or judgment; headache, dizziness, vertigo, fainting, black-
outs; weakness, paralysis, numbness or loss of sensation, tingling or “pins and
needles,” tremors or other involuntary movements, seizures.

Hematologic: Anemia, easy bruising or bleeding, past transfusions, transfusion
reactions.

Endocrine: “Thyroid trouble,” heat or cold intolerance, excessive sweating,
excessive thirst or hunger, polyuria, change in glove or shoe size.

CHAPTER 1 | Foundations for Clinical Proficiency 13
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|| The Comprehensive Physical

Examination

Beginning the Examination:
Setting the Stage

Before you begin the adult physical examination, take time to prepare for the
tasks ahead. Think through your approach to the patient, your professional
demeanor, and how to make the patient feel comfortable and relaxed. Review the
measures that promote the patient’s physical comfort and make any adjustments
needed in the environment.

Steps in Preparing for the Physical Examination

. Reflect on your approach to the patient.

. Adjust the lighting and the environment.

. Check your equipment.

. Make the patient comfortable.

. Observe standard and universal precautions.

. Choose the sequence, scope, and positioning of examination.

OOk, WDN =

Reflect on Your Approach to the Patient. Asyou greet the patient, iden-
tify yourself as a student. Appear calm and organized even when you feel inex-
perienced. It is common to forget part of the examination, especially at first.
Simply examine that area out of sequence. It is not unusual to go back to the
patient later and ask to check one or two items that you might have overlooked.

Beginners need to spend more time than seasoned clinicians on selected portions
of the examination, such as the funduscopic examination or cardiac auscultation.
To avoid alarming the patient, warn the patient ahead of time by saying, for
example, “T would like to spend extra time listening to your heart and the heart
sounds, but this doesn’t mean I hear anything wrong.”

Many patients view the physical examination with some anxiety. They feel vulner-
able, physically exposed, apprehensive about possible pain, and uneasy about
what the clinician may find. At the same time, they appreciate your concern about
their health and respond to your attention. With this in mind, the skillful clinician
is thorough without wasting time, systematic but flexible and gentle, yet not afraid
to cause discomfort should this be required. The skillful clinician examines each
region of the body, and at the same time senses the whole patient, notes the wince
or worried glance, and shares information that calms, explains, and reassures.

As a beginner, avoid interpreting your findings. You are not the patient’s primary
caregiver, and your views may be premature or wrong. As you grow in experi-
ence and responsibility, sharing findings will become more appropriate. If the
patient has specific concerns, discuss them with your teachers. At times, you

See Chapter 18, Assessing Children:
Infancy Through Adolescence, for
comprehensive pediatric health
histories, pp. 799-925.
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may discover abnormalities such as an ominous mass or a deep ulceration.
Always avoid showing distaste, alarm, or other negative reactions.

Adjust the Lighting and the Environment. Several environmental factors
affect the caliber of your examination. For the best results, it is important to “set
the stage” so that both you and the patient are comfortable. Awkward positioning
makes assessing physical findings more difficult for both you and the patient.
Take the time to adjust the bed to a convenient height (but be sure to lower it
when finished), and ask the patient to move toward you, turn over, or shift posi-
tion whenever this makes the examination of selected areas of the body easier.

Good lighting and a quiet environment enhance what you see and hear but may
be hard to arrange. Do the best you can. If a television interferes with auscultat-
ing heart sounds, politely ask the nearby patient to lower the volume, and
remember to thank the patient as you leave.

Tangential lighting is optimal for inspecting structures such as the jugular venous
pulse, the thyroid gland, and the apical impulse of the heart (Fig. 1-3). It casts light
across body surfaces that throw contours, elevations, and depressions, whether
moving or stationary, into sharper relief. When light is perpendicular to the surface
or diffuse, shadows are reduced and subtle undulations across the surface are lost
(Fig. 1-4). Experiment with focused tangential lighting across the tendons on the
back of your hand,; try to see the pulsations of the radial artery at your wrist.

Check Your Equipment. Equipment necessary for the physical examination
includes the following:

Equipment for the Physical Examination

e An ophthalmoscope and an otoscope. If you are examining children, the
otoscope could allow pneumatic otoscopy.

FIGURE 1-3. Tangential lighting.

* Aflashlight or penlight FIGURE 1-4. Perpendicular
e Tongue depressors lighting.
e Aruler and a flexible tape measure, preferably marked in centimeters
e Often a thermometer
e A watch with a second hand
e A sphygmomanometer
e A stethoscope with the following characteristics:
© Ear tips that fit snugly and painlessly. To get this fit, choose ear tips of the
proper size, align the ear pieces with the angle of your ear canals, and
adjust the spring of the connecting metal band to a comfortable tightness.
® Thick-walled tubing as short as feasible to maximize the transmission of
sound: ~30 cm (12 inches), if possible, and no longer than 38 cm (15 inches)
¢ A bell and a diaphragm with a good changeover mechanism
e Avisual acuity card
e Areflex hammer
e Tuning forks, both 128 Hz and 512 Hz
(continued)
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Equipment for the Physical
Examination (continued)

e Cotton swabs, safety pins, or other disposable objects for testing sensation
and two-point discrimination

Cotton for testing the sense of light touch

Two test tubes (optional) for testing temperature sensation

Gloves and lubricant for oral, vaginal, and rectal examinations

Vaginal specula and equipment for cytologic and bacteriologic studies
Paper and pen or pencil, or desktop or laptop computer

Make the Patient Comfortable

Patient Privacy and Comfort. Your access to the patient’s body is a unique
and time-honored privilege of your role as a clinician. Showing sensitivity to pri-
vacy and patient modesty must be ingrained in your professional behavior and
conveys respect for the patient’s vulnerability. Close nearby doors, draw the cur-
tains in the hospital or examining room, and wash your hands carefully before the
examination begins.

During the examination, be aware of the patient’s feelings and any discomfort.
Respond to the patient’s facial expressions and even ask, “Are you okay?” or “Is
this painful?” to elicit unexpressed worries or sources of pain. Adjusting the
angle of the bed or examining table, rearranging the pillows, or adding blankets
for warmth demonstrates that you are attentive to the patient’s well-being.

Draping the Patient. You will acquire the art of draping the patient with
the gown or draw sheet as you learn each segment of the examination in the
chapters ahead.

Tips for Draping the Patient

e Your goal is to visualize one area of the body at a time. This preserves the
patient’s modesty and helps you focus on the area being examined.

e With the patient sitting, for example, untie the gown in back to better listen
to the lungs.

e For the breast examination, uncover the right breast but keep the left chest
draped. Redrape the right chest, then uncover the left chest and proceed to
examine the left breast and heart.

e For the abdominal examination, only the abdomen should be exposed. Adjust
the gown to cover the chest and place the sheet or drape at the inguinal level. To
help the patient prepare for potentially awkward segments of the examination,
briefly describe your plans before starting, for example, “Now | am going to
move your gown so | can check the pulse in your groin area,” or “Because you
mentioned irritation, | am going to inspect your perirectal area.”

Courteous Clear Instructions. Make sure your instructions to the patient
at each step in the examination are courteous and clear. For example, “I would like
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booksmedicos.org

-




THE COMPREHENSIVE PHYSICAL EXAMINATION

to examine your heart now, so please lie down,” or “Now I am going to check your
abdomen.” Let the patient know if you anticipate embarrassment or discomfort.

Keeping the Patient Informed. As you proceed with the examination,
talk with the patient to see if he or she wants to know about your findings. Is the
patient curious about the lung findings or your method for assessing the liver or
spleen?

When you have completed the examination, tell the patient your general impres-
sions and what to expect next. For hospitalized patients, make sure the patient is
comfortable and rearrange the immediate environment to the patient’s satisfaction.
Be sure to lower the bed to avoid risk of falls and raise the bedrails. As you leave,
wash your hands, clean your equipment, and dispose of any waste materials.

Observe Standard and Universal Precautions. The Centers for Disease
Control and Prevention (CDC) have issued several guidelines to protect patients
and examiners from the spread of infectious disease. All clinicians examining
patients are advised to study and observe these precautions at the CDC websites.
Advisories for standard and methicillin-resistant Staphylococcus aureus (MRSA)
precautions and for universal precautions are summarized below.'*

Standard and MRSA precautions. Standard precautions are based on the principle
that all blood, body fluids, secretions, excretions (except sweat), nonintact skin,
and mucous membranes may contain transmissible infectious agents. Standard
precautions apply to all patients in any setting. They include hand hygiene
(Fig. 1-5); use of personal protective equipment (gloves; gowns; and mouth, nose,
and eye protection) (Fig. 1-6); safe injection practices; safe handling of contami-
nated equipment or surfaces; respiratory hygiene and cough etiquette; patient
isolation criteria; and precautions relating to equipment, toys, solid surfaces, and
laundry handling. Because hand hygiene practices have been shown to reduce the
transmission of multidrug-resistant organisms, especially MRSA and vancomycin-
resistant enterococcus (VRE),' the CDC hygiene recommendations are repro-
duced below. White coats and stethoscopes also harbor bacteria and should be
cleaned frequently.***

CDC Recommendations for Hand Hygiene

1. Key situations where hand hygiene should be performed include:

a. before touching a patient, even if gloves are worn;

b. before exiting the patient’s care area after touching the patient or the
patient’s immediate environment;

c. after contact with blood, body fluids, or excretions, or wound dressings;

d. prior to performing an aseptic task (e.g., placing an intravenous drip, pre-
paring an injection);

e. if hands are moving from a contaminated-body site to a clean-body site
during patient care; and

f. after glove removal.

FIGURE 1-5. Handwashingis a
standard precaution.

(continued) FIGURE 1-6. Personal protective
equipment.
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CDC Recommendations for
Hand Hygiene (continued)

2. Use soap and water when hands are visibly soiled (e.g., blood, body fluids),
or after caring for patients with known or suspected infectious diarrhea
(e.g., Clostridium difficile, norovirus). Otherwise, the preferred method of
hand decontamination is with an alcohol-based hand rub.

Source: CDC. Guide to infection prevention in outpatient settings. Minimum expectations for safe
care. May 2011. Available at http://www.cdc.gov/HAl/settings/outpatient/outpatient-care-guide-
lines.html. Accessed March 1, 2015.

Universal precautions. Universal precautions are a set of guidelines designed to
prevent parenteral, mucous membrane, and noncontact exposures of health care
workers to bloodborne pathogens, including HIV and HBV. Immunization with
the HBV vaccine for health care workers with exposure to blood is an important
adjunct to universal precautions. The following fluids are considered potentially
infectious: all blood and other body fluids containing visible blood, semen, and
vaginal secretions and cerebrospinal, synovial, pleural, peritoneal, pericardial,
and amniotic fluids. Protective barriers include gloves, gowns, aprons, masks, and
protective eyewear. All health care workers should follow the precautions for safe
injections and prevention of injury from needlesticks, scalpels, and other sharp
instruments and devices. Report to your health service immediately if such
injury occurs.

Choose the Sequence, Scope, and Positioning
of the Examination

The Cardinal Techniques of Examination. As you begin the examina-
tion, study the four cardinal techniques of examination. Plan your sequence and
scope of examination and how you will position the patient.

The physical examination relies on four classic techniques: inspection, palpation,
percussion, and auscultation. You will learn in later chapters about additional
maneuvers that are important in amplifying physical diagnosis, such as having the
patient lean forward to better detect the murmur of aortic regurgitation or ballot-
ing the patella to check for joint effusion.

Cardinal Techniques of Examination

Inspection Close observation of the details of the patient’s appearance,
behavior, and movement such as facial expression, mood,
body habitus and conditioning, skin conditions such as
petechiae or ecchymoses, eye movements, pharyngeal
color, symmetry of thorax, height of jugular venous pulsa-
tions, abdominal contour, lower extremity edema, and gait.

(continued)
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Cardinal Techniques of Examination (continued)

Palpation Tactile pressure from the palmar fingers or fingerpads to
assess areas of skin elevation, depression, warmth, or ten-
derness, lymph nodes, pulses, contours and sizes of organs
and masses, and crepitus in the joints.

Percussion Use of the striking or plexor finger, usually the third, to deliver
a rapid tap or blow against the distal pleximeter finger, usu-
ally the distal third finger of the left hand laid against the
surface of the chest or abdomen, to evoke a sound wave
such as resonance or dullness from the underlying tissue or
organs. This sound wave also generates a tactile vibration
against the pleximeter finger.

Auscultation Use of the diaphragm and bell of the stethoscope to detect the
characteristics of heart, lung, and bowel sounds, including
location, timing, duration, pitch, and intensity. For the
heart, this involves sounds from closure of the four valves,
extra sounds from blood flow into the atria and ventricles,
and murmurs. Auscultation also permits detection of bruits
or turbulence over arterial vessels.

Sequence of Examination. The key to a thorough and accurate physi-
cal examination is developing a systematic sequence of examination. Organize
your comprehensive or focused examination around three general goals:

Maximize the patient’s comfort.
Avoid unnecessary changes in position.
Enhance clinical efficiency.

In general, move from “head to toe.” Avoid examining the patient’ feet, for exam-
ple, before checking the face or mouth. You will quickly see that some segments of
the examination are best assessed when the patient is sitting, such as examination
of the head and neck and the thorax and lungs, whereas others are best obtained
with the patient supine, such as the cardiovascular and abdominal examinations.

As you review the Techniques of Examination on the following pages, note
that clinicians vary in where they place different segments of the examination,
especially examinations of the musculoskeletal system and the nervous sys-
tem. Some of these options are indicated in red in the right-hand column.
Suggestions for patient positioning during the different segments of the exam-
ination are also indicated in the right-hand column in red.

With practice, you will develop your own sequence of examination, keeping the
need for thoroughness and patient comfort in mind. At first, you may need notes
to remind you what to look for, but over time, this sequence will become habit-
ual and remind you to return to segments of the examination you may have
skipped, helping you to be complete.
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Examining from the Patient’s Right Side. This book recommends
examining the patient from the patient’s right side, moving to the opposite side or
foot of the bed or examining table as necessary. This is the standard position for the
physical examination and has several advantages compared with the left side: Esti-
mates of jugular venous pressure are more reliable, the palpating hand rests more
comfortably on the apical impulse, the right kidney is more frequently palpable
than the left, and examining tables are frequently positioned to accommodate a
right-handed approach.

Left-handed students are encouraged to adopt right-sided positioning, even it
may seem awkward. The left hand can still be used for percussing or for holding
instruments such as the otoscope or reflex hammer.

Review the proposed physical examination sequence in Figure 1-6, which meets
the three goals of patient comfort, minimal changes in positioning, and efficiency.

The Physical Examination: Suggested Sequence and Positioning

EI e General survey e Optional: skin—lower torso and extremitie:
o Vital signs e Nervous system: lower extremity
motor strength, bulk, tone,
e Skin: upper torso, anterior and posterior sensation; reflexes; Babinski reflex
e Head and neck, including thyroid and lymph nodes EI/ ? e Musculoskeletal, as indicated
e Optional: nervous system (mental status, e Optional: skin, anterior and posterior
cranial nerves, upper extremity motor . ) . )
strength, bulk, tone, cerebellar function) e Optional: nervous system, including gait
e Thorax and lungs e Optional: musculoskeletal, comprehensive
o Breasts /\/\ e Women: pelvic and rectal examination
e Musculoskeletal as indicated: upper extremities }— o Men: prostate and rectal examination

Q__ « Cardiovascular, including jugular venous pressure (JVP),
carotid upstrokes and bruits, point of maximal

impulse (PMI), S,, S,; murmurs, extra sounds Key to the Symbols for the Patient's Position

EI Sitting

O)L e Cardiovascular, for S; and murmur of

mitral stenosis

8 e Cardiovascular, for murmur of aortic insufficiency

Q__ e Optional: thorax and lungs—anterior
e Breasts and axillae
e Abdomen

e Peripheral vascular

Lying supine, with head
of bed raised 30 degrees

Same, turned partly to
left side

g Sitting, leaning forward

Each symbol pertains until a new one
appears. Two symbols separated by

a slash indicate either or both positions.

