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Abstract

THIS ARTICLE PRESENTS THE RESULTS OF A REVIEW of studies of psychology that describe how
ordinary human reasoning may lead patients to provide an unreliable history of
present illness. Patients make errors because of mistakes in comprehension, recall,
evaluation and expression. Comprehension of a question changes depending on am-
biguities in the language used and conversational norms. Recall fails through the for-
getting of relevant information and through automatic shortcuts to memory. Evaluation
can be mistaken because of shifting social comparisons and faulty personal beliefs. Ex-
pression is influenced by moods and ignoble failures. We suggest that an awareness of
how people report current symptoms and events is an important clinical skill that can
be enhanced by knowledge of selected studies in psychology. These insights might
help clinicians avoid mistakes when eliciting a patient’s history of present illness.

Assessing a patient’s current symptoms is an essential clinical skill. Doing so is
sometimes the only way to diagnose an illness, assess the effectiveness of
treatment or formulate a prognosis.1 Conversely, the failure to take an ade-

quate medical history can lead to mistakes with clinical and economic consequences.2

The skill involved in taking a patient’s history is taught in medical school but is sel-
dom reinforced in continuing medical education courses.3,4 Moreover, much advice
can come across as clichéd as in admonitions to “be sympathetic” and “take time.”5

In addition, most studies focus only on cases in which the patient is dissatisfied.6–8

Consider a middle-aged patient who presents with fatigue. The symptoms
started only recently and are not accompanied by any weight loss or pain. In fact,
he cannot think of anything else that is wrong and cannot recall any problems. He
has wondered whether the fatigue is normal aging, knows of many who are worse
off than he is, but says that his son insisted that he see a doctor. Incidentally, he is
worried a lot about this son who is unemployed. The patient says nothing else to
you. You find nothing on examination. You remain uncertain and decide to see him
in a month to determine whether the symptoms have persisted. The patient agrees.

In this article we discuss 8 traps buried in this case history that can lead to a
treatment error. In doing so, we review classic findings in psychology on the falli-
bility of individuals’ reporting of current states. These problems can be so well hid-
den that both the physician and patient might think that nothing has gone wrong.
The mistakes are classified as related to comprehension, recall, evaluation or ex-
pression (Table 1). Together, these are the 4 basic roots of the problems that can
occur when taking a patient’s history, despite an apparently complete and satisfac-
tory exchange of information.

Comprehension

Ambiguous language

A history cannot be recounted if the patient cannot understand the physician. This is
self-evident if the patient is comatose, and is equally true even without an obvious com-
munication barrier. For example, consider the following comedic exchange: Miss Dim-
ple: “Call me a taxi.” Groucho Marx: “OK, you’re a taxi.” The principle illustrated by
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this exchange is that people are prone to answer ambiguous
expressions without taking the time to ask for clarification.9 In
medicine, the consequences are not funny because the stakes
are substantial. Moreover, physicians are prone to use jargon
that can intimidate patients, such as “Any loss of libido?”

More subtle misunderstandings can arise because the
wording of a question may shape the nature of the response.
In one experiment, for example, college students were inter-
viewed after watching a film of a traffic collision.10 Those
asked “How fast were the cars going when they smashed
into each other?” gave higher estimates than those asked
“How fast were the cars going when they hit each other?”
Indeed, those asked the “smashed” question were more
likely to report having seen broken glass than those asked
the “hit” question, even though no glass was shown (32% v.
14%, p = 0.03). In medicine, slight changes in the wording
of even simple questions might also shape patients’ replies.

Language problems often occur with extremely com-
mon expressions. For example, the inquiry “Do you feel
better?” is ambiguous because the word “better” can mean
either “improved” or “normalized.” Hence, a patient can
impose an interpretation that may not be what the speaker
intended. This problem could be avoided by starting with
an open question such as “How are you today?” Other ex-
amples of ambiguous language to avoid in medicine include
“a right-sided stroke,” “do you drink much?” and “started
recently.” Only a sharp-witted patient will ask for clarifica-
tion, even though each of these expressions has more than
one interpretation. Most patients just say nothing rather
than disclose their uncertainty.

Tacit misunderstandings

Complicating things further are the tacit norms that
govern everyday conversation.11 For example, consider a
study that asked students to rate their happiness and their
satisfaction with life.12 When each of the 2 questions ap-
peared in a different survey, the mean ratings were similar
(80% v. 82%, p = 0.68). Presumably, respondents inter-
preted the 2 questions as having the same meaning. In con-
trast, the mean ratings diverged when both questions ap-
peared next to each other on the same survey (82% v. 74%,
p < 0.05). In this format, respondents presumably thought
that the 2 questions had different interpretations. To-
gether, these results illustrate how tacit norms can shape
people’s responses.

