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PREFACE

In planning the sixth edition of this text we
have emphasized our attempt to approach the
subject from a physiologic standpoint. It is our
philosophy that physical diagnosis should be

meaningful and practical—not a mere mechan-

ical process. The history and properly per-
formed physical examination should afford the
physician an insight as to whether various or-
gans or organ systems are functioning normally
or abnormally. At the same time they should
provide insight into the patient as a unique and
individual person, ‘It is important to under-
stand the physiologic mechanisms responsible
for normal functions before we can accurately
interpret the disturbed functions that result
from disease. Just as animation adds life and
interest to a picture, so does a physiologic ap-
proach add meaning and practicality to the
physical examination.

With practice the physician can learn to
identify the first and second heart sounds.
However, cnly when the examiner understands
the physiologic mechanisms responsible for the
production of these sounds is he or she able to
interpret alterations of their functions pro-
duced by various disease processes. One must
understand why the second heart sound usually

splits on inspiration and closes on expiration to
diagnose conditions that result in abnormal
splitting of this sound. To appreciate the signif-
icance of rales and rhonchi in the presence of
pulmonary disease, the physician first must
have a basic knowledge of respiratory function
in the normal lung.

You will note that considerable space has
been devoted to the development of the pa-
tient’s history. It is our opinion that the little
space devoted to the history in textbooks of
physical diagnosis (none in some) is deplorable.
Those of us who teach this course at The Ohio
State University College of Medicine believe it
difficult to overemphasize the importance of a
careful history in the study of a patient. There-
fore, one of our major objectives is to teach the
student how to obtain an adequate history.
When coupled with examination, the history
will enable him to have a reasonably accurate
impression of the possible causes of any given
illness. It should serve not only as a guide for
immediate care but also as an indication of.the
need for further diagnostic studies. It is well
known that in some diseases significant physi-
cal findings are sparse or nonexistent. Thus far
no substitute has been found for a good history.
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X PREFACE

A relatively detailed review of body systems
has been included. This has been done with
two purposes in mind. First, one of the prob-
lems confronting the medical student is the
large number of clinical terms with which he
must become familiar in a short time—termi-
nology that is necessary in medicine for ease of
communication. Knowledge of these meaning-
ful terms is a fundamental part of the practice
of medicine and an essential tool in the physi-
cian’s daily work, This review of systems has
been designed to serve as a glossary of com-
monly used medical terms and at the same
time to explain the meaning of each term in
language that a layman can understand. It is
our responsibility to help the medical student
become a physician. Second, an attempt has
been made to explain the medical significance
of the many terms to which the medical stu-
dent is being introduced. An understanding of
the significance of various conditions will thus
serve as a guide for further questioning and
will indicate body systems that may require
particular attention.

Discussion of disease has been kept. inten-
tionally at a minimum because, first, we be-
lieve that a thorough concept of the normal is
essential to the appreciation of the abnormal,
therefore, the emphasis at this stage of the stu-
dent’s development should be on (1) the tech-
niques of history-taking and physical examina-
tion and (2) the appreciation of the normal.
Second, the mere volume of the material pre-
sented to the student today in textbooks of
physical diagnosis, as well as in all other
courses, ‘is virtually overwhelming. Conse-
quently, every effort has been made to main-
tain the utmost in simplicity and brevity.

Most textbooks of physical diagnosis contain
a number of procedures, rarely used, that sel-
dom serve any practical purpose, and it seems
justifiable to leave them out of 2 modern text.
This we have done wherever it seemed consis-
tent with modern practice.

Physical diagnosis is not a static subject. As

the result of new medical and surgical tech-
niques in diagnosis, certain alterations in body
functions assume increasing significance. For
example, the growth of vascular surgery has
made possible the repair of abdominal aortic
aneurysms. As a consequence, such advances
necessitate a more thorough consideration of
examination techniques as applied to the ab-
domen. Tracings of heart sounds have resulted
in a clearer understanding of the dynamics of
production of these sounds. The chapter on the
cardiovascular system has incorporated a num-
ber of heart sognd tracings in order that the
student may correlate the physical findings
with the tracings. Also included is a more thor-
ough evaluation and explanation of the pulse
pressure curve, the understanding of which is
absolutely essential to the physiologic interpre-
tation of the various events in the cardiac cycle.
Other additions to the current edition include

“evaluation of hearing from a clinical point of

view and bedside tests for venous competency
in the extremities. Various chapters, especially
those dealing with the mental examination, car-
diovascular system, abdomen, musculoskeletal
system, and pediatric examination, have been
revised considerably to ensure greater ease of
understanding.

