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The anamnesis, or clinical interview, is the first and most
important diagnostic tool during a medical consultation, and is
therefore fundamental for an accurate diagnosis. However, in
clinical practice, time constraints often shorten consultations. The
consequences can be significant: important clinical information
may be overlooked, diagnostic errors may occur, and subsequently,
avoidable therapeutic errors may result. Furthermore, there are
nuances that differentiate the anamnesis in general medicine from
that of other specialties, and these are not always mentioned in
textbooks.

The interview is a technique, channel, and space for communication,
where the doctor-patient relationship is established and developed.
The interview integrates communication and clinical reasoning; it
connects the biomedical and psychosocial aspects of clinical care.
The doctor-patient relationship is fundamental for both diagnosis
and treatment [1-3]. In 75-80% of patients, the interview provides
the diagnosis (in the remaining cases, examination and additional
tests are needed, but even here the diagnosis is more complete
when a good clinical interview has been conducted) [4-8].

The sociocultural history accompanies the biomedical history. To
understand the illness and the person with the illness, we need to
listen to both voices: the real reasons for the visit, and also the
beliefs about the illness (both are equally important regarding the
effects of the illness on the patient’s life) [9].

A good interview fosters a good doctor-patient relationship. The
importance of the doctor-patient relationship is evidenced by its
proven influence on healthcare outcomes. A “good” doctor-patient
relationship is a process where an “alliance” is created: a process
in which the doctor adapts to the patient’s pace; that is, detecting
“what dance the patient is dancing” [10-12].

e The clinical interview typical of general medicine has the
following general characteristics: 1. Unstructured and free
at the beginning

e Strategic

*  Based on strengths from our style and the patient’s

»  Taking advantage of opportunities

»  Contextualized

*  Focusing on the “energetic”’—significant—elements/topics

*  Entering through emotions

*  Pragmatic

»  Spiraling

*  From a life-oriented perspective

*  Understanding that our patients are as sick as they are healthy,
and that I could be them

*  Achieving a situation of interconnection

*  Understanding the other is understanding ourselves, and
perhaps changing both the other and ourselves

*  Empowering interview

*  Realistic.

The quality of the clinical doctor-patient interview can be improved
by systematically incorporating some simple tactics that require
little additional time and, at the same time, enhance diagnostic
accuracy.

Tactic 1: Listen Actively and Let Patients Finish Speaking
Doctors often interrupt patients at the beginning of a consultation.
Studies show that this occurs, on average, after about 11 seconds.
However, most patients need at least than 30 seconds to explain their
concerns if allowed to speak without interruption. When patients
are interrupted too soon, important symptoms, details about the
biopsychosocial context, and the sequence of events may not be
fully mentioned, making diagnosis more difficult. List and clarify:
adopt an active listening attitude and try to remain impartial while
they speak. Then repeat what you have heard to ensure you have
understood the message. Constantly ask yourself, “What is this
person trying to say with their words, facial expression, posture,
the topic they have chosen to discuss, what they are not saying...?”
Listening involves hearing, understanding, and empathizing. This
strengthens the doctor-patient relationship, and can improve patient
satisfaction and the course of treatment [13-14].

Tactic 2: Use Structured Questions

After the initial open conversation about symptoms, the structure
of the rest of the dialogue becomes crucial. Structured questions
tailored to specific symptoms can help clinicians gather systematic
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information. Instead of letting the patient speak freely (open
interview), the clinician takes control with a specific script to
determine the severity, duration, and exact characteristics of a
symptom. Under time pressure, a systematic approach can help
prevent overlooking important details or arriving at a provisional
diagnosis [15, 16].

