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Preface

Bates’ Guide to Physical Examination and History Taking is designed for medical, 
physician assistant, nurse practitioner, and other students who are learning to 
interview patients, perform their physical examination, and apply clinical rea-
soning and shared decision making to their assessment and plan, based on a 
sound understanding of clinical evidence. The twelfth edition has many new 
features to facilitate student learning. As with previous editions, these changes 
spring from three sources: the feedback and reviews of students, teachers, and 
faculty; our commitment to making the book easier to read and more efficient to 
use; and the abundant new evidence that supports the techniques of examina-
tion, interviewing, and health promotion.

Throughout the twelfth edition, we emphasize common or important problems 
rather than the rare or esoteric, though at times we include unusual findings that 
are classic or life threatening. We encourage students to study the strong evi-
dence base that informs each chapter and to carefully review the clinical guide-
lines and citations from the health care literature.

Special Features and Highlights

In this edition we have introduced clinical pearls, printed in blue, to highlight key 
points. We have also used color to highlight textboxes so students and teachers 
can quickly find important summaries of clinical conditions and tips for chal-
lenging examination techniques such as inspecting the fundus or measuring the 
jugular venous pressure. Many of the figures are new or have been updated and, 
for the first time, all figures are numbered with captions to make them easier to 
locate and reference in both the print and electronic editions.

Organization

The book comprises three units: Foundations of Health Assessment, Regional Exam-
inations, and Special Populations. 

Unit 1, Foundations of Health Assessment, includes chapters on clinical proficiency, 
assessing clinical evidence, and interviewing and health history. These chapters fol-
low a logical sequence that begins with an overview of the components of patient 
evaluation, followed by important concepts in assessment of clinical evidence and 
clinical decision making, and the artful task of gathering the history. 

■ Chapter 1, Foundations for Clinical Proficiency, features an overview of history 
taking, physical examination, and now includes the assessment and plan, 
and a sample patient record. This chapter describes the differences between 
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subjective and objective data and symptoms and signs, and provides a model 
for sequencing the examination that optimizes patient comfort. It presents 
guidelines for creating a clear, succinct, and well-organized patient record. 

■ Chapter 2, Evaluating Clinical Evidence, has been entirely rewritten in the 
twelfth edition by Dr. Richard Hoffman and clarifies key concepts to ensure 
student understanding of the history and physical examination as diagnostic 
tests; tools for evaluating diagnostic tests such as  sensitivity, specificity, posi-
tive and negative predictive values, and likelihood ratios; types of studies that 
inform recommendations for health promotion; and an approach to critical 
appraisal of the clinical literatures and types of bias.

■ Chapter 3, Interviewing and the Health History, describes the differences 
between a comprehensive and focused health history, and between the fluid 
exchange of the interview and its transformation into the structured format of 
the written health history. It presents the techniques of skilled and advanced 
interviewing, the sequence and context of the interview, including its cultural 
dimensions, and foundational concepts of ethics and professionalism. It clar-
ifies the transition from the open-ended interviewing of the Present Illness 
(and Personal and Social History) to the direct questions of the Past Medical 
History and Family History to the closed-ended “yes–no” questions of the 
Review of Systems. This chapter emphasizes the importance of masterful lis-
tening, so easily sacrificed to the time pressures of office and hospital care. It 
mirrors the precepts of Sir William Osler . . . for therapeutic relationships, 
always “Listen to your patient. He is telling you the diagnosis,” and “The good 
physician treats the disease. The great physician treats the patient who has the 
disease.”

Unit 2, Regional Examinations covers the regional examinations from “head to 
toe.” The 14 chapters in this unit have been thoroughly updated and contain a 
review of anatomy and physiology, the common symptoms encountered in the 
health history, important topics for health promotion and counseling, detailed 
descriptions and images of techniques of examination, a sample written record, 
comparative tables of abnormalities, and conclude with extensive references 
from the recent clinical literature. Chapters with the most significant revisions 
are highlighted below.

■ Chapter 4, Beginning the  Physical Examination: General Survey, Vital Signs, and 
Pain, contains updates on obesity and nutrition counseling, and new stan-
dards for measuring blood pressure from the Joint National Committee on 
Prevention, Detection, Evaluation, and Treatment of High Blood Pressure VII Report 
( JNC 8). 

■ Chapter 5, Behavior and Mental Status, has been substantially revised accord-
ing to the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition 
(DSM-5) of 2013.

■ Chapter 6, The Skin, Hair, and Nails, has been entirely rewritten for the twelfth 
edition by Dr. Patrick McCleskey and Dr. Amit Garg to improve the frame-
work for assessing common lesions and abnormalities and the quality of its 
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teaching photographs, and to align this chapter with recommendations of the 
American Academy of Dermatology for student learners.

■ Chapter 9, The Cardiovascular System, has detailed new evidence about risk 
factor screening, new clinical guidelines, and the complexities of assessing 
hypertension.

■ Chapter 16, The Musculoskeletal System, contains a more systematic approach 
to the musculoskeletal examination and an updated classification of maneu-
vers to assess the shoulder, with reference to likelihood ratios for abnormali-
ties whenever permitted by the clinical literature.

Other notable features include discussion of new screening guidelines for breast 
cancer, prostate cancer, colon cancer, Papanicolaou smears, and stroke risk fac-
tors as well as updated information on sexually transmitted diseases.

Unit 3, Special Populations includes chapters covering special stages in the life 
cycle—infancy through adolescence, pregnancy, and aging.

■ Chapter 18, Assessing Children: Infancy through Adolescence, includes an increased 
emphasis on health promotion and child development, as well as the many tables 
and figures that highlight key concepts.

