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Abstract

ORDINARY HUMAN REASONING MAY LEAD PATIENTS to provide an unreliable history of
past experiences because of errors in comprehension, recall, evaluation and ex-
pression. Comprehension of a question may change depending on the definition of
periods of time and prior questions. Recall fails through the loss of relevant infor-
mation, the fabrication of misinformation and distracting cues. Evaluations may be
mistaken because of the “halo effect” and a reluctance to change personal beliefs.
Expression is influenced by social culture and the environment. These errors can
also occur when patients report a history of present illness, but they tend to be
more prominent with experiences that are more remote. An awareness of these
specific human fallibilities might help clinicians avoid some errors when eliciting a
patient’s past medical history.

Eliciting a patient’s past medical history is an essential clinical skill. Doing so is
sometimes the only way to determine whether a patient’s health is getting
worse, what will go wrong next and what has failed in the past. Neglecting

the past medical history can cause a physician inadvertently to discontinue important
medications, prescribe an incorrect dose of chronic medications, duplicate a low-
yield diagnostic test, neglect an earlier directive or disrupt plans made by previous
clinicians.1 Problems may become further compounded given that some of the hard-
est patients to treat are also those with the most complex past medical histories.

Consider a middle-aged woman whom you are treating for a corneal abrasion and
who also has a history of chronic fatigue. The fatigue began 1 or 2 years ago and is
not worse after exercise. The patient remembers eating some unusual food just be-
fore the fatigue started, but she cannot recall anything else even after a detailed re-
view. She has seen other doctors about this problem, but says that they did not take
her seriously. She is convinced that something is wrong. She does not seem to be
hiding any details, and the privacy of your office has assured her confidentiality.

In this article we discuss 8 traps hidden in this past history that could cause a
physician to miss the diagnosis. The previous article in this series reviewed observa-
tions from psychology relevant to the fallibility of patients’ reporting of current
symptoms.2 The mistakes stem from 4 tasks that are implicitly imposed on patients
when they are asked to describe how they feel: comprehension, recall, evaluation
and expression. This framework also applies to how patients report their past med-
ical history. Within this framework, we list further problems that are more impor-
tant when the experiences are more remote (Table 1).

Comprehension

Telescoping effects

One distinctive element in providing a history of past illness relates to the intel-
lectual gymnastics involved in conceptualizing long-term personal information. For
example, most patients can tell whether they are currently in pain. Ask the same pa-
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tient whether he or she was in pain a year ago, however,
and an accurate reply is not as easy (especially if the patient
is sick right now). Such difficulties in conceptualizing the
past can explain, for example, why patients often have trou-
ble determining whether their knee pain has progressed to
the point where surgery is warranted.3,4 In general, people
are better at remembering events and actions rather than
thoughts and intensities.

A particular source of confusion in the past medical his-
tory relates to specifying the relevant time interval for the
patient. The concept of “the present” is unambiguous,
whereas the concept of “the past” can have a murky bound-
ary. Although one might imagine that errors would be
symmetrically distributed around the truth, the dominant
error is to assign a date to an event that is more recent than
the actual occurrence. This bias, called the “telescoping ef-
fect,” has the net effect of overestimating the frequency of
repeated events and exaggerating the acuteness of unique
events. For example, a patient may count a tetanus vaccina-
tion from 14 years ago as being within the past decade and
may thereby decline a booster dose.

Telescoping effects imply that items that are outside the
boundary are inappropriately included in the reference
time interval. For example, residents of Seattle were inter-
viewed 6 months after the eruption of the Mount Saint He-
lens volcano.5 Those asked “In the last 6 months, did any-
one try to rob you?” were more likely to report an event
than those asked “Since the eruption of Mt. St. Helens, has
anyone tried to rob you?” (9.2% v. 1.5%, p < 0.05). Later

verification found that almost all the events mentioned by
the first group had occurred prior to the designated 6-
month interval. This study shows the telescoping effect,
namely, a 6-fold overreporting, and also shows that one
way to reduce the bias is to avoid calendar dates and use
salient landmarks to aid perspective. In medicine, salient
landmarks could include major holidays, life events and
other milestones meaningful to the patient.

Sequencing effects

Misunderstandings concerning a past medical history
may also occur because a lot of questions are asked in an
extremely arbitrary order, and the sequence of 2 questions
can change a person’s responses. In one study, for example,
college students were asked how happy they felt and how
often they were dating.6 Half were asked about their happi-
ness before the dating question: the responses showed no
correlation (r = -0.12, p = 0.33). In contrast, the other half
were asked about their happiness after the dating question:
their responses showed a high correlation (r = 0.66, p <
0.001). One might draw different conclusions about the
link between dating and happiness from these 2 statistics.
Similarly, patients’ descriptions of their exercise capacity
and their fatigue might change depending on which ques-
tion was asked first.

