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Foreword

As we move into the 21st century it is becoming increasingly difficult to offer
appropriate introductory clinical experiences for medical students. Many
schools offer clinical experiences in the first year of medical school, when the
learner has little background in the traditions and origins of the doctor—patient
interaction. Others begin this process in the second year, after a professional
language base has been established, but concise educational materials are scarce
that integrate the meaning of the privileged clinical encounter with the process
and content of interviewing and examining patients. In the tertiary hospitals,
where most medical schools are based, the educators must provide an orienta-
tion to the clinical encounter, an intensely personal experience, in the midst of
glittering technological marvels that easily distract both the novice physician and
the wizened teacher. Understanding the context and historical basis for the
privilege of interviewing and examining another person about intimate matters
relating to health and disease is essential to this process. Considering these
factors, this textbook is written to assist medical educators and medical students
involved in early clinical training.

As the demand for “high-tech” medicine has accelerated, so has the public
concern over the loss of “high-touch” or compassionate, humane interactions
with physicians. Physicians are perceived as more concerned with readouts from
machines and fiberoptic views of the patient than with understanding and car-
ing about the people we have labeled as patients. This text is offered to improve
the integration of human meaning and connectedness in the training of new
physicians. The context of the medical encounter is reviewed from four different
domains: purposes, processes, relationships, and values.

For generations we have trained physicians in the “art” of medicine in a
haphazard manner and have reaped the predictable consequences. As our pro-
fession sprints into the next century on the shiny wheels of technology, we must
regain our human spirit and professional esteem.

Within this text are essays, case presentations, and study questions that can
stimulate small and large group discussions, which are needed to process the
topic thoroughly. By stimulating collaborative and lively involvement of both
teacher and student, this approach can model appropriate interactions with
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patients for the future physician, interactions that are respectful, questioning,
creative, and enjoyable.

From the first chapter’s historical review of the basis of the doctor-patient
relationship to the vision of the final chapter on patient-centered care, the text
orients the reader to the complexities and opportunities of clinical practice.
Newcomers to medicine and seasoned veterans will enjoy this exploration of the
clinical, historical, and personal dimensions of our professional interactions with
patients.

Macaran A. Baird, M.D., M.S.
Chairman, Department of Family Medicine
SUNY at Syracuse



Preface

. . . the secret of the care of the patient is in caring for the patient.
Francis W. Peabody, M.D., 1927

Principles of Clinical Practice is an introductory textbook focusing on the doctor—
patient relationship. Formerly closeted behind closed doors, this most intimate
of relationships is coming under increasing scrutiny not only because of scien-
tific interest but because of widespread public dissatisfaction with the care pa-
tients receive from physicians. This dissatisfaction has been reflected in many
recent societal trends, including the rise in the medical self-help movement,
particularly among women, the increased incidence of malpractice suits, and the
increased assertiveness of patients toward physicians in expressing their needs
and demanding input into medical decisions that affect their health. This dissat-
isfaction cannot be entirely blamed on the poor relations some patients have
with their physicians; however, it is clear that a “good” doctor-patient relation-
ship will ameliorate many of these dissatisfactions.

The difference between a poor and a good doctor—patient relationship has
only recently been the subject of scientific scrutiny. Even though it clearly is a
plea for more compassionate treatment of ill patients by physicians, Peabody’s
famous article, a quote from which begins this preface, also reflected his feeling
that the doctor-patient relationship can be subjected to scientific scrutiny and
taught to medical students, the results of which would benefit both the doctor
and the patient. Unfortunately, the tools to study and teach the doctor—patient
relationship were not available in Peabody’s time. Tape recorders, video
cameras, and elegant statistical analyses are necessary to study this most inti-
mate of relationships. Even though this research is clearly in its infancy, it has
progressed to a point where the difference between a good and a poor doctor-
patient relationship is becoming evident. This book examines that evidence in
the hope that future physicians will be able to establish more good than poor
relationships with their patients.

This evidence has been organized into four main sections: purposes, pro-
cesses, relationships, and values inherent to patient care. Issues from each of
these areas have been clearly shown to affect clinical care. A concluding section
attempts to integrate the many themes developed in the four main sections into

xi
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PREFACE

a coherent whole by describing a new emerging approach to clinical practice:
patient-centered care.

The purpose section of this text reviews the reasons why patients come to
physicians, both historically and currently. It may surprise students to learn that
the nature of the doctor-patient relationship has not remained static but has
changed dramatically through the years. The philosophical and ethical founda-
tions of the doctor—patient relationship are then described. This chapter con-
cludes with a description of a framework for clinical decision making, many of
the components of which are described in more detail in later chapters.

The process section examines the methods and tools physicians use when
caring for patients. These processes, including interviewing, history taking,
physical examination, laboratory testing, clinical decision making, clinical man-
agement, and health promotion, not only help doctors gather clinical data but
enable doctors to decide on treatment, an often difficult task given the uncertain-
ty inherent in clinical practice.

The relationship section discusses how emotions, behaviors, dynamics, and
cultural norms affect the care physicians provide patients. In this section, chap-
ters are organized outward from the doctor—patient relationship beginning with
the doctor-patient relationship itself, proceeding through the patient’s family
and the patient’s culture, and finally ending with a discussion of the physician’s
culture, the health care system.

The values section discusses those beliefs, rules, and incentives that affect
clinical practice. Although some may find it surprising that a discussion of
medical economics occurs within this section, the amount of money we spend as
a nation on health care and what we buy with those dollars are very clear
indications of what we value as a people and as a society.

Educationally, we hope that these chapters will not simply be read and
forgotten but will be the focus of spirited discussion. In our own course for first-
year medical students, the cases for discussion at the end of each chapter serve
as a focal point for small group discussion. We hope that these cases for discus-
sion will stimulate others to form such discussion groups, not only within exist-
ing introductory clinical practice courses but outside of the structured medical
school curriculum as well. Additionally, we find that the educational experience
is enhanced if students can actually observe doctors treating patients in offices
and hospitals. In our course, students spend 16 half-day sessions with physi-
cians of various specialities during their first year. Although this can in no
way serve as an in-depth exposure to clinical medicine, it does help to stim-
ulate discussion, as real-life examples can be used for the students’ own
experience.

Patients are demanding more from physicians not only in terms of their
health but from the doctor—patient relationship as well. To many, it is not clear
whether past injuries to the doctor—patient relationship can be healed. How-
ever, because of ongoing research and the renewed dedication we see in stu-
dents of medicine today, we feel that the doctor-patient relationship can once
again flourish and be the source of professional satisfaction for physicians and
therapeutic benefit for patients. This textbook is offered as an attempt to con-
vince those just starting their medical careers that the doctor-patient relation-



ship, as the center of clinical practice, is vitally important and should be xiii
the subject of continued study. Gains from such study will enable future physi-
cians to continue to crack the secret of patient care by truly caring for their
patients.

PREFACE

Mark B. Mengel, M.D., M.P.H.
Oklahoma City, Oklahoma
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PART 1

Purposes of Clinical Practice

Although the answer to the question “Why are there doctors?” seems obvious—
to care for the sick—the components of that care and the definition of the sick
have changed throughout history and are even today hotly debated. This section
reviews the historical and philosophical underpinnings of physicianhood in an
attempt to prepare the student to intelligently enter the debate by beginning to
form his or her own conceptual framework of what it means to be a physician.



CHAPTER 1

A Historical Overview
of Patient Care

Michael L. Parchman

Case 1-1. In Abdera, Anaxion, who was lodged near the Thracian Gates,
was seized with an acute fever; continued pain of the right side, dry cough,
without expectoration during the first days, thirst, insomnolency; urine well
colored, copious and thin. On the seventh, in a painful state, for the fever
increased, while the pains did not abate, and the cough was troublesome
and attended with dyspnea. On the eighth, | opened a vein at the elbow, and
much blood, of a proper character, flowed; the pains were abated, but the dry
coughs continued. On the twenty-seventh the fever relapsed; he coughed
and brought up much concocted sputum; sediment in urine copious and
white. Explanation of the characters: it is probable that the evacuation of the
sputum brought about the recovery on the thirty-fourth day (Hippocrates,
1979).

INTRODUCTION

Throughout history, mankind has sought relief from pain and suffering by seek-
ing out those perceived to have a special knowledge of disease states and an
ability to cure them. The relationship between patients and physicians is largely
shaped by this help-seeking process and by the quality of medical care delivered
by physicians. However, the nature of the relationship is also shaped by societal
forces; as those forces have changed, the relationship has changed. Indeed, the
history of the doctor-patient relationship is best understood by tracing the tech-
nological advances in medical diagnosis and treatment in the context of societal
forces existing at the time. The interplay of these factors has produced a doctor-
patient relationship whose qualities have changed dramatically, particularly dur-
ing the past few centuries.
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A HISTORICAL
OVERVIEW

The doctor—patient relationship is even now undergoing a transformation
as a result of further pressures exerted by societal expectations and technological
advances. As with any relationship, its nature will continue to be defined by the
expectations brought to the encounter by both parties, the values and belief
systems that give rise to those expectations, and the ability of both parties either
to meet or to change those expectations in the process of the encounter. This
chapter seeks to review the societal forces, medical advances, and the physi-
cian’s and patient’s expectations and values that have exerted such a profound
impact on the doctor—patient relationship.

THE AGE OF HIPPOCRATES

The doctor-patient relationship in the Western world was profoundly influ-
enced by the Greek view of health and disease well into the early 19th century.
Hippocrates believed that all bodily functions could be related to four humors:
blood, mucus, yellow bile, and black bile. Illness resulted from a lack of equi-
librium among these four bodily fluids. Usually one humor became too strong
and overwhelmed the other three. Hippocrates was convinced that the body
was usually able to restore humoral balance on its own; thus, most of his notes
consist of descriptions of the nature of these four bodily humors within a given
patient, as in Case 1-1. Medicine was viewed as a descriptive science, not one of
intervention. Treatment modalities were implemented to assist the body in its
effort to restore humoral balance. These interventions consisted mostly of re-
moval of excess humors, such as by bleeding. In Case 1-1, recovery was at-
tributed to the eventual coughing up of excess sputum. Death ensued if this
equilibrium was not restored.

The contrast between Hippocrates and the typical New England physician
of 1755 is not very great. Like Hippocrates, the New England physician had four
basic treatment modalities according to one chronicler of the times: bleeding,
vomiting, blistering, and purging (inducing diarrhea, usually with enemas). The
patient’s symptoms were regarded as the disease itself, not as a sign of the
disease (Starr, 1982). Thus, the descriptive phrases commonly employed during
that time: “consumption” for tuberculosis, “dropsy” for congestive heart failure,
and “yellow fever” for any form of hepatitis.

This symptom orientation was indicative not only of a lack of scientific
medical knowledge but also of the powerful position occupied by the patient in
the doctor—patient relationship. Physicians came to their patient’s homes to
attend to them. Patients often requested particular treatments and chose physi-
cians who would agree with their assessments and plans. A natural result of this
arrangement was a high degree of social intimacy between the physician and the
patient as well as the patient’s family. The physician was often expected to sit at
the patient’s bedside through a portion of the illness.

Patient authority was further reinforced by the conditions of agrarian life
existing before the late 19th century, which prohibited dependence on profes-
sional medical authority (Starr, 1982). Most care of the sick was undertaken by
family members or relatives. If any outside advice was sought, it was usually
obtained first from local midwives, wise women, or other nonregular medical



practitioners. One such lay practitioner in Illinois in the late 19th century, known
as Aunt Glory, explained her treatment of poliomyelitis as follows:

Why, I'd take and I'd bile me a big yellow yam, then strain off the bilin’s an’ mix it with
corn meal. I'd then sprinkle it with sheep drippin’s an let it stand out one night . . . in
the dark of the moon. Then I'd say certain words over it, which I ain’t a-gwine to tell
ye. An’ then I'd give the patient a whole tablespoon o’ that there liquid every single
hour, an in a day he’d be plumb well (Shastid, 1944).

If a physician was consulted it was often done only to obtain what the lay
public perceived as stronger cathartics (to purge or induce diarrhea) or emetics
(to induce vomiting). Thus, the name physician came from the ability of doctors
to prescribe “physics” or drugs.

THE AGE OF ENLIGHTENMENT

Case 1-2. In Mount Meigs . . . a women in the last stages of consumption
[tuberculosis] . . . called Dr. Childers to her. Dr. Childers believed in bleeding
patients when any signs of fever were present. Presently, the blood came
trickling down from the elbow . . . and the poor little woman fainted and fell
over. Ah, said Dr. Childers, that is just what | wanted. Now she will be better.
She died very soon after he left (Sims, 1889).

Although medicine in the 17th and 18th centuries was strongly influenced
by Hippocratic concepts, several philosophical developments occurred that had
great importance for the doctor-patient relationship. Medicine during this
period was perhaps most influenced by René Descartes’ mind—-body dualism.
This concept encouraged practitioners to view the body as a separate entity and
ignore the mind’s effect on bodily symptoms. Disease was then viewed as either
“organic,” meaning that all symptoms originated from a purely biological basis,
or “functional,” meaning that no biological cause could be found for the patient’s
symptoms.

The introduction of the concept of scientific reductionism, in which a prob-
lem is best solved by reducing it to its component parts, also had a profound
effect on medicine. Physicians began applying this framework of science to their
profession both in research and in the way they treated their patients. Disease
models based on separate organ systems were developed and eventually led to
specialization in the diagnosis and treatment of diseases of each organ system.
Physicians in the late 17th and early 18th centuries also became much more
aggressive in their treatment approaches, leaving behind the Hippocratic tradi-
tion of gentle intervention to restore equilibrium to the body. Often the very
mention of a fever was equated with frequent copious bloodletting, as in Case
1-2, or purging by use of strong cathartics to induce diarrhea. Mercury was
popular because it also caused salivation, believed to be beneficial in relieving
the body of bad humors or poisons. Unfortunately, this medical aggressiveness
was extremely detrimental for some patients, as in Case 1-2 and in the case of
George Washington, who died of bleeding instituted because of his sore throat,
but it no doubt encouraged practitioners to delve deeper into the etiology of
disease and make advances not allowed by the traditional Hippocratic method.

5

THE AGE OF
ENLIGHTENMENT
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A HISTORICAL
OVERVIEW

Aggressive intervention dominated American medical practice in the early
19th century, encouraged by Benjamin Rush and others who greatly influenced
several generations of physicians at the University of Pennsylvania. He told his
students in 1796: “Be not startled, gentlemen, follow me and I will say there is
but one disease in the world.” He described this disease as a “morbid excitement
induced by capillary tension.” He advised but one treatment approach: deplete
the body of blood until the patient faints and empty the stomach and intestines
by using powerful emetics and cathartics (Starr, 1982). This approach was a far
cry from the gentle efforts of the Hippocratic tradition to restore balance and
equilibrium to the body.

Despite medicine’s heroics, indeed perhaps because of them, the patient
still dominated the relationship. This dominance was maintained by the fact that
very few physicians in reality had any formal training, and all sorts of people
took up the title of Doctor. Only a few had served a 1-year apprenticeship with
an experienced physician. Patients would often reject the recommendations of a
physician out of hand, and often'directly to his face. A young Hungarian physi-
cian arriving in New York in 1870 remarked that

. . . the rank and file of the profession were, as far as general education went, little, if
any, above the level of their clientele. And the clientele not only felt this but knew it
(Sims, 1889).

The suspicion and mistrust with which most people viewed physicians
continued through most of the 19th century bolstered by the growth of demo-
cratic rationalism, which supported the idea that every man should be his own
doctor, lawyer, carpenter, etc. Any appearance of complexity in medicine was
viewed by the public as an imposition by a self-interested class of physicians in
order to mystify, deceive, and monopolize. This belief was reflected in the al-
most uniform rescinding of state medical practice laws by most states in the
mid-19th century (Starr, 1982).

Thus, the relationship between physician and patient was dominated by
mistrust and skepticism well into the late 19th century. Ironically, this mistrust
reached its height during a period when remarkable advances were occurring,
advances that would radically change medicine and the doctor-patient relation-
ship.

THE RISE OF SCIENTIFIC MEDICINE

Case 1-3. A woman, fifty years of age, who had been affected with cough
and expectoration for several years, and which had gotten much worse with-
in a few months past, came to the hospital on the thirteenth of April, having
for the first time been obliged to desist from her ordinary occupation. She
looked much older than she was and was very thin. The pulse was quick,
skin slightly hot, and the expectoration, which was in moderate quantity
consisted of thick yellow sputa, intermixed with much transparent ropy
mucus. The stethoscope applied to the anterior and upper part of the right
side and to the right axilla detected distinct pectoriloquism [clear transmis-
sion of the patients voice]; and in the same places when the patient coughed



or spoke and still more during respiration, there was heard a tinkling, like that
of a small bell which had just stopped ringing, or of a gnat buzzing within a
porcelain vase. A mucous rattle, or a strong gurgling, existed in the same
points; in all, these phenomena were distinctly perceptible over the whole
space from the top of the shoulder to the fourth rib, being only more distinct
anteriorly and under the axilla than behind. From these various signs, | made
the following diagnosis: Vast tuberculous cavity occupying the whole of the
superior lobe of the right lung and containing a small quantity of fluid; tuber-
cles especially at the top of the left and the root of the right lung (Laennec,
1827).

Two discoveries occurred in the 19th century that were to change forever the
face of medicine and eventually dispel the mistrust and skepticism held by the
public toward physicians. The first was a broadening acceptance of the germ
theory of disease made possible by the use of the microscope. The second was
the introduction of pathological anatomy in Paris in the mid-19th century. The
former helped link changes in the internal organs with specific causative agents.
The latter for the first time allowed physicians to correlate outward signs and
symptoms of disease with underlying pathological changes in the body. These
advances prompted physicians to begin performing “hands-on” physical exam-
inations in an attempt to identify changes in the internal organs and their
causes. Prior to this a physician only catalogued a patient’s symptoms in the
descriptive Hippocratic method and at most examined the tongue or urine.

The advent of a more thorough physical examination of the patient had a
profound impact on the doctor—patient relationship. This intimate physical con-
tact between physician and patient created a different sort of relationship, one
that placed the physician in a special position of prominence and privilege, as a
searcher for hidden clues to the nature of the disease process. Physicians began
listening with a new device known as the stethoscope (from the Greek words
“chest” and “I view”), invented in 1819 by the French physician René Laennec.

Case 1-3 illustrates the application of this new technology. The Hippocratic
method would have concluded with the description of the mucus. In fact, it
strongly resembled Case 1-1 up to that point, a reflection of how little medicine
had advanced in over 2000 years. With the application of the stethoscope to the
patient, however, a door opened to an entirely new world as Laennec proceeded
with a detailed description of the inner workings of his patient’s lungs as per-
ceived through his new instrument. Even more remarkable is the connection of
these physical findings with a diagnosis. The physician could now see and hear
things a patient could not. A plethora of devices for elucidating internal clues of
disease ensued: the ophthalmoscope, used to visualize the inner eye, in 1850 by
Helmbholtz; the x ray in 1895 by Roentgen; the sphygmomanometer, used to
measure blood pressure, in 1896 by Riva-Rocci; and the electrocardiogram, for
tracing the electrical activity of the heart, in 1901 by Einthoven.

People increasingly turned to physicians for assistance as this idea of dis-
ease caused by the malfunctioning of internal bodily systems captured their
imagination. The symptoms they brought to physicians as recorded in medical
records of the turn of the century were increasingly related to the malfunction-
ing of certain internal organs. This new sensitivity to the inner workings of the
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body also greatly increased the number of symptoms for which people would
seek medical care (Shorter, 1985).

The scientific revolution in medicine was accompanied by profound societal
changes. As society became less agrarian and more urban, the distance between
physician and patient made consultation increasingly available. This further
supported a growing dependency on physicians for medical care and advice.
Physician accessibility was markedly improved by the development of the tele-
phone, car, and paved roads. The railroads brought far-away patients to special-
ists for consultation, allowing physicians to prosper by narrowing their focus.

Simultaneously, the advent of the progressive movement in the late 19th
century saw a decline of confidence in the ability of people to diagnose and treat
themselves. The progressive movement encouraged acceptance of occupational
licensing, as independent professionals and small businessmen fought back
against large corporations by gaining protection through licensing of all sorts of
professionals: plumbers, barbers, horseshoers, pharmacists, and others (Starr,
1982). This soon included physicians.

At the same time, people increasingly accepted the legitimate complexity of
the world around them. As a result, they were more likely to accept the need for
expert professionals, including physicians. As the demand for services in-
creased, a physician’s dependence on a handful of wealthy patients decreased.
Just as the patient was the dominant figure in the doctor-patient relationship in
the 18th century, the physician began to occupy that position of prominence in
the late 19th century. People were converted into patients.

A change in the locations of patient care also began to affect the doctor—
patient relationship. Treatment in offices and hospitals had generally been re-
garded as a mark of lower status through most of the 19th century (Starr, 1982).
By the turn of the century, however, the home was less frequently the site of
medical care. As the physician’s position and authority began to rise, the patient
was expected to come to the physician, a reflection of the belief that the physi-
cian’s time was more valuable than that of the patient. Urbanization, the trans-
portation revolution, and the rise of hospitals all worked together to reinforce
this change in location of care.

By the early 20th century the physician had less and less contact with people
in their homes and thus was no longer exposed to the families or the living
conditions of the patients they treated. The loss of information from the social
and environmental milieus of the patient made the doctor—patient relationship
less personal. It also created less opportunity for an understanding of disease
processes in a broader context and further promoted a narrowing of interest to
the biological aspects of disease only, ignoring family, social, and environmental
factors.

Despite their new-found authority, physicians still felt insecure because of
competition from a variety of other kinds of medical providers. Eclectic medical
movements grew as a result of bitter feuds and divisions within the medical
profession itself, resulting in the formation of competitive sects. Patent medicine
companies and the large volume of new physicians produced by proprietary
medical schools, which operated merely to profit the physicians who operated
them, also provided more competition for the practicing physician. Physicians



were largely dependent on a lay referral network rather than referral from col-
leagues and thus were preoccupied with the image they projected to patients.

Medical books of the late 19th century advised physicians to project an
image of competency first rather than to concentrate on actual competency itself
(Shorter, 1985). Physicians were encouraged to avoid errors in diagnosis and
prognosis at all costs, as those errors were felt to be far more damaging to one’s
reputation than errors in treatment. They were also encouraged to be bold and
prompt in their diagnosis and treatment of ordinary disease in order to impress,
especially since there were only a handful of truly effective treatments. Thus,
physicians were further drawn to active and “heroic” intervention to bolster
their image. Less dramatic preventative measures were not even considered.
This trend began to dominate the doctor-patient relationship as patients were
encouraged to seek medical care for their acute illnesses rather than preventative
interventions. Patients came to their physicians expecting prompt and dramatic
cures, usually as a result of some new “miracle drug.” Rising patient expecta-
tions of a cure for their acute illnesses no doubt further encouraged physicians to
search for truly effective cures using their new-found scientific tools.

THE ADVENT OF MODERN MEDICINE

Case 1-4. The surgeon’s voice was deep, calm and authoritative. It was not
raised at any time. . . . | developed a very disagreeable pain in the right calf
during the operative procedure. . . . | remember that several times | moved
the leg, seeking to ease its position—not exactly an appropriate behavior in
the situation. | recall very distinctly the surgeon’s voice saying quietly but
definitely, “Don’t move your leg, Dr. Wertham.” My emotional response to this
remark is difficult to describe. From that moment on it was unthinkable that |
should move my leg, however it felt. The remark had such an authoritative
effect on me that—pain or no pain, impulse or no impulse—the idea of
moving my leg did not come up again (Pinner & Miller, 1952).

As physicians became more confident in their diagnostic abilities, and as
patients came to them with more trust, confidence, and rising expectations, the
ability of physicians to successfully treat many diseases increased. This success
often had little to do with new treatments or medicines, because truly effective
medicines were still largely unavailable in the early 20th century. The success in
treatment was more often based on the new trust and confidence patients placed
in their doctors. By inspiring confidence and trust in their treatment, many
physicians discovered the power of the “placebo effect.” Placebo pills became
quite popular, and many physicians often concocted their own, both to prevent
the pharmacist from “spilling the beans” and to increase the perceived potency
of the pill by increasing its bitterness.

The few real treatments that were available supported the physician’s new-
found claim of authority. Diphtheria antitoxin, made available in the mid-1890s,
dramatically reduced the case—fatality ratio of diphtheria. Few parents could
resist the impulse to take their child with a sore throat to a physician after the
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advent of the diphtheria antitoxin, even if the probability of diphtheria was low.
This generated a dependence that was easily generalized into other areas where
physicians had less ability to treat. Thus, the stature and social position of
physicians rose quite rapidly during the early part of this century. Physicians did
little to discourage this change, since much of their ability to cure was based on
their new-found authority. They often had little else at their disposal.

Reforms in medical education and licensure also had an effect on the
doctor—patient relationship. With the growing acceptance of occupational and
professional licensure in the 1870s came new state medical practice laws. Over
the following decades these laws required stiffer training qualifications for licen-
sure. This produced fewer physicians and distributed more of them into urban
settings. Licensing also legitimized physicians and the practice of medicine in
the eyes of the public: a group with specialized knowledge that could be trusted
to dispense and use this knowledge for the benefit of their patients.

The early 20th century also saw the beginning of a radical change in medical
education. As alluded to earlier, most 19th-century medical schools in America
were “proprietary” in that they operated largely to profit the physicians who ran
them. At the turn of the century approximately 160 such schools existed, with
over 25,000 students (Starr, 1982). Most schools offered 2-year programs with no
organized curriculum, no laboratories, and no exposure to patients. The most
radical departure from this approach to medical education occurred when Johns
Hopkins opened its doors in 1893. Built from monies donated by a wealthy
Baltimore merchant, it opened with a 4-year course of study and the unheard of
admission requirement of an undergraduate degree. A hospital was attached to
the school, combining research with clinical practice for the first time. Students
spent 2 years studying laboratory sciences, then finished their last 2 years on the
hospital wards. Students who once learned their clinical skills in the office of a
local practitioner or in the homes of their patients now saw clinical medicine
entirely from the perspective of the teaching ward of a hospital.

This marriage of scientific research with hospital practice further removed
the locus of medical care from the patient’s environment and contributed to the
development of a biomedical disease-oriented model that excluded psychosocial
factors. This model was supported by basic science research transferred from the
laboratory onto the hospital ward. René Descartes’ mind-body dualism became
thoroughly entrenched as a result of this development. This model of medical
education was widely replicated by medical schools throughout the country after
the Flexner report of 1910.

Abraham Flexner was the man chosen by the Carnegie Foundation to con-
duct an investigation of then existing medical schools at the invitation of the
American Medical Association’s (AMA) Council on Medical Education. He was
met with open arms at most schools, as administrations assumed he was on a
scouting mission for the philanthropist who would supply desperately needed
money to some schools. Flexner’s report was full of details and uncovered the
false claims made by many if not most of the weaker proprietary schools: li-
braries with no books, laboratories with no equipment, and admission require-
ments waived for those with the required fee. Flexner went even further and
made very specific recommendations largely based on the model created by
Johns Hopkins. His report was more successful in limiting the number of medi-



cal schools and graduates than any action the AMA could have taken. By 1915
the number of medical schools dropped to 95, and the number of graduates to
3556 (Starr, 1982). Most schools closed, and the few remaining adopted the Johns
Hopkins model of clinical practice, teaching, and research. Academic medicine
drew away from an emphasis on private clinical practice. Medical research began
to take center stage. The doctor-patient relationship was now secondary to the

emerging science of medical practice.

THE REIGN OF TECHNOLOGY

Case 1-5. Mrs. J. was a 41-year-old housewife with a husband on disability
from diagnosed coronary artery disease, a 16-year-old son with a delinquent
record, and a 5-year-old mentally retarded daughter with inoperable congeni-
tal heart disease. Mrs. J. was admitted to the hospital in severe respiratory
distress. She had neglected her own medical needs over the past several
years because she was caring for her disabled husband and daughter. Two
months prior to admission her symptoms worsened, and by the time of
admission she was no longer able to preform her household duties.

On physical exam she was breathing quite rapidly. The patient was told
by the doctor that it was necessary to insert a nasal trachea tube to control
her ventilation with a volume-cycled ventilator, to begin intensive respiratory
therapy, and to transfer her to the intensive care unit. The patient pleaded,
“Please let me go home. We have no money to pay you. | have to go home to
take care of my daughter and husband.” The physician considered her be-
havior inappropriate, the result of a mental state created by the low oxygen
and high carbon dioxide levels indicated by laboratory tests. Ventilatory sup-
port of the patient was complicated by several episodes of pneumonia. It
became apparent that unless an operation was performed to correct large
bullae (empty lung cavities that impair oxygen exchange) in both upper lung
fields, the patient would have no improvement in gaseous exchange and
would be unable to care for her family and home.

The patient underwent surgery, and the operation was successful. Dur-
ing the postoperative period a dispute arose between the respiratory thera-
pist and the physician concerning the appropriate time and manner of wean-
ing the patient from the ventilator. They finally reached a mutually
satisfactory decision, but the dispute troubled the staff and the patient, who
was aware of the dispute. The patient’s recovery was gradual, and she was
ready for discharge after 90 hospital days, still requiring supplemental oxy-
gen, suction equipment, and ventilation assistance four times a day. For
these needs, equipment was placed in her home to maintain her there. A
visiting nurse called on the family weekly.

The total hospital bill was $250,798, and the husband signed the house
mortgage and his life insurance policy over to the hospital. The family would
live on welfare and Medicaid assistance. The average monthly bill for oxygen
in the home alone was $275. Nine months after the patient’s discharge from
the hospital, her husband died of a heart attack. Her son, who needed money
to support the family, was arrested for armed robbery 1 month later. The
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daughter died 6 months after the father. One year after her operation the
respiratory crippled woman was able to pursue her activities of daily living.
However, 4 years after surgery, Mrs. J. finally succumbed to the complica-
tions of her illness. The cause of death was respiratory failure (Reiser &
Anbar, 1984).

The increasing use and dependency on instruments to provide information
concerning health and disease had a great impact on the doctor—patient relation-
ship. As one medical chronicler observed, their use not only required the physi-
cian to “isolate himself in a world of sounds inaudible to the patient,” but also
encouraged him to “move away from involvement with the patient experiences
and sensations, to.a more detached relation, less with the patient but more with
sounds from the body” (Reiser, 1978). The net effect was to reduce reliance on
the patient’s recounting of symptoms.

Patient acceptance of new technology, and indeed even expectation that it
must be used to correctly diagnose and adequately treat any symptom, allowed
physicians to occupy a more powerful position of authority in the relationship.
Physicians spent more time “backstage” with the result of tests and procedures,
usually in conference with other specialist colleagues. This added further cre-
dence to their opinion by buttressing it with the opinions of other specialists.
This reliance on new-found technology reduced the strong emphasis on history
and physical exam skills needed at the turn of the century. The physician’s
traditional “hands-on” physical exam was seen as less reliable than available
x-ray and laboratory tests. Thus, the relationship between patient and physician
became less intimate. Dr. William Osler, a physician known as a clinician’s
clinician, bemoaned this new trend in 1905 by stating:

And finally every medical student should remember that his end is not to be made a
chemist or physiologist or anatomist, but to learn how to recognize and treat disease,
how to become a practical physician (Osler, 1985).

This new style of medical practice gathered “steam” in the 1940s with the
revolution in drug therapy begun by the discovery of penicillin. Infections were
once considered a terrible calamity often resulting in the loss of toes, feet, or
entire limbs in an effort to save a patient’s life. Following the advent of penicillin
came a deluge of truly effective drugs, not only for infection but for inflamma-
tion, heart disease, and diseases of the central nervous system. The effect of this
revolution in therapy was to reinstill a relentless enthusiasm for treating organic
disease based on an increasingly reductionistic view of the human body. No
longer were there specialists who just dealt with organs such as lungs or the
heart; there now arose specialists who dealt with disease at the microscopic level
such as immunologists, who studied the body’s ability to fight disease, and
endocrinologists, who studied physiological regulatory mechanisms mediated
by hormones.

During this time it was recognized by some that this emphasis on tech-
nological medicine was perhaps deficient in some ways. An associate dean of
the London Medical School in 1956 stated:



It is not that American medical students take poor histories and make poor examina-
tions, it is that they appear to suffer from a lack of balance between their knowledge of
medicine and their knowledge of diseased people (Ellis, 1956).

An attending physician recounts the story of a student presentation of a case
submitted to the medical service after a suicide attempt. The medical student’s
workup included the following: “Social history: noncontributory” (Feldman,
1978).

Is it any wonder that patients in the 1960s felt more alienated from their
doctors than those in the 1920s? By the end of the 1960s physicians found
themselves facing an entirely new kind of patient no longer willing to accept
physician’s authority. Cases like Case 1-5 made this lack of acceptance more
common as the indiscriminant use of technology saved lives but often had an
adverse effect on the quality of the patient’s life. Patients demanded greater
input into the selection of therapy and diagnostic tests. They also obtained more
sophisticated information about their medical problems through the mass me-
dia, especially television and magazines. Because of this new knowledge, pa-
tients were much more likely to seek alternative sources of health information as
well as alternative therapies, much as the patient of the 18th century once
sought alternative healers. A veritable explosion of alternative health move-
ments ensued, many of them critical of the monopoly by physicians over the
control and release of prescription medication. A survey in the late 1970s of 98
arthritic patients revealed that 93 had tried some alternative remedies such as
liniments, copper jewelry, special diets, and self-dosing of medications acquired
from foreign countries that were not allowed on American drug store shelves
(Shorter, 1985).

Recently, physicians seem to have drawn their “medical wagons into a cir-
cle” as a result of attacks by patients on their motivation, integrity, and even
their ability to help. The doctor—patient relationship at times seems to be more
like a battleground than a relationship where healing can take place. As a result
there has been a reexamination of the current reductionistic biomedical model
that has dominated Western medical care for the last half-century. Increasing
attention is being paid to new paradigms of medical care. A rallying cry was
issued by psychiatrist George L. Engel (1977). Engel states:

To provide a basis for understanding the determinants of disease and arriving at ration-
al treatments in patterns of health care, a medical model must also take into account the
patient, the social context in which he lives, and the complementary system devised by
society to deal with the disruptive effects of illness, that is, the physician’s role and the
health care system. By evaluating all the factors contributing to both illness and patient-
hood rather than giving primacy to biologic factors alone, a biopsychosocial model
would make it possible to explain why some individuals experience as “illness” condi-
tions which others regard merely as “problems of living,” be they emotional reactions
to life circumstances or somatic symptoms.

Ian R. McWhinney (1986) reinforces this call for a new model:

The transformed clinical method will be patient-centered rather than doctor-centered.
The essence of the patient-centered method is that physicians try to enter the patient’s
world and to see the illness through the patient’s ‘eyes. In the traditional doctor-
centered method physicians try to bring the patient’s illness into their own world and
to interpret the illness in terms of their own pathologic frame of reference.
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CONCLUSION

The doctor—patient relationship was dominated by the Hippocratic model
until very recently. This traditional approach emphasized a disease model based
on a loss of equilibrium between bodily humors. The physician was relegated to
a descriptive style of practice, and intervention was a gentle attempt to restore
balance to the body. The patient occupied a position of prominence in the rela-
tionship, and medical authority was limited, largely because of a lack of effective
treatments. Physicians usually visited patients in their home and thus had the
advantage of developing insight into the psychosocial and environmental condi-
tions existing during a patient’s illness.

The Enlightenment introduced the concepts of mind-body dualism and
scientific reductionism to medicine. Patients eventually became known as “the
gallbladder case” or “the lady with the functional bowel syndrome” as a result of
an emphasis on purely organic illness. The effect of the mind on bodily symp-
toms was virtually ignored. A new medical aggressiveness was instituted in
order to bolster the image of the doctor by emphasizing heroic interventions
rather than preventative strategies.

With the advent of pathological anatomy and the germ theory of disease,
physicians and their patients developed a more intimate encounter through a
more complete physical examination. The use of medical instruments placed the
physician in a more prominent position as the one searching for hidden clues of
disease states. Growing acceptance of professional medical authority by the
patient was reflected in the passage of state medical practice laws in the 1870s.
The change from rural to urban life along with the telephone and improved
roads and rail travel completed the development of a growing dependency on
medical professionals for advice and treatment. The locus of medical care moved
from the home to the office or hospital. The stature of the physician in the
relationship continued to rise as a result, but doctors lost some insight into the
context of their patients’ illnesses.

The changes in medical education brought about by the Johns Hopkins
model of medical education and Flexner Report of 1910 not only limited the
supply of physicians through closure of many medical schools but also forever
bound medical research to clinical practice. The physician’s view of medical
practice was dominated by the hospital ward experience instead of the office or
the patient’s home. The doctor-patient relationship became secondary to the
emerging science of medical practice.

The veritable explosion of new drugs and technology since the 1940s has
moved the physician farther away from the patient’s bedside and into the labora-
tory, x-ray suite, or procedure room. Patients have felt more disenfranchised
from their medical care than ever before. As a result, they have demanded more
information and more input into decision making. The doctor—patient relation-
ship has begun to resemble a battleground as demands are made and expecta-
tions of instant cures are raised to an all-time high. Alternative health move-
ments have grown in popularity. A cry for a new model of medical care has been
heard, one that takes into consideration the patient, the context in which he or
she lives, and the impact of that context on the patient’s disease. These develop-
ments are summarized in Table 1-1.
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The doctor—-patient relationship is entering a challenging era because of a
mismatch among our technological abilities, societal expectations of what medi-
cal technology can offer, and the limited resources available to meet those expec-
tations. At the center of this controversy remains the quite personal, usually
overlooked, intimate relationship between patients and physicians as they seek
not only to cure diseases but to optimize quality of life and discover hope
through the process of relationship.

CASES FOR DISCUSSION

Case 1

| called on Mistress Paradine of Bedford, a linen draper, who on the 26th of
that month [June, 1637] had returned from London (but this fact the mes-
senger concealed from me). She fell ill on the journey and when she reached
home on the 27th she collapsed, felt pain all over her body, [and] could not
sleep. On the 28th she vomited much and was prostrated by a very bad
headache, yet she got up for the greater part of the day. Along with the
vomiting she was racked by a hiccough, together with a flux of blood from the
nose which was thought to be up to ten ounces.

A surgeon of the name of Rowland, a resident of that town, applied dry
cupping glasses to the stomach and umbilicus and left them for some time,
but they had no effect on the hiccough. Her pulse was hard, deep, swift, and
tumid, and | thought it a bad sign that a sweat broke out over her whole body.
She was very thirsty and asked for drink; we gave it to her, but the cold drinks
made the hiccough, which had stopped for some time, start again. She was
still unable to sleep.

On July 1st, Mr. Woodcock of Ampthill, who had arrived long after me on
the previous night, accompanied me on my visit to the patient. The urine, as
on the preceding days, was turbid, highly colored, and appeared to be slightly
blackish in spots. The pulse was fast, jumpy and occasionally intermitting.
Mr. Woodcock wanted to let blood; | was against it, but he was importunate
and | assented only on condition that no more than five ounces was taken, it
was agreed. The blood was drawn; nobody was at fault. The pulse then
became weaker and frequently intermitted; advice was given about diet,
medicine and other things required for the future, and everything was en-
trusted to Rowland.

We left the bedside and were just about to leave for breakfast when the
woman made a sign to her husband to enquire about the pain in her abdo-
men. Straightway he urged Rowland to see what it was and to look and see if
any plague bubos were coming up. The latter did so and asserted most
emphatically that a bubo had broken out in her groin. There was little for us to
advise in this case (Poynter & Bishop, 1951).

1. The physical exam of this patient is limited to what one item?
2. The treatment modalities used were based on what dominant medical viewpoint of
the time?



3. What three treatments were attempted?
4. The correct diagnosis was made at the insistence of which party, the physician or
the patient? Who was the dominant figure in this relationship?

Case 2

The patient whom we shall discuss today is an example of the more severe
form of stomach dyspepsia. She is an Irish servant girl, forty years old. About
two years ago she began to have pain and vomiting after her meals. After
nine weeks these symptoms ceased, and she enjoyed tolerable health until
eight months ago. At that time, she again began to vomit about fifteen
minutes after eating. At the same time, there was a dull boring pain in the
epigastric region and extending into the back. She has never vomited blood.
The pain and vomiting continued; she became much emaciated and was so
feeble as to remain in bed much of the time. Her appetite continued to be
good; her bowels were somewhat constipated. | saw her for the first time five
months after the commencement of her iliness. She was then very feeble
and emaciated. She had been put under a variety of medical treatment and
had been kept on a milk diet for some time, but without relief. The pain and
vomiting would cease for a few hours or a few days and then return.

In the epigastric region was a globular tumor, tympanitic on percussion,
which | supposed to be the dilated stomach. At that time, three months ago, |
stopped all drugs and washed out her stomach with the stomach pump
everyday. This treatment was continued, with occasional intermissions, for
two months. The pain and vomiting became less frequent and then ceased
entirely. She has steadily recovered her strength and flesh and is now able to
work. For the past month the pumping has been discontinued, and her health
has continued good (Delafield, 1885).

1. What is the most striking feature of this narrative?

2. What period was characterized by this aggressive form of treatment?

3. What impact did this type of therapy have on the physician-patient relation-
ship?

Case 3

. . . We describe a condition—"liquor lung”—in which hemoptysis was pro-
duced by the aspiration of Bucca. . . .

A 22-year-old healthy nonsmoking man presented after coughing up a
cup of bright red blood. The initial history and physical examination were
unrevealing.

1. What period of medicine does this case resemble thus far? Why?
A chest roentgenogram, arterial blood gas levels, the complete blood
count, indexes of coagulation, the platelet count, and the blood urea nitrogen

concentration were all normal.

2. Now what period does this case appear to represent? Why?
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Bronchoscopy with a flexible fiberoptic instrument was performed within
24 h, since the hemoptysis totaled 75 ml of blood. The trachea and right
mainstem bronchus were erythematous and friable and contained a small
quantity of fresh blood. No infectious organisms or neoplastic cells were
found in the tracheobronchial specimens submitted for analysis. The bron-
choscopic findings prompted additional questioning of the patient. He re-
vealed that he had experienced a coughing paroxysm the previous evening.
He had been at a party and had “guzzied from a bottle of Bucca.” While
drinking in this manner he began to choke and cough repeatedly. A few hours
later frank hemoptysis began (Conetta, Tamarin, Wogalter, & Brandstetter,
1987).

3. Why is dialogue, as a method of scientific inquiry, bypassed in favor of diagnostic
procedures in our current model of health care, as illustrated in the above ac-
count?

Case 4

T.J. is a premature infant born 10 weeks before the mother’s due date and
only weighed 1100 g at birth. Normal birth weight for a full-term baby is about
2500 g. T.J. was born to an 18 year old mother at a community hospital, 3 h
outside of Oklahoma City. At 2 hours of age, T.J. began to experience difficul-
ty breathing from a condition known as hyaline membrane disease in which
the lungs are not mature enough to provide adequate oxygen to the blood.
The parents were informed that the infant is critically ill and must be trans-
ferred to the neonatal unit in Oklahoma City in order to receive proper care.
Oxygen was administered, and a decision was made to transfer to the medi-
cal center via helicopter to save precious time.

On arrival at the local hospital, the flight team expertly assessed the
infant’s rapidly deteriorating condition by measuring the amount of oxygen in
the blood, and a decision was made to pass an endotracheal tube into the
infant’s windpipe to assist the infant’s breathing ability. This was attached to a
ventilator. Next, a small tube, or catheter, was passed into a vessel in the
infant’s umbilical stump in order to obtain access to the circulatory system in
case special drugs were needed. This tube also allows blood to be taken so
that the oxygen content can be measured.

Once stabilized the infant was transferred in a self-contained incubator
into the helicopter, and the flight was made in less than an hour back to the
city. The parents were not able to see T.J. until 2 days later, when the mother
was able to travel. Both are unemployed. The hospital social worker is ac-
tively involved in analyzing the needs of the young teenage couple but has
doubts about their ability to cope with this grave situation. T.J. does well for 5
days and then suddenly takes a turn for the worse. All the evidence points to
intercranial bleeding, a common complication of extremely premature in-
fants. A special type of ultrasound test is performed on the head and con-
firms the diagnosis. Permanent brain damage almost certainly exists, and
this new development makes that even more certain. The parents feel over-
whelmed in the large medical center and passively accept whatever recom-
mendations are made. The neurology consulting team is unable to provide



definitive answers about the extent of the damage, and so the decision is
made to continue to support the infant.

1. What expectations does our current society have concerning the outcome of
pregnancy?

2. How do these expectations impact on the doctor—patient relationship in this case?

3. With whom should the decision lie to both apply and remove lifesaving technolo-
gy? How does one define the role of the physician, the parents, and “expected
standards of care” in this decision-making process?

Case 5

Mrs. with her daughter, after an opinion by myself that the daughter’s
trouble was purely “bronchial.” “Sure,” says the mother, “Doctor, you didn’t
try the little glass thing that goes in the mouth? Sure, Mrs. Mc told me
that you would put a little glass thing in her mouth, and that would tell just
where the disease was, entirely.” | used the “little glass thing” and thereby
suited the interested mother at once; and | dare say, that while my opinion
was taken as absolute after using the thermometer, it would not have been
taken had | not used it; but a doctor would have been found who used the
“glass thing.” Again, where will it end? Shall we practice regular deceit, or
shall we bulletin at each visit the exact condition to friends and patient
(Reiser, 1978)?

