PATIENT HISTORY

I.
Overview

A.
In patient care vs. out patient care


1.
In patient generally directed at acute or severe medical disorders.



2.
Outpatient generally chronic disorders

· 80% of all visits to doctor

· 4.8 times/year

· Doctor must be particularly aware of “patients perspective” of his or her illness 




and their “environment”

· Your ability to elicit and respond to these elements will determine patient 





satisfaction, understanding and adherence to treatment.  May enlist family social 




network and community services to increase patient compliance.



3.
Accessibility and continuity of care

· You may be the main primary care provider

· Supervise and coordinate with other health care providers


B.
Introductions


1.
Mr. Mrs. Ms.

Hi, I’m


.  Welcome to the Bastyr Medical Clinic.  



I’m a second year student and my partner and I will be talking to you today about your health 



concerns and then giving you a thorough examination.  Dr.

 is our instructor or 



supervising physician and will be seeing you also today.



2.
Ask patient later “Should I call you “Willie” or Mr. Clinton?”



3.
Generally better to use formal titles in waiting room or when referring to the patients among other 



physicians, even if you are using informal titles in the exam room.


C.
Showing Personal Interest


1.
Patients can quickly identify whether you seem friendly, warm and personally interested in them

· Verbal cues – greeting, handshake, attentiveness

· Non-verbal – appearance, tone of voice, facial expressions, quality of eye contact, gestures, 

posture, how closely you position yourself to patient, congruity of verbal and non-verbal 
statements, how your features remind the patient of other people



2.
Students can establish excellent rapport with patients

· Patients appreciate your eagerness to understand and help them

· Many will be grateful for the extended attention at the initial examination



3.
Make effort to “connect” with the patient

· Get to know the patient, not just their medical problem

· Take a few minutes to get to know the patient.  Make a habit of finding something you like 

about the patient.  Make a habit of finding something you like about the patient.  Identify a 
shared interest, inquire about their background, etc.

· By showing a personal interest in the patient, you will develop a more comfortable and 

effective relationship.  Also, you will derive more satisfaction from your work.

D.
Office Setting


1.
Insure for privacy, both auditory and visual, absence of distractions or interruptions and comfort.


2.
Sit a comfortable distance at a level that allows eye contact to be approximately the same level – 3 feet 


apart.



3.
If special details seem trivial, try having a conversation with a friend while your noses are 6” apart or 


sitting 10’ away.


4.
Show patient where to sit.  Help them with personal belongings as you would if someone visits your 


home.

E.
Process of the Visit


1.
Note taking – Explain to the patient that you’ll be jotting down some notes to make an accurate record of 

their account and so that you don’t forget.



2.
Try not to pay more attention to your writing than the patient.  Patients become uncomfortable by lack of 


frequent eye contact and interruptions of the normal flow of questions and answers.


3.
Maintain good eye contact, lean slightly forward to indicate interest, listen carefully with attentive, 


friendly facial expression.


4.
Dress – Informal dress to you may signify being friendly and non-authoritarian.  To the patient or others 


it may suggest professional sloppiness and incompetence.

II.
Eliciting Information for Diagnosis

A.
Questions “Open-ended or non-directive”

1.
Begin the interview with a question:



a.
What brings you hear today?



b.
Could you tell me what’s bothering you?



c.
What seems to be the trouble?


2.
Let the patient tell the story



a.
Let history emerge



b.
Listen carefully



c.
Don’t interrupt


3.
Other ways of encouraging patients to talk



a.
Facilitation

· “Nodding”, “uh-huh”, “what else?”

· You’re doing fine, go on” for shy patients

· Lean forward, make eye contact

· Repeat or echo a few words of the last sentence.  “Chest pain”, you were worried”



b.
Summarize what patient has said and then encourage comment.  “So, if I understand you correctly, 



you have been having aching and stiffness in your shoulders for about 3 weeks now and you have 



generally been feeling more tired than usual.”  “Let me see if I have this correct…” or “Does that 



sound right to you?”  These help to bring wandering patients back to the main topic as well as give 



you a chance to gather your thoughts.



c.
Silence – If patient stops talking, don’t feel you have to jump in with a question.  Silence will allow 



the patient to elaborate about the complaint.  You can often elicit the bulk of the “present illness”, by 



simply asking a few open-ended questions and by using facilitation, repetition, silence and 




summarization.



d.
Clarification – Ask the patient what is meant by a word or phrase.  “I’m not sure I understand.  



Would you explain that again?”  “Do you mean….”  May want to explore specific points of the hx 



with more directive questions.  “When did this comfort begin?”  How many times did it occur this 



week?  Tell me what you meant by a cold.”



e.
Empathetic Responses – Patients may express feelings about which they are embarrassed, 




ashamed…If you respond to them in a way that shows understanding and acceptance, you show 



empathy.

· Some responses:  “I understand.  That must have been difficult for you.”

· Some gestures: offer a tissue, place you hand on their arm.



f.
Confrontation – points out things to the patient about their behavior to get them into the open.

· “You say you don’t care, but there are tears in your eyes.”

· “Your hands are trembling whenever you talk about that.”



g.
Interpretation – Step beyond confrontation.  You make an inference rather than an observation.  