Q— Lying supine
? Standing

NN\ Lying supine, with hips
flexed, abducted, and
externally rotated, and
knees flexed (lithotomy
position)

Q; Lying on the left side
(left lateral decubitus)

Examining the Patient at Bedrest. Often you will need to examine a

patient at bedrest, especially in the hospital, where patients frequently cannot sit up
in bed or stand. This often dictates changes in your sequence of examination. You
can examine the head, neck, and anterior chest with the patient lying supine.
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Then, roll the patient onto each side to listen to the lungs, examine the back, and
inspect the skin. Roll the patient back and finish the rest of the examination with
the patient again supine.

The Physical Examination—"“"Head to Toe”

General Survey. Observe the patients general state of health, height, build,
and sexual development. Obtain the patient’s height and weight. Note posture,
motor activity, and gait; dress, grooming, and personal hygiene; and any odors
of the body or breath. Watch the patient’s facial expressions and note manner,
affect, and reactions to people and the environment. Listen to the patient’s
speech, and note the state of awareness or level of consciousness.

Vital Signs. Measure the blood pressure. Count the pulse and respiratory
rate. If indicated, measure the body temperature.

Skin. Observe the skin of the face and its characteristics. Assess skin moisture
or dryness and temperature. Identify any lesions, noting their location, distribu-
tion, arrangement, type, and color. Inspect and palpate the hair and nails. Study
both surfaces of the patient’s hands. Continue your assessment of the skin as you
examine the other body regions.

Head, Eyes, Ears, Nose, Throat (HEENT). Head: Examine the hair, scalp,
skull, and face. Eyes: Check visual acuity and screen the visual fields. Note the
position and alignment of the eyes. Observe the eyelids and inspect the sclera
and conjunctiva of each eye. With oblique lighting, inspect each cornea, iris, and
lens. Compare the pupils, and test their reactions to light. Assess the extraocular
movements. With an ophthalmoscope, inspect the ocular fundi. Ears: Inspect
the auricles, canals, and drums. Check auditory acuity. If acuity is diminished,
check lateralization (Weber test) and compare air and bone conduction (Rinne
test). Nose and sinuses: Examine the external nose; using a light and a nasal
speculum, inspect the nasal mucosa, septum, and turbinates. Palpate for tender-
ness of the frontal and maxillary sinuses. Throat (or mouth and pharynx):
Inspect the lips, oral mucosa, gums, teeth, tongue, palate, tonsils, and pharynx.
(You may wish to assess the cranial nerves during this portion of the examination.)

Neck. Inspect and palpate the cervical lymph nodes. Note any masses or
unusual pulsations in the neck. Feel for any deviation of the trachea. Observe the
sound and effort of the patient’s breathing. Inspect and palpate the thyroid gland.

Back. Inspect and palpate the spine and muscles of the back. Observe shoul-
der height for symmetry.

Posterior Thorax and Lungs. Inspect and palpate the spine and muscles of
the upper back. Inspect, palpate, and percuss the chest. Identify the level of dia-
phragmatic dullness on each side. Listen to the breath sounds; identify any
adventitious (or added) sounds, and, if indicated, listen to the transmitted voice
sounds (see pp. 326-327).

Close observation begins at the out-
set of the patient encounter and con-
tinues throughout the history and
physical examination.

The patient is sitting on the edge of

the bed or examining table. Stand in

front of the patient, moving to either
side as needed.

The room should be darkened for
the ophthalmoscopic examination.
This promotes pupillary dilation and
visibility of the fundi.

Move behind the sitting patient to
feel the thyroid gland and to examine
the back, posterior thorax, and lungs.
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Breasts, Axillae, and Epitrochlear Nodes. Inawoman, inspect the breasts
with her arms relaxed, then elevated, and then with her hands pressed on her
hips. In either sex, inspect the axillae and feel for the axillary nodes. Feel for the
epitrochlear nodes.

A Note on the Musculoskeletal System. By this time, you have made
preliminary observations of the musculoskeletal system. You have inspected
the hands, surveyed the upper back, and, in women, made a fair estimate of
the shoulders’ range of motion. If indicated, with the patient still sitting, exam-
ine the hands, arms, shoulders, neck, and temporomandibular joints. Inspect
and palpate the joints and check their range of motion. (You may choose to
examine upper extremity muscle bulk, tone, strength, and reflexes at this time, or
wait until later.)

Palpate the breasts, while at the same time continuing your inspection.

Anterior Thorax and Lungs. Inspect, palpate, and percuss the chest. Listen
to the breath sounds, any adventitious sounds, and, if indicated, transmitted
voice sounds.

Cardiovascular System. Observe the jugular venous pulsations and mea-
sure the jugular venous pressure in relation to the sternal angle. Inspect and
palpate the carotid pulsations. Listen for carotid bruits.

Elevate the head of the bed to ~30° for the cardiovascular examination, adjust-
ing as necessary to see the jugular venous pulsations.

Inspect and palpate the precordium. Note the location, diameter, amplitude, and
duration of the apical impulse. Listen at each auscultatory area with the dia-
phragm of the stethoscope. Listen at the apex and the lower sternal border with
the bell. Listen for the first and second heart sounds and for physiologic splitting
of the second heart sound. Listen for any abnormal heart sounds or murmurs.

Abdomen. Inspect, auscultate, and percuss the abdomen. Palpate lightly, then
deeply. Assess the liver and spleen by percussion and then palpation. Try to pal-
pate the kidneys. Palpate the aorta and its pulsations. If you suspect kidney infec-
tion, percuss posteriorly over the costovertebral angles.

Lower Extremities. Examine the legs, assessing three systems while the
patient is still supine. Each of these three systems can be further assessed when
the patient stands.

With the patient supine:
Peripheral vascular system. Palpate the femoral pulses and, if indicated, the

popliteal pulses. Palpate the inguinal lymph nodes. Inspect for lower extrem-
ity edema, discoloration, or ulcers. Palpate for pitting edema.

The patient is still sitting. Move to the
front again.

The patient position is supine. Ask
the patient to lie down. You should
stand at the right side of the patient’s
bed.

Ask the patient to roll partly onto the
left side while you listen at the apex
for an Sz or mitral stenosis. The patient
should sit, lean forward, and exhale
while you listen for the murmur of
aortic regurgitation.

Lower the head of the bed to the flat
position. The patient should be supine.

The patient is supine.
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Musculoskeletal system. Note any deformities or enlarged joints. If indicated,
palpate the joints, check their range of motion, and perform any necessary
maneuvers.

Nervous system. Assess lower extremity muscle bulk, tone, and strength; also
assess sensation and reflexes. Observe any abnormal movements.

With the patient standing: The patient is standing. You can sit on
a chair or stool.
Peripheral vascular system. Inspect for varicose veins.

Musculoskeletal system. Examine the alignment of the spine and its range of
motion, the alignment of the legs, and the feet.

Genitalia and hernias in men. Examine the penis and scrotal contents and
check for hernias.

Nervous system. Observe the patients gait and ability to walk heel-to-toe,
walk on the toes, walk on the heels, hop in place, and do shallow knee
bends. Do a Romberg test and check for pronator drift.

Nervous System. The complete examination of the nervous system can  The patient is sitting or supine.
also be done at the end of the examination. It consists of the five segments:

mental status, cranial nerves (including funduscopic examination), motor sys-

tem, sensory system, and reflexes.

Mental Status. 1f indicated and not done during the interview, assess the
patient’s orientation, mood, thought process, thought content, abnormal percep-
tions, insight and judgment, memory and attention, information and vocabulary,
calculating abilities, abstract thinking, and constructional ability.

Cranial Nerves. 1fnot already examined, check sense of smell, strength of
the temporal and masseter muscles, corneal reflexes, facial movements, gag
reflex, and strength of the trapezia and sternocleidomastoid muscles.

Motor System. Assess muscle bulk, tone, and strength of major muscle
groups. Cerebellar function: rapid alternating movements (RAMs), point-to-point
movements, such as finger-to-nose (F — N) and heel-to-shin (H — S), gait.

Sensory System. Assess pain, temperature, light touch, vibration, and
discrimination. Compare right with left sides and distal with proximal areas on
the limbs.

Reflexes. Including biceps, triceps, brachioradialis, patellar, Achilles deep
tendon reflexes; also plantar reflexes or Babinski response (see pp. 758-764).

Additional Examinations. The rectal and genital examinations are often
performed at the end of the physical examination. Patient positioning is as
indicated.
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Genital and Rectal Examination in Men. Inspect the sacrococcygeal — The patientis lying on his left side for
and perianal areas. Palpate the anal canal, rectum, and prostate. If the patient  the rectal examination (or standing
cannot stand, examine the genitalia before doing the rectal examination. and bending forward).

Genital and Rectal Examinations in Women. Examine the external  The patientis supine in the lithotomy
genitalia, vagina, and cervix, with a chaperone when needed. Obtain a Pap  position. You should be seated during
smear. Palpate the uterus and adnexa bimanually. Perform the rectal examination ~ examination with the speculum, then
if indicated. standing during bimanual examination

of the uterus, adnexa (and rectum as
indicated).

* Clinical Reasoning,

Assessment, and Plan

After completing the history and physical examination, you reach the critical
step of formulating your Assessment and Plan (Figs. 1-7 and 1-8). Using sound
clinical reasoning, you must analyze your findings and identify the patient’s
problems. You must share your impressions with the patient, eliciting any con-
cerns and making sure that he or she understands and agrees to the steps ahead.
Finally, you must document your findings in the patient’s record in a succinct
legible format that communicates the patient’s story and physical findings, and
the rationale for your assessment and plan, to other members of the health care
team. As you make clinical decisions, you will turn to clinical evidence, calling
on your knowledge of sensitivity, specificity, predictive value, and the analytical
tools detailed in Chapter 2, Evaluating Clinical Evidence.

FIGURE 1-7. Discuss the

The comprehensive health history and physical examination form the foundation ~ 2ssessment.

of your clinical Assessment. The subjective data of the health history and the objec-
tive data from the physical examination and testing are primarily descriptive and
factual. As you move to Assessment, you go beyond description and observa-
tion to analysis and interpretation. You select and cluster relevant pieces of
information, analyze their significance, and try to explain them logically using
principles of biopsychosocial and bioclinical science. Your clinical reasoning
process is pivotal to how you interpret the patient’s history and physical examina-
tion, single out problems identified in the Assessment, and move from each prob-
lem to its action plan (Fig. 1-9).

The Plan is often wide ranging and incorporates patient education, changes in
medications, needed tests, referrals to other clinicians, and return visits for
counseling and support. However, a successful Plan does more than just
describe the approach to a problem. It includes the patient’s responses to the
problems identified and to the diagnostic and therapeutic interventions that
you recommend. It requires good interpersonal skills and sensitivity to the
patient’s goals, economic means, competing responsibilities, and family struc-
ture and dynamics.

FIGURE 1-8. Share the plan.
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Clinical Reasoning and Assessment

Because assessment takes place in the clinician’s mind, the process of clinical
reasoning may seem opaque and even mysterious to beginning students.
Experienced clinicians often think quickly, with little overt or conscious effort.
They differ widely in personal style, communication skills, clinical training,
experience, and expertise. Some clinicians may find it difficult to explain the
logic behind their clinical thinking. As an active learner, you will be expected to
ask teachers and clinicians to elaborate on the fine points of their clinical reason-

ing and decision making?ﬁ27 FIGURE 1-9. Apply clinical
reasoning.

Cognitive psychologists have shown that clinicians use three types of reasoning

for clinical problem solving: pattern recognition, development of schemas, and

application of relevant basic and clinical science.”*>* As you gain experience,

your clinical reasoning will begin at the outset of the patient encounter, not at

the end. Study the steps described here, then apply them to the Case of Mrs. N.

that follows. Think about these steps as you see your first patients. As with all  For clinical examples of excellent

patients, focus on determining “What explains this patient’s concerns?” and  and faulty reasoning and strategies

“What are the findings, problems, and diagnoses?”'"* to avoid cognitive errors, turn to
Kassirer et al., Learning Clinical
Reasoning.?®

Steps for Identifying Problems and
Making Diagnoses

. Identify abnormal findings.

. Localize findings anatomically.

. Cluster the clinical findings.

. Search for the probable cause of the findings.

. Cluster the clinical data.

. Generate hypotheses about the causes of the patient’s problems.
. Test the hypotheses and establish a working diagnosis.

NO O WN -

Identify Abnormal Findings. Make a list of the patient’s symptoms, the signs
you observed during the physical examination, and any laboratory reports avail-
able to you.

Localize These Findings Anatomically. Often, this step is straightfor-
ward. The symptom of scratchy throat and the sign of an erythematous inflamed
posterior pharynx, for example, clearly localize the problem to the pharynx. A
complaint of headache leads you quickly to the structures of the skull and
brain. Other symptoms, however, may present greater difficulty. Chest pain,
for example, can originate in the coronary arteries, the stomach and esopha-
gus, or the muscles and bones of the thorax. If the pain is exertional and
relieved by rest, either the heart or the musculoskeletal components of the
chest wall may be involved. If the patient notes pain only when carrying gro-
ceries with the left arm, the musculoskeletal system becomes the likely culprit.

When localizing findings, be as specific as your data allow; however, you may
have to settle for a body region, such as the chest, or a body system, such as the
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musculoskeletal system. On the other hand, you may be able to define the exact
structure involved, such as the left pectoral muscle. Some symptoms and signs
are constitutional and cannot be localized, such as fatigue or fever, but are useful
in the next set of steps.

Cluster the Clinical Findings. It is often challenging to decide whether
clinical data fit into one problem or several problems. If there is a relatively long
list of symptoms and signs, and an equally long list of potential explanations, one
approach is to tease out separate clusters of observations and analyze one cluster at a
time. Several clinical characteristics may help.

Patient age: The patient’s age may help; younger adults are more likely to have
a single disease, whereas older adults tend to have multiple diseases.

Timing of symptoms: The timing of symptoms is often useful. For example, an
episode of pharyngitis 6 weeks ago is probably unrelated to the fever, chills,
pleuritic chest pain, and cough that prompted an office visit today. To use
timing effectively, you need to know the natural history of various diseases
and conditions. A yellow penile discharge followed 3 weeks later by a pain-
less penile ulcer suggests two problems: gonorrhea and primary syphilis. In
contrast, a penile ulcer followed in 6 weeks by a maculopapular skin rash
and generalized lymphadenopathy suggest two stages of the same problem:
primary and secondary syphilis.

Involvement of different body systems: Involvement of the different body systems
may help group clinical data. If symptoms and signs occur in a single system,
one disease may explain them. Problems in different, apparently unrelated,
systems often require more than one explanation. Again, knowledge of dis-
ease patterns is necessary. For example, you might decide to group a patient’s
high blood pressure and sustained apical impulse together with flame-
shaped retinal hemorrhages, place them in the cardiovascular system, and
label the constellation “hypertensive cardiovascular disease with hyperten-
sive retinopathy.” You would develop another explanation for the patient’s
mild fever, left lower quadrant tenderness, and diarrhea.

Multisystem conditions: With experience, you will become increasingly adept
at recognizing multisystem conditions and building plausible explanations that
link manifestations that are seemingly unrelated. To explain cough, hemop-
tysis, and weight loss in a 60-year-old plumber who has smoked cigarettes
for 40 years, you would rank lung cancer high in your differential diagnosis.
You might support your diagnosis with your observation of the patient’s
cyanotic nailbeds. With experience and continued reading, you will recog-
nize that his other symptoms and signs fall under the same diagnosis. Dys-
phagia would reflect extension of the cancer to the esophagus, pupillary
asymmetry would suggest pressure on the cervical sympathetic chain, and
jaundice could result from metastases to the liver. In another example of
multisystem disease, a young man who presents with odynophagia, fever,
weight loss, purplish skin lesions, leukoplakia, generalized lymphadenopa-
thy, and chronic diarrhea is likely to have acquired immune deficiency syn-
drome (AIDS). Related risk factors should be explored promptly.
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Key questions: You can also ask a series of key questions that may steer your
thinking in one direction and allow you to temporarily ignore the others. For
example, you may ask what produces and relieves the patient’s chest pain. If
the answer is exercise and rest, you can focus on the cardiovascular and
musculoskeletal systems and set the gastrointestinal (GI) system aside. If the
pain is more epigastric, burning, and occurs only after meals, you can logi-
cally focus on the GI tract. A series of discriminating questions helps you
analyze the clinical data and reach logical explanations.