■ Chapter 19, The Pregnant Woman, updates health promotion and counseling 
topics such as nutrition, weight gain, immunizations, substance abuse, and 
intimate partner violence.

■ Chapter 20, The Older Adult, presents new information on frailty, when to 
screen, immunizations and cancer screening, the spectrum of cognitive 
decline and dementia screening tests, and the new algorithm for falls preven-
tion from the Centers for Disease Control and Prevention. This chapter and 
Chapter 17, The Nervous System, also explore the challenging complexities of 
distinguishing delirium, dementia, and depression.

Additional Resources

Bates’ Pocket Guide to Physical Examination and History Taking

As a companion to Bates’ twelfth edition, we recommend Bates’ Pocket Guide to 
Physical Examination and History Taking, Eighth edition.  The Pocket Guide is an 
abbreviated version of the Bates’ twelfth edition textbook, which is designed for 
portability and convenience at the bedside. Return to the textbook whenever 
more comprehensive study and understanding are needed.

Bates’ Visual Guide to Physical Examination

The Bates’ Visual Guide to Physical Examination (www.batesvisualguide.com), 
refilmed in 2013, is a key adjunct for mastering the many techniques of physical 
examination. This series of 18 videos displays seasoned clinicians conducting 
each of the regional examinations and demonstrates visually the varying tech-
niques of inspection, palpation, percussion, and auscultation in the regional 

http://www.batesvisualguide.com
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examinations and special populations. We encourage students to study the writ-
ten chapters and videos in tandem, often numerous times.

For students preparing for clinical testing, the Visual Guide includes 10 Objec-
tive Structured Clinical Examinations (or OSCEs), which shows students evalu-
ating patients with common clinical problems in standard OSCE formats, 
interspersed with questions to guide learning key points. These OSCEs cover:

 1. Chest Pain
 2. Abdominal Pain
 3. Sore Throat
 4. Knee Pain
 5. Cough
 6. Vomit
 7. Amenorrhea
 8. Falls
 9. Back Pain
10. Shortness of Breath
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The twelfth edition of Bates’ Guide to Physical Exami-
nation and History Taking is your comprehensive 

guide to learning to effectively conduct the health 
interview and physical examination. This section 
introduces you to the features and learning tools 

that will lead to successful health assessments, 
regional examinations, and working with special 

patient populations. 

At the start of every chapter, you will see a list of 
additional learning resources that complement 

the book in order to build your knowledge and 
confidence in history taking and examination. 
The Bates’ Visual Guide to Physical Examination 

offers over 8 hours of video content and deliv-
ers head-to-toe and systems-based physical 

examination techniques. When used along-
side the book, you have a complete learning 

solution for preparedness for the boards 
and patient encounters. 

How To Use 
Bates’ Guide To Physical Examination 

And History Taking

Clinical Pearls—NEW! 

Be sure to pay special attention to the clinical pearls, 
printed in blue. These clinical comments provide 

practical “pearls” that enhance your understanding 
of the assessment techniques.

because e a o a ca appea a y ocat o . g s pat e ts a e t ose
with a personal or family history of multiple or dysplastic nevi or previous 
melanoma. Patients who have a clinical skin examination within the 3 years 
prior to a melanoma diagnosis have thinner melanomas than those who did 
not have a clinical skin examination.20 Both new and changing nevi should be 
closely examined, as at least half of melanomas arise de novo from isolated 
melanocytes rather than pre-existing nevi. Also consider “opportunistic 
screening” as part of the complete physical examination for patients with 
significant sun exposure and patients over age 50 years without prior skin 
examination or who live alone.

Since the USPSTF review, an important German study of over 350,000 patients 
reported that full-body primary care screening with dermatology referrals for 
concerning lesions reduced melanoma mortality by more than 47%.21 Survival 
from melanoma strongly correlates with tumor thickness. Two further studies 
demonstrate that patients receiving skin examinations are more likely to have 
thinner melanomas.20,22

Detecting melanoma requires practice and knowledge of how benign nevi 
change over time, often going from flat to raised or acquiring additional brown 
pigment. Studies have shown that even limited clinician training makes a dif-
ference in detection: patients of primary care providers who spent 1.5 hours 
completing an online tutorial improved diagnostic accuracy. Similar studies 
show such training results in thinner melanomas than patients of providers 
without such training.23–26

Screening for Melanoma: The ABCDEs. Clinicians should apply the 
ABCE-EFG method when screening moles for melanoma (this does not apply 
for non-melanocytic lesions like seborrheic keratoses). The sensitivity of this 
tool for detecting melanoma ranges from 43% to 97%, and specificity ranges 
from 36% to 100%; diagnostic accuracy depends on how many criteria are used 

d fi b l 27 f f h f b

Turn to Tables 6-4 through 6-6 on  

pp. 197–203 showing rough, pink,  

and brown nevi and their mimics.

Review the ABCDE-EFG rule and pho-

tographs in Table 6-6, pp. 200–203, 

which provide additional helpful 

identifiers and comparisons of benign 

brown lesions with melanoma.
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Visualize or palpate the bony landmarks of the abdominal wall and pelvis, as 

shown in Figure 11-1: the xiphoid process, iliac crest, anterior superior iliac spine, 

pubic tubercle, and symphysis pubis. The rectus abdominis muscles become more 

prominent when the patient raises the head and shoulders or lifts the legs from 

the supine position.