Putting into words what you infer about the patients feelings.

· “You are asking a lot of questions about your X-rays.  Are you worried about them?”



h.
Asking about feelings – Rather than inferring or reflecting on how they feel, ask the patient how they 



feel about a symptom or event.


B.
Direct Questions


1.
Proceed from general to specific



2.
Ask about one item at a time



3.
Express them neutrally so as not to lead the patient



4.
Word them in language understandable to the patient



5.
Ask for graded responses, rather than “yes” or “no”


C.
General Demeanor


1.
Appear calm and unhurried even when time is limited.



2.
Reactions that condescend, stereotype, make sport of the patient or betray disgust, disapproval should 



be avoided, even though they may be normal or understandable.



3.
When you don’t know the answer to a patient’s direct question, be honest and say so, but add that 



you’ll find the answer.



4.
Use unbiased questions – “Does the pain radiate to the left arm?”  Use “Does the pain radiate 



anywhere?”



5.
Avoid jargon – “Are you sexually active?”  I’m only having a relationship with my wife.  Is there any 



family history of heart disease?  Heart trouble?  have you ever had an MI?  have you ever had a heart 



attack?



6.
Avoid “Rapid Fire Questions” – Have you ever had Bronchitis, Asthma or Emphysema?”



7.
Watch out for vague terms – dizzy, tired, bloody, weak, blurry, constipated, trouble sleeping.



8.
Beware of ascribing knowledge – Not “I know how that feels.”  Use “How did that feel?”



9.
Assess health habits in a non-judgmental manner.  Not “How long have you had this drinking 



problem?”  Use “Have you ever felt you had a problem with drinking?”  Not “Don’t you know how 



bad smoking is?”  Use “Does your smoking concern you?”  or “What is your understanding about the 



health consequences of smoking?”



10.
Avoid social judgment.  Convey respect to all.  “When did you finally get some good treatment?”  At 



you age, what do you expect?”  Don’t you think you’re a little, young/old for that?”



11.
Don’t limit your attention to one problem.  Don’t assume the initial complaint is his/her foremost 



concern.


D.
HX Taking on Sensitive Topics


1.
Most students have difficulty talking with patients about topics that refer to sexuality, bowel and 



bladder function, alcohol and drug abuse, criminal behavior, spouse and child abuse, intelligence, 



adultery, terminal illness and death.




“This information can be of importance in your treatment.  Of course, everything you say is in 



confidence.”  We need to discuss this matter, but I will not write it down on your record.



2.
Physical Violence/Abuse – Consider when injuries are unexplained, concealed, cause embarrassment, 


when patient has delayed getting treatment for trauma, PMHX of repeated trauma, patient partner has 


history of drug or alcohol abuse, abuser if in room may dominate interview, do not leave.

· Suggest “Many women tell me someone at home is hurting them, how is it for you?  I notice you have some bruises there, can you tell me what happened?  Did someone hit you?”

III.
Content of the Medical History


A.
Date of history


B.
ID data

· Age, sex, name, race, place of birth, marital status, occupation, religion


C.
Source of Referral
· If any


D.
Source of History
· Patient, relative, friend, interpreter…


E.
Reliability

F.
CC

· In patient’s own words – reason for visit


G.
HX PI
· Chronological narrative that includes:  location, quality, quantity, timing onset duration, frequency, setting, <,> AM

· Also what does the patient think has caused the problem.  What are the underlying worries that have led to seeking professional help.



1.
Location

· “Where is it located”

· “Can you show me by putting your finger on the spot:

· “Has it changed location”

· Does it radiate or move”



2.
Quality or character

· “What does it feel like”

· “Sharp or dull, crampy, tingling, throbbing”

· What does it look like”



3.
Quantity or severity or amount

· “How bad is it”

· “Does it interfere with your activities at home or work”

· Does it disrupt your sleep” “1-10”



4.
Timing (onset, duration, frequency)

· “When did it start”

· “When were you last feeling well”

· “When did you first notice something was wrong”

· “How long does it last”

· “What’s the longest, shortest it lasts”

· “Is it constant”

· “Does it come and go”

· “How often do you get it”

· “What’s the most/least often you’ve had it”

· “Average”

· “Has it changed since it started, more or less frequent”



5.
Setting

· “Do you have the problem at home, school, office…”

· “Do you have them on a certain day of the week”



6.
Aggravating (precipitating) and alleviating factors

· “What were you doing when it first started”

· “What brings it on”

· “Under what circumstances do you get this problem”

· “Is it related to:”

· Eating (before, during after meals, size of meals, type of food)

· Body position (lying on your back, stomach, side, sitting, standing…)

· Movement of separate parts of the body (arm, leg, neck) or to physical 


activity, (walking, climbing stairs, exercise, strenuous work)

· Pressure on one part of your body

· Coughing or deep breathing

· Mood (anger, excitement, other emotion)

· “Have you treated yourself” (cold, heat, diet, medication, rest, activity), “Has 


it helped?”

· “Have you gotten help from other practitioners?” (DC, MD…)



7.
AM – “What other problems are associated with this one?”

· “Have you had any problems or symptoms since this problem started that you didn’t have 



before?”