Search for the Probable Cause of the Findings. Patient complaints often
stem from a pathologic process involving diseases of a body system or structure.
These processes are commonly classified as congenital, inflammatory or infec-
tious, immunologic, neoplastic, metabolic, nutritional, degenerative, vascular,
traumatic, and toxic. Possible pathologic causes of headache, for example,
include sinus infection, concussion from trauma, subarachnoid hemorrhage,
or even compression from a brain tumor. Fever and stiff neck, or nuchal rigidity,
are two of the classic signs of headache from meningitis. Even without
other signs, such as rash or papilledema, they strongly suggest an infectious
process.

Other problems are pathophysiologic, reflecting derangements of biologic func-
tions, such as heart failure or migraine headache. Still other problems are psycho-
pathologic, such as disorders of mood like depression or headache as an expression
of a somatic symptom disorder.

Generate Hypotheses About the Causes of the Patient’s Problem.
Draw on the full range of your knowledge and experience, and read widely. It
is at this point that reading about diseases and abnormalities is most useful. By
consulting the clinical literature, you embark on the lifelong goal of evidence-
based decision making and clinical practice.'"**°™ At first, your hypotheses may
not be highly specific, but proceed as far as your knowledge and available data
allow, observing the steps below.

Steps for Generating Clinical Hypotheses

1. Select the most specific and critical findings to support your hypothesis. If the
patient reports “the worst headache of her life,” nausea, and vomiting, for
example, and you find altered mental status, papilledema, and meningismus,
build your hypothesis around elevated intracranial pressure rather than Gl
disorders.

2. Match your findings against all the conditions that can produce them. Using
your knowledge of the structures and processes involved, you can match
your patient’s papilledema with a list of conditions affecting intracranial
pressure. Or you can compare the symptoms and signs associated with the
patient’s headache with the various infectious, vascular, metabolic, or neo-
plastic conditions that might produce this clinical picture.

3. Eliminate the diagnostic possibilities that fail to explain the findings. You
might consider cluster headache as a cause of Mrs. N.’s headaches (see

(continued)
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Steps for Generating Clinical Hypotheses (continued)

The Case of Mrs. N., pp. 30-36), but eliminate this hypothesis because it
fails to explain the patient’s throbbing bifrontal localization with associ-
ated nausea and vomiting. Also, the pain pattern is atypical for cluster
headache—it is not unilateral, boring, or occurring repetitively at the
same time over a period of days, nor is it associated with lacrimation or
rhinorrhea.

4. Weigh the competing possibilities and select the most likely diagnosis. You are
looking for a close match between the patient’s clinical presentation and
a typical case of a given condition. Other clues help in this selection. The
statistical probability of a given disease in a patient of this age, sex, ethnic
group, habits, lifestyle, and locality should greatly influence your selec-
tion. You should consider the possibilities of osteoarthritis and metastatic
prostate cancer in a 70-year-old man with back pain, for example, but not
in a 25-year-old woman with the same complaint. The timing of the patient’s
illness also makes a difference. Headache in the setting of fever, rash, and
stiff neck that develops suddenly over 24 hours suggests quite a different
problem than recurrent headache over a period of years associated with
stress, visual scotoma, and nausea and vomiting relieved by rest.

5. Give special attention to potentially life-threatening conditions. Your goal is to
minimize the risk of missing unusual or infrequent conditions such as menin-
gococcal meningitis, bacterial endocarditis, pulmonary embolus, or subdural
hematoma that are particularly ominous. One rule of thumb is always to
include “the worst case scenario” in your differential diagnosis and make
sure you have ruled out this possibility based on your findings and patient
assessment.

Test Your Hypotheses. Now that you have made a hypothesis about the
patient’s problem, you are ready to test your hypothesis. You are likely to need
further history, additional maneuvers on physical examination, or laboratory
studies or x-rays to confirm or rule out your tentative diagnosis or to clarify
which of two or three possible diagnoses are most likely. When the diagnosis
seems clear-cut—a simple upper respiratory infection or a case of hives, for
example—these steps may not be necessary.

Establish a Working Diagnosis. Establish a working definition of the prob-
lem at the highest level of explicitness and certainty that the data allow. You may
be limited to a symptom, such as “tension headache, cause unknown.” At other
times, you can define a problem more specifically based on its anatomy, disease
process, or cause. Examples include “bacterial meningitis, pneumococcal,” “sub-
arachnoid hemorrhage, left temporoparietal lobe,” or “hypertensive cardiovascu-
lar disease with left ventricular dilatation and heart failure.”

Although most diagnoses are based on the identification of abnormal structures,
disease processes, and clinical syndromes, patients frequently have clinically unex-
plained symptoms. You may not be able to move beyond simple descriptive cate-
gories such as “fatigue” or “anorexia.” Other problems relate to stressful events in

See Chapter 2, Evaluating Clinical
Evidence, pp. 45-64.
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the patients life such as losing a job or a family member that increase the risk for
subsequent illness. Identifying these events and helping the patient develop coping
strategies are just as important as managing a headache or a duodenal ulcer.

Another increasingly prominent item on problem lists is Health Maintenance.
Routinely listing Health Maintenance helps you track several important health
concerns more effectively: immunizations, screening tests such as mammograms
or colonoscopies, instructions regarding nutrition and breast or testicular self-
examinations, recommendations about exercise or use of seat belts, and responses
to important life events.

Using Shared Decision-Making to
Develop a Plan

Identify and record a Plan for each patient problem. Your Plan flows logically

from the problems or diagnoses you have identified. Specify the next steps for

each problem. These steps range from tests and procedures to subspecialty con-

sultations to new or changed medications to arranging a family meeting. You will

find that you follow many of the same diagnoses over time; however, your Plan ~ FIGURE 1-10. Make sure the

is often more fluid, encompassing changes and modifications that emerge from  Patient agrees with the plan.

each patient visit. The Plan should make reference to diagnosis, treatments, and

patient education. It is important to discuss your assessment with the patient

before finalizing the Plan and proceeding with further testing or evaluation,

ensuring the patient’s active participation in the plan of care (Fig. 1-10). It is

critical to both obtain patient agreement and encourage patient participation

in decision-making whenever possible. These practices promote optimal ther-

apy, adherence to treatment, and patient satisfaction, especially since there is

often no single “right” plan, but a range of variations and options. You may need

to explain your recommendations several times to make sure the patient agrees  See Chapter 5, Behavior and Mental

to and understands what lies ahead. Status, section on “Medically Unex-
plained Symptoms,” pp. 149-150.

" The Quality Clinical Record:

The Case of Mrs. N.

The clinical record serves a dual purpose—it reflects your analysis of the patient’s
health status, and it documents the unique features of the patient’s history,
examination, laboratory and test results, assessment, and plan in a formal writ-
ten format (Fig. 1-11). In a well-constructed record, each problem in the
Assessment is listed in order of priority with an explanation of supporting find-
ings and a differential diagnosis, followed by a Plan for addressing that prob-
lem. The patient record facilitates clinical reasoning, promotes communication
and coordination among the professionals who care for your patient, and doc-
uments the patient’s problems and management for medicolegal purposes.

Compose the clinical record as soon after seeing the patient as possible, before
your findings fade from memory. At first you may take notes, but work toward  FiGURE 1-11. Compose a well-
recording each segment of the health history during the interview, leaving spaces  constructed record.
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for filling in details later. Jot down blood pressure, heart rate, and key abnormal ~ See Table 1-1, p. 41, for a Sample

findings to prompt your recall when you complete the record later. Progress Note for the follow-up visit
of Mrs. N.

Almost all clinical information is subject to error. Patients forget to mention

symptoms, confuse the events of their illness, avoid recounting embarrassing

facts, and may slant their stories to what they believe the clinician wants to hear.

Clinicians misinterpret patient statements, overlook information, fail to ask “the

one key question,” jump prematurely to conclusions and diagnoses, or forget an

important part of the examination, such as the funduscopic examination in a

woman with headache, leading to diagnostic errors.** You can avoid some of

these errors by acquiring the habits summarized below.

Tips for Ensuring Quality Patient Data

e Ask open-ended questions and listen carefully to the patient’s story.

e Craft a thorough and systematic sequence to history taking and physical
examination.

e Keep an open mind toward both the patient and the clinical data.

e Always include “the worst-case scenario” in your list of possible explanations
of the patient’s problem, and make sure it can be safely eliminated.

e Analyze any mistakes in data collection or interpretation.

e Confer with colleagues and review the pertinent clinical literature to clarify
uncertainties.

e Apply the principles of evaluating clinical evidence to patient information and
testing.

Study the case of Mrs. N. and scrutinize the history, physical examination, assess-
ment, and plan. Note the standard format of the clinical record. Apply your own
clinical reasoning to the findings presented and begin to analyze the patient’s
concerns. See if you agree with the Assessment and Plan and the priority of the
problems listed.

The Case of Mirs. N.

8/25/16 11:00 AM

Mrs. N. is a pleasant, 54-year-old widowed saleswoman residing in Espanola,
New Mexico.

Referral. None

Source and Reliability. Self-referred; seems reliable.

Chief Complaint
“My head aches.”

Present llIness

Mrs. N. reports increasing problems with frontal headaches over the past 3
months. These are usually bifrontal, throbbing, and mild to moderately severe.
She has missed work on several occasions because of associated nausea and
vomiting. Headaches now average once a week, usually related to stress, and

(continued)
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The Case of Mirs. N. (continued)

last 4 to 6 hours. They are relieved by sleep and putting a damp towel over her
forehead. There is little relief from aspirin. There are no associated visual
changes, motor-sensory deficits, or paresthesias.

She had headaches with nausea and vomiting beginning at age 15 years.
These recurred throughout her mid-20s, then decreased to one every 2 or
3 months, and almost disappeared.

The patient reports increased pressure at work from a demanding supervisor;
she is also worried about her daughter (see Personal and Social History). She thinks
her headaches may be like those in the past, but wants to be sure because her
mother had a headache just before she died of a stroke. She is concerned because
her headaches interfere with her work and make her irritable with her family. She
eats three meals a day and drinks three cups of coffee a day and tea at night.

Medications. Acetominophen, 1to 2 tablets every 4 to 6 hours as needed.

“Water pill” in the past for ankle swelling, none recently.

Allergies. Ampicillin causes rash.

Tobacco. About 1 pack of cigarettes per day since age 18 (36 pack-years).

Alcohol/drugs. Wine on rare occasions. Noillicit drugs.

Past History

Childhood llinesses: Measles, chickenpox. No scarlet fever or rheumatic fever.
Adult Illnesses: Medical: Pyelonephritis, 1998, with fever and right flank
pain; treated with ampicillin; developed generalized rash with itching sev-
eral days later. Reports x-rays were normal; no recurrence of infection.
Surgical: Tonsillectomy, age 6; appendectomy, age 13. Sutures for lacera-

tion, 2001, after stepping on glass. Ob/Gyn: 3-3-0-3, with normal vaginal Gravida (G)-Parity (# of deliveries)
deliveries. Three living children. Menarche age 12. Last menses 6 months (P)-Miscarriages (M)-Living (L), or
ago. Little interest in sex, and not sexually active. No concerns about HIV G-P-M-L 3-3-0-3

infection. Psychiatric: None.

Health Maintenance: Immunizations: Oral polio vaccine, year uncertain; teta-
nus shots X 2, 1982, followed with booster 1 year later; flu vaccine, 2000, no reac-
tion. Screening tests: Last Pap smear, 2014, normal. No mammograms to date.

Train accident D——O Stroke, varicose veins, headaches
67

43
High |
rosa Ifl &) Infancy
pressure 67 58 Y =
Heart
attack
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Indicates patient
Deceased male
Deceased female

Living male
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Living female
(continued)
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The Case of Mirs. N. (continued)

Family History

The family history is depicted above.

Father died at age 43 years in a train accident. Mother died at age 67 years from
stroke; had varicose veins, headaches.

One brother, age 61 years, with hypertension, otherwise well; one brother, age 58
years, well except for mild arthritis; one sister, died in infancy of unknown cause.

Husband died at age 54 of heart attack

Daughter, age 33 years, with migraine headaches, otherwise well; son, age
31years, with headaches; son, age 27 years, well.

No family history of diabetes, tuberculosis, heart or kidney disease, cancer,
anemia, epilepsy, or mental illness.

Personal and Social History
Born and raised in Las Cruces, finished high school, married at age 19 years.
Worked as sales clerk for 2 years, then moved with husband to Espanola, had three
children. Returned to work 15 years ago to improve family finances. Children all
married. Four years ago Mr. N. died suddenly of a heart attack, leaving little sav-
ings. Mrs. N. has moved to a small apartment to be near daughter, Isabel. Isabel’s
husband, John, has an alcohol problem. Mrs. N.’s apartment is now a haven for Isa-
bel and her two children, Kevin, age 6 years, and Lucia, age 3 years. Mrs. N. feels
responsible for helping them; she feels tense and nervous, but denies depression.
She has friends, but rarely discusses family problems: “I'd rather keep them to
myself. | don’t like gossip.” No church or other organizational support. She is
typically up at 7:00 AM, works 9:00 AM to 5:30 PM, and eats dinner alone.
Exercise and diet. Gets little exercise. Diet high in carbohydrates.
Safety measures. Uses seat belt regularly. Uses sunblock. Medications kept in
an unlocked medicine cabinet. Cleaning solutions in unlocked cabinet
below sink. Mr. N.’s shotgun and box of shells in unlocked closet upstairs.

Review of Systems

General: Has gained 10 Ibs in the past 4 years.

Skin: No rashes or other changes.

Head, Eyes, Ears, Nose, Throat (HEENT):  See Present lliness. Head: No history of
head injury. Eyes: Reading glasses for 5 years, last checked 1year ago. No symptoms.
Ears: Hearing good. No tinnitus, vertigo, infections. Nose, sinuses: Occasional mild
cold. No hay fever, sinus trouble. Throat (or mouth and pharynx): Some bleeding of
gums recently. Last dental visit 2 years ago. Occasional canker sore.

Neck: No lumps, goiter, pain. No swollen glands.

Breasts: No lumps, pain, discharge. Does breast self-examination sporadically.
Respiratory: No cough, wheezing, shortness of breath. Last chest x-ray, 1986,
St. Mary’s Hospital; unremarkable.

Cardiovascular: No known heart disease or high blood pressure; last blood
pressure taken in 2007. No dyspnea, orthopnea, chest pain, palpitations. Has
never had an electrocardiogram (ECG).

Gastrointestinal:  Appetite good; no nausea, vomiting, indigestion. Bowel move-
ment about once daily, though sometimes has hard stools for 2 to 3 days when espe-
cially tense; no diarrhea or bleeding. No pain, jaundice, gallbladder or liver problems.

(continued)

The Family History can be recorded as
a diagram or a narrative. The diagram

is more helpful for tracing genetic dis-
orders. The negatives from the family

history should follow either format.
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The Case of Mrs. N. (continued)

Urinary: No frequency, dysuria, hematuria, or recent flank pain; nocturia x 1,
large volume. *Occasionally loses urine when coughing.

Genital: No vaginal or pelvic infections. No dyspareunia.

Peripheral vascular: Varicose veins appeared in both legs during first preg-
nancy. For 10 years, has had swollen ankles after prolonged standing; wears light
elastic support hose; tried “water pill” 5 months ago, but it didn’t help much; no
history of phlebitis or leg pain.

Musculoskeletal: Mild low backaches, often at the end of the workday; no radia-
tion into the legs; used to do back exercises, but not now. No other joint pain.
Psychiatric: No history of depression or treatment for psychiatric disorders.
(See also Present lllness and Personal and Social History.)

Neurologic: No fainting, seizures, motor or sensory loss. Memory good.
Hematologic: Except for bleeding gums, no easy bleeding. No anemia.
Endocrine: No known thyroid disorders or heat or cold intolerance. No symp-
toms or history of diabetes.

PHYSICAL EXAMINATION

Mrs. N. is a short, overweight, middle-aged woman, who is animated and
responds quickly to questions. She is somewhat tense, with moist, cold hands.
Her hair is well groomed. Her color is good, and she lies flat without discomfort.
Vital signs:  Ht (without shoes) 157 cm (5'2”). Wt (dressed) 65 kg (143 Ib). BMI
26. BP 164/98 right arm, supine; 160/96 left arm, supine; 152/88 right arm, supine
with wide cuff. Heart rate (HR) 88 and regular. Respiratory rate (RR) 18. Temper-
ature (oral) 98.6 °F.

