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phoma. An examination showed a
little patch of redness on the sclera
on that side. His pet cat had nuzzled
him there—so cat scratch fever.

• Aman known to have asymptomatic
gall stones was sent to emergency
with severe right upper quadrant
pain. Clearly, a case of cholecystitis,
warranting surgery. On talking to
him he was recovering from an
attack of bronchitis and severe
coughing. Examination revealed the
source of pain to be cough fractures
of his right lower ribs, a problem
that wouldnot have been resolvedby
a cholecystectomy.
There are many more examples of

cases where a careful history and a
more than cursory examination have
revealed a correct diagnosis that
wouldnot have been discoveredby lab-
oratory tests or diagnostic tools or
sophisticated imaging alone.

I know that it takes time to hear
the patient’s full history and to do a
complete physical examination. I
know that economics have constrained
the time that can be spent with an indi-
vidual patient. Howmuch useful infor-
mation can one gain during a 3-minute
family doctor appointment or a 90-
second specialist consultation? Pa-
tients view such cursory attention as
proof that the profession consists of
uncaring money grubbers. We are los-
ing the enjoyment of getting to know
our patients and the exhilaration of
solving the diagnosis andapplying the
right solution.

One can be a wonderful endosco-
pist, a technically brilliant surgeon, or
have the latest laboratory and diagnos-
tic tests at your fingertips, but if you
apply the right solution to the wrong
problem nobody benefits, least of all
the patient.

“Listen to the history andyou will
be told the diagnosis.”

“If you do not examine the patient
you will make fatal mistakes.”

—PMR

Iwas surprised to get a phone call
from the editor during which he
asked me to return to the Editorial

Board as a stand-in for Dr Brian Day,
who is rather too busy elsewhere at
present to attendEditorial Boardmeet-
ings. I hesitated for a nanosecond
because I am surely beyond my best-
before date. I withdrew from clinical
practice some time ago and I withdrew
from the BC College of Physicians
and Surgeons recently. I am now a re-
tired old fogey. What can someone
with 53 years in this profession pos-
sibly say that has any relevance to
today’s working physicians and sur-
geons? However, I agreed because
working with the Board and editorial
staff is glorious fun.

I thought back over the past dec-
ades and realized that we all have wit-
nessed amazing advances in medical
treatment andmedical technology. For
instance, in my field, minimal access
surgery has reduced trauma to the
patient and therefore reduced the time
neededrecovering in hospital. Besides,
it is rather intriguing to do, resem-
bling as it does, video games!

I have also witnessed, as we all
have, some disturbing losses and dis-
tortions in practice, such as deteriora-
tion in access for patients to doctors
and hospitals. There also seems to
have become commonplace an aban-
donment or loss of our basic medical
skills.

My teachers taught me to “Listen
to the patient’s history and it will tell
you the diagnosis,” and “If you don’t
examine the patient you will make fa-
tal mistakes”—otherwise stated as, “If
you don’t put your finger in, you will
put your foot into it” referring to the
importance of rectal examinations.

I accompanied a friend to emer-
gency recently. It was educational for
me. One young emergency physician
remained in front of a computer and
seemedto respondonly to what he saw
on the screen. Over 3 or 4 hours I did
not see him leave to examine anyone.
He seemed to expect the nursing staff
to be the go-between for him and the
patients he was treating. It reminded
me of an old ditty by, I think, Tom
Lehrer, that ended, “… and when he
died he died in balance.” The song
referred to treating laboratory results
rather than the patient.

Here are some examples of the im-
portance of a proper history and phys-
ical examination in patient care.
• In the days of my residency training
there was such a thing as surgery
outpatient clinics for the indigent.
Therewas a chronic recurring patient
who was the bane of the clinic. He
hada persistent complaint of a whis-
tle in his rectum. Abdominal X-rays,
barium enemas, and sigmoid-
oscopies had failed to reassure him.
After many visits a complete physi-
cal examination showed that he had
advanced carcinoma of the tongue.
Mind you, he probably continued to
complain of his whistle.

• A patient was sent for a biopsy of a
lymph node mass in the parotid
region andneck—most likely a lym-
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Back to basics

Helping Yourself
or a Colleague

The Physician Health Program of British
Columbia is a confidential resource for
physicians, medical students, residents
and their families. Common concerns
dealt with by the program include, but
are not limited to: personal and family
emotional health issues, the inappropri-
ate use of alcohol and/or drugs or coping
with physical illness etc. If you choose,
you can call the program anonymously.

If you have concerns about yourself or
someone close to you please don’t
hesitate…

CALL: 1-800-663-6729 or 604-742-0747