8.
Other things to ask:




a.
Disability and adaptation

· “How has it affected you?”

· “Has it affected your physical function?” (work, rest, sex, mood, thinking, people around you?)

· “Whom do you turn to for help or emotional support?”




b.
Attributions

· “What ideas have you had about this problem?”

· “What have you thought was wrong?”

· “What do you think caused this problem?”

· “What has it meant to you?”

· “Why do you think it started when it did?”

· “How do you think it should be Dx or Tx?”

· “What concerns you most about it?”

· If patient denies having any attributions, ask again later.  Encourage them by 


saying “Most everyone has some ideas about what might be causing this sort of thing”

· 80% of the information needed to clarify the cause of the symptoms is contained 


within the subjective assessment.


H.
Past Medical History


1.
General state of health – patient’s perspective



2.
Childhood illnesses



3.
Adult illnesses – hepatitis, anemia, high blood pressure



4.
Hospitalizations



5.
Accidents or injuries – fx, head injuries, transfusions



6.
Operations or surgery



7.
Pregnancy

· How many?  How were the births?  Any complications?  Any miscarriages, abortions?



8.
Medications – BCP, Vitamins, OTC

· How often, for what, how long taken, how many mg, how regularly, have they helped?



9.
Allergies

· Do you have any?  What kind of reaction do you get, allergies to medication?  Or injection used in X-ray?



10.
Immunizations

· Did you get immunizations as a child?  have you been checked for German Measles (Rubella) 
(females).  For persons at high risk Hepatitis B vaccine?  Flu shots? (for elderly)



11.
Periodic Health Exams

· Do you have a regular doctor?  How often do you get a check up?  Do you get your eyes checked?  Have you had your cholesterol measured?  Do you check your breasts for lumps?  Have you gotten breast x-rays (mammogram)?  Have you been getting regular PAP smears?

· Older patients – have you had your stools checked for signs of bleeding?

· Others – U/A, hematocrit, blood sugar, EKG, TB, HIV, GC, syphilis



12.
Environmental Exposures – home, school, work

· Are your work conditions safe?

· Do you work around hazardous materials (hobbies, dusts, fumes, chemicals, radiation, 
solvents, asbestos, lead, prolonged sun exposure, loud noises, physical stress, emotional stress)

· Do you know what to do to protect yourself from hazardous exposures?



13.
Injury Prevention

· Do you use seat belts?  Do you have smoke detectors in your home?  For parents with young 



ones – are you familiar with ways to prevent children from poisoning themselves?  So you 



know how to reach poison control center?  Have you checked your hot water temperature 



(<120 degrees).  Has your home been checked for hazards?



14.
Exercise

· Do you do anything for exercise?  How to you keep physically fit?



15.
Sleep patterns

· How many hours to you sleep at night?  Difficulty getting to sleep?  Difficulty staying asleep?



16.
Habits

· Do you smoke? (Cigs, pipe, snuff, how much)  Do you inhale?  Did you ever smoke?  How long?

· Do you drink coffee?

· Do you drink alcohol?

· Use CAGE test

· “Have you ever felt the need to cut down on drinking?”

· “Have you ever felt annoyed by criticisms of drinking?”

· “Have you ever had guilty feelings about drinking?”

· “Have you ever taken a morning eye opener?”

· “Do you drink regularly?  How much?”

· What about recreational drugs? (marijuana, cocaine, heroin, how much, often)

· Less direct approach – Many college students are using drugs these days, how about at 



your school?  Your friends?  After they find your response non-judgmental and 




concerned, they will feel more comfortable telling you about their use.




17.
Travel

· Have you traveled outside the US in the past few years?  Where?  Outside this state?




18.
Contraception/STD

· Are you having sexual relations?

· For heterosexuals: “Are you using birth control?  Are you satisfied with this method?”  “Are you concerned about getting pregnant, STD’s”  “What precautions do you take?” “Do you use condoms?”



19.
Diet

· “Are you on a special diet?”

· “Have you tried to lose weight?”

· “How often to you eat red meat, fish, poultry, fried foods, dairy products?”

· “What do you usually eat for breakfast, lunch, dinner, snacks, coffee, tea, cola drinks, desserts?”


I.
Family History


1.
Age, health, cause of death of each immediate family member (parents, siblings, spouse, children)

· “Are your parents living?  How is their health?  Any problems?  How old were they 
when they died?”

· “How are your brothers and sisters?  How old are they?  How is their health?”



2.
Occurrence of any disease (diabetes, TB, heart disease, HTN, stroke, CA, arthritis, alcoholism, 



anemia (bleeding problems), asthma, bronchitis, emphysema, kidney stones, thyroid problems, mental 


or emotional disorders, weight problems).

· “How old were they when problems developed?”

· “Do you have any other concerns related to your family’s’ health?”


J.
Psycho/Social History


Important relevant information (patient profile) about the patient as a person.

· The more we know about our patients the better we can care for them.