Skin:  Palms cold and moist, but color good. Scattered cherry angiomas over
upper trunk. Nails without clubbing, cyanosis.

Head, Eyes, Ears, Nose, Throat (HEENT): Head: Hair of average texture. Scalp
without lesions, normocephalic/atraumatic (NC/AT). Eyes: Vision 20/30 in each
eye. Visual fields full by confrontation. Conjunctiva pink; sclera white. Pupils 4
mm constricting to 2 mm, round, regular, equally reactive to light. Extraocular
movements intact. Disc margins sharp, without hemorrhages, exudates. No
arteriolar narrowing or A-V nicking. Ears: Wax partially obscures right tympanic
membrane (TM); left canal clear, TM with good cone of light. Acuity good to
whispered voice. Weber midline. AC > BC. Nose: Mucosa pink, septum midline.
No sinus tenderness. Mouth: Oral mucosa pink. Several interdental papillae red,
slightly swollen. Dentition good. Tongue midline, with 3 x 4 mm shallow white
ulcer on red base on undersurface near tip; tender but not indurated. Tonsils
absent. Pharynx without exudates.

Neck: Neck supple. Trachea midline. Thyroid isthmus barely palpable, lobes
not felt.

Lymph nodes: Small (<1 cm), soft, nontender, and mobile tonsillar and poste-
rior cervical nodes bilaterally. No axillary or epitrochlear nodes. Several small
inguinal nodes bilaterally, soft and nontender.

Thorax and lungs: Thorax symmetric with good excursion. Lungs resonant.
Breath sounds vesicular with no added sounds. Diaphragms descend 4 cm
bilaterally.

(continued)
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THE QUALITY CLINICAL RECORD: THE CASE OF MRS. N.

The Case of Mirs. N. (continued)

Cardiovascular: Jugular venous pressure 1cm above the sternal angle, with
head of examining table raised to 30°. Carotid upstrokes brisk, without bruits.
Apical impulse discrete and tapping, barely palpable in the sth left interspace, 8
cm lateral to the midsternal line. Good S,, S,; no S; or S,. A 11/VI medium-pitched
midsystolic murmur at the 2nd right interspace; does not radiate to the neck. No
diastolic murmurs.

Breasts: Pendulous, symmetric. No masses; nipples without discharge.
Abdomen: Protuberant. Well-healed scar, right lower quadrant. Bowel sounds
active. No tenderness or masses. Liver span 7 cm in right midclavicular line;
edge smooth, palpable 1cm below right costal margin (RCM). Spleen and
kidneys not felt. No costovertebral angle tenderness (CVAT).

Genitalia: External genitalia without lesions. Mild cystocele at introitus on
straining. Vaginal mucosa pink. Cervix pink, parous, and without discharge.
Uterus anterior, midline, smooth, not enlarged. Adnexa not palpated due to
obesity and poor relaxation. No cervical or adnexal tenderness. Pap smear
taken. Rectovaginal wall intact.

Rectal: Rectal vault without masses. Stool brown, negative for fecal blood.
Extremities: Warm and without edema. Calves supple, nontender.

Peripheral vascular: Trace edema at both ankles. Moderate varicosities of
saphenous veins both in lower extremities. No stasis pigmentation or ulcers.
Pulses (2+ = brisk, or normal):

Dorsalis Posterior
Radial Femoral Popliteal Pedis Tibial
RT 2+ 2+ 2+ 2+ 2+
LT 2+ 2+ 2+ Absent 2+
Musculoskeletal: No joint deformities. Good range of motion in hands, wrists, See Muscle Strength Grading, p. 743.

elbows, shoulders, spine, hips, knees, ankles.

Neurologic: Mental Status: Tense, but alert and cooperative. Thought coher-

ent. Oriented to person, place, and time. Cranial nerves: Il to Xll intact.

Motor: Good muscle bulk and tone. Strength 5/5 throughout. Cerebellar:

RAMs, point-to-point movements intact. Gait stable, fluid. Sensory: Pinprick,

light touch, position sense, vibration, and stereognosis intact. Romberg

negative.

Reflexes: Two methods for recording reflexes
may be used: a tabular form or a

Brachio- stick picture diagram; 2+ = brisk, or
Biceps Triceps radialis Patellar Achilles Plantar normal. See p. 758 for system for
RT 2+ 2+ 2+ 2+ 1+ 2 grading reflexes.
LT 2+ 2+ 2+ 2+/2+ "+ )
(continued)
34 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING

booksmedicos.org




THE QUALITY CLINICAL RECORD: THE CASE OF MRS. N.

The Case of Mrs. N. (continued)

ASSESSMENT AND PLAN

1. Migraine headaches: A 54-year-old woman with migraine headaches since
childhood, with a throbbing vascular pattern and frequent nausea and vomit-
ing. Headaches are associated with stress and relieved by sleep and cold
compresses. There is no papilledema, and there are no motor or sensory
deficits on the neurologic examination. The differential diagnosis includes
tension headache, also associated with stress, but there is no relief with
massage, and the pain is more throbbing than aching. There are no fever, stiff
neck, or focal findings to suggest meningitis, and the lifelong recurrent pat-
tern makes subarachnoid hemorrhage unlikely (usually described as
“the worst headache of my life”).

Plan:

e Discuss features of migraine versus tension headaches.

e Discuss biofeedback and stress management.

e Advise patient to avoid caffeine, including coffee, colas, and other carbon-
ated beverages.

e Start nonsteroidal anti-inflammatory drugs (NSAIDs) for headache, as
needed.

e |f needed next visit, begin prophylactic medication if headaches are occur-
ring more than 2 days a week or 8 days a month.

2. Elevated blood pressure: Systolic hypertension is present. May be related
to anxiety from first visit. No evidence of end-organ damage to retina or
heart.

Plan:

e Discuss standards for assessing blood pressure.

® Recheck blood pressure in 1 month.

e Check basic metabolic panel; review urinalysis.

e Discuss weight reduction and exercise programs (see #4).
e Reduce salt intake.

3. Cystocele with occasional stress incontinence: Cystocele on pelvic exami-
nation, probably related to bladder relaxation. Patient is perimenopausal.
Incontinence reported with coughing, suggesting alteration in bladder neck
anatomy. No dysuria, fever, flank pain. Not taking any contributing medica-
tions. Usually involves small amounts of urine, no dribbling, so doubt urge or
overflow incontinence.

Plan:

e Explain cause of stress incontinence.

e Review urinalysis.

e Recommend Kegel exercises.

e Consider topical estrogen cream to vagina during next visit if no
improvement.

(continued)
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The Case of Mirs. N. (continued)

4. Overweight: Patient 52”7, weighs 143 Ibs. BMI is ~26. See Chapter 3, Interviewing and the
Plan: Health History, section on Motivational
e Explore diet history, ask patient to keep food intake diary. Interviewing, p. 81, and Table 3-1,
e Explore motivation to lose weight, set target for weight loss by next Motivational Interviewing: A Clinical
visit. Example, p. 104.

e Schedule visit with dietitian.
e Discuss exercise program, specifically, walking 30 minutes most days a
week.

5. Family stress: Son-in-law with alcohol problem; daughter and grandchildren
seeking refuge in patient’s apartment, leading to tensions in these relation-
ships. Patient also has financial constraints. Stress currently situational. No
current evidence of major depression.

Plan:

e Explore patient’s views on strategies to cope with stress.

e Explore sources of support, including Al-Anon for daughter and finan-
cial counseling for patient.

e Continue to monitor for depression.

6. Occasional musculoskeletal low back pain: Usually with prolonged stand-
ing. No history of trauma or motor vehicle accident. Pain does not radiate;
no tenderness or motor-sensory deficits on examination. Doubt disc or nerve
root compression, trochanteric bursitis, sacroiliitis.

Plan:
e Review benefits of weight loss and exercises to strengthen low back
muscles.

7. Tobacco abuse: 1 pack per day for 36 years.

Plan:
Check peak flow or FEV,/FVC on office spirometry.
e Give strong warning to stop smoking.
e Offer referral to tobacco cessation program.
e Offer patch, current treatment to enhance abstinence.
8. Varicose veins, lower extremities: No complaints currently.
9. History of right pyelonephritis: 1998.
10. Ampicillin allergy: Developed rash, but no other allergic reaction.
11. Health maintenance: Last Pap smear 2014; has never had a mammogram.
Plan:
e Schedule mammogram.
e Pap smear sent today.
e Provide three cards to test for fecal blood; next visit, discuss screening
colonoscopy.
e Suggest dental care for mild gingivitis.
e Advise patient to move medications and caustic cleaning agents to locked
cabinet above shoulder height. Urge patient to move gun and cartridges
to a locked gun cabinet.
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THE QUALITY CLINICAL RECORD: THE CASE OF MRS. N.

The Importance of the Problem List

After you complete the clinical record, it is good clinical practice to generate a
Problem List that summarizes the patient’s problems that can be placed in the
front of the office or hospital chart. List the most active and serious problems first,
and record their date of onset. Some clinicians make separate lists for active or inac-
tive problems; others make one list in order of priority. A good Problem List helps
you to individualize the patient’s care. On follow-up visits, the Problem List pro-
vides a quick summary of the patient’s clinical history and a reminder to review
the status of problems the patient may not mention. An accurate Problem List
allows better population management of patients, by using EHRs to track patients
with specific problems, recall patients who are behind on appointments, and
follow up on specific issues. The Problem List also allows other members of the
health care team to learn about the patient’s health status at a glance.

A sample Problem List for Mrs. N. is provided below. You may wish to number each
problem and use the number to refer to specific problems in subsequent notes.

Clinicians organize problem lists differently, even for the same patient. Problems
can be symptoms, signs, past health events such as a hospital admission or surgery,
or diagnoses. You might choose different entries from those above. Good lists vary
in emphasis, length, and detail, depending on the clinician’s philosophy, specialty,
and role as a provider. Some clinicians would find this list too long. Others would
be more explicit about “family stress” or “varicose veins.”

Problem List: The Case of Mrs. N.

Date Problem No. Problem
8/25/16 1 Migraine headaches
2 Elevated blood pressure
3 Cystocele with occasional stress

incontinence

4 Overweight

5 Family stress

6 Low back pain

7 Tobacco abuse since age 18 years

8 Varicose veins

9 History of right pyelonephritis: 1998
10 Allergy to ampicillin

n Health maintenance

The list illustrated here includes problems that need attention now, like Mrs. N.’s
headaches, as well as problems that need future observation and attention, such
as her blood pressure and cystocele. Listing the allergy to ampicillin reminds you
not to prescribe medications in the penicillin family. Some symptoms such as
canker sores and hard stools do not appear on this list because they are minor
concerns and do not require attention during this visit. Problem lists with too
many relatively insignificant items are distracting. If these symptoms increase in
importance, they can be added at a later visit.
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Recording Your Findings

A clear, well-organized clinical record is one of the most important adjuncts to
patient care. Your goal is a clear, concise, but comprehensive report that docu-
ments key findings and communicates your assessment in a succinct and legible
format to clinicians, consultants, and other members of the health care team.

Regardless of your experience, adopting certain principles will help you organize
a good record. Think especially about the order and readability of the record and
the amount of detail needed. How much detail to include often varies at different
points in training. As a student, you may wish (or be required) to be quite
detailed. This builds your descriptive skills, vocabulary, and speed. Later, the
pressures of workload and time management will lead to less but more focused
detail. A good record always provides sufficient evidence from the history, phys-
ical examination, and laboratory findings to support all the problems or diagno-
ses identified.

Checklist to Ensure a Quality Clinical Record

Is the Order Clear?

Order is imperative. Make sure that readers can easily find specific points of

information. Keep the subjective items of the history, for example, in the

history; do not let them stray into the physical examination. Did you:

* Make the headings clear?

e Accent your organization with indentations and spacing?

e Arrange the Present lliness in chronologic order, starting with the current
episode, then filling in relevant background information?

Do the Data Included Contribute Directly to the Assessment?

Spell out the supporting evidence, both positive and negative, for each problem
or diagnosis. Make sure there is sufficient detail to support your differential
diagnosis and plan.

Are Pertinent Negatives Specifically Described?

Often, portions of the history or examination suggest that an abnormality might
exist or develop in that area. For example, for the patient with notable bruises,
record the “pertinent negatives,” such as the absence of injury or violence,
familial bleeding disorders, or medications or nutritional deficits that might lead
to bruising. For the patient who is depressed but not suicidal, recording both
facts is important. In the patient with a transient mood swing, on the other
hand, a comment on suicide is unnecessary.

Are There Overgeneralizations or Omissions of Important Data?

Remember that data not recorded are data lost. No matter how vividly you can
recall clinical details today, you will probably not remember them in a few
months. The phrase “neurologic exam negative,” even in your own handwrit-
ing, may leave you wondering in a few months’ time, “Did | really check the

reflexes?”
(continued)
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RECORDING YOUR FINDINGS

Checklist to Ensure a Quality
Clinical Record (continued)

Is There Too Much Detail?
Is there excess information or redundancy? Is important information buried in a
mass of detail, to be discovered by only the most persistent reader? Make your
descriptions concise. “Cervix pink and smooth” indicates you saw no redness,
ulcers, nodules, masses, cysts, or other suspicious lesions, but this description is
shorter and more easily read. You can omit unimportant structures even though
you examined them, such as normal eyebrows and eyelashes.

Omit most of your negative findings unless they relate directly to the patient’s
complaints or specific exclusions in your differential diagnosis. Instead, concen-
trate on major negative findings such as “no heart murmurs.”

Is the Written Style Succinct? Are Phrases, Short Words, and Abbreviations
Used Appropriately? Is Data Unnecessarily Repeated?

Omit repetitive introductory phrases such as “The patient reports no...”
because readers assume the patient is the source of the history unless other-
wise specified.

e Using words or brief phrases instead of whole sentences is common, but
abbreviations and symbols should be used only if they are readily understood.
Use shorter words when possible such as “felt” for “palpated” or “heard” for
“auscultated.” Omit unnecessary words, such as those in parentheses in the
examples below. This saves valuable time and space. For example, “Cervix is
pink (in color).” “Lungs are resonant (to percussion).” “Liver is tender (to pal-
pation).” “Both (right and left) ears with cerumen.” “11/1V systolic ejection
murmur (audible).” “Thorax symmetric (bilaterally).”

® Describe what you observed, not what you did. “Optic discs seen” is less
informative than “disc margins sharp.”

Are Diagrams and Precise Measurements Included Where Appropriate?

1x 1.5 cm Kard coitial
| X [er ST
telle {00 R X2 om. _Hand saca
plactic. O O M,a&myzfuy/%m

Diagrams add greatly to the clarity of the record.

(continued)
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RECORDING YOUR FINDINGS

Checklist to Ensure a Quality
Clinical Record (continued)

To ensure accurate evaluations and future comparisons, make measurements
in centimeters, not in fruits, nuts, or vegetables.

e “1x1cm lymph node” versus a “pea-sized lymph node...”
e Or“2x2cm mass on the left lobe of the prostate” versus a “walnut-sized
prostate mass.”

Is the Tone of the Write-up Neutral and Professional?
It is important to be objective. Hostile or disapproving comments have no
place in the patient’s record. Never use inflammatory or demeaning words or
punctuation.

Comments such as “Patient DRUNK and LATE TO CLINIC AGAIN!!" are
unprofessional and set a bad example for other clinicians reading the chart.
They also might prove difficult to defend in a legal setting.
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A month later, Mrs. N. returns for a follow-up visit. The format of the office or hospital progress note is quite variable, but it should
meet the same standards as the initial assessment. The note should be clear, sufficiently detailed, and easy to follow. It should reflect
your clinical reasoning and delineate your assessment and plan. Be sure to learn the documentation standards for billing in your
institution, because this can affect the detail and type of information needed in your progress notes.

The note below follows the SOAP format: Subjective, Objective, Assessment, and Plan. You will see many other styles, some focused
on the “patient-centered” record.* The four categories of the SOAP note are often implied and not spelled out, as in the note below.