C H A P T E R 

11The Abdomen
The Bates’ suite offers these additional resources to enhance learning and facilitate 

understanding of this chapter:
■ Bates’ Pocket Guide to Physical Examination and History Taking, 8th edition

■ Bates’ Visual Guide to Physical Examination (Vol. 13: Abdomen)

■ thePoint online resources, for students and instructors: http://thepoint.lww.comAnatomy and Physiology

Rectus abdominis
muscle

Umbilicus

Inguinal ligament
Pubic tubercle

Xiphoid process

Costal margin

Midline, overlyinglinea alba

Anterior superioriliac spine

Symphysis pubis

Iliac crest

F I G U R E  1 1 - 1 .  Landmarks of the abdomen.

LWBK1481-Ch11_p449-508.indd   449

 xv
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Table 17-7 Nystagmus

Nystagmus is a rhythmic oscillation of the eyes, analogous to a tremor in other parts of the body. It has multiple causes, 
including impairment of vision in early life, disorders of the labyrinth and the cerebellar system, and drug toxicity. Nystagmus 
occurs normally when a person watches a rapidly moving object (e.g., a passing train). Study the three characteristics of 
nystagmus described in this table so that you can correctly identify the type of nystagmus. Then refer to textbooks of neurology 
for differential diagnoses.

Direction of Gaze in Which Nystagmus Appears
Example: Nystagmus on Right Lateral Gaze

Nystagmus Present (Right Lateral Gaze)

Although nystagmus may be present in all 
directions of gaze, it may appear or become 
accentuated only on deviation of the eyes (e.g., 
to the side or upward). On extreme lateral 
gaze, the normal person may show a few beats 
resembling nystagmus. Avoid making 
assessments in such extreme positions, and 
observe for nystagmus only within the field of full 
binocular vision.

Nystagmus Not Present (Left Lateral Gaze)

Direction of the Quick and Slow Phases
Example: Left-Beating Nystagmus—a Quick Jerk to the Left in 

Each Eye, then a Slow Drift to the Right

Nystagmus usually has both slow and fast 
movements, but is defined by its fast phase. 
For example, if the eyes jerk quickly to the 
patient’s left and drift back slowly to the right, 
the patient is said to have left-beating 
nystagmus. Occasionally, nystagmus consists 
only of coarse oscillations without quick and 
slow components, described as pendular.

(continued)

Examples of Abnormalities

Once again, Bates’ Guide to Physical Examination and 
History Taking offers an easy-to-follow two-column 

format with step-by-step examination techniques on 
the left and abnormalities with differential diagnoses 

on the right. As your skills progress, study the 
abnormal variants of common physical findings in 

the red Examples of Abnormalities column to deepen 
your knowledge of important clinical conditions. 
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TECHNIQUES OF EXAMINATION
Cranial Nerves III, IV, and VI—Oculomotor, Trochlear, and Abdu-

cens. Test the extraocular movements in the six cardinal directions of gaze, and 

look for loss of conjugate movements in any of the six directions, which causes 

diplopia. Ask the patient which direction makes the diplopia worse and inspect 

the eye closely for asymmetric deviation of movement. Determine if the diplo-

pia is monocular or binocular by asking the patient to cover one eye, then the 

other.

Check convergence of the eyes.

Identify any nystagmus, an involuntary jerking movement of the eyes with quick 

and slow components. Note the direction of gaze in which it appears, the plane 

of the nystagmus (horizontal, vertical, rotary, or mixed), and the direction of the 

quick and slow components. Nystagmus is named for the direction of the quick 

component. Ask the patient to fix his or her vision on a distant object and 

observe if the nystagmus increases or decreases.
Look for ptosis (drooping of the upper eyelids). A slight difference in the width 

of the palpebral fissures is a normal variant in approximately one third of patients.
Cranial Nerve V—TrigeminalMotor. While palpating the temporal and masseter muscles in turn, ask the 

patient to firmly clench the teeth (Figs. 17-9 and 17-10). Note the strength of 

muscle contraction. Ask the patient to open and move the jaw from side to side.

See Chapter 7, Head and Neck (pp. 237–
238) for a more detailed discussion of 
testing extraocular movements. 

See Table 7-11, Dysconjugate Gaze,  p. 278. Monocular diplopia is seen in 
local problems with glasses or contact 
lenses, cataracts, astigmatism, or pto-
sis. Binocular diplopia occurs in CN III, IV, 
and VI neuropathy (40% of patients), and eye muscle disorders from myas-thenia gravis, trauma, thyroid ophthal-mopathy, and internuclear ophthalmoplegia.86

See Table 17-7, Nystagmus, pp. 785–786. 
Nystagmus is seen in cerebellar dis-ease, especially with gait ataxia and 

dysarthria (increases with retinal fixa-
tion), and vestibular disorders (decreases with retinal fixation); and 

in internuclear ophthalmoplegia. 
Ptosis is seen in 3rd nerve palsy (CN III), 
Horner syndrome (ptosis, miosis,  forehead anhidrosis), or myasthenia  gravis. 

F I G U R E  1 7 - 9 .  Palpate the 
temporal muscles.

F I G U R E  1 7 - 1 0 .  Palpate the 
masseter muscles.

Difficulty clenching the jaw or moving 
it to the opposite side suggests mas-
seter and lateral pterygoid weakness, 
respectively. Jaw deviation during opening points to weakness on the deviating side. 

Look for unilateral weakness in CN V 
pontine lesions; bilateral weakness in 
bilateral hemispheric disease.

CNS patterns from stroke include ipsi-
lateral facial and body sensory loss from contralateral cortical or thalamic 

lesions; ipsilateral face, but contralat-
eral body sensory loss in brainstem 
lesions.

