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ABSTRACT

ARTICLE HISTORY

Introduction: The taking of the patient medical history is at the heart of the doctor
patient relationship. It is often critical for a diagnosis and also plays an important part in
ongoing clinical care of the patient. However, with the move away from assessment by
“long case” to the Objective Structured Clinical Examination (OSCE), medical students
spend less time with patients and when they do take a history it is done in a didactic
checklist manner. This learning is contrary to the needs of the now more health literate
patient.
Methods: By an iterative process, we developed a program of teaching medical history
at the bedside of real patients that focussed on listening to what the patient said as
opposed to the traditional history checklist. By anonymous online survey we sought
feedback from the students on this way teaching.
Results: Over the 3 years of this program (from 2013) 76 of the 85 students responded to
the survey (89% response rate). Students were mostly receptive to the ideas of following
up on clues and information that patients gave them and then presenting this information in a more interesting way to peers. However, there was less enthusiasm, for taking
the history in a more casual but patient centred way.
Conclusion: This program was feasible and welcomed by the students. The major limitations were that students were frustrated by not being taught examinable OSCE cases and
that the time commitment by the clinician was onerous.
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Introduction
The taking of the patient medical history, is at the
heart of the doctor patient relationship; often critical for getting a diagnosis, and is an important part
in ongoing clinical care of the patient. Traditional
teaching on history taking consists of a checklist of
items in the broad categories of: presenting complaint(s), history of presenting complaint(s), past
medical history, list of medication and allergies,
family and social history, and a review of systems.
This information, along with the findings on physical examination, are then synthesized to form a
problem list from which a differential diagnosis or
diagnoses can be made. Research dating back to
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the 1970’s suggests that patient history alone can
yield a diagnosis in 76% of cases [1] and, otherwise, can contribute up to 80% of the information
required to make a diagnosis [1–5]. More recent
studies point to the additional benefits of patient
rapport, better patient health literacy, therapeutic
compliance, and clinical outcomes [6–9].
The method of teaching history taking to medical students has remained largely unchanged for
decades [6–10]. Traditionally, history taking and
physical examination were taught formally by
demonstration at or near the end of the preclinical years in the curriculum. After this, students
are expected to develop their skills by exposure to
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patients during their clinical years and for decades
this was assessed, at least in part, by the “long
case.” The “long case” consists of the student having
a set amount of time with a patient during which
they take a history, do a physical examination, and
then come up with a problem list from which they
generate potential diagnoses. The student is then
assessed on the quality of the case presentation
and ability to answer questions about the patient.
However, assessment by “long case” was found to
have poor reproducibility and generalizability due
to both patient and examiner effects [10].
To a large degree, the long case has been
replaced by more reproducible examination tools,
most notably the Objective Structured Clinical
Examination (OSCE) [11]. In the OSCE candidates
undertake clinical assessment tasks at a number
of specific stations for 5–8 minutes. Each station
has a structured “score card” that students must
address to get points [11]. This type of examination has a place in the assessment of some specific
clinical skills and competencies. However, it gives
no indication on a student’s ability and competency to comprehensively take a history do a physical examination, synthesise these findings into a
meaningful problem list and finally come up with
a diagnosis [12]. Despite the best of intentions by
medical educationalists, students are predominantly focused (even obsessed) with only learning
what they will be formally examined in [13]. This
has led to the prime student motivation of passing
the OSCE, which can be best learnt from internet
downloads [14,15] of all the possible examinable
OSCE’s. So understandably students spend time
learning OSCEs off the Internet, rather than gaining
clinical experience of history taking and physical
examination from real patients. This has led some
authors to observe, anecdotally, a decrease in clinical acumen after the initial intensive education on
history taking and physical examination [16]. At
our university where the OSCE is the major assessment that determines graduation (no summative
long case), there is little motivation for students
to put in the “hours” with the patients and it is not
uncommon for them to report that they may have
only completed 1–2 long cases during their 5-week
medical term. Most of these are “signed off” by the
ward intern, occasionally by the registrar, and only
rarely by the consultant.
Along with the above changes in medical education, the way patients interact with their doctors has changed. Over the last decade or so, there
has been a vast increase in patient health-literacy
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and patients’ understanding of their own illnesses
largely due to the easy availability of information from the internet [17–20] and in tandem an
armamentarium of sophisticated diagnostic and
therapeutic modalities. Also, over time, the role of
the doctor as diagnostician has diminished, with
ever more sophisticated and advanced diagnostic technologies available. As such the diagnostic
power of history taking has diminished but offset
by an increased demand from patients to educate,
explain, empathise, advocate, manage and even
moderate (on conflicting opinion). This set of skills
is largely not taught or examined at medical school,
with the expectation, that they will be “picked up”
along the way after graduation with immersion in
clinical practice. Instead, assessment and by default
learning by OSCE has increasingly reinforced the
“checklist” approach to the patient, at the expense
of real patient time. This reductionist way teaching
and assessment of students further distances the
gulf between what the patient says or wants to say
and what the student/doctor wants to hear.
For 3 years at the Rural Clinical School (RCS) at
the University of Tasmania, we have trialled a system of more holistic history taking by fourth year
medical students on their Department of Medicine
5-week rotation. In this article, we describe this
patient-centred approach to history taking and
report on student feedback about this methodology.