The use of personal names (eponyms) in
medicine serves no purpose and contributes
nothing to an understanding of the patient or
his disease. As an example, the term “Stensen's
duct” is absolutely meaningless until one has
first learned that it is the parotid duct—the
duct of the parotid salivary gland. This is a
needless duplication of learning. Although we
have great respect for the observations of the
pioneers in medicine, we believe that it is
much more important for the student to under-
stand the fundamental principles and normal
variations than it is to perpetuate a man's
name, which serves no purpose in {urthering
the student’s knowledge. Consequently, every
effort has been made to use only those'terms
that convey some meaning. This is in accor-



dance with the recommendations of The Jour-
nal of the American Medical Association, which
has “long waged a fight against eponymic
phrases generally in the medical vocabulary.”*
Therefore, eponyms have been eliminated
whenever possible.

If, at the end of the course in physical diag-
nosis, the student has learned to extract from
the patient an organized, logical history and to
perform a systematic examination, we believe
that our goal has been achieved. 1t should be
the responsibility of his clinical teachers to in-
struct him in all the many findings of disease,
thus helping him to build diagnostic_skill on
the fundamentals learned in physical diagnosis.

*Editorial: Meningitic breathing, |.A.M.A. 165:1568, 1957;
editorial: Confusion of tongues, ].A.M.A. 154:1093, 1954.

PREFACE  Xi

We wish tc thank the national office of the
Arthritis Foundation for the slides in Chapter
19 reproduced from the Clinical Slide Collec-
tion on the Rheumatic Diseases, produced by
the Arthritis Foundation, New York, 1972.

We are particularly pleased to have Dr. John
M. Stang join us in editing this edition of Phys-
ical Diagnosis: The History and Examination of
the Patient. In his usual energetic and well-or-
ganized fashion, Dr. Stang brings new and vital
ideas to the teaching of physical diagnosis, and
we are most happy that he will be assuming
the major responsibility for the continuation of
our textbook.

John A. Prior
Jack S. Silberstein



CONTENTS

1 Introduction, 1

2 Intellectual process of diagnosis, 2

John A. Prior
Jack S. Silberstein

3 Medical history, 5

John A. Prior
Jack S. Silberstein

4 Chief complaint and present
illness, 12

John A. Prior
Jack S. Silbersteln

$ Past, family, social, and occupational
history and systems review, 20

John A. Prior
Jack S. Sliberstein

6 Mental status, 36
Harriscn S. Evans

7 General inspection, 54
Jack S. Silberstein

8 Skin, 64
Richard D. Carr

10

1

12

13

14

15

16

17

Head, face, and neck, 71
Ernest L. Mazzaferri

Eyes, 99

William H. Havener

Ears, nose, and throat, 149
William H. Saunders

Thorax and lungs, 189
Sohn A. Prior

Breasts, 228
Arthur G. James

Cardiovascular system, 242
Jack S. Silberstein

Abdomen, 304
James H. Caldwell

Genitalia, 330
John P. Smith
Zeph J.R. Hollenbeck

Extremities, 365
Ronald L. Whisler

xiii



Xiv CONTENTS

18 Nervous system, 378 !0 Pediatric examination, 464

Norman Allen Elizabeth S. Ruppert

Wigbert C. Wiederholt

o 21 Reassurance, 494

19 Musculoskeletal system, 429 John A. Prior
Ronald L. Whisler Jack S. Silberstein



CHAPTER 1

INTRODUCTION

As a medical student you are the physician
of tomorrow, and as such you need to under-
stand that the physician is a medical detective.
You will obtain information from any and every
source possible to enable you to unravel the
mystery of the patient’s illness.

To solve the crime of murder or robbery the
police detective asks many questions, often of
many people, examines and photographs the
premises (or body, as the case may be), and
sends various items, such as blood, bullets, bits
of paint, and fragments of clothing, to the
crime laboratory for further study. Only after
all possible data have been obtained is he in a
position to identify the criminal with the great-
est accuracy possible.