EXAMPLES OF ABNORMALITIES

K1481-Ch17_p711-796.indd   737

To further sharpen your clinical acumen, turn 
to the end-of-chapter Tables of Abnormalities, 
which allow you to compare and contrast 
clinical conditions in a convenient single table 
format. 

xvi



322 B A T E S ’  G U I D E  T O  P H Y S I C A L  E X A M I N A T I O N  A N D  H I S T O R Y  T A K I N G

TECHNIQUES OF EXAMINATION

percuss first in one location, then in another. Review the description of per-
cussion notes on p. 323. Healthy lungs are resonant.

 While the patient keeps both arms crossed in front of the chest, percuss the 
thorax in symmetric locations on each side from the apex to the base.

■ Percuss one side of the chest and then 
the other at each level in a ladder-like 
pattern, as shown in Figure 8-19. 
Omit the areas over the scapulae—
the thickness of muscle and bone 
alters the percussion notes over the 
lungs. Identify and locate the area 
and quality of any abnormal per-
cussion note.

■ Identify the descent of the diaphragm, or diaphragmatic excursion. First, deter-
mine the level of diaphragmatic dullness during quiet respiration. Holding the 
pleximeter finger above and parallel to the expected level of dullness, percuss 
downward in progressive steps until dullness clearly replaces resonance. 
Confirm this level of change by percussing downward from adjacent areas 
both medially and laterally (Fig. 8-20).

Dullness replaces resonance when fluid 

or solid tissue replaces air-containing 

lung or occupies the pleural space 

beneath your percussing fingers. 

Examples include: lobar pneumonia, in 

which the alveoli are filled with fluid 

and blood cells; and pleural accumula-

tions of serous fluid (pleural effusion), 

blood (hemothorax), pus (empyema), 

fibrous tissue, or tumor. Dullness 

makes pneumonic and pleural  

effusion three to four times more 

likely, respectively.45

Generalized hyperresonance is com-

mon over the hyperinflated lungs of 

COPD or asthma. Unilateral hyperreso-
nance suggests a large pneumothorax 

or an air-filled bulla.

1

2

3

4

5

1

2

3

4

5

6 6

7 7

F I G U R E  8 - 1 9 .  Percuss and 

auscultate in a “ladder” pattern.

Resonant

Level of
diaphragm

Dull

Location
and sequence
of percussion

F I G U R E  8 - 2 0 .  Identify the extent of diaphragmatic excursion.

This technique tends to overestimate 

actual movements of the diaphragm.45

Dull

F I G U R E  8 - 2 1 .  Absent descent 

of the diaphragm can indicate pleural 

effusion.

An abnormally high level suggests a 

pleural effusion or an elevated hemidi-

aphragm from atelectasis or phrenic 
nerve paralysis (Fig. 8-21).

EXAMPLES OF ABNORMALITIES

Examination 
Techniques

The Techniques of Examina-
tion sections are where you 
will learn the crucial and 
relevant examinations you 
will perform every day. 
Additional Special Tech-
niques offer the examina-
tion approach for more 
uncommon conditions 
and special circumstances.
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Ask where the patient hears the sound: on one side or both sides? Normally, the 
vibration is heard in the midline or equally in both ears. If nothing is heard, try 
again, pressing the fork more firmly on the head. Restrict this test to patients with 
unilateral hearing loss since patients with normal hearing may lateralize, and 
patients with bilateral conductive or sensorineural deficits will not lateralize.

■ Compare AC and BC (Rinne test). Place the base of a lightly vibrating tuning fork 
on the mastoid bone, behind the ear and level with the canal (Fig. 7-45). When 
the patient can no longer hear the sound, quickly place the fork close to the ear 
canal and ask if the patient hears a vibration (Fig. 7-46). Here, the “U” of the 
fork should face forward, which maximizes sound transmission for the patient. 
Normally, the sound is heard longer through air than through bone (AC > BC).

In unilateral sensorineural hearing 
loss, sound is heard in the good ear. 

F I G U R E  7 - 4 5 . Test bone conduction. F I G U R E  7 - 4 6 . Test air conduction.

In conductive hearing loss, sound is 

heard through bone as long as or lon-

ger than it is through air (BC = AC or 

BC > AC). In sensorineural hearing loss, 
sound is heard longer through air  

(AC > BC). 

The Nose and Paranasal Sinuses

Anatomy and Physiology. Review 
the terms that describe the external 
anatomy of the nose (Fig. 7-47).

Approximately the upper third of the 
nose is supported by bone, the lower two 
thirds by cartilage. Air enters the nasal 
cavity through the anterior naris on either 
side, then passes into the widened area 
known as the vestibule and on through 
the narrow nasal passage to the naso-
pharynx.

Ala nasi

Vestibule

Anterior
naris

Tip

Bridge

Dorsum

F I G U R E  7 - 4 7 . External anatomy of the nose.

EXAMPLES OF ABNORMALITIES

Photographs 
and Illustrations

The art program includes 
detailed, full-color photo-

graphs, drawings, and dia-
grams, some new or revised, 

to further illustrate key points 
in the text. They will enhance 

your learning potential by 
providing accurate and realis-

tic representations.

And now, each figure has a  
figure number and caption to 
make the figures easier to find 

and understand.
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■ Palpate both lungs for symmetric tac-
tile fremitus (Fig. 8-15). Fremitus 
refers to the palpable vibrations 
that are transmitted through the 
bronchopulmonary tree to the 
chest wall as the patient is speaking 
and is normally symmetric. Fremi-
tus is typically more prominent in 
the interscapular area than in the 
lower lung fields and easier to de-
tect over the right lung than the left. 
It disappears below the diaphragm.