1.
Patients current life (living situation, personal relationships, work, leisure, daily life)



2.
Past life (important events in upbringing, school, job, military service, financial situation, marriage, 



recreation, retirement, religious beliefs, relevant to perception of health, illness, treatment)



3.
Personal and social significance of illness and other stressors (medical costs, patient outlook, on 



present and future).

· Introduction

· “I’d like to know a little more about you, your background, your work, your family”

· “Where were you born?”  “Where did you grow up?”

· “How far did you go in school?”

· “have you ever been in the military?”

· “What kind of work have you done?”  “Do you like it?”

· “How do you spend your day?”

· “Where are you living?”  “How long have you been there?”

· “Who are the important people in your life?”

· “What is your relationship like?”

· “Are you married?”  “Are you satisfied with your marriage?”

· “Do you have children?”  “Other family?”

· “What do you do for fun?”  “Do you have hobbies?”

· “How do you spend your vacations?”

· “What is your religious upbringing?”  “Are you a regular church goer?”  “Are your 


religious beliefs important to you?”

· “How are you feeling about the way your life is going?”  “What goals do you have for 


the future?”

· “Do you have insurance for your medical bills?”

· “How will you handle the loss of income?” (for a disability)

· “I think I can be more helpful when you and I share more of an understanding of what 


has been going on in your life.”

· “This is part of getting to know you better so I can be a good doctor for you.”

· “It’s hard to appreciate how your body feels without also knowing something about what 

you’ve been going through.”


K.
ROS



Inquire about common symptoms referable to each organ system.  Purpose is to screen for disease 


processes not discovered in the history.



1.
Constitutional (General Health)




a.
Usual weight, energy, sleep, appetite, fevers




b.
How is your general health?

· “Do you seem to have enough energy?”

· “Do you have difficulty sleeping?”

· “Do you feel tired when you get up?”

· “How is your appetite?”

· “How is your weight?” “Is it changing?”

· “Have you ever had fevers, chills, sweats?”



2.
Skin




a.
Rashes, lumps, sores, itching, dryness, color A




b.
“Any problems with your skin?”

· “Any itching?”

· “Any sores that don’t heal?”

· “Any moles that have unusual shape or color?”

· “Problems with your hair or nails?”

· “Do you bruise or bleed easily?”



3.
Head




a.
Headache or injury




b.
“Have you injured your head?”

· “Have you been knocked unconscious?”

· “Any problems with H.A?”  “Dizziness?”

· “Do you feel faint or lightheaded?”

· “Does the room seem to spin or does your head feel like it’s spinning?”

· “Do you ever feel like you are about to pass out?”



4.
Eyes




a.
Vision, glasses, contacts, last eye exam, pain, redness, swelling, double vision, blurred vision, 




spots or speck, glaucoma, cataracts




b.
“How are your eyes?”  “Are you satisfied with your vision?”



5.
Ears




a.
Hearing, tinnitus, vertigo, earaches, infection, discharge




b.
“How are your ears?”

· “Are you satisfied with your hearing?”

· “Can you hear well?”

· “Do you have pain in your ears?”  “Discharge?”

· “Itching?”  “Any buzzing in ears?”



6.
Nose and Sinuses




a.
Frequent colds, nasal stuffiness, discharge or itching, hay fever, nose bleeds




b.
“Have you ever had any trouble with your nose?”  “Runny nose?”  “Hay fever?”



7.
Mouth and Throat




a.
Condition of teeth and gums, bleeding gums, deafness, dental exams, sore tongue, dry mouth, 




frequent sore throats, hoarseness, difficulty swallowing




b.
“Are you having any problems with your mouth or throat?”



8.
Neck




a.
Lumps, swollen glands, goiter, pain or stiffness in neck.



9.
Breasts




a.
Lumps, pain or discomfort, d/c, self-exams




b.
“Any problems with your breasts?”

· “Do you check your breasts for lumps?”

· “How often?”

· “Would you like to learn to check yourself?”



10.
Respiratory




a.
Cough, sputum (color and consistency), hemoptysis, wheezing, asthma, bronchitis, pneumonia, 




TB, pleurisy




b.
“Any chest problems?”

· “How is your breathing?”

· “Do you have to stop and catch your breath, walking on level ground?”, “climbing stairs?”

· “Do you have trouble breathing while lying in bed?”  “How many pillow do you use under 







your head to sleep with?”

· “Do you ever wheeze?”, “Do you have a cough?”, “Do you bring up sputum?”

· “Do you ever cough up blood?”  “Does it ever hurt to breathe?”



11.
Cardiovascular




a.
Heart trouble, high blood pressure, rheumatic fever, heart murmur, chest pain, dyspnea, 





orthopnea, edema, past EKG’s




b.
“Have you ever had any heart problems?”

· “Do you feel your heart beating fast?”

· “Do you feel tightness in your chest?”



12.
G/I Tract




a.
Trouble swallowing, heartburn, appetite, nausea, vomiting, regurgitation, vomiting of blood, 




indigestion, frequency of bowel movements, color and size of stools, change in bowel habits, 




rectal bleeding, hemorrhoids, constipation, diarrhea, abdominal pain, food intolerance, excess 




gas, jaundice, liver or gall bladder disease.




b.
“Do you have stomach pain or cramps?”