All cultures have norms that exert significant control even
when people hardly sense their existence. Sportscasters com-
menting on tennis players, for example, never noticed that
they were much more likely to refer to women than to men
by using only a first name (53% v. 8%, p < 0.05).13 A lack of
shared norms, of course, invites misunderstandings. For ex-
ample, for an adolescent, the distinction “a wicked skier” is a
triumph not a failing.14 Clinicians need to be aware that dif-
ferent cultures are reticent to different degrees and vary in
what they feel is appropriate for an ill person to say.

A special problem with societal norms relates to innu-
endo. Consider an emergency physician who asks, “How
long ago did your chest pain start?” This question is legiti-
mate and may have important implications for throm-
bolytic therapy. However, the patient may mistakenly infer
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Table 1: Avoiding errors when eliciting an insightful history of present illness

Task Error Example Solution Example

Comprehension Ambiguous
language

Doctor: "When did the
fatigue start?" Patient: "Only
recently."

Avoid jargon or
vague language

Doctor: "When you say 'recently,' what
do you mean?" Patient: "Not long, maybe
1 or 2 years."

Tacit
misunderstandings

Doctor: "Have you had any
pains?" Patient: "No."

Give permission
for the patient to
say more

Doctor: "Describe your pains to me, even
things you wouldn't usually tell a doctor."
Patient: "OK."

Recall Failures of
memory

Doctor: "Have you noticed
anything else that has
changed?" Patient: "No."

Use diaries and
careful records

Doctor: "Start a daily diary and show it to
me at our next visit." Patient: "OK."

Automatic
shortcuts

Doctor: "Do you have a
cough, diarrhea, sore throat,
constipation?" Patient: "No."

Organize and
focus questions

Doctor: "Do you have a cough or sore
throat?" Patient: "No." Doctor: "How about
diarrhea?"

Evaluation Inconsistent
expectations

Doctor: "How do you feel?"
Patient: "Fine, it's my son
who is worried about me."

Set realistic
expectations

Doctor: "What's your view of the situation
and what's your son's view of it?" Patient:
"Well, …."

Faulty personal
beliefs

Doctor: "Any problems?"
Patient: "No, just normal
aging."

Be wary of false
beliefs

Doctor: "Any problems?" Patient: "No, just
normal aging." Doctor: "But how might
things be better?”

Expression Extraneous
distractions

Doctor: "Is there anything
else?" Patient: "No."

Take into account
temporary moods

Doctor: "Is there something distracting
you right now?" Patient: "Well, …."

Ignoble
failures

Doctor: "Hello, let me
introduce myself." Patient:
"Oh, you're the doctor?"

Double-check for
subtle prejudice

Doctor: "I may not be what you
expected." Patient: "Yes, it's a bit of a
surprise."



that the question signals disapproval rather than diligence.
A responsible patient does not want to seek care with un-
due haste or delay; unfortunately, the physician’s question
smacks of reproach as if to insinuate that the patient sought
care at the wrong time. Insinuation is not what the physi-
cian intended but can occur when a person in authority
asks a question. One way to lessen this problem is for the
physician to explain the reason for asking the question.

Recall

Failures of memory

Without memory there is no history, as shown by dia-
logue with a patient with end-stage Alzheimer’s disease.
Even a question such as “Is your hearing better or worse?”
assumes that the patient can remember. However, even
healthy people’s memories are fallible. For example, students
were interviewed in 1973 and again in 1982 about marijuana
legalization. The first finding was that individuals’ attitudes
changed substantially between 1973 and 1982. The second
finding was that individuals did not appreciate how much
their attitudes had changed. As a consequence, each person’s
memory of their attitudes in 1973 was closer to their atti-
tudes in 1982 than to those that they had reported in 1973.

The fallibility of memory is one of the most rigorously
demonstrated findings in psychology. As one study colour-
fully stated,15 “It is all too common for caterpillars to become
butterflies and then to maintain that in their youth they had
been little butterflies.” Additional difficulties arise because
the decay never stops. In one study, people could remember
100% of their classmates’ names on the day of graduation
from high school, 75% of names after 7 years and only 57%
of names after a further 7 years.16 Evidently, being able to re-
member an item for a few years is no guarantee that it will be
retained for a few more. Technical details fade faster than
personal feelings, so that patients may be unable to recall a
doctor’s instructions soon after returning home.