9/25/16

Mrs. N. returns for follow-up of her migraine headaches. She
has had fewer headaches since reducing her intake of caffeine.
She is now drinking decaffeinated coffee and has stopped drink-
ing tea. She has joined a support group and started exercising to
reduce stress. She is still having one to two headaches a month
with some nausea, but they are less severe and generally relieved
with NSAIDs. She denies any fever, stiff neck, associated visual
changes, motor-sensory deficits, or paresthesias.

She has been checking her blood pressure at home. It is run-
ning about 150/90. She is walking 30 minutes three times a
week in her neighborhood and has reduced her daily caloric
intake. She has been unable to stop smoking. She has been
doing the Kegel exercises, but still has some leakage with cough-
ing or laughing.

Medications: Motrin 400 mg up to three times daily as needed for
headache.

Allergies: Ampicillin causes rash.

Tobacco: 1 pack per day since age 18 years.

Physical Examination: Pleasant, overweight, middle-aged
woman, who is animated and somewhat tense. Ht 157 cm (5"
2”). Wt 63 kg (140 lbs). BMI 26. BP 150/90. HR 86 and regular.
RR 16. Afebrile.

Skin: No suspicious nevi. HEENT: Normocephalic, atrau-
matic. Pharynx without exudates. Neck: Supple, without thyro-
megaly. Lymph nodes: No lymphadenopathy. Lungs: Resonant
and clear. CV: JVP 6 cm above the right atrium; carotid up-
strokes brisk, no bruits. Good Sy, S;. No murmurs heard today.
No Ss, S4. Abdomen: Active bowel sounds. Soft, nontender, no
hepatosplenomegaly. Extremities: Without edema.

Labs: Basic metabolic panel and urinalysis from 8/25/16 un-
remarkable. Pap smear normal.

Impression and Plan

1. Migraine headaches—now down to one to two per month
due to reductions in caffeinated beverages and stress.
Headaches are responding to NSAIDs.
= Will defer daily prophylactic medication for now because
patient is having fewer than three headaches per month
and feels better.

= Affirm need to stop smoking and to continue exercise
program.

= Affirm patients participation in support group to reduce
stress.

2. Elevated blood pressure—BP remains elevated at 150/90.
= Will initiate therapy with a diuretic.
= Patient to take blood pressure three times a week at home

and bring recordings to next office visit.

3. Cystocele with occasional stress incontinence—stress incon-
tinence improved with Kegel exercises but still with some
urine leakage. Urinalysis from last visit—no infection.
= Initiate vaginal estrogen cream.
= Continue Kegel exercises.

4. Overweight—has lost ~4 lbs.

= Continue exercise.
= Review diet history; affirm weight reduction.

. Family stress—patient handling this better. See Plans above.

. Occasional low back pain—no complaints today.

. Tobacco abuse—see Plans above. Will start medication.

. Health maintenance—Pap smear sent last visit. Mammogram

scheduled. Colonoscopy recommended.

QR ~N O U
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7
Evaluating Clinical Evidence

The Bates' suite offers these additional resources to enhance learning and facilitate
understanding of this chapter:

Bates' Pocket Guide to Physical Examination and History Taking, 8th edition
Bates' Visual Guide to Physical Examination (All Volumes)
thePoint online resources, for students and instructors: http://thepoint.lww.com

Excellence in clinical care requires integrating clinical expertise, patient prefer-
ences, and the best available clinical evidence.!

Carefully study the clear descriptions of how the history and physical examina-
tion can be viewed as diagnostic tests; how to assess the accuracy of laboratory
tests, radiographic imaging, and diagnostic procedures; and how to evaluate
clinical research studies and disease prevention guidelines. Mastering these ana-
lytic skills will improve your clinical practice and ensure that your assessments
and recommendations are based on the best clinical evidence (Fig. 2-1).

Clinical
expertise

Research
evidence

Patient
preferences

FIGURE 2-1. Evidence-based clinical practice Venn diagram. (Adapted with permission from
Haynes RB, Sackett DL, Gray JM, et al. Transferring evidence from research into practice: 1. The role of clinical care research
evidence in clinical decisions. ACP J Club. 1996;125:A14—-A16.)
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THE HISTORY AND PHYSICAL EXAMINATION AS DIAGNOSTIC TESTS

You will develop your clinical expertise as you learn about and practice your
clinical discipline, enabling you to more efficiently make diagnoses and identify
potential interventions. Chapter 3 addresses strategies for engaging patients in
health care decisions, recognizing that patients bring individualized preferences,
concerns, and expectations to the clinical encounter. Elements of the history and
physical examination can be considered diagnostic tests, whose accuracy can be
evaluated according to criteria presented later in this chapter. Throughout the
regional examination chapters, you will find evidence-based recommendations
for health promotion interventions, especially screening and prevention. These
recommendations are also based on evidence from the clinical literature that can
be evaluated according to criteria presented in this chapter.

| The History and Physical

| Examination as Diagnostic
Tests

The process of diagnostic reasoning begins with the history. As you learn about
your patient, you will start to develop a differential diagnosis. This is a list of
potential causes for the patient’s problems and the length of the list will reflect
your uncertainty about the possible explanation for a given problem. Your list
will start with the most likely explanation, but will also include other plausible
diagnoses, particularly those that have serious consequences if undiagnosed and
untreated. You will assign probabilities to the various diagnoses that correspond
to how likely you consider them to be explanations for your patient’s problem.
For now, these probabilities will be based on what you have learned from text-
books and lectures. In time, these probability estimates will also reflect your
clinical experience.

When you begin approaching clinical problems your goal is to determine
whether you need to perform additional testing (Fig. 2-2).

Probability of Diagnosis

Test Treatment
0% Threshold Threshold 100%
| | ] |

T T T

Probability below Probability between Probability above treatment
test threshold; test and treatment threshold; threshold; testing completed;
no testing warranted further testing required treatment commences

FIGURE 2-2. Probability revisions. (Adapted with permission from Guyatt G, Rennie D, Meade M, et al.
Users’ Guides to the Medical Literature. 2nd ed. New York, NY: McGraw-Hill Company; 2008; Chapter 14, Figure 14-2.)
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If your probability for a disease based on your history and examination is very
high (i.e., exceeds the treatment threshold), then you can move ahead and
initiate treatment. Conversely, if your probability for a disease is very low (i.e.,
below the test threshold), then you do not need further testing. The area
between the test and treatment thresholds represents clinical uncertainty, and
you need further testing to revise probabilities and guide your clinical man-
agement. The expectation is that test results will enable you to cross a test-
treatment threshold. You should understand that these test-treatment
thresholds are not set in stone and will vary based on the potential adverse
effects of the treatment and the seriousness of the condition. For example, you
will require a much higher treatment threshold (confidence that the patient
has a high probability of having the disease) for initiating cancer chemother-
apy compared to prescribing an antibiotic for a urinary tract infection. You
would require a much lower test threshold (confidence that the patient has a
low probability of having the disease) when excluding ischemic heart disease
than bacterial sinusitis. However, knowing whether a test result will achieve
that effect can be challenging and requires you to understand how to evaluate
the performance of a diagnostic test.

Evaluating Diagnostic Tests

You can turn to the clinical literature to determine how results from diagnostic
tests—which include elements of the clinical history and physical examina-
tion, as well as laboratory tests, radiographic imaging, and procedures—can be
used to revise probabilities. Two concepts in evaluating diagnostic tests will be
explored: the validity of the findings and the reproducibility of the test results.

Validity

The initial step in evaluating a diagnostic test is to determine whether it provides
valid results. Does the test accurately identify whether a patient has a disease? This
involves comparing the test against a gold standard—the best measure of whether
a patient has disease. This could be a biopsy to evaluate a lung nodule, a struc-
tured psychiatric examination to evaluate a patient for depression, or a colonos-
copy to evaluate a patient with a positive stool blood test.

The 2 x 2 table is the basic format for evaluating the performance characteristics
of a diagnostic test, which means how much the test results revise probabilities
for disease.

There are two columns—patients with disease present and patients with dis-
ease absent. These categorizations are based on the gold standard test. The two
rows correspond to positive and negative test results. The four cells (a, b, ¢, d)
correspond to true positives, false positives, false negatives, and true negatives,
respectively.’®
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Setting up the 2 x 2 Table

Gold Standard: Gold Standard:
Disease Present Disease Absent
Test positive a b
True positive False positive
Test negative C d
False negative True negative

Sensitivity and Specificity. The first test statistics to estimate are sensitivity
and specificity.

Sensitivity and Specificity

e Sensitivity is the probability that a person with disease has a positive test.
This is represented as a/(a + c) in the disease present column of the 2 x 2
table. Sensitivity is also known as the true positive rate.

e Specificity is the probability that a non-diseased person has a negative test,
represented as d/(b + d) in the disease absent column of the 2 x 2 table.
Specificity is also known as the true negative rate.

e Examples. An example of these statistics would be the probability that spleno-
megaly (see Chapter 11, p. 479) is associated with percussion dullness below
the left costal margin (sensitivity). Conversely, the probability that a patient
without splenomegaly will have percussion dullness is the false positive rate
(1— specificity) for this physical maneuver.

Knowing the sensitivity and specificity of a test does not necessarily help you
make clinical decisions because they are statistics based on knowing whether the
patient has disease. However, there are two exceptions. A negative result from a
test with a high sensitivity (i.e., a very low false-negative rate) usually excludes
disease. This is represented by the acronym SnNOUT—a Sensitive test with a
Negative result rules OUT disease. Conversely, a positive result in a test with
high specificity (e.g., a very low false-positive rate) usually indicates disease.
This is represented by the acronym SpPIN—a Specific test with a Positive
result rules IN disease.”

Positive and Negative Predictive Values. The typical clinical scenario
faced by clinicians involves determining whether a patient actually has disease
based on a test result that is either positive or negative. The relevant test statis-
tics here are the positive and negative predictive values.’
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Positive and Negative Predictive Values

e The positive predictive value (PPV) is the probability that a person with a
positive test has disease, represented as a/(a + b) from the test positive row
in the 2 x 2 table.

An example of this statistic is found in prostate cancer screening (see
Chapter 15, p. 612), where a man with a PSA value greater than 4.0 ng/mL
has only a 30% probability of having prostate cancer found on biopsy.

® The negative predictive value (NPV) is the probability that a person with a
negative test does not have disease, represented as d/(c + d) in the test nega-
tive row in the 2 x 2 table.

Among men with a PSA level of 4.0 ng/mL or below, 85% are found to be
cancer-free on biopsy.®

Prevalence of Disease. Although the predictive value statistics seem intu-
itively useful, they will vary substantially according to the prevalence of disease
(i.e., the proportion of patients in the disease present column). The prevalence
is based on the characteristics of the patient population and the clinical setting.
For example, the prevalence of many diseases will usually be higher among
older patients and among patients being seen in specialist clinics or at referral
hospitals.

The box below shows a 2 x 2 table where both the sensitivity and specificity of
the diagnostic test are 90% and the prevalence (proportion of subjects that
have the disease) is 10%. The positive predictive value calculated from the test
positive row of the table would be 90/180 = 50%. This means that half of the
people with a positive test have disease.

Predictive Values: Prevalence of 10% with
Sensitivity and Specificity = 90%

Disease Present Disease Absent Total
Test positive a b
90 90 180
Test negative d d
10 810 820
Total 100 900 1,000

Sensitivity = a/(a + ¢) = 90/100 or 90%; specificity = d/(b + d) = 810/900 = 90%

Positive predictive value = a/(a +b) = 90/180 = 50%

However, if the sensitivity and specificity remained the same, but prevalence was
only 1%, then the cells would look very different.
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Predictive Values: Prevalence of 1% with
Sensitivity and Specificity = 90%

Disease Present Disease Absent Total
Test positive a b
9 99 108
Test negative d d
1 891 892
Total 10 990 1,000

Sensitivity = a/(a 4+ ¢) = 9/10 or 90%; specificity = d/(b + d) = 891/990 = 90%
Positive predictive value = a/(a +b) =9/108 =8.3%

Now the positive predictive value calculated from the test positive row of the
table would be 9/108 = 8.3%. The consequence is that the great majority of
positive tests are false positives—meaning that most of the subjects who undergo
gold standard tests (which are usually invasive, expensive, and potentially harm-
ful) will not have disease. This has implications for patient safety and resource
allocation because clinicians want to limit the number of non-diseased patients
who undergo gold standard tests. However, as shown by the example, predictive
values will not necessarily provide us with sufficient guidance for using tests
across populations with differing disease prevalence.

Likelihood Ratios. Fortunately, there are other ways to evaluate the perfor-
mance of a diagnostic test that can account for the varying disease prevalence
observed in different patient populations. One way uses likelihood ratio statis-
tics, defined as the probability of obtaining a given test result in a diseased
patient divided by the probability of obtaining a given test result in a non-
diseased patient.”’ The likelihood ratio tells us how much a test result changes
the pre-test disease probability (prevalence) to the post-test disease probability.

In the simplest case, we will assume that the test result is either positive or nega-
tive. Therefore, the likelihood ratio for a positive test is the ratio of getting a positive
test result in a diseased person divided by the probability of getting a positive test
result in a non-diseased person. From the 2 X 2 table, we see that this is the same
as saying the ratio of the true positive rate (sensitivity) over the false positive rate
(1 — specificity). A higher value (much >1) indicates that a positive test is much
more likely to be coming from a diseased person than from a non-diseased per-
son, increasing our confidence that a person with a positive result has disease.

The likelihood ratio for a negative test is the ratio of the probability of getting a
negative test result in a diseased person divided by the probability of getting a
negative test result in a non-diseased person.” From the 2 X 2 table, we see that
this is the same as saying the ratio of the false negative rate (1 — sensitivity)
divided by the true negative rate (specificity). A lower value (much <1) indi-
cates that the negative test is much more likely to be coming from a non-
diseased person than from a diseased person, increasing our confidence that a
person with a negative result does not have disease.
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The box below shows how to interpret likelihood ratios based on how much a
test result changes the pre- to post-test probabilities for disease.®

Interpreting Likelihood Ratios

Likelihood Ratios? Effect on Pre- to Post-Test Probability

LRs>100r<o0.1 Generate large changes

LRs 5-10 or 0.1-0.2 Generate moderate changes

LRs 2-5and 0.5-0.2 Generate small (sometimes important) changes

LRs 1-2 and 0.5-1 Alter the probability to a small degree (rarely
important)

‘Likelihood ratios >1 are associated with positive results and an increased probability for disease.
Likelihood ratios <1 are associated with negative results and a decreased probability of disease. A test
with a likelihood ratio of 1 provides no additional information about the probability of disease.

We will show how likelihood ratios can be used to revise probabilities for disease
with the example of breast cancer screening.

Howv Likely Is It That a Woman with Abnormal
Mammogram Has Breast Cancer?

A 57-year-old woman at average risk for breast cancer has an abnormal mammo-
gram. She wants to know the probability that she has breast cancer. The literature
states that the baseline risk (prevalence) is 1%, the sensitivity of mammography is
90%, and the specificity is 91%.

Bayes Theorem. One way to use likelihood ratios to revise probabilities for
disease is with the Bayes theorem.” This theorem requires converting the esti-
mated prevalence (pre-test probability) to odds using the equation:

Pre-test odds = pre-test probability/(1 — pre-test probability)

The pre-test odds are multiplied by the likelihood ratio to estimate the post-test
odds using the following equation:

Post-test odds = pre-test odds X likelihood ratio
The post-test odds are then converted to a probability using the equation:
Post-test probability = post-test odds/(1 + post-test odds)
For the example, the 1% prevalence represents the pre-test probability; this

means that the pre-test odds are 0.01/0.99 or 0.01. The likelihood ratio for a
positive test is sensitivity/(1 — specificity), which is 90%/9% = 10. The pre-test
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odds are multiplied by this likelihood ratio (0.01 X 10) to give post-test odds of
0.10. The post-test odds are converted [0.1/(1 + 0.1)] to a post-test probability
of about 9%.

Fagan Nomogram. If you are more comfortable thinking in terms of proba-
bility of having disease, then the Fagan nomogram may be an easier way for you
to use likelihood ratios (Fig. 2-3).° With this nomogram, you read the pre-test
probabilities from the line on the left, then take a straight edge and draw a line
from the pre-test probability through the likelihood ratio in the middle line, and
then read the post-test probability on the line on the right.