Several factors can cause a person’s interpretation of one
question to change depending on prior questions. For ex-
ample, personal experiences are not always immediately re-
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Table 1: Avoiding errors when obtaining a past medical history

Task Error Example Solution Example

Comprehension Telescoping
effects

Doctor: "Have you been
fatigued for longer than a
year?" Patient: "No."

Use landmarks
salient to the
patient

Doctor: "Were you fatigued on your
birthday?" Patient: "Well, yes."

Sequencing
effects

Doctor: "Is your fatigue
related to your ability to
exercise?" Patient: "No."

Repeat selected
questions

Doctor: "Does fatigue alter your ability to
exercise?" Patient: "No." Doctor: "Does
your ability to exercise alter the fatigue?"

Recall False
memories

Doctor: "Can you think of
anything that caused your
illness?" Patient: "I remember
some food."

Obtain outside
corroboration

Doctor: "Is there anyone else I can speak
to?" Patient: "Well, my spouse might know
something."

Inhibition of
memory

Doctor: "When you are dizzy,
do you feel as if you are
spinning?" Patient: "No."

Resist giving cues Doctor: "Use more words to describe your
type of 'dizziness.'" Patient: "It's like I'm
going to faint."

Evaluation Halo
effects

Doctor: "What did you think
of your care?" Patient: "Every
thing was terrible."

Ask about specific
issues

Doctor: "What was your first impression of
your care?" Patient: "Well, at first I was
impressed by …."

Persistence of
beliefs

Doctor: "What do you think
caused your illness?" Patient:
"Food poisoning."

Realize that beliefs
change slowly

Doctor: "What do you think caused your
illness?" Patient: "Food poisoning." Doctor:
"How could we prove that?"

Expression Self-presentation Doctor: "Do you smoke?"
Patient: "No."

Offer pre-emptive
compassion

Doctor: "Many of my patients smoke. Does
this include you?" Patient: "Yes."

Context
dependency

Doctor: "Any questions for
me?" Patient: "No, but I'm
sure to have lots at home."

Consider the
patient’s usual
setting

Doctor: "If any questions arise, write them
down so that we can discuss them at the
next visit." Patient: "OK."



membered, so that a preceding question might stimulate
selective memories that colour subsequent responses.
Whatever the explanation, medical histories are vulnerable
to similar problems because the physician usually asks
many questions and needs to exercise judgement about
their sequence. Another physician might obtain different
answers simply by phrasing questions slightly differently or
by following an alternative line of inquiry. One way to
double-check for such interactions is to deliberately ask the
same question a few times in different ways at different
points in the history.

Textbooks emphasize that questions should be se-
quenced in a sensible manner. For example, asking about
alcohol is difficult at the start or finish of the history. At the
start, it creates an image of a physician anxious to find
blame. At the finish, it leaves the patient with a disturbing
last impression. Asking about alcohol in a few different
ways in the middle of an interview is a way to obtain a reli-
able response. Yet doing so requires tact because the physi-
cian’s approach can be misconstrued as inattentive or
overly suspicious. A failure to check for inconsistencies,
however, may be the more common mistake.7

Recall

False memories

Patients’ long-term memories often fail through both
the loss of relevant information and the fabrication of mis-
information. In one study, investigators asked participants
to remember events from their childhood.8 A small book of
4 stories had been created for each person: 3 about actual
events in the person’s life and one about a fictitious event.
After each story, the participant was instructed to write
what they recalled about the event or to write “I do not re-
member this.” Surprisingly, many participants remembered
the false event, albeit at a lower rate than the real events
(29% v. 68% respectively).

Apparently, the landscape of memory is clouded by both
fog and mirages. That is, people can be coaxed into re-
membering events that never happened. Studies suggest
that the mirages may intensify with time, can induce people
to accept guilt for a crime that they did not commit and
may be difficult even for experts to separate from factual
accounts.9 In the courtroom, false memories are distin-
guished from true memories by seeking corroborating in-
formation. Yet in medicine, the subjective nature of
symptoms makes this standard awkward to apply.10,11 Cor-
roboration can be essential, for example, to verify whether
a frail elderly individual living in the community has been
eating properly at home.