Methods

Ethics and setting
The University of Tasmania Health and Research
Ethics committee approved this study (H0015248).
The study was funded by a small grant from
University of Tasmania, Faculty of Health, awarded
in 2012. The program was undertaken for three
consecutive years from 2013 at the RCS. The RCS
is part of the University of Tasmania’s School of
Medicine and takes students for the last 2 years of
their undergraduate 5-year medical degree. The
RCS provides all the core clinical rotations of primary care, emergency and general medicine, general and orthopaedic surgery, obstetrics and gynaecology, and paediatrics and mental health. Didactic
lectures, practical tutorials and case-based learning
are delivered by group learning weeks at the school.
Each year group typically has 20–30 students. The
academic performances of students at the RCS
are equivalent to their peers at the University city
based schools at Hobart and Launceston.
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Patient centred history taking
The teaching is by way of a weekly 90-minute tutorial with several random patients on the medical
ward and the hospital high dependency unit (a
critical care step down unit). The tutorials were
undertaken during the 4- to 5-week Department of
Medicine rotation in the 4th year of the 5 year degree
course. Each group (or rotation) had between 4 and
6 students.
The emphasis of the tutorials was to challenge
the students learned reliance on the traditional history checklist and, instead, get them to really think
about the patients’ problems by the use of “thoughtful questions” to issues raised by the patient. In
practice this is done by asking the student to start
taking a history from a patient (prior consent having been obtained by the patient). Invariably the
students start by introducing themselves to the
patient and asking for consent to take a history. The
students then embark on the traditional method of
taking history. Essentially this amounts to the student amassing a large amount of information about
various symptoms and obtaining a detailed understanding of past medical history. The students, in
the majority of cases pursue the history checklist at
the expense of not following up on tantalizing clues
that the patients give in passing as to what might
really be going on [21]. In some cases, the patients
actually get frustrated with the student for ignoring information that they want to tell the student. A
good example is the post-operative cancer surgery
patient. The student is focused on getting a precise
and complete timeline of the symptoms that lead
to the presentation. Conversely, the patient is not
really interested in that but wants to tell the student
that they have bowel cancer and that the operation
was complicated by a clot to the lungs and that they
are now on “blood thinners.” The students in many
instances feel that they cannot pursue the issue of
the surgery and the cancer as this is “the answer,”
that they are meant to deduce from the traditional
model of history taking (rather than hearing this
from the patient). So, from the outset of students’
exposure to real patients, the traditional pedagogy
reinforces the role of the doctor as someone who
has, or is learning, the unique skill of diagnosis from
an understanding of symptomology. The patient,
on the other hand has no concept of how students
learn and they are usually trying very hard to be
helpful by imparting with as much information that
they have about their current diagnosis and situation. In some cases, the students simply ignore the
www.jcmedu.org