You can also use the Fagan nomogram to answer the mammography question
(Fig 2-3). The pre-test probability (prevalence) = 1% and the likelihood for a

— 95

— 90

— 80
70
L 60
- 50
L 40
30
L 20

98 —— —0.2

99”Is L 0.1

Pre-test Likelihood Post-test
Probability (%) Ratio Probability (%)

FIGURE 2-3. Fagan nomogram. (Adapted with permission from Fagan TJ. Letter: nomogram for Bayes
theorem. N Engl J Med. 1975;293:257.)
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positive test [sensitivity/(1 — specificity)] = 10. The blue line corresponds to the
case of a positive test with a post-test probability of about 9%. If the mammogram
result was negative (red line), then the likelihood ratio for a negative test
[(1 — sensitivity)/specificity] would be 10%/91% = 0.11 and the post-test prob-
ability for breast cancer would be 0.1%.

Natural Frequencies. Using frequency statements is another, perhaps more
intuitive, alternative to likelihood ratios for determining how a test result will
change the probability of disease.”! Natural frequencies represent the joint
frequency of two events, such as the number of patients with disease and the
number who have a positive test result. Start by taking a large number of
people (e.g., 100 or 1,000, depending upon the prevalence) and break the
number down into natural frequencies (i.e., how many of the people have
disease, how many with disease will test positive, how many without disease
will test positive).

Natural Frequencies to Answer the
Mammography Question

We can use natural frequencies to answer the mammography question by creat-
ing a 2 x 2 table based on a population of 1,000 women. The 1% prevalence
means that 10 women will have breast cancer. The sensitivity of 9o% means that
9 of the women with breast cancer will have an abnormal mammogram. The
specificity of 91% means that 89 of the 990 women without breast cancer will
still have an abnormal mammogram. The probability that a woman with an
abnormal mammogram will have breast cancer is 9/(9 + 89) = about 9%.

Mammogram Breast No Breast

Result Cancer Cancer Total

Positive 9 89 98

Negative 1 901 902
10 990 1,000

Data compiled from Gigerenzer G. What are natural frequencies? BMJ. 2011;343:d6386.

Reproducibility

Kappa Score. Another characteristic of a diagnostic test is reproducibility.’
An important aspect of evaluating diagnostic elements of the history or physi-
cal examination is determining the reproducibility of the findings for diagnos-
ing a clinical disorder. When, for example, two clinicians examine a patient,
they may not always agree upon the presence of a given finding. This raises the
question of whether this finding is useful for diagnosing a clinical disorder.
By chance, if many patients are being examined, there will be a certain amount
of agreement between the two clinicians. Understanding whether there is
agreement well beyond chance, though, is important in knowing whether the

CHAPTER 2 | Evaluating Clinical Evidence 53

booksmedicos.org —



EVALUATING DIAGNOSTIC TESTS

Agreement expected by chance Possible agreement above chance

< > " < >

Observed agreement: 75%
Observed agreement above chance: 25%

kappa = 25/50 = 0.5 (moderate agreement)

FIGURE 2-4. Kappa Scores. (Adapted with permission from McGinn T, Wyer PC, Newman TB, et al. Tips for
learners of evidence-based medicine: 3. Measures of observer variability [kappa statistic]. CMAJ. 2004;171:1369-1379.)

finding is useful enough to support clinical decision making. The kappa score
measures the amount of agreement that occurs beyond chance (Fig. 2-4)."* The
box shows how to interpret Kappa values.

Interpreting Kappa Values

Value of Kappa Strength of Agreement
<0.20 Poor

0.21-0.40 Fair

0.41-0.60 Moderate

0.61-0.80 Good

0.81-1.00 Excellent

Understanding Measure of Agreement between Different Observ-
ers. The clinicians agree 75% of the time that a patient has an abnormal phys-
ical finding. The expected agreement based on chance is 50%. This means that
the potential agreement beyond chance is 50% and the actual observer agree-
ment beyond chance is 25%. The kappa level is then 25%/50% = 0.5, which
indicates moderate agreement.

Precision. In the context of reproducibility, precision refers to being able to
apply the same test to the same unchanged person and obtain the same results.*
Precision is often used when referring to laboratory tests. For example, when
measuring a troponin level for cardiac ischemia, clinicians might use a particu-
lar cutoff level to decide whether to admit a patient to a coronary care unit. If
the test results are imprecise, this could lead to admitting a patient without
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ischemic heart disease or sending a patient home with an ischemic event. A
statistical test used to characterize precision is the coefficient of variation, defined
as the standard deviation divided by the mean value. Lower values indicate
greater precision.

Health Promotion

Throughout the book you will find health promotion sections that make recom-
mendations for primary prevention (interventions designed to prevent disease)
as well as secondary prevention (screening tests designed to find disease or dis-
ease processes at an early, asymptomatic stage). The rationale for secondary
prevention is that treatment for early-stage disease is often more effective than
treatment for later-stage disease. These health promotion recommendations are
based on guidelines issued by professional organizations. We highlight guide-
lines that are evidence-based, such as those produced by the U.S. Preventive
Services Task Force (USPSTF)."® Such guidelines consider the quality of the
evidence and the strength of the recommendation to either provide or withhold
the intervention.'* The strongest health promotion recommendations are based
on results from randomized controlled trials (or syntheses of multiple such tri-
als) of therapy or prevention.

The randomized controlled trial design reduces bias, thereby increasing the
validity of the results. Observational studies are more likely to have biased
results, and expert opinions may be offered in the absence of evidence. When
searching for evidence-based information, you should select the highest level of
available evidence (e.g., systematic reviews of high-quality randomized con-
trolled studies) (Fig. 2-5)."

Systematic
Reviews

/ Randomized Control Trials \
/ Cohort Studies \
/ Case-Control Studies \

Case Series, Case Reports

FIGURE 2-5. Evidence pyramid. (Adapted with permission from Sackett DL, Straus SE, Richardson WS,
et al. Evidence-Based Medicine: How to Practice and Teach EBM. 2nd ed. Edinburgh: Churchill Livingstone; 2000.)
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Critical Appraisal

During your health care training, it is essential that you learn the process of
critically appraising the clinical literature in order to be able to interpret new stud-
ies and guidelines as they appear throughout your professional career.

A widely accepted process for critically appraising the clinical literature has been
developed by The Evidence Based Working Group.'® These experts in epidemi-
ology, or the study of disease in populations, created a rigorous and standardized
approach for evaluating studies. This approach has been applied to a wide range
of clinical topics, including therapeutic and prevention trials, diagnostic tests,
meta-analysis, cost-effectiveness analyses, and practice guidelines. This approach
asks three basic questions:

1. Are the results valid (can you believe them)?
2. What are the results (magnitude and precision)?

3. How can you apply the results to patient care?

Understanding Bias

When evaluating study results, it is important to have a thorough understanding
of bias, which is a systematic error in conducting a study that threatens the valid-
ity of the results. Studies with a low risk of bias provide the most valid evidence
for clinical decision making and health promotion interventions. The key sources
of bias in clinical research are selection bias, performance bias, detection bias,
and attrition bias.'’

Types of Biases Affecting Evidence

Selection Bias

e Occurs when comparison groups have systematic differences in their baseline
characteristics that can affect the outcome of the study

e Creates problems in interpreting observed differences in outcomes because
they could result from the interventions or the baseline differences between
groups

e Randomly allocating subjects to the intervention is the best approach to mini-
mizing this bias

Performance Bias

e Occurs when there are systematic differences in the care received between
comparison groups (other than the intervention)

e Creates problems in interpreting outcome differences

¢ Blinding subjects and providers to the intervention is the best approach to
minimizing this bias

(continued)
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Types of Biases Affecting Evidence (continued)

Detection Bias

e Occurs when there are systematic differences in efforts to diagnose or ascer-
tain an outcome

e Blinding outcomes assessors (ensuring that they are unaware of the interven-
tion received by the subject) is the best approach to minimizing this bias

Attrition Bias

e Occurs when there are systematic differences in the comparison groups in the
number of subjects who do not complete the study

e Failing to account for these differences can lead to incorrectly estimating the
effectiveness of an intervention

e Using an intention-to-treat analysis, where all analyses consider all subjects
who were assigned to a comparison group, regardless of whether they received
or completed the intervention, can minimize this bias

Results

Assessing Performance of a Treatment or Prevention Intervention.
Other issues to consider in evaluating the quality of the literature include results
and generalizability. We have discussed the results found in studies of diagnostic
tests. Guidelines for health promotion are usually based on clinical trials of ther-
apy or prevention. Results from these studies are also calculated from a 2 x 2
table where the columns correspond to whether the subject developed the out-
come and the rows correspond to whether the subject received (or was exposed
to) the intervention. The statistics used to characterize the performance of a
treatment or prevention intervention include relative risks, relative risk differ-
ences (can be a reduction or increase, reflecting benefit or harm), absolute risk
differences (can be a reduction or increase, reflecting benefit or harm), numbers
needed to treat, and numbers needed to harm.'®

2 x 2 Tables for Evaluating Studies
of Treatment or Prevention

Event Occurred No Event Total
Experimental group a b a+b
Control group c d c+d

Calculating these statistics from the 2 X 2 table begins with determining proba-
bilities for outcomes.

The probability that an intervention subject had the outcome is described by

a/(a+b) from row 1 (experimental group); this also called the experimental
event rate (EER).
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The probability that a control subject had the outcome is ¢/(c + d) from row
2 (control group), or the control event rate (CER).

The relative risk, the probability of an outcome in the intervention group
compared to the probability of an outcome in the control group, is expressed
as the EER/CER.

The relative risk difference is defined as |CER — EER|J/CER x 100% or 100% —
the relative risk, which describes the proportion of baseline risk is reduced/
increased by the therapy.

The absolute risk difference, the difference in outcome rates between the com-
parisons groups, is expressed by the |CER — EER.

The reciprocal of the absolute risk difference (reported as a fraction) is the
number of subjects who need to be treated over a specific period of time to pre-
vent one outcome. If the intervention actually increases the risk for a bad
outcome, then this statistic becomes the number needed to harm.

Measuring Treatment Effectiveness. An example of these calculations
is based on the hypothetical results of a study comparing the effects of a new
drug, CardioProtect (CP) versus a widely used drug, CareStandard (CS)
shown below. This 1-year randomized controlled trial compared patients who
survived a recent myocardial infarction to see whether the new drug would
reduce the outcome of a cardiovascular event, defined as fatal or non-fatal
myocardial infarction or cerebrovascular event. The drugs were coated so that
patients and providers could not tell them apart. Subjects receiving the CP are
the experimental group, and the EER = 10 events among 100 subjects = 0.10.
The control group received CS and the CER was 30 events among 100 sub-
jects = 0.30. The relative risk of having a cardiovascular event among the CP
group compared to the CS group is 0.10/0.30 = 0.33, or 33%. The relative risk
reduction is 1 — 0.33 = 0.67, or 67%, meaning that the risk of a cardiovascu-
lar event among the CP group is 67% lower than in the CS group. CP led to a
reduction in cardiovascular events, so we use the absolute risk reduction,
which is reported as a decimal: 0.3 — 0.1 = 0.2. The reciprocal of this value
(1/0.2) gives us a number needed to treat of 5—meaning that for every 5
patients who receive CP instead of CS there will be one fewer event. The num-
ber needed to treat is always based on a specific period of time, so that we
should say that we need to treat 5 patients for 1 year with CP compared to CS
to prevent one cardiovascular event.

Example of 2 x 2 Tables for Evaluating Studies
of Treatment or Prevention

Cardiovascular Event No Event Total

CardioProtect 10 90 100

CareStandard 30 70 100
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Generalizability

The final point to consider when evaluating the quality of the literature is
whether the results are generalizable (e.g., whether the study results can be
applied to your patients). To make this determination, you need to first look at
the demographics of the study subjects (e.g., age, gender, race/ethnicity, socioeco-
nomic status, clinical conditions). Then, you need to determine whether the
demographics are similar enough to your patient to make the results applicable.
You also need to determine whether the intervention is feasible in your setting.
Do you have the clinical expertise, technology, and capacity to offer the intervention?
Most importantly, you need to consider the range of potential benefits and harm
associated with the intervention and decide whether the intervention is accept-
able for your patient.

Guideline Recommendations

There are many approaches for rating the strength of recommendations and we
will discuss several grading systems.

United States Preventive Services Task Force (USPSTF) Approach. The
USPSTF assigns 1 of 5 ratings to its recommendations (Table 2-1). It also assigns
a level of certainty regarding net benefit (Table 2-2).

Grading of Recommendations, Assessment, Development, and
Evaluation (GRADE). The GRADE process rates the quality of the evidence
and grades the strength of recommendations in clinical guidelines."” Developed
by an international group of guideline writers and evidence experts, the primary
goals of GRADE are to (1) clearly separate the quality of the evidence and the
strength of the recommendations and (2) provide clear, pragmatic interpreta-
tions of strong versus weak recommendations.

High-quality evidence that the benefit of an intervention outweighs the harm
warrants a strong recommendation and suggests that further research is unlikely
to change confidence in the estimated effect. Meanwhile, uncertainty about the
trade-offs between benefits and harm (e.g., due to low-quality evidence or closely
balanced risks and benefits) warrants a weak recommendation.

The American College of Chest Physicians (AACP) also developed a grading sys-
tem used by many organizations.?® The system classifies the quality of evidence
as high (grade A), moderate (grade B), or low (grade C) based on study design,
consistency of the results, and directness of the evidence. The system classifies the
strength of the recommendation as strong (grade 1) or weak (grade 2) based on
the estimated balance between benefits, risks, burdens, cost, and the degree of
confidence in the estimates. Table 2-3 provides more detail on the criteria and
definitions.

The health promotion sections will indicate the level of evidence behind the
various recommendations.
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Looking Ahead

This chapter introduces the concept of evidence-based clinical practice, showing
how to bring clinical evidence to patient care. Physical examination maneuvers
and elements of the clinical history can be seen as diagnostic tests and we have
shown how to evaluate their diagnostic performance. Information on diagnostic
performance will be further provided throughout the book. We also discussed
the evidence behind clinical guidelines and how a good guideline should char-
acterize that evidence and indicate the strength of recommendations to imple-
ment an intervention. We will provide this information when describing
guidelines in the Health Promotion and Counseling sections of each of the
regional examination chapters.

60 BATES’ GUIDE TO PHYSICAL EXAMINATION AND HISTORY TAKING

booksmedicos.org



Table 2-1 u.s. Preventive Service Task Force Ratings:

Grade Definitions and Implications for Practice

Grade Definition Suggestions for Practice

A The USPSTF recommends the service. There is high certainty that the Offer or provide this service.
net benefit is substantial.

B The USPSTF recommends the service. There is high certainty that Offer or provide this service.
the net benefit is moderate or there is moderate certainty that the net
benefit is moderate to substantial.

C The USPSTF recommends selectively offering or providing this service ~ Offer or provide this service for selected
to individual patients based on professional judgment and patient patients depending on individual
preferences. There is at least moderate certainty that the net benefit is circumstances.
small.

D The USPSTF recommends against the service. There is moderate or Discourage the use of this service.

high certainty that the service has no net benefit or that the harms
outweigh the benefits.

1 The USPSTF concludes that the current evidence is insufficient to If the service is offered, patients should
assess the balance of benefits and harms of the service. Evidence is understand the uncertainty about the
lacking, of poor quality, or conflicting, and the balance of benefits and ~ balance of benefits and harms.
harms cannot be determined.

The USPSTF defines certainty as the “likelihood that the USPSTF assessment of the net benefit of a preventive service is correct.” The net benefit is defined as
benefit minus harm of the preventive service as implemented in a general, primary care population.

Source: Grade Definitions. U.S. Preventive Services Task Force. October 2014. http://www.uspreventiveservicestaskforce.org/Page/Name/grade-definitions.

CHAPTER 2 | Evaluating Clinical Evidence 61



http://www.uspreventiveservicestaskforce.org/Page/Name/grade-definitions

Table 2-2 U.S. Preventive Services Task Force Levels

of Certainty Regarding Benefit

Level of Certainty Description

High The available evidence usually includes consistent results from well-designed, well-conducted
studies in representative primary care populations. These studies assess the effects of the
preventive service on health outcomes. This conclusion is therefore unlikely to be strongly
affected by the results of future studies.

