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SUMMARY:  THE PAIN HISTORY, PHYSICAL EXAMINATION AND REPORT WRITING.
The Pain History

History taking is the process, by which a clinician elicits the medical history,

i.e. the account given by a patient of their symptoms, matters relevant to them and other

aspects of their health. The history forms the basis of clinic al assessment and

traditionally is complemented by physical examination in the process of diagnosis.

The history helps the clinician understand subjective aspects of the patient’s condition

and circumstances. History taking also helps establish rapport and lays the foundation of

the clinician-patient relationship that can have important bearings on outcome.

One imperative in history taking is for the physician to be alert to so-called “red flags”,

clinical features known to be correlated with serious pathology like infection or neoplasm.

Such possibilities must be explored at the initial assessment and at every subsequent

contact.

Taking a comprehensive history involves addressing nine domains:

• identification

• presenting symptom(s)

• history of the index condition

• intercurrent conditions

• intercurrent medical treatment

• general medical history

• systems review

• psychological history

• social history.

In each domain the clinician should seek all information relevant to the aim of providing

effective treatment (i.e. treatment that will produce a better outcome than can be

expected from the natural history).

The history of the index condition should be explored systematically so as to address

fourteen specific aspects:

• site

• distribution

• quality

• duration

• periodicity

• intensity

• aggravating factors

• relieving factors

• effects on activities of daily living

• associated symptoms onset

• previous similar symptoms

• previous treatment

• current treatment

The value of medical history in diagnosis is often taken for granted but that is

inappropriate in the era of evidence-based medicine. There are few data on the utility of

history taking but those that exist suggest histories taken from patients with

musculoskeletal pain are of low reliability. A study in a teaching hospital shoulder clinic 1

showed inter-observer agreement on symptoms was far from good, with kappa scores of

0.09 – 0.54.

Data on the validity of history-taking in assessment of patients with pai n also cast doubt

on how histories are elicited and interpreted. One study 2 of assessing back pain showed

many historical features are of little diagnostic significance. Another 3 showed some

features predict malignancy as a cause of back pain, especially past history of

malignancy ( with a positive likelihood ratio of 15. 5), failure to improve with treatment

(L.R.+ 3.1) and age over 50 (L.R.+ 2.7). A study of 448 histories of shoulder pain 4

showed many features are of little utility; e.g. a history of trauma had a positive likelihood

ratio of only 1.10. The relevant references are:

1 Nørregaard J, Krogsgaard MR, Lorenzen T, Jensen EM. Diagnosing patients with

longstanding shoulder joint pain. Ann Rheum Dis 2002; 61: 646-649.

2 Deyo RA, Rainville J, Kent DL. What can the history and physical examination tell us

about low back pain? JAMA 1992; 268: 760-765.

3 Deyo RA, Diehl AK. Cancer as a cause of back pain: frequency, clinical presentation

and diagnostic strategies. J Gen Int Med 1988; 3: 230-238.

4 Litaker D, Pioro M, El Bilbeisi H, Brems J. Returning to the bedside: using the history

and physical examination to identify rotator cuff tears. J Am Geriatr Soc 2000; 48:

1633-1637.
Physical Examination.

Physical examination involves testing for physical signs that may be relevant to the

patient’s presenting complaint. By tradition, physical examination complements medical

history-taking in the process of clinical diagnosis.

The basic purpose of physical examination is to elicit objective information about the

source and/or cause of the index condition. It also

serves purposes other than diagnosis. In the process of physical examination the

clinician must see and handle the patient in ways that facilitate non-verbal

communication. If undertaken sensitively, physical examination has potential to promote

rapport between practitioner and patient.

The three elements of physical examination are described in an aphorism attributed to

Apley as “look, feel, move”. In other words, they are:

· inspection;

· palpation; and

· movement testing

Some prefer to vary the order of examination but that is not important as long as the

examination is systematic and covers all aspects relevant to the patient’s complaint.

Apley’s order is suitable for assessing conditions like fractures of long bones. For

conditions associated with neck or back pain, the order “look, move, feel” (inspection,

movement testing and palpation) is preferred by many.

The details of the three components of physical examination are set out in the relevant

chapter of the Encyclopedic Reference of Pain included in the resource materials.

That chapter also contains data on the reliability and validity of inspection, palpation

and movement testing. There are additional data on palpation in the paper included as

an additional reading; briefly, these data show no evidence of the validity of manual

examination of the cervical spine and that the single antecedent paper (on which much

manual examination has been based) has data consistent with this conclusion, the

apparent differences being explained by sample sizes and confidence intervals.

Report Writing.

Report-writing involves summarising the salient facts about a patient’s condition in a

form suitable for communication to another clinician or other party involved in the

management. Most commonly it will result in a letter of referral to another practitioner, a

letter back to a referring doctor or a report to an A.C.C. (or other insurance) case

manager.

The letter or report should include a concise summary of the medical history, including

relevant facts in each of the domains outlined above, and the physical examination

findings in each of the three stages of examination, together with any results of

investigations already done. The report-writer should state a provisional diagnosis,

expressed as the most appropriate of the terms in the I.A.S.P. Classification (i .e. the

term that best fits the facts known at that stage), and suggest further investigations

that might be done to establish the definitive diagnosis and provisional treatment

measures.

The purpose of the report is to communicate the results of patient assessment to the

person who reads it. To help t he reader’s appreciation of t he case, the symptoms, signs

and other aspects of the condition should be expressed concisely, clearly and accurately

in language that is readily understandable; any terms that the reader may not be familiar

with should be defined briefly. The provisional diagnosis should be explained, with a

comment about the degree of accuracy that the known fact s allow, and reasons should

be given for any further investigations or treatment measures suggested.

A template that may be useful for setting out such a report is:

• the patient (name, age, occupation, family etc.)

• presenting symptoms

• history of the index condition (as in the systematic checklist)

• associated symptoms

• general medical history (including concurrent conditions & treatment)

• psychological and social history (of particular relevance)

• physical examination findings

• results of special tests (imaging and other ancillary investigations)

• provisional diagnosis (with explanation)

• management suggestions (for further investigations and treatment)

If each of these headings is expanded to a paragraph, the letter or report that results will

provide a comprehensive summary of the patient’s condition about a page and a half

long. Such a report will be valuable for all parties involved especially the writer, who in

preparing the report will gain a useful overview of the case, and the patient, who may

never see the report but will benefit from management based on comprehensive

assessment of all relevant aspects of their condition.
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