An appreciation of the fallibility of memory might en-
courage physicians to consider protective strategies. First,
some patients, such as those with unexplained allergic reac-
tions or chronic fatigue, should be asked to keep a symptom
diary. Second, nonintrusive recording devices can some-
times be worthwhile, such as automatic electronic registers
for patients with diabetes who self-monitor their blood sug-
ars. Third, some patients might benefit from being told in
advance what questions will probably be asked at the next
visit. Fourth, physicians may wish to write down for the pa-
tient some of the key points that they have discussed. Inac-
curate recall is exacerbated when patients are confident of
their memory and have no way to check for mistakes.

Automatic shortcuts

A predictable memory failure occurs when a person is
asked a question that requires laborious work for a perfect an-

swer. Try to remember, for example, whether more people
died last year in fires or by drowning. People generally guess
that fires are a more common cause of death, yet statistics
show the opposite.17 The misconception arises because people
make such a calculation by judging the ease with which exam-
ples come to mind — and fires are highly reported. People
tend to use fallible memory shortcuts rather than rigorous
mental counting when facing a complex mental task. For ex-
ample, the question “How many cigarettes do you smoke
daily?” is likely to produce an underestimate. A better ques-
tion might be “How long does it take you to finish a pack?”

Properly organized questions tend to generate more in-
sightful responses. In one experiment, students were asked
to recall 3 white foods: most could not. In contrast, other
students were asked to recall 3 white dairy foods: almost all
succeeded. Evidently, people sometimes have more infor-
mation buried inside them than gets released when asked
an awkward question. Inquiries can be made less burden-
some if they are logically organized. Clinicians need to rec-
ognize how easy it is to ask a sloppy question and how do-
ing so inhibits a careful reply. Disorganized lines of
questioning may explain, for example, why unskilled inter-
viewers are poor at taking a patient’s psychiatric history.18

Evaluation

Inconsistent expectations

People normally supress most feelings and focus only
where their perceptions conflict with their expectations; for
example, healthy people do not notice their breathing. Con-
versely, teenagers who develop diabetes are often quite un-
happy about the need for injections and other violations of
their expectations. With time, many seem to adapt, despite
showing no objective improvement in their disease.19 This
adaptation is often facilitated by contact with other patients,
who provide not just practical tips but also a new set of social
comparisons. Changing personal expectations imply that
there is no simple connection between patients’ subjective
severity of symptoms and their objective severity of disease.20

Social comparisons and other personal standards, how-
ever, produce errors because of their inconsistent applica-
tion. For example,21 researchers evaluated Olympic athletes
and found that, on a 10-point scale, gold medalists showed
the most signs of happiness. Surprisingly, bronze medalists
showed more signs of happiness than silver medalists (7.1 v.
4.8, p < 0.001). The most likely reason for this paradox was
that bronze medalists could easily imagine themselves win-
ning nothing, whereas silver medalists could easily imagine
themselves winning gold. Because downward comparisons
are comforting and upward comparisons are dreary, such
social comparisons may lead those who are worse off objec-
tively to feel better off subjectively. In oncology, many pa-
tients express more anguish when diagnosed with cancer
than when at the final stages.

Social comparisons flourish when patients evaluate their
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health. The inconsistencies are perhaps the fundamental ex-
planation for the paradox of health; namely, that the collec-
tive health of the nation has improved in past decades but
population surveys report declining levels of subjective well-
being.22 Such a paradox, of course, is not unique to medicine
but is a basic feature of human psychology. For example, 90%
of American adults claim, contrary to the laws of probability,
that they are less likely to develop a drug addiction than their
peers.23 One way for physicians to reduce patients’ miscon-
ceptions is to provide a wider perspective, for example, by de-
scribing the diversity of those treated for drug addiction.

Faulty personal beliefs

Counterfactual thinking, that is, the ability to imagine a
state that is contrary to fact, can also provide a standard for
evaluation. A patient, for example, can always engage in the
imaginative exercise of thinking “There but for the grace of
God go I.” In one study of people whose property was de-
stroyed in a large fire, the common finding was that older
people and younger people each thought that they were bet-
ter off than those in the other age group.24 Evidently, people
sometimes minimize their deficiencies by imaginative com-
parisons. Doing so serves several functions such as creating a
positive mood and minimizing the stigma of being a victim.25

Patients’ symptoms can also be influenced by their beliefs
about the causes of their symptoms. In one experiment, uni-
versity students volunteered for a study that required elec-
tric shocks.26 At the start, half were given a placebo that was
deceptively described as causing sweating, irregular breath-
ing and anxiety. The theory was that those receiving the
placebo would attribute their symptoms to the pill rather
than to the shocks and would, thereby, tolerate more pain.
The findings confirmed this hypothesis, with those given
the placebo tolerating more shocks than those given noth-
ing (26 v. 16, p = 0.004). Analogous issues may arise in pa-
tients who are convinced that symptoms improve at the mo-
ment when they first start taking antibiotics.