Moderate The available evidence is sufficient to determine the effects of the preventive service on health
outcomes, but confidence in the estimate is constrained by such factors as:

= The number, size, or quality of individual studies.
= Inconsistency of findings across individual studies.
= Limited generalizability of findings to routine primary care practice.

Lack of coherence in the chain of evidence.

As more information becomes available, the magnitude or direction of the observed effect could
change, and this change may be large enough to alter the conclusion.

Low The available evidence is insufficient to assess effects on health outcomes. Evidence is insufficient
because of:

The limited number or size of studies.

= Important flaws in study design or methods.
= Inconsistency of findings across individual studies.

= Gaps in the chain of evidence.

Findings not generalizable to routine primary care practice.

Lack of information on important health outcomes.

More information may allow estimation of effects on health outcomes.

Source: Update on Methods: Estimating Certainty and Magnitude of Net Benefit. U.S. Preventive Services Task Force. February 2014.
http://www.uspreventiveservicestaskforce.org/Page/Name/update-on-methods-estimating-certainty-and-magnitude-of-net-benefit.
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Grading Recommendations

Grade of
Recommendation/
Description

Benefit vs. Risk
and Burdens

Methodological Quality
of Supporting Evidence

Implications

1A/Strong recommendation;
high-quality evidence

Benefits clearly outweigh
risk and burdens, or vice
versa

RCTs without important
limitations or overwhelming
evidence from observational
studies

Strong recommendation; can
apply to most patients in most
circumstances without
reservation

1B/Strong recommendation;
moderate-quality evidence

Benefits clearly outweigh
risk and burdens, or vice
versa

RCTs with important limitations
(inconsistent results,
methodological flaws, indirect,
or imprecise) or exceptionally
strong evidence from
observational studies

Strong recommendation; can
apply to most patients in most
circumstances without
reservation

1C/Strong recommendation;
low-quality or very low-quality
evidence

Benefits clearly outweigh
risk and burdens, or vice
versa

Observational studies or case
series

Strong recommendation but
may change when higher-
quality evidence becomes
available

2A/Weak recommendation;
high-quality evidence

Benefits closely balanced
with risk and burdens

RCTs without important
limitations or overwhelming
evidence from observational
studies

Weak recommendation; best
action may differ depending

on circumstances or patients’
societal values

2B/Weak recommendation;
moderate-quality evidence

Benefits closely balanced
with risk and burdens

RCTs with important limitations
(inconsistent results,
methodological flaws, indirect,
or imprecise) or exceptionally
strong evidence from
observational studies

Weak recommendation; best
action may differ depending

on circumstances or patients’
societal values

2C/Weak recommendation;
low-quality or very-low-quality
evidence

Uncertainty in the
estimates of benefits,
risks, and burden;
benefits, risks, and
burdens may be closely
balanced

Observational studies or case
series

Very weak recommendation;
other alternatives may be
equally reasonable

Source: Guyatt G, Gutterman D, et al. Grading strength of recommendations and quality of evidence in clinical guidelines: report from an American college of
chest physicians task force. Chest. 2006;129(1):174.
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Interviewing and the
Health History

The Bates' suite offers these additional resources to enhance learning and facilitate
understanding of this chapter:

Bates' Pocket Guide to Physical Examination and History Taking, 8th edition

Bates' Visual Guide to Physical Examination (All Volumes)

thePoint online resources, for students and instructors: http://thepoint.lww.com

The health history interview is a conversation with a purpose. As you learn to
elicit the patients story, you will draw on many of the interpersonal skills that you
use every day, but with unique and important differences. In social conversation,
you freely express your own views and are responsible only for yourself. In con-
trast, the primary goals of the patient interview are to listen and to improve the
well-being of the patient through a trusting and supportive relationship (Fig. 3-1).

Relating effectively with patients is among the most valued skills of clinical care.
For the patient, “a feeling of connectedness. . . of being deeply heard and under-
stood. . .is the very heart of healing.”' For the clinician, this deeper relationship
enriches the rewards of patient care.*”* High-quality patient—clinician commu-
nication has also been shown to improve patient outcomes, decrease symptoms,
improve functional status, reduce litigation, and decrease errors.”™ The inter-
view is also the most commonly performed clinical intervention, occurring thou-
sands of times in a clinician’s career. These are all salient and compelling reasons
to develop expertise in this skill (Fig. 3-2).

This chapter introduces you to the essentials of interviewing and establishing
trust, the foundations of your therapeutic alliance with patients. At first, you will
focus on gathering information, but with experience and empathic listening, you
will allow the patient’s story to unfold in its most authentic and detailed form.

Interviewing is both a skill and an art. Skilled interviewing is both patient-centered
and clinician-centered. The clinician must focus on the patient to elicit the full story
of the patient’s symptoms, but the clinician must also interpret key information
to reach an assessment and plan. Patient-centered interviews “recognize the
importance of patients’ expressions of personal concerns, feelings, and emotions”
and evoke “the personal context of the patient’s symptoms and disease.”™ Experts
have defined patient-centered interviewing as “following the patients lead to
understand their thoughts, ideas, concerns and requests, without adding

FIGURE 3-1. History-taking
involves empathic listening.

A

FIGURE 3-2. Establish connections
with patients.
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additional information from the clinician’s perspective.” In contrast, in the more
symptom-focused, clinician-centered approach, the clinician “takes charge of the
interaction to meet her or his own need to acquire the symptoms, their details,
and other data that will help her or him identify a disease,” which can bypass the
personal dimensions of the illness.®® Evidence suggests that the patient is best
served by integrating these interviewing styles, leading to a more complete picture
of the patient’s illness and allowing clinicians to more fully convey the caring
attributes of “respect, empathy, humility and sensitivity.”®'® Current evidence
shows that this approach is not only more satisfying for the patient and the clini-
cian, but also more effective in achieving desired health outcomes (Fig. 3-3).'"!?

The interviewing process is quite different from the format of the health history,
presented in Chapter 1. The interview is more than just a series of questions; it
requires a highly refined sensitivity to the patient’s feelings and behavioral cues.
The health history format provides an important framework for organizing the
patient’ story into various categories pertinent to the patient’s present, past, and
family health. The interview and the health history format have distinct but
complementary purposes. Keep these differences in mind as you learn the
techniques of skilled interviewing.

The interviewing process that generates the patient’s story is fluid and draws on
numerous relational skills to respond effectively to patient cues, feelings, and
concerns. The adaptability of the interviewer has been compared to the impro-
visation of jazz musicians who listen attentively to notes and themes and play to
each others cues. This “in-the-moment” flexibility lets the interviewer adapt to
the patient’s leads as the story unfolds." The interview should be “open-ended,”
drawing on a range of techniques to cue patients to tell their stories—active
listening, guided questioning, nonverbal affirmation, empathic responses, vali-
dation, reassurance, and partnering. These techniques are especially valuable
when eliciting the patient’s chief concerns and the History of the Present Illness.

The health history format is a structured framework for organizing patient informa-
tion in written or verbal form. This format focuses your attention on the specific
kinds of information you need to obtain, facilitates clinical reasoning, and standard-
izes communication to other health care providers involved in the patients care. The
Past Medical History, the Family History, Personal and Social History, and Review of
Systems give shape and depth to the patients story. The Personal and Social History
is an opportunity for the clinician to see the patient as a person and gain deeper
understanding of the patient’s outlook and background. Learning about the patient’s
life circumstances, emotional health, perception of health care, health behaviors,
and access to and utilization of health care strengthens your therapeutic alliance and
improves health outcomes.'* Make every effort to limit the “clinician-centered,”
closed-ended “yes-no” questions to the Review of Systems.

Above all, skilled interviewing requires your lifelong commitment to masterful
listening, easily sacrificed to the time pressures of daily health care. In the words of
Sir William Osler, one of our greatest clinicians and co-founder of Johns Hopkins
School of Medicine in 1893: “Listen to your patient. He is telling you the diag-
nosis” and “The good physician treats the disease; the great physician treats the
patient who has the disease.”

FIGURE 3-3. Interviewingis
symptom- and patient-focused.
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Different Kinds of Health

Histories

As you learned in Chapter 1, the scope and detail of the history depends on the ~ See Chapter 1, Overview: Physical
patients needs and concerns, your goals for the encounter, and the clinical setting ~ Examination and History Taking,
(inpatient or outpatient, the amount of time available, primary care or subspecialty).  pp.3-43.

For new patients, in most settings, you will do a comprehensive health history.

For patients seeking care for specific concerns, for example, cough or painful
urination, a more limited interview tailored to that specific problem may be
indicated; this is sometimes known as a focused or problem-oriented history.

For patients seeking care for ongoing or chronic problems, focusing on the
patients self-management, response to treatment, functional capacity, and
quality of life is most appropriate.

Patients {requently schedule health maintenance visits with the more fo-
cused goals of keeping up screening examinations or discussing concerns
about smoking, weight loss, or sexual behavior.

A specialist may need a more comprehensive history to evaluate a problem
with numerous possible causes.

By knowing the content and relevance of the different components of the com-
prehensive health history, you are able to select the elements most pertinent to
the visit and shared goals for the patient’s health. This chapter sets guideposts
for interviewing and the health history, outlined below.

Chapter Overview

The Fundamentals of Skilled Interviewing

e The Techniques of Skilled Interviewing: Active listening. Empathic responses.
Guided questioning. Nonverbal communication. Validation. Reassurance.
Partnering. Summarization. Transitions. Empowering the patient.

The Sequence and Context of the Interview

e Preparation: Reviewing the clinical record. Setting goals for the interview.
Reviewing your clinical behavior and appearance. Adjusting the environment.

® The Sequence of the Interview: Greeting the patient and establishing rapport.
Taking notes. Establishing the agenda for the interview. Inviting the patient’s
story. ldentifying and responding to emotional cues. Expanding and clarifying the
patient’s story. Generating and testing diagnostic hypotheses. Sharing the treat-
ment plan. Closing the interview and the visit. Taking time for self-reflection.

e The Cultural Context of the Interview: Demonstrating cultural humility—a
changing paradigm.

(continued)
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Chapter Overviewv (continued)

Advanced Interviewing

e Challenging Patients: The silent patient. The confusing patient. The patient
with impaired capacity. The talkative patient. The angry or disruptive patient.
The patient with a language barrier. The patient with low literacy or low health
literacy. The hearing impaired patient. The blind patient. The patient with lim-
ited intelligence. The patient seeking personal advice. The seductive patient.

e Sensitive Topics: The sexual history. The mental health history. Alcohol and
prescribed and illicit drug use. Intimate partner and family violence. Death
and dying.

Ethics and Professionalism

The Fundamentals of

Skilled Interviewing

You may have many reasons for choosing to enter the health care professions,
but building effective and healing relationships is undoubtedly paramount.
“Those who suffer empower healers to witness, explain, and relieve their suffer-
ing.”* This section describes the fundamental techniques of therapeutic inter-
viewing, the timeless skills you will continually polish as you care for patients.
These skills require practice and feedback from your teachers so that you can
monitor your progress. Over time, you will learn to select the techniques best
suited to the ever-changing dynamics of human behavior in your patient rela-
tionships. Key among these techniques are active listening and empathy, the
golden links to a therapeutic alliance.

Skilled Interviewing Techniques

e Active listening ® Reassurance

e Empathic responses ® Partnering

¢ Guided questioning ® Summarization

¢ Nonverbal communication ® Transitions

e Validation ® Empowering the patient

Active Listening. Active listening lies at the heart of the patient interview.
Active listening means closely attending to what the patient is communicating,
connecting to the patient’s emotional state, and using verbal and nonverbal skills
to encourage the patient to expand on his or her feelings and concerns. Active
listening allows you to relate to those concerns at multiple levels of the patient’s
experience.'® This takes practice. It is easy to drift into thinking about your next
question or possible diagnoses and lose your concentration on the patient’s story.
Focus on what the patient is telling you, both verbally and nonverbally. Sometimes
your body language tells a different story from your words.
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Empathic Responses. Empathic responses are vital to patient rapport and
healing.'"'® Empathy has been described as the capacity to identify with the patient
and feel the patient’s pain as your own, then respond in a supportive manner.'
Empathy “requires a willingness to suffer some of the patient’s pain in the sharing
of suffering that is vital to healing.”** As patients talk with you, they may convey, in
their words or facial expressions, feelings they have not consciously acknowledged.
These feelings are crucial to understanding their illnesses. To express empathy, you
must first recognize the patient’s feelings, then actively move toward and elicit
emotional content.”"** At first, exploring these feelings may make you feel
uncomfortable, but your empathic responses will deepen mutual trust.

When you sense unexpressed feelings from the patient’s face, voice, behavior or
words, gently ask: “How do you feel about that?” or “That seems to trouble you,
can you say more?” Sometimes a patient’s response may not correspond to your
initial assumptions. Responding to a patient that the death of a parent must be
upsetting, when in fact the death relieved the patient of a heavy emotional bur-
den, reflects your interpretation, not what the patient feels. Instead, you can ask:
“You have lost your father. What has that been like for you?” It is better to ask
the patient to expand or clarify a point than assume you understand. Empathy
may also be nonverbal—placing your hand on the patient’s arm or offering tis-
sues when the patient is crying. Unless you affirm your concern, important
dimensions of the patient’s experience may go untapped.

Once the patient has shared these feelings, reply with understanding and accep-
tance. Your responses may be as simple as: “I cannot imagine how hard this must
be for you” or “That sounds upsetting” or “You must be feeling sad.” For a
response to be empathic, it must convey that you feel what the patient is feeling.

Guided Questioning: Options for Expanding and Clarifying the
Patient’s Story. There are several ways to elicit more information without
changing the flow of the patient’s story. Your goal is to facilitate full communication,
in the patient’s own words, without interruption. Guided questions show your
sustained interest in the patient’s feelings and deepest disclosures (Fig. 3-4).
They help you avoid questions that prestructure or even shut down the patient’s
responses. A series of “yes-no” questions makes the patient feel more restricted
and passive, leading to significant loss of detail. Instead, use guided questioning
to absorb the patients full story.

Techniques of Guided Questioning

® Moving from open-ended to focused questions
Using questioning that elicits a graded response
Asking a series of questions, one at a time
Offering multiple choices for answers

Clarifying what the patient means

Encouraging with continuers

Using echoing

FIGURE 3-4. Employ guided
questioning.

For further practice see Smith,
Patient-Centered Interviewing.?
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Moving from Open-Ended to Focused Questions. Your questions
should flow from general to specific. Think about a cone, open at the top, then
tapering to a focal point. Start with the most general questions like, “How can I
help?” or “What brings you in today?” Then move to still open, but more focused,
questions like, “Can you tell me more about what happened when you took the
medicine?” Then pose closed questions like, “Did the new medicine cause any
problems?”

Begin with a truly open-ended question that does not prefigure an answer. A
possible sequence might be:

“Tell me about your chest discomfort.” (Pause)

“What else?” (Pause)

“Where did you feel it?” (Pause) “Show me.”

“Anywhere else?” (Pause) “Did it travel anywhere?” (Pause) “To which
arm?”

Avoid leading questions that already contain an answer or suggested response like:
“Has your pain been improving?” or “You don't have any blood in your stools, do
yow?” If you ask “Is your pain like a pressure?” and the patient answers yes,
the patients response is truncated instead of what he or she experienced. Adopt
the more neutral “Please describe your pain.”

Questioning That Elicits a Graded Response. Ask questions that
require a graded response rather than a yes-no answer. “How many steps can you
climb before you get short of breath?” is better than “Do you get short of breath
climbing stairs?”

Asking a Series of Questions, One at a Time. Be sure to ask one question
at a time. “Any tuberculosis, pleurisy, asthma, bronchitis, pneumonia?” may prompt
“No” out of sheer confusion. Try “Do you have any of the following problems?” Be
sure to pause and establish eye contact as you list each problem.

Offering Multiple Choices for Answers. Sometimes, patients need
help describing their symptoms. To minimize bias, offer multiple-choice answers:
“Which of the following words best describes your pain: aching, sharp, press-
ing, burning, shooting, or something else?” Almost any specific question can
contrast two possible answers. “Do you bring up any phlegm with your cough,
oris it dry?”