Tactic 3: Ask About or be Alert for Warning Signs

Selective detection of warning signs is another essential part of the
medical history taking. These warning signs can indicate serious
underlying conditions and should always be evaluated, as patients
do not always mention them spontaneously. Common biomedical
warning signs include unintentional weight loss, night sweats,
unexplained pain, neurological deficits, and persistent fever.
Biopsychosocial warning signs (key points useful as indicators of
potential problems within the patient’s context) include: frequent
visits for minor problems; frequent visits with the same symptom
or multiple visits; visits for symptoms that have been present for
a long time previously; visits for a chronic illness that does not
appear to have changed; incongruity between the patient’s distress
and the comparatively minor nature of the symptoms; failure to
recover within the expected timeframe after an illness, accident,
or surgical intervention; frequent visits by parents with a child
with minor problems (the child representing the parents’ illness);
an adult patient with an accompanying family member; difficulty
in making sense of the reason for the visit; consultation of an
adult with companion(s); patients with multiple adverse drug
reactions (present a higher prevalence of emotional disturbances);
appearance of additional demands (“By the way”) [17-21].
Tactic 4. Draw or Update The Genogram

The genogram is an instrument or tool of the biopsychosocial
model that provides information about the patient, their family,
and their context, which implies diagnostic, therapeutic, and
prognostic value for the consultation. Creating the genogram
fosters a therapeutic bond with the family, leading to a qualitative
shift in the relationship. The genogram generates hypotheses—
in a circular fashion—about the patient’s risk of developing
illnesses or experiencing family-related stressors, such as
diabetes, hypertension, coronary heart disease, substance abuse,
and depression. It allows for the development of a provisional
explanation of how the family system is organized around a
problem. The genogram reveals family life events, transitions, and
turning points, representing opportunities for timely prevention
and treatment. “Complex” genograms present families with
psychosocial problems that may manifest as biomedical issues.
The genogram can be used as a screening tool for all patients,
at first glance, regardless of the reason for the consultation, to
identify biological or psychosocial problems that could manifest
later [22-24].

Tactic 5: Maintain Patient Attention Despite Technology
Digitalization has significantly transformed the history-taking
process. Electronic health records, writing during consultations,
and constant attention to computer screens can interfere with the
doctor-patient interaction. Several studies suggest that multitasking
and frequent interruptions can reduce the quality of care. More
importantly, eye contact and nonverbal communication can
negatively affect conversations with the patient. A practical tactic is
to limit note-taking during the consultation and complete detailed
documentation later. Standardized templates, voice recognition
systems, and Al tools can also help reduce the documentation
workload and improve workflow efficiency [14].

Tactic 6: Conclude with a Summary
At the end of the medical history, physicians should briefly

summarize the key points discussed. This gives patients the
opportunity to clarify, correct, or add information. It improves the
accuracy of the information gathered, reduces misunderstandings,
and helps patients feel heard and understood. Furthermore, it
provides a solid foundation for future diagnostic and treatment
decisions [14].

Tactic 7: The Physician-Patient Interview is Compiled and
Recorded in the Medical Record

Some characteristics in general practice are: 1) the consultation
should be prepared before the patient’s arrival, memorizing their
background, in order to dedicate full attention to them and mentally
integrate their communication with their previous medical history;
2) it may seem that only one person—the patient—comes to the
consultation, but this is only superficial: their family or companions
and other relevant parties also come in “virtually”; thus, the
individual medical history should always be contextualized; 3)
the “main problems” or health problems that concentrate the
greatest importance, power or significance must be recognized
and recorded; 4) it must be remembered that the medical history
is built and rebuilt like a sculptor sculpts a sculpture (continuity of
care); and 5) at the end of the consultation, certain safety elements
must be noted, such as: what will I do if the patient returns for
the same problem? [25-26].

In short, effective communication is an essential component
of high-quality healthcare. Even in busy clinical settings with
limited time, consciously striving to improve history taking can
help clinicians make more accurate diagnostic decisions, thereby
benefiting patients. In the doctor-patient interview, the doctor-
patient relationship is produced and developed, and both are
essential for both diagnosis and treatment. In 80% of patients,
the interview gives the diagnosis. A good interview promotes a
good doctor-patient relationship that has a proven influence on
health care outcomes. The quality of the doctor-patient clinical
interview can be improved by systematically incorporating some
simple tactics that require little additional time while enhancing
diagnostic accuracy: Tactic 1: Listen actively and let patients
finish speaking; Tactic 2: Use structured questions; Tactic 3: Ask
or watch for red flags; Tactic 4. Draw or update the genogram;
Tactic 5: Maintain patient attention despite technology; Tactic 6:
End with a summary; and Tactic 7: The doctor-patient interview
is collected and recorded in the medical record.
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