information that the patient gives them, in order to
complete all the points on the traditional history
checklist.
After a student, has finished they get to present their findings to the rest of the student group.
Invariably this done in the manner in which they
have been traditionally taught with a comprehensive description of the patient’s symptoms followed
by lists of past illnesses and medications, along with
a comprehensive understanding of social and family history. Only when prompted will the student
offer a potential diagnosis or differential.
The next step of the tutorial is to go back to the
patient, and direct the interviewing student to actually ask the patient what their understanding is of
their illness/disease/operation that has brought
them into hospital (Table 1). Invariably the patients
have quite a comprehensive understanding of what
is going on and give this information to the student.
Despite having this information, the student often
Table 1. Getting the history: Teaching for listening and
thinking vs the traditional checklist.
Listening and thinking
Talk to the patient as a person.
Have a conversation
What is the diagnosis
Why do you think that is the
diagnosis
What tests have you had
What were test results
How does this affect you
What have other Doctors told
you
What symptoms do you have
How do these symptoms affect
you
What do you think about all this
What medications do you take
Any reactions to drugs or things
you can’t take
Where do you live and with
whom
How much and what do you
drink and smoke
Does anyone in your family have
any important conditions
What are your expectations and
what do you want
Is there anything else I need to
know about you
Is there anything you want to ask
me or that I can help you with

Traditional checklist
Formal consent to ask
questions
What brought you into
hospital
What symptoms do you have
When did these symptoms
start
Do you have any other
symptoms and for how long
Do you have any other
sicknesses or illnesses

What drugs are you taking
Any drug allergies
Social history
Social history
Family history

Complete review of systems
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still wants to return to the ingrained traditional
checklist. Instead they are directed to ask thoughtful questions based on the preliminary information
that the patient has given them. A useful way to
get this started is to direct the student to ask the
patient what the other doctors have been saying
about their illness/disease/operation. The patients,
thus prompted, usually have and offer up quite a lot
of sophisticated information. At this point the information from the patient is often random, with poor
temporal context and is occasionally conflicting.
The better students who have now bought into the
patient’s history and not the traditional checklist,
attempt to sort the information into some sort of
temporal context and can identify points of history
that are consistent and other issues that are in conflict or don’t make sense. The student then presents
to the group by starting with the best presumptive
diagnosis and then must identify points of history
that confirm this and also identify issues that may
be at odds with this. They then need to discuss
how they would resolve the points of inconsistency.
Finally, the patient’s literacy, understanding and
perspectives need to be discussed.
Data collection

Over the 3 years of this project, 85 students received
the tutorials. After each department of medicine
term, the students were invited to respond to an
anonymous questionnaire about the tutorials. The
students were asked three subjective questions
(Box 1) and were also asked to give free text comments. There was no specific theoretical or prior
validation of the questions. Participants responded
to each question using a 5-point Likert scale that
ranged from “Disagree” to “Strongly agree.” The
data was collected and recorded on an excel spreadsheet. The results are presented as simple frequencies and percentages.
Box 1. Survey questions used.

1.	Taking a medical history should be like getting
personal information in a social setting
2.	I now pick up on clues that patients tell me
and follow those clues until I have a complete
understanding of that issue
3.	It makes sense to present the patient findings
in a way that firstly reveals the most interesting
aspects of the history

20

Results
Seventy-six of the 85 students responded to the
anonymous online survey that gave a response rate
of 89%. Figures 1–3 give the students responses to
the three survey questions. Box 2 gives some of the
free text comments.
Box 2. Free text response to tutorials from students

“Thank you for your tutorials. They were novel and
enlightening.”
“I am a student who is working on improving my
skills to systematically integrate relevant questions into
history taking while thinking of inclusion and exclusion
of differential diagnoses at the same time. Once I am
able to [a word missing here?] it as second nature, the
approach taught in the tutorial may become useful.”
“I thought these tutorials were very helpful and
important for clinical practice. It would be nice to have
more teaching of this sort.”
“Interesting and fresh perspective on how to examine
and communicate with patients. I appreciate being
taught how to think rather than what to think.”