1. Thermometry developed as a highly regarded technique in the 18th century. What
is the mother suggesting about the physician’s credibility as it relates to use of the
thermometer?

2. What do patients place similar faith in today as methods of diagnosis?

3. How do these expectations affect physician behavior?
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CHAPTER 2

Philosophical and Ethical
Foundations of the Physician—
Patient Relationship

Richard A. Wright

Case 2-1. A second-year resident was called to the emergency room at 2
A.M. to care for a 21-year-old insulin-dependent diabetic (IDDM) who came in
with acute diabetic ketoacidosis (DKA). The patient was J.S., a non-
compliant, unemployed high school dropout with frequent DKA admissions,
so the resident got up slowly and ambled down to see J.S.

On arrival in the emergency room, the resident found J.S. nearly com-

atose although able to answer a few questions coherently. It appeared that
J.S. had not been injecting himself with insulin over the past 2 weeks and had
not been following his diet. After examining laboratory data, the resident
reluctantly admitted the patient to the intensive care unit.

Once J.S. was in the intensive care unit and initial treatment had begun,

the resident knew a complete physical exam was necessary. The resident
was tired, did not particularly like J.S. or his dirtiness, and had just received a
page to admit a patient with a myocardial infarction. There was time to
perform the physical exam, however, since the patient with the myocardial
infarction was stable, so, reluctantly, he began the examination.

Having completed everything but a rectal examination, the resident

stopped. He didn’t particularly like performing rectals, and J.S.’s personality
and odor did not make it any easier.

After thinking about it, the resident decided to perform the rectal exam

because he knew a rectal infection could precipitate DKA. To the resident’s
amazement, the exam revealed a very tender 4 X 5-cm perirectal abscess.
The resident then requested a surgical consultant who agreed that the ab-
scess should be incised and drained.

After the incision and drainage of the perirectal abscess, J.S.’s diabetes
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was brought under rapid control, and he was discharged 5 days later. Two
months later the resident was once again called to the ER in the middle of
the night to care for J.S., once again in DKA.

INTRODUCTION

Throughout the history of medicine the physician-patient relationship (PPR)
has been of great importance. In fact, the success of medical practice, as well as
the nature of the practice itself, depends entirely on how the physician under-
stands and utilizes the PPR.

Although physicians think frequently about this relationship, they have
generally not thought through the various dimensions of this most important
element of their practice. Unfortunately, everyone has an idea of what medicine
is all about and how it should be practiced. Changes in the structure and values
of society (Engelhardt, 1983) and changes in the way medicine is practiced
(Veatch, 1983) add significant diversity to these ideas. However, since people’s
ideas about the PPR are most often unconscious or poorly articulated, a consist-
ent general understanding of the relationship is not easy to identify. This chapter
is designed to give a general outline of the PPR that will allow physicians to
better understand the PPR and how they, their patients, and their colleagues
may understand it. For there is diversity, and there is some disagreement about
how the relationship should be structured.

Because the PPR affects all of the physician’s interactions, it must be under-
stood in a general way, not based on unique situations (Bayles, 1989). For-
tunately, some significant components of the PPR are agreed on and under-
stood. Learning about these components allows an understanding of the PPR
that is abstract enough to cover the whole of one’s practice yet specific enough to
be useful in particular cases.

The application of medical science, the clinical practice of medicine, embod-
ies the multifaceted relationship between the physician and the person receiving
care. Those who come together in that relationship are unique individuals with
little or no interaction except through the PPR. Guided almost exclusively by the
clinical needs of the patient, the interaction is not only occasional, it is highly
specific and quite selective. Thus, in Case 2-1, we cannot imagine J.S. and the

Physician

Figure 2-1. Spheres of Interaction.



resident coming together except through the PPR. Moreover, their relationship
is fully defined by the clinical needs of the patient at the time.

The diagram in Fig. 2-1 portrays this relationship; by representing each
participant by a circle, we see that the PPR forms an intersecting set of concerns.

Consideration of the PPR does not end with noticing that the physician’s
and patient’s spheres of life intersect in that relationship; rather, it is important
to fully analyze and understand all the components of that intersecting relation-
ship. The first thing that must be understood is that the PPR is not simplistic
and, moreover, has important components of ethics as its fundamental base. As
Beauchamp and McCullough (1984) have shown in their book Medical Ethics: The
Moral Responsibility of Physicians, a complete understanding of the practice of
medicine has four basic elements:

1. The general moral end of medicine to promote the patient’s best interest.

2. Aprinciple that provides the moral significance of distinct perspectives on
the patient’s best interest.

3. Obligations (or duties) that derive from this principle.

4. Virtues that derive from this principle.

Any attempt to understand the PPR must focus on these four elements. The
basic premise of this text is that the moral end of medicine is promoting the
patient’s best interest. This chapter thus deals with the basic principles of medi-
cal practice and the obligations of the practitioner. The ethical foundations of
practice (the virtues) are discussed in Chapter 12.

The most important thing to recognize, however, is that the PPR is, above
all else, a social interaction. Physicians thus have the same basic obligation
toward their patients as each human being has to one another (Clouser, 1983).
Additionally, aspects of the PPR either are unique to medical practice or are
significant to medical practice in ways that may be different from other profes-
sions. Development of the characteristics of the PPR in this chapter involves not
only the historical basis for the relationship as it is now understood but also
some of the alternative ways in which the relationship can be structured and the
underlying structure of the medical decision making on which it is based.

Oath of Hippocrates. I swear by Apollo Physician and Asclepius and Hygieia and
Panaceia and all the gods and goddesses, making them my witness, that I will fulfil
according to my ability and judgment this oath and this covenant:

To hold him who has taught me this art as equal to my parents and to live my life in
partnership with him, and if he is in need of money to give him a share of mine, and to
regard his offspring as equal to my brothers in male lineage and to teach them this art—
if they desire to learn it—without fee and covenant; to give a share of precepts and oral
instruction and all the other learning to my sons and to the sons of him who has
instructed me and to pupils who have signed the covenant and have taken an oath
according to the medical law, but to no one else.

I will apply dietetic measures for the benefit of the sick according to my ability and
judgment; I will keep them from harm and injustice.

1 will neither give a deadly drug to anybody if asked for it, nor will I make a suggestion to
this effect. Similarly, I will not give a woman an abortive remedy. In purity and holiness I will
guard my life and my art.

I will not use the knife, not even on sufferers from stone, but will withdraw in
favor of such men as are engaged in this work.
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Whatever houses I may visit, I will come for the benefit of the sick, remaining free of all
intentional injustice, of all mischief and in particular of sexual relations with both female
and male persons, be they free or slaves.

What I may see or hear in the course of the treatment or even outside of the
treatment in regard to the life of men, which on no account one must spread abroad, I
will keep to myself holding such things shameful to be spoken about.

If I fulfil this oath and do not violate it, may it be granted to me to enjoy life and art,
being honored with fame among all men for all time to come; if I transgress it and swear
falsely, may the opposite of all this be my lot (Edelstein, 1943, p. 3; italics added).

PRINCIPLES OF PRACTICE

The history of medicine, not only in our own culture but in other cultures as
well, contains significant writing and discussion focused on how the physician
and the patient should interact. The Oath of Hippocrates has been the most
important Western influence on the development of the physician—patient rela-
tionship, including the practice of medicine in the 20th century. This oath, al-
though not taken as an oath by many physicians today, still contains important
elements of the physician—patient relationship as it is now known.

Careful examination of this oath shows two different components: first,
discussion of appropriate and inappropriate types of treatment; and, second,
specific guidelines regarding ways of interacting with others. This chapter
focuses almost exclusively on the ways of interacting, because the types of
treatment that are discussed may not be appropriate in all situations. Recognize,
however, that accepting a treatment prohibition affects the PPR by eliminating
certain kinds of actions that a physician may be willing to perform within a
patient care situation.

The most widely recognized component of the PPR to arise from the Hippo-
cratic Oath is the injunction against doing harm. With this single statement, the
Hippocratic Oath has done more to influence our understanding of health care
than anything else. For on the basis of this statement, physicians are enjoined
from any action that would intentionally harm the individual being given care.
Notice, however, that this prohibition against harm does not prevent medical
practices, since some practices can be harmful in the sense of causing pain and
suffering. For example, we now know that bleeding a person is harmful and
generally without therapeutic benefit. Yet the physicians who used bleeding
were not intentionally harming their patients because they thought it was benefi-
cial. If a physician today were to bleed a person, except in very specific situations
(e.g., hemachromatosis), it would be harmful, because he or she should know
better.

The important point here is that a physician is enjoined from ever undertak-
ing those actions that will, to his or her best knowledge, do nothing but harm the
person. The physician’s requirement then is to do good if at all possible and to
studiously and carefully avoid intentional harm. The doing of good and the
avoidance of harm have throughout history been articulated via two basic princi-
ples: the principle of beneficence (doing good) and the principle of nonmalefi-
cence (the prevention of harm) (Beauchamp & Childress, 1989).



Although these two principles have been applied throughout the history of
medicine, their emphasis has changed (Duffy, 1983). In Great Britain and the
United States, both principles became crucial components of the codes of prac-
tice for health care professions. Thus, for example, Thomas Percival asserts that
medicine should be “founded on principles of the purest beneficence.” Accord-
ingly, the physician

. . . should be the minister of hope and comfort to the sick; that by such cordials to the
drooping spirit, he may smooth the bed of death, revive expiring life, and counteract
the depressing influence of those maladies which rob the philosopher of fortitude, and
the Christian of consolation (Percival, 1803).

Because Percival’s writings became the basis for the code of practice of the
British Medical Association, this rendition of the Hippocratic tradition was car-
ried forward into 19th century British medical practices. Similarly, because the
British medical codes were almost wholly transferred to American medicine, we
see a similar emphasis in the United States. The first code of the American
Medical Association thus says:

. . . His counsels, or even remonstrances, will give satisfaction, not offence, if they be
proffered with politeness, and evince a genuine love of virtue, accompanied by a
sincere interest in the welfare of the person to whom they are addressed. . . . Equally
derogatory to professional character is it, for a physician to hold a patent for any
surgical instrument, or medicine; or to dispense a secret nostrum, whether it be the
composition or exclusive property of himself, or of others. For, if such nostrum be of
real efficacy, any concealment regarding it is inconsistent with beneficence . . . (AMA,
1848).

The Oath of Hippocrates is also the origin of a third principle of the PPR, the
principle of justice. The oath enjoins physicians to protect the patient from
injustice and to prevent “intentional” injustice. Although there might be a differ-
ence between these two, the importance lies in the specific injunction to uphold
justice.

In this context, as subsequently developed, the term “justice” has several
meanings. First, as a legal term, its use attributes compliance with the rules and
guidelines of an existing legal system. Second, as a term prevalent in the study
of ethics, its use attributes an understanding of how our resources will be dis-
tributed. The second sense is the focus for our understanding of the PPR, be-
cause the PPR is essentially an ethical relationship (despite its legal overtones).

Justice requires that the PPR be structured so the physician not only does
good for the patient, and as much as possible prevents harm, but accomplishes
these ends according to basic principles of equality and fairness (Rawls, 1971;
Arthur & Shaw, 1978; Barrow, 1982). It is thus inappropriate for a physician to
intentionally discriminate against patients in the quality or type of care that they
receive. Thus, in Case 2-1, for example, the resident cannot refuse to care forJ.S.
despite disapproval of ].S.s lifestyle, lack of compliance, and middle-of-the-
night care pattern. To do so would be unjust and unacceptable.

This does not mean that a physician is required to care for everyone, nor
does it mean that the physician must care equally for everyone. Rather, the
principle of justice means that those for whom the physician does care will be
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treated in an equally caring way (Noddings, 1989). It further means (at least in
the context of the Hippocratic Oath) that the physician has a social responsibility
to assure that this level of equality pervades the system. The exact nature of this
responsibility to justice, both at the individual and the societal level, is not yet
fully developed but has become increasingly important in the 1990s as health
care funding problems have emerged.

The final principle that isimportant to the physician—patient relationship does
not arise essentially from the Hippocratic tradition but instead from the interaction
among patients, physicians, and the legal system of contemporary society. The
principle of autonomy, also known as the principle of self-determination, was first
formally introduced into medical practices by a court decision in 1914. In the now
famous case of Scholendorff v. The Society of New York Hospital, Judge Benjamin
Cardozo applied the force of law to the principle of autonomy in medical practices
when he ruled that:

. . . every human being of adult years and sound mind has a right to determine what
shall be done with his own body; and a surgeon who performs an operation without his
patient’s consent commits an assault for which he is liable in damages (Scholendorff v.
The Society of New York Hospital, 1914).

Judge Cardozo’s statement was directed toward surgery because the case being
tried was a surgical case. That case, nonetheless, formed a basis for several other
cases and, through our system of legal precedent, expanded gradually but surely
to nonsurgeons as well. It is important to note that the judge is not giving a
patient the right of self-determination; rather, the judge is recognizing that such
a right already exists and is applying the law as a force to uphold that right. More
recently, court rulings have consistently upheld not only this basic right to
autonomy but a correlative right to informed consent and the right to refuse
treatment, including life support.

In addition to the court rulings just noted, the American Hospital Associa-
tion in 1972 put forward for the first time a document entitled The Patient’s Bill of
Rights. Although this document has only 12 stipulated rights, eight of those
relate to the patient’s right to knowledge and informed consent, i.e., to the
patient’s right to autonomous decision making. This document, plus others that
were issued subsequent to it, together with the growing consumerism and in-
creased education of persons about their rights in health care, has made autono-
my not only an important factor in health care, but an important factor in medi-
cal malpractice as well. As a result, the role of patient autonomy has become a
crucial factor in considering the physician—patient relationship.

These four principles—beneficence, nonmaleficence, justice, and autonomy—
underlie the practice of medicine. However, all the principles are not necessarily
utilized at the same time, especially when a course of action involves a conflict
between principles. As a result, each physician usually focuses on one or two of
the principles to guide his or her practice, with the others subordinated to the
primary ones.

The problem, of course, is to determine which of the principles should take
precedence. Beauchamp and McCullough (1984), for example, focus on benefi-
cence and autonomy as the primary principles underlying practice. They point
out how medical practice changes depending on whether physicians are trying



to produce the greatest amount of good or trying to promote autonomous deci-
sions, and argue for a balance between both principles. Veatch (1972), on the
other hand, argues that only by respecting autonomy and promoting justice can
a medical practice be morally sound; and most recently, Pellegrino and
Thomasma (1988) focus solely on beneficence as the basic principle according to
which medicine should be practiced. This variation in adoption of a basic princi-
ple may appear inconclusive and frustrating. However, as Beauchamp and
McCullough (1984) point out:

A central task of medical ethics is thus to fix the limits of [competing] models in light of
the demands of [each] other. Because [different] perspectives merit consideration, dis-
cretion is required in clinical decision making (p. 51).

Thus, each physician must understand the basic principles and how their appli-
cation affects his or her practice. When this understanding has been reached, a
basic model of practice can be formulated.

It is important to note, however, that none of the four principles is self-
sufficient. Together they form a foundation on which the PPR will be built. That
foundation, which grows out of the historical traditions of health care practice,
enables physicians to look in more detail at various ways to establish their
framework of practice.

FRAMEWORK OF PRACTICE

Case 2-2. Karen Rebikov, a 16-year-old high school junior, was diagnosed
as having an oat-cell cancer of the leg. Although chemotherapy may be of
some help, amputation plus chemotherapy has an excellent 10-year survival
rate. Karen agrees to the chemotherapy; however, she refuses surgery be-
cause, she says, “l would rather die than lose my leg.” Her surgeon is quite
upset about this, as she believes Karen’s refusal is unreasonable. From the
surgeon’s perspective, it is not acceptable to refuse surgery, which is rela-
tively uncomplicated, with a low mortality rate and a high cure rate. As a
means of helping Karen change her mind, she arranges for Karen to visit with
Mark Williams, a handsome 17-year-old football player who had an amputa-
tion, although not for cancer. Mark comes and talks with Karen, after which
the surgeon again visits. Karen changes her mind and agrees to the surgery.
Her comment to the surgeon is, “Well, if the amputation can cure Mark’s
cancer, and he can still do everything he wants except play football, | guess it
is dumb for me to refuse.” The surgeon does not challenge her misunder-
standing of Mark’s condition; she believes that the surgery is in Karen’s best
interests. The surgery is scheduled and performed the next day.

At the beginning of the 20th century, medicine began a significant turn
toward what we now know as medical science. This change encouraged a re-
focusing of medical practice from the individual person who was receiving care
to the disease process itself. This meant that there was a shift in the conceptual
framework within which medicine was practiced. This section discusses two
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different versions of that framework and shows how each significantly affects
the PPR.

Paul Ramsey (1970) was a strong proponent of moving away from the grow-
ing medical-scientific framework of practice established in the early 1900s. His
book, The Patient as Person, articulated an understanding of the need to treat
patients not as objects of medical science but as persons with feelings, hopes,
desires, and ideas of their own. The two frameworks for medical practice were not
consistently articulated, however, until “Two Philosophies of Caring” by Gary
Benfield (1979). In that article, Benfield does not focus on the operant principle of
medicine but rather on the nature of medical care itself, identifying two distinct
approaches to medical care: disease-oriented and person-oriented care. These are
not new, having been articulated in various ways through history (Amundsen &
Ferngren, 1983). However, the transition to scientific medicine, which was histor-
ically most important in the 1960s and early 1970s, emphasized the specific
disease or disease process that the patient exhibited, bringing forward once again
the disease-oriented approach. Disease-oriented medical practice is intended to
prevent or cure some specific, identified disease process. This approach generally
uses beneficence and nonmaleficence as primary principles and relies heavily on
scientific and technical elements of medicine (Pellegrino, 1983a).

In contrast, person-oriented medical practice focuses on the person as a
whole, recognizing the disease but seeing its treatment as only one part of
medical care. This approach utilizes autonomy as the primary principle of health
care and focuses on the person receiving care as a part of an entire environment.
As a result, medical practice may be seen to involve decisions to withhold or
withdraw care and to decide to ignore disease “cure” in favor of other goals that
may be legitimate in the patient’s larger “life framework.”

The contrast between these two approaches is that one focuses narrowly (on
the disease) and the other steps back and focuses broadly (on the whole person,
her environment, and the significant activities and elements of her life). Case
2-2, for example, is a clear instance of a disease-oriented approach. The failure to
correct Karen’s misunderstanding is little more than a type of manipulation

Table 2-1
Frameworks of Medical Practice®

Disease-oriented Person-oriented
Main concerns (1) Medical science (1) Application of science
(2) Disease process (2) Patient and family

Priority Eradication of disease Wellness of the person
Life/death (1) Life is all that matters (1) Quality of life is as important

orientation (2) Death is the enemy to be as life itself

fought and avoided (2) Death is a natural end to life

Primary Beneficence, nonmaleficence Autonomy

principle
Communication Physician knows best and Patient and family are partners

makes all the decisions in the decision process

aBased on Benfield (1979).



intended to achieve a disease-cure end, this despite requirements for consent
and without a real attempt to inform Karen’s decision. The patient-centered
approach might have achieved the same end without the manipulation by pay-
ing attention to Karen’s needs, feelings, self-image, fear, etc., and working to
overcome those in a way that recognized Karen as an autonomous person.
. Obviously, the focus of a person’s understanding of the practice of medicine
will influence how he or she will interact with patients, as Table 2-1 shows.
As a result, we cannot fully understand medical practice without recogniz-
ing the distinctive differences between these two frameworks of medical prac-
tice. Moreover, understanding these two frameworks is important to developing
models of the PPR.

MODELS FOR THE PHYSICIAN-PATIENT
RELATIONSHIP

Case 2-3. A.P., a 45-year-old woman with urinary incontinence, was very
embarrassed about her symptoms, as they limited her social activities, and
so decided to discuss her problem with her physician.

The physician evaluated the patient, diagnosed stress incontinence sec-
ondary to bladder relaxation, and reassured A.P. that this was a common
problem in women her age. Even though the physician believed surgery to
be the treatment of choice in this case, he believed it was best to mention all
the options to his patients before recommending surgery. He therefore de-
scribed “Kegel” exercises, estrogen cream therapy, and finally concluded
with the advantages of surgery. The patient had many questions, but the
physician felt good when he could fully inform his patient about all of the op-
tions in the hope that the patient would be more comfortable with the deci-
sion process.

The patient elected to try a combination of “Kegel” exercises and es-
trogen cream therapy. Unfortunately, 3 months later the symptoms had not
improved. The physician rediscussed the surgical option, the patient con-
sented, the appropriate operation was performed, and the patient’s inconti-
nence vanished. Even though the patient had spent 3 more months with her
incontinence, utilizing therapies that ultimately did not work, she was grateful
to the physician for not performing surgery immediately and for allowing her a
role in the decision-making process.

Once the basic principles and frameworks of practice are understood, it is
necessary to combine them with other elements to form a “model” for practice.
For regardless of which principles and framework are accepted as appropriate
for the practice of medicine, there remains the problem of identifying and artic-
ulating the physician—patient relationship itself. The principles give the basic
“rules” to be followed, the framework gives the overall approach to practice, but
neither alone is sufficient to delineate the PPR adequately. Development of a
model thus allows the physician to understand clearly how these components
work together.
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The PPR is at base a relationship between two persons, the defining charac-
teristic of which is that one person is seeking assistance from the other. More-
over, the person seeking assistance has generally done so voluntarily and in a
way that establishes a personal and private relationship between the two indi-
viduals. Of equal importance is the fact that the person seeking assistance is in
some sense dependent on the assistance to be rendered, a psychological position
of dependency that may even be understood as a form of weakness. The goal of
an acceptable PPR is thus to render the assistance that is required while still
retaining an appropriate relationship between the two persons. Physicians have
long been concerned with the PPR, as illustrated by Hippocrates’ concern with
patient visits, sexual relations, confidentiality, use of drugs, styles of living, etc.
Although much has been written on this over the years, the most influential
contemporary work on the PPR originated in two articles: the first is by Robert
Veatch (1972), “Models for Ethical Medicine in a Revolutionary Age,” and the
second is by William F. May (1975), “Code, Covenant, Contract or Philanthro-
py.” Because these two articles have framed the current discussion of the PPR,
we focus on the ideas that originate with them, using Veatch’s schemata as
outlined in Table 2-2.

Each of the four models is not necessarily exclusive of the others but instead
focuses on a particular set of PPR characteristics. For example, the priestly model
emphasizes the traditional role of the physician as a healer. According to this
model, the physician acts in the relationship as one who is in charge, not only
through the status of office but also through the complexity and mysticism of
medical knowledge. The priestly physician takes a comforting, all-knowing, and
fully directive role in patient care, using either a disease-oriented or person-
oriented framework. Of crucial importance is the fact that the physician is total-
ly, unquestionably in charge, and the patient simply accepts and follows what-
ever the physician prescribes with the understanding that the physician knows
what is best. This model of practice is shown in Case 2-2 by the fact that the
physician is solely concerned that Karen acquiesce to medical advice. The pa-
tient’s role in this model is then only one of giving information and following
directions.

Table 2-2
Models for the Physician-Patient Relationship#

Practice framework

Model Principles utilized utilized Patient role
Priestly Beneficence, Disease or person Information giving,
nonmaleficence passive
Engineering Beneficence, Disease Information giving,
nonmaleficence passive
Collegial Beneficence, Person Co-decision maker,
nonmaleficence, active
autonomy, justice
Covenant/ Whatever the Whatever the Whatever' the
contract contract stipulates contract stipulates contract stipulates

aBased on Veatch (1972).



The second model, the engineering model, characterizes the physician as
the ultimate technician, a highly specialized, highly skilled, technically trained
expert. The engineering physician’s role is very focused, utilizing the disease
framework of practice. The physician in this model is the ultimate technician to
whom the patient goes to have his specific problem fixed; once it is fixed, there is
no further need for the relationship. For example, the orthopedic surgeon “fixes”
a hip fracture, or the cardiologist “fixes” an MI. As with the priestly model, the
engineering model assigns the patient a role as the information giver who pas-
sively follows physician directives.

The third model, the collegial, also known as the “team” model, places the
physician as one of a set of collaborators in the patient’s care. In this model the
patient and other health professionals are active collaborators at some level in
the decision-making process, although it leaves open the exact role and level of
each participant. Usually, however, the physician is the chief collaborator, or the
“captain” of the team, and everyone else is a member of the team, with varying
levels of authority. Case 2-3 is a good example of this model in action; because of
the interaction between physician and patient, they worked together to resolve
the medical problem. The physician and patient were partners in the problem
solving that led to alleviation of the patient’s medical problem.

Whereas the priestly and engineering models place the physician as the sole
decision maker, the collaborative model assigns some elements of decision mak-
ing to other participants in the collaboration. In a simple PPR, for example, an
office practice, the collaborators will most likely be only the physician and the
patient. In a complex PPR, for example, during inpatient hospital care, the set of
collaborators will grow with the needs of patient care. The greater the number of
collaborators, however, the more care the physician must take with the coor-
dination of care and communication of information to the patient.

The fourth model, the covenant/contract, is similar to the business or legal
model of a contract. The covenant or contract may be either explicit or implicit,
defined through interaction between the physician and the patient, depending
on the circumstances. May (1975, 1983) and others have argued that the physi-
cian always has some form of contractual relationship with the patient, regard-
less of operant model, because the patient employs the physician and the physi-
cian receives remuneration from the patient. This exchange of remuneration
then, in a legal sense, implies a specific contract, although the details of that
contract may be determined by further discussions and negotiations.

As part of establishing this contract, the physician becomes an “employee”
of the patient, and the care that is given to the patient by the physician is a
function of the agreements on employment. One important part of this contract
would be whether the physician and patient would have a priestly, engineering,
or collegial relationship. Thus, during contract formation, the patient and physi-
cian may agree that the physician will act totally in a priestly manner, with the
physician deciding what is best for the patient and acting on that decision
without further collaboration from the patient. Alternatively, the contract could
establish the relationship to be collegial, wherein the physician would be a
source of information for the patient, but the patient would be the ultimate
decision maker. The important point of the covenant or contractual relationship
is that the principles utilized, the practice model utilized, and the patient role in
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that model are all determined at the time the contract is established. On the
other hand, the other three models (the priestly, the engineering, and the col-
legial) assume without question what relationship will exist between the physi-
cian and the patient.

Recent concern over which model of the PPR is most appropriate has arisen
for several reasons: first, the business relationship that occurs in a remunerative
practice is being scrutinized; second, our understanding of how individuals
should treat each other in a very special, but still social, interaction is changing;
and third, most importantly, the ethical dimensions of the healing relationship
are being explored in greater depth. For example, recent writing urges a move
away from the priestly model because it cannot accommodate the autonomy of
the patient as an important factor (Gadow, 1980; Goldman, 1989). As Table 2-2
shows, the priestly model utilizes beneficence and nonmaleficence as primary
principles that, though important in themselves, do not adequately account for
either autonomy or justice. Similarly, the engineering model is frequently crit-
icized on the same basis, although if the engineering model is functioning as a
subset of the collegial model, this criticism could be avoided. The important
thing to note, however, is that as each physician develops his or her model of the
PPR, the aim must always be to fulfill the basic moral obligation of medical
practice—to benefit the patient.

OBLIGATIONS OF THE PHYSICIAN-
PATIENT RELATIONSHIP

Case 2-4. Dr. J. had cared for 55-year-old L.P. for 3 years. Although troubled
by hypercholesterol, she had been very compliant with the expensive
cholesterol-lowering medication he had prescribed and had done very well in
lowering her cholesterol into the normal range. L.P. was also pleased with
her care and so convinced her husband to come in for a physical exam. The
husband, B.P., was recovering from a severe heart attack 3 years earlier, but
his primary cardiologist had recently retired.

After Dr. J. finished his exam, he ordered a series of tests to evaluate
B.P.’s risk factors and then asked him to come back for a follow-up appoint-
ment. At the follow-up appointment, Dr. J. noted that BP’s cholesterol was
300 mg/dl, 100 mg/dl over normal, and so prescribed the same expensive
cholesterol-lowering agent that L.P. was taking. Unfortunately, B.P. was not
covered by the same insurance policy as his wife and so had to pay for the
expensive cholesterol-lowering agent. After 1 month of therapy, B.P. asked
Dr. J. to prescribe enough cholesterol-lowering medicine for L.P. so that B.P.
could take it also but not have to pay for it. L.P. and B.P. explained that all the
physician would have to do is prescribe a double dose for L.P., the insurance
company would never know, and their finances wouldn’t be so strained.

Dr. J. was upset with this request. He really enjoyed taking care of L.P.
and B.P. but also realized that to honor their request he would have to
deceive the insurance company. He explained his dilemma to the patients,
stated that he could not in good conscience deceive their insurer, but would



explore other options for B.P. so that he could continue to lower his
cholesterol. The physician eventually discovered that B.P. was eligible for
care at the local Veteran’s Hospital and could obtain his cholesterol-lowering
agents there. Even though B.P. and L.P. were initially displeased with the
physician for not honoring their request, they were happy that another option
was found for B.P. that would lessen their financial burden.

Regardless of how one structures the PPR, within whatever framework for
practice is selected, utilizing any set of the various principles, there remains for
each professional a common set of basic obligations that arise solely by virtue of
engaging in medical practice. As Scribonius Largus, a second-century Roman
physician made clear,

. . a central question is whether it is still possible to define some set of moral commit-
ments common to the profession. . . . If such commitments are to be found, they will
reside in the one medical reality that does not change with time—the need of the sick
person for the physician’s help and the promise the physician makes when he or she
offers to provide that help (Pellegrino & Pellegrino, 1988).

There are no doubt dozens of obligations that could be specifically articu-
lated; however, Bayles (1989) has identified six obligations as primary:

Honesty.
Candor.
Competence.
Diligence.
Loyalty.
Discreetness.

SR WN =

The intention here is not to establish a list of obligations that is either a max-
imum or a totality. Rather, these six obligations are inherent and essential to any
professional practice. The listed obligations thus form a minimum set, so that if
one wishes to establish a professional practice, these six obligations will need to
be consistently met. The priority of these obligations, and other obligations that
may be imposed on the physician, will be directly dependent on the principles of
practice, the framework of practice, and the model of relationship that is incor-
porated into that practice.

The six obligations actually form three sets. The first set, honesty and can-
dor, pertain to the way in which the professional communicates with the patient;
the second set, competence and diligence, describe the way in which the physi-
cian practices; and the third set, loyalty and discreetness, establish basic parame-
ters for the physician’s handling of the patient’s problems. With a recognition of
these obligations, and the general areas of their grouping, the physician will
then be able to structure each interaction with a patient. Moreover, these obliga-
tions provide a set of defining characteristics for the physician-patient relation-
ship regardless of model.

There is another dimension to these obligations that is also very important,
namely, that the establishment of a professional relationship requires that the
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person seeking the relationship, in this case the patient, be able to have trust and
confidence in the professional. As Case 2-4 shows, this concern with trust and
honesty also extends beyond the PPR to the physician’s interactions with other
members of the care-giving team or with society at large. This concern with trust
is especially important in light of recent studies showing that physicians reg-
ularly use deception in resolving ethical problems (Novak, Detering, Arnold, &
Farrow, 1989).

Although it should be the case that every licensed, established professional
will be trustworthy, that is obviously not the case. Each professional then has the
job of establishing his or her own trustworthiness, thereby establishing the
legitimacy of his or her professional practice. By consistently adhering to these
six obligations and practicing within a framework that recognizes the four basic
principles of practice, the professional will be able to develop that trust.

As with the four basic principles of practice, professional obligations are not
simplistic. For example, information exchange is a primary consideration in the
PPR. Honesty and candor both affect information exchange and involve impor-
tant elements of consent and truthtelling. Since professional obligations are so
complex and yet so crucial (Bayles, 1989), it is important to explore these obliga-
tions and their relationship to the principles of practice and the models of the
PPR already discussed.

The principle of autonomy recognizes an individual’s right to self-
determination. Although self-determination applies equally to physician and
patient, the physician—patient relationship is such that the autonomy of the
patient is at significantly greater risk than the autonomy of the physician. This is
especially true if the relationship is structured under the priestly or engineering
models, because both of those models rely on the primacy of the physician. From
the patient’s perspective, the principle of autonomy has its pivotal focus in the
issues of information exchange. This is because the exercise of autonomy, via a
decision process, requires that the individual making the decision have truthful
and relevant information on which to base that decision (Wright, 1987). Insofar
as the physician is not honest or candid with the patient, the information base
on which the patient’s autonomy rests is incomplete. As a result, any decision
the patient might make under the principle of autonomy will automatically be
deficient because of that lack of information.

The obligations of competence and diligence are different from the obliga-
tions of honesty and candor in that they speak directly to the way in which a
physician practices, and they add to the dimension of trust within the PPR that
honesty and candor are intended to help establish. When a person seeks out a
physician, there needs to be an assurance that the physician is competent to
practice. This does not simply mean having the M.D. degree from an accredited
institution but means in addition that the physician will have appropriate ex-
pertise in his or her area of practice, will be able to recognize when that exper-
tise is surpassed by the case being handled, and be willing and able to call on
other professionals for assistance in such cases. Moreover, the obligation for
competence requires that the physician maintain as current a level of educa-
tion as possible, keeping up with the new developments in his or her area of
practice.

Diligence, on the other hand, is a requirement that the physician devote
appropriate efforts, not just expertise, to the care of the patient. In this regard,



the physician who schedules 5-minute office visits so that the largest number of
patients possible may be crammed into each hour of office time is not practicing
with diligence. Although some cases may be adequately handled within 5 min-

35

OBLIGATIONS OF
THE PHYSICIAN-

utes, a large majority of cases cannot be, and thus the physician’s attention to the  pATIENT RELATION-

needs of the particular patient will necessarily be diluted.

The physician’s diligence may also be diluted because of feelings toward the
patient or because of untoward circumstances under which the patient is being
seen. Case 2-1 is an example of this problem, given the late hour of the visit, the
patient’s history of noncompliance, and the physician’s dislike of performing
certain procedures. If the resident had not gone ahead and done the rectal exam
or had not seen the patient in the first place, the obligation of diligence would
have been violated. Thus, although dilution of attention is the focal point of the
obligation for diligence, other factors are also important. Each person who enters
into a PPR has a legitimate expectation of adequate attention, i.e., diligence from
the physician.

The final set of obligations, loyalty and discreetness, have to do with the
way in which the physician handles the information that is received in the PPR.
The long-time concerns with privacy and confidentiality, expressions of which
go back at least to the Hippocratic Oath, become of paramount importance. A
physician who is loyal to his or her patient will be an advocate for that patient
and act on the patient’s behalf in all appropriate ways. However, discreetness
imposes the maintenance of privacy and confidentiality in doing so as a funda-
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Figure 2-2. The PPR in detail.
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mental moral requirement. Although the law and other professional respon-
sibilities may on occasion require that the obligation for discreetness and loyalty
be mitigated, for example, in the reporting of communicable diseases, the basic
requirement is to maintain loyalty and discreetness.

Although this discussion of professional obligations, as with the other dis-
cussions in this chapter, has been brief, it should be clear how important these
obligations are, not only to the PPR but to the practice of medicine as a whole. It
is thus incumbent on each practicing physician to become more familiar with the
requirements of these obligations and come to understand how they function
within the PPR. These obligations, together with the relationship model, the
framework for practice, and the principles of practice, together describe the
physician—patient relationship, as shown in Fig. 2-2.

DECISION MAKING AND THE PHYSICIAN-PATIENT
RELATIONSHIP

Case 2-5. A 6-week-old infant is admitted to the ICU with a diagnosis of
pneumonia, complicated by the fact that the child’s lungs are not well devel-
oped as a result of premature delivery. For 2 days the child does well on
medication but on the third day after admission develops chicken pox. The
pox are severe and, when combined with pneumonia, cause respiratory
arrest. The child is intubated and put on a respirator. The parents are con-
tacted and indicate they want “everything possible” done for the child. The
respirator is continued. Again the child does well initially, but within 24 h Po,
(level of oxygen in the blood) begins to fall, Pco, (level of carbon dioxide in
the blood) begins to rise, and blood pressure begins a steady decline. The
parents are again contacted and request that all available means be used to
save their child. An IV cutdown is thus done for administration of medications
and plasma. On day 5, while an arterial blood gas is being done, the cutdown
is damaged, necessitating yet another. Several attempts are made at cut-
down, and it is determined that only a very deep artery is accessible. The
child is sent to surgery, and a central line is inserted. On day 6 new blood gas
tests show a Po, of 23, a Pco, of 70, and a pH of 7.1 despite 100% O, and
mechanical ventilation. The child’s heart continues to beat on its own until
early on day 7, when it suffers cardiac arrest. After 20 min of resuscitative
efforts, the physician wonders whether to continue or not. He knows that the
parents want “everything” done but believes that the child has suffered
enough and has no real hope of recovery. After one more round of drugs, the
team agrees that the code is having little visible effect. The process is halted,
and the child is pronounced dead.

Now that the PPR has been more carefully detailed, it becomes important to
see how that relationship and the practice of medicine come together into a
coherent whole. This is done by first showing the key components of the medi-
cal decision-making process and then showing how those components relate to
the PPR.

While the medical decision-making process is extremely complex, involving



multiple components and interactions, it may nonetheless be understood as
containing five key components:

Data base.

Values.

Action constraints.
Decision theory.
Ethical theory.

I NS

Each element of the medical decision-making process can be roughly categorized
as falling under one of the five basic components of the decision-making process
(Wright, 1987).

It may be a surprise to see this listing, since people frequently believe that
the only concern of medical decision making is data collection. Although data
are important—no good medical decision can be made in the absence of good
data—the other components of the decision process each play a role as well.
Granted, the role of each will vary from situation to situation, with one being
more important than another in different cases; however, they are each always
operative at some level in the process.

To see this more clearly, consider first of all the well-known data compo-
nent. Here the physician attempts to obtain all relevant data from the case at
hand. The data include not only information about the presenting problem but
also information from the medical history, physical examination, and laboratory
results, which aid understanding the presenting problem. Background knowl-
edge and understanding of the data-gathering physician are also relevant com-
ponents of the data process. There are, however, two important caveats: first,
we never have all the data we want, and the certainty of what we have is always
in doubt (Kassirer, 1989); and, second, there can be no utilization of these data
without some component of decision theory. Decision theory encompasses the
logic and structure of the decision process according to which the data are
analyzed and a diagnostic conclusion is reached.

This interaction between the data and decision theory components does not
finish our story, for the values that we impose on the situation, the action
constraints that impose themselves on us, and the ethical theory on the basis of
which we morally justify our decisions also play a role. For example, a decision
process based on the given data may indicate a specific course of action as
optimal for the patient’s current complaint. Nonetheless, in some cases the
optimal course of action cannot be taken because there is some action constraint
in place. The most common action constraint is time; in many instances, the time
it would take to exercise a certain decision is simply not available. This is particu-
larly true in emergency situations where action must be taken immediately to
save the life of the patient. Economics is another action constraint. For example,
if optimal treatment entails a $4.00-per-tablet antibiotic three times a day for 10
days, but the patient is uninsured and unemployed, the physician’s choice of
antibiotic is limited.

The values the physician and the patient each bring to a medical situation
are also important factors in the decision process. It is a simple fact of human
nature that each person is who he is because of the values that he holds and
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exercises. These values not only frame the way in which a situation is perceived
and thus the problems that situation presents, but they also make possible a
selection of options for handling that problem and are instrumental in the choice
of one option to resolve the problem. Even the scientific information that is
utilized in the decision-making process, flowing out of the data base, is heavily
influenced by values. For example, in different hospitals the “normal” range for
laboratory “values” is different. Thus, there may be disagreements between
physicians as to whether or not a specific numerical report for a given test is
“within normal limits.” This is a value judgment. In addition, economic, social,
political, legal, religious, and ethical values accompany problem situations that
the decision-making process is intended to resolve. These values influence the
decision-making process, playing a role commensurate with their importance to
the individual who holds the values.

Finally, ethical theory plays a role in the decision-making process because
each of us utilizes ethical theory, usually without realizing it, to order the basic
set of values that influence our decisions. Historically, people have traditionally
used three different theoretical frameworks for ordering their ethical values:

1. Consequences.
2. Duties.
3. Rights.

The person utilizing consequences, for example, would order her values so that
they would support production of the best possible set of consequences in any
situation. The principles of beneficence and nonmaleficence are primary within
a consequences-based ethical theory. A person who utilizes a duty framework
would order his values so that it would be possible to achieve what he believed
his duty required. Thus, if preservation of life is perceived as a duty, the physi-
cian will place high priority on values that promote the preservation of life, for
example, refusing to perform abortions or to discontinue life support. The prin-
ciple of justice is primary within a duty-based ethical theory. Finally, the rights-
based theory would be reflected in an ordering of values that promoted the
protection and exercise of individual rights. For example, upholding the right to
privacy would require ordering values so that confidentiality of medical informa-
tion could be adequately maintained. The principle of autonomy is primary
within a rights-based theory. These ethical theories vary between individuals
only in their frequency of use. What does vary significantly between individuals
is how specific values are ordered within the operant theory.

The medical decision-making process is influenced by the ethical theory of
the individual decision maker in the same way that it is influenced by the values
of the individual. Each individual’s ethical theoretical framework, i.e., how he or
she views matters of morality, also affects seeing the problems, selecting alterna-
tives to resolve those problems, and resolving the problem. Thus, a person
working within a consequences-based theory will approach some problems dif-
ferently than will the person working within a duty- or rights-based theory.
Interestingly, however, the different approaches do not necessitate mutually



exclusive considerations, so that persons utilizing different theories and differ-
ent values may nonetheless reach agreement in a problem resolution situation.

The five components of the medical decision-making process may be sche-
matized to show how they influence each other in that process. Figure 2-3 shows
each of these five components as having a direct bearing on the resolution of the
clinical problem.

Case 2-5 is a good example of how these components come together in a
decision-making situation. To begin, the physician must make clinical deter-
minations based on clinical data. The blood gases, ventilator settings, etc. are all
part of the information needed for those determinations. In addition, however,
the values of the physician and parents come into play. The parents, for exam-
ple, have asked that “everything” be done; for them, the value of their child’s life
is most important. The medical team, on the other hand, has serious concerns
about this request, since they see the deterioration of the infant’s condition and
are concerned that they are passing from beneficence to maleficence in treating
the child. After all, high-tech intensive care is not benign, and when results
continue to deteriorate, the relative value of that care also declines in com-
parison to its benefits.

Whenever care is initiated, however, as in Case 2-5, it is difficult to discon-
tinue. Some might argue that care should have been discontinued on day 5,
rather than inserting the central line, because it was already apparent by then
that there was minimal hope for the child’s recovery. Notice, however, that this
is also an expression of values in this case. Moreover, the possible legal implica-
tions of discontinuing care may have served as an action constraint, keeping the
team from withdrawing to a “comfort only” level of caregiving.

There are also questions in this case about the decision-making process.
What role should the parents have in the decisions that were made to continue
maximum efforts? If the medical team truly believes that it is not in the child’s
best interests to continue maximum efforts, why ask the parents what they want
done? Why not simply tell them that all reasonable means have been exhausted
and there is nothing more that can be done that will benefit their child? Were
that done, the child could still have comfort care without being subjected to futile
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Figure 2-3. Interaction of decision-making factors.
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aggressive care. Moreover, there would have been no pseudorole for the parents
in the decision process. In any case, note that all these matters are a function of
the decision theory component.

Finally, Case 2-5 presents important considerations of ethical theory. For
example, one reason to continue maximal efforts, despite apparent negative
results, is that a duties-based ethical theory would require such action. For
example, if one assumes that a physician has an absolute duty to preserve life
at all costs, regardless of the effort required, the physician could be seen as hav-
ing a duty to continue, regardless of poor outcome. On the other hand, the
final cessation of CPR so that death may finally have its way can be legitimate-
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Figure 2-4. The complex PPR.



ly seen in the understanding that each person has a right to die with dignity
in the absence of interventions that do no more than prolong the dying pro-
cess. A consequences-based theory would also permit cessation of CPR on the
grounds that the consequences of continuing did not outweigh the consequen-
ces of stopping, since the best hope was for recovery of a seriously impaired
infant.

Although the above is only a brief analysis, it is intended to show how the
decision components each come into play in a given case decision. At the same
time, because this medical decision-making process, with its five major compo-
nents, functions within the PPR, it is important to understand how all various
factors that have been discussed in this chapter come together. In Fig. 2-4 we see
the original diagram of the PPR as the intersection of the spheres of life for a
physician and a patient. That PPR is then seen to consist of the four major
components that are developed in the tree diagram, whereas the decision-
making process is seen to function within the sphere of life that is defined by
that PPR.

CONCLUSIONS

Although this all may seem very confusing, the remainder of the textbook is
intended to discuss and delineate components of the decision-making process
and further explicate elements of the PPR. Through a discussion of the PPR as an
outgrowth of the intersection of two human lives, we hope that considerations
of the PPR’s complexity may be seen as important. Moreover, the PPR, because
of this importance, should be understood as the keystone element in the overall
development of the physician.

As described in this chapter, the PPR is an elaborate mixture of considera-
tions about the principles and framework within which the physician will prac-
tice. It is also an understanding of the models and obligations that affect the
relationships that develop as a function of that practice. Accordingly, the PPR
must develop from these elements, although within the context of the value
system of the physician.

When seen in its broader context, the PPR is also recognized as the influenc-
ing factor for a physician’s overall attitude toward each aspect of his or her
practice. Thus, the coupling of the multiple components of decision making with
the practice and relationship characteristics of the PPR then encompasses an
overarching structure that is itself the practice of medicine.