To detect fremitus, use either the 
ball (the bony part of the palm at 
the base of the fingers) or the ulnar 
surface of your hand to optimize the vibratory sensitivity of the bones in 
your hand. Ask the patient to repeat the words “ninety-nine” or “one-one-
one.” Initially practice with one hand until you feel the transmitted vibra-
tions. Use both hands to palpate and compare symmetric areas of the lungs in 
the pattern shown in the photograph. Identify and locate any areas of 
increased, decreased, or absent fremitus. If fremitus is faint, ask the patient 
to speak more loudly or in a deeper voice.

Tactile fremitus is a somewhat imprecise assessment technique, but does 
direct your attention to possible asymmetries. Confirm any disparities by 
listening for underlying breath sounds, voice sounds, and whispered voice 
sounds. All these attributes should increase or decrease together.

Percussion. Percussion is one of the most important techniques of physical 
examination. Percussion sets the chest wall and underlying tissues in motion, 
producing audible sound and palpable vibrations. Percussion helps you estab-
lish whether the underlying tissues are air-filled, fluid-filled, or consolidated. 
The percussion blow penetrates only 5 to 7 cm into the chest, however, and will 
not aid in detection of deep-seated lesions.

The technique of percussion can be practiced on any surface. As you practice, 
listen for changes in percussion notes over different types of materials or different 
parts of the body. The key points for good technique, described for a right-
handed person, are detailed below:

■ Hyperextend the middle finger of 
your left hand, known as the plexim-
eter finger. Press its distal interpha-
langeal joint firmly on the lung 
surface to be percussed (Fig. 8-16). 
Avoid surface contact by any other part 
of the hand because this dampens out 
vibrations. Note that the thumb and 
second, fourth, and fifth fingers are 
not touching the chest wall.

Fremitus is decreased or absent when 

the voice is higher pitched or soft or 

when the transmission of vibrations 

from the larynx to the surface of the 

chest is impeded by a thick chest wall, 

an obstructed bronchus, COPD, or 

pleural effusion, fibrosis, air (pneumo-
thorax), or an infiltrating tumor.

1

2

3

1

2

3

44

F I G U R E  8 - 1 5 .  Locations for 

palpating fremitus.

Asymmetric decreased fremitus raises 

the likelihood of unilateral pleural 
effusion, pneumothorax, or neoplasm, 

which decreases transmission of low-

frequency sounds; asymmetric 

increased fremitus occurs in unilateral 

pneumonia which increases transmis-

sion through consolidated tissue.44

F I G U R E  8 - 1 6 .  Press the pleximeter 

finger firmly on the chest wall.

EXAMPLES OF ABNORMALITIES
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The medial wall of each nasal cavity is formed by 
the nasal septum, which, like the external nose, is 
supported by both bone and cartilage (Fig. 7-48). 
It is covered by a mucous membrane well supplied 
with blood. The vestibule, unlike the rest of the 
nasal cavity, is lined with hair-bearing skin, not 
mucosa.

Laterally, the anatomy is more complex (Fig. 7-49). 
Curving bony structures, the turbinates, covered by a 
highly vascular mucous membrane, protrude into the 
nasal cavity. Below each turbinate is a groove, or 
meatus, each named according to the turbinate above 
it. The nasolacrimal duct drains into the inferior 
meatus; most of the paranasal sinuses drain into the 
middle meatus. Their openings are not usually visible.

The additional surface area provided by the turbinates 
and their overlying mucosa aids the nasal cavities in 
their principal functions: cleansing, humidification, 
and temperature control of inspired air.

The paranasal sinuses are air-filled cavities within the bones of the skull. Like the 
nasal cavities into which they drain, they are lined with mucous membrane. 
Their locations are diagrammed in Figure 7-50. Only the frontal and maxillary 
sinuses are readily accessible to clinical examination (Fig. 7-51).

Cranial cavity

Sphenoid sinus

Bony portion
of nasal septum

Soft palate
Hard palate

Cartilaginous portion
of nasal septum

Frontal sinus

F I G U R E  7 - 4 8 . Medial wall—left nasal cavity (mucosa removed).

Cranial cavity

Opening to
eustachian
tube

Hard palate

Vestibule

Inferior turbinate

Middle turbinate

Superior turbinate

Frontal sinus

Nasopharynx

Soft
palate

F I G U R E  7 - 4 9 . Lateral wall—nasal cavity.

Frontal
sinus

Orbit

Middle
turbinate
Maxillary
sinus

Inferior
turbinate

Inferior
meatus

Middle
meatus

Ethmoid
sinus

F I G U R E  7 - 5 0 . Cross-section of nasal cavity—anterior view.

Frontal
sinus

Maxillary
sinus

F I G U R E  7 - 5 1 . Frontal and maxillary sinuses.
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chapters to deepen your knowledge of 

important clinical conditions. The habit 
of searching the clinical literature will 

serve you and your patients well 
throughout your career.
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RECORDING YOUR FINDINGS

Recording Your Findings
Note that initially you may use sentences to describe your findings; later you 
will use phrases. The style below contains phrases appropriate for most write-
ups. Note the five components of the examination and write-up of the nervous 
system.

Recording the Examination—The Nervous System

“Mental Status: Alert, relaxed, and cooperative. Thought process coherent. Ori-
ented to person, place, and time. Detailed cognitive testing deferred. Cranial 
Nerves: I—not tested; II through XII intact. Motor: Good muscle bulk and 
tone. Strength 5/5 throughout. Cerebellar—Rapid alternating movements 

(RAMs), finger-to-nose (F→N), heel-to-shin (H→S) intact. Gait with normal 

base. Romberg—maintains balance with eyes closed. No pronator drift. 

 Sensory: Pinprick, light touch, position, and vibration intact. Reflexes: 2 and 
symmetric with plantar reflexes downgoing.”

