
CHAPTER 2

The clinical approach

The presenting complaint

As in general medicine and surgery, the clinical approach consists
in the discovery of the presenting complaint - or reason for
the consultation, if the patient is not personally complaining of
anything — followed by history and examination.

The first necessity is to permit the patient to tell his troubles in his own
words. Particular attention should be paid to his opening sentence,
which may contain nuances which encapsulate in a subtle way the
complexity of the situation.

Thus a few minutes of patient listening will often elicit a tale
of woe with such involvement of thought, feelings and general
experience that the nature of the underlying diagnosis becomes
clear. A difficult decision for the doctor then follows: he has
to choose how much of the interview to devote to listening to
and recording the story as it unfolds in the patient's own way,
and when to interrupt this by the need to collect information
systematically under headings, and ask the patient questions.
There is no rule for this, because the different styles of different
patients interplay with the judgement of the doctor: sometimes
the patient's account, scarcely prompted, furnishes nearly all the
facts; on other occasions early intervention is essential to divert a
circumstantial account which in itself will never provide enough
information about the full background.

The next step is an adequate history, the foundation of which
rests upon the following aetiological considerations.

1 Heredity and constitution, from earliest childhood.
2 Environmental factors; including past physiological, psycho-

logical and social stresses, and present life situation.
3 The cumulative effect of these two in producing disturbance

of normal psychological equilibrium.
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Family history

Family history is important for the light it throws upon the start
which the patient had in life, as well as the stock from which he
sprang. It should extend as far back as the grandparents on both
sides of the family, and should include available information
about first cousins, uncles and aunts, as well as parents, siblings
and children. Specific inquiries should be made about the
incidence of serious illness or 'nervous breakdown' in the family,
and a picture obtained of the personalities of key relatives and of
the family's way of life, traditions, hopes and disappointments.
More intensive investigation may be undertaken in this field if
there is evidence of a strong genetic factor in the illness.

In general, constitutional factors are of greatest importance
in mental handicap, certain disturbances of drive and profound
instability of mood, affective disorders and schizophrenia; they
are much less important in acute emotional reactions to severe
environmental stress, and acquired patterns of behaviour arising
from them.

Personal history

Personal history carries the story from infancy up to the present
personal, marital or .occupational difficulties, tracing these and
the development of personality which preceded them, through
childhood and relationships with parents and siblings, school-
days and relationships with fellow-pupils and teachers, adoles-
cence, with awakening of psychosexual needs and relationships
with members of the same and opposite sex, adult life and
the achievement of present relationships with fellow human
beings and the rest of the world. Against the background of
this life-stofy must be sought the readjustments, ambitions,
day-dreams, and disappointments, which have contributed to
shaping the character and behaviour of the patient.

History of previous illnesses

This must cover all significant illnesses to which the patient has
been subject, both structural and functional. Particular attention
should be paid to unexplained absence from school or work, or
vague periods of ill-health. It is always worthwhile inquiring
whether the patient has ever had any kind of nervous disorder, or
suffered from a similar illness to the one which afflicts him now.
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If so, patterns should be sought; for example, was the precipi-
tating event in each case a form of increased responsibility
at work, or the need to suppress resentment at a feeling
of unjust treatment by father, boss or government? Alter-
natively, was there on each occasion a history of recur-
rent physical illness, or of neglecting prescribed medication,
or every time a complex mixture of overwhelming stresses?

Personality before illness

This should be an assessment of the kind of person the patientwas,
in the estimation of a reliable relative, friend or other informant.

Examples: ? Energetic, bright, cheerful . . .
? Always a worrier . . .
? Bold or timid; boisterous or quiet kind of per

son. . .
? Conscientious or lackadaisical . . .
? Sensible or seemingly foolish or feckless . . .
? Would you describe him/her as eccentric/unusual

in any way .. .

The general level of mood, and capacity for relationship with
other people, should be included, and on occasion a clear
concise assessment of previous personality may provide the key
to understanding the presenting problem.

History of present complaint

Establish when the patient was last quite well. Establish the
circumstances of onset of the condition and the symptoms at
that time. Try to find out as much detail as possible about the
situation in which the patient was placed when the illness began;
his home environment, social situation, conditions at work, etc.
Then trace the development of the illness from this onwards
noting the factors which influenced its course.

A complete history along these lines may take an hour, at least.
The time will be well spent. Such a history will achieve two invaluable
goals; not only will a complete picture of the patient as well as his
complaint steadily emerge, but the rapport, gratitude and confidence felt
by a patient for the doctor who thus displays so careful and penetrating
an interest in his case, will itself prove of therapeutic importance.
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Physical examination

This is important whether or not there is any evidence of
structural abnormality, and whether or not the patient complains
of physical symptoms. Physical examination, gently but purpo-
sively and professionally undertaken, creates a bond of sympathy
and acceptance. Anything the doctor may subsequently have to
say to the patient will have gained strength and authority from
this essential preliminary, even when physical findings indicative
of structural disease have been neither anticipated nor obtained.

Examination of mental state

This is as definite and invaluable a technique as the physical
examination, and is as indispensable as part of the equipment
of the clinician. Observations should be assessed and recorded
under the following headings.

1 General appearance and behaviour.
2 Talk: manner and content.
3 Subjective state: mood and attitude to consultation.
4 Content of thought.
5 Contact with reality.
6 Cognition and intelligence.
7 Insight and judgement.

Observations under the first three headings at least will already
have been made during the course of the general history and
physical examination.