Because it is difficult to understand all of these components and their inter-
actions in practice, they are referred to in different ways throughout the text. The
concluding chapter then brings all these elements back together again into a
coherent view of medical practice. The materials in this chapter are thus pre-
sented as a schematic, as an outline of ideas into which the remaining materials
of the text may be structured. It is within this schematic that the PPR, and the
practice of medicine itself, occurs. It is within this schematic that the physician
must come to understand the various components of his or her practice, so that
the development of that practice might be directly determined in a thoughtful,
consistent manner that will result in the best possible patient care.
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CASES FOR DISCUSSION

Case 1

Jennifer L. is a 19-year-old who has been admitted to the medical service of
City Hospital for treatment of thrombosis and resulting pulmonary embolism.
She is in severe distress from the emboli, thus requiring medication for pain
as well as heparin to prevent further blood clots. She was started on intra-
venous fluids containing the appropriate dosages of heparin. On the second
day of treatment, the patient pulled the IV and refused further treatment that
requires injection or intravenous infusion. Jennifer is clearly too sick to leave
the hospital, since the release of emboli continues, and such release would
be seriously life-threatening. In staff conference, the following courses of
action are suggested: (1) increase the dosage of pain medication, thus effec-
tively reducing her ability to object, and then continue with the required life-
saving treatment; (2) treat her refusal of prescribed treatment as equivalent
to her signing out of the hospital against medical advice and have her trans-
ported back to her home; (3) call for a psychiatric consultant to determine
whether Jennifer is considered competent: if she is not, then obtain a court
order for her treatment; if she is, then decide between choices 1 and 2.

1. Discuss these alternatives and propose a solution to this problem. For purposes of
discussion, assume that the IV heparin is the only treatment available with any
hope of alleviating Jennifer’s thrombotic disease. How will the solution be different
with the disease-oriented or patient-oriented framework?

2. Assess the application of the principles of practice and determine which is most

important in this case.
3. Determine which ethical theory approach you are utilizing to resolve this situation.

Case 2

You are seeing as a new patient an 18-year-old girl who is approximately 3
months pregnant. She has been in psychotherapy because of feelings of
inadequacy. In her relationships with men she has frequently been exploited,
but she repeatedly engaged in such relationships because sexual inter-
course gave her a feeling of acceptance and seemed to prove to her that she
possessed adequacy as a woman. She did not use birth control pills because
she never planned to have intercourse.

She is undecided about marrying the father of the child because she is
not sure that she loves him. He has offered to marry her, but his interest
appears to be mainly one of duty. She is also undecided about whether or not
to have the child. She has spoken to friends, some of whom advised one
course of action and others the opposite.

She is mildly depressed about her state and feels that this is just another
in a lifelong series of mistakes. She wants advice on what to do and so
comes to you because her friend told her you are “a great doctor and really
understanding.”

1. What elements of the PPR are most important here?
2, Which decision-making factors are most crucial to the advice you will (or won't)
give?



Case 3

John and Marsha are both 23 years old and have been married for 5 years.
Although Marsha has been pregnant seven times, she has been unable to
maintain a pregnancy, with spontaneous abortion having occurred in each
case. Now she has carried to term and successfully delivered a baby girl;
however, the baby is severely affected by Down’s syndrome. In addition, it is
discovered that the child has a duodenal obstruction that could be easily
corrected with surgery. Without the surgery, the baby will surely die; with the
surgery, there is no question but that it will live and be healthy.

After the physician explains the baby’s problems, she requests consent
to perform the surgery, but John and Marsha refuse. Although they have
been trying to have a baby, they say they don’t want one who won't be
“normal” and so will keep trying. The physician carefully explains that the
baby will die without surgery, but they still refuse.

State law allows the physician to request a court order for the surgery to
save the infant’s life, but the physician wonders whether she should honor
the parents’ wishes, since it is their child, not hers.

1. How, if at all, does the PPR affect the physician’s decision?

2. Do any of the principles of practice justify the parents’ decision?

3. Would any of the principles justify the court order? Would any of the ethical
theories justify a court order?

Case 4

The police bring a patient into the ER for minor injuries following an auto
accident. While he is being cared for, the officer requests both a blood
alcohol test and a blood barbiturate test on the patient. In addition, the officer
asks the nurse to check the patient’s pockets to see if he is carrying any
narcotics or other controlled substances. The law is such that an officer may
request that a blood alcohol test be drawn, but he may not request that only a
blood barbiturate be drawn. Also, the law is such at the time that the officer
may not search without cause, but anything that is discovered by the nurse
could be used as evidence, since the police did not do the search.

1. As the ER resident in charge of this case, would you permit the nurse to do the
search? Why or why not, on the basis of the PPR?
2. Discuss each of the six relationship obligations in the context of this case.

Case 5

A third-year resident on call was paged to come to the emergency room at 3
A.M. to take care of a 2-year-old who was brought in by her mother because
the child was “scratching at her bottom.” When the resident arrived the
mother said she became very concerned about the child’s scratching when
she saw little “worm-like” things around the child’s rectum. The resident
quickly diagnosed a pinworm infection and then excused himself from the
room saying that he had to talk with another physician about the case, but
inside being furious that the patient woke him from a sound sleep for such a
minor medical problem.
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As he was cooling off, the resident debated whether he should actually
prescribe treatment for the pinworm infection or ask the mother to bring the
child bask during daytime office hours to reinforce the fact that this was an
inappropriate use of ER facilities. He also knew that no pharmacy would be
open in the middle of the night to supply the patient with medication anyway,
the emergency room didn’t have the necessary medicine, and so there would
be no significant delay in treatment if he required the patient to come back
during daytime office hours. He soon realized, however, that if he handled
the problem tonight the patient and her mother wouldn’t be a burden on office
staff during the day, and his real reason for making the patient return was not
so much as a reinforcement of what he wanted the patient to do but more
revenge for waking him up in the middle of the night.

The resident went back into the room and prescribed appropriate thera-
py. He then gently stated to the patient that as pharmacies were not open
and as this was a relatively minor medical problem, it would probably be best
for her to take care of such problems during daylight hours. The patient
became extremely angry at the resident’s suggestions and left in a huff. The
next day the resident learned that this was a frequent occurrence with this
patient and that the whole practice was struggling with her inappropriate use
of the emergency room.

1. Analyze this case using each component of the PPR discussed in this chapter.
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PART II

Processes of Clinical Practice

How physicians can best care for patients is also a source of surprising con-
troversy. Whereas traditionalists advocate a more formal exhaustive approach,
new research is beginning to support a more collaborative, goal-oriented, pro-
cess model of interviewing, examining, decision making, and managing. This
section describes both sides of this controversy in the hope that exploring the
tension between the two approaches can develop a new, more workable syn-
thesis.



CHAPTER 3

Interviewing and
History Taking

Alvah R. Cass and L. Peter Schwiebert

Case 3-1. It is July 1, and K.M. is a third-year student preparing for his first
day on an inpatient service. The second-year resident with whom he is
working tells K.M. about a patient just admitted with chest pain, saying, “This
should be a good patient for you. Take a medical history from him.” The
resident then walks off, leaving him, starched white coat, spanking new
stethoscope, and all, standing at the door of the patient's room. This is the
moment for which he has been waiting, “real clinical medicine,” but he can't
help also feeling somewhat anxious. What should he ask? How can he put
the patient and himself at ease? How can he get appropriate information so
that he can “shine” on rounds?

INTRODUCTION

K.M. has been asked to obtain a medical history. To obtain this history, K.M. will
have to interview his patient. Although many physicians feel that interviewing
and obtaining a medical history are the same, the interview process is much more
than simple data gathering; it includes the physician-patient interaction that
occurs during data gathering. For instance, a questionnaire completed by a
patient while waiting to see a physician or dentist is a medical history. Clearly,
there is no interpersonal interaction involved in completing this task. On the
other hand, an interview taking place between K.M. and the patient with chest
pain concerns itself not only with data gathering but also with biases, body
language, nuances in speech, and how questions are phrased. All these subtle
communication processes can have a profound impact not only on how success-
ful K.M. is in obtaining the necessary medical history for rounds but also on how
successful K.M. is in establishing a relationship with his patient.
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What is effective interviewing? It involves putting the patient at ease, get-
ting to the heart of the patient’s concerns, gathering accurate data, and arriving
at an appropriate assessment of the patient’s problems. Later phases of the
interview process involve negotiating with patients over treatment plans and
implementing those plans. Thus, effective communication facilitates the process
of clinical decision making and management.

FUNDAMENTAL CONCEPTS

A skillful interviewer must understand several basic concepts. First, the
medical interview is a scientific method that “measures” the patient’s signs and
symptoms. The medical interview should therefore reflect all of the desirable
characteristics of any scientific test, including objectivity, precision, accuracy,
sensitivity, specificity, and reproducibility (Feinstein, 1967).

The second concept is that the physician is the instrument that quantifies
the patient’s signs and symptoms through his or her interviewing skills. Taking
this a step further, the physician not only “measures” the signs and symptoms
but also analyzes them (Coulehan & Block, 1987). Analysis influences further
data gathering, data gathering influences analysis, and so on. Thus, the inter-
view is a circular process in which the physician, as both a test instrument and
an analysis instrument, is a source of error in the measurement process. He or
she can readily and unexpectedly introduce bias into the process. The physi-
cian’s clinical knowledge, skills, values, beliefs, prejudices, family-of-origin is-
sues, and past experiences are sources of bias that can undermine the scientific
basis of the medical interview. For example, a physician who comes from a
family that forbids alcohol, is a proponent of fitness, and believes obesity is a
result of inadequate willpower is unlikely to be objective when interviewing an
overweight, alcoholic man with chest pain.

The patient also influences the scientific basis of the interview process. The
patient, having experienced various signs and symptoms, must try to accurately
relate them to the physician. As with the physician, the patient’s account of the
situation will be influenced by his or her knowledge, values, beliefs, prejudices,
family-of-origin issues, and past experiences with the health care system. For
example, a patient who has seen several doctors without getting better, doesn’t
like professional women, and is worried about having cancer is unlikely to be
entirely open and candid with a female intern in an ambulatory clinic.

Therefore, although only two people may be present in the medical inter-
view, the interview process can be quite complex and is prone to many types and
sources of error. Three common types of errors that produce inaccuracies in the
histories obtained from the interview process include failure to clarify confusion,
failure to delve into denial, and rating the reliability of information provided
during the interview too quickly (Riegelman, 1981).

Interviewers and patients can introduce confusion into the interview pro-
cess. The interviewer can add confusion by using technical terms or medical
jargon. Patients inadvertently add confusion when using common terms to de-
scribe symptoms and illnesses. Phrases such as, “I have a cold,” “I feel sick,” or
“I think I have a stomach flu” can mean many different things to different



people. Failure to clarify the confusion introduced by various terms or phrases
can lead to misdiagnosis and inappropriate advice or treatment.

Conscious or unconscious denial is a major impediment to accurate history
taking. The interviewer should always keep in mind that denial is a common
coping mechanism and be alert to cues that may indicate that the patient is
denying important aspects of his or her presenting problem. Vague or confusing
descriptions of problems or information that does not fit well with the rest of the
findings can be cues to denial. The effective interviewer must be willing to delve
into denial in a nonjudgmental manner.

Rating reliability too quickly refers to categorizing patients as good histo-
rians or poor historians. Prematurely judging the patient as a poor historian
leads the interviewer to mistrust or disregard the information the patient is
providing. The effective interviewer will continually suspend judgment while
seeking ways to help the patient provide the most accurate description of his or
her problem.

These biases can be minimized by careful application of clinical knowledge
and close attention to the essential attitudes and communication skills described
below.

INTERVIEWING SKILLS

A medical interview, like any form of dialogue, depends on the participants’
abilities to articulate their points of view clearly and to correctly understand and
comprehend each other’s perspective. Therefore, the success of the medical
interview process is directly related to the interpersonal and communication
skills of the participants. For the purpose of this discussion, three broad catego-
ries of interpersonal and communication skills are considered: essential atti-
tudes, nonverbal skills, and verbal skills.

Essential Attitudes

Carl Rogers (1961) and others have identified several essential attitudes
necessary to the effective interviewer. These include unconditional positive re-
gard, genuineness or congruence, and empathy.

Unconditional Positive Regard

Unconditional positive regard or respect is the ability to view the patient as
a unique person, suspend critical judgments, and accept the patient as he or she
is (Coulehan & Block, 1987). This requires that the physician not measure pa-
tients against his own values and beliefs. Just as the physician’s personal values
and beliefs help him deal with the rewards and tragedies of life, similarly the
patient’s values and beliefs, even though they may be at odds with the physi-
cian’s, are methods for coping with life events. Accepting that people cope
effectively in different ways is the first step to developing unconditional positive
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regard. Remembering that all people experience emotions, have pride, and need
nurturing relationships is also essential to developing a respectful attitude.

Congruence

Genuineness or congruence is the ability to be oneself in a relationship, not
hiding behind a role or creating false pretenses (Coulehan & Block, 1987). Con-
gruence requires honesty, but brutal honesty must often be tempered by good
judgment. Congruence means being precise about one’s role in the health care
team, not encouraging or promoting misconceptions on the part of the patient,
and, importantly, being able to say, “I don’t know.” Developing an acceptance of
one’s own limitations, fallibility, and vulnerabilities is an essential ingredient of
congruence. Incongruence in a doctor—patient relationship will usually be dis-
covered and lead to feelings of betrayal and anger in the patient.

Empathy

Empathy is the ability to sense the patient’s experience and feelings accu-
rately and to communicate to the patient that you understand the types of
feelings he is experiencing and the intensity with which he is experiencing them
(Coulehan & Block, 1987). Empathy in the medical interview means being recep-
tive to all forms of input from the patient including content, feelings, emotions,
and behaviors. Secondly, it means being able to process that information and
demonstrate to the patient that he or she was heard and understood. The inten-
sity of feelings and emotions must also be accurately identified. Understating or
overstating an experience can be as distracting to the interview process as ignor-
ing the emotions entirely. Empathy requires the physician to be a skilled ob-
server and listener and to respect the patient’s feelings and vulnerability.

Nonverbal Skills

Nonverbal communication skills are those behaviors and utterances that
facilitate effective communication independent of the verbal content of the com-
munication.

Attending Skills

Attending skills are those behaviors that communicate nonverbally to the
person being interviewed that the interviewer is ready to listen, interested in
him, and regards him in a positive manner. Three basic behaviors are important
to attending skills: eye contact, posture, and setting a positive environment.

In most western cultures maintaining comfortable eye contact with the per-
son being interviewed is important for communicating readiness, interest, and
respect. Maintaining eye contact can be viewed on a spectrum from no eye
contact to uninterrupted staring. Obviously, the extremes are equally distractive
to effective communication. Therefore, eye contact should be comfortable to
both the interviewer and the interviewee. There should be natural breaks in eye



contact. Eye contact should be maintained at a comfortable distance, somewhere
between 3 and 4 feet.

Posture refers to the positioning of the interviewer’s body in relation to the
person being interviewed. Generally, the interviewer’s posture should be an
open posture, with the arms and legs uncrossed. The interviewer should be
facing the patient or at a slight angle, preferably seated at a comfortable distance
from the patient and at the same eye level. If the patient is seated on an examin-
ing table, the interviewer should position himself at the same eye level. Sim-
ilarly, the interviewee should be positioned in a comfortable manner to meet his
or her personal needs.

Setting a positive environment means that the interviewer takes responsi-
bility for making the interview milieu comfortable and free of interruptions. A
positive environment is physically and emotionally comfortable. The setting
should provide privacy, and distractions should be minimized from both exter-
nal and internal sources. For example, the room should be at a comfortable
temperature with good lighting and appointed in soft colors. The door should be
shut, with a minimum of sound from the exterior coming into the room. Other
personnel in the setting should know not to interrupt the interview unless it is
absolutely necessary. Internal sources of distractions, such as leafing through a
chart, daydreaming, or nervous habits that distract the interviewee from the
interview process should be eliminated if possible.

Facilitative Cues

Facilitation skills are those utterances or movements that encourage the
patient to continue talking. They also communicate interest or concern. These
include such behaviors as gentle nodding of the head periodically as the patient
is speaking and careful use of utterances such as “uh-huh” or “mm-hm.” A
period of silence can serve as encouragement for the patient to continue to
speak. Various types of hand motions can also encourage the patient to continue
talking, and subtle behavior such as leaning forward or leaning back while the
patient is speaking can encourage him to talk or be silent. On the other hand,
inappropriate or too frequent use of facilitative cues can disrupt the interview
process.

Verbal Skills

Verbal communication skills are those skills that are related to speaking and
are directly dependent on the content and structure of speech. Verbal skills can
be divided into three broad categories: questioning skills, responding skills, and
sharing skills.

Questioning Skills

Questioning skills are a group of verbal communication skills that assist the
interviewer in gathering information. A question not only constitutes a request
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for a response from another person but can also guide the respondent to give a
certain type of response. Questions can also be divided into four broad types.

Open-ended questions are questions or directive phrases that do not have a
simple yes, no or other preconceived correct answer. Open-ended questions
tend to facilitate communication by encouraging the patient to tell his or her
story in his or her own words. Open-ended questions can serve several func-
tions in the medical interview, including description, explanation, or evaluation.
A descriptive open-ended question may take the form of a request such as
“Please, tell me more about the symptoms you have been experiencing during
the last few days?” An explanatory open-ended question asks the patient to
explain his or her understanding of a situation. For example, the physician may
ask the patient, “What do you understand about high blood pressure” Finally,
evaluative-type open-ended questions are useful in helping the patient describe
the significance of a situation or to explain his or her opinion. For example, a
patient may be asked, “How effective has the nicotine gum been in helping you
stop smoking?” Open-ended questions are frequently used early in the inter-
view process to expand the dialogue and encourage the patient to tell his or her
story. On the other hand, extensive use of open-ended questions can become
frustrating to the patient, prolong the interview process, and detract from effec-
tive data gathering.

Focused or closed-ended questions are questions that direct the patient to a
specific answer. These questions can frequently be answered by yes or no or
have a simple definitive answer. Focused questions are frequently used to fine-
tune the physician’s understanding of a problem and to clarify details that the
patient may not have addressed in response to an open-ended question. An
example of a closed-ended question is, “Does the pain ever radiate into your
neck?” This type of question is directing the patient to consider a specific possi-
bility and could be answered yes or no. If the preceding questions have been
open and facilitative, closed questions may result in a more expanded answer.
For example, the patient may say, “It never radiates into my neck, but I had
noticed that it moves into my back and shoulders.” An interview full of focused
questions will tend to limit the participation of the patient and put the inter-
viewer or physician at risk of creating a story different from what the patient
truly has experienced.

A British study of 2000 consultations in general practice (Byrne & Long,
1976) showed that 75% of interviews were “doctor-centered” and made use
almost exclusively of closed-ended questions about the patient’s first complaint.
The interviews were also characterized by frequent brushing aside of hints of
other problems and ignoring important clues to other significant patient prob-
lems. Byrne and Long’s study also described the “patient-centered” interview in
which effective use of open-ended questions occurred, which left patients free to
answer questions from their own perspective.

The use of circular questions is a more sophisticated type of information-
gathering skill that asks the patient to provide information from a different
perspective or from someone else’s perspective. Circular questions are often
very effective for gaining an understanding of the subtle nuances of a problem.
For example, a 4-year-old child is being seen by a physician. In reviewing the
child’s past medical history, the parents state that the child had drowned in a
swimming pool, was resuscitated, and was comatose on a respirator for 3 days



before regaining consciousness. The physician, thinking that brain damage
could have occurred, causing growth or developmental delays, asks the parents
if the child has had any problems in growth and development. The parents reply
no. The physician, suspicious that this might represent denial, could ask a
question such as “If Sally’s grandmother were here, how would she describe
Sally’s growth and development?” or the physician might say, “What have other
people said about Sally’s verbal maturity?”

A leading question is a question that suggests an answer. Door-to-door
insurance salesmen are highly skilled at the use of leading questions. For exam-
ple, a salesman in a customer’s home with perhaps his wife and children present
may ask “You wouldn’t want to leave your family unprotected in case of your
unexpected death, would you?” The answer is obviously no. Similarly, a medical
interviewer can ask leading questions of a patient and put him in the same
uncomfortable position of having to give the “right answer.” For example, in
talking to a patient with chest pain, the doctor may say, “You haven’t experi-
enced this pain with exertion, have you?” Even if the patient does have exertion-
al chest pain, there is a possibility that he may minimize this particularly impor-
tant symptom or actually agree with the physician out of respect and to avoid a
conflict. In general, leading questions should be avoided or kept to an absolute
minimum.

Questioning skills are useful for gathering information about the patient
and the patient’s problem. Open-ended questions, nonjudgmental focused
questions, and circular questions encourage the patient to tell his or her story in
his or her own way. They also indirectly communicate the interviewer’s interest
in hearing what the patient has to say and thus create a positive environment for
the medical interview.

Responding Skills

Responding skills are a set of communication skills that enable the inter-
viewer to demonstrate to the patient that he or she has been heard and under-
stood. Responses can be made to content, feelings, or both.

The simplest responding skill is parroting or paraphrasing. Parroting simply
means repeating the last few words that the patient said. This demonstrates that
the interviewer is listening to the patient and frequently encourages the patient
to continue. Paraphrasing is slightly more sophisticated than parroting. It offers
a brief summary of a small amount of content and helps to check the accuracy of
what the interviewer has heard.

Summations are another form of responding to content and are usually
somewhat lengthier and deal with a larger amount of information than para-
phrases or parroting. Summations are used effectively throughout an interview
to help the interviewer make sure that he has heard the story correctly. They also
help patients stay focused on the problem as they are describing their situation.

Responses to feeling can take many forms. Such responses are particularly
useful for demonstrating true understanding of the patient’s plight and to com-
municate compassion. For example, a physician noting the angry scowl of a
patient who has been waiting for over an hour to see her may respond, “You
seem angry. Is it because you have been waiting so long to see me?”

Sympathetic responses communicate to the patient how the interviewer or
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physician feels about what has been said or what has happened. Sympathy
demonstrates that the physician is in touch with the emotional aspects of a
problem but does not always demonstrate that he is in tune with the patient’s
feelings or emotions. For example, a patient comes to the doctor because of
trouble sleeping. During the course of the interview the doctor discovers that the
insomnia started 6 weeks ago after the patient’s father died in a nursing home.
In response to this new piece of information, the doctor replies, “Oh, I'm very
sorry to hear about your father; I know the two of you were very close.” Al-
though this expression of sympathy may be comforting to the patient, it
does not fully demonstrate that the physician understands what the patient is
feeling.

Empathetic responses demonstrate that the physician understands the feel-
ings that the patient has experienced. For an empathetic response to be effective,
the patient must perceive it as genuine and sincere. To illustrate this, reconsider
the previous scenario. Instead of expressing only her sympathy, the doctor could
lean forward to the patient, reach out, and touch her hand, establish good eye
contact, and say, “I know how close the two of you were; I imagine you feel very
much alone without him.” This conveys to the patient a genuine level of under-
standing by the physician. In contrast, the same statement made while the
physician is leaning back and leafing through the chart is less likely to be re-
ceived as sincere.

Interchangeable responses are responses that link content with feelings.
Interchangeable responses very clearly and effectively demonstrate to patients
that they have been heard and understood. An interchangeable response to the
previous example might be phrased as, “You're feeling some deep regret be-
cause you had to place your father in the nursing home.” Interchangeable re-
sponses frequently encourage patients to be more open and more honest during
the interview process.

Like leading questions, the denial type of response should be avoided.
Denial responses negate the feelings expressed by the patient. For example, a
patient may say, “I was absolutely terrified that this lump may be cancer!” A
denial response would be, “Oh, I'm sure it wasn’t that frightening for you,” or,
“That’s ridiculous, it’s just a simple bump.” Clearly, denial responses detract
from the interview process.

Sharing Skills

Sharing skills are a set of communication skills that enable the interviewer to
communicate clearly his or her perspective to the patient. These skills are useful
when information is shared with the patient. Sharing skills enable the patient to
be aware of the physician’s point of view and help the patient to acquire needed
information. They also serve to help the patient focus on important issues and,
when effectively applied, facilitate the acceptance of the physician’s opinion by
the patient. In response to sharing skills, patients will frequently be stimulated
to explore and resolve discrepancies in their understanding of the problem when
compared to the physician’s perspective. Sharing skills include description, gen-
uineness, self-disclosure, and constructive confrontation.

Description is a simple skill that allows the interviewer to state objectively
what was seen, heard, or observed over the course of the interview. Description



skills are frequently used to validate or explain why the physician has come to a
given conclusion. For example, a patient presents to the office with an upper
respiratory tract infection and, during the course of an interview, expresses
particular concern about pneumonia. A descriptive statement such as, “You
don’t have any fever and I don’t hear any abnormal sounds in your chest. I think
pneumonia is extremely unlikely,” provides explanation and reassurance to the
patient.

Genuineness is a communication skill that enables the interviewer to ex-
press feelings about the patient or about some aspect of the patient’s problem.
Genuineness differs from empathic responses in that empathy identifies the
feelings within the patient whereas genuineness identifies feelings within the
interviewer. The interviewer must be careful that genuine statements be made in
a nonthreatening, accurate, and specific context. Frequently, genuine statements
can be used to acknowledge a patient’s compliance to a medical treatment plan
or ability to articulate a problem. For example, a patient who has recently been
diagnosed as having diabetes mellitus and has been put on a weight reduction
diet returns to the office for a follow-up visit having lost 5 Ib. A genuine state-
ment that recognizes this success might be, “I noticed you have lost 5 Ib since
your last visit. I'm very pleased with your progress.”

Self-disclosure is a method by which the interviewer shares a personal
experience and any related feelings with the patient. Self-disclosure statements
are most effective when the interviewer perceives that the patient will benefit
from hearing about his or her own personal experience. For example, a physician
who recently coped with the death of her father from colon cancer may wish to
share that experience with a patient who is having difficulty sleeping because
her father is dying of cancer in order to model effective coping behavior.

Frequently during the course of a medical interview, occasions arise when
the opinion or goals of the patient are in conflict with the opinion or goals of the
interviewer. Constructive confrontation allows the physician to communicate
those differences of opinion respectfully. In other words, constructive confronta-
tion places the perspective of the patient and the perspective of the physician in
juxtaposition. For example, a patient may present with an upper respiratory
tract infection and sore throat and be convinced that he has streptococcal phar-
yngitis and needs an antibiotic. Based on the interview, physical exam, and
laboratory data, the physician is able to rule out streptococcal pharyngitis. A
constructive confrontation statement would be, “You seem convinced that an
antibiotic would help, but your history, exam, and tests indicate that this is a
virus; antibiotics are not effective against viruses.”

Summary

The essential attitudes of unconditional positive regard, genuineness, and
empathy are basic attributes of an effective medical interviewer. These interper-
sonal attitudes and skills establish doctor-patient rapport. Communication
skills, both nonverbal and verbal, enable the physician to gather accurate infor-
mation, communicate an understanding of the patient’s perspective, and com-
municate to the patient clearly the doctor’s opinion and perspective. Used skill-
fully throughout the medical interview, these skills promote effective clinical
decision making and management.
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THE MEDICAL INTERVIEW PROCESS

Many authors have written about the medical interview process and have
described it using a variety of terms and stages (Coulehan & Block, 1987). In its
simplest form, the medical interview is a process that enables the patient and
doctor to explore an issue or issues, to come to an understanding of the problem,
and to develop goals and strategies to address the problem. For the purposes of
this chapter, the interview process is described in four stages: joining, tracking,
intervening, and closing.

Joining

Joining is usually the first phase of the medical interview. Joining is the
process by which the physician and patient meet, develop initial rapport, and
set the stage for an effective exchange of information. Creating a positive en-
vironment for the medical interview is an essential first step in effective inter-
viewing. A positive environment allows time for the physician to suspend judg-
ment, briefly review the medical record, and clear his or her mind of
distractions. The physician should insure the patient’s comfort, and environ-
mental distractions should be minimized. For example, it is unlikely that a physi-
cian could effectively join with a patient in an un-air-conditioned office on a hot
afternoon when the patient is an hour late for his appointment and the physician
has just finished talking to a disgruntled patient who has not paid his bill.

Once a positive environment is established, the process of joining generally
continues with a warm greeting from the physician. A warm greeting frequently
includes a handshake or other gestures that minimize the social and cultural
barriers inherent in the health care process. Appropriately, the interviewer
should introduce himself clearly by name, identify his role in the health care
team, and state the reason for the interview. For example, a medical student who
is about to see a patient might say, “Good morning, Mrs. Jones. I am John Smith,
a first-year medical student working with Dr. Brown. He asked me to talk with
you this morning about why you came to see him today.” When a patient is
known to the physician, joining is enhanced by making a personalized com-
ment. For example, the physician may ask about the patient’s job or recent
vacation. With a new patient, a sociable comment about the weather or a recent
event will often help put the patient at ease. It is important that these types of
social interactions be sincere, warm, and reflect congruence.

Attending skills are the most important skills used during joining. If the
joining process has been successful, both the physician and patient should feel
at ease in each other’s presence. The patient should feel respected, and the
physician should experience acceptance.

Case 3-2. Mrs. Jones, a 33-year-old woman, is a new patient to Dr. Smith’s
office.

Doctor: Good morning Mrs. Jones. I'm Dr. John Smith. (Dr. Smith extends
his hand to greet the patient.)



Patient: Hello Doctor, it's nice to meet you.

Doctor: | see from your chart that you are from out of town. How was your
trip in?

Patient: It was O.K.—traffic was a little heavy.

Doctor: It can be a little slow this time of day. Before we talk about why you
are here today, please tell me a little about yourself.

Patient: Well, 'm married and have three lovely children.

Doctor: | see. Do you work outside the home?

Patient: No, | haven’t worked since my children were born.

Doctor: Don’t underestimate yourself. It's a lot of work to raise three
children and keep a house.

Patient: That's true—but my husband helps a lot.

Doctor: Good. Now, tell me, what has brought you to the office today?

Case 3-2 illustrates the joining phrase of the interview process. Notice how
the physician greets the patient and demonstrates that he has prepared for the
interview. The social dialogue helps put the patient at ease and also gives the
physician useful information about the patient. When the physician senses that
the patient is comfortable and ready to proceed, the physician progresses to
tracking.

Problems with joining occur if the physician lacks respect for the patient or
is unable to create a positive environment. Other common problems in joining
are related to distractions such as leafing through the chart while talking to the
patient, interruptions from outside the room, or ignoring the physical comfort of
the patient. Joining can also be undermined by the patient because of feelings of
distrust for doctors or from other negative experiences with the health care
system.

Tracking

Tracking involves following the patient’s description of his or her problem.
The transition from joining to tracking is usually achieved by establishing the
chief complaint. The chief complaint is the principal reason the patient came to
see the doctor. This is usually elicited by asking an open-ended question that
encourages the patient to state clearly and specifically why he or she has sought
medical attention. Phrases such as “What brings you here today?” or “Tell me
what is bothering you,” or “How can I help you?” are common ways to elicit the
patient’s chief complaint. Frequently, patients may give a fairly complex answer;
therefore, it is important to use responding and questioning skills to clarify the
chief complaint.

Once the chief complaint is established, the physician continues to explore
the patient’s history. Initially, tracking is usually open-ended. The physician
encourages the patient to talk freely about his or her problem. Phrases such as
“tell me more about that,” or “can you describe that more fully,” are open-ended
phrases that encourage the patient to think about the problem and describe it
more fully to the physician. The physician continues the tracking process by
using questioning skills and responding skills to help the patient elaborate on
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the chief complaint. Responding skills enable the physician to clarify his or her
understanding of the problem and demonstrate that the patient has been heard.
During this time the physician is forming hypotheses and testing these hypoth-
eses with other questions and responses. Simultaneously the patient is develop-
ing a better understanding of his or her problem and a greater understanding of
the physician’s opinion. Commonly, as the tracking process begins to focus, the
physician uses more closed-ended questions to fill in specific details necessary
for the clinical decision-making process. At the end of the tracking phase, there
is usually a transition from the medical interview to the physical examination.
But frequently during the physical examination the physician may continue
tracking, filling in other details about the patient and his or her problem. While
tracking with the patient, the physician must keep the patient focused on the
problem and avoid ramblings and other distractions.

The tracking process requires the skillful use of questioning and responding
skills. Throughout the process, the physician’s communication skills facilitate
the patient’s ability to describe his or her problem, articulate his or her agenda,
and enhance the physician’s understanding of the patient’s problem and needs.
These skills allow the physician to address the cognitive and emotional aspects
of the patient’s problem.

Case 3-2 (continued). Dr. Smith’s interview with Mrs. Jones continues and
illustrates some of the principles involved in the tracking process.

Doctor: Good. Now, tell me, what has brought you to the office today?

Patient: Well, I'm not sure it's anything, but I've been having some pains in
my stomach.

Doctor: Can you show me where?

Patient: Down here. (Patient rubs her hand across her lower abdomen.)

Doctor: O.K. So your main concern is this lower abdominal pain. (Confirm-
ing the chief complaint.)

Patient: Yes, but I'm not sure if it is anything | should be worried about.

Doctor: Why do you say that? (Noting two remarks of denial.)

Patient: Well, I'm pretty healthy, and | just don’t think it could be anything
serious.

Doctor: But you're unsure. (Tracking with patient's feelings.)

Patient: |suppose so. It's sort of silly, but my mother said this is how Daddy
started out before the doctors discovered he had colon cancer.

Doctor: So you're worried you may have the same thing.

Patient: A little, | guess.

Doctor: Well, tell me more about your symptoms and then we’ll see wheth-
er there is cause to worry. O.K.?

Patient:  All right. The pain really started about 3 weeks ago and has sort of
come and gone since then. But in the last week it has gotten
worse, and | have been constipated.

Doctor: Mm-hm—anything else? (Encouraging patient to elaborate.)

Patient: It seems a little worse after | eat, and | feel a little sick.

Doctor: A little sick? (Requests clarification of a common term to avoid
confusion.)



Patient: Yeah, like | might throw up if it gets worse. But | never have.

Doctor:  So the pain has been gradually increasing for the last 3 weeks and
is associated with constipation and some nausea after meals. (Pa-
tient nods.) How would you describe the way the pain feels?

Patient: It's a crampy, aching pain that can last off and on all day.

Doctor:  Anything relieve it?

Patient: Well, | do feel better after a bowel movement, especially if I've
been constipated.

Doctor:  Any diarrhea? (Focusing the -interview to obtain specific details.)

Patient: Occasionally, especially when it first started.

Doctor:  Any mucus or blood in your stools?

Patient: Yes, there is some mucus with the diarrhea, but not blood.

Doctor:  Any change in your appetite?

Patient: Well, I'm trying to lose weight and only eat one meal a day, but my
appetite is still there, unfortunately.

Doctor: Do you think the symptoms and diet are related?

Patient: Come to think of it, they did start about 2 weeks after | started
dieting.

Doctor: Did anything like this ever happen before?

Patient: When | was in college | used to get cramps and diarrhea before
exams, but it never persisted after exams were over and was never
this bad. | just thought | had a nervous stomach.

Doctor: Nervous about anything now?

Patient: Well, Daddy isn’t doing very well, and my husband has lost some
overtime work we counted on.

Doctor: Sounds stressful.

Patient: | feel a little stressed out right now plus not feeling well.

Doctor: Let me see if | have everything. The pain started 3 weeks ago after
you started dieting and has slowly gotten worse. You had a change
in bowel habits with diarrhea and constipation but no bleeding. And
it sounds like you're under some new stress and a little scared that
this could be serious. (Summation)

Patient: That about it. What do you think it is?

Doctor: Well, | want to examine you first, but | don’t believe there is need
for alarm.

Patient: That's good to hear.

In Case 3-2, notice how the physician used questioning skills to encourage
the patient to talk without leading her. Responses were used to confirm informa-
tion, clarify symptoms, and address strong feelings. Also, notice how questions
or responses used words that the patient had just used, hence the term tracking!
During the physical exam, other details of the history can be sought as the
physician processes the information he has gained.

Problems with the tracking segment of the interview are usually created by
introducing bias or confusion into the process. Bias can be introduced by asking
leading questions. Leading questions usually occur because the interviewer is
thinking too far ahead and coming to premature conclusions about the diagnosis
or solution to the problem. In other words, he or she “second guesses” the

59

MEDICAL
INTERVIEW
PROCESS



60

INTERVIEWING
AND HISTORY
TAKING

patient. Similarly, bias can be introduced when responding to a patient by im-
posing the interviewer’s opinion of what the patient is trying to say without
confirming it. Confusion is created by a disorganized approach, an interviewing
“flight of ideas.” This usually results from asking too many questions and not
doing enough listening and responding. Likewise, confusion is created by
dwelling on a point for an excessive amount of time. This suggests to the patient
that what in reality is a minor point is actually an area for major concern.
Confusion also occurs when the physician asks compound questions or a se-
quence of questions. Excessive use of medical terminology should also be
avoided.

Intervening

Intervening is the process by which the physician communicates his or her
perspective or understanding of the problem to the patient. The transition from
tracking to intervening usually occurs after completion of the physical exam, as
the physician begins to discuss his findings. The physician may offer a diag-
nosis, recommendations for further testing, or suggestions for treatment. The
physician should determine the patient’s acceptance of the information, under-
standing of the information, and carry on the process until the physician and
patient are comfortable with the final goals and strategies. During this stage of
the interview, the physician needs to pay particular attention to nonverbal be-
haviors the patient may demonstrate and take advantage of the opportunity to
clarify any confusion that may exist. It is important that the physician speak
clearly, use terms that are familiar to the patient, and be concise.

Sharing and responding skills are most important during the intervening
process. Description and genuineness are primarily used to convey content,
whereas self-disclosure more often communicates emotional information. Con-
structive confrontation is used to resolve discrepancies between the doctor and
the patient. Questioning skills also play a role in intervening by checking the
patient’s understanding and acceptance of the physician’s perspective. All too
often, physicians, in a patronizing or authoritative manner, tell the patient what
to do or how to feel. Sharing skills insure that the patient is a participant in his or
her own health care.

Case 3-2 (continued). In the following dialogue, demonstrating intervening,
Dr. Smith shares his findings and recommendations with Mrs. Jones after he
. has completed the exam.

Patient: Well, Doctor. Do | have anything serious?

Doctor: | don't find any evidence of anything serious.

Patient: That's a relief!

Doctor: | believe that with your change in diet and recent stress you have
experienced, that you are having symptoms of irritable bowel syn-
drome. Have you ever heard of that?

Patient: |think | read about it in a women’s magazine. Is there anything you
can do for it?



Doctor: Yes, A regular diet, high in fiber, plenty of water, exercise, and
trying to establish regular bowel habits resolve symptoms in the
majority of patients.

Patient: How can | eat a regular diet and still lose weight? | definitely want
to lose weight.

Doctor: You're reluctant to change your diet because you're afraid you'll
gain weight, but I'm sure your symptoms will improve if you eat
more regularly.

Patient: That makes sense. Do you have a specific diet in mind?

Doctor: Would you be willing to see a dietician to discuss a weight reduc-
tion diet that will allow you to eat regularly and increase the fiber in
your diet?

Patient: That would be great!

Doctor: Fine, let's make those arrangements.

In Case 3-2, the diagnosis was fairly straightforward, and the patient readily
accepted the doctor’s opinion. Description was used to substantiate his opinion.
Notice how Dr. Smith used constructive confrontation to negotiate an important
therapeutic point regarding diet.

Problems with intervening occur when the physician is too authoritative or
fails to confirm the patient’s acceptance and understanding of the physician’s
perspective. Excessive use of medical terminology and verbosity in explaining
things to a patient are likely to undermine this important stage of the interview.

Closing

Closing marks the end of the interview process. Frequently, the transition
from intervening to closing is initiated by agreeing on a time for follow-up, either
in person or by phone. The physician should acknowledge the patient by name,
express appropriate appreciation for the efforts directed at cooperation with the
interview, and, when appropriate, personalize closing remarks.

Case 3-2 (continued). The following example of the interview between Dr.
Smith and Mrs. Jones illustrates the stage of closing.

Doctor: Do you have other questions about your abdominal pain or treat-
ment?

Patient: No, | think everything is clear, but what if the symptoms persist?

Doctor: I'm glad you asked. | want to see you back in 6 weeks to review
your progress. If your symptoms haven’t improved, there are some
specific diagnostic tests that can be done to investigate other pos-
sibilities. How does that sound to you?

Patient: That sounds fine.

Doctor: Good. I'll see you in 6 weeks then. It was nice to meet you, Mrs.
Jones, and | hope that you will be feeling better shortly.

Patient: Thank you, it was nice meeting you, too. I'll see you in 6 weeks.

Doctor: Good. Have a good day and a safe drive back.
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In closing, the doctor confirms the patient’s understanding and acceptance
of the diagnosis and management plan. He also arranges for a follow-up visit
and closes the interview with a caring statement.

Problems with closing occur when the interviewer is abrupt or unclear about
follow-up. Much of the rapport and trust that have developed through an effec-
tive interview can be undermined by dismissing the patient in a manner in-
congruent with the rest of the interview.

Summary

The medical interview is at the heart of clinical decision making and man-
agement. An accurate, reliable, and reproducible medical interview requires
effective communication between the patient and physician. The medical inter-
view progresses in an orderly manner through four stages: joining, tracking,
intervening, and closing. Interpersonal and communication skills are used dur-
ing all stages of the interview process, but some are more important during
specific stages (Table 3-1). Problems occurring during any of the phases of the
interview process can result in an ineffective interview that benefits neither the
patient nor the physician.

THE MEDICAL HISTORY

There are two types of medical histories: the comprehensive and the
focused medical history. The comprehensive or systematic medical history is
taken from a patient as part of the complete evaluation of a person newly
admitted to the hospital or an ambulatory patient presenting to a physician for a
complete evaluation, usually his or her first visit. By definition, a comprehensive
history involves obtaining all information relating to the health of the patient.
This generally includes:

The chief complaint.

The history of the present illness.
The past medical history.

The family history.

The social history.

A review of systems.

SRR e

Table 3-1
Use of Important Interviewing Skills during the Interview Process®

Joining Tracking Intervening Closing
Attending skills X
Questioning skills X
Responding skills X X
Sharing skills X X

aImportant interviewing skills used during each phase of the interview process are marked
with an “X” in that phase’s cell.



The chief complaint (CC) is a brief statement, in the patient’s own words, of
his or her reason for consulting you. Listening carefully to the patient’s reason
for coming and recording it can elucidate the patient’s perspective on the prob-
lem. For example, the patient may tell his or her physician, “I have a sinus
infection,” “I'm having trouble with chest pain,” or “I need some medicine for
my migraine headache.” Obviously, the physician may not agree with the pa-
tient’s conclusions about what is wrong with him or her. The patient’s sinus
infection may be a simple cold, her angina may be heartburn, and his migraine
headaches a brain tumor. In fact, the patient’s chief complaint may not reflect the
real reason for the patient’s visit at all. For example, a patient may want a
“general check-up” or tell the nurse that he has “groin pain” when his real
concern is about a penile discharge. A patient with marital or work stress may
complain of “trouble sleeping.” Thus, the chief complaint may not accurately
reflect the patient’s agenda, real diagnosis, or the most serious threat to his or
her health.

The history of the present illness (HPI) is an elaboration of the patient’s chief
complaint and has several important dimensions. Depending on the nature of
the chief complaint, there will be a need for more or less depth in each dimen-
sion.

What does the patient mean by the symptoms? What is the symptom like?
For instance, when the patient complains of “dizziness,” does the patient mean
a rotatory sensation (vertigo) or lightheadedness? Is the patient’s pain sharp,
dull, crushing, burning, or achey? Determining the what of the symptoms can
help establish a diagnosis. For example, in a patient with chest pain, sharp or
stabbing pain is almost never caused by angina.

Where is the symptom located? Determining the where is especially impor-
tant for patients presenting the pain, for example, headaches, back pain, abdom-
inal pain, or leg pain. Where does it seem most severe? Does it radiate to other
areas?

When did the problem start? What was the patient doing at the time when it
started? How has the problem evolved over time? For instance, in a patient
presenting with a sore throat, the diagnostic implications are different if the sore
throat has been steadily worsening over 2 days versus if it has been worse in the
morning but better later in the day. The diagnosis of headache provides another
good example. Patients with tension headaches or headaches related to depres-
sion may complain of a constant headache of several weeks’ duration. In con-
trast, the rare patient who has a brain tumor will complain of an insidious
worsening of symptoms over time. The patient with cluster headaches will
alternate between being headache-free and having periods of frequent severe
headaches of short duration.

How severe are the symptoms? For example, in a patient presenting with
shortness of breath, does he or she develop shortness of breath after climbing six
stairs or after running a mile? In a patient presenting with fatigue, is the fatigue
so severe that he or she is unable to get out of bed, or does the patient mean that
he or she feels a little tired at the end of the day? This dimension of the history
can give you insight into how severely affected the patient is (or feels he or she
is) by his or her symptoms.

Most patients will be able to relate the above information reasonably well;
other aspects of the history of present illness may be more difficult. The patient
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may not think to volunteer certain important information; therefore, it is impor-
tant for the physician to ask about the following: exacerbating and alleviating
factors, environmental and social factors contributing to the patient’s problem,
and associated symptoms.