Clarifying What the Patient Means. Sometimes the patient’s history is
difficult to understand. It is better to acknowledge confusion than to act like the
story makes sense. To understand what the patient means, you need to request
clarification, as in “Tell me exactly what you mean by ‘the flu”” or “You said you
were behaving just like your mother. What did you mean?” Taking time for
clarification reassures the patient that you want to understand his or her story
and builds your therapeutic relationship.

Encouraging with Continuers. Without even speaking, you can use
posture, gestures, or words to encourage the patient to say more. Pausing and
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nodding your head, or remaining silent, yet attentive and relaxed, is a cue for
the patient to continue. Leaning forward, making eye contact, and using phrases
like “Mm-hmm,” or “Go on,” or “I'm listening” all enhance the flow of the
patient’s story.

Echoing. Simply repeating the patient’s last words, or echoing, encourages
the patient to elaborate on details and feelings. Echoing also demonstrates care-
ful listening and a subtle connection with the patient by using the same words.
For example:

Patient: “The pain got worse and began to spread.” (Pause)

Response: “Spread?” (Pause)

Patient: “Yes, it went to my shoulder and down my left arm to the fingers. It
was so bad that I thought I was going to die.” (Pause)

Response: “Going to die?”

Patient: “Yes, it was just like the pain my father had when he had his heart
attack, and I was afraid the same thing was happening to me.”

This reflective technique helped to reveal not only the location and severity
of the pain but also its meaning to the patient. It did not bias the story or inter-
rupt the patient’s train of thought.

Nonverbal Communication. Both clinicians and patients continuously
display nonverbal communication that provides important clues to our
underlying feelings. Being sensitive to nonverbal cues allows you to “read the
patient” more effectively and send messages of your own. Pay close attention
to eye contact, facial expression, posture, head position and movement such
as shaking or nodding, interpersonal distance, and placement of the arms or
legs—crossed, neutral, or open. Be aware that some forms of nonverbal
communication are universal, but many are culturally bound.

Just as mirroring your posture shows the patients sense of connection, matching
your position to the patient’s can transmit increased rapport. You can also mirror
the patients paralanguage, or qualities of speech, such as pacing, tone, and volume.
Moving closer or making physical contact like placing your hand on the patient’s
shoulder conveys empathy and can help the patient gain control of upsetting
feelings. The first step to using this important technique is to notice nonverbal
behaviors and bring them to conscious level.

Validation. Another way to affirm the patient is to validate the legitimacy of
his or her emotional experience. A patient caught in a car accident, even if
uninjured, may still feel very distressed. Saying something like, “Your accident
must have been very scary. Car accidents are always unsettling because they
remind us how vulnerable we are. Perhaps that explains why you still feel upset,”
validates the patient’s response as legitimate and understandable.

Reassurance. When patients are anxious or upset, it is tempting to
provide reassurance like “Don’t worry. Everything is going to be all right.”
Although this is common in social interactions, for clinicians, such comments
may be premature and counterproductive. Depending on the actual situation,
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they may even be misleading and block further disclosure. The patient may
sense that you are uncomfortable handling anxiety or fail to appreciate the
depth of the distress.

The first step to effective reassurance is simply identifying and acknowledging the
patient’s feelings. For example, you might simply say, “You seem upset today.”
This promotes a feeling of connection. Meaningful reassurance comes later,
after you have completed the interview, the physical examination, and perhaps
some laboratory tests. At that point, you can explain what you think is hap-
pening and deal openly with any concerns. Reassurance is more appropriate
when the patient feels that problems have been fully understood and are being
addressed.

Partnering. When building rapport with patients, express your commitment
to an ongoing relationship. Make patients feel that no matter what happens, you
will continue to provide their care. Even as a student, especially in a hospital
setting, this support can make a big difference.

Summarization. Giving a capsule summary of the patient’s story during
the course of the interview serves several purposes. It communicates that you
have been listening carefully. It identifies what you know and what you don't
know. “Now, let me make sure that I have the full story. You said you've had a
cough for 3 days, that it’s especially bad at night, and that you have started to
bring up yellow phlegm. You have not had a fever or felt short of breath, but
you do feel congested, with difficulty breathing through your nose.” Following
with an attentive pause, or asking “Anything else?” lets the patient add other
information and corrects any misunderstandings.

You can use summarization at different points in the interview to structure the
visit, especially at times of transition (see below). This technique also allows you
to organize your clinical reasoning and convey your thinking to the patient,
making the relationship more collaborative. It also helps learners when they
draw a blank on what to ask next.

Transitions. Patients may be apprehensive during a health care visit. To
put them more at ease, tell them when you are changing directions during the
interview. Just like signs along the highway, “signposting” transitions help
prepare patients for what comes next. As you move through the history and on
to the physical examination, orient the patient with brief transitional phrases
like “Now I'd like to ask some questions about your past health.” Make clear
what the patient should expect or do next. “Before we move on to reviewing
all your medications, was there anything else about past health problems?”
“Now I would like to examine you. I will step out for a few minutes. Please
undress and put on this gown.”

Empowering the Patient. The clinician—patient relationship is inherently
unequal. Your feelings of inexperience as a student predictably change over time
as you grow in clinical experience. Patients, however, have many reasons to feel
vulnerable. They may be in pain or worried about a symptom. They may feel
overwhelmed by even scheduling a visit, a task you might take for granted.
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Differences of gender, ethnicity, race, or socioeconomic status contribute to the
power asymmetry of the relationship. Ultimately, however, patients are
responsible for their own care.”> When you empower patients to ask questions,
express their concerns, and probe your recommendations, they are most likely
to adopt your advice, make lifestyle changes, or take medications as prescribed | \ '
(Fig. 3-5).”! Wy O 7‘

Listed below are techniques for sharing power with your patients. Although

many have already been discussed, reinforcing patients’ responsibility for their N

health is fundamental and worth summarizing here. FIGURE 3-5. Share power with
patients.

Empowering the Patient:
Techniques for Sharing Power

Evoke the patient’s perspective.

Convey interest in the person, not just the problem.

Follow the patient’s leads.

Elicit and validate emotional content.

Share information with the patient, especially at transition points during the
visit.

Make your clinical reasoning transparent to the patient.

e Reveal the limits of your knowledge.

The Sequence and Context

of the Interview

Preparation, Sequence, and Cultural Context

Preparation: Reviewing the clinical record. Setting goals for the interview.
Reviewing your clinical behavior and appearance. Adjusting the environment.

The Sequence of the Interview: Greeting the patient and establishing rapport.
Establishing the agenda for the interview. Inviting the patient’s story. Exploring
the patient’s perspective. Identifying and responding to emotional cues. Expand-
ing and clarifying the patient’s story. Generating and testing diagnostic hypothe-
ses. Sharing the treatment plan. Closing the interview and the visit. Taking time
for self-reflection.

The Cultural Context of the Interview: Demonstrating cultural humility—a
changing paradigm.

Now that you have learned the fundamentals of skilled interviewing, you are
ready to start the interview. First, prepare for the interview by reviewing the
record and setting goals for the interview ahead. Check your appearance.
Make sure the patient is comfortable and the environment is conducive to the
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very personal information soon to be shared. You will find that each interview
has its own rhythm and sequence. Master the steps described. Finally, the
interview has important societal dimensions. Reflect on any biases you have
that color your reactions to the patient and the therapeutic alliance you need
to create.

Preparation

Interviewing patients requires planning. As you begin, consider several steps that
are crucial to success.

Reviewing the Clinical Record. Before seeing the patient, review the
clinical record (Fig. 3-6). This provides important background information and
suggests areas you need to explore. Review identifying data such as age, gender,
address, and insurance. Look at the problem list and the patient’s medications
and allergies. Even though the clinical record usually contains past diagnoses
and treatments, you need to make your own assessment based on what you
learn from the visit ahead. The clinical record is compiled from many observers.
Data may be incomplete or even disagree with what the patient tells you.
Correcting discrepancies in the record is important for the patient’s care.

Setting Goals for the Interview. Before you talk with the patient,
clarify your goals for the interview. As a student, your primary purpose may be
to complete a comprehensive history required for your rotation. As a practicing
clinician, your goals can range from assessing a new concern, to treatment
follow-up, to completing forms. The clinician must balance these provider-centered
goals with patient-centered goals, weighing multiple agendas arising from the needs
of the patient, the patients family, and health care agencies and facilities. Taking
a few minutes to think about your goals makes it easier to align your priorities
with the patient’s agenda.”*

Reviewing Your Clinical Behavior and Appearance. Just as you
carefully observe the patient, the patient will be watching you. Consciously or
not, you send messages through both your words and your behavior. Posture,
gestures, eye contact, and tone of voice all convey the extent of your interest,
attention, acceptance, and understanding. The skilled interviewer seems calm and
unhurried, even when time is limited. Patients sense when you are preoccupied. It
is important to learn to focus and give the patient your full attention. Patients are
also sensitive to any implied disapproval, embarrassment, impatience, or boredom
and to behaviors that condescend, stereotype, criticize, or belittle. Professionalism
requires equanimity and “unconditional positive regard” to nurture healing
relationships.” Your appearance is also important. Patients find cleanliness,
neatness, conservative dress, and a name tag reassuring. Remember to keep the
patient’s perspective in mind if you want to build the patient’s trust.

Adjusting the Environment. Make the interview setting as private and
comfortable as possible. You may have to talk with the patient in surroundings
like a two-bed room or the corridor of a busy emergency department. Making
the environment as confidential as possible improves communication. If there

FIGURE 3-6.
set goals.
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are privacy curtains, try to pull them shut. Suggest moving to an empty room
instead of talking in a waiting area. Adjust the room temperature for the patient’s
comfort. As the clinician, it is part of your role to make the patient more comfortable.
These efforts are always worth the time.

The Sequence of the Interview

In general, an interview moves through several stages. Throughout this sequence,
as the clinician you must remain attuned to the patient’s feelings, help the patient
express them, respond to their content, and validate their significance. As a stu-
dent, you will concentrate primarily on eliciting the patient’s story and creating
a shared understanding of the patient’s concerns. Later on, as a practicing clini-
cian, reaching agreement on a plan for further evaluation and treatment becomes
more important. Whether the interview is comprehensive or focused, pay close
attention to the patient’ feelings and affect, always working on strengthening the
relationship as you move through the typical sequence that follows. Including
the patients feelings, ideas, and expectations leads to therapeutic interventions
best suited to the patient’s needs, coping skills, and life circumstances.

Greeting the Patient and Establishing Rapport. The initial
moments of your encounter lay the foundation for your ongoing relationship.
How you greet the patient and other visitors in the room, provide for the
patient’s comfort, and arrange the physical setting all shape the patient’s first
impressions.

Asyou begin, greet the patient by name and introduce yourself, giving your own name.
If possible, shake hands with the patient. If this is the first contact, explain your
role, your status as a student, and how you will be involved in the patient’s
care. Introduce yourself during future meetings until you are sure the patient
knows who you are: “Good morning, Mr. Peters. I am Susannah Velasquez, a third-
year clinical student. You may remember me. I was here yesterday talking with you
about your heart problems. I am part of the clinical team taking care of you.”

In general, use a formal title to address the patient, Mr. O’Neil or Ms. Washington
for example.” Except with children or adolescents, avoid first names until you
have specific permission. Calling a patient “dear” or overly familiar names can
depersonalize and demean. If you are unsure how to pronounce the patients
name, don't be afraid to ask. You can say, “I am afraid of mispronouncing your
name. Could you say it for me?” Then repeat it to make sure that you heard it

correctly.
When visitors are in the room, acknowledge and greet each one in turn, inquir-  See Chapter 18, Assessing Children,
ing about each person’s name and relationship to the patient. Whenever visitors  Infancy Through Adolescence, for

are present, you are obligated to maintain the patient’s confidentiality. Let the patient  discussion of visitors present during
decide if visitors or family members should stay in the room, and ask for the  pediatric visits, pp. 765-891.
patient’s permission before conducting the interview in front of them. For exam-

ple, “T am comfortable with having your sister stay for the interview, Mrs. Jones,

but I want to make sure that this is what you want” or “Is it better if I speak to

you alone or with your sister present?” For sensitive questions, you may need to

arrange another time to be with the patient alone.
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Always be attuned to the patient’s comfort. In the office or clinic, help the patient find
a place for coats and belongings. In the hospital, after greeting the patient, ask
how the patient is feeling and if you are coming at a convenient time. Arranging
the bed to make the patient more comfortable or waiting a few minutes while the
patient says goodbye to visitors or finishes in the bathroom shows that you are
attentive to the patient’s needs. In any setting, look for signs of discomfort, such
as shifting position or facial expressions of pain or anxiety. Attend to these signs
first to promote trust and provide enough comfort for the interview to proceed.

Consider the best way to arrange the room and how close you should be to the
patient. Remember that cultural background and individual taste influence
preferences about interpersonal space. Choose a distance that facilitates conver-
sation and allows good eye contact (Fig. 3-7). You should probably be within
several feet, close enough to hear and be heard clearly. Pull up a chair and, if
possible, sit at eye level with the patient. Move physical barriers like bed railings
or bedside tables out of the way. In an outpatient setting, sitting on a rolling
stool, for example, allows you to change distances in response to patient cues.
Avoid arrangements that convey disrespect, like interviewing a woman already
positioned for a pelvic examination or talking through a bathroom door. Light-
ing also makes a difference. If you sit between a patient and a bright light or
window the patient may have to squint to see you, lending the interaction an
air of interrogation.

As you begin the interview, give the patient your undivided attention. Spend
enough time on small talk to put the patient at ease, and avoid looking down to
take notes, read the chart, or scan a computer screen. Show interest in the patient
as a unique individual. You can begin by asking, “So that I can get to know you,
tell me about yourself.”°

Taking Notes. As a novice, you may need to write down much of what
you learn during the interview. Experienced clinicians usually recall much of the
interview without any notes, but few remember all the details of a comprehen-
sive history. Jot down short phrases, specific dates, or words; but do not let note
taking or the laptop screen distract you from the patient. Maintain good eye
contact. If the patient is talking about sensitive or disturbing material, put down
your pen or move away from the keyboard. For patients who find note taking
uncomfortable, explore their concerns and explain your need to make an accu-
rate record. When using an electronic health record, face the patient directly as
you elicit the patient’s story, maintaining good eye contact and observing non-
verbal behaviors; turn to the screen only after engaging the patient in the goals
for the visit. Look up at the patient as often as possible, readjusting your screen
and position if needed.*’

Establishing the Agenda. Once you have established rapport, you are
ready to pursue the patient’s reason for seeking care, traditionally called the
chief complaint. In the ambulatory setting, where there are often three or four
reasons for the visit, the phrase presenting problem(s) may be preferable. One
benefit to this phrase is that it does not characterize the patient as a complainer.
Begin with open-ended questions that allow full freedom of response: “What
are your special concerns today?”, “How can I help you?”, or “Are there specific

FIGURE 3-7. Choose a distance
that facilitates conversation and eye
contact.
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concerns that prompted your appointment today?” These questions encourage
the patient to talk about any kinds of concerns, not just clinical ones. Note that
the first problem the patient mentions may not be the one that is most
important.”® Often, patients give one reason for the visit to the nurse and
another to you. For some visits, patients do not have a specific concern and
only “want a check-up.”

Identifying all the concerns at the outset allows you and the patient to decide
which ones are most pressing and which ones can be postponed to a later visit.
Questions such as “Is there anything else?”, “Have we got everything?”, or “Is
there anything we missed?” help you uncover the patient’s full agenda and “the
real reason” for the visit. You may want to address different goals, like discussing
an elevated blood pressure or an abnormal test result. Identifying the full agenda
protects time for the most important issues. However, even negotiating the
agenda at the outset does not avert “oh by the way” concerns that suddenly
emerge at the end of the visit.

Inviting the Patient’s Story. Once you have prioritized the agenda,

invite the patient’s story by asking about the foremost concern, “Tell me more

about...” Encourage patients to tell their stories in their own words, using an

open-ended approach. Avoid biasing the patient’s story—do not inject new

information or interrupt. Instead, use active listening skills: lean forward as you

listen; add continuers such as nodding your head and phrases like “uh huh,” “go  See pp. 70-71 for discussions
on,” or “I see.” Train yourself to follow the patient’s leads. If you ask sp