· “Do you have bloating?”

· “How is your digestion?”

· “Heartburn?”



13.
Urinary Tract




a.
Frequency of urination, polyuria, nocturia, burning on urination, hematuria, urgency, reduced 




force of urinary stream, dribbling, incontinence, infections, stones




b.
“Any trouble with your urine?”

· “Pain or burning when you urinate?”

· “Are you urinating more than usual?”

· “Do you get up at night to urinate?”

· “Do you lose urine when you cough or sneeze?”

· “Do you feel like you have to go in a hurry?”

· “Any change in size or force of stream?”

· “Dribbling or difficulty emptying your bladder?”



14.
Female genitalia




a.
Age of menarche, regularity, frequency, duration of periods, amount of bleeding, bleeding 




between periods or after intercourse, LMP, dysmenorrhea, PMS, age at menopause, menopausal 




symptoms, post menopausal bleeding.  If patient was born before 1971, ask about exposure to 




DES.  Number of pregnancies, number of deliveries, number of abortions (spontaneous and 




induced), complications of pregnancy, BC methods, sexual preference, interest, function, 




satisfaction, dyspareunia, STD, discharge, sores, lumps.




b.
“How old were you when your periods began?  Are your periods regular?  How long between 




periods?  How many pads or tampons do you use?  Do you have bleeding between periods?  After 



intercourse?  Do you get cramps or bloating with your periods?  When was your last period?  Do 




you regularly get any troubling physical or emotional symptoms in the week or so before your 




period begins?  When did you stop having periods?  Have you had “hot flashes”?  Any bleeding 




since menopause?  Do you know if your mother used DES when she was pregnant with you?  




How many times have you been pregnant?  Number of deliveries, abortions, complications?  




What type of birth control do you use?  Are you having sexual relations?  Do you relate sexually 




to men, women or both?  Are you satisfied with your sexual life?  Any loss of interest in sex?  




Are you able to reach a climax or orgasm?  have you had pain on sexual relations?  Have you 




ever had any STD’s?  Have you ever had any d/c or itching?  Have you ever had any sores or 




infections around your vagina?  Do you have any questions or concerns related to sex that you 




would like to discuss today?  


15.
Male genitalia



a.
Hernia, d/c from penis, sores, testicular pain or masses, history of STD and treatment, sexual 



preference, interest, function, satisfaction, problems.



b.
“Any problems with you penis?  Any d/c or dribbling?  Any hernias?  Pain or swelling in your testes?  


Any history of infections?  Are you having sexual relations?  Do you relate sexually to men, women 



or both?  Are you satisfied with your sexual life?  Any loss of interest in sex?  Any difficulty getting 



or maintaining an erection?  Any difficulty controlling ejaculation? Do you have questions or 



concerns related to sex you would like to discuss today?”


16.
Peripheral Vascular



a.
Intermittent claudication, leg cramps, varicose veins, past clots in veins, phlebitis



b.
“Have you ever had cramps, or pains in your legs?  Do your ankles swell?  Any problems with your 



veins, tender, swollen?”


17.
Musculoskeletal



a.
Muscle or joint pain or stiffness, arthritis, gout, backache



b.
“Do you joints or muscles ache?  Do they get red or tender?  Do you have any low back pain?”


18.
Neurologic/Psychiatric



a.
Fainting, blackouts, seizures, weakness, paralysis, numbness, or loss of sensation, tingling or “pins 



and needles”, tremors or other involuntary movements?”



b.
“Any trouble moving your arms or legs?  Any trouble getting in or out of a chair or bed?  Any 



numbness or areas of unusual sensation?  Any “pins and needles” sensations?  Burning in your fee?  



Altered sense of hot and cold?  Any clumsiness or dropping things?  Bumping into things?  Any loss 



of balance?  Any trouble walking?  Any shaking or trembling?  Any loss of memory, slurred speech or 


trouble talking?  Any trouble reading?  Upsetting or unusual thoughts going on in your mind?  Any 



nervousness or trouble relaxing?  Any sadness, crying or depression?  Any thought about suicide?  



Are you bored or losing interest in life?


19.
Hematologic



a.
Anemia, easy bruising, bleeding, past transfusions


20.
Endocrine



a.
Thyroid trouble, diabetes



b.
“Do you find you prefer room temperatures hotter or cooler than others?  Any excessive thirst, sweat, 



urine?

L.
Sexual History

Four general principles of interviewing (apply to other personal topics as well)

1.
If you don’t ask about sexuality; you probably won’t find out.



a.
Physician has the responsibility to broach the discussion of sexuality.



b.
A sensitive introduction of the subject is often greeted by patients with a sense of profound relief.



c.
“We’ve talked about holding off on heavy exertion for awhile and about an exercise schedule as you 



recuperate from your heart attack.  I think it is important now that we also talk about your sexual 



relationship and about when you can exert yourself in sexual activity.”



d.
“You’ve reached an age where I think it is important for your health to have regular checkups 



including a vaginal or pelvic examination and regular PAP smears."



e.
Many young women your age have gotten a little information about the changes that occur in you 



body between ages 11-14.  In particular, about the beginnings of periods or monthly bleeding or 



menstruation.  You will want to understand these matters, what have you been told to expect?”