The physician in the same fashion is hunting
for his criminal, the disease that makes the pa-
tient ill. After the witness (the patient) has told
his story in his own way, the medical detective
will ask many searching questions to elicit
items of information that might otherwise be
overlooked, or to more specifically characterize
information already given. This may include in-
terrogation of family and friends if the patient
will not or cannot give a straight story. The
body (of the patient) will be examined meticu-

lously in every way possible by the physician,
using all of his God-given senses. Other special
investigative aids, such as the chemistry labo-
ratory, x-ray films, and microscope, are called
into the chase to add further clues to those that
the physician has already uncovered by ques-
tioning and examining.

It is only after all the data have been assem-
bled that the medical detective is in a position
to begin his analysis, By clear thinking based
on the information gathered, the physician is
usually able to identify definitely the offending
disease and to bring about the most effective
remedy possible.

These are the methods that you, the medical
detective of tomorrow, will use the rest of your
days of practice in the never-ending search for
the cause of the patient’s illness. In this book
you are being introduced to the two most fun-
damental skills necessary for the medical inves-
tigation—interrogation and examination. At
first these procedures will be difficult for you,
but with careful study and diligent practice
they can be cultivated until you reach a high
degree of proficiency. The development or lack
of development of these skills differentiates the
top-flight clinician from the mediocre.



CHAPTER 2

INTELLECTUAL PROCESS

OF DIAGNOSIS

To obtain a good history requires consider-
able experience and a fundamental knowledge
of medicine. A good case history taken by an
experienced clinician is truly an invaluable
component of the patient’s record. Conversely,
a poor history is useless, in fact, may be mis-
leading, and is a detriment to the record. It is
extremely difficult for the beginning student to
take a history. His knowledge of medicine is
naturally limited, and the mere task of eliciting
a history is in itself complex. The student is all
too acutely aware of his inadequacies in his-
tory-taking and requires thoughtful guidance
and support as he learns to obtain an accurate
medical history. Yet, as with other situations in
life, the student must start, even though with
faltering steps.

We wish to emphasize that eliciting the his-
tory is not a mere patient response to a stereo-
typed list of specific questions. Each item of
information requires clarification and amplifi-
cation. Furthermore, information must be
carefully weighed as to its clinical significance
and its possible relationship to the patient’s

2

complaints. These facts alone, in our opinion,
make the computerized history inaccurate and
untenable.

The ve®al communication of information
from patient to physician is the essential ele-
ment of a good history. Each item of informa-
tion requires interpretation that in turn may
necessitate a further intelligently guided search
for additional data to which the patient must
respond as lucidly as possible. To obtain signif-
icant information from the patient, the physi-
cian must selectively guide him throughout the
entire process, although to do so is extremely
difficult because it requires a knowledge of the
possible final outcome that the physician does
not yet possess. The thoughtful and intelligent
guidance of the patient is the hard part. In
view of this dilemma just how does the begin-
ning student take a history? He may employ
four general steps in history-taking:

1. Write a brief, but accurate and compre-
hensive description of the patient’s com-
plaint. (This information is derived from
the patient.)
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. List the various diagnoses suggested by
the description. (This is a mental exercise
on the part of the physician and does not
involve participation by the patient.)

3. Ask the patient various questions that are
designed to either confirm or exclude the
tentative diagnoses. (This involves an in-
teraction between the physician and his
patient.)

4. Attempt to predict the positive physical
and laboratory findings likely to result, on
the basis of the information at hand. (This
too is a mental exercise for the physician.)

The student should attempt to follow this
step-wise analytic sequence. The expert clini-
cian actually performs these same steps but at
a more subconscious level rather than by con-
sciously attempting to do so. The principal dif-
ferences are that the clinician knows much
more about the characteristics of many diseases
than does the beginning student and has be-
come skillful in developing the history by his
previous experience,

Once having adopted the preceding four
basic principles of history-taking, one may then
consider the intellectual processes that are in-
volved in establishing a diagnosis.

TAXONOMY OF INTELLECTUAL PROCESSES

The six progressively more complex levels of
intellectual functioning are as follows: knowl-
edge, comprehension, application, analysis,
synthesis, and evaluation. :

1. Knowledge. Knowledge -is unedited fac-
tual information provided by the patient, and
as such may not necessarily be accurate or pre-
cise. To serve a purpose in establishing a diag-
nosis facts are merely the foundation for other
more complex thought processes.

2. Comprehension. Comprehension is un-
derstanding the facts as related by the patient
to the physician. By means of further discus-
sion the physician must affirm his comprehen-
sion of what the patient said. Misinterpreta-
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tions of the history are so pféyalent that two
physicians frequently do not obtain exactly the
same history from a given patient.