OR
“Mental Status: The patient is alert and tries to answer questions but has difficulty 

finding words. Cranial Nerves: I—not tested; II—visual acuity intact; visual fields 

full; III, IV, VI—extraocular movements intact; V motor—temporal and masseter 

strength intact, corneal reflexes present; VII motor—prominent right facial 

droop and flattening of right nasolabial fold, left facial movements intact, sen-

sory—taste not tested; VIII—hearing intact bilaterally to whispered voice; IX, 

X—gag intact; XI—strength of sternocleidomastoid and trapezius muscles 5/5; 

XII—tongue midline. Motor: strength in right biceps, triceps, iliopsoas, gluteals, 
quadriceps, hamstring, and ankle flexor and extensor muscles 3/5 with good 

bulk but increased tone and spasticity; strength in comparable muscle groups 

on the left 5/5 with good bulk and tone. Gait—unable to test. Cerebellar—

unable to test on right due to right arm and leg weakness; RAMs, F→N, H→S 

intact on left. Romberg—unable to test due to right leg weakness. Right prona-

tor drift present. Sensory: decreased sensation to pinprick over right face, arm, 
and leg; intact on the left. Stereognosis and two-point discrimination not 

tested. Reflexes (can record in two ways):

RT ++++ ++++ ++++ ++++ ++++
LT ++ ++ ++ ++ + 

OR

PlantarBiceps Triceps Brach Knee Ankle 4+
4+

4+

4+

4+

2+
2+
2+

These findings are suspicious for left 

hemispheric cerebral infarction in the 

distribution of the left middle cerebral 

artery, with right-sided hemiparesis. 

EXAMPLES OF ABNORMALITIES Recording Your Findings

Constructing a well-organized clinical record 
must clearly display important clinical infor-
mation and your clinical reasoning and plan. 
You will gain this skill and learn the descrip-
tive vocabulary of physical findings in the 
Recording Your Findings section of each of the 
regional examination and special populations’ 
chapters.
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The techniques of physical examination and history taking that you are about to 
learn embody the time-honored skills of healing and patient care. Gathering a 
sensitive and nuanced history and performing a thorough and accurate examina-
tion deepen your relationships with patients, focus your assessment, and set the 
guideposts that direct your clinical decision making (Fig. 1-1). The quality of 
your history and physical examination lays the foundation for patient assess-
ment, your recommendations for care, and your choices for further evaluation 
and testing. As you become an accomplished clinician, you will continually pol-
ish these important relational and clinical skills.

With practice, you will meet the challenge of integrating the essential ele-
ments of clinical care: empathic listening; the ability to interview patients of 
all ages, moods, and backgrounds; the techniques for examining the different 
body systems; levels of illness; and, finally, the process of clinical reasoning 
leading to your diagnosis and plan. Your experience with history taking and 
physical examination will grow, and will trigger the steps of clinical reasoning 
from the first moments of the patient encounter: identifying symptoms and 
abnormal findings; linking findings to underlying pathophysiology or psy-
chopathology; and establishing and testing a set of explanatory hypotheses. 
Working through these steps will reveal the multifaceted profile of the patient 
before you. Paradoxically, the skills that allow you to assess all patients also 
shape the clinical portrait of the unique human being entrusted to your care. 
The physical examination is more than a means of gathering data and generat-
ing hypotheses for causality and testing. It is vital to the “formation of the 
[clinician]–patient bond, the beginning of a therapeutic partnership and the 
healing process (Fig. 1-2).”1

This chapter, revised in this edition, provides a guide to clinical proficiency 
in four critical areas: the Health History; the Physical Examination; Clinical 

C H A P T E R

1
Foundations for  
Clinical Profciency

The Bates’ suite offers these additional resources to enhance learning and facilitate  
understanding of this chapter:
■ Bates’ Pocket Guide to Physical Examination and History Taking, 8th edition
■ Bates’ Visual Guide to Physical Examination (All Volumes)
■ thePoint online resources, for students and instructors: http://thepoint.lww.com

F I G U R E  1 - 1 .  The importance of 

establishing rapport.

F I G U R E  1 - 2 .  The skilled physical 

examination.

http://thepoint.lww.com
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Reasoning, Assessment, and Plan; and The Quality Clinical Record. It describes 
the components of the health history and how to organize the patient’s story; 
and it gives an overview of the physical examination with a sequence for 
ensuring patient comfort that briefly describes techniques of examination for 
each component of the physical examination, from the General Survey 
through the Nervous System. In this edition, the chapter also includes Clini-
cal Reasoning, Assessment, and Plan, and The Quality Clinical Record. The new 
Chapter 2, Evaluating Clinical Evidence, provides the analytic tools for eval-
uating tests, guidelines, and the clinical literature that will ensure best prac-
tices and lifelong clinical learning. Chapter 3, Interviewing and the Health 
History, completes the foundational chapters that prepare you for performing 
the physical examination. You will learn the techniques of physical examina-
tion in Chapters 4 through 17. Each chapter is evidence based and includes 
citations from the clinical literature for easy reference so that you can con-
tinue to expand your knowledge. Beginning with Chapter 4, sections on 
Health Promotion and Counseling: Evidence and Recommendations review cur-
rent clinical guidelines for preventive care.

The Bates’ Guide to Physical Examination and History Taking follows the 
sequence described below:

■ Chapter 2, Evaluating Clinical Evidence, discusses the history and physical 
examination as diagnostic tools, evaluation of the validity and reproducibil-
ity of diagnostic tests, health promotion, critical appraisal of the clinical 
research, and grading criteria for clinical guidelines.

■ Chapter 3, Interviewing and the Health History, expands on the essential, 
varied, and often complex skills of building patient rapport and eliciting 
the patient’s story. It addresses basic and advanced interviewing techniques 
and the approach to challenging patients as well as cultural competence 
and professionalism.