Exacerbating and alleviating factors are those things that make the patient’s
symptoms worse or better. For example, with epigastric (upper abdomen) pain,
it is important to ask whether eating certain types of food affects the symptoms.
Classically, gallbladder symptoms worsen with fried and greasy foods. Peptic
ulcer disease may be relieved by food or antacids. Lower abdominal pain associ-
ated with irritable bowel syndrome will often times be aggravated by food and
relieved after a bowel movement. It is also important to ask what remedies the
patient has tried and how those remedies have affected the problem. The fact
that a rash has not responded to a topical antifungal cream may have diagnostic
importance. In a patient presenting with symptoms of nasal drainage, it would
be important to know that the patient has not responded to previous treatment
with a particular decongestant.

Environmental and social factors are those events that seem linked
chronologically with the start of the patient’s symptoms and thus might be
causally related. A good example of this is insomnia beginning at the time of a
marital separation. A particularly stressful event at work may be associated with
an increase in the frequency and severity of the patient’s headaches.

Associated symptoms are other symptoms that have (or haven’t) occurred
with the patient’s current problem. For example, has the patient noted heartburn
or regurgitation with his or her chest pain (a clue for reflux esophagitis)? Has the
patient noted dark urine or clay-colored stools in association with nausea (a clue
for hepatitis)? Has the patient noted cough or nasal drainage with a sore throat
(both of these would decrease the chance that the sore throat is caused by
bacterial infection)?

Without much detailed knowledge of disease pathophysiology, it may seem
impossible to know about what associated symptoms to ask. A helpful guideline
is to ask questions pertaining to the organ system in question. For example, with
chest pain, the cardiovascular, gastrointestinal, pulmonary, and musculoskeletal
systems could be involved. Therefore, it would be worth asking about upper
gastrointestinal, cardiac, pulmonary, and musculoskeletal symptoms. In some
circumstances, however, the search for associated symptoms should include
organ systems besides the obvious ones. For example, elderly patients may
develop loss of urinary control, falls, or confusion as a result of a pulmonary
infection.

Case 3-3. Dr. Smith obtains a history of the present illness from another
patient.

Doctor: I'm Doctor Smith. You look like you're in quite a bit of pain. Can you
tell me a little bit about what sort of problem you’ve been having?

Patient: You're right about the pain. It's my back.

Doctor: Can you tell me about it?

Patient: It started about 3 days ago.

Doctor: Do you remember what you were doing when it started?



Patient: | was lifting a big tub at work when I felt this sharp pain in my back.

Doctor: Can you show me where the pain is located?

Patient: It's down low, right here (points at her low back area).

Doctor: And the pain has been bothering you a lot since then?

Patient: Oh yes; | have trouble trying to get up after I've been sitting down,
and | have trouble if | bend at all.

Doctor: Does the pain stay in your back, or does it go anywhere?

Patient: No, it stays right there. | don’t know what I'd do if it went anywhere
else!

Doctor: Have you had any numbness or tingling or weakness in your legs?

Patient: No.

Doctor: Have you had any trouble controlling your water or your bowels?

Patient: No, thank goodness.

Doctor: What have you done to make the pain better over the last few
days?

Patient: Well, I've had to miss work, and I've tried to rest in bed, but that can
be difficult because | have two young children.

Doctor: Have you tried anything else, like any pills, or heat, or anything
else?

Patient: All | have at home is some aspirin, and I've tried using a heating
pad sometimes.

Doctor: s this the first time you've had trouble with this problem, or has
this occurred in the past?

Patient: Oh, I've had problems like this before, but usually it gets better
after a couple of days of resting.

Doctor: When was the last time?

Patient: Oh, about 6 or 8 months ago.

Doctor: Does the pain usually go away completely? Are you usually fine in
between the times when your back hurts?

Patient: Yeah, | usually don't have too much trouble.

Doctor: Do you do any special things to take care of your back in between
the times when you're having trouble?

Patient: No, nobody’s ever talked to me about anything special.

Doctor: What kind of work do you do?

Patient: | work as a nurse in a nursing home.

Doctor: | suppose that means you have to do quite a bit of lifting.

Patient: Oh, yes, you know a lot of those patients can'’t get around too well.

The past medical history (PMH) often contains important clues regarding
the cause of the patient’s difficulties. For example, in a patient with right lower
abdominal pain, the list of likely diagnoses is different for a patient who has
already had an appendectomy. Likewise, the tests ordered in patients with right
upper abdominal pain will be affected by the knowledge that the patient has had
a cholecystectomy (gallbladder removal). Knowing that an individual presenting
with cough had been hospitalized this time last year with pneumonia can pro-
vide new insight into the patient’s apparent anxiety regarding his or her current
problem. Important elements of the past medical history are childhood and
adult serious illnesses, including traumatic events, immunizations, operations,
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including dates and diagnosis, medications, and medication allergies. In a pedi-
atric patient, the past medical history will be somewhat different depending on
the patient’s age. For example, if the child is young it may be important to
inquire about the mother’s prenatal and perinatal course, childhood growth, and
developmental milestones.

The family history (FH) contains information about inherited illnesses for
which the patient is at risk and information about the family structure and milieu
in which the patient grew up and is currently living. Family support can have an
important influence on health. Thus, the family history provides a bridge to the
next element of the history.

The most effective method for obtaining the family history involves con-
structing a genogram. The genogram is a pictorial representation of the patient’s
family, including one to two generations above and below the patient when
possible, indicating the sex, age, occupations, illnesses, and deaths in family
members (cause and year of death). After the genogram is constructed, an inqui-
ry should be made into other illnesses that run in the family. The physician
should inquire specifically about a history of the following problems in the
patient’s immediate family (parents and siblings): allergies, alcoholism, arthritis,
blood pressure problems, bleeding tendency, cancer, diabetes mellitus, epilepsy,
gout, glaucoma, kidney disease, mental problems, migraine headaches, muscle
disease, and early myocardial infarctions. All these illnesses are reasonably com-
mon problems with strong hereditary patterns. More information on genogram
construction is contained in Chapter 9.

The social history (SH) is extremely important. According to Osler, “It is
more important to know what kind of patient has the disease than what kind of
disease the patient has.” The social history provides insight into an individual’s
values, attitudes, habits, and support systems. The elements of a social history
can be organized into the mnemonic SCREEEM: Social, Cultural, Religious,
Economic, Education, Environmental, and Medical Resources (Smilkstein,
1980).

The purpose of the social element is to explore the patient’s family and other
close relationships. Aspects include with whom the patient lives, the patient’s
relationship with his or her biological family, emotional and geographic close-
ness to members of her biological family, and to whom the patient feels closest
(biological family members or others). Other important aspects of this compo-
nent of the social history are contained in Chapter 9.

One should find out about the patient’s cultural background, including eth-
nic and geographic origins and how well the patient feels he or she fits into his
or her current cultural milieu. Generally, the patient’s culture also has an effect
on what the patient believes about his or her illness and what will be most
effective in curing the illness. Such beliefs should be explored. Other important
aspects of this component of the social history are contained in Chapter 10.

The religious element of the social history should explore the importance of
religious beliefs to the patient, whether the patient considers him- or herself a
religious person, as well as the patient’s degree of involvement in a religious
community. Some patient’s religious beliefs have profound implications for
medical care, for example, Jehovah's Witnesses or Christian Scientists.

Important information to obtain in an economic history include (1) the pa-



tient’s current employment, (2) adequacy of his or her current employment to
meet his or her lifestyle needs, and (3) availability of medical insurance.

The educational element should clarify the patient’s level of education,
whether it is high school, college, or postgraduate level. It is also helpful to find
out about the educational attainment of the patient’s significant other.

The environmental component should contain information about the pa-
tient’s environmental and personal habits, including (1) job site, (2) home, and
(3) participation in such habits as smoking, drinking, illicit drug use, and ex-
ercise.

Finally, it is important to find out about the patient’s current and past in-
volvement with and perceptions of the medical community, medical resources.
This can be accomplished by asking about current and past physicians and their
specialities. It is also helpful to find out about who else the patient relies on for
medical advice.

Case 3-3 (continued). The following is an example of a social history.

Doctor: Next, Ms. Brown, I'd like to ask you a little more about your family
and day-to-day life. Are you happy with your marriage and family
life?

Patient: 'We've had our ups and downs, but, yes, I'd say things are going
pretty well now.

Doctor:  So you'd consider your marriage pretty stable?

Patient: Yes, | would.

Doctor: You mentioned earlier that you are a nurse. Are you a registered
nurse (RN), or a licensed practical nurse (LPN)?

Patient: I'm an RN. | graduated from the University of Oklahoma School of
Nursing longer ago than I'd like to remember!

Doctor: Where do you work?

Patient: I've worked as a nurse at the Happy Rest Nursing Home for the
past 5 years.

Doctor: What kinds of things do you do there?

Patient: I'm kind of a jack of all trades, since we're sort of short staffed. I'm
the charge nurse for one wing; | also distribute medications, and
sometimes | help the aides with lifting and moving the patients.

Doctor: It sounds like there is a lot of variety in your work. Do you still enjoy
it?

Patient: Oh yes, by and large, | do. No two days are the same, and | get a
lot of satisfaction from helping those poor old people!

Doctor: What'’s a typical day in your life like?

Patient: Well, | get up about six in the morning, usually have a cup of coffee,
some juice or cereal, and head off to work so | can be there by
about 7 a.m. | usually get home by about four in the afternoon, fix
supper for my husband and children, spend the evening with them
watching a little TV or do some reading, and then go to bed.

Doctor: You mentioned drinking coffee. Do you drink much coffee?

Patient: Usually only one cup a day.

Doctor: Do you drink much alcohol?

67

THE MEDICAL
HISTORY



68

INTERVIEWING
AND HISTORY
TAKING

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

| don’t drink at all.

Cigarettes?

No, | don’t smoke.

Do you usually eat just two meals a day?

Usually I'll have a salad or hot dish in the cafeteria at work at noon,
but sometimes if things are busy, I'll miss lunch.

What about dinner?

We usually have meat and potatoes and a salad.

It sounds like your days are pretty busy. Do you get any chance to
exercise?

Well, | get some exercise at work, and my husband, kids, and | try
to get out for a two-mile walk two to three times a week.

That's good. How about hobbies or other interests?

| enjoy reading and needlepoint, and we're pretty active in a local
Baptist church.

What kinds of things are you involved in there?

Oh, choir and one of the woman’s groups.

Would you say you have a pretty good network of friends.

Oh yes, I'm very fortunate in that regard, what with friends at
church and neighbors, and of course we’ve lived around here quite
a while.

How long?

Both my husband and | were born here, and my grandparents
moved here from Missouri.

You mentioned earlier that you and your husband both work out-
side the home. Has your financial situation been okay, or has it
been a little bit difficult?

No, we’re living pretty comfortably now, but we’re trying to save a
little here and there for the kids, hoping they’ll go to college.

Do you have health insurance?

Yes, Blue Cross from work.

The review of systems (ROS), as the name implies, involves a systematic
review of possible symptoms or problems in the major organ systems of the
human body. Parts of the review of systems that were covered while obtaining a
history of present illness do not need to be repeated. Initially, it is helpful to use
a checklist to obtain the review of systems; later physicians develop their own
approach, tailoring the questions to the individual patient. For example, asking
about urinary incontinence in 20-year-old men is unlikely to yield many positive
responses, but it is crucial to ask about incontinence in an elderly woman, where
it is a highly prevalent problem. Items commonly included in the review of
systems, by organ system, include:

o General. Fevers, chills, weight loss, appetite changes, general statement of
the patient’s health.

e Psychological. “Nervousness,”

4

depression, insomnia, anxiety, sexual dis-

turbances, psychosis, deviant or criminal behavior.



e Skin. Itching, bruising, petechiae, moles, infections, rashes.

* Hematopoietic system. Anemia, unusual bleeding after tooth extraction or
other minor trauma, enlarged or tender lymph nodes.

* HEENT.

Head: headache, facial pain.

Ears: discharge, tinnitus, hearing loss.

Eyes: vision change, blurry vision, pain.

Nose and sinuses: epistaxis (nosebleeds), nasal drainage or blockage.

Mouth and throat: sores in the mouth that haven’t healed, bleeding from
the gums, date of last dental exam, persistent hoarseness or sore
throat.

* Breasts. Lumps, discharge, or pain.

* Respiratory tract. Cough or change in chronic cough, sputum production,
hemoptysis, pain associated with respirations.

o Cardiovascular. Exertional chest pain or dyspnea, nocturnal dyspnea,
orthopnea (shortness of breath when lying flat but not when upright),
palpitations, history of high blood pressure or heart murmur, exertional
calf pain.

* Gustrointestinal. Nausea, vomiting, hematemesis (vomiting up blood), gas,
sour eructations, difficulty swallowing, heartburn, abdominal pain, jaun-
dice, change in bowel movements (frequency, blood in stool, black stools,
change in the shape of the stool, bowel habits), hemorrhoids.

e Urinary tract. Dysuria (pain on urination), frequency, urgency, pyuria,
hematuria, history of gravel or stones, weak stream, incontinence, en-
uresis.

* Male genital tract. Penile discharge, masses of the testicles, pain.

* Female genital tract. Menstrual history, menarche, frequency, regularity,
duration of periods, pads/day, date of last menstrual period, use of con-
traception, vaginal itching, vaginal discharge, dyspareunia (pain on inter-
course), pelvic pain, history of venereal disease, age at menopause,
postmenopausal vaginal bleeding.

* Musculoskeletal system. Pain, stiffness, limitation of motion in any joint,
swelling of joints, sprains, redness of any joint.

* Nervous system. Seizures, fainting spells, dizziness, difficulty with speak-
ing, difficulty with gait, balance, weakness, numbness or tingling.

e Endocrine. Tremor, heat or cold intolerance, voice change, change in hair
distribution, polyuria, polydipsia, polyphagia, change in glove or shoe
size, fertility.

Example review-of-systems questions include:

« I am going to ask you a series of questions to be sure that you haven’t
forgotten to tell me something that may be important. Have you recently
experienced any fevers or chills?

 Have you had any problem with unusual or unexpected weight loss or
changes in your appetite?
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70 * How would you describe your health in general?
* Would you describe yourself as a tense or nervous individual?
TJSRIX::‘T‘&TYG * Do you have problems with frequently crying, feeling blue, or depressed?
TAKING * Do you have trouble sleeping at night?
* Are you satisfied with your sexual life?
* Have you ever been in trouble with the law?
* Have you noticed any unusual rashes, bumps, or sores on your skin, or
do you bruise more easily than usual?
* Have you had any trouble with anemia or low blood or bled an unusual
amount after having a tooth pulled or getting cut?
* Have you noticed any enlarged or sore lymph glands?
* Have you had any unusual headaches, any unusual pain in your ears,
discharge from your ears, or trouble with hearing?
* Have you had any trouble with your vision, pain in your eyes?
* Do you wear glasses, and when was the last time you had your vision
checked?
* Do you have any problem with nosebleeds, unusual blockage or drainage
from your nose?
* Have you noticed any sores in your mouth that haven’t healed? When was
the last time you were checked by a dentist?
* Have you noticed that you have a sore throat that doesn’t seem to go
away or that you’'ve had any change in your voice, particularly hoarse-
ness?

If a positive response is elicited, further questioning may be needed. For
example, if the patient indicates that he or she has chest pain, additional ques-
tions might include: “Can you show me where the pain is? How long has this
pain bothered you? How severe is the pain? Can you describe the pain to me?
What have you noticed tends to bring the pain on? Have you noticed anything
that tends to relieve the pain?”

Although obtaining a review of systems completes the comprehensive med-
ical history, data gathering continues with the physical examination, which cor-
roborates findings suggested by the history and may uncover new diagnostic
possibilities (see Chapter 4). Laboratory tests, such as blood tests, urinalysis, or
radiological studies, are indicated in some patients to confirm or rule out a
diagnosis suggested by the history and physical examination or to monitor a
patient’s clinical status.

After data gathering is complete, an assessment is made, which is an inter-
pretation of the information gathered during the medical encounter, by syn-
thesizing this information into a single diagnosis or a list of possible diagnoses
(see Chapter 5). A well-thought-out assessment helps make sense of the clinical
data gathered and provides a springboard to the management plan.

Finally, a plan is formulated. The plan is the management strategy for the
case. This may involve further diagnostic testing to help arrive at a diagnosis or
determine the severity of a known diagnosis, medication to relieve the condi-
tion, patient education to help the patient understand and take steps to prevent
worsening or recurrence of the condition, and provision for follow-up visits.



Effective clinical management involves weighing issues such as the risk versus
the benefit of interventions and their cost effectiveness (see Chapter 6).

THE FOCUSED MEDICAL HISTORY

The second type of medical history is the focused history. It is useful for
gathering information during a limited period of time, during a 10- to 15-min
office visit, for example, and thus is much more limited in scope. The objective
of a focused history is to obtain only that information needed to arrive at the
heart of the patient’s problem as quickly as possible. The basic components of a
focused history include the reason for the visit (chief complaint) and a history of
the current problem, including, to a varying degree depending on the problem,
amplification of the chief complaint, elements of the past history, family history,
social history, and review of systems if they pertain to the current problem.

The information obtained from a focused medical history is usually record-
ed in a SOAP note. The SOAP format is the standard way of recording progress
notes in hospitalized patients as well. “S” stands for subjective information. This
information includes the patient’s chief complaint, history of present illness, and
relevant information from the past history, family history, social history, and
review of systems. Physical findings, laboratory data, old records, x-ray reports,
and other information not colored by the patient’s interpretation comprise objec-
tive information, the “O” in SOAP. The “A” in SOAP means assessment, that is,
the physician’s diagnosis. “P” is the plan or strategy to be used to diagnose and
solve the patient’s problem.

THE MEDICAL RECORD

Once the physician has obtained the history and done a physical exam, the
important task of recording the information still remains. The written record is
the documentation of these carefully obtained findings and will be what the
physician or others will consult for questions about the patient’s status. There-
fore, it is important that the findings be clearly and concisely recorded. Findings
can either be recorded as a complete medical history or as a progress note
utilizing the SOAP format, depending on the extent of the evaluation. Figure 3-1
is an example of how Ms. Brown’s complete medical history would appear in the
written record. Figure 3-2 illustrates that same history written in a SOAP format.

Gathering a medical history is an essential first step in helping patients
improve their health. The comprehensive history includes chief complaint, his-
tory of present illness, past medical history, social history, family history, and
review of systems. The focused history includes a chief complaint and history of
the current problem, usually organized into a SOAP format. It is important for
the student to develop skills in obtaining both types of history, since a carefully
taken history will reveal important clues to the patient’s problem, will often help
focus the student’s attention on certain aspects of the physical examination, and
will often direct the student toward a particular diagnosis.
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CC:  Ms. Brown is a 38-year-old woman who presents with a 3-day history of low back
pain.

HPI: Ms. Brown states that she noticed the sudden onset of lower back discomfort
while reaching over to pick something up at work. The pain does not radiate. She
hasn’t noted paresthesias or weakness in her legs but has noticed that the pain
hasn’t improved much in spite of using a heating pad, aspirin, and resting when
she can. The discomfort has bothered her enough that she has had to miss work as
a nurse at a local nursing home. She mentions that she had similar episodes of
pain in the past (the last bout was 6-8 months ago), but past episodes seemed to
improve more quickly that this current episode.

PMH: 1. Illnesses: Hospitalized 3 years ago at Oklahoma Memorial Hospital (OMH) for

deep vein thrombosis of the leg.
Injured left knee skiing 1976, no surgery or sequelae.
2. Surgeries: appendectomy, 1956, OMH,
bilateral tubal ligation, 1977, OMH,
cholecystectomy, 1984, OMH.
3. OB: 3201 [Three pregnancies, two pregnancies to term, no premature deliv-
eries, one miscarriage (pregnancy terminated prior to 20 weeks’ gestation)].
4. Immunizations: last dT more than 10 years ago.
5. Medications: Aspirin, two tablets four times a day; for headaches and back

pain.
6. Allergies: None.
Genogram: Alzheimer's
Disease
CHE Diabetes D.M. Age 72 /
Obesity Mellitus Asthma /
BP 7

13 r
y m St Tax Com
Nursing Home Asthma
TR o,

SH:  Works for the past 5 years as a charge nurse at the Happy Rest Nursing Home. She
enjoys her work there. She is happy with her marital and financial situation. She
says she has a good social support network through church (Baptist Church) and
family. She denies use of cigarettes, ethanol, but drinks one cup of coffee per day.
She usually eats three meals per day, salad or casserole at lunch, salad with meat,
potatoes with family at suppertime. She walks two to three times a week, 2 miles
at a time, with her family.

ROS:

General health: Approximately 10 Ib weight loss over past 4 months, but this has
been intentional (overweight). Denies fevers, chills, appetite changes.

Psychological: Occasionally (no more than once per month) can’t get to sleep be-
cause she worries about things at work, but even then gets to sleep by midnight
at the latest. Denies any trouble falling or staying asleep, feeling blue or de-
pressed, or feeling more tense or anxious than most other people are.

Skin: Mentions a couple of “moles” on her neck x 2 years. They tend to get caught
in her necklace. She wonders if they can be removed. Otherwise denies, itch-
ing, bruising, petechiae, infections, or rashes.

Figure 3-1. Ms. Brown'’s complete medical history.




PE:
Lab:
A:

Hematopoietic system: Denies anemia, unusual bleeding after tooth extraction or
trauma, or enlarged or tender lymph glands.

HEENT:

Head: She complains of “migraine headaches” X 10 years, occurring each
month or so, associated with menses. The headaches are throbbing, some-
times on the left side, sometimes on the right, associated with nausea and
some photophobia, and improve with rest. They usually respond to aspirin
or other over-the-counter medications.

Ears: Denies discharge, tinnitus, or hearing loss.

Eyes: “Nearsighted” since teen years, wears glasses, last correction about 1 year
ago. She says that they still seem to be okay. Denies blurry vision or pain.

Nose and sinuses: Gets stuffy nose, scratchy throat, and sneezing, usually during
April of each year. She treats this with over-the-counter antihistamines. She
denies nasal drainage, epistaxis, or blockage.

Mouth and throat: She denies sores in the mouth, bleeding from the gums, or
hoarseness. Her last dental exam was about 6 months ago. She was told her
teeth were fine.

Breasts: She does breast self-exam. She has not noticed any lumps or discharge but
was wondering if she needs a mammogram.

Respiratory: She denies cough or change in chronic cough, sputum production,
hemoptysis, and pain associated with respirations.

Cardiovascular: She denies exertional chest pain or dyspnea, nocturnal dyspnea,
orthopnea, palpitations, history of high blood pressure or heart murmur, and
exertional calf pain.

Gastrointestinal: She had a 10-year history of intermittent lower abdominal cramp-
ing, sometimes associated with loose brown stools, and relieved by defecation.
She says her symptoms seem to be worse when she is feeling “uptight.” She
denies any weight loss, blood in her stool, black stools, nausea, vomiting,
hemetemesis, sour eructations, or difficulty swallowing.

Urinary tract: She denies dysuria, frequency, urgency, pyuria, hematuria, history
of gravel or stones, weak stream, incontinence, or enuresis.

Female genital tract: Menstrual history: She became menarche at age 12. Her periods
now occur every 28 days, and last 4 or 5 days. Her last menstrual period began
on August 2, previous menstrual period about July 4. She denies vaginal itching
or discharge or history of venereal disease.

Skeletal: See History of Present Illness. She denies pain, stiffness, or swelling in
any of her joints.

Nervous system: She denies seizures, fainting spells, dizziness, difficulty with
speaking, gait, balance, weakness, numbness, or tingling.

Endocrine: She denies tremor, heat or cold intolerance, voice changes, changes in
hair distribution, polyuria, polydipsia, polyphagia, change in glove or shoe size,
or fertility problems.

A record of a complete physical exam is omitted here [see Chapter 4]

Lumbar-sacral spine films: within normal limits.

Mid- and low back muscle and ligamentous strain, which seems to be gradually

improving.

Discussed with patient:

1. Continue taking current meds if helpful.

2. Gave written low back exercises and information regarding proper bending and

lifting.

3. Follow-up visit scheduled for 7-10 days.

Figure 3-1. Continued
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S: Last Wednesday, 10/7/87, at work, the patient was lifting 45- to 50-1b tubs on her
own. During the lifting and following it she developed pain in her mid- and lower
back. She states that it is confined to her lower back and does not spread into her
legs. She denies numbness, tingling, or weakness in her legs or feet or any problem
with control of her bowels or bladder. The pain gets worse when she moves around
and is somewhat better when she rests. She denies any past history of back injuries
but has had occasional milder episodes of low back pain, occurring about once a year.

O: Pleasant black female in no distress. Range of motion of the trunk is full. There is
some paravertebral muscle spasm but no pain over the lumbar or sacral spine.
Neurological exam is normal. Straight-leg raising was negative.

A: Mid- and low back muscle and ligamentous strain, which seems to be gradually
improving.

P: Discussed with patient:

1. Continue taking current meds if helpful.

2. Gave written low back exercises and information regarding proper bending and
lifting.

3. Follow-up visit scheduled for 7-10 days.

Figure 3-2. Ms. Brown’s focused medical history.

CONCLUSIONS

The medical interview is a scientific method used to “measure” the patient’s
signs and symptoms and should reflect the desirable characteristics of any scien-
tific test, including objectivity, precision, accuracy, sensitivity, specificity, and
reproducibility. The physician is the instrument, quantifying the patient’s signs
and symptoms through his or her interviewing skills. The scientific basis of the
process is influenced by both physician and patient. The physician serves as
both test instrument and analysis instrument, and his or her clinical knowledge,
skills, and beliefs influence the process and may also serve as a source of bias
undermining the scientific basis of the process. Like the physician, the patient’s
account of the situation will be influenced by his or her knowledge, values, and
beliefs as well as past experiences with the health care system.

These biases can be minimized through knowledge and application of sever-
al interviewing attitudes and skills. These include attitudes such as uncondition-
al positive regard and congruence. Nonverbal skills also facilitate effective com-
munication, and these include attending skills and facilitative cues. Finally,
verbal skills include questioning skills (open-ended, focused, circular, and lead-
ing questions), responding skills (paraphrasing, summation, and sympathetic
and empathetic responses), and sharing skills. Proper use of these skills during
the appropriate phase of the interview process facilitates accurate data gathering.

The content of the medical interview depends on whether a focused or
comprehensive evaluation is needed. Traditionally, a comprehensive history
includes chief complaint, elaboration of the chief complaint (history of the pre-
sent illness), past history, family history (including genogram), personal social
history, and a review of systems. The focused history incorporates chief com-
plaint and history of present iliness with elements of past history and other parts
of the comprehensive history relevant to the problem at hand. Both approaches
conclude with an assessment and plan.



The medical interview and history form the foundation for the clinician’s
assessment and management decisions. A well-taken history, using the inter-
viewing skills described, will produce accurate information, leading to accurate
assessments and appropriate management plans; poorly taken information may
lead to erroneous assessments and ineffective or even dangerous management
steps. Therefore, it is vitally important for the student aspiring to be an effective
clinician to develop and continue to fine-tune the interviewing skills described in
this chapter.

CASES FOR DISCUSSION

Case 1

A 23-year-old male comes in to his physician because of a “sore throat.” He
describes his throat as scratchy, and he has had some nasal drainage. The
physician determines it is a viral sore throat and prescribes a decongestant
and symptomatic treatment. To the physician’s surprise, instead of seeming
relieved at the news, the patient seems upset.

1. How might you have handled the interview to prevent this “end of visit” surprise?
2. Assume he tells you he’s always needed antibiotics in the past for sore throats.
How would you respond to him?

Case 2

A 40-year-old male comes in to see his physician with an itchy rash on his
hands. The physician looks at the chart, says to the patient, “It says here you
have a rash on your hands. Let’s take a look at it.” He examines the rash
briefly, then writes out a prescription and says, “Here, use this cream.”

1. Indicate which phases in the interview process (i.e., joining, tracking, etc.) this
physician performed.

2. Which phases in the process did he not perform or perform incompletely?

3. What additional information might have been helpful?

Case 3

A 28-year-old female comes in to see her physician with complaints of “neck
pain.” The physician asks her if she has any numbness or tingling in her
arms, and she says she hasn't. The physician then writes her a prescription
for a pain reliever and muscle relaxer and leaves the room.

1. Indicate which phases of the interview process were performed.

2. How might you have handled the encounter differently?

3. How would you feel if you'd been the patient in this encounter? Why?

4. What additional information, which the physician did not obtain, could have a
bearing on the management of this case?
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Case 4

A 25-year-old Caucasian male comes in for a general check-up. He has no
particular problems today but just felt it was time to have a check-up. His
insurance pays for an annual examination. He had asthma as a child and
also had his tonsils and adenoids removed. His last tetanus booster immuni-
zation was 10 years ago. His siblings and parents are all “alive and well.”
He’s been married for a little over 2 years and says the marriage is “happy.”
They have no children. He has worked in the state auditor’s office for the past
3 months and says he enjoys his work. He has had a college education.

1. Indicate in which part of the history the items above belong.

2. Would you obtain additional family history? Why or why not? What would you
obtain?

3. What personal social history was not obtained? Why would this be important?

Case 5

Arrange the information below into SOAP format: Problem of depression.
Patient’s affect appears brighter today than 1 month ago. Her depression
seems to be responding to the antidepressant medication. She has generally
been feeling more “upbeat” lately. Depression improving on medication. Is
job hunting and plans to interview soon in South Carolina. Says she is much
more in control of her work situation and is coping well there. She should
continue taking the medication and come back to see me in 1 month.

EXERCISES FOR PRACTICE

The best way to learn interviewing and history-taking techniques described in
this chapter is to practice them on either real or simulated patients. If real or
simulated patients are not available, then role-playing a medical encounter can be
equally effective.

During the role play, one student should play the patient, one the physician,
and one should observe the interview. The “patient” should “make up” a plausible
scenario, perhaps from his or her own experience, or a short clinical vignette can
be supplied by the instructor. The “physician” then interviews the “patient,” obtain-
ing either a comprehensive or a focused medical history. After the interview, both
the “observer” and the “patient” provide feedback to the “physician” on his or her
interview style. The roles among the group of three students then change, and the
process repeats itself as time allows.

RECOMMENDED READINGS
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following the patient’s affect, the concept of process, and the “A.R.T.” of medical



interviewing. Later chapters discuss the distinction between disease and illness and
between curing and healing, using examples from their patients and the author’s
own illnesses.

Enelow, A. J., & Swisher, S. N. (Eds.). (1986). Interviewing and patient care, 3rd ed. New
York: Oxford University Press.

This text provides an in-depth examination of the interview process including deal-
ing with difficult patients, recognizing the patient’s emotional and behavior response
to illness and the provider, and describing techniques to interview children, older
adults, and the entire family.

Coulehan, J. L., & Block, M. (1987). The medical interview: A primer for students of the art.
Philadelphia: F. A. Davis.

This text provides an in-depth examination of the interview process but also dis-
cussed difficult clinical management issues such as noncompliance.
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CHAPTER 4

The Physical Examination

William M. Chop, Jr. and Stephen J. Spann

Case 4-1. A 14-year-old single black female presents to the emergency
room at 11 p.m. complaining of severe bilateral lower abdominal pain of 24 h
duration. The physician finds the patient to be crying hysterically and writhing
in pain. Unable to elicit a history from the patient, the physician approaches
the bedside to begin a physical examination.

The physician begins by gently and systematically feeling the patient’s
abdomen while talking with her in a soothing, reassuring voice. The examina-
tion reveals her to be quite tender in both lower abdominal quadrants, with
mild to moderate direct and rebound tenderness (pain both with deep prob-
ing of the abdomen and with suddenly releasing the probing fingers). As the
patient begins to calm down, the physician is able to obtain a history.

The patient admits to being sexually active without the use of contracep-
tion. Her last menstrual period started on schedule 2 days ago. Her past
medical history and review of systems are otherwise unremarkable.

The physician suspects a diagnosis of acute pelvic inflammatory dis-
ease (a bacterial infection of the uterus, fallopian tubes, and surrounding
tissues) secondary to Neisseria gonorrhoeae or Chlamydia trachomatis. The
physician explains to the patient that a pelvic examination is needed to
confirm or disprove the diagnosis. The young woman is initially very resistant
to this idea. Therefore, the physician carefully explains the physical examina-
tion maneuver and the importance of the information that it yields. The
patient then gives her consent.

The physician proceeds to perform a gentle vaginal speculum and bi-
manual pelvic examination, all the while explaining each step. The examina-
tion reveals a mucopurulent cervical discharge, with marked tenderness of
the uterine cervix and both fallopian tubes. The physician explains to the
patient the need for a urine pregnancy test to rule out a tubal pregnancy. The
patient consents, and the test proves negative. The physician feels that the
previous suspicion of acute pelvic inflammatory disease is the most likely
diagnosis and treats the patient with an intramuscular injection of

79



80

PHYSICAL
EXAMINATION

ceftriaxone followed by oral doxycycline. A culture of the uterine cervix taken
at the time of the pelvic examination subsequently grows Neisseria gonor-
rhoeae.

INTRODUCTION

The physical examination is a very special and important part of any patient-
physician encounter, as illustrated by case 4-1. It serves mainly a diagnostic role
that tends to be overrated by most patients (and by many physicians), but it also
has an often underrated therapeutic role in patient care.

The first part of this chapter describes physical examination principles. The
second part consists of a series of figures comprising a detailed framework for a
“core physical examination” useful for the new student of medicine to learn and
practice during patient encounters.

GATHERING OBJECTIVE INFORMATION

An observation that a patient makes about himself or herself is classified
conventionally as “subjective” information. An observation made by a physician
about a patient is classified conventionally as “objective” information. Objective
information also comes from laboratory tests, x rays, and other machine-related
measurements, but in most cases the majority of objective information comes
from the physical examination.

Physicians gather objective information by four methods: inspection, per-
cussion, auscultation, and palpation. Inspection uses the sense of sight to gather
global and specific information about the appearance of the patient, such as
noting that a patient’s skin appears yellow (jaundice). Percussion uses the
senses of hearing and feeling to gather specific information about the relative
density of body areas. It involves a technique of tapping on body parts, usually
with the middle finger of one hand, while listening and feeling for the degree of
resonance elicited. For example, tapping on the chest can be used to determine
the level of the diaphragm. Auscultation uses the sense of hearing in listening
with a stethoscope to draw inferences about the physiological functioning of
specific body areas. For example, listening to heart valves may assist in deter-
mining if the valves are leaking. Palpation uses the sense of feeling to define
textures, masses, and thickenings and to determine the degree of tenderness of
specific body areas. For example, feeling an abdomen helps to determine if the
liver is enlarged and if it is abnormally tender. Smell occasionally serves as a
fifth information-gathering method.

POSSIBLE ERRORS IN THE INFORMATION
OBTAINED BY THE PHYSICAL EXAM

The quality of information obtained during the physical examination may
vary because of several factors even when correct indicated observations are
made. Even though the information gathered during the exam is considered



objective, it may unavoidably include subjective components. For example, dur-
ing abdominal palpation a patient might cry out because of psychological prob-
lems. The physician is likely to interpret such a reaction erroneously as objective
evidence of physical pain.

Likewise, there is a subjective component to the physician’s interpretation
of physical findings (degree of retinal vasoconstriction, amount of abdominal
tenderness, presence or absence of an enlarged spleen, degree of enlargement of
the liver, degree of loss of touch sensation). Subjective interpretation of physical
findings is minimized by defining criteria for abnormal findings and, when
possible, using a measurement standard (percentage reduction in the diameter
of the retinal arteries, measured span of the liver, etc.).

There may also be significant intraobserver and interobserver disagreement.
The same examiner may obtain conflicting physical findings on the same patient
during different examinations. Different examiners may differ in their physical
findings on the same patient. Even when consistency between observations and
among observers is present, the observations or test results may not accurately
reflect the true clinical state. Bias, a systematic deviation of an observation from
the true clinical state, can occur even in the presence of consistent observations.
Inconsistencies and biases in information gathering are attributable to the exam-
iner, to the patient, and to the examination process.

Examiner-Related Causes of Inconsistency and Bias

Biological variation in the senses used during the physical examination may
arise both between observers and within the same observer. One clinician may
hear a subtle heart murmur that another clinician does not appreciate because of
a hearing impairment. An intern who has been awake for 36 h may not appreci-
ate a subtle joint effusion, yet may recognize it the next day following an appro-
priate period of rest.

There is also a tendency to record inference rather than evidence. Physicians often
interpret clinical findings instead of describing them. For example, “mitral regur-
gitation murmur” may be recorded rather than the more descriptive “grade Il/IV
holosystolic apical murmur radiating into the left axilla.”

Physicians may also fall prey to entrapment by prior expectation, based by what
they hope or expect to find in a patient. They may consequently be interpreting
diagnostic information in light of this expectation.

Ignorance (as a lack of knowledge on the part of the physician) is also a
possible source of misinterpretation of diagnostic findings.

Patient-Related Causes of Inconsistency and Bias

Biological variation in the system being examined may occur. For example, it is
normal for a patient’s blood pressure to vary from hour to hour and day to day.
The effects of illness and medication may alter the patient’s ability to provide a
cogent history, as could be caused by dementia, delirium, or tranquilizers. IIl-
ness and medication effects may also alter the clinical manifestations of disease,
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as when blood pressure becomes normal after a heart attack in a patient who
previously had high blood pressure.

Memory problems may cause a patient to ruminate over past events, search-
ing for explanations for his or her problems. Serial histories may change as the
patient reinterprets past events.

Examination-Related Causes of Inconsistency and Bias

A disruptive examination environment may adversely affect the examination
results. For example, a subtle heart murmur may not be heard in a noisy room,
or jaundice may not be appreciated in dim light.

Improper operation of diagnostic tools may produce biased test results. For
example, the use of an incorrectly sized blood pressure cuff yields inaccurate
blood pressure readings. An uncalibrated manometer could produce equally
biased results.

Minimizing Inconsistency and Bias

It is important to take steps to minimize bias in the information-gathering
process. Sackett, Haynes, and Tugwell, in their book on clinical epidemiology,
recommended that examiners minimize bias by the following methods: (1) cor-
roborate key findings by repeating key elements of the examination, by checking
important findings with other available information sources, by confirming key
findings with appropriate lab studies, and by asking colleagues “blinded” to the
clinical history to examine the patient; (2) report evidence as well as inference;
(3) use appropriate diagnostic instruments; and (4) arrange for independent
interpretations of diagnostic laboratory studies that involve subjective observer
interpretation (Sackett, Haynes, & Tugwell, 1985).

PSYCHOLOGICAL RISKS INHERENT IN
THE EXAMINATION PROCESS

The information-gathering process is fraught with potentially difficult psy-
chological issues for both the patient and the physician. The physical examina-
tion may constitute a threat to the patient’s self-image of health and wholeness.
To have this self-image threatened is to be reminded that one is mortal. To be
examined is to risk the finding of disease. To undergo certain physical examina-
tion maneuvers is to have one’s body invaded. The physical examination often
violates sexual taboos (breast exams, pelvic exams, male genital exams, rectal
exams) and can be very frightening to patients. Furthermore, despite the fact
that society permits the physician to ask psychologically invasive questions and
perform physically invasive examinations, the physician (especially during the
early stages of training) may feel anxious and apprehensive about exercising
such invasive prerogatives.

These issues are best dealt with when the physician is aware of both the
patient’s and his or her own anxieties and apprehensions and makes every effort



to address the patient’s fears with empathy and respect. Careful attention
should be given to the patient’s physical comfort. The ambient temperature
should be comfortable. The examining room should offer privacy. If physically
able, the patient should be allowed to undress and dress in private. The patient
should be carefully gowned or draped, and anatomic areas such as the female
breasts and the anogenital region should be kept covered except when being
specifically examined. A female attendant should accompany a male physician
examining a female patient. It may be desirable for a male attendant to accom-
pany a female physician examining a male patient. Painful physical examination
maneuvers such as otoscopy, deep abdominal palpation, pelvic examination,
and rectal examination should be carried out gently. All maneuvers and pro-
cedures should be explained to the patient as they are being performed, since
this will usually reduce the patient’s apprehension. Abnormal findings should
be explained to the patient. When the physician spends an unusual amount of
time examining a specific body area, the reasons and findings should be com-
municated to the patient.

THERAPEUTIC ASPECTS OF THE
- PHYSICAL EXAMINATION

In addition to gathering information, the process of the physical examina-
tion involves touching and the “laying on of hands” and thereby has an inde-
pendent therapeutic effect on the patient. In many cultures the importance of
the physician’s touch in the healing process has been recognized for centuries.
Historically, healing power was attributed to the touch of a great person. The
Bible gives many examples of Christ touching persons and healing various ill-
nesses. A touch and the sign of the cross were used in England and France to
heal scrofula. Priests were seen as possessing sacred healing powers. The touch
did not always cure. Those who complained of not being healed were said to
lack faith.

In our own culture, the physical examination is part of the therapeutic
context of medicine. Laying on of the hands in some manner is expected by most
patients. Touch is experienced affectively. Touching implies communication and
is a significant statement of intimacy. Touching means taking part, taking mat-
ters in hand. Touching and being touched is an expression of caring. Touching,
to many patients, is part of the process of getting well (Bruhn, 1978). Experi-
enced clinicians recognize the contribution that touching makes to healing and
deliberately use their touch as a therapeutic tool.

THE FLOW OF THE PHYSICAL EXAM

Physicians tend to develop their own patterns for proceeding through a
physical exam. Generally, the exam proceeds from general observations to vital
signs and then from the head toward the toes. However, the best physicians
often begin the physical examination even before meeting the patient. For exam-
ple, if the patient has filled out some paperwork, inspection of the patient’s
handwriting can be a clue to level of education, attentiveness, tremor, anger, etc.

83

THE FLOW OF THE
PHYSICAL EXAM



84

PHYSICAL
EXAMINATION

Certainly during the joining process of the interview, the physician is beginning
to make objective observations about the patient’s handshake, voice, appear-
ance, and general mental status. As the more formal aspects of the physical
examination begin, physical contact begins. The initial touching during the exam
is especially important in communicating to the patient an attitude of respect
and caring.

By the time the formal examination begins, the physician may already have
decided which of its aspects will be most important and as such are diag-
nostically necessary. Other aspects of the physical may be performed automat-
ically and routinely, even when they are not diagnostically necessary, because
several other useful purposes may be served. These routine maneuvers serve to
provide some thinking time for the physician. They also serve as neurosensory
feedback for the physician in that the physical act of performing the maneuver
prompts the physician to the next act in the sequence and serves as a focal point
for subsequent recall of the exam findings. Routine maneuvers also establish the
patient’s base-line responses, which may be useful for comparison to the re-
sponses elicited by other more important aspects of the exam. Finally, certain
routine maneuvers may be expected by the patient, so that their performance
enhances the patient-physician bond.

A CORE MODEL OF THE PHYSICAL
EXAMINATION FOR USE BY NEW
STUDENTS OF MEDICINE

Performing a physical examination should feel like driving a car, where the
driver thinks about where he or she is going rather than about how to steer and
brake. When a physical exam is performed naturally, with each part flowing
smoothly into the next, it requires less conscious effort and frees one to focus on
the clinical problem at hand rather than on the mechanics of the exam. Figures
4-1 through 4-20 comprise a “mental tape” to help the first-year medical stu-

Table 4-1
Sample “Write-up” of the Core Physical Examination

General Pleasant, cooperative, mildly anxious 32-year-old white
female appearing her stated age.

Vital signs Temp 98.6°; HR 72; BP 130/70; Resp 16.

Eyes Normal fundal exam.

Ears Tympanic membranes and ear canals appear normal.

Mouth/throat Good dentition and no lesions noted.

Lungs No dullness noted on percussion. Clear lungs in all
areas, with no wheezes or rhonchi or rales.

Heart Regular rate and rhythm with S1 and S2 heard but no
extra sounds noted.

Abdomen Bowel sounds normal. Soft and nontender without any
masses. Liver edge normal. Liver span 10 cm by
percussion.

Neuro Patellar reflexes 2+/4+ on both right and left. Achilles

reflexes 2+/4+ on both right and left.
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Figure 4-1. General inspection. After the interview, a brief screening examination begins.
A general inspection of this patient reveals both obvious physical attributes and an initial
psychosocial impression. This patient may be described as a “pleasant and cooperative
but mildly anxious 32-year-old white female appearing her stated age.”

Figure 4-2. Vital signs: Temperature. First take the vital signs, starting with her tempera-
ture. Seat the patient comfortably on the end of the examination table and place a ther-
mometer under her tongue. Record her temperature in 2 or 3 min. In the meantime, take
the other vital signs.
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Figure 4-3. Pulse rate. Next take the radial pulse rate. Gently take hold of the patient’s
left hand and palpate her radial pulse on the flexor surface of the thumb side of her wrist.
Count her pulse rate for 30 s timed with a watch. Her count is 36. Multiply it by 2 and
make a mental note of her pulse rate, which is 72 beats per minute.

Figure 4-4. Blood pressure. Hold her left arm up and support it. Wrap the blood pressure
cuff around her upper arm. Check to be sure it fits properly by looking at the sizing
marks. Prepare to listen through the stethoscope, then palpate her brachial pulse on the
medial flexor surface of her arm just below the cuff. Place the stethoscope diaphragm
directly over the pulse and quickly inflate the cuff by pumping the bulb until the gauge
rises to at least 180 mm Hg.
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Figure 4-5. Systolic and diastolic blood pressures. After the cuff is adequately inflated,
open the valve on the bulb slightly and allow the gauge to fall at about 3 mm Hg per
second. As the column falls, auscultate (listen) closely for the systolic pressure, which is
the gauge reading at which the pulse first becomes heard (the point at which it pushes
past the cuff). Her systolic pressure is 130 mm Hg. As the column continues to fall, the
sounds disappear at the patient’s diastolic pressure, 70 mm Hg. Her blood pressure is
therefore recorded as 130/70. Allow the cuff to deflate completely; then remove it and
place it back in its rack.