3. Application. Application entails an accu-
rate and well-organized recording of the facts
as related by the patient, which facilitates uti-
lization of the knowledge as comprehended by
the physician.

The preceding three steps can be performed
by any reasonably educated person. The resul-
tant product is a narrative account of an epi-
sode in the patient’s life, which, if sufficiently
accurate, may be of assistance to the physician.
However, the next steps, analysis, synthesis,
and evaluation, are progressively wore com-
plex and sophisticated intellectual processes.
They are essential for the full utilization of the
medical history in the solution of the patient’s
problem. It is only after the application of
these higher intellectual processes to the his-
tory, as previously obtained, that it becomes
the true medical history—one that serves as
the foundation for accurate diagnosis and effec-
tive therapy.

4. Analysis. Analysis is sorting out or classi-
fication of the obtained data into related cate-
gories. The larger the number of abnormal
components obtained in the history, the more
diagnostic information available to the physi-
cian. It is the physician’s difficult task to sort
out, to weigh, and to differentiate minutiae
from the more significant aspects of the narra-
tive history. At this point it is prudent to con-
sider everything that seems to be abnormal and
to disregard those aspects that are clearly nor-
mal. Significant data must be placed into re-
lated categories.

5. Synthesis. Synthesis is reassembly of the
many components obtained in the history into
patterns of recognizable disease. This is much
more difficult than analysis because it requires
a knowledge of the disease that will best be de-
scribed by the aggregate of the patient’s symp-
toms. Because the human body is a complex
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organism, many diseases are characterized by
a mixture of many separate symptoms.

As the result of analysis and synthesis, one
‘may then enumerate the diagnoses suggested
by the patient’s history (the differential diag-
nosis). The ability to accomplish this step is
made possible by growing experience and fur-
ther learning.

6. "Evaluation. Most difficult and important
of the intellectual processes is the final step ap-
plied to the history and ultimately to the most
accurate ‘diagnosis. Specific diagnoses become
valid only if they pass the inspection of critical
evaluation. This involves two basic steps pre-
viously mentioned: asking the patient questions
that are designed to either confirm or exclude
tentative diagnoses and predicting the likely

physical and laboratory findings. As the result -

of evaluation, one decides whether the avail-
able information is compatible with the work-
ing diagnosis.

As mentioned previously, the lower levels
(knowledge, comprehension, and application)
are rather basic and within the capability of any
reasonably well-educated individual. In the ed-

“Ucational process learning at these lower levels
is poorly retained because information tends to
be disparate and unrelated rather than utilized
as part of a composite unit. Although retention
of large bodies of information is necessary in
medicine, it clearly involves only the lower lev-
els of thought. The higher levels of the taxon-
omy of intellectual processes (analysis, synthe-
sis, and evaluation) involve a method of learn-
ing that compels information to make sense.
Information that has been subjected to analy-
sis, synthesis, and evaluation is apt to be re-
tained for long periods of time, is easily re-
freshed, and is recaptured with accuracy. It be-
comes part of an integrated whole and, conse-
quently, is far superior to simple knowledge.
Alone, mere memorization of facts may actually
defeat the higher intellectual processes of
learning that are essential to the finest diagnos-
tic and therapeutic care of the patient.

ESTABLISHING AND TESTING THE
DIAGNOSIS

Basic skills and knowledge are mere tools
used in the intelligent approach to evaluation
and synthesis and ultimately in the solution of
medical problems. A skilled clinician has the
capability of selecting sometimes seemingly un-
related facts and perceiving their potential re-
lationship. One must learn to deal with facts
concerning medicine in accordance with basic
scientific methods. It is not sufficient to merely
suspect a relationship. The physician actually
must establish and test this relationship, which
is accomplished by developing a hypothesis (a
tentative explanation of the relationship of var-
ious facts). The principal value of a hypothesis
is that it serves as a guide to permit the recog-
nition of additional pertinent facts. Thus, one
must determine which facts are pertinent and
which irrelevant. Unfortunately, pertinent facts
are not always conspicuous and may require in-
tensive search for their recognition.

The validity of a hypothesis is established by
gathering and evaluating information that con-
firms or opposes the tentative diagnosis. This is
the step in diagnosis that is most poorly per-
formed by beginning students. Such a short-
coming is understandable because their expe-
rience and knowledge are limited at this point,
and they therefore fail to search for relevant
data.