2.
If you don’t ask about sexuality, you won’t learn how to talk about it.



a.
Discussing sexuality with patients helps you to become more comfortable with it.



b.
Students who want to learn to provide basic sexual counseling must make a conscious effort to discuss 


sexuality with patients.


3.
Effective interviewing about sexuality requires a knowledge base.



a.
Observe role models and being supervisor will help beginners



b.
Other classes, seminars


4.
Most difficulties obtaining a sexual history (and with investigating other “personal matters”) represent 


problems with basic interviewing principles.



a.
Trust – establish rapport before pursuing difficult topics.  If an initial inquiry has been rebuffed, try 



again later.  Many difficult topics do not need to be explored fully in a single interview, especially on 



the 
FOV.



b.
Setting – conducive environment, privacy, don’t expect a patient to respond openly to questions about 


sexuality while lying in stirrups for a pelvic exam or standing naked for a hernia v.



c.
Manner – related, matter of fact manner ease communication.  Degree of formality in discussing 



sexuality helps patients appreciate that the topic is being introduced for professional medical reasons, 



yet excessive formality may make the physician seem to distant.  On the other hand, being too casual 



may not reflect some delicacy in discussing the topic and may make patients feel awkward, threatened 


or intruded upon and hence, unwilling to disclose personal information.



d.
Language – often need to define clinical terms and provide basic sex education about anatomy and 



physiology.  Become comfortable with using words like vagina and penis.  Avoid vague terms 



(privates, down below).

· Okay to use lay terms to facilitate discussion, but also introduce more formal vocabulary (“getting  my friend”, menstruation, “gay” – homosexuality, “going down”, oral – genital sex, “down below” – genital area)

· Avoid slang or vulgar terms



e.
Facilitation – Patients may introduce sexual issues obliquely.  Doctor must be prepared to pick up on 



leads.  Be ready to facilitate, clarify with non-judgmental attitude.

· Be sure to allow enough time to fully discuss the issue.  Anxiety about the topic often leads to premature closure, incomplete history, failure to acknowledge concerns.



f.
Beware of assumptions, stereotypes and intrusive values.

· Patients vary widely in their knowledge, understanding, attitudes about premarital sex, extramarital sex, birth control, abortion, sex education for children, masturbation, homosexuality, menopause.

· Beware of ageism

· Do not make assumptions about whether a patient is sexually active, heterosexual, homosexual, bisexual

· Patients may not be married to their sexual partners, nor are they sexually active with their spouses.  Marriage or heterosexuality does not exclude a homosexual orientation

· If patient has not made their sexual activity or preferences clear, but you need to pursue the matter, don’t simply as “are you married?”  Ask “who are the most important people in your life?”  What is your relationship like?”



g.
Counseling on health concerns

· Discuss under ROS



h.
Self-awareness

· Students and physicians must find ways of discussing sexuality that best fits their attitudes, values, personality, clinical competence, and that suit the particular patient and setting.

· May want to delegate exams to assistant or other practitioner

Recording (SOAP)

I.
Medical Record


A.
General Approach to Diagnosis


1.
Observe – knowing identifying data may limit the possibilities (age, sex, race)



2.
Identify the CC – come up with one or two possibilities



3.
Structure the PMHx to confirm or reject your hypothesis



4.
As a new clinician, keep broad and consider risk of closing off possibilities or becoming close-ended 



too quickly


B.
Approach the PE by gearing it toward the hypothetical problem.  Although at this 


point it’s better to be thorough analyzing data to determine diagnosis


1.
Pay close attention to CC



2.
List all the symptoms patient reported



3.
List all the positive P/E findings



4.
Prioritize all findings



5.
Formulate a hypothesis



6.
Confirm your hypothesis with additional tests


C.
Recording data in the chart


1.
Lists of abbreviations



2.
Legal documents



3.
Instructions to other alternate practitioners



4.
Include any information that supports your hypotheses (positive or negative)

· Hepatitis – temp.  Enlarged, tender liver, no masses (reject hepatoma)

· Cardiac problem – pulse, BP, respiration rate, check for clubbing cyanosis, atrophy of skin, JVP



5.
Include any abnormality, even though not part of main problem



6.
Record only those negative findings that support or refute your hypothesis, but always record positive 



findings



7.
Record measurements that are reproducible between practitioners (not “enlarged lymph nodes, but 



actual measurement)



8.
Use standard abbreviations or a key for abbreviations.  Preferable not to use abbreviation


D.
Patients who are crying


1.
Let them cry, let them know it’s okay.  Encourage it.



2.
Maybe touch them



3.
Is there anything I can do?



4.
Major therapeutic act is to simply allow them to release feelings



5.
Try to understand their feelings.  Maybe anger, frustration, sadness, joy, relief


E.
Angry patients or hostile patients


1.
If anger is for something you did, hear them out and apologize, but don’t get defensive



2.
Try to work it out.  Possibly refer if you can’t handle it or help them



3.
Offer them something nurturing, food, tea



4.
Remain neutral about the blame, while acknowledging the legitimacy of the patient’s feelings



5.
Patients who have been allowed to vent and had their feelings validated will generally find anger 



dissipating quickly


F.
Patients who are vague


1.
Ask for illustration with examples



2.
Give list of possibilities (by dizzy, do you mean you are light-headed or that the room is spinning 



around?)