Figure 4-6. Respiratory rate. Count breaths for 30 s and multiply by 2 to get the respira-
tory rate per minute.
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Figure 4-7. Eyes. Pick up the ophthalmoscope and turn it on. Flip off the room lights and
direct the patient’s gaze toward the opposite wall. Turn the lens on the scope to zero and
set the light aperture to a large circle. The scope is held in the left hand and looked
through with the left eye while the right hand stabilizes the patient’s head and left eyelid.
Once in position, swing the circle of light onto the patient’s left pupil.

Figure 4-8. Red reflex. Note the usual “red reflex” appearance of the fundus. Then, begin
moving slowly closer to the patient’s eye, keeping the edge of the light barely over her

pupil.



Figure 4-9. Fundus. As the fundus comes into view, adjust the scope’s lenses to get the
retinal vessels into focus. Follow the vessels along until the optic disk is located, then
sweep outward, inspecting the patient’s normal-appearing fundus. Then move to the
patient’s right side, switching the scope to the right hand and right eye to examine the
patient’s right eye.

Figure 4-10. Ears. Hang up the ophthalmoscope and pick up the otoscope. Attach a
speculum; then hold the otoscope horizontally in the left hand and examine the left ear,
after first pulling the ear upward and backward with the right hand to straighten the ear
canal.

89

A CORE MODEL
OF THE PHYSICAL
EXAMINATION



90

PHYSICAL
EXAMINATION

Figure 4-11. Ear canal and tympanic membrane. Gently insert the speculum tip into the
ear canal. Allow the small and ring fingers of the left hand (holding the scope) to touch
the patient’s face just in front of and below the ear, so that if the patient moves the scope
will move with the patient. Then look through the scope and inspect the ear canal and the
tympanic membrane. Switch the otoscope to the right hand to examine the right ear; then
remove and dispose of the otoscope speculum. Don’t hang up the scope just yet.

Figure 4-12. Mouth. Pick up a tongue blade and use it and the otoscope light to inspect
the patient’s mouth and throat. Hang up the otoscope and dispose of the tongue blade.



Figure 4-13. Lungs. Step to the side and back of the patient and percuss the posterior
lung fields for asymmetric resonance and to identify the level of her diaphragm. The
examiner’s left middle finger is placed flat on each area of the chest and then smartly
“thumped,” using the tip of the examiner’s right middle finger. Listen and feel for the
degree of resonance. Compare the right and left sides of the chest.

Figure 4-14. Wheezes, rhonchi, and rales. Ask the patient to breathe through her mouth
and auscultate for wheezes, rhonchi, and rales. (Rhonchi are coarse crackles caused by
fluid in airways, and rales are fine crackles caused by fluid in the alveoli.) Press firmly
using the diaphragm of the stethoscope, which is best for hearing the higher-frequency
lung sounds. Check upper and lower posterior lung fields, each axillary lung field (to
hear the middle lobe and lingula), and the anterior lung fields.
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Figure 4-15. Heart. Ask the patient to lie back on the exam table. Pull out the shelf to
support her feet. Gently lift the gown up to her rib cage, exposing her abdomen. Prepare
to auscultate the heart in order to observe its rate and rhythm (regular or irregular), its
first and second sounds, and any extra sounds such as murmurs or rubs.

Figure 4-16. Heart valves. Using the stethoscope (diaphragm portion), auscultate in each
of the four main valvular areas. Start at the left lower sternal border (T, tricuspid area) and
proceed successively to the apex (M, mitral area), the left upper sternal border (P, pul-
monic area), and the right upper sternal border (A, aortic area). Then use the stetho-
scope’s bell to listen again at the apex, pressing only very lightly in order to make the skin
act as a very loose diaphragm and thereby enhance low-pitched sounds.
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Figure 4-17. Abdomen. The abdominal examination is next. Inspect the abdomen for
shape, scars, and skin lesions. Auscultate for bowel sounds. Note whether the bowel
sounds are absent, hypoactive, normal, or hyperactive.

Figure 4-18. Liver palpation. Continue the abdominal exam by palpating gently in each
quadrant. Note any abnormal mass or tenderness. Palpate the liver by pressing gently
into the right upper quadrant and asking the patient to take in a deep breath. Feel the
liver tap the examining fingers as the diaphragm pushes the liver down, a maneuver that
is normally slightly tender to the patient.
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Figure 4-19. Liver percussion. Finally, examine the liver by percussion. Note the liver’s
size by measuring the area of dullness between the resonance of the right lung superiorly
and the slightly tympanitic abdomen inferiorly.

Figure 4-20. Deep tendon reflexes. Pick up the reflex hammer and percuss the patellar
and Achilles tendons. Palpate the strength of the reflexes and record it on a 0 to 4+ scale.
The core examination is now complete and ready to be recorded in the medical record as

shown in Table 4-1.



dent’s efforts to flow smoothly and naturally when learning to perform the parts
of a simplified, “core” physical examination. The core exam will be greatly
expanded in the years to come, but a smooth flow will always be important. A
sample “write-up” of the findings of the exam is presented in Table 4-1.

CONCLUSIONS

The physical examination is a very special and important part of any
patient—physician encounter. It serves diagnostic and therapeutic roles in pa-
tient care. In its diagnostic role it is used to gather objective information by the
methods of inspection, percussion, auscultation, and palpation. In the basic
examination these methods are applied in an orderly regional manner that pro-
gresses from general observations to vital signs and then from the head toward
the feet. The physical examination unavoidably includes subjective components
and is subject to biases attributable to the examiner, the patient, and the environ-
ment. It may also cause some psychological discomfort to the patient and the
performing physician. However, because of the therapeutic significance of the
physician’s touch, the physical examination may contribute greatly to the pa-
tient’s healing.

CASES FOR DISCUSSION

Case 1: A Modestly Uncomfortable Situation

As you prepare to see your first patient of the afternoon you pull the chart
from the rack on the examination room door and note that you will be seeing
Mrs. Jones, a new patient who is here for evaluation of a problem your nurse
has recorded as “chest pain.”

As you enter the room, you note your patient to be an attractive,
anxious-appearing, 21-year-old, married, white female dressed in a business
suit and seated in the examination room chair. During the joining process of
the interview, the patient provides you with her chief complaint: “I'm worried
about a pain I've had in my right breast for the last 2 days.” The pain is in her
right upper lateral chest. She first noticed it the morning before yesterday,
and it has become progressively more severe. It becomes more intense
when she takes a deep breath and lessens when she is still but never
completely relents. She is unaware of any recent trauma to her chest. She
had a cough and upper respiratory symptoms 10 days ago but considers
herself to be nearly recovered at this point. She performs breast self-
examination, has never had a breast problem in the past, and has noted no
skin changes, retraction, dimpling, or nipple discharge. She takes oral con-
traceptives and has no significant symptoms of pregnancy. No one in her
family has had breast disease. She is a nonsmoker. She relates no other
health problems and says that she moved to this state 3 months ago and
therefore until now has not needed to establish a personal physician.

Your nurse has already recorded the patient’s vital signs: all normal. You
are therefore ready to proceed with additional examination maneuvers.
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1. What specific examination maneuvers should be performed?

2. How will you initiate the examination?

3. Will you have the patient change into a gown? Will you use any additional drapes
or precautions to protect the patient’s modesty?

4. Will you have a female chaperone present for any portion of the examination?

Case 2: For Crying out Loud

As you approach the second examination room door, you hear the loud cries
of a small child from behind the door. As you enter the room, Michael, your
3-year-old patient, screams even louder and clings to his mother, who con-
tinues to try to calm him. She says that he has had an earache and a fever
since the previous evening. Additional history is remarkable only for a mild
runny nose and cough. Whenever you begin to approach Michael, he cries
more loudly and clings more tightly to his mother.

1. What portions of the physical examination should be performed? In what order?

2. What additional questions might you ask Michael's mother before beginning the
physical examination?

3. What are some of the advantages and disadvantages of attempting to calm Mich-
ael prior to examining him? What are the advantages and disadvantages of re-
straining him?

4. If Michael were an equally upset and uncooperative 8-year-old, would you handle
the situation any differently? Why? What if he were 13 years old?

Case 3: With a Jaundiced Eye

Your next patient is Mr. Smith, a 48-year-old gentleman who was discharged
from the hospital 1 week previously after a prolonged stay for treatment of
decompensated alcoholic cirrhosis. During his hospitalization you had noted
many of the typical problems of his underlying disease: (1) reduced hepatic
clearance of bilirubin from the blood, resulting in a yellowing of his skin and
sclera (clinical jaundice); (2) reduced protein in the blood with concurrent
elevated portal pressure, resulting in enlargement of the abdomen with fluid
(ascites); (3) portal system hypertension putting back-pressure on the portal
tributaries, resulting in dilation of the abdominal wall veins and of the anal
canal veins (“caput medusa” and hemorrhoids); (4) scarring of the liver,
resulting in shrinkage and hardening of the liver (cirrhosis); (5) reduced
hepatic clearance of endogenous estrogen, resulting in vascular changes of
the skin and testicular changes (“spider angiomata” and testicular atrophy).

1. If you wanted to recheck all of the above classical findings, in what order would you
make observation of the body regions or organ systems involved?

2. What examination modalities (inspection, percussion, palpation, auscultation)
would you use for each finding?

3. How would you “write up” the findings?

Case 4: Home Sweet Home

For your last patient of the day, your nurse has arranged a home visit for Alice
Brown, a 16-year-old white female with severe cerebral palsy and mental



retardation. She lives at home, where her mother provides most of her care.
The family is poor and does not have a car. It is difficult for them to arrange
transportation to your office for Alice. You are equipped with your “little black
bag.”

1. What equipment will you need in your “little black bag” in order to examine Alice
properly?

On arrival at Alice’s small home you note that the windows are open. Itis
quite hot, and you can hear the traffic on the expressway and street. A
window fan drones. Mrs. Brown takes you into Alice’s room, where Alice is
lying in a small single bed. The radio is on, the shades are drawn, and a small
bare-bulb light glows dimly. The room is cooler because of a window unit air
conditioner. You greet Alice, sit down, hold her hand, check her pulse, take
an interval history from Mrs. Brown, and prepare to perform a physical.

2. What observations about Alice’s status are likely to be more accurate in the setting
of her home?

3. What observations about Alice’s status are likely to be less accurate in the setting
of her home?

4. What could be done to optimize physical examination accuracy in this setting?
Clue: What factors would interfere with inspection, percussion, palpation, and
auscultation?

Case 5: Little Men and Maids All in a Row

Last fall you and your partner performed all of the “preparticipation sports
physicals” for the football team at the local high school. There were 65
athletes. You had the parents of each athlete complete an athletic history
form and then conducted the examination in three stations in the locker
room, with the boys lined up in gym shorts. At the first station your nurse took
heart rate and blood pressure. At the second station your partner examined
head, eyes, ears, neck, and back. At the third station you examined lungs,
heart, abdomen, and scrotum (for inguinal hernia).

The coaches at the school how consider your practice to be their “team
doctors,” and this fall you have also consented to perform physicals on all of
the female athletes.

1. Will you conduct the examinations the same way as the year before? Why or why
not?

2. What are the advantages and disadvantages to such an “assembly line” approach
to performing physicals?

EXERCISES FOR PRACTICE

The best way to learn the elements of the core physical examination and to
develop a “mental tape” of the physical examination process is to practice these
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elements on patients. If patients are not available, then it is certainly acceptable to
practice on classmates in groups of two. The classmates should alternate perform-
ing each exam maneuver on each other, with an instructor who demonstrates
each maneuver and provides feedback to the students as they practice each
maneuver. New students of medicine should realize that many of these maneu-
vers, for example, visualizing the optic fundus using an ophthalmoscope, are very
difficult to master. The student should not expect mastery after one practice ses-
sion. However, practicing these few physical exam maneuvers early in the stu-
dent’s career will allow early familiarity with physical examination instruments,
familiarity with the vocabulary of the physical exam, and the formation of a con-
ceptual framework on which subsequent learning can occur. The student also will
begin to build self-confidence.
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CHAPTER 5

Clinical Decision Making

Daniel S. Marley and Mark B. Mengel

Case 5-1. Dr. W., while on evening call, was awakened from a brief 15-min
nap by her pager. She phones the emergency room to find that they have a
60-year-old white female complaining of headache. Dr. W. reluctantly pulls
herself together and trudges off to the emergency room (ER).

While walking through the halls, she finds herself thinking of the pos-
sibilities: (1) tension headache, (2) migraine, (3) cerebrovascular accident,
(4) accelerated or malignant hypertension, or (5) sinus infection. She re-
minds herself that she needs to keep temporal arteritis and brain tumors in
mind, even though those conditions are fairly rare.

She gets to the emergency room and looks at the chart. The patient’s
blood pressure is 130/82 mm Hg. Her temperature is 99.0°F. Her heart rate is
80 beats per minute. Dr. W. goes to the patient and introduces herself,
thinking, “Well, if her pressure is really 130/82, | can forget about hyperten-
sion causing this headache.” She asks the patient a few questions about the
headache and finds out that it is not very severe and that the patient does not
have a history of migraine or other vascular-type headaches.

Dr. W.s differential diagnosis is now (with probabilities):

. Tension headache—60%

. Sinusitis headache—35%

. Cerebrovascular accident—3%
. Temporal arteritis—1%

. Brain tumor—1%

asrON =

Dr. W. asks a few more questions while she performs an examination of
the patient’s head, eyes, ears, nose, throat, and cranial nerves. The patient
describes the pain as behind her eyes and in her forehead and face. It is a
pressure-type pain that is especially worse when she bends over. The pa-
tient has had a mild cold for about 2 weeks. Dr. W. finds retracted ear drums,
swollen nasal turbinates with yellowish drainage, and a slightly raw throat.

929
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Given this new information, Dr. W.’s differential diagnosis changes to:

1. Acute sinusitis—90%
2. Tension headache—9%
3. All other causes—1%

A brief neurological exam is totally normal. Now Dr. W. is faced with
another differential diagnosis dilemma. Does this patient have a significant
infection of her frontal or' sphenoidal sinuses, which may require hospitaliza-
tion? Sinus percussion reveals only tenderness over the maxillary sinuses
with no frontal sinus tenderness. The patient is afebrile, and the headache is
not severe. Dr. W. wonders whether she should obtain sinus x rays but feels
that she is already 95% sure that the patient has no dangerous forms of
sinusitis. Therefore, she gives the patient a prescription for oral antibiotics
and a decongestant, recommends acetaminophen and hot compresses for
pain, and asks the patient to see her family doctor in 3 days for a follow-up
visit.

INTRODUCTION

One of the primary functions of a physician is to diagnose a patient’s illness.
How a physician does this is a question that has been asked as long as there have
been students of medicine, but the answers are still elusive. Furthermore, al-
though some decision-making patterns used by physicians have been identified,
they do not necessarily follow the “classical” methods taught in medical school.
Many of the traditional methods of approaching difficult medical decisions, such
as formulating an exhaustive differential diagnosis, have been found to be
fraught with “traps” that may lead an unsuspecting doctor to make a decision
that is seriously flawed.

This chapter introduces the four basic patterns of clinical decision making,
emphasizing the one most frequently observed in experienced physicians. A
discussion of how to formulate a differential diagnosis and clinical decision-
making thresholds occurs next. Finally, a discussion of test characteristics, an
understanding of which is essential to rational decision making, concludes this
chapter.

METHODS OF CLINICAL DECISION
MAKING

Because treatment is usually diagnosis-specific (antibiotics will usually cure
acute sinusitis but not malignant hypertension), the health and well-being of the
patient depend on an accurate “labeling” of the problem. Many investigators
have tried to determine how physicians proceed through the diagnostic process.
In a recent textbook on clinical epidemiology, Sackett and colleagues, having
reviewed the literature in this field, described four basic ways that clinicians
make a diagnosis: (1) pattern recognition, (2) arborization, (3) the process of
exhaustion, and (4) the hypotheticodeductive approach (Sackett et al., 1985).



Pattern Recognition

Case 5-2. A 36-year-old female comes into a physician’s office feeling very
anxious with heart palpitations, difficulty sleeping, and being constantly hot
and flushed. When the physician first stepped into the room and looked at
the patient, she noted that the patient was a fairly thin woman whose eyes
were bulging. The patient also had a broad-based neck. The physician fur-
ther noted that she was sweating a great deal despite the cool temperature
of the office. A diagnosis of hyperthyroidism instantly leaped to the physi-
cian’s mind. This diagnosis was confirmed by laboratory testing a few days
later.

Pattern recognition is the “instantaneous realization that the patient’s pre-
sentation conforms to a previously learned picture or pattern of disease” (Sackett
et al., 1985). By this method, a single diagnosis quickly comes to mind once the
patient is observed. The most important components of the pattern are usually
visual, as in Case 5-2, but they can also be auditory, for example, the mashed-
potato voice of a patient with tonsillitis, or olfactory, for example, the fruity
breath odor of diabetic ketoacidosis. Pattern recognition is often very helpful to
physicians, but only with certain “pathognomonic” presentations. “Pathog-
nomonic” means that a finding is seen with only one specific diagnosis.

One danger of relying on this method is that often a physician bases his
estimate of the probability of the patient having the disease on the number of
“textbook” characteristics the patient has instead of the true “disease preva-
lence” in that patient (Sox, Blatt, Higgins, & Marton, 1988). Another danger is
that once a doctor makes a “pattern recognition” diagnosis, it is often hard for
him or her to consider other diagnostic alternatives.

Arborization

Case 5-3. A 56-year-old female with hypertension and non-insulin-
dependent diabetes mellitus (NIDDM) presented to a physician’s office with a
2-h history of acute substernal chest pain. She described the pain as dull and
achy in quality. It took her breath away. The pain did not radiate, nor was it
accompanied by nausea, vomiting, hemoptysis, or fever. She did give a
history of occasionally getting a sour taste in her mouth at night. She had not
taken anything for the pain. The pain was not made worse by inspiration or
change of position. Food helped the pain somewhat. She denied ingestion of
aspirin, alcohol, or other antiinflammatory medications.

She has smoked one pack of cigarettes per day for 30 years. Her high
blood pressure was well controlled on captopril, 12.5 mg twice daily. Unfortu-
nately, her NIDDM was poorly controlled on glyburide, 5 mg once daily. She
had no past history of heart disease, peptic ulcer disease, or gallbladder
problems. She had no family history of heart disease.

Physical examination revealed a pulse of 80 beats per minute, blood
pressure 150/90 mm Hg, respiration 16 per minute and unlabored, and tem-
perature of 98.6°F. Her skin was warm and dry. Examination of the neck
showed no jugular venous distension. The carotid pulses were 2+ bilaterally
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without bruits. The lungs were clear to auscultation and percussion. The
chest exam revealed no costochondral joint tenderness. Heart exam re-
vealed no murmurs, clicks, rubs, or gallops. Abdominal exam was normal by
palpation. Bowel sounds were normal. Murphy’s sign (a sign of gallbladder
tenderness) was negative. Rectal exam found no masses, and a test of the
patient’s stool was negative for blood. Extremities were without clubbing or
edema.

At this point, a diagnosis of reflux esophagitis was made. The patient
was given a slurry of antacids, viscous xylocaine (a local anesthetic), and a
smooth muscle relaxant as a therapeutic trial. Five minutes after ingestion of
this slurry, the patient’s pain resolved.

Arborization is “the progression of a diagnostic process along but one of a
large number of potential preset paths by a method in which the response to
each diagnostic inquiry automatically determines the next inquiry to be carried
out and ultimately the correct diagnosis” (Sackett et al., 1985). Proceeding
through a clinical algorithm in a logical fashion is one of the best examples of
arborization. For example, using the information given in Case 5-3 and the
clinical algorithm shown in Fig. 5-1, one begins in the upper left corner and
moves through the algorithm depending on the response at each point. In this
way the correct clinical diagnosis of reflux esophagitis can be reached very
quickly.

Because the arborization strategy is so logical and tedious, it is rarely used
by physicians except when they are confronted with rare symptoms or signs. It
is used most often by physician-extenders and by medical students who are
learning the diagnostic process. After medical school, because it is so time con-
suming and does not really correspond to the way physicians think, it is soon
discarded.

Method of Exhaustion

The method of exhaustion is a diagnostic process in which clinicians per-
form a very complete history and physical exam, undertaking a “painstaking,
invariant search for (but paying no immediate attention to) all medical facts
about the patient, followed by sifting through the data for the diagnosis” (Sack-
ett et al., 1985).

The strategy of exhaustion depicts the diagnostic process as a two-stage
event. First, all the data that might possibly be pertinent to the case are collected.
When that stage is finished, the second stage begins as the clinician searches
through the data to make a diagnosis. Even though many clinicians are taught in
medical school that this is the preferred method for making a diagnosis, it is not.
Not only is this method highly inefficient, it may be detrimental to the patient,
as many studies have documented the hazards of collecting excessive amounts
of information when solving clinical problems (Koran, 1975; Sisson, Schoomaker
& Ross, 1976; Stein & Mold, 1988). Most importantly, this method does not
correspond with the way clinicians really think. Thus, the strategy of exhaustion
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Figure 5-1. Part of a chest pain algorithm, courtesy of Harold C. Sox, Jr., M.D. Reprinted
with permission from Sackett et al. (1985)
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nists as they worked through a series of programmed patients. Even though
these seasoned clinicians used the method of exhaustion at times, primarily to
keep their patients occupied while they thought of something else to ask, it was
not their primary diagnostic method. Interestingly, despite the accurate and
efficient diagnoses most clinicians made during the study, many apologized to
the investigators for not using the method of exhaustion (Barrows et al., 1982).
What was their diagnostic method of choice?

The Hypotheticodeductive Approach

This approach involves “the formulation, from the earliest clues about the
patient, of a short list of potential diagnoses or actions, followed by the perfor-
mance of those clinical and laboratory maneuvers that would best reduce the
list” (Sackett et al., 1985). This method was the preferred clinical decision making
strategy used by physicians in the Barrows et al. study. In that study, family
physicians and internists examined simulated patients with pericarditis, duode-
nal ulcer, peripheral neuropathy, and multiple sclerosis. They documented that
the first hypothesis was generated on average 28 s after hearing the chief com-
plaint. The correct hypotheses (these clinicians were right 75% of the time) were
generated an average of 6 min into these half-hour workups, with an average of
5.5 hypotheses generated for each case. At the same time the clinicians were
generating their lists of hypotheses, they were simultaneously performing those
bits of history making and physical examination that would best help them
shorten their lists.

In case 5-1, the physician’s current hypotheses were described during their
development from initial presentation to final management. Each new piece of
data acquired through history or physical exam caused a change in the ranking,
the elimination of some possibilities, or the addition of other conditions. Finally,
Dr. W. was “comfortable” with a given hypothesis, such that she acted on that
hypothesis by treating the patient.

Further studies of the hypotheticodeductive approach have revealed that
this process can be further divided into four subprocesses: (1) cue acquisition,
(2) hypothesis generation, (3) cue interpretation, and (4) hypothesis evaluation
(Elstein, Shulman, & Sprafka, 1978).

During the cue acquisition phase, data are collected. An important event
here, since the amount of data that could be collected is vast, is bounding of the
problem space. This is accomplished by generating the first hypotheses from the
initial bits of information obtained from the patient.

Hypothesis generation is the subprocess during which all potential hypoth-
eses are generated. This process is of fundamental importance since these hy-
potheses will dictate the amount and quality of further information to be ob-
tained from the patient. The usual number of hypotheses physicians generate is
limited by short-term memory to an average of three to five, with a maximum of
seven. Further hypotheses may be generated by nesting them hierarchically, for
example, nesting myocardial infarction, pericarditis, and angina under “heart
disease” as a single category.

Cue interpretation is a poorly understood process during which the physi-



cian confirms or “rules out” hypotheses generated during the previous phase.
Physicians appear to go through a process of organizing the data and then
comparing the organized data to a list of classical disease presentations con-
tained in their memory. Experts in a particular field, who are often confronted
with similar problems again and again, utilize “strong” methods of cue interpre-
tation in which a few readily selected cues that have been found in that clini-
cian’s experience to be very useful in guiding decision making are sought. If
present, these cues enable physicians to confirm or “rule out” hypotheses quite
quickly (Mancuso & Rose, 1987).

The last subprocess, hypothesis evaluation, follows naturally from the cue
interpretation phase. During this phase the clinician picks the most likely hy-
pothesis. It is important to point out that the process of developing hypotheses
does not require one to step through each of these subprocesses in order. Many
physicians will jump to hypothesis generation after a short cue acquisition phase
but then go back to cue acquisition to collect more data prior to moving onto cue
interpretation.

At what stage do medical students start to adopt the hypotheticodeductive
approach? A similar study to the one done on family physicians and internists
was performed on medical students (Elstein et al., 1978). Surprisingly, medical
students used the hypotheticodeductive approach immediately on arrival to
medical school. The difference between beginning and graduating medical
school students, and for that matter between students and seasoned clinicians,
is primarily quantitative, not qualitative. With additional education and experi-
ences, clinicians become more likely to generate the correct hypothesis, to gener-
ate it earlier, and to obtain more pertinent historical and physical exam data
about their working hypotheses in less time.

Is there anything clinicians can do to improve their diagnostic abilities?
Elstein and colleagues also examined that issue using a large number of sea-
soned clinicians (Elstein et al., 1978). The first finding of this study was that the
ability of these clinicians to make an accurate diagnosis from simulated patients
was very variable, problem specific, and not related to the physician’s ability to
gather data or to his or her familiarity with the diagnostic process but was
primarily a result of their past experiences. Like chess masters who are actually
not better at planning a large number of moves in advance than a novice, the
ability of these clinicians to diagnose correctly was dependent on the amount of
disease-specific knowledge that they had stored in long-term memory (just as
chess masters have more chess board patterns stored in long-term memory) and
on their ability to access that stored information quickly and compare it to the
organized information from the case. From research on memory, diseases that
were organized under diagnostic cues, such as symptoms and signs, were ac-
cessed much faster than when cues were organized under specific diseases.

Second, and unfortunately, physicians would often distort cues to support
their favorite hypothesis during the cue interpretation phase, would not think
probabilistically, and would often not attend to or even collect information that
refuted or ruled out other hypotheses. In other words, physicians were often
biased in favor of their “favorite” hypotheses. For example, a cardiologist might
be biased toward heart disease as a cause of chest pain, to the detriment of the
diagnostic process.
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Third, it appears that knowledge of the diagnostic process did not improve
these clinicians’ ability to make a diagnosis. Fortunately, and for reasons that are
not well understood, teaching medical students the diagnostic process and ask-
ing them to work through cases does appear to improve their ability to make a
diagnosis. Additionally, clinicians who are able to think “probabilistically” and
selectively order lab tests based on the likelihood of that test either “ruling in” or
“ruling out” tentative diagnoses are probably more cost-effective than physi-
cians who use the method of exhaustion (Cherkin, Rosenblatt, Hart, Schnee-
weiss, & LoGerto, 1987).

Finally, because diagnostic ability does depend on level of knowledge and
how that knowledge is organized in a clinician’s brain, it is clear that learning
vast amounts of disease-specific information should not be done haphazardly
but by an organized process in which medical information is arranged by symp-
toms and signs of disease, nested hierarchically, so that the information can be
rapidly accessed during the diagnostic process. Unfortunately, the organization
of information in medical school, usually by disease state rather than by diag-
nostic cues, will not help the student with this formidable task. All of the above
reasons do, however, combine to underscore the benefit of learning the diagnos-
tic process while a novice and practicing it throughout medical school.

DIFFERENTIAL DIAGNOSIS

Assuming the use of the hypotheticodeductive approach, we can analyze
what goes into establishing a rational differential diagnosis. Dr. W., in Case 5-1,
began formulating a list of possible diagnoses the moment she heard the pa-
tient’s chief complaint. That initial list served to form a “boundary” around the
problem, so she could concentrate on what to ask or examine next. She then
chose her questions and exams to “test” her hypotheses.

There is no short cut for knowing or learning what the most likely hypoth-
eses are in a given case. Experience and training are necessary to recognize the
patterns in patient’s symptoms and signs and then generate a list of likely
causes. The list of all possible causes may be immense and of little value. For
example, the patient’s headache in Case 5-1 may have been caused by cysticer-
cosis, but the probability of that hypothesis is so low ihat it is not even worth
entertaining. Thus, it is essential that the clinician have a good idea of what is
probable.

Probability

Probability is the chance that a particular event will occur. In medicine,
usually an event has already occurred (the disease), and the physician must
determine the probability that a particular disease is responsible for the patient’s
illness. Probability is expressed as a percentage or as a decimal fraction of 1. A
probability of 1.0 means that the event will occur (or that a diagnosis is certain).
Likewise, a probability of 0 means it will not occur. Of course, the probabilities of
all possible outcomes (or disease possibilities) must add up to 1.0.



When a doctor sees a patient, an initial hypothesis list is formed. Usually at
the subconscious level, the physician attaches to each hypothesis a probability of
that hypothesis being the cause of the patient’s problem. As cues are acquired,
those probabilities change in a very dynamic way. For example, Dr. Y. sees a 65-
year-old woman in his office.

She says: Doctor, this cough is driving me crazy!

He thinks: Cold = 80%, chronic bronchitis = 15%, lung cancer = 5%

She says: I've been coughing up some phlegm and even streaks of
blood. I've smoked two packs of cigarettes a day since | was
15.

Dr. Y. thinks: Cold = 20%, chronic bronchitis = 70%, lung cancer = 10%

She says: The cough has been getting worse over the past 3 months,

and | have lost about 30 Ib over that time also.
Dr. Y. thinks: Cold < 1%, chronic bronchitis = 19%, lung cancer = 80%

Dr. Y is probably not even aware of his thoughts or the change in his
probabilities as he learned new information. However, when he is finished with
the interview, he will be able to list those hypotheses with the highest likelihood
as his working differential diagnosis. Each physician has his or her own cut-off
for when to include a hypothesis in the differential. Some may choose to ignore
a hypothesis with a probability that has slipped below 20%, but others may not
be comfortable ignoring a hypothesis with even a small 5% probability of being a
possible cause of a patient’s illness. The smaller the probability required to push
a hypothesis onto the “back shelf,” the closer to an “exhaustion” model of
decision making that clinician is using.

What does the physician use as a starting point when initially assigning
probabilities to the differential diagnosis? The basis for this is prevalence. Preva-
lence is defined as the number of persons with a specific disease at any one time
per given number of “parent” population.

For example, the prevalence of breast cancer in all women in the United
States (the parent population) is 100 per 100,000, or 0.1%. If a physician were to
see a new female patient, he or she would immediately assign a probability of at
least 0.1% to that patient for breast cancer. As more information is gathered
(breast cancer in a first-degree relative, for example), that probability may
change (increase, in this case).

Most physicians do not actively memorize prevalence data. Their initial
assignment of probability is more often based on experience in their own prac-
tice. Although this has the advantage of “custom fitting” the prevalence of
certain diseases to the particular type of population seen by the physician, it also
has the disadvantage of causing some physicians to significantly over- or under-
estimate the true prevalence of certain diseases in their practice.

An important point to remember about prevalence is particularly applicable
to medical students. The prevalence of a disease in a primary care clinician’s
office may be markedly different from the prevalence of that same disease in a
specialist’s office or on a teaching hospital ward. For example, the prevalence of
brain tumors in the general population is less than 1%. Assume for the sake of
argument, that of 1000 patients with headaches who are seen in a primary care
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physician’s practice, one will have a brain tumor. That primary care doctor may
send 10 of those 1000 patients (including the one with a brain tumor) to a
specialist because of unusual characteristics or findings. Therefore, the specialist
will see one brain tumor out of 10 patients. The prevalence for the primary care
doctor is Y1000 or 0.1%, but the prevalence for the specialist is /10 or 10%. Special-
ists and tertiary care hospitals receive patients screened through a primary care
filter, with prevalences of diseases much higher than “the real world.” Because
medical students learn clinical medicine largely in tertiary care hospitals, they
tend to inflate estimates of the prevalence of unusual diseases.

Importance

Certain diagnostic possibilities may be of fairly low probability (like brain
tumors) but be of such grave importance that they are kept in the differential
diagnoses. Therefore, importance is another characteristic of a hypothesis that
may lead to its inclusion in the differential diagnoses. Other examples of impor-
tant conditions would be myocardial infarction in anyone over 40 years of age
with chest pain, ectopic pregnancy in a woman with pelvic pain or non-
menstrual vaginal bleeding, meningitis in infants, and pulmonary embolism in
adults with acute shortness of breath.

Treatability

One other consideration that may lead to a hypothesis being kept on the
“active” list even though it may be of low probability is treatability. For example,
in a middle-aged woman with vague complaints of fatigue, intermittent fevers,
and diffuse joint pains who lives on a farm, Lyme disease might be kept in the
differential diagnosis because it is relatively easy to treat, especially when
compared to other connective tissue disorders that would also be included in
this woman’s differential diagnosis, even though its probability would still be
quite low.

CLINICAL DECISION-MAKING
THRESHOLDS

Case 5-4. A patient presents to the ER with chest pain. He is a 48-year-old
male nonsmoker, nonhypertensive, with no previous history of heart disease.
His pain is substernal, not “crushing,” does not radiate, but is associated with
some diaphoresis. His pain is also not positional or pleuritic but has been
going on for about 2 h without abatement. His physician’s biggest question s,
“Is this a myocardial infarction (MI) or not?”

The probability that this particular patient with this particular set of
symptoms is having a true Ml is estimated by the physician to be 70%.
Suppose an ECG is done and is negative for any acute changes suggestive
of a M, is it safe then to say that this patient has not had a heart attack? How



sure does the physician need to be? How sure would the patient want the
physician to be? What are the ramifications if he is wrong and sends the
patient home if in fact the patient has had an MI?

How sure does the clinician need to be that the patient in the ER has
had a myocardial infarction before admitting him to the intensive care unit
(ICU)? The doctor must consider the costs (not just in dollars but also in
terms of health) of sending him to the ICU if in fact he has not had an MI. The
patient could easily be billed $5000 for a 2- or 3-day ICU stay. However, if the
clinician needs to know beyond a “shadow of a doubt” that the patient has
had an Ml before admitting him, several expensive, invasive tests may need
to be done before the physician is sure enough to either admit or discharge
the patient.

The physician performs an electrocardiogram (ECG) on the patient. It is
totally normal and shows no evidence of any changes suggestive of ischemic
heart disease. Are these data helpful to the physician?

Pauker and Kassirer (1980) have developed a way of utilizing the probability
of disease in decision making to help make decisions about further testing, called
the threshold approach. If the physician in Case 5-4 would like to be 75% sure that
the patient has had an MI before admitting him to the ICU, then this physician’s
“test/treatment threshold” is 75%. In other words, 75% is the probability of MI
above which the doctor will no longer test and will consider the patient to have
the disease, for all practical purposes (Fig. 5-2).

On the other end of the spectrum, at what probability will the clinician be
comfortable that the patient has not had an MI so that he can be sent home?
Where a physician sets the no-test/test threshold depends on several factors.
Certainly, the natural history and prognosis of the diseases in the differential
diagnosis influence the threshold. If a disease is not very serious (viral upper
respiratory infection, for example), then the no-test/test threshold may be quite
high. A very serious and life-threatening disease, however, for which there is
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Figure 5-2. Clinical decision-making thresholds based on the probability of disease. A is
the no-test/test threshold. B is the test/treatment threshold. Reprinted with permission
from Sackett et al. (1985).
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excellent treatment (syphilis, for example) should probably have a very low no-
test/test threshold associated with it since the consequences of missing the
diagnosis would be severe. Costs and risks of testing procedures may influence
the positioning of the no-test/test threshold also. For example, if the only way to
rule out a small suspicion of coronary artery disease in a certain patient is by
cardiac catheterization, a physician may raise the no-test/test threshold some-
what to avoid the unnecessary procedure.

Other important influences on the no-test/test threshold include the avail-
ability of testing resources and the patient’s or patient’s family’s wishes. If the
only test available is a magnetic resonance imaging (MRI) scan and the scanner is
located 400 miles away, it is quite likely that this will influence the physician’s
no-test/test threshold as well as possibly affecting the patient’s desire to pro-
ceed. Patient wishes obviously must be considered when setting thresholds. For
example, when a surgical procedure is the only test available, and the patient,
even though well informed, wishes to avoid surgery if at all possible, the no-
test/test threshold might be moved higher, or the test/treat threshold might be
moved lower.

For the sake of argument, the physician in Case 5-4 would be comfortable
sending the patient home if he knew the patient’s probability for MI was less
than 5%. This is the physician’s no-test/test threshold. In other words, this is the
level of probability of disease below which the doctor is comfortable that the
patient does not have the disease and, thus, no further tests are needed
(Fig. 5-2).

When the physician performed an ECG on the patient, it showed no acute
changes suggestive of an acute MI. It was totally “normal.” Does that mean that
the probability of MI is now below the physician’s 5% no-test/test threshold?
How does he know if the ECG is “accurate” enough in helping him decide what
to do with this patient?

These are the steps the physician in Case 5-4 used in his decision making:

1. He made an initial estimate of this patient’s probability of disease using
the patient’s history and physical exam findings, his own practice experi-
ence, and published data on the prevalence of MI in patients similar to
this one. This was his pretest probability or prior probability of disease,
before any testing was done.

2. He then made his best estimate of the probability of disease he would
need to commit this patient to treatment versus continuing to test for the
presence of disease. This was his test/treatment threshold.

3. He then made another “best estimate” of the probability of disease below
which he would feel comfortable considering the patient “not diseased,”
at least from the standpoint of further evaluation and testing. This was
his no-test/test threshold.

4. He then ordered a test on the patient that he hoped would raise or lower
his estimate of probability of disease either above the test/treat threshold
or below the no-test/test threshold. To determine if this actually oc-
curred, the physician would need to know the operating characteristics
of the ECG he ordered.



TEST CHARACTERISTICS

Most clinicians realize that tests aren’t 100% accurate. Sometimes a test
result might indicate that a person has a disease when in fact he or she does not.
This is called a false positive result. Conversely, a test may indicate that some-
one does not have a disease when in fact he or she does. When a test “misses” a
true case of disease, it is called a false negative result. Why do these inaccuracies
occur?

Tests very often have a range of possible values. For example, serum
amylase (a pancreatic enzyme) is a test used to determine if someone has pan-
creatitis. When the test was initially developed, it was applied to a large popula-
tion of “normal” people without pancreatitis. As would be expected, some “nor-
mal” people had high amylase values and some had very low amylase values.
Therefore a range of values distributed about a mean characterized “normal”
people.

A group of patients with pancreatitis was then tested, and it was found that
they tended to have higher serum amylase values than the “normal” group; i.e.,
they have a higher mean. However, there were a small number of pancreatitis
patients who had lower amylase values than normal persons, and some normal
persons who had levels higher than pancreatitis patients (Fig. 5-3).

Thus, there are some “normal” people whose values fall above the normal
limit (false positive) and some “diseased” people whose values falls inside the
“normal” range (false negatives). This phenomenon is inherent in virtually every
test known. It is also not limited to tests. One can think of a question on history
or a physical examination finding as a “test” for a disease. Symptoms and signs
also have “false positive” and “false negative” results.

If we set up a “truth” table of two by two divisions with “true disease” and
“no disease” across the top and “positive test” and “negative test” along the left
side, then we can place all tested patients in any one of the four resulting cells
(Fig. 5-4).

Normal patients

Patients with
Pancreatitis

Number of Patients

Upper limit
of normal

AMYLASE VALUES

Figure 5-3. Distribution of serum amylase values in a group of patients with pancreatitis
and a group without pancreatitis (normals).
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Tests are evaluated using these 2 X 2 truth tables. For example, in evaluating
the usefulness of the “wet prep” test for Trichomonas vaginalis infections as a
cause of vaginitis, 600 women who came into a sexually transmitted disease
(STD) clinic were tested with the “new” test as well as the “gold standard” test,
T. vaginalis culture. Patients were defined as having “true disease” if they had a
positive T. vaginalis culture. The new test, which involves looking at a saline
suspension of vaginal secretions under the microscope for motile T. vaginalis
organisms, was then evaluated by seeing how often it was positive in truly
diseased patients and how often it was negative in those without infection.

Assume 100 women had positive cultures for T. vaginalis, a prevalence of
100/600 or 17%, at the STD clinic. Of those 100, 78 had “positive” wet prep tests
and 22 had “negative” wet prep tests. One woman who did not have a positive
culture had a positive wet prep test. With just this information, it is possible to
calculate the operating characteristics of this new wet prep test and to help
determine how good it is in “ruling in” or “ruling out” suspected T. vaginalis
vaginitis, using a 2 X 2 truth table (Fig. 5-5).

The sensitivity of the test is defined as the percentage of those with a
positive test among those who have true disease. In order to derive sensitivity
from the 2 X 2 table, the formula below is used:

Sensitivity = True positive/(True positive + False negatives)

In other words, sensitivity is how often a test is positive when a disease is truly
there. In the T. vaginalis example, it would be 78/(78 + 22) = 0.78. This means
that the test can be expected to be positive 78% of the time it is performed in
someone with T. vaginalis vaginitis.

The specificity of the test is defined as the percentage of those who have a

True No
Disease Disease
Test True False
Positive Positives Positives
Test False True
Negative Negatives Negatives

Figure 5-4. A 2 X 2 “truth” table of disease status by test results.




True No

Trichomonas Trichomonas
Wet
Prep 78 1 79
Positive
Wet
Prep 22 499 521
Negative
100 500 600

Figure 5-5. A 2 X 2 “truth” table comparing wet prep results with T. vaginalis disease
status as determined by culture in 600 women presenting to a STD clinic.

negative test among those have no disease. The formula for deriving specificity
from the 2 X 2 table is:

Specificity = True negative/(True negatives + False positives)

In other words, specificity characterizes how well a test accurately identifies
those people who do not have disease. In the T. vaginalis example, the specificity
is 499/(499 + 1) = 0.998. This means that a physician can be >99% sure that if
she performs this test in someone without disease, the test will be negative.

PREDICTIVE VALUE

Unfortunately, the definitions of sensitivity and specificity require that the
clinician know whether the person has disease before testing is performed.
Obviously, what the physician really wants to know in a clinical setting is if the
person has disease given a positive test. The clinician also wishes to know the
converse: that a person does not have disease given a negative test. It is impor-
tant to realize that these statements are not the same as sensitivity and specifici-
ty, and similarly, the probabilities associated with them are much different.
However, sensitivity and specificity can be used to help determine if the person
has disease given a positive test or does not have disease given a negative test.

The positive predictive value is defined as the probability that a person
truly has disease given a positive test. Positive predictive value can be derived
from a 2 X 2 table using the following formula:

Positive predictive value = True Positives/(True positive + False positives)
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In other words, positive predictive value is the ability of the test to predict that a
person truly has disease if she has a positive test. In the T. vaginalis example, the
positive predictive value is 78/(78 + 1) = 0.987. Therefore, if a person has a
positive test, she has a 99% probability of actually having the disease.

Negative predictive value is defined as the probability that a person truly
does not have disease given a negative test:

Negative predictive value = True negatives/(True negatives + False negatives)

In other words, negative predictive value is how well the test predicts who does
not actually have disease if she has a negative test. In the T. vaginalis example,
the negative predictive value is 499/(499 + 22) = 0.96. Therefore, if a patient has
a negative wet prep test, the physician can be 96% sure that she does not have
the disease.

An important difference that separates sensitivity and specificity from posi-
tive and negative predictive value is that predictive values vary with the preva-
lence of the disease. The vertical line down the middle of the 2 X 2 table is a
prevalence boundary; that is, if a calculation is done that uses data from both
sides of that line, prevalence influences those calculations. Specificity and sen-
sitivity calculations do not cross that line and are therefore independent of
prevalence. However, calculating positive and negative predictive value does
require input from both sides of the line; therefore, prevalence, or the pretest
probability of disease, is a major determinant influencing the predictive value of
a test.

As an example of how prevalence affects predictive values, consider testing
for the presence of acquired immunodeficiency syndrome (AIDS) using the hu-
man immunodeficiency virus (HIV, the AIDS virus) antibody test, assuming the
HIV antibody test is 99% sensitive and 99% specific. In a relatively low-risk
population of 100,000 college students, where the prevalence of AIDS is 0.1%,
the 2 X 2 table is shown in Fig. 5-6.

AIDS+ AIDS-
HIV+ 99 999 1098
HIV- 1 98901 98902
100 99900 100,000

Figure 5-6. A 2 X 2 “truth” table comparing HIV-testing results with AIDS status in a
population of 100,000 college students.



The positive predictive value (probability of AIDS given a positive test) is:
99/(99 + 999) = 0.09. A student with a positive test would, no doubt, want to be
more than 9% sure he had AIDS virus before being labeled “AIDS positive.” (In
reality, a second different test is always performed on any positive initial HIV
test for just this reason.)

The negative predictive value is 98,901/(98,091 + 1) = 0.999, which means
that a student might rest assured that she does not have disease if her test is
negative, as she could be >99.9% sure.

Therefore, it’s clear that in screening large populations for diseases of low
prevalence, the best one can hope for is to identify those who do not have the
disease, as it is very difficult to prove who truly does have the disease.