When the hypothesis is confirmed, it is ele-
vated to the status of a theory (definite diagno-
sis). A theory is a reasonably well-established
concept that is of value because it permits pre-
diction of as yet unknown future facts (appro-
priate treatment, response to treatment, and
course of the disease).

SELECTED READING

Bloom, B. S., editor: Taxonomy of educational objectives:
the classification of educational goals. Handbook 1. Cog-
nitive domain, New York, 1956, David McKay Co., Inc



CHAPTER 3

MEDICAL HISTORY

The problem comes when the physician does not
take the time for a careful history and analysis of the
pain; then, unfulfilled at finding no cause, he looks
for more tests to do or he operates. *

A patient consults his physician because of
unpleasant or unusual subjective sensations
(symptoms) that interfere with his comfort or
productivity. Alterations in function or struc-
ture (signs) are produced by disease, Signs are
the objective evidence of an illness that the
physician detects by physical examination.

It is essential that the physician be familiar
with the normal so that he can detect or deter-
mine which signs and symptoms are abnormal.
Most patients consider all of their symptoms to
be abnormal, which in turn gives them reason
for concern. Other patients either minimize or
fail to recognize important symptoms. For ex-
ample, some patients with heat intolerance
caused by thyrotoxicosis do not recognize this
as abnormal, yet they open the windows in a
cool room where others are comfortable. Simi-
larly, some patients with obvious pallor, ane-
mia, and shortness of breath fail to report the

*From Spiro, H. M.: Visceral viewpoints; pain and perfec-
tionism-—the physician and the “pain patient,” N. Engl. J.
Med. 294(15):829, 1976.

presence of blood in their stools because they
interpret this as being from hemorrhoids rather
than a possible carcinoma of the colon. One
distinguishing feature of the physician is his
ability to elicit symptoms, to accurately char-
acterize them, then to establish a diagnosis and
a prognosis, and to institute indicated therapy.
What is really meant by a given symptom? The
physician must be very clear in his understand-
ing of each symptom so that he can accurately
communicate his understanding to all persons
associated with the patient’s care. The medical
history should be a chronologic record of the
development of a patient’s symptoms from the
inception of his illness until the time he pre-
sents himself to the physician. It includes not
only the history of the present illness but also
all past illnesses, injuries, and operations, any
of which may have an important bearing on the
present illness.

An adequate history makes the physical ex-
amination more’interesting and important and
permits the physician to correlate the physical
findings with the information previously ae-
quired. Without the history. the physical ex-
amination is simply a routine mechanical pro-
cedure. The combined data obtained in the his-
tory and examination will serve as a guide for

5
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additional diagnostic procedures. Finally, on
the basis of all the information accumulated,
the physician is enabled to make the most ac-
_curate diagnosis possible and thus is in a posi-
tion to treat the patient’s illness in the most
intelligent and effective fashion. Accurate di-
agnosis is now and always will be the keystone
of rational treatment.

There is no field of medicine in which his-
tory-taking is not essential. Since the history
will be an integral part of the physician’s study
of his patients for the rest of his days, the art
of history-taking should be cultivated to the
highest possible degree.

ROLE OF THE STUDENT

In making the transition from the basic sci-
ences to the clinical years the student must
learn to complement his biologic knowledge
with an understanding of the psychologic prin-
ciples which enter into the physician-patient
relationship. In the clinical setting the student
is cotfronted with a situation entirely different
from any he has previously encountered. For
the first time he is charged with the responsi-
bility of caring for human beings. He must
learn to relate to people and to have a true
understanding of their personalities, their
strengths and weaknesses, as well as their med-
ical problems.

The medical student is inexperienced in the
art and science of dealing with patients and for
all practical purposes is a layman. He usually
feels quite insecure in his first patient experi-
ences. However, he need not feel shy or em-
barrassed. The patient is seeking help, and the
student can and does fulfill a very necessary
role in the management of the patient. Because
the student usually spends more time with the
patient than any other member of the hospital
staff, he has a great opportunity to develop a
truly meaningful relationship with and insight
into the patient. An alert, competent studept
takes advantage of this opportunity, with the
result that in many instances his history and

physical examination is the most comprehen-
sive recorded on the chart. Most patients rec-
ognize the necessity for the educational expe-
rience of the student and thus do not resent his
role in their management. On the other hand
it is the obligation of the student to perform his
role in a dignified, skillful, and professional
manner.