■ Chapters 4 to 17 are regional examination chapters, which detail the pertinent 
anatomy and physiology, health history, evidence-based guidelines for health 
promotion and counseling, techniques of examination, and the written re-
cord, followed by tables comparing common symptoms and physical find-
ings and citations from the literature.

■ Chapters 18 to 20 extend and adapt the elements of the adult history and 
physical examination to special populations: newborns, infants, children, 
and adolescents; pregnant women; and older adults.

As you acquire the skills of physical examination and history taking, you will 
move to active patient assessment, gradually at first, but then with growing con-
fidence and expertise, and ultimately clinical competence. From mastery of these 
skills and the mutual trust and respect of caring patient relationships emerge the 
timeless rewards of the clinical professions.
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PATIENT ASSESSMENT: COMPREHENSIVE OR FOCUSED

Determining the Scope of Your Assessment

At the outset of each patient encounter, you will face the common questions, 
“How much should I do?” and “Should my assessment be comprehensive or 
focused?” For patients you are seeing for the first time in the office or hospital, 
you will usually choose to conduct a comprehensive assessment, which includes 
all the elements of the health history and the complete physical examination. In 
many situations, a more flexible focused or problem-oriented assessment is appro-
priate, particularly for patients you know well returning for routine care, or those 
with specific “urgent care” concerns like sore throat or knee pain. You will adjust 
the scope of your history and physical examination to the situation at hand, 
keeping several factors in mind: the magnitude and severity of the patient’s prob-
lems; the need for thoroughness; the clinical setting—inpatient or outpatient, 
primary or subspecialty care; and the time available. Skill in all the components 
of a comprehensive assessment allows you to select the elements that are most 
pertinent to the patient’s concerns, yet meet clinical standards for best practice 
and diagnostic accuracy.

As you can see, the comprehensive examination does more than assess body sys-
tems. It is a source of fundamental and personalized knowledge about the patient 
that strengthens the clinician–patient relationship. Most people seeking care have 
specific worries or symptoms. The comprehensive examination provides a more 
complete basis for assessing these concerns and answering patient questions.

The History and Physical Examination: 
Comprehensive or Focused?

Comprehensive Assessment Focused Assessment

Is appropriate for new patients in the 

office or hospital

Provides fundamental and personal-

ized knowledge about the patient

Strengthens the clinician–patient  

relationship

Helps identify or rule out physical 

causes related to patient concerns

Provides a baseline for future assess-

ments

Creates a platform for health promotion 

through education and counseling

Develops proficiency in the essential 

skills of physical examination

Is appropriate for established patients, 

especially during routine or urgent 

care visits

Addresses focused concerns or symp-

toms

Assesses symptoms restricted to a  

specific body system

Applies examination methods rele-

vant to assessing the concern or 

problem as thoroughly and care-

fully as possible

Patient Assessment: 
Comprehensive or Focused
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For the focused examination, you will select the methods relevant to thorough 
assessment of the targeted problem. The patient’s symptoms, age, and health 
history help determine the scope of the focused examination, as does your 
knowledge of disease patterns. Of all the patients with sore throat, for example, 
you will need to decide who may have infectious mononucleosis and warrants 
careful palpation of the liver and spleen and who, by contrast, has a common 
cold amenable to a more focused examination of the head, neck, and lungs. The 
clinical reasoning that underlies and guides such decisions is discussed later in 
this chapter.

What about the routine clinical check-up, or periodic health examination? Numerous 
studies have scrutinized the usefulness of the annual well-patient visit for screen-
ing and prevention of illness, in contrast to evaluation of symptoms, without 
coming to a clear consensus.2–10 A growing body of evidence documents the 
utility of many components of the physical examination, its vital role in decision 
making, and its potential for savings through decreased testing.11–15 Validated 
examination techniques include blood pressure measurement, assessment of 
central venous pressure from the jugular venous pulse, listening to the heart for 
evidence of valvular disease, detection of hepatic and splenic enlargement, and 
the pelvic examination with Papanicolaou (Pap) smears. Various consensus pan-
els and expert advisory groups have further expanded recommendations for 
examination and screening, which will be addressed in the regional examination 
chapters.

What about the newer evidence about the physical examination itself and its 
relationship to advanced diagnostic testing? Recent studies view the physical 
examination findings themselves as diagnostic tests and have begun to validate 
their value by identifying their test characteristics using Bayes’ theorem and 
the evidence-based tools described in Chapter 2, Evaluating Clinical  
Evidence.16,17 Over time, “the rational clinical examination” is expected to 
improve diagnostic decision making, especially as national competencies and 
best teaching practices for physical examination skills become better under-
stood.11,18 Meanwhile, the physical examination yields “the intangible benefits 
of more time spent … communicating with patients,”18 a unique therapeutic 
relationship, more accurate diagnoses, and more selective assessments and 
plans of care.1,11

Subjective Versus Objective Data

As you acquire the techniques of history taking and physical examination, 
remember the important differences between subjective information and objective 
information, summarized in the table below. Symptoms are subjective concerns, 
or what the patient tells you. Signs are considered one type of objective informa-
tion, or what you observe. Knowing these differences helps you group together 
the different types of patient information. These distinctions are equally impor-
tant for organizing written and oral presentations about patients into a logical 
and understandable format.
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See Chapter 18, Assessing Children: 

Infancy Through Adolescence, for the 

comprehensive history and examina-

tion of infants, children, and adoles-

cents, pp. 799–925.