Next, consider a relatively high-risk population, such as 100,000 drug ad-
dicts, where the prevalence of true AIDS is 25%. The same sensitivity and
specificity values are used to form the 2 X 2 shown in Fig. 5-7.

The new positive predictive value is now 24,750/(24,750 + 750) = 0.97,
which means that a person with a positive test is much more likely to truly have
AIDS (97% versus 9%). The new negative predictive value is 74,250/(74,250 +
250) = 0.996. The test is still very good at “ruling out” AIDS if the test is
negative.

This example shows how it is easier to “confirm” a disease with a positive
test when testing a group with a fairly high initial likelihood of disease. Note
that the number of false positive tests went from 999 in the low-prevalence
group to 750 in the high-prevalence group. This shows the value of trying to
screen the population being given the test to include only relatively high-risk
persons. This raises the pretest probability or prevalence so that there will not be
249 additional new labels of “AIDS positive” in persons who are in fact absolute-
ly normal. In fact, the greatest gains in posttest probability are made when
pretest probability is between 40% and 60% (Fig. 5-8).

In actual clinical practice, predictive values are usually not available. All that

AIDS+ AIDS-
HIV+ 24,750 750 25,500
HIV- 250 74,250 74,500
25,000 75,000 100,000

Figure 5-7. A 2 X 2 “truth” table comparing HIV-testing results with AIDS status in a
population of 100,000 drug addicts.
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is usually available is either a prevalence estimate or a pretest probability esti-
mate and the sensitivity and specificity of the test in question. Therefore, one
cannot use the method above to calculate positive and negative predictive value.
Instead, a mathematical derivation, Bayes’ theorem, which uses sensitivity,
specificity, and pretest probability or prevalence can be used to generate positive
and negative predictive value:

Positive predictive value = Sensitivity X prevalence/{(Sensitivity X Prevalence) +
[(@ — Specificity) X (1 — Prevalence)]}

Negative predictive value = Specificity X (1 — Prevalence)/{[Specificity X
(1 — Prevalence)] + [(1 — Sensitivity) X Prevalence]}

In Case 5-4, the physician is faced with a patient whom he suspects of
having an MI with a 70% probability. An ECG is obtained that is absolutely
negative for any changes associated with myocardial infarction. The sensitivity
of initial ECG for myocardial infarction is 0.57, and the specificity is 0.98 (Behar,
Schor, Kariv, Barell, & Mondan, 1977). Plugging these values into the above
equation for negative predictive value yields a result of 0.49, meaning that given

TP Rate (Sensitivity) FP Rate (1- Specificity)

Posterior probability: post test probability of disease

0 IR I I (RN N N B
0 10 20 30 40 50 60 70 80 90 1.00

P(D+ ): Prior probability: pre-test probability of disease: prevalence

Figure 5-8. Gains in posttest probability, measured from the diagonal, given various
pretest probabilities, with greatest gains realized at a pretest probability of between 40%
and 60%. Reprinted with permission from Sackett et al. (1985).



a negative ECG the patient has a 49% probability of not having had an MI. The
complement of this, the probability that he has had an MI given a negative ECG,
is equal to one minus the negative predictive value, 1 — 0.49, or 51%. Therefore,
his “posttest” probability for having had an MI given a negative ECG is 51%. The
negative ECG has not helped to get below the 5% no-test/test threshold, so
further evaluation is necessary.

According to Bayes’ theorem, diseases that have a very low prevalence or
pretest probability are very difficult to confirm; that is, it is difficult to obtain a
high positive predictive value. Low-prevalence diseases are, however, relatively
easy to “rule out.” A test does not need much sensitivity or specificity if the
prevalence is sufficiently low to obtain a very strong negative predictive value.
Conversely, diseases with high prevalence are more difficult to “rule out” but are
more easily confirmed.

Inspection of the formula of Bayes’ theorem reveals that sensitivity “drives”
the equation for negative predictive value to a greater extent than specificity. The
clinical implication is that if one wants to choose a single test to rule out a given
condition, one should choose the test with the greatest sensitivity, sacrificing
some specificity. Similarly, in the equation for positive predictive value, the
specificity term has a greater effect on the result than does sensitivity. Therefore,
one should choose a test with the highest specificity to rule in or confirm the
presence of disease.

Case 5-5. A 35-year-old female presents to her family physician with com-
plaints of epigastric (upper midabdominal) pain. The physician suspects the
possibility of duodenal ulcer disease. The prevalence of duodenal ulcer dis-
ease in 35-year-old women presenting to family physicians with epigastric
pain has been reported to be 11% (Molimann, Bonnevie, Gudbrand, & Wulff,
1975). There are several tests the physician could perform to increase his
level of certainty regarding the presence or absence of duodenal ulcer disease.
Some of these tests are listed in Table 5-1, along with their operating charac-
teristics obtained from the medical literature (courtesy of S. Spann, M.D.).

Suppose that the physician asks if her pain is relieved by eating. What is the
probability that she has duodenal ulcer disease given a positive or negative
answer? Using the sensitivity and specificity values in Table 5-1 and the preva-

Table 5-1
Tests for Duodenal Ulcer Disease

Test Sensitivity Specificity Reference

Interview Question:

Is pain relieved by food? 76% 45% Mollman et al. (1975)
Physical examination:

Is there epigastric tenderness 27% 75% Priebe, Laurington, &

to deep palpation? Beck (1982)

Laboratory study:

Does the upper GI x ray show 58% 79% Montagne, Moss, &

duodenal ulcer disease? Margulis (1978)
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lence (pretest probability) for duodenal ulcer of 11%, a calculation using Bayes’
theorem yields the results shown in Fig. 5-9.

If the patient answers “yes,” the probability that she has duodenal ulcer
disease increases from 11% to 15%. If she answers “no,” the probability that she
has duodenal ulcer disease (100% — PV) decreases from 11% to 6%. Assuming
that the patient answers “yes” to the above question and that the physician
decides to perform deep epigastric palpation on physical examination to obtain
more information. Using the sensitivities and specificities in Table 5-1 and the new
prevalence (pretest probability) of duodenal ulcer disease of 15% (because of the
history of pain relief with food), a calculation using Bayes’ theorem yields results
shown in Fig. 5-10.

If the patient is tender, the probability that she has duodenal ulcer only
increases from 15% to 16%. If she is not tender, the probability of duodenal ulcer
still increases from 15% to 16% (because of the test’s dismal sensitivity). Clearly,
deep abdominal palpation has a very low information content.

Assume that the physician, in total frustration, decides to perform an upper
GI x ray to see if the probability estimates for duodenal ulcer disease can be
improved. Again, using the sensitivity and specificity values in Table 5-1 and the
new prevalence (pre-test probability) of 16% (given the history of relief with food

YES (+) Predictive Value + = 15%

Is pain relieved
by food?

NO () Predictive Value - = 94%

Figure 5-9. Effect of information gained from the question “Is pain relieved by food?” on
the probability of duodenal ulcer disease.

YES (+) Predictive Value + = 16%

Is there epigastric
tenderness to deep
palpation?

NO (-) Predictive Value - = 84%

Figure 5-10. Effect of information gained from epigastric palpation on the probability of
duodenal ulcer disease.

YES (+) Predictive Value + = 35%

Does the upper

Gl x ray show

duodenal ulcer
disease?

NO (-) Predictive Value - = 90%

Figure 5-11. Effect of information obtained from upper GI x ray on the probability of
duodenal ulcer.



and the physical finding of epigastic tenderness on deep palpation), a calculation
using Bayes’ theorem yields results shown in Fig. 5-11.

If the x-ray study is positive, then the probability that the patient has an
ulcer increases from 16% to 35%. If the x ray is negative, the probability of ulcer
decreases from 16% to 10%. Even the x-ray study doesn’t offer very much in the
way of information content.

This case illustrates several points: (1) interview questions, physical exam-
ination observations, and laboratory studies can all be considered as discreet
tests; (2) when test sensitivity and specificity data are available from the litera-
ture and one has an estimate of the prevalence of the disease in the population to
which the patient belongs, one can calculate the probability of disease after a
given test result; (3) by performing predictive value calculations one can deter-
mine the information content of the test and decide whether the test is worth
performing; and (4) laboratory studies, unfortunately, often add little to the
information content of symptoms and signs obtained from the interview and
physical examination.

CONCLUSIONS

Physicians must make many important, even life-and-death, decisions,
often with very limited data. Using data appropriately and knowing the limita-
tions of data on clinical decision making have been the focus of this chapter.

Four patterns of clinical decision making have been discussed: pattern rec-
ognition, arborization, the method of exhaustion, and the hypotheticodeductive
approach. There are occasions when all of these may be appropriate. However,
pattern recognition requires the presence of several “textbook” illness charac-
teristics as well as the physician being able to recognize them as a pattern.
Arborization requires a specific diagnostic protocol (or decision algorithm) to be
available as well as proper interpretation of each decision step. When arboriza-
tion strategies work, they usually work well, but they are not frequently used by
experienced physicians. The method of exhaustion is often time consuming and
inefficient and as such is often abandoned by more experienced physicians.

The hypotheticodeductive approach to decision making is the method most
often used by experienced clinicians. Using it, a physician gathers initial data
during the cue acquisition phase, develops a preliminary differential diagno-
sis during the hypothesis generation phase, and then reorders these hypotheses
during the cue interpretation phase from most likely to least likely. Cue interpre-
tation involves determining which cues (symptoms, signs, or test results) sup-
port or refute the various hypotheses generated, so that the hypotheses may be
ranked accordingly. Hypothesis evaluation is the final step where the physician
decides which hypothesis is most likely and initiates treatment.

Studies have shown that the hypotheticodeductive approach is the most
efficient and intuitive method. The primary determinant of its accuracy in mak-
ing the final correct diagnosis is the experience of the physician. The greater the
physician’s catalogue of diagnostic cues and their associations with specific dis-
ease states, the better the physician will be able to assimilate the patient’s find-
ings into an appropriate differential diagnosis.
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A rational differential diagnosis, or hypothesis list, is formulated based on
these criteria: (1) probability, (2) importance, and (3) treatability. Probability is
determined from prevalence of the disease in a population of patients with risk
factors similar to the patient being seen. Often, this is not known and must be a
“best guess” based on the physician’s experience. Prevalence may change signif-
icantly depending on the setting. For example, the prevalence of renal cancer in
a primary care physician’s office will be much lower than that in a university
medical center urologist’s office. Importance concerns the harm that might be
done if a particular hypothesis is not considered, even though it may be unlikely,
such as occult malignancy. Treatability implies that easily treatable conditions
may be included within a differential diagnosis even if they are of low proba-
bility.

Once the hypothesis list is formed, the clinician must know how additional
information changes the probability that the patient actually has a particular
disease. The physician must also know at what probability level he or she will be
comfortable considering the patient to have that disease and at what level the
physician will be comfortable considering the patient to be without that disease.

The physician must first make a “best educated guess” that the patient has a
given disease from the prevalence of that disease and from his clinical judgment
and experience. This becomes the pretest probability that the patient has the
disease in question. Next, the clinician must decide on the test/treatment thresh-
old he or she will use with this patient, based on the seriousness of overdiagnos-
ing or underdiagnosing the disease. If a test yields a posttest probability that is
above the test/treat threshold, the physician considers the diagnosis “con-
firmed” and begins treating.

The physician must also set a no-test/test threshold to be used to rule out
disease, such that if the posttest probability of disease is below the no-test/test
threshold, the physician considers the patient to be disease-free.

To know just how far to adjust the probability of disease for a patient who
has had a test with either a positive or negative result, the operating characteris-
tics of that test must be known, as well as the pretest probability of disease (or
prevalence) for that patient. Those operating characteristics can be defined using
a 2 X 2 truth table obtained when the test in question is compared to a “gold
standard” test. That gold standard defines the “true” presence or absence of
disease.

Sensitivity is the ability of a test to be positive in patients who truly have
disease. Specificity is the ability of a negative test to identify those who do not
have disease. Sensitivity and specificity alone cannot be used to adjust the
probability that the patient has a specific disease. However, by utilizing Bayes’
theorem, positive and negative predictive values can be generated, which can be
used to adjust the probability of disease.

These quantitative decision-making concepts are not immediately intuitive,
but they do represent a more detailed analysis of how physicians think during
everyday interactions with patients. With the advent of microcomputers and
other easily accessible data-retrieval and -processing devices, a physician can
have immediate access to the key elements necessary to quickly get an answer to
a testing strategy or differential diagnosis dilemma (Pauker & Kassirer, 1981). A
more rational clinical decision-making approach is the likely result.



CASES FOR DISCUSSION

Case 1

Mr. Bates is a 58-year-old black married executive in an insurance agency.
He came to your office today with complaints of the sudden onset 1 h earlier
of sharp left-sided chest pain associated with shortness of breath. He had
had no previous history of serious illnesses, but his father did die of a myo-
cardial infarction at age 67.

1. What disease hypotheses are you considering in Mr. Bates’s case at this time?

2. Are there any other historical pieces of information that you would like to ask Mr.
Bates before performing a physical exam?

3. What physical exam findings would you look for in this case?

4. Would you order either an ECG or a chest x ray on Mr. Bates?

Case 2

Mrs. Phillips is a 43-year-old white female with a 2-week history of pelvic
discomfort, pain on intercourse, and two episodes of postcoital vaginal spot-
ting. She is married and sexually active with one partner. She does not use
any form of contraception at this time. Her last menstrual period was 6 weeks
ago and was somewhat shorter than her usual periods.

1. What hypotheses would you consider at this time?

2. What additional historical and physical exam information would you collect?

3. Ifthe physical exam revealed a slightly enlarged uterus and a urine pregnancy test
was positive, what hypotheses would be more likely?

4. If the physical exam revealed a mucopurulent cervical discharge with a normal-
size uterus that was slightly tender and no adnexal masses, which hypothesis
would be most likely?

Case 3

A 14-year-old boy is brought to your clinic because of a rash and a fever of 2
days’ duration. He does not feel very well but is not “toxic” or in severe
distress. He says that about a week ago he had been camping in a grassy
field for 2 days but denies any tick bites. He also has a mild headache and
sore throat. He has had no congestion, nausea, vomiting, or diarrhea. The
rash started on his thighs and then spread all over his body. It itches a little.
He is on no medicines and has no known allergies.

1. What are the disease hypotheses that you are considering?

2. What do you feel is the pretest probability that this patient has Rocky Mountain
spotted fever?

3. The treatment for Rocky Mountain spotted fever is oral tetracycline in patients over
8 years of age. If you know that Rocky Mountain spotted fever has a mortality if left
untreated of 80%, what is your test/treatment threshold for this patient? (What is
the probability in this patient to consider him to have the disease so that you would
go ahead and treat him?)
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4. If this patient were 5 years old instead of 14 years old and the only treatment
available is oral chloramphenicol with its 1 in 40,000 risk of irreversible fetal bone
marrow suppression, would this change your test/treatment threshold?

Case 4

Acute cerebral overload (ACO) is a hypothetical disease of junior medical
students. It is characterized by inability to read, excessive desire to sleep or
watch TV, and red, irritated eyes. The disease is definitively diagnosed by
brain biopsy. In a first-year medical school class of 150 students, all allowed
their brains to be biopsied. Twenty-six had evidence of ACO on biopsy. A
new blood test for ACO has been developed, called the ACO-screen. In
evaluating the effectiveness of the test, it was found that 23 of the students
with ACO by biopsy were positive on the ACO-screen test. Of those with
negative biopsies, 120 had negative ACO-screen tests; the other four were
positive.

1. What is the “gold standard” for the diagnosis of acute cerebral overload?

2. What is the prevalence of ACO in first-year students at the school in question?

3. What are the sensitivity, specificity, positive predictive value, and negative predic-
tive value of the ACO-screen test?

Case 5

There is another medical school 20 miles away from the medical school in
Case 4. The first-year class at this school (call it school B) has 165 students.
The two first-year classes are statistically the same in terms of age, sex,
race, socioeconomic status, religion, general health status, and alcohol in-
take. The only thing different is that school B is notoriously “laid back,” with
the students learning the curriculum at their own pace. The prevalence of
acute cerebral overload school B is only 3%.

1. What would be the sensitivity and specificity of the ACO-screen blood test at
school B?

2. At which medical school would it be harder to confirm that a student has ACO if he
or she has a positive ACO-screen test?
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CHAPTER 6

Clinical Management

Mark B. Mengel

Case 6-1. A 39-year-old white male with hypertension and non-insulin-
dependent diabetes mellitus (NIDDM) presented to his physician’s office for
the third time in 6 months complaining of fatigue and polyuria. When this
patient presented 6 months earlier, the diagnoses of both NIDDM and essen-
tial hypertension were made, and the patient was placed on glyburide, 5 mg
po qd (once a day), and captopril, 25 mg po bid (twice a day). A check of the
patient’s blood sugar and blood pressure 2 weeks later revealed that it was
well controlled on the regimen.

However, 2 months later the patient returned with symptoms of fatigue
and polyuria. At that time his blood sugar was 220 mg/dl (normal < 110
mg/dl), and his blood pressure was 160/105 mm Hg (normal < 140/90 mm
Hg). He firmly stated that he was taking his medicine at that time. An in-
crease in his glyburide to 10 mg po qd resulted in an attack of hypoglycemia
1 week later, necessitating a decrease in his glyburide therapy to 7.5 mg
po qd.

At this current visit the patient's symptoms again suggest that his
NIDDM is “out of control.” When confronted, the patient again states that he
is taking all of his medicines faithfully. Despite this reassurance, the physi-
cian is still concerned that the patient is not taking his medication. The
physician stresses to the patient that he should continue his current regimen,
emphasizing the importance of diet and exercise in the control of his blood
sugar and blood pressure, and schedules more frequent follow-ups for the
patient, asking him to return in 2 weeks.

INTRODUCTION

After an adequate diagnostic process has been completed, the clinician and the
patient face what is probably the most challenging phase of the medical care
process: clinical management. During the clinical management process, clini-
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cians and patients attempt to restore the patient to health. If the patient has a
transient, self-limited, or readily curable acute condition, health may be restored
quite quickly, for example, by prescribing appropriate antibiotics for a child with
an ear infection. On the other hand, if at the end of an appropriate diagnostic
process the clinician determines that the patient has a chronic illness, designing
an appropriate treatment plan is much more difficult, and the patient may not be
quickly restored to health. Because the clinical management process is best
illustrated in patients with a chronic illness, this chapter centers on those ill-
nesses.

The science of how clinicians can best manage patients with chronic ill-
nesses is still in its infancy. In fact, of all the processes used by physicians when
encountering a patient, the process of clinical management is probably the one
most closely tied with the notion of the “art of medicine.” Medical students are
frequently amazed that patients with very similar chronic conditions may re-
ceive very divergent treatments. For example, a mildly hypertensive patient in
one physician’s office may receive a once-a-day diuretic medication while a
similar patient in another physician’s office may be prescribed a low-salt diet and
increased exercise. Another divergent management approach often occurs in the
area of patient follow-up. For example, one physician may see diabetic patients
every month, even when their blood sugars are in good control, whereas an-
other physician seeing patients with the same severity of diabetes mellitus may
schedule follow-up visits every 3 months. Because of this widespread variability
and the general lack of well-designed studies in the area of clinical management,
physicians are often as confused as patients as to what is the most appropriate
course of action in managing a particular chronic illness. Fortunately, investiga-
tors are now beginning to study the clinical management process in an attempt
to understand how physicians can help their patients to optimize their health.

Unfortunately, patients do not always follow their doctors’ advice. Physi-
cians, probably for want of a better term, have labeled such patients as non-
compliant. Although many other physicians and scholars of the medical care
process are not comfortable with this term, as it implies that the physician has
ultimate overall authority in the clinical management process and ignores the
confusion among physicians themselves on how best to manage patients, the
term noncompliance has nonetheless stuck as a label for this problem. Unfortu-
nately, noncompliant patients are not readily identifiable and, as in Case 6-1,
often do not admit their noncompliance.

The goals of this chapter are to (1) develop an understanding of chronic
illness and the burden of chronic illness on the patient’s life, (2) develop an
understanding of one clinical management process model, and (3) develop an
understanding of noncompliance and several clinical strategies to help improve
patient compliance.

CHRONIC ILLNESS

Case 6-2. A 13-year-old male was one of 50 patients a physician was seeing
that afternoon for routine sports physicals. Previous to the physical exam,



the patient had submitted a urine sample for analysis and given blood for a
hematocrit determination. As the physician was about to enter the patient’s
room, he picked up the patient’s chart and was shocked to find that the
patient was spilling 3+ glucose in his urine. The patient also had 2+ ketones
and 1+ protein in his urine.

The physician entered the room and noted that the patient was
breathing fast. The patient complained of fatigue of 2 weeks’ duration, al-
ways being thirsty, and despite eating his normal diet having lost 3 Ib in the
past 2 weeks. The physician simply could not believe that he had uncovered
a case of insulin-dependent diabetes mellitus (IDDM) and so repeated the
urinalysis, which verified the previous findings. He then verified the diagnosis
by obtaining a random blood glucose value of 327 mg/dl from the patient.
Overcoming his disbelief, the physician asked the patient’s mother to come
into the room and began to explain the abnormal laboratory findings.

As the physician began to explain, the patient and his mother gradually
began to assume a look of shock and disbelief. With the mention of the
diagnosis, IDDM, both the patient and his mother burst into tears. The physi-
cian did not expect such an emotional response even though he himself was
shocked initially. After crying for 5 min, the patient and his mother revealed
that they suspected something serious but had delayed coming to the doctor,
hoping that the iliness would resolve on its own. The physician then began to
outline treatment options to the patient and ended with the statement that, as
so much needed to be learned by the patient and his mother about IDDM, he
felt the best place to begin treatment was in the hospital. Although initially
resistant to this suggestion, both the patient and his mother eventually
agreed to an immediate admission to the hospital for initiation of insulin
therapy.

Although the prevalence of chronic disease clearly increases as people age
(U.S. Department of Commerce, 1980), chronic disease also affects the young, as
illustrated in Case 6-2. Certain types of renal failure, cystic fibrosis, Crohn’s
disease, asthma, and anorexia nervosa are all fairly common chronic diseases
that usually present during childhood or in the teen-age years. Certain chronic
illnesses can run in families, such as heart disease, NIDDM, and breast cancer.
Others have environmental factors that increase their prevalence such as ciga-
rette smoking, which increases the prevalence of chronic obstructive pulmonary
disease, arteriosclerotic heart disease, and peptic ulcer disease. Additionally, as
medical science has been successful in bringing what were once chronic infec-
tious diseases under control and curing them, such as tuberculosis and osteomy-
elitis, other chronic infectious illnesses have inexplicably arisen to take their
place, such as acquired immunodeficiency syndrome (AIDS).

It is difficult even to determine in some cases whether a disease is truly
chronic. For example, in the case of a bricklayer who injured his back by falling
from a scaffold and developed back pain that did not fully resolve until he had
completed 3 months of physical therapy; would his illness be considered acute,
since it did eventually resolve, or was it chronic, as it lasted more than a few
days? Although the distinction is artificial, if an illness lasts for longer than 6
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months it is generally considered chronic. A condition is considered acute if it
lasts for less than 2 months and if, after it has been cured or resolves on its own,
the patient sustains no ill effects. Many clinicians will often use the principles
and techniques of chronic illness management to manage acute illnesses if they
appear to exert a significant burden on the patient or if they fall within the gray
area between an acute and chronic condition.

The Nature of Chronic Illness

There is great variability in the ways chronic diseases present and how
much they affect the patient’s health and life style. In attempting to categorize
these highly variable illnesses in terms of their natural history and presentation,
Rolland has developed a typology for chronic and life-threatening illnesses
based on four characteristics: onset, course, outcome, and incapacitation (Rol-
land, 1984).

With regard to onset, chronic illnesses can develop either acutely or gradu-
ally. For example, strokes often have acute clinical presentation manifested by
the sudden onset of neurological deficits, whereas rheumatoid arthritis develops
gradually and slowly, at some point reaching a state where the patient is moti-
vated to see a physician. Obviously an acute-onset illness will require much
more readjustment on the part of the patient and his or her family, whereas
more gradual illnesses don’t require such an adjustment or rapid mobilization of
resources.

With regard to course or natural history, chronic illnesses can be divided into
three categories: progressive, constant, or relapsing. A progressive illness is one
in which the course is generally symptomatic and progresses in severity, for
example, widely metastatic cancer, rheumatoid arthritis, or NIDDM. A constant
clinical course is one in which biological stabilization usually occurs after an
initial event, such as a stroke or spinal cord injury. Relapsing illnesses are charac-
terized by a course in which multiple exacerbations frequently occur, such as
asthma, peptic ulcer, sclerosis, or migraine headaches. In between flare-ups of
illness, a patient can often carry on a near-normal life style.

With regard to outcome, chronic illnesses can be divided into those that are
obviously fatal, possibly fatal with a shortened lifespan, and nonfatal condi-
tions. Examples of fatal illnesses include metastatic cancer, AIDS, and cystic
fibrosis. Possibly fatal conditions that shorten lifespan include arteriosclerotic
heart disease, NIDDM, and chronic obstructive pulmonary disease. Nonfatal
conditions include spinal cord injuries, migraine headaches, and epilepsy.

With regard to incapacitation, a chronic illness can be divided into those
conditions that are obviously incapacitating, in that they cause a severe impair-
ment of functioning, and those that are nonincapacitating. Examples of inca-
pacitating conditions include Alzheimer’s disease (cognitive incapacitation),
strokes (paralysis), chronic obstructive pulmonary disease (decreased respira-
tory function), and spinal cord injuries (paraplegia). Examples of nonincapacitat-
ing illness include a mild myocardial infarction, kidney stones, migraine head-
aches, psoriasis, and pernicious anemia.

Although somewhat artificial, these categories do serve as guides to clini-



cians in estimating the chronic illness burden on the individual and determining
the adjustment that the individual and his or her family must make.

Phases of Chronic Illness

Patients with chronic illnesses typically progress through three phases: the
crisis phase, the chronic phase, and the terminal phase (Rolland, 1984). During
the crisis phase, which can be divided into prediagnosis with symptoms and the
initial adjustment period, patients usually sense that something is amiss. Often,
as in Case 6-2, they and their family become scared and do not immediately see a
physician in the hope that the symptoms will eventually resolve. At some point
during this phase patients are able to overcome their fear and eventually present
to their doctor to find out what’s wrong.

After a diagnosis has been made, then an initial adjustment period is neces-
sary as patients grieve the loss of preillness identity and functional status and
come to some acceptance of the permanent change in their life required by the
demands of their chronic illness. For example, in Case 6-2, the adolescent who
was just diagnosed with IDDM will have to integrate insulin injections and self-
blood glucose monitoring into what is an already stressful period of individual
development. Adhering to a diabetic diet will require significant changes in the
timing and the amount of foods eaten. Because food consumption is associated
with social activities and is in and of itself pleasurable, such changes will require
much self-discipline and sacrifice. Physical activity and exercise must be ap-
proached by the teen-ager with more caution, as exercise might cause life-
threatening attacks of hypoglycemia. In addition, because the management of
IDDM does not occur in a vacuum, individual stresses may take from the time
and energy required to actively manage the illness.

Because of the grief associated with the diagnosis of a chronic illness and
the demands the chronic illness places on the individual to adapt, many au-
thorities have compared the feelings individual patients experience to the well-
researched grief response that terminal patients experience (Citrin, Kleiman, &
Skyler, 1986). Although many diabetic patients do not go through the strict
temporal sequence of feelings described by Kubler-Ross (1969), her model does
provide a useful framework (Table 6-1).

Clearly the patient’s family and other support systems are important as the
patient attempts to adjust to the diagnosis of a chronic illness during the crisis
phase. As with the individual patient, other family members and important

Table 6-1
Phases of Psychological
Adjustment to a Chronic Illness

Denial
Anger
Bargaining
Depression
Acceptance
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significant others may go through a psychological adaptation similar to the grief
response. Denial, feelings of anger, and depression are common as family mem-
bers realize that the patient may be unable to fulfill critical family roles, particu-
larly during the initial adjustment period. For example, the elderly spouse of a
patient who just received the diagnosis of Alzheimer’s dementia may, after
recovering from the initial shock, go into a depression herself as she begins to
realize that she does not have the resources to cope with her demented spouse
and must plan a nursing home admission for him.

Additionally, the diagnosis of a chronic illness may engender feelings of
vulnerability and mortality in other family members. Thus, it is important for
family members during the adjustment phase to be able to express their feelings
in a supportive manner to the ill family member and renegotiate new family
roles. This initial support is crucial to the family member who must begin a new
life as an individual with a chronic illness.

Given the initial impact of a chronic illness on the patient’s life, it is remark-
able that so many chronically ill patients make a successful adjustment. For-
tunately, most do. A recent study compared scores on the RAND mental health
index in five groups of chronically ill patients (patients with arthritis, diabetes
mellitus, cancer, renal disease, or dermatologic disorders) and a group of de-
pressed patients (Cassileth, Lusk, Strouse, Miller, Brown, & Cross, 1984). Scores
in patients with chronic illness did not differ significantly from each other or
from the general public, and all patients with chronic illness had significantly
better scores than the depressed patients under treatment. In addition, scores
improved with age. This study also confirmed the existence of an initial adjust-
ment process. Patients with a chronic illness who recently received that diag-
nosis had poorer mental health scores than those whose illness had been diag-
nosed more than 4 months previously.

The next phase of illness, the chronic phase, can be long or short depending
on the course of the illness. The chronic phase is the time period after the patient
and the family come to grips psychologically with the illness, institute appropri-
ate adjustments, and devise an ongoing plan to manage the demands of the
chronic illness. Unfortunately, during this “long haul,” numerous problems can
arise. If an illness is highly debilitating or incapacitating, the family can become
exhausted with problems that seemingly have no end. In such circumstances,
the primary caretakers in the family may become depressed or sick themselves
from the large “burden of care.” Sometimes, the demands of a chronic illness are
so great that individuals and families seem developmentally frozen in time,
halting the normal developmental stages individuals and families must proceed
through in order to establish and maintain individual autonomy and family
stability. Likewise, some individuals and their families, particularly those who
do not progress successfully through the initial adjustment period, may not be
able to face, either emotionally or physically, the traumas of chronic illness and
become so disengaged that family dissolution occurs.

Finally, after successfully coping with the initial demands of the chronic
illness, some patients and their families may forget that they even have an
illness that demands continued management and forget to continue to take their
medicines on schedule and perform those activities necessary to insure con-
tinued control over their disease. This is particularly true of hypertensive pa-



tients and patients with NIDDM, in which compliance with the treatment regi-
men seems to decrease the farther the patient is from the time of diagnosis.

The last phase of illness is the terminal phase in which the patient either
succumbs to his or her chronic illness, succumbs to a complication of his or her
chronic illness, or succumbs to another disease state. Often this phase begins
with a preterminal stage in which the patient and his or her family begin to
realize that life is at an end. This stage will often be marked by a great deal of
patient and family anxiety as they attempt to cope with the fatal disease process.
Physicians will often be asked by patients in this state to do anything possible to
prolong their lives, and families will often bring the patient to the physician
repeatedly, even if the patient is not in a state of crisis, in the hope of finding
some way to prolong the patient’s life. Gradually a period of grief and mourning
begins in which the patient begins to proceed through the stages of grief. The
physician, if closely involved with the patient, also often proceeds through such
a grief response and can be very instrumental in helping the patient and the
family by educating them about the stages of grief and even sharing some of his
or her own feelings and vulnerability about the patient’s imminent demise. On
the other hand, physicians need to be cognizant that such a sharing of their own
feelings and vulnerability may make a patient and his or her family even more
anxious.

After the patient’s death, the family must proceed through a period of grief
in which the loss of the patient is mourned. The death of a loved one also
demands another adjustment by the family as they must resume family life
without the patient. Typically this stage takes 2 to 6 months. As in other phases
of adjustment, families can become stuck. If family members take longer than 6
months to adjust to the loss of a loved one, then further intervention and help
are warranted, perhaps even psychological counseling to help the family mem-
bers readjust to the new situation.

Case 6-2 illustrates the initial adjustment phase. The patient in this case, like
many patients with a chronic illness, tried to deemphasize his symptoms and
did not present to a health care provider immediately in the hope that his
symptoms would resolve. Despite the fact that both he and his mother knew
something was amiss, when the physician finally made the diagnosis and pre-
sented that information to them, both the patient and his mother were shocked,
an indication of the strength of their denial, and began an immediate grief
response. The physician was also shocked and empathized with the patient, as
he himself knew the burdens and potential complications of IDDM from taking
care of other diabetic patients.

The physician in Case 6-2 recommended a period of hospitalization because
the number of tasks to master and readjustments necessary was so great that the
physician felt the patient needed access to the resources of the hospital in learn-
ing initially how to control his IDDM. This also allows the family a period of time
in which adjustments can be made in the home prior to the patient’s return.
Some chronic illnesses, such as spinal cord injury, require a prolonged period of
therapy after hospitalization for the acute injury, in which almost all skills that
the patient has learned have to be relearned and reintegrated into their life style.
In contrast, the patient in Case 6-2 was discharged after 5 days of hospitalization
after learning the techniques of insulin injection, when to adjust his insulin
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132 dose, self-blood glucose monitoring, what to eat, and when to exercise. Two

CLINICAL weeks after his hospitalization, the patient was doing well, injecting himself

MANAGEMENT with insulin twice a day, and maintaining good blood glucose control as evi-
denced by his self-blood glucose monitoring.

CLINICAL MANAGEMENT

Case 6-3. A 63-year-old female nurse presented to a family practice clinic
with longstanding NIDDM. Over the past 2 months she had made frequent
visits complaining of fatigue, weight loss, and frequent urination. Tests of her
blood sugar consistently showed blood glucose values over 300 mg/dl. Be-
cause of these high blood glucose readings, the physician had progressively
increased her insulin dosage, almost doubling it over the past 2 months.
Despite this increase, the patient’s blood glucose on the day of her most
recent visit was 321 mg/dl.

The physician expressed his concern to the patient by stating that since
outpatient treatment over the past 2 months had not brought her NIDDM
under better control, he felt that the best option would be to admit the patient
to the hospital. The patient initially resisted the idea but eventually consented
and was admitted.

The physician began his treatment of the patient by using her last outpa-
tient insulin dosage that he had recommended. Unfortunately, on that dos-
age the patient became very hypoglycemic after the first injection and mildly
hypoglycemic after the second. The physician then readjusted the insulin
dose so that over the next 2 to 3 days the patient’s blood sugars came under
good control, using about three-quarters of her most recent outpatient insulin
dosage. The physician realized that the patient’s failure to adequately control
her blood sugars was probably caused by noncompliance.

Rather than confront the patient directly with his suspicions, the physi-
cian expressed confusion to the patient that he did not understand how she
could be so easily controlled in the hospital on lower dosages of insulin but
yet not be very well controlled as an outpatient on higher dosages of insulin.
The patient then explained to the physician that she worked the night shift at
the local hospital and so often ate most of her food at night when she
received her smallest insulin dose. She was easily controlled in the hospital
because she ate most of her food during the day after her biggest injection of
insulin. The nurse also told the physician that she was much more concerned
about having an attack of hypoglycemia than achieving tight control. She was
comfortable if most of her blood sugar readings were under 200 mg/dl.

The physician then acknowledged the patient’s concern and, when the
patient was discharged, switched her morning and evening doses of insulin
so that she received most of her insulin dose in the evening. He also gave up
his goal of tight glucose control (most blood sugar under 140 mg/dl) in favor
of the nurse’s less stringent goal. With those changes, over the next year, the
patient returned with blood sugars in the 140-180 range without any epi-
sodes of hypoglycemia or symptoms suggestive of hyperglycemia.



Clinical management is that process during which physicians and patients
collect information, set goals, and develop plans to optimize the health of the
patient. It is particularly important to note the two words “and patients.” Physi-
cians practicing from a strictly biomedical model, in which the management plan
automatically flows from the diagnoses of certain diseases and certain disease-
specific parameters, often forget these two critical words. Noncompliance is
often the result. Clinical management plans not only need to be “disease specif-
ic” but “patient specific” as well (Brody, 1980).

Taylor, Gordon, and Ashworth’s study entitled “A Systems Perspective on
Clinical Management” is one of the earliest studies of the clinical management
process (Taylor, Gordon, & Ashworth, 1984). Taylor and colleagues examined
the content of the conversation that occurred between 24 physicians and their
diabetic patients, using a structured interview, videotaping of some office visits,
and content analysis. This analysis revealed that more than 90% of the state-
ments that physicians and patients made about the management process fell into
one of four areas: systems assessment, goal setting, management plan, and
tactical implementation.

Systems Assessment

Systems assessment is that phase of the clinical management process in
which physicians try to determine the patient’s current disease status and what
events have taken place since the patient’s last visit. Taylor et al. noted that
during this phase physicians often begin by madly thumbing through the pa-
tient’s chart in an effort to refresh their memory of the patient’s condition.
Typically, physicians will assess both subjective and objective criteria related to
the patient’s disease. Examples of some of these criteria are shown in Table 6-2.

With the realization that diseases and their treatments not only affect
disease-specific parameters but other areas of patient functioning, doctors are
beginning to assess those “quality of life” issues as well. Tarlov (1983) has re-
cently stated that the new challenge of medicine in the coming years may be not
only to continue medicine’s concentration on the prevention of death and pro-
longation of life but also to maintain or improve the ability of the patient to
function. Ware (1984) has proposed a patient functioning framework by concep-
tualizing five areas that should help physicians assess the many diverse compo-
nents of quality of life. They are (1) disease-specific factors, (2) personal func-
tioning, (3) psychological distress/well-being, (4) general health perceptions,
and (5) social and role functioning.

Disease-specific factors are those measurable symptoms and physiological
perimeters associated with the disease in question. Personal functioning is de-
fined as the performance and the capacity to perform the kind of task that most
people do daily, including self-care, ambulation, physical activities, sexual func-
tioning, and cognitive functioning. Psychological functioning refers to the emo-
tional state of the patient. General health perceptions refer to the individual’s
perceptions of his health. These perceptions are usually based on the previous
three areas of patient functioning. Even though they are associated with those
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areas of patient functioning, Ware felt that general health perceptions were
sufficiently independent to justify a separate category. Social and role function-
ing is defined as the person’s ability to perform activities associated with his or
her role in society, including employment, school work, housework, and family
tasks and roles. Often, a few questions to the patient on how the disease or the
treatment is affecting his or her life are sufficient to uncover concerns that the
physician and patient should address.

If any change in the patient’s disease state is noted, then the physician will
also need to assess why that improvement or deterioration occurred. A de-
terioration would not be unexpected in a disease with a progressively deteriorat-
ing natural history, but if the natural history of the disease is such that treatment
interventions should result in an improvement and one did not occur, the physi-
cian needs to question his or her diagnosis, see if other factors that might affect
the disease state have arisen, determine if noncompliance is occurring, or deter-
mine if there are other aspects of the patient’s life, such as a stressful family or
job situation, that might have affected the patient’s quality of life. Additionally,
because many chronic illnesses are associated with complications that have pro-
found effects on the patient’s functional status, physicians should screen for
those complications when assessing the patient. For example, diabetes mellitus

Table 6-2
Criteria Typically Assessed in Selected Chronic Illnesses

Chronic illness

Subjective criteria

Objective criteria

Arthritis

Asthma

Congestive heart

Diabetes mellitus

Hypertension

Ischemic heart

Lung cancer

Peptic ulcer disease

Joint soreness
Functional limitation
Shortness of breath
Frequency of attacks

Shortness of breath
Orthopnea
Ankle swelling

Fatigue

Polyuria

Polydypsia
Polyphagia

None

Chest pain
Frequency of attacks

Shortness of breath
Chest pain

Abdominal pain
Nausea and vomiting
Bleeding

Joint swelling and erythema
Sedimentation rate
Respiratory rate

Wheezing

Peak expiratory flow
Arterial blood gas

Weight

Rales

Ankle edema

Heart size on chest x ray
Fasting blood glucose value
Glycosolated hemoglobin

Blood pressure

ECG changes on an exercise
stress test

Coronary angiography

Diminished breath sounds

Tumor size on chest x ray

Metastasis on bone scan

Finding on upper
gastrointestinal
endoscopy

Hematocrit

Test for blood in the stool




is associated with retinopathy (blindness), nephropathy (kidney failure), and
peripheral vascular diseases (leg pain as a result of ischemia). Lastly, attempting
to estimate the patient’s prognosis—how long the patient is likely to live and
what complications are likely to develop in the future—is also a task that is
performed during the system’s assessment.

It is important to realize that the physician is not the only person conducting
a systems assessment. Patients also, prior to the visit, conduct a systems assess-
ment on themselves. Often the reason for the patient’s visit is that the patient’s
own systems assessment has not yielded any information that could result in an
intervention that would improve the health of the patient or has resulted in an
intervention that has had no effect.

Finally, it is imperative for the patient and physician to agree on the nature
of the problems that exist in order to proceed to the next step. This is important
because patients will often have erroneous but powerfully held beliefs about
their illness that may cause conflict over future management decisions. Bass et
al., in a study of 193 patients with nonrespiratory symptoms such as headaches,
low back pain, or abdominal pain, noted that resolution of the patient’s symp-

toms in 1 month was associated with agreement between the patient and the
" physician about the nature of the problem (Bass, Buck, Turner, Pickie, Pratt, &
Robinson, 1986). Thus, physicians should spend time with patients to insure
that both agree about the nature of the problem and, if multiple problems exist,
which one to work on first in order to optimize the patient’s health.

Goal Setting

After the assessment phase, the physician and the patient move into the
goal-setting phase during which both begin to determine realistically what im-
provements can be made in the patient’s condition. This is the phase in which
physicians put the most time and thought, as evidenced by it being the area with
the highest percentage of physician statements, 39%. Also, it is the area that is a
direct reflection of the physician’s medical values. For example, should physi-
cians keep diabetic patients under tight or loose control? Should physicians treat
patients with mild hypertension?

Even though patients tend to give less thought to the goal-setting phase
than physicians, this phase is also a clear reflection of the patient’s values. Often
diseases or their treatments involve trade-offs that the patient must consider. For
example, Mengel, Connis, Gordon, and Taylor (1988) have found that IDDM
patients beginning insulin pump therapy show a significant deterioration in
family social activities compared with a control group of patients on convention-
al insulin therapy. Mengel et al. hypothesized that many IDDM patients may not
want to start insulin pump therapy, even though it does bring their blood sugars
under better control, because they are unwilling to suffer the loss of family social
functioning that instituting pump therapy entails. Thus, if a goal to achieve
better control over a chronic illness is to be set, then specific trade-offs that the
patient will have to make should be identified and considered by both the
physician and the patient.
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The importance of physician and patient agreement during goal setting has
been shown in several studies. Marteau, Johnston, Baum, and Bloch (1987)
studied 65 children with IDDM and their parents to see if there were significant
differences between the goals of the doctor and those of the parents. Marteau
and colleagues did find very significant differences in goals between parents and
physicians, with physicians being much more concerned with preventing the
complications of IDDM through improved glucose control. Parents were much
more concerned with preventing episodes of hypoglycemia. Interestingly, the
degree of diabetic control the child achieved was much more closely associated
with the parents’ goals. Marteau et al. suggested that physicians should negoti-
ate with the parents of a diabetic child to make their goals explicit and to work
with them to try to achieve not only their own goals but the physician’s goals as
well. Becker, Abrams, and Onder (1974) showed that there was much less sabo-
tage of treatment activity if goals were mutually agreed on by both the patient
and the physician on a rehabilitation unit.

An example of physician—patient disagreement over treatment goals is de-
scribed in Case 6-3 where the physician would have preferred a goal of tighter
glucose control than the patient. Quill (1983) has recommended that when such
disagreements occur, the physician should be as flexible and creative as possible
to individualize the care of the patient, but not so flexible that he or she violates
his own sense of ethnics or medical values. Quill recommends negotiation,
defined as a “process between two persons who have relatively equal power
willing to be influenced by one another.” Quill emphasizes that during this
process it is important to identify the needs and desires of the patient and then
try to achieve a workable compromise in which both the patient and the physi-
cian feel that a positive outcome will result. Quill also cautions that some pa-
tients may not be up to this approach because they are either too ill physically or
too immature psychologically.

If both the patient and the physician are interested in negotiating goals,
then Quill recommends a contract be formed. A contract is an “explicit bilateral
commitment to a well-defined course of action in which both parties gain.” Quill
emphasized that in formulating this contract there are four assumptions: (1) that
both parties are responsible, the physician for medical expertise and the patient
for the effect of the disease and its treatment on his life, (2) both parties come to
the arrangement under a consentual, not an obligatory, arrangement in which
trust is necessary, (3) both are willing to negotiate, and (4) both must gain from
the arrangement.

In their book Getting to Yes, Fisher and Ury (1981) emphasize the importance
of “principled” negotiation in achieving an agreement. They state that typically
negotiations are over “positions,” what the parties should or should not do,
rather than over the interests, needs, hopes, or dreams of the parties involved.
Often when negotiations occur over positions, participants feel that they are
locked into those positions and must “save face” rather than negotiating a mutu-
ally acceptable agreement. Face-saving, blaming, and delaying tactics are the
norm in negotiations over positions. Clearly, such a negotiation strategy would
not be very effective in the medical setting in which the patient and the physi-
cian must form a relationship in which they are trying to optimize the patient’s



health. Physicians, in negotiating with patients, should focus on interests rather
than positions.