The interplay between symptoms and beliefs can occur in
almost any clinical setting because patients often think of
causes for their symptoms that are unduly benign or malig-
nant. These imaginings can be substantially affected by a
physician, and physicians should use such power carefully.
For example, vertigo caused by viral labyrinthitis is distressing
not just because of the dizziness but also because it creates
worries about a possible brain tumour. The savvy clinician,
therefore, should be aware that many symptoms can be less-
ened by giving the patient a clear diagnosis, addressing some
underlying misconception and not prescribing medication.27

Expression

Extraneous distractions

Speech can be destroyed by an acute stroke, and can be
distorted by a multitude of much more subtle forces. In one

experiment,28 participants were asked to rate their health
while being interviewed in 1 of 2 rooms. The pleasant
room was a friendly office in good condition. The unpleas-
ant room was a dirty laboratory with too much heat, flick-
ering light, distracting noise and a bad smell. Mean ratings
were about 15% higher on an 11-point scale in the pleasant
room than in the unpleasant room (9.4 v. 8.1, p < 0.05).
Similar discrepancies have also been found with sunny
weather and other extraneous factors.29–31

Temporary mood states seem to influence subjective re-
porting in 2 different ways. On the one hand, moods may
increase the accessibility of emotionally congruent infor-
mation in the memory; that is, when one is happy, it is easy
to remember other sources of happiness, whereas when sad
it is easy to remember other sources of sadness. On the
other hand, moods can also be misinterpreted as valid indi-
cators of a person’s well-being with insufficient recognition
of their evanescent nature. Regardless of explanation, pa-
tients may base their summaries of their state of health on
momentary feelings, and 2 physicians might obtain diver-
gent histories from the same person.

Peoples’ moods are influenced by their surroundings. It
is not surprising, therefore, that patients in a crowded
emergency department often feel poorly when waiting for a
bed and often feel better after being admitted to a private
room. Failure to appreciate these extraneous factors, how-
ever, might lead a clinician to overestimate the severity of
disease in the emergency department, exaggerate the effec-
tiveness of the initial treatments and underestimate the
progressive nature of an underlying disorder. In some
cases, moreover, both the patient and the physician have a
vested interest in keeping things positive and want to be-
lieve that the medical treatment is effective.

Ignoble failures

Eliciting a patient’s history is also a human interaction
vulnerable to ignoble failures. Consider, for example, dis-
crimination. Studies show that women tend to pay more
than men when buying the same automobile.32 In one
study, the dealer’s profit margin was about US$92 higher
for women than for men (US$656 v. US$564, respectively).
The deals were particularly poor for black women, who
tended to pay about US$411 more than white men
(US$975 v. US$564, p = 0.006). The surprising finding,
however, was that black women obtained their best deals
from white male dealers, not black or female dealers. These
results suggest that the worst aspects of human nature
sometimes have counterintuitive features.

Most of the disgraceful characteristics of both patients
and physicians are not  the subject of public debate, rigor-
ous research or scientific advances. Instead, most people
hope that such failings in physicians are either eliminated
by medical school admission requirements or extinguished
during professional training. Furthermore, most people
hope that exemplary behaviour by clinicians can mollify
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any such tendencies in patients. We hold a less optimistic
perspective. There are no easy solutions because ignoble
failings can be more complicated or more subtle than is
generally recognized.

A better scientific understanding of ignoble failures is
hampered by at least 2 realities in medicine. First, such
projects are rarely funded given that industry sources of
support for medical research have other priorities.33 Sec-
ond, readers can usually find flaws in the final study that al-
low the conclusions to be called into doubt. For black
women, the reported shortfalls in cardiac care will probably
take longer to sort out than the surcharges in automobile
deals.34–39 Minimizing ignoble failures, therefore, is yet an-
other priority that requires clinical judgement and not just
scientific literature. Turning a blind eye solves nothing.

Conclusion

This article reviews observations from psychology that
are relevant when taking a patient’s history of present ill-
ness. The 4 main areas of interest are comprehension, re-
call, evaluation and expression, even though the issues 
interact at several levels. The overall theme is that commu-
nication may be problematic even if all parties seem satis-
fied. The patient case in the Introduction describes a situa-
tion containing 8 specific traps (Table 1). These pitfalls
may explain why one of us (D.A.R.) missed the diagnosis of
acromegaly and why such patients generally have a
5-year delay in diagnosis, resulting in permanent
disfigurement.40
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