3.
Consider thought disorder, or problem with processing language


G.
Patients who are very intellectual


1.
May give diagnosis instead of symptoms



2.
May give symptoms and intellectualize it



3.
Ask them how they feel, how it affects them, what it means to them


H.
Patients who is seductive


1.
Look at your behavior – correct if needed, become more casual



2.
Be confrontive, take control, acknowledge, let them know it’s not okay – define your relationship as 



professional – explore how the person is dealing with sexual energy in their lives.



3.
Don’t take on their trip


I.
Patient you feel attracted to


1.
Acknowledge it to yourself



2.
It is colors your interaction, maybe refer it – possibly explore whether it’s a problem



3.
Doctor/patient relationships are not equal by their nature

MENTAL STATUS EXAMINATION

I.
Techniques of Examination


A.
Most of the mental status examination is done in the context of performing a 


standard history and P/E.


B.
A thorough and systemic examination of mental function is indicated when you 


encounter a patient with disturbances in behavior, thought or emotion, when a 


family member of others report such disturbances or when a patient’s medical 


condition suggest the need to investigate neuropsychiatric functioning.


C.
Categories for organizing the formal mental status examination describe specific 


behaviors related to observation and cognitive function.



1.
Observations




a.
Appearance/Behavior/Grooming/Posture/Body movements/Gait – does patient appear older 




or younger than their stated age, agitated, dress, cleanliness, hygiene, facial expression, 




posture, eye contact, clarity of speech…

· Use to R/O – depression, manic episode, schizophrenic, paranoia, delirium




b.
Level of consciousness – Is patient awake, alert?  Do they understand and respond 





appropriately to your questions.  If not, give a command that the patient can follow “open 




your eyes”, “squeeze my hand.”  Maybe produce pain to get a response.  Generally used in 




inpatient setting.

· Use to R/O cerebral cortex disorder, delirium




c.
Speech/Language/Vocal tones – slurred speech, to fast or too slow, is there appropriate 




volume of speech, proper articulation test for aphasia (disorder of language).

· Word comprehension – ask patient to point to objects in room as you name them or to point to body parts.  Ask them yes or no questions “Are you sitting on a chair?”

· Repetition – ask patient to repeat items of increasing length from monosyllabic word to complete sentences.

· Naming – ask patient to name a series of objects or colors as you point them out

· Reading comprehension – write several simple commands each on a separate sheet of paper “close your eyes” “raise your hand”

· Writing – ask patient to make up and write a sentence about he room, their family


2.
Cognitive Function



a.
Orientation to person, place, time, ask them their name, your name, names of relatives, their 




address, phone number, the day of the week, month, or year, season?

· Use to R/O – delirium, amnesia, hallucinosis, dementia




b.
Attention span/concentration – assess ability to focus on one thing at a time.  Spell world 




backward, calculate serial subtractions of 3 or 3 from 100.

· Use to R/O – delirium, dementia, depression, mental retardation




c.
Memory (recent & remote) – last four US Presidents?  What they had for breakfast today?

· Use to R/O same as b.




d.
Judgment/Insight – Does patient appreciate consequences of various actions?  “How do you 




plan to get by financially due to your illness?”  “What do you think is causing your 





symptoms?”

· Use to R/O – schizophrenia, paranoia, delirium, dementia




e.
Abstract reasoning – use proverbs.  “What is the similarity between a peach and a plum?”  




“What do people man when they say a rolling stone gathers no moss?”  “Don’t cry over 




spilled milk?”

· Use R/O – psychotic, disorder, retardation, lack of education




f.
Mood/Affect/Emotional State – “How are your spirits?”  “How do you feel about the way 




your life is going?”  “Your future?”

· Use R/O – depression, mania




g.
Thought process/Content/Perception – does speech progress in a logical manner?  Do they 




have trouble keeping certain thoughts out of their mind?  “do things seem unreal to you?”

· Use to R/O anxiety disorders, psychotic disorders, organic mental syndromes, disorders of speech or mood





Abnormalities of Thought Content




(Compulsion – repetitive acts a person feels driven to perform to prevent or 





produce some future state of affairs, although unrealistic.





(Obsessions – recurrent uncontrollable thoughts, images, impulses a person 





considers alien.





(Phobias – persistent, irrational fears along with compelling desire to avoid 





the stimulus.





(Anxieties – apprehensions, fears, tension or uneasiness either focused or 





free floating





(Feelings of unreality – a feeling that things in the environment are strange, 





unreal or remote.





(Feelings of depersonalization – a sense that one’s self is different, changed 




or unreal.





(Delusions – false, fixed personal beliefs not shared by members of the 





person’s culture or sub-culture.