Fisher and Ury also emphasized that it is important to consider the other
party, in this case the patient, in negotiating. First, the perceptions and emotions
of the patient should be acknowledged and dealt with as separate issues apart
from the negotiation. The physician should have the capacity to step into the
patient’s shoes, acknowledge and attempt to understand his or her own percep-
tions of the patient’s difficulties, and not react emotionally, for example, in anger
or frustration, when the patient appears to be behaving emotionally him- or
herself.

Goals or judgments about the attainment of goals should be based on objec-
tive standards. Thus, an appropriate goal for a diabetic patient would be to try
and achieve more than 80% of her blood sugars under 180 mg/dl. It would
probably not be wise for the physician and patient to set a vague subjective goal,
as it would be difficult for both the patient and the physician to agree if the goal
has been reached. An objective criterion allows a standard independent of the
will of either the patient or the physician and may serve to diffuse future dis-
agreements as to whether a goal was achieved or a specific treatment was effec-
tive.

Management Plan

After specific achievable goals have been set, then the patient and the physi-
cian move into the management plan phase in which a general approach to the
care of the patient is formulated. Unfortunately, physicians don’t spend a lot of
time in this phase, as to them it seems to flow naturally from the goal-setting
phase. Nor do physicians spend enough time either eliciting patient’s opinions
about the various possible intervention options or explaining to the patient the
details of a particular intervention.

Patients, however, consider this phase to be particularly important, as evi-
denced by the high proportion of their responses that were categorized within
the management plan phase. Patients frequently come to doctors after an inter-
vention they have devised for themselves has failed or to obtain something, e.g.,
prescription drugs, that they cannot attain themselves. Additionally, many pa-
tients are aware of past medical interventions used on them that were ineffective
or, worse, harmful. Such patients will often exercise a healthy skepticism toward
the doctor’s recommended intervention unless it is explained in great detail.

There are two questions that a physician must answer for every patient
during the management plan phase. (1) Is there an effective intervention that
would help achieve therapeutic goals? (2) If multiple effective interventions are
available, which one should be used?

The first question is often surprisingly difficult to answer. Roper, Winken-
werder, Hackbarth, and Krakaner (1988) have acknowledged that there simply
are no scientific data available on the effectiveness of many interventions, even
many that are used widely in medicine, or the data available are from studies
that are flawed scientifically. Physicians may not know how to critically evaluate
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the medical literature to determine if a particular intervention was from a flawed
study. Also, physicians often overdiagnose and thus overintervene in medical
problems because they don’t think probabilistically and are afraid of missing rare
but serious diagnoses. Sometimes physicians apply an intervention that works
with one particular disease to another disease state or type of patient because
they think the two diseases arise from similar pathophysiological processes.
Unfortunately, generalizing interventions to similar but unrelated conditions
usually does not work.

The gold standard for deciding whether an intervention actually does more
good than harm in a particular clinical setting and how effective that interven-
tion is in achieving therapeutic goals is the double-blind, placebo-controlled,
randomized clinical trial (Pocock, 1983). In such a trial an intervention, such as a
new medication, is compared against an ineffective placebo to control for the
effects of time and attention on outcome. Often medical diseases will resolve on
their own accord without any intervention. Likewise, diseases may respond to a
“placebo effect” simply because the physician may be paying more attention to
the patient. Double-blinding refers to the fact that neither the patient nor the
physician knows to which treatment group the patient belongs, so that out-
comes are not subject to the bias inherent in that knowledge. Often, if the
patient or physician knows that he or she is in the active therapy group, he or
she will subjectively exaggerate the effects of the treatment. A trial is ran-
domized in order to insure that the two treatment groups are similar on a
number of variables that might significantly affect the outcome of the trial.
Criteria have been published that will enable interested physicians to assess
randomized controlled trials adequately (Sackett et al., 1985).

The second question is also difficult to answer. If multiple interventions are
available for a particular medical problem, then physicians often turn to cost-
effectiveness analysis to determine which intervention would be least costly but
still effective in a particular setting (Sox et al., 1988). Cost-effectiveness analysis
compares different management strategies in terms of the cost per unit of out-
come, where the outcome is life saved, quality of life improved, or complication
rate decreased. Cost-effectiveness analyses are often very complex. Many differ-
ent costs must be quantified and benefits determined.

Often the results of the cost-effectiveness analysis also vary depending on
the value the patients place on the various costs and benefits to be gained. In
other words, the patient may be willirg to take a more costly drug if it would
mean he would have a lower chance of experiencing side effects, even though
the cost-effectiveness analysis of the two drugs may reveal that a less expensive,
more side-effect-causing drug is equally effective and more cost-effective. When
applying the results of a cost-effectiveness analysis to a particular patient, it is
important for the physician to scientifically critique such studies while taking the
patient’s own values into consideration.

Finally, each physician must determine his or her own therapeutic threshold
(Farrow, Wartman, & Brock, 1988). That is the point at which the physician
thinks a disease state should be treated. Scientific studies help to determine the
best place to begin treatment; for example, studies have shown that a diastolic
blood pressure of over 90 mm Hg or a cholesterol of over 240 mg/dl should
receive some form of therapy (Hypertension Detection and Follow-up Program



Cooperative Group, 1983; National Cholesterol Education Program Expert Panel,
1988).

Unfortunately, many therapeutic threshold studies are not carried out for a
long enough time period to determine if short-term gains may be made at the
expense of long-term morbidity or mortality. For example, giving rheumatoid
arthritis patients oral steroid medication may provide some short-term benefits,
less sore joints, unfortunately at the expense of greatly increased morbidity from
the complications of long-term steroid use. Additionally, trials often do not
measure all the outcomes that would be important for the patient and physician.

Several studies support the idea that the patient should be actively involved
during the management plan phase. Greenfield, Kayslan, Ware, Yamo, and
Frank (1988) conducted a randomized controlled trial on 59 adult diabetic pa-
tients using assistants who encouraged patients to negotiate medical decisions
with their physicians. These assistants encouraged patient involvement by uti-
lizing the patient’s own medical chart and reviewing it with him or her in a
standardized fashion before their visit. Videotape analysis of these doctor—
patient interactions reveal that these patients were twice as effective in obtaining
medical information from the physicians than the patients in the noninterven-
tion group. After 6 months the degree of glucose control achieved by the pa-
tients in the intervention group was significantly better than that achieved by
the nonintervention group. Likewise, Uhlmann, Inui, Pecorado, and Carter
(1988), in a study of 51 NIDDM patients, showed that some measures of com-
pliance were higher if the doctor responded to the patient’s request. The inves-
tigators noted that 75% of the requests dealt with treatment options, whereas
25% of the requests concern psychosocial issues.

Thus, designing an effective management plan requires not only the con-
tribution of the physician but the active participation of the patient. The physi-
cian needs to be reasonably comfortable that the interventions recommended to
the patient will do more good than harm while achieving the therapeutic goals
that both have set. The patient then needs to weigh the options based on their
own feelings about the potential risks and benefits of each intervention. Working
together, the patient and physician can then construct a plan that will have the
best chance of improving the patient’s life while minimizing potential ill effects.

Tactical Implementation

After deciding that an intervention is necessary and what the therapeutic
options are, the physician and patient then enter the tactical implementation
phase. In this phase they decide on the specifics of the intervention, when it is to
be applied, how it is to be applied, where it is to be applied, how to monitor
progress, if and when other health care professionals need to be involved, if and
when other members of the patient’s family need to be involved, and when
follow-up should occur. For example, the physician may have decided for a
patient with newly diagnosed NIDDM that appropriate options to discuss with
the patient would include dietary therapy, insulin injections, oral hypoglycemic
agents, and an exercise program. If the patient and physician decided during the
management plan phase that they would pursue dietary therapy and drug treat-
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ment with an oral hypoglycemic agent but not insulin injections or exercise
therapy, then during the tactical implementation phase the specifics of those two
interventions would be negotiated.

A combination of scientific information and the patient’s own values is
needed to make an effective decision during the tactical implementation phase.
For example, the physician may feel that the patient described in the above
paragraph should be placed on a 2200-calorie diet in order to effectively control
blood glucose values, but if the patient also desired to lose weight, then the
physician could modify the number of calories to insure adequate weight loss as
well. Additionally, the physician could describe the characteristics of the avail-
able oral hypoglycemic agents and then negotiate a selection based on cost and
compliance issues.

Physicians should be able to create a variety of options for the patient
during the tactical implementation phase. It is often difficult for physicians to
create numerous options for the patient, as physicians often fixate on their
favorite way to deal with a particular problem. For example, the physician in
Case 6-3 typically prescribed the largest dose of insulin in the morning with a
smaller second dose in the evening. This clearly was not appropriate for the
patient, as she was a nurse who ate most of her food during her night shift.

Unfortunately, physicians also do not spend a great deal of time on this
phase of the clinical management process. Patients, however, are very con-
cerned about the tactical implementation phase and desire a great deal of knowl-
edge about the specifics of their interventions and education on how treatments
will affect their overall health, life style, and functional status.

The involvement of other family members is also critical during this phase.
For example, involving the family member who prepares the meals for an
NIDDM patient is an obvious example of the importance of family involvement
when trying to optimize the patient’s health. Failure to involve the family meal
preparer might result in an ineffective intervention simply because the meal
preparer does not know how to prepare the foods in such a way as to ensure that
the caloric limits of the patient’s diet are not exceeded.

The physician can also serve as a source of encouragement and suggest
strategies that will aid the patient in carrying out the specifics of the plan. A
study by Guyatt, Pugsley, Sullivan, Thompson, Berman, Jones, Fallen, and Tay-
lor (1984) in 43 patients with chronic obstructive pulmonary disease and conges-
tive heart failure showed that simple encouragement by the physician increased
these patients’ performance on a 6-min walking test similar to the magnitude of
performance improvement gained from drug use alone. Thus, the physician’s
own encouragement and support can have literally the same effect on some
outcomes as medications. Likewise, physicians can recommend behavioral strat-
egies or contracts that will help the patient perform the necessary behaviors
associated with the intervention, such as taking medicines, exercising appropri-
ately, and staying on a diet.

Follow-Up

Even though decisions as to follow-up were not a formal part of the manage-
ment process described by Taylor et al., this is a critical phase in the clinical



management process. The reason for this is simple: often, despite the best
efforts of the physician and patient, a therapeutic plan will not result in an
improvement in patient health. By following up with a patient when appropri-
ate, a physician can request information as to the effectiveness of a therapeutic
plan and make changes if the plan is not as successful as was hoped. Likewise,
the effect of the plan on the patient’s life can be assessed. If the patient failed to
carry out parts of the plan, then reasons for that failure can also be assessed,
such as unrealistic goals, medication side effects, or a failure on the part of the
patient to integrate the steps of the plan into his or her life style. Tactics to
improve the effectiveness of the new therapeutic plan can then be instituted,
such as utilization of less costly interventions, behavioral strategies such as
involvement of family members to increase social support, or devising more
realistic therapeutic goals.

The frequency of follow-up should be determined based on the natural
history of the disease in question and the doctor’s feeling of how frequently he
or she should monitor the patient and support the patient in his or her efforts to
optimize their health. The patient’s own desire for follow-up should also be
taken into account.

PATIENT COMPLIANCE

Case 6-4. A 38-year-old male presented to a physician’s office for the first
time for a complete physical examination. The physical examination re-
vealed that the patient was obese with a blood pressure of 180/110 mm Hg.
The physical exam and subsequent laboratory tests did not reveal any sec-
ondary cause for this patient’s high blood pressure. Blood pressure readings
taken every day for the next 3 days continued to reveal high values.

After having obtained the necessary work-up to rule out secondary
causes of hypertension, the doctor made the diagnosis of essential hyper-
tension. The patient agreed with this diagnosis and after learning about the
potential complications of high blood pressure agreed that he should be
placed on medication. After discussing medication options that were avail-
able, the doctor and patient agreed that an angiotensin-converting enzyme
inhibitor would probably be the best choice. The doctor and patient also
negotiated a weight loss diet and an exercise program. The doctor asked the
patient to return in a week to assess the patient for side effects of the
medication.

One week later the patient returned with no complaints. His blood pres-
sure of 160/95 mm Hg. Because the full benefits of antihypertensive therapy
are usually not reached for 2 to 4 weeks after initiation of therapy, the doctor
was satisfied with the progress the patient was making; so was the patient.
The doctor asked the patient to return in 1 month.

One month later the patient returned with an elevated blood pressure of
175/105 mm Hg. His weight was down 4 Ib from his previous visit, and he
had begun a walking program. The doctor was perplexed because the pa-
tient’s blood pressure had been decreasing so well but now appeared to
have returned to its previous high value. When the doctor expressed his
confusion to the patient, the patient said, “Oh, I'm not taking those any more,
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Doc. You only prescribed 30 tablets, and since the prescription didn’t have a
refill, | figured that was all | needed to take.”

Case 6-5. A 22-year-old single mother of two presented to a clinic with
complaints of pelvic pain of 3 days’ duration associated with fever and a
purulent vaginal discharge. The diagnosis of pelvic inflammatory disease
was quickly made, a work-up for other sexually transmitted diseases was
initiated, and the patient consented to antibiotic therapy.

As was his practice, the physician prescribed a form of tetracycline that
could be taken twice a day (tetracycline usually needs to be taken four times
a day), figuring that twice-a-day therapy would improve patient compliance.
He prescribed the drug using the trade name of the medication. The patient
also consented to receive a shot of a different antibiotic that would insure the
death of other organisms that cause pelvic inflammatory disease, organisms
that were not well treated by the oral antibiotic the physician prescribed. The
patient left satisfied that her infection had been treated, agreed to ask her
male partner to come in for treatment, and actually liked her new physician
since he treated her “very nicely.”

Unfortunately, the patient returned 3 days later with continued com-
plaints of pelvic pain, fever, and purulent vaginal discharge. Her physician
was initially angry with the patient, figuring that the patient had not been
compliant with her oral medication. When he confronted the patient with his
suspicions, the patient was initially confused and stated that she didn’t need
the oral antibiotic as she had been given a shot in the office by the physician.
She explained to the physician that she had tried to get the antibiotic filled
anyway, but that it cost $42 for a 10-day supply, a prohibitive amount given
her meager budget. The physician realized that he had not explained the
necessity of two antibiotics for the treatment of pelvic inflammatory disease
and also realized that if he had prescribed the generic variety of the oral
antibiotic, the cost would have been much less for a 10-day course. Unfortu-
nately, on reexamination the patient was in such bad shape that she required
treatment with intravenous antibiotics in the hospital.

The problem of noncompliance is a vexing one for physicians. First, the
definition of what constitutes noncompliance is not always clear. Does non-
compliant behavior include those patients who simply refuse to follow medical
instructions, or is it just those patients who agree with medical advice but who
for whatever reason cannot follow the instructions of their physicians? For the
purposes of this chapter, the latter definition of noncompliant behavior is used.
Second, although it is hypothesized and has been proven in some studies that
noncompliance prolongs illness, increases time lost from work, increases the
complication rate from chronic disease, and increases health care costs (Am-
mirato, 1989), it is clear that noncompliant behavior does not always result in a
poor outcome for an individual patient (Eraker, Kirscht, & Becker, 1984). For
example, noncompliance with a medication that causes an adverse side effect in
some patients, such as the use of propranolol in the treatment of hypertension
causing fatigue and impotence in some patients, may actually yield beneficial
results for some patients, particularly in the short term. Third, compliance is not



easily predicted based on the sociodemographic characteristics, personality, or
disease state of the patient (Hefferin, 1979). In fact, those factors seem to influ-
ence compliance behavior only marginally if at all. Fourth, compliance is difficult
to measure (Eraker et al., 1984). Simply asking a patient if he or she is compliant
with a treatment plan may not always yield a valid answer, as the patient may be
embarrassed or afraid to tell the truth. Objective measures, such as drug levels,
are not available for all medications and are influenced by many other variables
besides the intake of medication. Counting the patient’s pills when he returns
for a follow-up visit or asking him to keep a drug diary is too time consuming
and inconvenient for most physicians and patients.

What is clear about noncompliance is that it is widespread (Ammirato,
1989). It is estimated that 20% of patients won’t even fill their prescriptions, even
for acute infections. Fifty percent of patients who were diagnosed as hyperten-
sive will not be taking their medications 1 year later. Ten percent of all hospital-
izations are estimated to be for noncompliance, and 23% of nursing home admis-
sions are similarly estimated to be for noncompliance. Given the widespread
prevalence of noncompliance and its hypothesized link with adverse health
outcomes, what can physicians do to improve compliance by their patients to
therapeutic plans?

First, physicians can assess four factors that often lead to noncompliance.
These factors can be thought of as the “four Ms” of noncompliance: misunder-
standings, motivation, medication, and money (Jonas & Bauer, 1989).

Misunderstandings

Misunderstandings, either the physician’s or the patient’s, are quite com-
mon in medicine. Case 6-4 illustrates a common misunderstanding that occurs
frequently. In this case the patient had received the diagnosis of hypertension, a
condition that requires lifelong medical therapy. However, the patient misun-
derstood this requirement, probably because it was not adequately explained by
the physician. Similarly, in Case 6-5, the patient did not understand that she
needed two antibiotics; again this critical idea was not communicated by the
physician, and so she felt safe in not obtaining the expensive oral antibiotic.

Such misunderstandings can be avoided if the physician takes the time to
educate the patient on what disease the patient has and why the prescribed
therapy is needed. Although general knowledge on the patient’s disease ap-
pears to have little relationship with compliance, specific knowledge as to what
the patient has and what he should do and why does appear to improve com-
pliance (Eraker et al., 1984). Likewise, specific instructions delivered in a simple
clear language, rather than the technical medical terminology most doctors use,
seems to improve compliance. Instructions should be formatted based on the
following principles:

1. Instructions delivered first are remembered best.

2. Instructions that are emphasized by being mentioned two or three times
are recalled best.

3. The fewer instructions that are given, the more are remembered.
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4. If complex instructions are given to the patient, such instructions should
be written, or the patient should be asked to repeat them back to ensure
understanding.

Motivation

Motivation can be defined as the desire to perform a task or carry out a
therapeutic plan. Physicians often assume that patients are very motivated to
optimize their health, and indeed they are most of the time. However, such a
simple notion does not recognize the complexity of human motivations, nor
does it recognize the fact that motivations often are conflicting. Optimizing
health is not always the first priority of patients.

Researchers have found that the patient’s motivation for a particular thera-
peutic option generally depends on his or her health beliefs: (1) the patient’s
perception of his or her susceptibility to a particular disease or complication, (2)
the severity of the disease both clinically and socially, and (3) the benefits or
barriers derived or encountered if treated (Eraker et al., 1984). This health belief
model has been useful in predicting noncompliance in patients on antihyperten-
sive therapy, cholesterol therapy, and yearly immunization with influenza vac-
cine.

Viewed from this model, it is particularly easy to see why patients treated
with antihypertensives have such a high rate of noncompliance. Hypertension is
an asymptomatic disease that causes little if any loss in the patient’s quality of
life. Complications of hypertension occur years after the diagnosis and can be
denied psychologically by the patient, similar to the way smokers don’t really
feel they will ever get lung cancer.

Physicians can help motivate patients to follow therapeutic plans by dis-
cussing their health beliefs, formulating shorter-term goals, such as normalizing
blood pressure rather than preventing the complications of hypertension, in-
stituting treatment regimens that have a low incidence of side effects, and utiliz-
ing contingency contracting, which are discussed below.

Medication

The two most obvious characteristics of the medication that affect com-
pliance are frequency of dosing and side effects. In a summary of 26 studies
examining dosage schedule, Greenberg (1984) showed significantly improved
compliance with once- or twice-a-day dosing compared with three- or four-
times-a-day dosing. This fact alone may explain the widespread noncompliance
with antibiotics, even though most are used to treat acute conditions for short
periods of time, as most antibiotics require three- or four-times-a-day dosing.
Physicians who wish to improve patient compliance should attempt to find
medicines that can be dosed once or twice a day.

Likewise, medication side effects can lead to noncompliance. Croog, Levin,
Testa, Brown, Bulpitt, Jenkins, Klerman, and Williams (1986) conducted a multi-
centered, randomized, double-blind, clinical trial among 626 men with hyper-



tension to determine if captopril, methyldopa, or propranolol have significant
effects on quality of life. Their study showed that patients taking captopril
reported fewer side effects and a greater improvement in overall general well-
being when compared to the other two treatment options. The investigators also
showed that the frequency of side effects in all of the three treatment options
was related to the patient withdrawing from therapy.

Failing to give the patient some perspective on the frequency of side effects
may result in the patient prematurely discontinuing therapy simply because he
or she becomes frightened after reading about all the possible side effects either
in the package insert or in the Physician’s Desk Reference. In a study of patients
with rheumatoid arthritis, patients were presented with the risks and benefits of
an unknown medication (Epstein & Lasagna, 1969). The risks of the unknown
medication were spelled out in great detail. Many of the patients refused the
medication even after it was revealed to be aspirin. Many patients are risk
avoiders, such that when they learn of all the potential side effects of the medica-
tion, no matter how rare many of those side effects may be, they will pre-
maturely discontinue or even refuse a potentially beneficial medicine. Physi-
cians can improve compliance by presenting an accurate perspective on the
frequency of side effects, particularly to patients who are risk avoiders.

Regimens that are of long duration, dependent on life-style alteration, and
inconvenient also have higher rates of noncompliance than those that are of
short duration, simple, and convenient (Eraker et al., 1984). Physicians can help
patients simplify their regimen by attempting to discontinue medication that
may no longer be useful, by helping the patient integrate the medication into his
or her life style by using events the patient experiences every day to trigger the
patient to take the medicine, and by suggesting the use of pill boxes that contain
a daily supply of medicine, so the patients do not become confused as to wheth-
er they have taken their medicine for that day or not.

Money

As illustrated in Case 6-5, the financial resources that the patient has can be
a critical factor in aiding or hampering compliance. The expense of medication is
not the only important cost; the cost of office visits and laboratory tests can also
play a role in noncompliance with medical follow-up. Thus, even though it is
often uncomfortable for physicians to discuss financial issues with a patient,
such a discussion may improve patient compliance, as less expensive treatment
options are often available such as generic pharmaceuticals.

What is probably most help for patients is to have some notion of the cost of
treatment options when they are being discussed by the physician. For example,
the patient in Case 6-5 could have been presented with three treatment options
with regard to her oral antibiotics, all of which are equally effective in the
outpatient management of pelvic inflammatory disease. Those options are:
(1) generic tetracycline, 500 mg four times a day, $5-8 for a 10-day course,
(2) generic doxycycline, 100 mg twice a day, $10-15 for a 10-day course, and
(3) nongeneric doxycycline, $30-50 for a 10-day course. Given such a presenta-
tion, with an explanation for the necessity of two antibiotics in the treatment of

145

PATIENT
COMPLIANCE



146

CLINICAL
MANAGEMENT

pelvic inflammatory disease, the patient may have selected a less expensive
option but would have been much more likely to comply. Even though the
physician in this case tried to improve patient compliance by prescribing a twice-
a-day oral antibiotic, he ultimately failed because he did not take into account the
cost of the treatment regimen.

Other Determinants of Compliance

The context of the patient’s care greatly influences patient compliance. The
term “context of care” refers to the many relationships that have an effect on the
patient’s health, including the doctor-patient relationship, family relationships,
and relationships between physicians and other members of the health care
team. Although these contextual issues receive greater treatment in subsequent
chapters, a few issues deserve mention.

Compliance has been shown to increase if the patient is satisfied with his or
her visit with the physician and to decrease if the visit is perceived as being short
or impersonal (Eraker et al., 1984). Communication between the physician and
patient that is clear and direct, eliciting all important issues, improves com-
pliance (Ross & Phipps, 1986). Power struggles between the patient and the
physician in which both are trying to negotiate from a fixed position rather than
from their own interests decrease patient compliance. Lack of family support has
been shown to decrease compliance (Eraker et al., 1984). Finally, a communica-
tion pattern between members of the health care team in which all pertinent
information is not shared and goals are not agreed on leads to confusing mes-
sages being given to the patient and also decreases compliance.

Strategies to Improve Compliance

If the physician suspects the patient to be noncompliant, the physician
should first review in his or her own mind the patient’s adjustment to the
chronic illness, the specifics of the clinical management process, particularly the
characteristics of the therapeutic plan, and whether the patient agrees on each
facet of that plan, the “four Ms” of noncompliance (misunderstandings, motiva-
tion, medication, and money), and factors in the context of that particular pa-
tient’s care that may be affecting the patient’s ability to comply with the thera-
peutic plan. If in thinking about the patient’s situation the physician feels that a
particular issue is important, then an open-ended discussion on that particular
issue should be begun. If no particular issues come to the physician’s mind, then
the physician can begin a general discussion with the patient by expressing his
dismay or confusion that the therapeutic plan is not working and asking the
patient whether he or she has any idea or reason why the plan is not effective.
Such an open-ended discussion will usually reveal a facet of the plan that the
patient either does not understand or with which he or she disagrees. It is
important to remember during this discussion that the physician should try not
to blame the patient or become angry because the plan is not working. Such



blaming can only result in either power struggles or dissolution of the doctor—
patient relationship.

Should an open-ended discussion not reveal any particular reasons why the
therapeutic plan is not working, then some authorities have recommended be-
havioral or contingency contracting as a way to improve patient compliance. A
contingency contract has been defined by Steckle and Swain (1977) as “a contract
in which compliance behavior is followed by a satisfying state of affairs,”
“stamping in” the necessary behavior. The compliance behavior that is necessary
to follow the therapeutic plan should be measurable and described in realistic
terms. Both the physician and the patient should agree that the treatment goals
and progress toward those goals should be monitored not only by the physician
during frequent office visits but by the patient using self-monitoring of whatever
parameters the patient and physician feel are appropriate. Those parameters
should be objective and should be recorded at agreed-on times. A time limit
should be placed on the contract so that it is not open-ended. Finally, the re-
wards should be pleasurable for the patient and not harm the patient’s disease
state. Proven successful rewards include money, books, or free time. Free office
visits are also a reward that some patients find valuable. The rewards do not
necessarily have to come from the physician, however. For example, the patient
may collect a pot of approximately $100 of his or her own money before the
contract begins, and then the physician or an interested third party distributes
that money back to the patient in $5 increments as intermediate goals are met.

Management Failures

There are clearly times when legitimate disagreements remain between the
patient and the physician or when every strategy that the physician feels com-
fortable trying has not resulted in an improvement in the patient’s health. Such
situations are often highly frustrating for physicians, as their professional self-
image has a great deal to do with their ability to aid ill patients in improving their
health. This professional self-image not only is a product of the physician’s own
sense of responsibility for his or her patients but also results from collegial
reinforcement. Physicians almost uniformly admire colleagues who can dramat-
ically improve the health of their patients, for example, through the use of an
impressive surgical procedure or a new counseling technique. Such effective-
ness is usually rewarded both subtly and outright in the form of respect among
colleagues, an increase in patient referrals, honoraria at lectures, and nomina-
tion for physician awards.

Two strategies are important to consider if nothing else works. First, the
physician can shift into a mode in which the simple stabilization of the patient’s
illness becomes the goal (Eraker et al., 1984). Using this approach the physician
can also set limits as to what facets of the patient’s care he will manage. Other
options that the patient should consider can be suggested, but a formal thera-
peutic plan need not be constructed. The physician can simply try to preserve
the relationship in the hopes that some day a formal therapeutic plan can be
devised that will improve the patient’s health, meanwhile taking care of other
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illnesses that the patient may develop. The other option that many physicians
employ in this situation is to obtain consultative help from other professionals.
Physicians are not infallible, and there are times when factors that might im-
prove the patient’s health are overlooked. Consultation with other profession-
als, if the patient agrees, can be very useful in finding problems that might have
been overlooked.

Finally, if all else fails, or if there is such a disagreement between the patient
and the physician that the doctor—patient relationship has been harmed beyond
repair, termination of care should be considered. Termination of care is not a
process that should be considered lightly; however, there are instances in which
such conflict develops between the patient and the physician that the patient
may indeed receive better care from another physician. Although physicians do
not often want to come from behind their cloak of professionalism and admit
that their own personality quirks might affect the care they deliver to patients,
such instances are clearly documented in the medical literature (see Chapter 8).
Likewise, patients also do not want to admit that they too have unique person-
alities that may result in conflict within the doctor—patient relationship. Clearly,
if such a phenomenon is occurring, a “parting of the ways” may be best for both
parties.

If this decision to terminate care has been made, then a strict process should
be followed in order to ensure that the patient obtains quality care from another
physician. This process will also protect the physician against charges of aban-
donment. First, the physician should either invite the patient in for a visit in
which the issue of termination is discussed and document that discussion in the
chart or send a letter to the patient specifying why the physician feels that
termination is best, offering to find a new physician for the patient, and provid-
ing a specified time period, usually a month, during which the physician will
care for the patient should any emergencies arise. The letter should be sent by
certified mail so that the physician will know if the letter has been received by
the patient. A copy of the letter should be placed in the patient’s chart. If the
patient has no comments, then the termination process can proceed.

Often a patient feels that there are reasons why termination should not
happen. The physician can then listen to the patient’s reasons and determine if
any are substantive enough to change his or her mind. Sometimes when pa-
tients realize that their physician is serious about termination, new information
is revealed that may enable the formulation of a therapeutic plan and may mend
the distressed patient—physician relationship. In contrast, sometimes the termi-
nation process only serves to increase the conflict between the patient and
physician. In those circumstances, the process should proceed according to
plan.

It is important to note that physicians should not use the threat of termina-
tion liberally in order to get patients to comply with the therapeutic plan. Such
threats, if idle, often work for only a short period of time and may result in a
significant decrease in the physician’s case load. Termination should only be
considered if the physician feels that a continued relationship with the patient
will be detrimental either to the patient’s health or to his or her own caretaking
abilities.



CONCLUSIONS

Managing patients with chronic illness can be one of the most challenging
tasks for physicians. This challenge not only stems from our lack of knowledge
in the clinical management area but also arises because chronic illnesses vary as
to onset, course, outcome, and degree of incapacitation such that managing a
patient with a chronic illness literally becomes a unique experience with every
patient.

Chronic illnesses are also quite challenging for patients and their families.
Overcoming the fear of a diagnosis during the prediagnostic phase, adjusting to
the demands of a chronic illness once a diagnosis has been made, and integrat-
ing the management plan into the patient’s life style, actively managing the
illness during the chronic phase, and finally adjusting to the terminal phase of
the illness are all challenges that must be met by any patient with a chronic
illness. Fortunately, physicians can be very instrumental in aiding patients in
meeting the challenges of each phase of a chronic illness by an appropriate
clinical management process.

The clinical management process of Taylor et al. can be divided into four
phases: systems assessment, goal setting, management plan, and tactical imple-
mentation. During the systems assessment phase the physician measures not
only disease-specific parameters but other areas of patient functioning to include
personal functioning, psychological functioning, general health perceptions,
and social and role functioning. Next, specific realistic goals are set by the
physician and the patient through a process of negotiation. Once goals have
been determined, therapeutic options that might meet those goals can be ex-
plored during the management plan phase. During tactical implementation,
options are selected that will best meet the patient’s goals while exacting a
minimum of harm on the patient’s life style. Appropriate follow-up is important
to assess the effects of the plan on the patient’s life. Should the plan not meet
therapeutic goals, the plan should be redesigned.

During each phase of the clinical management process patients and family
members who are important to the management plan should be involved. Physi-
cians should spend time with the patient and his or her family in order to gain
agreement on the nature of the problems facing the patient, negotiate mutually
acceptable goals, provide enough information on therapeutic options to enable
patients and their families to make wise decisions, and provide specific educa-
tion necessary to implement the therapeutic plan. Failure to work with the
patient to gain agreement on all aspects of the therapeutic plan may result in
noncompliance.

Noncompliance has emerged as the most vexing problem for physicians
who care for patients with chronic illnesses. Although it is not easily defined,
measured, or predicted, it is clear that noncompliance is widespread and proba-
bly exacts a toll on patient health. If a physician suspects noncompliance, the
physician should discuss with the patient difficulties the patient may be having
in adjusting to the illness, review the clinical management process, and then
assess specific factors associated with noncompliance, such as misunderstand-
ings, motivational difficulties, medications, and money. Physicians should as-
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sume a nonjudgmental stance, realizing that blaming the patient for difficulties
in complying with the therapeutic plan may result in short-term gains but over
the long term will accomplish little and may harm the doctor—patient relation-
ship. Contextual issues, such as the doctor—patient relationship itself, family
relationships, and relationships between physicians and other members of the
health care team should also be examined.

If open-ended discussion does not reveal any reasons for the patient’s non-
compliance, then contingency contracting can be attempted to improve com-
pliance. If contingency contracting fails, then physicians can try to stabilize the
patient’s illness as well as they can or can consider terminating the doctor—
patient relationship with that particular patient. Termination should not be con-
sidered lightly but clearly has a place in medical practice when the physician
feels that a continued relationship with the patient will only be detrimental
either for the patient or for his or her own caretaking abilities.

As stated earlier in this chapter, the clinical management of a patient with
chronic illness is most closely tied with the notion of the “art” of medical prac-
tice. Although systematic scientific investigations of the clinical management
process are beginning, the science of clinical management is still in its infancy. In
the future, better-defined clinical management strategies will be available to aid
physicians in improving the health of their chronically ill patients. Until that
time, physicians can gain a great deal of professional and personal satisfaction
from involving themselves in the lives of their chronically ill patients.

CASES FOR DISCUSSION

Case 1

Mrs. Maloney is a 52-year-old white female who presents to your clinic with
complaints of polyuria, polydipsia, polyphagia, and fatigue of 2 months’ dura-
tion. A random blood sugar obtained in your clinic was 220 mg/dl. Two
fasting blood sugars obtained over the next week were 162 mg/dl and 185
mg/dl, respectively. Because of these blood sugar results you make the
diagnosis of NIDDM and ask Mrs. Maloney to return for a visit.

1. Mrs. Maloney has returned to your clinic and is waiting for you. How would you
break the news to Mrs. Maloney that she has diabetes, and then what would be
your strategy during the next several minutes of conversation with Mrs. Maloney?

2. Mrs. Maloney seems somewhat shocked by the diagnosis and seems to withdraw
a bit. Realizing her emotional needs, you reassure her and suggest that she begin
a trial of oral hypoglycemics. You make this decision because you believe that the
better able you are to restore your diabetic patient’s blood sugar to normal, the
fewer long-term complications will develop. Mrs. Maloney simply nods her head at
your suggestions, saying she will try. However, 2 weeks later, at her follow-up visit,
she has continued symptoms and is not taking any of her medicine. What would be
your strategy at this point?

3. You discover that Mrs. Maloney does not want to take pills. How would you negoti-
ate a solution to this dilemma?

4. After 3 months of diet therapy, Mrs. Maloney'’s fasting blood sugar is still over 140



mg/dl. Additionally, she has not lost much weight. What would be your strategy at
this point in time?

5. How would your management strategies change if Mrs. Maloney also had hyper-
tension and heart disease? How would it change if you learned that Mrs. Mal-
oney’s mother died of renal failure secondary to IDDM?

Case 2

Ed is a 6-year-old with sickle cell anemia. Before moving to your town and
entering your practice, he had been hospitalized 20 times for pneumonia and
sickle cell crises. He is shy but cooperative. Except for mildly icteric sclera
and a palpable liver edge, he is fairly healthy looking. His mother barely
speaks, seems to know little of his history, and watches you warily. She
doesn’t seem to know if he has ever been on folate and remembers giving Ed
penicillin occasionally. She doesn’t seem to know much about preventing or
mitigating crisis with proper hydration.

1. What chronic iliness phase is Ed in? Is he doing well?

2. How can you help Ed during this phase of his chronic iliness? What do you think
are the most important things to do?

3. The mother seems uncertain, withdrawn, and intimidated. How would you involve
her in Ed’s care?

4. You schedule a return visit for Ed and his mother in 6 weeks after explaining how
you could be reached if problems arose. You prescribe penicillin and folate daily.
Ed presents 2 weeks later to the emergency room (ER) in mild crisis. He is treated
and referred back to you. The ER doctor says that Ed has not been taking his
medicine. Now what?

Case 3

Susan is a 32-year-old married woman expecting her third child. She is due
in 4 months. You have asked her several times to stop smoking, but she
continues to smoke two packs a day. She reasons that her other two kids
turned out OK, so why bother? Since the birth of her last child she has
developed essential hypertension. When this pregnancy was diagnosed you
asked her to stop her diuretic and started her on methyldopa, 250 mg po tid
(three times a day). The past two visits her blood pressure has been 140/85
and 150/80 at a time in pregnancy when blood pressures should fall relative
to her initial level. These values are slightly greater than her initial values.

1. What phase of the clinical management process are you in? What are you going to
do in that phase to increase your chances of a successful outcome?

2. What goals and interventions are you thinking about for Susan? How will you
discuss those goals and interventions with her? Do you think Susan will agree with
you?

3. Susan’s next visit was scheduled for 2 weeks to recheck her BP, but she wasn't
able to come because of car problems and sitter problems. When you next see
her, she is 7 months along, and her blood pressure remains as before; her uterine
size is small for that predicted by dates and an early (accurate) ultrasound. What
do you do now?
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4. Toward the end of Susan’s pregnancy her blood pressure gets harder to control.
You feel that it is important to ask her to stop working as a sales clerk. You explain
the need to be off her feet all day, but she insists that she must keep working until
she delivers. You are worried about placental insufficiency and fetal impairment,
and she is worried about keeping her job. Do you see any way to resolve this
issue?

Case 4

Mr. Zelnik is a 52-year-old white male who presents to your office after
learning that his cholesterol is 245 mg/dl, a result he obtained at a neighbor-
hood health fair. Mr. Zelnik is very worried that he might be predisposed to
heart disease given this high cholesterol and wants something done about it
immediately. He has heard that a very good new drug has just been released
onto the market that will lower cholesterol promptly. He would like you to
place him on that drug even though he knows that it is very costly.

1. Do you have misgivings about Mr. Zelnik's desire to try a cholesterol-lowering
agent at this time? If so, what concerns do you have?

2. You order a repeat fasting cholesterol on Mr. Zelnik, which returns 220 mg/dl. How
would that change your management strategy? If the repeat fasting cholesterol
returned 280 mg/dl, how would that change your strategy?

3. Because Mr. Zelnik is slightly obese, your favorite strategy for treating such pa-
tients with mildly elevated cholesterol is diet and exercise. You manage to con-
vince Mr. Zelnik that he should attempt these two interventions first, and he be-
grudgingly goes along with you. Three months later, however, Mr. Zelnik returns
still overweight, still requesting to be put on the cholesterol-lowering agent. What
would be your strategy at this time?

4. Would your strategy change if Mr. Zelnik also had a family history of heart disease
and was a smoker?

Case 5

Mary Jane and Charlie Jones are middle-aged adults, married, and living
independently. They both have cerebral palsy and are confined to their
wheelchairs. They seek your care because they are “fed up” with their prior
doctor. On the first visit you learn they both smoke, that Mary Jane has
problems with her menstrual periods and has gastritis as well as mild arthri-
tis, and that Charlie has a seizure disorder, arthritis, and uncontrollable
tremors of all extremities.

1. What type of chronic iliness is cerebral palsy? How would this affect your initial
strategy for the Joneses?

2. What will your initial management strategy be?

3. About 2 weeks later you are having lunch at a neighborhood deli when you see
something bouncing toward you in the center of one of the four lanes. You realize it
is Charlie rolling backwards in his chair, propelling himself with one foot. He does
not wear a helmet. What concerns will you address at his next visit?

4. Having discussed Charlie’s behavior with him, you don’t expect further problems.
One week later, you are called late one night because Charlie is seizing in the ER.



When you get there, you find out he has a scalp laceration and abrasions. Once he
is stabilized, what will you do to improve things?

5. While you are sewing Charlie up, Mary Jane reveals that they are most scared of
being institutionalized again. How will you handle this new information?
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CHAPTER 7

Health Maintenance

Gregory H. Blake

Case 7-1. The last appointment of the afternoon for a busy physician is a
“well-baby” examination on 4-month-old Jonathan. Jonathan’s family has
moved into the community following his birth to allow his father, Peter, to
begin a new job at a local industry. Jonathan’s mother, Sue, is a 24-year-old
housewife. Both parents are present for the exam.

Sue relates that Jonathan, her only child, had an uneventful antenatal
course and delivery. He received his last examination 2 months ago, and
they were told he was normal. Sue reports that no problems have occurred
since Jonathan'’s last examination.

After conducting a physical examination on Jonathan, who is normal for
his age, the physician begins to give some anticipatory guidance to both
Peter and Sue concerning Jonathan. However, from the parents’ expres-
sions the physician senses that questions remain.

The physician asks, “What questions do you have?”

Sue responds, “Doctor, I'm so glad Jonathan is all right, but are you sure
everything is OK?”

“In what way do you feel something is wrong?” the physician asks.

Sue, in a low tone, responds, “My older brother, Josh, died 2 months ago
from colon cancer. He had always been healthy, but then suddenly he was
found to have cancer. He only lived a short time. | don’t want anything to
happen to Jonathan.” Fighting away tears, Sue looks toward the floor.

The physician responds that Jonathan is well at this time and expresses
sympathy for the stress Sue and Peter are feeling.

Sue asks, “What can we do to insure that Jonathan won'’t get colon
cancer like my brother?”

Peter, after placing his hand on Sue’s shoulder, asks, “Doctor, with Josh
having colon cancer, what is the likelihood Sue could get cancer? What do
we need to do to screen Sue for cancer? Are there changes we need to make
in our life style to protect Sue from getting cancer?”
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INTRODUCTION

The questions being asked by Peter and Sue pose dilemmas for both physicians
and patients. Physicians are not able to predict with absolute certainty who will
get a disease in spite of knowing the patient’s relative risk for that disease.
Furthermore, many factors that increase the patient’s risk for disease, such as
age, gender, and family history, cannot be modified. Given these unmodifiable
risk factors and the difficulties in interpreting scientific and epidemiologic data
that suggest relationships between modifiable risk factors and health, how
should physicians proceed when confronted with patients who may be at high
risk for a disease?

Physicians can use tests to screen for diseases in high-risk patients. How-
ever, even these seemingly valuable tools have potential difficulties. Prior to
requesting a test, the physician must consider the sensitivity and specificity of
the test in predicting the presence or absence of a disease. If a test with low
sensitivity is negative, the result may be a false negative. If the test is positive but
the specificity is low, then the result may be a false positive. Also, screening for a
disease with a long latent phase or a disease that lacks an effective and accept-
able treatment may only increase the patient’s anxiety should the screening test
be positive.

The physician must consider whether the test is really a marker for the
disease in question, or whether it is associated with another process that occurs
concurrently with the disease. An example of this phenomenon is the relation-
ship between low cholesterol and colon cancer. Some studies examining this
association support a causal relationship, but others suggest that low cholesterol
values occur as a consequence of the disease itself (Rose & Shipley, 1980;
Williams, Sorlie, Feinleib, McNamara, Kannel, & Dawber, 1981; Winawer,
Flehinger, Buchalter, Herbert, & Shike, 1990). If the latter is true, then current
efforts to lower cholesterol are appropriate. But if a low cholesterol value places
one at risk for colon cancer, then by attempting to lower cholesterol levels we are
trading one problem (arteriosclerosis) for another.

The physician is also at risk for experience bias. If a physician took care of a
few patients with a low serum cholesterol at the time that colon cancer was
detected, then he would likely regard cholesterol as a valid screening test for
cancer. Anecdotal information and experiences create illusions for the physician
that may cause physicians to support a particular practice or procedure even
though it may not be scientifically justified. This is not to say that a physician’s
experience should be discounted, but it should be evaluated in light of known
facts and the natural history of the disease in question.

In order to weigh appropriately clinical evidence and anecdotal experiences,
physicians must utilize both clinical and epidemiologic criteria. In 1965, Hill
outlined epidemiologic criteria to guide health care providers in determining
whether a causal association exists between a risk factor and an illness. For a
causal association to exist, the following criteria must be satisfied: (1) the
strength of the association must be statistically significant and not a product of
design or statistical error; (2) the frequency of the disease must increase with
exposure to the factor; (3) exposure to the factor must precede the disease; (4)



findings must be consistent among studies; (5) the risk factor’s role in the disease
must be biologically plausible; (6) study findings should not conflict with the
known natural history of the disease; and (7) there must be a specificity of
association between the factor and the disease (Hill, 1965). Once these criteria
are satisfied, screening protocols and preventive measures can be developed for
those at risk.

This chapter provides information to assist physicians in wrestling with
health maintenance questions. First, it is necessary for the physician to under-
stand the categories of prevention and how to integrate health maintenance
activities into a medical practice. The physician must appreciate the obstacles the
patient has to hurdle to participate successfully in health maintenance activities
and recognize the personal costs both he and his patient face when formulating
a health maintenance contract. Most importantly, the physician must realize that
before any recommendations can be accomplished by the patient, they must also
become personal goals for that patient.

CATEGORIES OF PREVENTION

As depicted in Case 7-1, all individuals are concerned about the health of
those they love. To understand fully what health means to the patient and in
turn to be able to recommend a health maintenance program, the physician
must learn the patient’s personal health goals. Although an individual’s defini-
tion of health may be nebulous, each individual may be considered as migrating
along a wellness continuum (Fig. 7-1). Wellness is more than the absence of
disease but takes into account physical, emotional, and social functioning as well
as risk potential. From birth, individuals need a degree of “wellness” to accom-
plish the goals and tasks they set for themselves. At some point along this
continuum, they will contract a disease. Initially, the disease may have a latent or
asymptomatic period where only a few signs, usually subtle, will indicate its
presence. Then symptoms of the illness will develop, prompting the patient to
seek medical attention. At this time the patient’s physician labors to help the
patient cure or at least control the disease and prevent complications. At some
point, the accumulation of disease factors and natural aging result in the death of
the patient.