Some experiences seem impossible to forget. In particu-
lar, events are well remembered if they induce strong emo-
tions when they happen, retain their original significance,
stay relatively unusual and mark transitional points in life.12

Studies of the reliability of eyewitnesses, however, suggest

that memories of emotional events are also prone to distor-
tion because emotional events are discussed with friends,
and embellishments to improve the story become incorpo-
rated into the memory of the event.13 This difficulty may
explain some cases in which patients make false allega-
tions.14–16 In medicine, one clue to such embellishments
might be if a history seems overly perfect.

Inhibition of memory

Clinicians sometimes provide cues to help patients over-
come mild forms of forgetfulness, yet such good intentions
can have unintended consequences. Consider a group of
students who were asked to memorize a list of 30 words.17

Afterwards, half were given 29 of the words and were asked
only to recall the remaining target word. The other half
were asked to recall the full list, a much larger task, but were
evaluated only on their ability to recall the same target
word. Overall, fewer individuals in the prompted than in the
unprompted group recalled the target word (20% v. 55%,
p = 0.02). Evidently, neutral cues (such as lengthy
checklists18) might sometimes inhibit people’s ability to
remember.

The inhibition of memory by neutral cues appears to vi-
olate common sense and everyday experiences. The easiest
explanation is that weaker memories are suppressed by
stronger memories.19 In the clinical setting, physicians who
wish to facilitate patients’ recall must be patient and avoid
offering cues for as long as possible. This type of advice of-
ten appears in standard medical textbooks as a recommen-
dation against directive cues. The implication from re-
search in psychology, however, is that even neutral cues can
interfere with a patient’s memory. A silent pause may
sometimes help the patient more than any clever words.

Any cue has the potential to cause distortion. Indeed, in-
advertent changes in body language or eye contact might
also indirectly change a patient’s focus. This is one reason,
for example, why clinical trials strive for double-blinding in
both patients and clinicians. Being a good interviewer re-
quires self-control. Yet even perfect self-control is insuffi-
cient when the physician follows others who have recently
seen the patient and have offered cues. The situation is per-
haps at its worst in a teaching hospital when a staff physi-
cian arrives, following other clinicians, and finds the history
to be miraculously simple.

Evaluation

Halo effects

Other errors occur because people may be unaware of
the mental processes that form the basis of their evalua-
tions. Consider students who were shown a film of a for-
eign teacher.20 Half were shown the teacher acting in a
pleasant, agreeable and enthusiastic way. The other half
were shown the teacher acting in an autocratic, rigid and
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intolerant style. Students who saw the pleasant version gave
more positive ratings to the teacher’s appearance, manner-
isms and accent (p < 0.001 for each) than students who saw
the unpleasant version, even though these 3 attributes were
the same in both versions.

This demonstration shows that people’s subjective eval-
uations are influenced by extraneous factors. As a conse-
quence, their explanations may be unreliable even when
their judgements seem credible. The preceding example
shows that evaluations of one attribute (general likeability)
often spill over to influence the evaluation of other attrib-
utes (accent). This phenomenon is called the “halo effect.”
Capable people may be unaware of the influence of such a
phenomenon and only infrequently mention the issue in
their explanations. This can be one reason, for example,
why obstetricians are either loved or despised by patients
but rarely remembered as average.21,22

One other result of a halo effect is that patients may ex-
aggerate their descriptions of treatments at the extremes of
success (or failure). As a corollary, one complication could
undo years of diligent care and lead a patient to view her or
his physician as totally incompetent. Because disappoint-
ments will generally lead patients to seek care elsewhere,
the original physician may never receive feedback (and may
miss the opportunity to make corrections) and the next
physician may be greeted with inflated hope (and the cycle
repeated). Clinicians, therefore, must be a bit sceptical
about a patient’s report of past care received elsewhere.
Clinicians should also know that high praise from patients
is no guarantee of their continued satisfaction.23

Persistence of beliefs

Taking a history also involves listening to the patient’s
beliefs about why the illness has occurred. Such introspec-
tion can sometimes be valuable and sometimes misleading,
such as a potential misconception about changes in arthritis
being related to changes in the weather.24 One explanation
is that people focus on coincidences, capitalize on chance
and neglect contrary data. For arthritis, doing so leads pa-
tients to look for changes in the weather only when they
experience increased pain; furthermore, weather patterns
have so many components, time lags and combinations that
it’s not hard to find at least one coincidence. A lifetime of
experiences may do nothing to rectify a misconception.