For most students physical diagnosis is their
first clinical experience on the hospital ward or
in the clinic. It is in this setting that they are
first exposed to a patient as well as to the var-
ious members of the hospital staff. Here, the
students have an opportunity to observe the
medical team in operation. Most important,
each student has the privilege of interviewing
and examining the patient and following the
course of the patient’s illness during hospital-
ization. In addition the student has the oppor-
tunity of hearing staff discussions and confer-
ences regarding the diagnosis and management
of the patient. The student can learn much
about the hospital procedure by merely being
observant at all times.

Just as a student’s first exposure to the ward
is a unique experience for him, so too is a pa-
tient’s first stay in the hospital a novel event.
Being admitted to the hospital requires a major
adjustment for the patient. The entire hospital
schedule and environment are vastly different
from those which he experiences in his home
and in the course of his daily life. The patient
has little or no privacy in a hospital, he is sep-
arated from his family, the food is different,
many new personnel are encountered, and the
entire milieu seems strange. Superimposed on
all of these inconveniences and oddities is his
concern about his illness, financial matters, the
welfare of his family, and many other personal
details. Thus, it is important to utilize all the
means necessary to make a patient feel secure
and comfortable. Conscious striving to estab-
lish a good physician-patient relationship goes
a long way toward accomplishing this goal.

It is important to observe how the patient



reacts to the medical and nursing staff, to the
various procedures, to other patients on the
ward, and to his family and visitors. The stu-
dent should respect his patients and in turn
command and deserve their respect. It is es-
sential to be orderly, neat in appearance, mild
in manner, but at the same time firm and se-
cure. The student must pursue his work on the
ward in a dignified, mature, and serious man-
ner. He must be interested in all aspecis of his
patient and his care, be sensitive to his con-
cerns and frustrations, and by all means be
kind and gentle. With few exceptions patients
of all economic and educational statuses will
readily sense the compassionate and sincere
feelings of a dedicated physician,

It is the physician’s duty and moral obliga-
tion to observe and maintain the patient’s right
to privacy. Only those matters that directly re-
late to the patient’s illness should be discussed
with other qualified professional members of
the hospital staff. Failure to preserve the pa-
tient’s privacy is a serious breach of medical
ethics.

Frequently the patient has visitors or mem-
bers of his family at his bedside—a delicate sit-

uation and one that is often highly charged

‘emotionally. History-taking and physical exam-
ination. ‘of the patient under these circum-
stanceés require considerable time if they are to
be done properly. The student should inform
both the patient and the visitors that the pro-
cedure will require an approximate period of
time and ask the visitors if they will leave while
the examination is being ~onducted. He should
always be considerate and tactful in this situa-
tion. The history-taking and physical examina-
tion are strictly private affairs and should not
be conducted before members of the family or
other visitors.

The student should also be considerate of
other personnel responsible for the patient’s
care. In order that his procedure does not con-
flict with meals, x-ray studies, or laboratory or
other diagnostic tests, he should inform the
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charge nurse regarding the time he plans to ex-
amine the patient.

COMPUTERIZED MEDICAL HISTORY

In this age of mechanization and industriali-
zation the computer has assumed a major role
in scientific investigation and application. Dur-
ing the past few years there has been consid-
erable research involving the use of computers,
in medical history-taking. Studies have shown
that some medical-history data can be obtained
from patients by various questionnaires based
either on the paper-and-pencil medium or on
data-processing equipment with the use of
computer terminals. In regard to certain as-
pects of the history there is good correlation
between the records derived from question-
naires and those obtained by physicians using
the traditional methods of personal interview.
In other areas of the medical history the cor-
relation is not good and leaves much to be de-
sired.

It is both possible and probable that in the
future more refined techniques will be devel-
oped in this area, in which case computerized
medical histories will become routine proce-
dures. However, for the present it is advisable
to retain the time-proved method of personal
interview.

If one accepts the fact that in the near future
the computer will become an integral factor in
the physician’s environment, he must then
agree that it is essential to develop better-or-
ganized medical records. With this thought in
mind Weed has conceived and developed the
problem-oriented technique of recording med-
ical data. Weed's method necessitates that each
medical record have a complete list of all the
patient’s problems, including both clearly es-
tablished diagnoses and all unexplained find-
ings that are not clear manifestations of a spe-
cific diagnosis, such as abnormal symptoms or
physical findings. This results in a dynamic, not
static, list of problems on the patient’s chart
that can be challenged and altered as the situ-