Components of the Comprehensive  
Health History

● Identifying data and source of the history; reliability
● Chief complaint(s)
● Present illness
● Past history
● Family history
● Personal and social history
● Review of systems

As you will learn in Chapter 3, Interviewing and the Health History, when you 
talk with patients, the health history rarely emerges in this order. The interview 
is more fluid; you will closely follow the patient’s cues to elicit the patient’s nar-
rative of illness, provide empathy, and strengthen rapport. You will quickly learn 
where to fit different aspects of the patient’s story into the more formal format of 
the oral presentation and written record. You will transform the patient’s lan-
guage and story into the components of the health history familiar to all mem-
bers of the health care team. This restructuring organizes your clinical reasoning 
and provides a template for your expanding clinical expertise.

As you begin your clinical journey, review the components of the adult health 
history, then study the more detailed explanations that follow.

Differences Between Subjective and  
Objective Data

Subjective Data Objective Data

What the patient tells you What you detect during the examination, 

laboratory information, and test data

The symptoms and history, from 
Chief Complaint through  

Review of Systems

All physical examination findings, or signs

Example: Mrs. G. is a 54-year-old 

hairdresser who reports pressure 

over her left chest “like an ele-

phant sitting there,” which goes 

into her left neck and arm.

Example: Mrs. G. is an older, overweight 

white female, who is pleasant and coop-

erative. Height 5′4″, weight 150 lbs, BMI 

26, BP 160/80, HR 96 and regular, respi-

ratory rate 24, temperature 97.5 °F

The Comprehensive Adult  
Health History
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THE COMPREHENSIVE ADULT HEALTH HISTORY 

Overview: Components of the Adult  
Health History

Identifying Data Identifying data—such as age, gender, occupation,  

marital status

Source of the history—usually the patient, but can be  

a family member or friend, letter of referral, or the 

clinical record

If appropriate, establish the source of referral, because a 
written report may be needed

Reliability Varies according to the patient’s memory, trust, and 

mood

Chief 
Complaint(s)

The one or more symptoms or concerns causing the 

patient to seek care

Present Illness Amplifies the Chief Complaint; describes how each 
symptom developed

Includes patient’s thoughts and feelings about the illness

Pulls in relevant portions of the Review of Systems, called 
“pertinent positives and negatives” (see p. 11)

May include medications, allergies, and tobacco use and 
alcohol, which are frequently pertinent to the present 
illness

Past History Lists childhood illnesses

Lists adult illnesses with dates for events in at least four 

categories: medical, surgical, obstetric/gynecologic, 

and psychiatric

Includes health maintenance practices such as immuni-

zations, screening tests, lifestyle issues, and home 

safety

Family History Outlines or diagrams age and health, or age and cause of 

death, of siblings, parents, and grandparents

Documents presence or absence of specific illnesses in 

family, such as hypertension, diabetes, or type of  

cancer

Personal and 
Social History

Describes educational level, family of origin, current 

household, personal interests, and lifestyle

Review of 
Systems

Documents presence or absence of common symptoms 

related to each of the major body systems

The Comprehensive Adult Health  
History—Further Description

Initial Information

Date and Time of History. The date is always important. Be sure to docu-
ment the time you evaluate the patient, especially in urgent, emergent, or hospital 
settings.
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Identifying Data. These include age, gender, marital status, and occupa-
tion. The source of history or referral can be the patient, a family member or 
friend, an officer, a consultant, or the clinical record. Identifying the source of 
referral helps you assess the quality of the referral information, questions you may 
need to address in your assessment and written response.

Reliability. Document this information, if relevant. This judgment 
reflects the quality of the information provided by the patient and is usually 
made at the end of the interview. For example, “The patient is vague when 
describing symptoms, and the details are confusing,” or, “The patient is a reli-
able historian.”

Chief Complaint(s). Make every attempt to quote the patient’s own words. 
For example, “My stomach hurts and I feel awful.” If patients have no specific 
complaints, report their reason for the visit, such as “I have come for my regular 
check-up” or “I’ve been admitted for a thorough evaluation of my heart.”

Present Illness. This Present Illness is a complete, clear, and chronologic 
description of the problems prompting the patient’s visit, including the onset of 
the problem, the setting in which it developed, its manifestations, and any treat-
ments to date.

■ Each principal symptom should be well characterized, and should include 
the seven attributes of a symptom: (1) location; (2) quality; (3) quantity or 
severity; (4) timing, including onset, duration, and frequency; (5) the setting 
in which it occurs; (6) factors that have aggravated or relieved the symptom; 
and (7) associated manifestations. It is also important to query the “perti-
nent positives” and “pertinent negatives” drawn from sections of the Review 
of Systems that are relevant to the Chief Complaint(s). The presence or 
absence of these additional symptoms helps you generate the differential 
diagnosis, which includes the most likely and, at times, the most serious 
diagnoses, even if less likely, which could explain the patient’s condition.

■ Other information is frequently relevant, such as risk factors for coronary 
artery disease in patients with chest pain, or current medications in patients 
with syncope.

■ The Present Illness should reveal the patient’s responses to his or her symp-
toms and what effect the illness has had on the patient’s life. Always remem-
ber, the data flow spontaneously from the patient, but the task of oral and written 
organization is yours.

■ Patients often have more than one symptom or concern. Each symptom mer-
its its own paragraph and a full description.

■ Medications should be noted, including name, dose, route, and frequency 
of use. Also, list home remedies, nonprescription drugs, vitamins, mineral 
or herbal supplements, oral contraceptives, and medicines borrowed from 
family members or friends. Ask patients to bring in all their medications so 
that you can see exactly what they take.

See discussion of the seven attributes 

of a symptom in Chapter 3, Interview-

ing and the Health History,  

pp. 65–108.