Studies such as these provide a gloomy assessment of
human judgement by suggesting that patients’ opinions can
be mistaken, even when patients have substantial experi-
ence of life. Further work indicates that experiences that
are mixed or ambiguous are especially prone to entrench
people in their views rather than encouraging a neutral po-
sition. This phenomenon is especially disturbing when tak-
ing a patient’s past history because the situations are usually
complicated and the data are almost always a bit ambigu-
ous. No wonder, therefore, that sorting out claims about
drug allergies or herbal remedies is difficult.

Psychological research also suggests some methods for
helping patients change their unfounded beliefs. First, peo-
ple need to be reminded that the scientific method requires
deliberate checking for contradictory evidence (rather than
searching for confirmatory evidence). For example, ask the
patient who “has never had back pain as bad as this before”
to describe the current episode and, in addition, to recall
one past episode that was also quite bad. Second, recognize
that an anecdote is sometimes more persuasive than a raft
of studies, so that one testimonial about a herbal cure may
be impossible for the physician to overturn.

Expression

Self-presentation

Sometimes respondents give consistent but inaccurate
reports for fear of embarassment. In one study, for exam-
ple, college students reported higher well-being in personal
interviews than in self-administered surveys.25 The differ-
ence was more pronounced when the interviewer was of
the opposite sex. Apparently, respondents sometimes em-
bellish their position in order to impress others. Public re-
ports of past problems, therefore, may not always match
private perceptions even if people are reminded about the
importance of honest and complete responses.

Issues related to self-presentation are clinically important
for several reasons. First, the distortions are generally more
pronounced in face-to-face interviews (standard for physi-
cians) than in written surveys (standard for researchers).
Second, the distortions are worsened when the interviewer
is an authority (such as a doctor) rather than a peer (such as
a companion). Third, the distortions are exacerbated when
respondents believe they share blame instead of just being
neutral witnesses. The simplest thing a clinician can do to
overcome a patient’s inhibitions is to offer pre-emptive
compassion; for example, “Everyone has something they do.
Which vice do you find hardest to resist?”

No patient wants to appear foolish. To avoid seeming
so, individuals sometimes adopt attitudes to match their
past actions as a way of appearing consistent. In one experi-
ment, participants were asked to turn wooden knobs for a
full hour (a dull task).26 Half were paid $1 and half were
paid $20. Contrary to the usual notion that bigger rewards
produce bigger effects, those given insufficient payment
gave higher ratings for their enjoyment of the task. That is,
participants attempted to justify their actions by rationaliz-
ing their enjoyment of the activity. A similar paradox might
occur in patients who choose to undergo unpleasant
surgery, achieve no objective response, but enthusiastically
report their improvement.27

Context dependency

Another type of reporting bias relates to context-
dependent recall. In a clever demonstration, scuba divers
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were asked to memorize a list of words either while on land
or while underwater.28 Recall was then tested either in the
same or in the other setting. As expected, those who both
memorized and recalled on land had the best results (38%
correct). Those who both memorized and recalled underwa-
ter also did fairly well (32% correct). The surprising observa-
tion was that those who memorized and recalled in dissimilar
settings did particularly poorly (24% correct, in both cases).
This effect of context-dependent recall has no simple bio-
logic explanation but may be another reason why patients
forget important points when visiting a doctor’s office.

The malleable nature of individual reporting calls for
specific interventions by physicians. Clinicians should con-
sider the patient’s customary setting and recognize that
house calls can provide special insights, not only in what
the clinician can witness but also in what the patient can re-
call. Clinicians should recognize that a patient’s chief com-
plaint and vital signs in an ambulance may not match the
patient’s chief complaint and vital signs on arrival at the
emergency department, not because of the fallibility of
paramedic assessments but because of an abrupt change in
the person’s surroundings. Finally, clinicians should re-
member that an awareness of major events in a patient’s so-
cial situation is both good manners and good science.

Conclusion

This article reviews classic observations from psychol-
ogy that are relevant when taking a past medical history.
The patient case in the introduction describes a situation
that contains each of the 8 specific traps: telescoping ef-
fects, sequencing effects, false memories, inhibition of
memory, halo effects, persistence of beliefs, self-presenta-
tion and context dependency (Table 1). Such biases may
explain why one of us (D.A.R.) missed the correct diagnosis
for this patient who eventually was admitted to hospital be-
cause of domestic violence. More generally, problems re-
lated to a patient’s failure of comprehension, recall, evalua-
tion and expression cause mistakes when a physician is
taking a past medical history.
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