Discussion
Main findings
There was clearly a variable response to the patient
centred history taking tutorials. For the most part
the students were receptive to the notion of following up on clues and information that patients gave
them (Fig. 2) and then presenting this information
in a more interesting way to peers (Fig. 3). However,
there was less enthusiasm, for taking the history in
a more casual manner (Fig. 1). Although not documented the students were at times frustrated that
they were not being taught aspects of history taking
that would help them pass the OSCE.
Study significance

Two recent reviews [22,23] summarise the literature on studies into educational interventions
for teaching medical students history taking. Both
reviews highlight the pivotal importance of history
taking for clinical practice and articulate that this is
a skill that can be taught and learnt. However, they
identify that despite the plethora of educational initiatives, the studies are heterogeneous in design,
actual interventions used and assessment. In the
review article by Keifenheim et al. [22], only 23
studies were reviewed from an initial list of 1388
citations. Of these only three studies (in English language) actually included real patients [8,9,24] the
J Contemp Med Edu • 2018 • Vol 6 • Issue 1
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Figure 1. Taking a medical history should be like getting personal information in a social setting?

Figure 2. I now pick up on clues that patients tell me and follow those clues until I have a complete understanding of
that issue?

Figure 3. It makes sense to present the patient findings in a way that reveals the most interesting aspects of the
history?
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most recent of which was conducted a decade ago.
Also, these studies also included other modalities of
role play, simulated patients and video assessment
and feedback. All the other studies in the review
had complete reliance on non-patient modalities
such as play, video recorded feedback and the use
of online tools. Likewise, Alyami et al. [23] from 459
citations found only 6 studies to review, albeit using
a stricter inclusion criterion of only randomized
controlled studies or quasi experimental studies.
However, none of the studies included real patients
with all of the studied interventions either being
online or simulation based. Whilst both reviews
underscored the importance of history taking they
concluded that there is little understanding on
when and how to apply some of the initiatives in
different student populations of background and
maturity.
What the current study adds is that students are
responsive to be taught history taking at the bedside that helps them to better understand the real
patient. The point of this initiative is that despite
the plethora of innovative learning tools, they all
amount to being surrogates for actual bedside
teaching on real patients by experienced senior clinicians [21].
Study limitations

There are many limitations to this study. First delivering this type of tutorial on a regular basis requires
a significant time commitment that can only effectively be delivered in small groups. As such the difficulty of replicating this is difficult, because of the
intense clinical teaching required. Conversely, what
we have seen in medical education is the professional non-doctor faculty take over and hence the
wide spread use of assessment tools like OSCEs all
of which can be learnt online. Second, this is a small
very limited study progressively undertaken over
three years at a single site. Third, the assessment
of effectiveness was simplistic and brief (in order to
get a high response rate) and undertaken only by the
students and not the patients. For example, despite
the equivocal response by students to adopting a
more casual conversation style of history taking,
anecdotally patients preferred much this style of
interaction. Finally, although anonymous, student’s
responses to the survey questions and free text
comments may have been more favourable based
on the small clinical community that exists in the
rural setting.
22

Conclusion
At the heart of patient-centred care has to be the
core ability to listen to the patient, and to hear what
they are saying. The best way to demonstrate this
is to reaffirm this patient information by responding with thoughtful questions that further seek to
clarify the patient perspective. This is the difference
between asking someone “how was your day?” as
opposed to “what was the best part of your day?”
The former question elicits the usual response
of “fine or well thank you.” The latter question
demands a more comprehensive response, that intimates a greater degree of interest in actually “what
was your day like” and I am genuinely interested
in understanding that. In this age of text, tweet,
Facebook, Instagram, we actually need to teach students how to have a conversation, not just how to
ask a series of questions [25].
The Institute of Medicine has defined patient-centred care as “care that is respectful of and responsive to individual patient preferences, needs, and
values and ensuring that patient values guide all
clinical decisions.” [26] To achieve this, we need a
paradigm shift in medical student pedagogy away
from traditional methods of checklist history taking, and emphasis on point of care diagnostic and
therapeutic tools.
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