Abnormalities of Perception




(Illusions – misinterpretation of real external stimuli (thinks doctor is ice 





cream vendor)





(Hallucinations – false sensory experience


Abnormalities of Thought Process




(Circumstantiality – speech characterized by indirection and delay in 





reaching the point because of unnecessary detail.  Although the components 




of the description have a meaningful connection (observe in patient with 





compulsive personality disorders) also nl.





(Loose associations – speech in which person moves from one idea to next 





without discernible transition (observe in schizophrenia, manic episodes)





(Flight of ideas – no observable meaning or sequence of speech, continuous, 




accelerated speech (observe most frequently in manic episodes, but may be 





present in schizophrenia)





(Neologisms – words that are made up (observe in schizophrenia as well as 





asphasia)





(Incoherence – incomprehensible speech – loose association.  Flight of ideas 




may produce incoherence when severe (observe in schizophrenia and 





aphasic)





(Thought blocking – attempt to retrieve information and suddenly there is a 





mental block (observe in schizophrenia and also in depressed patients)





(Confabulation – person has a gap in memory and makes up an idea or 





thought to take the place of the gap (observe in amnesia, alcoholics, i.e. 





person appears embarrassed, makes something up)





(Preservation – repeats ideas or words over and over (observe in organic 





mental disorders, schizophrenia)





(Echolalia – Repeats the words and phrases of others (occurs in 






schizophrenia and organic mental disorders)





(Clanging – Speech in which person chooses a word on the basis of sound 





rather than meaning as in rhyming and punning speech (occurs in 






schizophrenia and manic episodes)



Person with Suicidal Ideas




(Person with a plan is committable to mental health hospital.  Contact mental 





health professional ask for evaluation.  Convince them to go to a protected 





environment.  Explore support systems.  Clinic has suicide contracts as an 





intervention.  Ask “have you had thoughts about harming yourself?”  “Have 





you ever considered taking your life or attempted to take it?”  “Do you have 




any plans?”  Any means?”  “Could you stop yourself?” 

II.
Findings Related to Specific Conditions

A.
Depression – affective disorder characterized by the presence of 5 of the 8 symptoms 


for at least 1 month



Etiol – Derangement of monoamines (serotonin, epinephrine, norepinephrine) nutritional 

deficiency, food allergy, hypoglycemia, learned helplessness, hypothyroidism, heavy 


metal toxicity, PMS, drugs.



Sx – 1.
Poor appetite with resulting




2.
Insomnia of hypersomnia




3.
Physical hyperactivity or inactivity




4.
Loss of interest or pleasure in usual activities or decrease in sex drive




5.
Loss of energy or feelings of fatigue




6.
Feelings of worthlessness, self-reproach, or inappropriate guilt




7.
Diminished ability to think or concentrate




8.
Recurrent thoughts of death or suicide



P.E. – Tense posture, restlessness, fidgeting, crying, slumped posture, deteriorating in 


grooming/hygiene, slow speech


B.
Manic Episode – affective disorder which may or may not exist with depression



Etiol – see under depression



Sx – elevated, expansive, irritable mood, grandiosity, inflated self-esteem, decreased 


need for sleep, racing thoughts, flight of ideas, excessive involvement in pleasurable high 

risk activities, clang, hallucinations.


C.
Schizophrenia – a syndrome caused by a number of conditions



Eiotl  - allergies, vitamin deficiencies, mineral deficiencies, heavy metal toxicity, chronic 


infections in the brain, hallucinogenic drugs.



Sx – neologisms, incoherence, blocking, perseveration, clanging, echolalia, delusions, 


hallucinations.



P.E. – deterioration in grooming, flat affect, impairment with judgment, insight, abstract 

thinking.


D.
Anxiety Disorder – a group of non-psychotic disorders distinguished by symptoms of 


panic, phocia, OCD, PSD (see Bates p. 111)



Etiol – caffeine, drugs, elevated blood lactic acid & higher ratio of lactic acid to pyruvic 


acid, endocrine disorder, MVP.



Sx – palpitations, SOB, chest pain, nausea, dizziness, light-headed, fear of losing 


control, fear of dying, parresthesias (numbness, tingling).



P.E. – trembling, shaking, tachycardia


E.
Aphasia – disorder in producing or understanding language



Etiol – lesions in dominant cerebral hemisphere (usually left)



Sx – vary depending on type.  Wenicke’s or Broca’s (see table 3-1, p. 109 Bates)


F.
Dementia – syndrome of progressive cerebral dysfunction characterized by predominant 

cognitive functional loss



Etiol – unknown, infectious, genetic, cerebral vascular dz, vitamin deficiency, thyroid dz



Sx – slowly progressive, insidious onset,, fragmented sleep, difficulty finding words, 


hallucinations, delusions, impaired orientation, recent memory & new learning 



impairment



P.E. – inappropriate behavior, change in grooming, hygiene


G.
Delerium – syndrome most commonly found in toxic or inflammatory condition 



affecting the brain



Etiol – alcohol withdrawal, uremia, hepatic failure, cerebral vasculitis, atropine, 



infection



Sx – usually acute onset, mental confusion, agitation, somnolence, disorganized, recent 


memory impairment, delusions, hallucinations



P.E. – apathy, restlessness, seizures, suicidal behavior
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