Primary prevention involves those activities that, if successful, will block

Figure 7-1. Wellness continuum.

157

CATEGORIES OF
PREVENTION



158

HEALTH
MAINTENANCE

the clinical manifestations of the disease process. Health education activities are
primary prevention activities if they are applied to individuals without known
disease. Immunizations are also examples of primary prevention; for example,
oral polio vaccine, if given shortly after birth, prevents the development of polio
during childhood.

Those procedures employed by a health care provider to detect a disease
process in its latent or asymptomatic phase are considered secondary prevention
activities. Examples of this include the use of mammography to screen for
asymptomatic breast cancer, obtaining a Papanicolaou (Pap) smear to detect
early cervical cancer, and hemoccult screening of stool to detect colon cancer.
Secondary prevention is also called “screening.”

Once a disease produces symptoms, tertiary preventive medical measures
are employed. These activities are designed to prevent complications of the
disease and promote restoration of functional status. Control of diabetes
mellitus with insulin injections is an example of tertiary prevention. Providing
dietary information to lower cholesterol and sodium intake in a myocardial
infarction patient would also be a tertiary preventive activity.

Case 7-2. Paula is a 42-year-old executive secretary who presents to her
physician for an annual examination. Paula reports no acute illnesses since
her last blood pressure examination 6 months ago. Three years ago she was
placed on a diuretic for mild hypertension. She relates no symptoms sugges-
tive of side effects from that medication. She does admit it is hard for her to
maintain the prescribed low-sodium diet and exercise program because of
pressures at home and at work. She does not smoke cigarettes or drink
alcoholic beverages.

Paula’s physician based her physical examination on routine health mainte-
nance recommendations for her age and her diagnosis of hypertension (Table
7-1).

Vital signs: Height 5'8"; weight 175 Ib; blood pressure standing 155/92 mm
Hg, lying 150/90 mm Hg; pulse 80 beats per minute

Neck: Carotids equal without bruits; no thyroid nodules or enlarge-
ment
Lungs: Normal to inspection, percussion, and auscultation

Breasts: No abnormalities noted during inspection and palpation; no ax-
illary adenopathy

Heart: No normalities to inspection, palpation, percussion, or ausculta-
tion

Abdomen: No abnormalities noted during inspection, auscultation, and pal-
pation

Pelvic: Normal external genitalia, vaginal, cervical, and bimanual ex-

ams; rectovaginal exam confirmed the bimanual exam, and the
stool was negative for blood; a Pap smear was obtained

From the medical history and physical examination, the physician con-



159

CATEGORIES OF

PREVENTION

*(9861) awrexry woy uorssiurad yym pajuuday »

Burpaajq
resnedouaunsod
pI0d31 0} YoeaJ;

uoyeUIWEX3-J[3S JSLIIY

$33189} ‘Ajtaed

[eI0 ‘UD[S JO WIeXd J[3S

s3[aq 3eas jo asn)
uoygednpy
ysu stsox0doajso feag
werdowuey
uoneUIWEXa }searg
reaws deg
Poo[q 3[M220 [e33]
125009 1P
y8em
asn 03deqo} Jo A103stH
[013}S3[0Yd WINIdG
amssaxd pooig

6V 8%

VAN 4

i 4

144

354

44

I 0v 6€ 8¢

LE 9€ GE

¥ €€ €

1€ 0€ 6C

8¢

JAAN T4

TN 74

€ W 1T

(/4

61

aly

»SIEIX 6 O3 8 Sa8y ‘193yg MO[ duUBUdUIRIA U}edH NPV

1-L 31qeL



160

HEALTH
MAINTENANCE

cluded that Paula’s blood pressure was not under ideal control, and her weight
was too high.

Based on these impressions, several recommendations were offered to
Paula to improve her risk profile. Given her desire to lower her blood pressure
toward normal without adding medication, a 2-g-per-day sodium diet and a
weight control program were offered (Moore, 1985; Weinberger, Cohen, Miller,
Luft, Grim, & Fineberg, 1988). Techniques to reduce stress including an exercise
program were discussed. Paula contracted to begin a walking program and to
reenter the weight control class offered by the hospital.

In addition to the Pap smear, Paula was advised to have several other
screening tests performed. To help assess her risk of ischemic heart disease, a
serum cholesterol was drawn. She was scheduled for a screening mammogram
(breast cancer) and given three guaiac cards to test for occult blood in her stool
(colon cancer).

Paula’s physician discussed the value of Paula periodically examining her
own skin and oral cavity for nodules and other changes suggestive of cancer. He
provided her with information on breast self-examination. Methods of accident
prevention, such as the use of seat belts, were discussed. After all of Paula’s
concerns were addressed she was given a follow-up appointment in 1 month for
a blood pressure check and discussion of the screening results.

In this case, the physician utilized primary, secondary, and tertiary preven-
tive medical practices. The physical examination revealed no signs of ischemic
heart disease, so efforts at weight reduction and stress management were pri-
mary prevention. Discussion of other risk factors causing ischemic heart disease
such as tobacco smoking and cholesterol control were also primary prevention,
as was the recommendation to use seat belts. Secondary prevention was accom-
plished by obtaining the Pap smear, mammogram, serum cholesterol level, and
stool samples to be tested for occult blood. Because Paula already had an ele-
vated blood pressure, the counseling about the 2-g sodium diet was tertiary
prevention. Since a reduction in stress and a loss in total body weight are
capable of lowering blood pressure, these recommendations would also be con-
sidered tertiary prevention.

THE HISTORICAL PRECEDENCE FOR
HEALTH MAINTENANCE

Today the majority of health care providers are involved in providing terti-
ary preventive medical care for patients with established diseases. However, the
value of primary prevention has not gone unnoticed by past health care pro-
viders. Four thousand five hundred years ago, the Chinese Yellow Emperor
wrote:

Hence the sages did not treat those who were already ill: they instructed those
who were not yet ill. To administer medicines to diseases which have already devel-
oped is comparative to the behavior of those who begin to dig a well after they have

become thirsty, and of those who begin to cast weapons after they have already en-
gaged in battle (Veith, 1949).

The foundation for the early teachings in preventive health also came from



religious precepts and tenets from respected authorities. The Bible contains
many public health instructions intended to protect the Jewish nation from
disease. Sanitation, nutrition, methods for waste disposal, and the control of
contagious disease are referenced in Leviticus. The validity of one of these pas-
sages has been confirmed by cholesterol researchers during this century. Levi-
ticus 3:17 states, “It is a perpetual statute throughout your generations in all your
dwellings: you shall not eat any fat or any blood” (The Lockman Foundation,
1960).

Up until the 20th century, interest in prevention centered around public
health issues: water supply, sewage disposal, working conditions, and living
arrangements. The major events directly affecting health were famines, epi-
demics, and episodic acute and chronic infectious diseases. The diseases at the
top of mortality tables in 1900 were infectious diseases (Table 7-2). Poor social
conditions, including crowding, unsanitary water supplies, and poor waste dis-
posal kept these diseases at the top of the mortality tables until the public health
innovations of improved sanitation, chlorinated water supplies, improved
sewage disposal techniques, and improved living conditions reduce mortality
from these infectious diseases. Later, greater availability of food supplies and
knowledge of adequate nutrition continued to improve the overall living stan-
dard.

During the 20th century a shift in the leading causes of death started by
improvement in sanitation and continued by the development and widespread
use of antibiotics occurred. Chronic noninfectious diseases surpassed the infec-
tious diseases as leading causes of death as people lived longer (Table 7-3). These
diseases are caused by multiple risk factors often having complex interrelation-
ships. Ischemic heart disease is associated with cigarette smoking, hyperten-
sion, and hypercholesterolemia (Kannel, Castelli, Gordon, & McNamara, 1971;
Kannel, Dawber, Sorlie, Revotskie, & Wolf, 1976). If two or more of these major
risk factors exist together, the incidence rate rises synergistically. With obesity,
an elevated blood sugar, a sedentary life style, hypertriglyceridemia, a positive
family history for heart disease, and type A personality each being independent
minor risk factors, the issue of how to prevent ischemic heart disease becomes
quite complex (Breslow & Buell, 1960; Cady, Gertler, Gottsch, & Woodbury, 1961;
Carlson, 1960; Epstein, 1964, 1965; Kannel, Kagan, Dawber, & Revotskie, 1962;
Mann & Inman, 1975; McDonough, Hames, Stulb, & Garrison, 1965; Rosenman,
Jenkins, Brand, Friedman, Straus, Wurm, 1975; Taylor, Klepeter, Keys, Parlin,

Table 7-2
Leading Causes of Death, 1900, Mortality Rates/
100,000 People per Year

Percentage of

Disease Rate total death
1. Pneumonia and influenza 202.2 11.8
2. Tuberculosis (all forms) 194.4 11.3

3. Diarrhea, enteritis, intestinal ulceration 142.7 8.3
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Table 7-3
Leading Causes of Death, 1983, Mortality Rates/100,000 People per Year

1983 Percentage 1900 Percentage 1900
Disease Rate of deaths rate of deaths rank
1. Heart disease 276.2 38.2 137.4 8.0 4
2. Cancer (malignant) 169.0 21.9 64.0 3.7 8
3. Cerebrovascular disease 54.1 7.7 106.9 6.2 5
Total 67.8 17.9

Blackburn, & Puchner, 1962; Manson, Colditz, Stampfer, Willett, Rosen, Mon-
son, Speizer, & Hennekens, 1990).

Cancer is the second leading cause of death in this country. Just as shifts in
the overall leading cause of death occurred, a change in the leading causes of
cancer mortality also occurred (Table 7-4). Each of these cancers is associated
with several risk factors. Lung cancer is associated with cigarette smoking, at-
mospheric pollution, asbestos exposure, and occupational exposure to various
metals and chloromethyl ethers (Selikoff & Hammond, 1978; Wynder, 1980;
VanHoutte, Salazer, Phillips, & Asbury, 1983). A high-fat diet, radiation ex-
posure, and a positive family history are risk factors for the development of
breast cancer (Cole, 1980; Keys, Bakemeir, & Salov, 1983; Grobstein, Cairns,
Berliner, Broitman, Gampbell, Gussow, Kolonel, Kritchevsky, Mertz, Miller, Pri-
val, Slaga, Wattenberg, & Sugimura, 1982; Land, 1980, Wynder, 1972). Colorectal
cancer is related to a low-fiber diet, a positive family history of colorectal cancer,
and predisposing medical problems such as ulcerative colitis, adenomatous
polyps, and villous adenomas (Grobstein et al., 1982; Morton, Poulter, & Pandya,
1983). The etiology of prostrate cancer is unknown (Frank, Keys, & McCune,
1983). Each of these carcinomas has other, less-well-documented risk factors.

Hypertension, diabetes mellitus, alcohol consumption, smoking, and pre-
existing heart disease are known risk factors for cerebrovascular diseases (Hey-
man, Karp, Heyden, Bartel, Cassel, Tyroler, Cornon, Hames, & Stuart, 1971;
Kannel et al., 1976; Kessler, 1971; Gill, Zezulka, Shipley, Gill, & Beevers, 1986;
Welin, Svardsudd, Wilhelmsen, Larsson, & Tibblin, 1987). Additionally, an ele-
vation in serum lipids and obesity are minor risk factors for strokes.

Because these diseases are chronic and noninfectious in origin, control is

Table 7-4
Leading Causes of Cancer Mortality by Sex, 1930 and 1986

Male Female
Rank 1930 1986 1930 1986
1 Stomach Lung Uterus Lung
2 Colorectal Colorectal Stomach Breast

3 Prostate Prostate Breast Colorectal
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not possible with traditional public health strategies. Risk factors for these mor-
tality leaders are overwhelmingly byproducts of our personal life styles and our
genetic makeup (Table 7-5). For these reasons, the emphasis in preventive prac-
tice shifted in the 1920s to more individual interventions. Gould, an oculist,
brought the concept of the periodic health examination to the United States from
Europe. Dr. E. L. Fisk, a physician affiliated with the Metropolitan Life Insur-
ance Company, created the Life Extension Institute, where he carried out yearly
physical exams (Charap, 1981). The periodic health exam, designed to identify
illness in its early stages, soon became a part of mainstream medical practice.
The early popularity of these examinations was based on the discovery of physi-
cal defects in a majority of assumed healthy individuals who were examined.

However, since most of these discovered defects were within the normal
spectrum of health in the population or of minor consequence, the periodic
health examination failed to reduce the incidence of the major causes of death.
After decades of unquestioned, uncritical acceptance by the medical profession
and public of the general periodic health examination for the asymptomatic,
apparently healthy person, the American College of Physicians’ Medical Practice
Committee concluded that prevention and early detection of disease could be
better accomplished through a selective approach based on the age and sex of
the patient (Medical Practice Committee, American College of Physicians, 1981).
Their conclusions were based on the studies of Frame and Carlson, Breslow and
Somers, The Canadian Task Force on Periodic Health Examination, and those of
the American Cancer Society.

Frame and Carlson in 1975 reviewed 36 diseases selected on the basis of
“incidence and prevalence, progression with and without treatment, risk factors
associated with development of disease, and availability of screening tests”
(Frame & Carlson, 1975). They evaluated screening tests for those diseases based
on a set of criteria (Table 7-6). Following their analysis, they concluded that
examination procedures should be selected in relation to the age and sex of the
patient. Breslow and Somers in 1977, using their “Lifetime Health-Monitoring
Program,” described health goals and professional services suitable for ten dif-
ferent age groups based on eight clinical and epidemiologic criteria (Breslow &
Somers, 1977). In 1979, the Canadian Task Force reported on 78 major prevent-
able conditions affecting Canadians (Spitzer, 1979). The Task Force recom-
mended health protection packages based on the life stages of the patient. The

Table 7-6
Screening Criteria Used by Frame and Carlson (1975)

The condition must have a significant effect on the quality and quantity of life.

Acceptable methods of treatment must be available.

3. The condition must have an asymptomatic period during which detection and
treatment significantly reduce morbidity or mortality.

4. Treatment in the asymptomatic phase must yield a therapeutic result superior to
that obtained by delaying treatment until symptoms appear.

5. Tests that are acceptable to patients must be available at reasonable cost to
detect the condition in the asymptomatic period.

6. The incidence of the condition must be sufficient to justify the cost of screening.

N
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frequency of test administration varied according to age and sex. Finally, in 1980,
the American Cancer Society recommended nine tests and procedures that were
effective in reducing the morbidity and mortality of cancers based on evaluation
of the potential costs, risks, and benefits of these tests. These procedures were
also grouped by patient age and sex (American Cancer Society, 1980).

From these original studies, many newer recommendations have been
made. These recommendations cover both the pediatric and adult populations.
Some standards include anticipatory guidance as well as screening recommen-
dations based on patient age and sex (Tables 7-1, 7-7, and 7-8). Each set of
recommendations may vary depending on the weight their evaluating commit-
tee placed on the information evaluated and the criteria used, although most
used criteria similar to Frame and Carlsons’. As can be seen from Table 7-6,
these criteria incorporate both clinical and epidemiologic principles. They also
recognize the role economics plays in any mass screening program. These crite-
ria, however, leave many ethical and legal questions unanswered.

OBSTACLES TO HEALTH MAINTENANCE
ACTIVITIES

Prior to discussing how to incorporate health maintenance procedures into
medical practice, we must consider obstacles to successful incorporation. The
initial obstacle is the physician. He must be aware of the importance of health
maintenance and understand how to successfully assist his patient in preventing
diseases. A second obstacle is the patient. The physician must recognize that
each person brings a unique personality into the doctor—patient relationship,
and each person ultimately determines whether medical recommendations will
be followed. The third obstacle is the societal environment that fosters risk
factors that health maintenance programs are attempting to control.

The Physician

The physician, convinced that preventive and screening methods are bene-
ficial, runs the risk of being viewed as a “nag” by his patients. If screening
procedures lack strong support as a screen or risk reducer, then the physician
must consider potential ethical conflicts. Is his loyalty to the procedure a result
of its effectiveness or a mechanism to bring extra income into his practice?
Furthermore, even for procedures having strong clinical and epidemiologic re-
search supporting their value as screening tools, performing such screening
procedures takes time away from treating patients with more acute and chronic
illnesses.

Poor reimbursement can be a barrier for physicians performing preventive
medicine activities even though research evidence supporting the role for pru-
dent nutrition, exercise, and the elimination of tobacco and alcohol abuses in
promoting improvements in health is accumulating. Aerobic exercise increases
HDL-cholesterol and decreases blood pressure, total serum cholesterol, LDL-
cholesterol, VLDL-cholesterol, triglycerides, glucose, and uric acid (Cooper,
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1982). Increase in HDL-cholesterol with the resultant decrease in total cholesterol
reduces the risk for ischemic heart disease (Gordon, Castelli, Hjortland, Kannel,
& Dawber, 1977). A study of 16,936 Harvard men revealed that the death rate
steadily declined as weekly exercise energy expenditure increased from 500 to
3,500 kilocalories per week. The increase in life expectancy attributable to ex-
ercise by age 80 was more than 2 years (Paffenbarger, Hyde, Wing, & Hsien,
1986). A study of 10,224 men and 3,120 women indicated that higher levels of
physical fitness appear to delay all causes mortality, primarily through lowered
rates of cardiovascular disease and cancer (Blair, Kohl, Paffenbarger, Clark,
Cooper, & Gibbons, 1989). As a result of lengthy investigations, the American
Heart Association endorses a dietary cholesterol intake of only 300 mg per day
(Grundy, Brown, Dietschy, Ginsberg, Goodnight, Howard, LaRosa, & McGill,
1989). Furthermore, The National Research Council recommends a reduction of
dietary fat from 40% to 30% of total calories; inclusion of whole grains and
vegetables high in carotenoids; limitation of cured, pickled, or smoked meats;
and limitation of alcohol to reduce cancer risk (Grobstein et al., 1982). In spite of
these findings and recommendations, government programs and private insur-
ance carriers poorly reimburse physicians when they take the time to educate
patients about the above evidence and support patients in their attempt to
reduce their risk.

A physician’s involvement with health promotion may also be demoraliz-
ing. A failure to recognize the obstacles faced by the patient and the patient’s
personal responsibility for his own health may result in the physician accepting
too much responsibility for his patient’s health. The physician may become
frustrated with the perceived ineffectiveness of health maintenance interven-
tions he recommends if his expectations are not met. Repeated failures may
result in the physician decreasing his involvement in health promotional ac-
tivities. Furthermore, the physician may blame the patient for his or her inability
to comply, resulting in a further breakdown of the doctor-patient relationship.

The Patient

Patient obstacles also contribute to the failure of health maintenance endeav-
ors. Barriers to patient compliance can be either medical or nonmedical. Non-
medical barriers include smoking, inactive use of leisure time, obesity, blue
collar employment, and lack of spouse support. When patients are asked why
they quit an exercise program, an inconvenient or inaccessible program location,
lack of time, work conflicts, and poor spouse support are most commonly listed
(Dishman, 1987; Oldridge, 1982). However, studies have revealed that sedentary
people have as much weekly leisure time as exercisers, and those listing distance
from a facility as a reason for dropping out actually lived closer to the facility than
exercisers did (Gettman, Pollock, & Ward, 1983; The Perrier Study, 1979). Even
among post-myocardial-infarction patients who were prescribed an exercise pro-
gram, only 29% remained active 2 years later, with another 17% reporting they
were training on their own (Sanne, 1973). If patients with an identified health
problem for which an exercise program is prescribed are unable to comply, how
can nonmedical barriers to prevention be overcome by those patients who do
not have overt health problems?



Many programs have been designed to help smokers stop using tobacco.
The recidivism rate at 1 year is approximately 80% (Hunt, Barnett, & Branch,
1971). This is not to say that smoking cessation programs lack value; on the
contrary, they have helped thousands quit smoking while improving their indi-
vidual health status, thereby reducing risk and health costs. Unfortunately,
people begin and continue smoking for personal and social reasons other than
their health; therefore, successful smoking cessation programs must be individ-
ualized.

Dietary weight reduction programs utilizing various modalities have been
developed. Stunkard and McLaren-Hume reviewed eight outpatient programs
in 1959 and found that only 25% of grossly overweight people lost 20 Ib and only
5% lost 40 Ib over the life of the program (Stunkard & McLaren-Hume, 1959). In
1979, Wing and Jeffery reviewed outpatient weight reduction programs utilizing
anorectic or hormonal drugs, exercise, diet, and behavior therapy as their pri-
mary technique. They observed that the average weight loss was 12 Ib; 20% of
clients were able to lose 20 lb, and an average program attrition rate was 16%.
Behavior therapy produced the best maintenance of weight losses (Wing &
Jetfery, 1979). Thus, outpatient weight reduction programs that optimize patient
compliance utilizing behavioral techniques have the best chance of long-term
success.

Other patient barriers to physician-sponsored preventive activities exist.
Once patients become aware of their health risks, they may not seek information
and counseling solely from reliable sources. The lack of consensus among health
care experts in many areas of health maintenance and prevention allow preven-
tive health ideas and regimens to flourish without adequate scientific investiga-
tion supporting their claims of benefit. Many of the fad diets and wellness
programs available today are examples of these activities. On the other hand,
many patients view physicians’ recommendations as sacrosanct. For that reason,
physicians themselves may encourage patient involvement in questionable
health maintenance activities through their overzealous enthusiasm for preven-
tive medicine. Patients may become demoralized if the suggested preventive
medicine regimens fail to live up to their expectations.

Societal Environment

Environmental influences are physical features capable of producing acci-
dents or other injuries to human bodies. Societal influences are social trends and
values that may modify life styles. These factors are often not under the direct
control of the individual. If health maintenance activities are ultimately to suc-
ceed, then the detrimental elements of the societal environment must be con-
trolled.

Some insults to health occur quickly in the form of accidents, whereas
others such as heart disease result from chronic excesses or deficiencies. Acci-
dents from electrocution, falls, drowning, wounds secondary to weapons, and
motor vehicle accidents affect people of all ages. However, among children,
adolescents, and young adults, accidents are the number-one cause of mortality
and morbidity. Some of these accidents are not preventable, but others, such asa
motor vehicle accident while under the influence of alcohol, result from personal
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habits. For these reasons, physicians must emphasize to children and young
adults the value of swimming lessons, houseproofing to prevent falls and inges-
tions, and the appropriate care and use of firearms.

The mortality leaders in America have not always been byproducts of an
individuals’ life styles. Our human ancestors did not need an organized wellness
program to maintain their mental and physical well-being. Destructive personal
habits such as smoking were not widespread. Personal activity levels were high,
as modern labor-saving devices were nonexistent. Commonly eaten foods were
high-fiber vegetables and breads. The largest meals tended to be breakfast or
lunch rather than the evening meal.

Today the typical American is surrounded by modern conveniences from
automobiles to electric toothbrushes. Many American eat a large percentage of
their meals at restaurants. These meals tend to be high in fat, cholesterol, and
sodium and low in fiber content. The demands of our modern society often
necessitate the evening meal being the family’s social hour. Thus, the evening
meal frequently contains the largest number of calories consumed that day. The
“rapid-paced,” aggressive life style of America’s affluent society has fostered a
new awareness of stress and “burnout” in many occupations.

The incidence of substance abuse involving both socially acceptable tobacco
and alcohol consumption and other illegal agents is high. One reason for the
high consumption of tobacco is the current high level of advertising, often aimed
at adolescents or special groups such as athletes, women, and blacks. With
tobacco companies sponsoring athletic events, art festivals, and other cultural
activities, it is little wonder that substance abuse is difficult to control. Until
society can effectively limit substance abuse, chronic illness resultlng from sub-
stance abuse will continue to plague America.

HEALTH MAINTENANCE ACTIVITIES

Efforts in primary prevention involve both public health measures and indi-
vidual doctor-patient encounters. Public health strategies have a place in in-
creasing the public’s awareness of unhealthy habits and affecting societal
changes. The efforts made by The National Cattleman’s Association and The
National Live Stock and Meat Board to decrease the quantity of saturated fat in
meat sold at market and retailed to customers attest to the efforts made by
physicians acting socially (Berglung, 1989; Breidenstein & Williams, 1987). Fur-
ther, the availability of blood pressure monitors in pharmacies allows the public
the opportunity to gauge their own health status. Health fairs provide useful
information by offering clinical or laboratory evaluations, such as cholesterol
levels, that allow individuals the opportunity to identify their own risk factors.
However, some danger exists in simply diagnosing medical problems without
offering good follow-up to ensure proper treatment of newly discovered risk
factors.

Many physicians choose to be actively involved in organizations that pro-
mote primary prevention. Some serve as consultants to the American Heart
Association or to other nonprofit medical organizations. Physicians often speak
to public school assemblies, local governmental body meetings, and other civic
organizations in favor of health promotional activities. One such organization,



Doctors Ought to Care, focuses on problems of alcohol abuse, tobacco abuse,
drug abuse, need for immunizations, and nutrition. They are involved in “coun-
teradvertising” directed against advertising techniques used to attract the public
to harmful substances such as tobacco and alcohol.

There are many ways to incorporate health maintenance into the practice of
medicine. Many physicians weave health maintenance activities into their pa-
tients’ visits for acute and chronic illnesses. Flow sheets listing screening pro-
cedures and anticipatory guidance can be valuable tools to aid the physician in
integrating such activities into practice. Physicians who receive monthly feed-
back reports of their compliance with preventive care protocols have been
shown to increase their compliance rate from 10-15% at base line to 50%. Fur-
ther, if physicians receive specific reminders at the time of each patient’s visit of
appropriate health maintenance items, the improvement was even greater
(Tierney, Siu, & McDonald, 1986). Often busy practitioners will refer health
maintenance activities to nurses or physician assistants, thereby freeing them-
selves for more acute medical care.

Physicians need to incorporate health maintenance and preventive medi-
cine activities into their practices in a manner that will strengthen the doctor-
patient relationship. Once an individual is identified to be at risk for a disease or
becomes interested in his own health risk profile, the physician has the oppor-
tunity to raise the issue. Once the presence of a risk factor is documented, the
physician must present the therapeutic options to the patient, recognizing the
uniqueness of the patient’s personality and situation. The key to a successful
program is to individualize the recommendations presented to the patient. To do
this, the physician must understand the patient’s personal goals, and other
significant factors utilized by the patient in making decisions. These factors may
include personal strengths and weaknesses, prior health history, and significant
events and relationships in the patient’s life.

It is important for the physician to negotiate the health maintenance pro-
gram with the patient. This will help ensure the patient’s acceptance of recom-
mendations and allow the patient’s personal strengths to be utilized. These
negotiations may result in the patient being referred to another health care
provider, or the primary physician may choose to manage the program through
either individual or family intervention. Each method offers advantages depend-
ing on the individual’s personality and situation. If the patient is a member of a
family, several medical problems or a single problem common to another family
member may be addressed by the same intervention. The following cases illus-
trate methods of incorporating health maintenance into medical practice.

Case 7-3: An Individual Health Maintenance Program. John is a 35-year-
old dentist who has been a patient with a physician for 1 year. During a
routine examination John tells the physician that he has smoked cigarettes
since dental school. He only smokes at home because he feels smoking
around his patients would not be appropriate. He has tried to quit before, but
the stress of his job always got the best of him, and he restarted. John is
married with two children. His wife does not smoke.

John has identified a health risk. It is important for the physician to agree
with John that smoking is a health hazard and to make a clear and unequivocal
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statement of the reasons why. John should be asked if he would consider at-
tempting to quit smoking again. At this point, understanding John’s goals,
strengths, and weaknesses would help the physician design a smoking cessation
program. The physician can use this information to strengthen John’s resolve.
The physician can also express to John the positive prognostic factors for success
(having a prior failure in smoking cessation) and describe what he should avoid
(quitting during a very stressful time) in his effort to successfully quit smoking
(Ockene, Benfar, Nuttall, Hurwitz, & Ockene, 1982).

If John agrees to try to quit smoking, the physician should discuss appropri-
ate techniques and ask him to set a quit date. If John is willing to quit smoking
but uncertain about setting a quit date, then the physician should ask him if he
would make another appointment with his wife. At this visit, the physician can
explore the options and encourage John to set a quit date. Once John sets a quit
date, the physician should give John a smoking cessation booklet. Additionally,
a prescription for a nicotine-containing chewing gum may be helpful in over-
coming the symptoms associated with nicotine withdrawal.

The physician should see John prior to the quit date. At this time, he will
relate maintenance strategies, discuss relapse contingencies, and obtain a con-
tract for individual and partner involvement. It is important that a regular sched-
ule of follow-up visits be established for the purpose of solving any problems
John is having. If John is unsuccessful after several attempts, then he should be
referred to a formal smoking cessation program.

As can be seen from the above case, the better the doctor—patient relation-
ship, the more likely John will be able to quit smoking. If the physician under-
stands John’s goals well, he can provide him with suggestions on how best to
withdraw from his tobacco addiction and still satisfy his personal needs. If he
doesn’t know John's goals and strengths, the suggested smoking cessation pro-
gram may appear impersonal and standardized. The more contact the physician
and John have, the better are John's chances of success. Thus, it is important for
the physician to keep in close touch with John. This technique is summarized in
Fig. 7-2 (Becker, Steinbauer, & Doherty, 1985).

Case 7-1 (continued): A Family Health Maintenance Program. The case
presented at the beginning of the chapter provides an excellent example of
how a family intervention might be beneficial. Peter and Sue have a common
health concern, Jonathan's risk for colon cancer. A strategy that will meet the
needs of both parents may succeed in meeting family needs. To accomplish
this the physician needs more information concerning the health of both
parents before the program can be outlined. Also, family goals, stressors,
and history need to be explored. When this information is obtained, the
physician can design a wellness program that can address the concerns of
Peter and Sue. 4

For example, assume Peter smokes and Sue is 15 Ib above her ideal
body weight. Both Peter and Sue desire to be in better physical condition so
they can better enjoy Jonathan’s childhood. Combining this.information with
the knowledge that dietary fat is a risk factor for colon cancer, a wellness
prescription can be written. The program would include a balanced diet for
the family, in which the percentage of saturated fat in the family diet is



lowered. Peter and Sue would be encouraged to engage in a physical activity
that is enjoyable to both, such as walking, swimming, or cycling. The in-
creased aerobic exercise may lead Peter to ask how he can quit smoking
because smoking will limit his physical activity and be a detriment to
Jonathan’s health (U.S. Department of Health and Human Services, 1984).
By integrating preventive medicine recommendations, family cohesion can
be increased, and patient compliance can be improved. Secondary preven-
tion activities such as stool guaiac screening for occult fecal blood and a
schedule of flexible sigmoidoscopies for Sue would also be a part of the
program (Fig. 7-3).

| Ask about smoking during routine visits I

Y

l Deliver a strong quit smoking message |

Y

| Negotiate a quit date ]
I
Patient Patient \
agrees unsure Patient
\ unwilling
Schedule repeat visit
in 1 week. Encourage Patient -
partner to attend. unwilling Repeat nonsmoking
T message in future visits.
Patient
agrees
Provide written materials.
Prescribe nicotine gum.
Recommend follow-up visit.
Invite partner to attend next visit.
* ™~ Patient
[Conduct follow-up visit (with partner) | willing to
try again \
Patient not
smoking Explore reasons for failure.
V Patient Renegotiate quit date.
Provide congratulations L still —p»| Negotiate partner support.
Negotiate partner support smoking Repeat first visit protocol.
# P 4 \
— Patient Patient unwilling or Patient
[Conducl second follow-up visit smoking repeatedly unsuccessful  refuses
Patient not ‘ v
smoking Offer referral to smoking
v cessation program.
T
Renegotiate partner support. Patient
Discuss tapering off nicotine gum agrees
Conduct final follow-up visit Refer to smoking
Discuss discontinuing nicotine gum cessation program

Figure 7-2. A smoking cessation protocol. Reprinted with permission from Becker et al.
(1985).
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174 Case 7-4. The A. B. Smith family made an appointment to see a new physi-
cian. The family consisted of Adam Smith, 40 years old; his wife Carol, 34
years old; their three children, John, 12 years old, Sarah, 6 years old, and
Scott, 16 months old; and Carol’s mother Connie, 65 years old. They desired
to establish a relationship with a physician and have complete medical eval-
uations performed. Their health profiles are described below.

Adam is an executive for a local industry. He reports no acute medical
problems. He drinks five glasses of wine or vodka and water each week with
an additional six-pack of beer on the weekend. For the last 15 years Adam
reports smoking 13 packs of cigarettes per day. His past medical history is
significant for irritable bowel syndrome. His father died of a myocardial infarc-
tion at age 45. Adam’s physical examination is remarkable for a height of 6’2"
and a weight of 245 Ib.

Carol is a mother and housewife who teaches aerobic dancing at a local
health club. She is a nonsmoker and only drinks socially. She describes no
acute problems and reports a negative past medical history. Her father died
of colon cancer 4 years ago. Her physical examination is unremarkable.

John will begin the seventh garde in September. He looks forward to
playing athletics and making new friends. John reports no acute medical
problems, and his past medical history is significant for an appendectomy at
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Figure 7-3. The development of a family health maintenance program for Peter, Sue, and
Jonathan.
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age 7. He denies alcohol, tobacco, or drug usage. His physical examination
is normal.

Sarah began school last year. She is currently healthy without com-
plaints. One year ago she was found to have a urinary tract infection. Her
growth parameters and physical examination were appropriate for age.

Scotty is an active child who has had two cases of otitis media within the
last 8 months. His growth parameters and physical examination are appro-
priate for age.

Connie moved in with the Smiths after the death of her husband 4 years
ago. She reports having diabetes mellitus for the last 5 years. This condition
is currently controlled by diet. For the last 3 years, her blood pressure has
been reported as slightly elevated. Her family history is unremarkable. Physi-
cal examination was significant for a blood pressure of 155/90, height of 5’6",
and weight of 155 Ib. No other abnormalities were noted.

In this case, the physician is faced with managing six individuals who
possess different but somewhat related risk profiles and problems (Table 7-9).
Many problems are unique to a single individual. The anticipatory guidance for
Scott, Sarah, and John are good examples of this uniqueness (Table 7-10). Al-
though the topic to be discussed is the same, the specific content will be different
depending on the child’s age, gender, and developmental stage. For example,
the discussion of physical and sexual growth with John, an adolescent, will be
different from the issues pertinent to Sarah. Also since John is an adolescent,
some topics may best be covered by John and the physician without the rest of
the family being present.

However, the Smith family collectively shares several risks and problems.
These areas may best be handled through an integrated wellness prescription.
Adam could improve his health by losing weight, beginning to exercise, and

Table 7-10
Anticipatory Guidance for Smith Children

Blood pressure

Vision screen

Hearing screen
Tetanus immunization

Anticipatory guidance

Nutrition

School

Accidents and safety
Substance abuse
Sexual development
Peer relationships
Exercise/sports
Venereal disease

Blood pressure
Vision screen
Hearing screen
Urinalysis

Nutrition

School

Accidents and safety
Substance abuse
Sexual development
Social development
Peer relationships
Television use

John Sarah Scott
Screens
Height Height Height
Weight Weight Weight

Head circumference
Vision screen
Hearing screen
Hematocrit

Nutrition

Accidents and safety
Toilet training
Family adjustments
Development
Dental cleansing
Immunizations




quitting tobacco usage. Carol can lower her colon cancer risk by modifying the
amount of saturated fat in her diet. Connie needs a balanced diet appropriate for
her diabetes mellitus and high blood pressure management. Since the children
also need balanced diets for their growth and development, all the family could
be encouraged to adopt a balanced diet, which would be mutually beneficial.

Exercise is beneficial for controlling weight and helpful in managing both
diabetes mellitus and hypertension (Lowenthal & Broderman, 1983; Felig, 1983).
Thus, a combined regimen could assist both Adam and Connie. Carol and the
children already are involved in exercise-related activities. If a common leisure-
time aerobic activity could be found for the whole family, then the family might
grow together interpersonally as well as in overall health.

In order to accomplish this program, the physician must allow all family
members to participate with him in designing the prescription. Before the pro-
gram will succeed, each family member must be willing to work together for the
good of the whole family. This can be accomplished by allowing the Smiths to
maximize their individual strengths while minimizing their collective weak-
nesses. The physician provides expertise, guidance, and encouragement in this
process and supports their efforts through follow-up medical visits and second-
ary preventive evaluations.

CONCLUSIONS

The cornerstones of health maintenance activities are primary, secondary,
and tertiary prevention. The goal of primary prevention is to modify an individ-
ual’s life style such that the risk of developing a certain disease is lowered.
Secondary prevention encompasses procedures to detect the presence of certain
diseases before they are clinically apparent so appropriate therapy can be pro-
vided. A physician’s effort at limiting the complications of a disease once symp-
toms develop is tertiary prevention.

Mechanisms for improving health through prevention have been advocated
by health care providers throughout history. At the turn of this century, chronic
noninfectious diseases replaced acute infectious diseases as our nation’s mor-
tality leaders. Unlike the old mortality leaders, these new leaders are caused by
many factors that often act synergistically to increase the patient’s risk of disease.
Improved sanitation, nutrition, and other public health projects, which con-
trolled the acute infectious diseases of the past, are not able to prevent these
chronic disease processes. For this reason, the emphasis in prevention has
shifted from major public projects to more individual interventions.

The prevention and detection of disease is accomplished through a selective
approach based on the age and sex of the patient. Whether a disease is prevent-
able is determined by analyzing the disease’s incidence and prevalence, progres-
sion with and without treatment, risk factors associated with development of the
disease, and the availability of screening tests. For the diseases meeting the
criteria for prevention, anticipatory guidance and screening procedures based
on patient age and gender are developed for use by both primary and specialty
care physicians.

The physician, the patient, and the social environment can serve as obsta-
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cles to the successful incorporation of health maintenance procedures into medi-
cal practice. Poor reimbursement for preventive medical activities and the de-
moralizing impact of patients who fail to accept personal responsibility for their
health may lead physicians to decrease their involvement in health promotional
activities. Patients have the ultimate responsibility for their health, yet, for both
medical and nonmedical reasons, many patients fail to comply with their physi-
cian’s recommendations. Our societal environment can be an obstacle to health
promotion by encouraging activities and attitudes that actively promote a dis-
ease’s development and progression.

Physicians can encourage health maintenance activities not only through
individual doctor-patient encounters but through public health activities as
well. Physicians’ support of national health directives within their communities
promotes health maintenance. Many nonprofit organizations engaged in pri-
mary prevention desire physician assistance in their programs. Through these
activities the physician maintains an awareness of health promotion and models
the importance of wellness to his or her patients.

Health maintenance and preventive medical activities are an integral part of
medical practice. Within their practices, physicians can promote health mainte-
nance by carrying out appropriate screening measures and counseling their
patients to improve their life style. These activities can be accomplished in a
single doctor—patient encounter or through a family-directed health promotion
program. Such encounters serve as an effective means of improving the patient’s
quality of life and decreasing the cost of health care. For health maintenance
activities to be effective, the physician must recognize the uniqueness of each
doctor—patient interaction and strive to individualize each patient’s wellness
program beginning with established guidelines. The physician must consider
obstacles that impede patient success and work with the patient and his or her
family to overcome the costs each faces in developing a successful health mainte-
nance program.

CASES FOR DISCUSSION

Case 1

John is a 26-year-old airline pilot. He is married with one child. John made his
initial appointment because his company recently adopted a nonsmoking
policy. John has smoked cigarettes for the last 8 years. He has never tried to
quit smoking and feels that it would be very stressful for him to quit. He
relates no other medical problems at this time. His physical examination is
within normal limits.

1. Is John at risk for developing diseases from his smoking? Which diseases?

2. What other historical information would help you in addressing John’s concerns?

3. How could you encourage John to quit smoking? Outline a smoking cessation
program for John.

Case 2

Mary is a 32-year-old housewife. Mary visits you for symptoms suggestive of
a urinary tract infection. Mary states that she has been in good health;



however, she has not seen a physician since the birth of her second child, 3
years age. Mary states that she smokes a half pack of cigarettes per week
and is a social drinker. Her mother currently has breast cancer, which is
being treated with chemotherapy. Her father died of a myocardial infarction
at age 56. Physical examination is significant for tenderness over the blad-
der. Urinalysis noted numerous white blood cells per high-power field and
10-15 red blood cells per high-power field (findings consistent with a urinary
tract infection). After prescribing appropriate therapy for her suspected uri-
nary tract infection, you discuss health maintenance activities with Mary.

1. What types of office visits can you use to bring up health maintenance issues?

2. What other historical information would be important to appropriately manage a
health maintenance program for Mary?

3. What secondary prevention procedures are indicated?

Case 3

Elizabeth is a 2-year-old female. Elizabeth was brought to you for a well-child
examination. Her mother relates a history of two ear infections, at 17 months
of age and at 1 year of age. Elizabeth has a good appetite and is currently
being toilet trained by her mother. Elizabeth’s mother relates a family history
of diabetes mellitus and states that she smokes one pack of cigarettes per
day. Physical examination is appropriate for a 2-year-old female.

1. How should Elizabeth’s examination be constructed in order to perform necessary
health maintenance activities?

2. What are some primary prevention maneuvers that are appropriate for Elizabeth?

3. What are some secondary preventative medicine techniques that are appropriate
for Elizabeth?

Case 4

The Hayes family consists of Joe, who is 27 years old, Terry, who is 24 years
old, Michael, who is 3 years old, and Karen, who is 4 months old. The Hayes
family has just moved to your community. They have come in, as a family, to
see you. Joe is a bricklayer and relates no health problems. He was a high
school football player but has no current exercise program. He smokes two
packs of cigarettes a day and drinks a six-pack of beer per week. Joe's
history is significant for colon cancer in his mother. Physical examination is
significant for height of 6’0", weight of 175 Ib, and rhonchi on chest examina-
tion (consistent with bronchitis).

Terry is a secretary at the high school. She graduated from junior college
with an associate degree in business. She is a nonsmoker and is actively
involved in aerobic dancing. Physical examination is significant for height of
5'6", weight of 135 Ib, and flat feet.

Michael and Karen are in good health without current symptoms. There
immunizations are up to date.

1. What risk factors does each family member have?

2. How would you design a family intervention targeted at those risk factors?

3. What are the primary and secondary preventive factors in your health mainte-
nance program?
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Case 5

Dr. Harvey is a 60-year-old physician who has been practicing in a metro-
politan area for the last 45 years. He has a clinical appointment at a local
medical school and currently serves as chief of staff at a community hospital.
Dr. Harvey is an advocate for health maintenance activities in his community.
He was one of the first physicians to incorporate primary and secondary
preventative medical activities into his practice.

Mr. Twity is a 67-year-old long-time patient of Dr. Harvey. He has valued
Dr. Harvey’s approaches to health maintenance. Mr. Twity has smoked two
packs of unfiltered cigarettes per day. He saw Dr. Harvey 10 days ago with a
cough and fever. A chest x ray revealed a lung mass suggestive of car-
cihnoma in his right lung.

Dr. Harvey asked Mr. Twity to come to his office for a follow-up visit.
After relating the situation to Mr. Twity, Mr. Twity asked,, “How did this get
missed? For the last 10 years we have been actively involved in health
maintenance activities. If a chest x ray had been taken yearly, would it have
discovered the tumor earlier?”

1. How should Dr. Harvey respond to Mr. Twity’s questions?

2. What should Dr. Harvey do in the future with patients, such as Mr. Twity, who
continue to smoke despite efforts of primary prevention?

3. How should Dr. Harvey approach Mr. Twity’s care in the future?
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PART Il

Relationships in Clinical
Practice

Those “ties that bind” can have a profound effect on the health and clinical care
of patients. Although relationship issues have been previously ignored by tradi-
tional biomedicine as irrelevant, recent research clearly demonstrates the impor-
tance of relationships, especially the doctor—patient relationship, to the health
and care of patients. Arising from many perspectives and theoretical models,
this research also indicates that physicians, if they take relationship information
into account when formulating a therapeutic plan with patients, can to a much
greater degree improve the patient’s health or at least come to a better under-
standing of the action constraints affecting the patient’s health.



CHAPTER 8

The Doctor-Patient
Relationship

Kathryn E. H. Reilly

Case 8-1. A 24-year-old pharmacy student consulted a new physician for a
cold that had been “hanging on” for several days. She had a runny nose,
cough, sore throat, and occasional low-grade fever. She had final exams
coming up in a few days and wanted to feel better as soon as possible. After
taking a careful history and doing an examination, the doctor explained to the
patient that she had an upper respiratory tract infection and that there was
no medication that would cure her immediately. The patient and physician
discussed treatment options that were available to her, including rest, cough
syrups, and decongestants. The patient agreed to try these over-the-counter
remedies and to call back if her symptoms worsened or did not go away in a
few more days.

INTRODUCTION

In many ways the relationship between a physician and a patient is unique.
Most patients want to establish a long-term relationship with a physician, with
the expectation that the doctor will be able to assist them with their physical and
emotional problems. Patients expect to bare not only their fears and pains to the
physician but also their bodies, to a degree that is unmatched in any other
professional relationship. Patients have expectations of their physicians in re-
turn: expectations that the physician will listen to their problems carefully, diag-
nose the cause of their proble<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>