GENERAL APPEARANCE AND BEHAVIOUR

The patient's appearance may include evidence of subjective dis-
tress, as well as disturbance of thought, feeling, or behaviour of
which he may not be wholly aware. Such distress will presumably
have been mentioned in the statement of initial complaint when
this has been made, and may have been described as pain,
exhaustion, uneasiness, apprehension, fear, or a vague and
general sense of malaise.

Further relevant points to be observed are, who accompanies
him and, if he should be seen at home, the style of surroundings
he has there created for himself.
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TALK

In recording observations about the patient's manner and content
of talk, attention should be paid to any special characteristics
such as slowing, flight of ideas, incoherence, circumstantiality
or evasiveness.

SUBJECTIVE STATE

Disorder of mood requires assessment in the light of the patient's
life situation. Anxiety is the commonest of all unpleasant human
emotional experiences: essentially the outcome of continuous,
unrelenting, yet subjectively incomprehensible apprehension.
Depression of mood, with sadness or foreboding which exceed
the patient's own capacity to justify or explain, or which may be
related to a general and intolerable deterioration in himself and
the world, may also be directly conveyed. Less often, unreasonable
exaltation may be encountered; and the patient may show an
elevation of mood which may shade off into frank excitement,
clearly abnormal and inappropriate to his circumstances.

Similarly, his attitude to the consultation is noted, on the evidence
of the interview. Suspicious mood may lead to a cautious,
reluctant, evasive attitude; arrogance to a scornful or haughty
one. Patients may be helpful, eager and candid; timid; confident;
argumentative and entangling; with many other possibilities.

CONTENT OF THOUGHT

This will include:

a) disorders of thinking;
b) obsessive-compulsive phenomena;
c) ideas of reference and delusions;
d) other preoccupying themes.

a) Disorders of thinking include thought block, whereby the
patient's capacity to maintain a train of thought is constantly
interrupted, and other disorders described more fully in the
chapter on schizophrenia. There is retardation when thinking
is perceptibly slowed, and acceleration when it is speeded up
to produce an effect of incoherence, with ideas tumbling
over each other as the patient attempts to express them.
Flight of ideas, with multiple associations, may have been
revealed in talk by an incoherent jumble of rhymes or puns.
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b) Obsessive-compulsive ideas emerge as repetitive preoccupa-
tions, which are recognized as unreasonable, but from which
the patient cannot free himself. Such obsessive ideas, and
actions dictated by them, form a particular group of dis-
tressing symptoms which patients may be prepared to discuss
only when they feel that the doctor is at least familiar with
the possibility of their occurrence, and sympathetic to their
description. They are described more fully in Chapter 7.

c) Ideas of reference involve a disturbance of judgement and
interpretation of external reality whereby the patient tends to
relate external circumstances to himself, and so comes to believe
that almost everything that happens has some special meaning
directed towards him. This kind of disorder leads naturally to
delusions, in explanation of the otherwise incomprehensible
picture of the world which the patient obtains (see below).

d) Other preoccupying themes will be noted, such as grievances,
detailed scrutiny of bodily function, etc.

CONTACT WITH REALITY

This may be disturbed by delusions, hallucinations and illusions. A
delusion is a false or mistaken belief, which has for the patient
the force of conviction and is firmly held despite all evidence
to the contrary. An- hallucination is a perception through one
of the senses, which does not correspond to any stimulus in
the outside world; whereas an illusion is a perception which,
although produced by an external stimulus, is misinterpreted
by the patient in purely subjective terms.

Examples will make these three descriptive terms clear. If
someone believes that he is being kept under constant obser-
vation by unknown enemies through radar or television, is
having his food poisoned, or the air in his room contaminated
by gas pumped through the ceiling, and cannot be induced
to modify these beliefs although they remain demonstrably
untrue, then he is suffering from delusions. If he hears voices
or sees visions, which no one else can hear or see; or smells,
for example, the gas which he believes to be entering the
room, and if these experiences are in fact projections of his
own fantasy, released by illness, then he is hallucinated. If, on
the other hand, he mistakes his doctor or nurse for his father
or mother, or for the devil come to take him away, then he is
suffering from illusions which are being grafted on to the normal
experience of seeing people, whose identity he misconstrues.
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Delusions may be primary or secondary. Primary delusions
are be liefs which arise spontaneously in the patient's mind,
and which, although manifestly false, possess for the patient
a degree of subjective certainty and conviction which noth-
ing can alter. They carry a powerful feeling of meaning with
them. Secondary delusions are equally mistaken beliefs of simi-
lar intensity and conviction, but are secondary in the sense
that they represent the patient's attempt to find a reason-
able explanation for other abnormal experiences: hallucinations,
ideas of reference, or primary delusions, otherwise inexplicable.

A more diffuse disturbance of contact with reality is provided
by a loss of the subjective conviction of the actual identity
between one's self and one's body; or of the actuality of the rest
of the world, normally taken for granted. Impairment in these
fields is called depersonalization or derealization, respectively.

COGNITION AND INTELLIGENCE

Particular attention should be directed to recent and remote
memory, to attention, concentration and grasp of problems
and situations. The patient's ability to understand what is
said to him, and to make appropriate response, although
naturally subject to interference by hallucinations or delu-
sions, ideas of reference or occasionally by obsessional ideas,
will also come under this heading. Direct testing will elicit:

a) orientation: for place, date and persons;
b) memory:

(i) remote past (this will have been tested in taking the
preliminary history);

(ii) recent past- some account of the last few days, checked
by facts known to the examiner and by questions about
world news;

(iii) immediate retention - of a name, address, telephone
number, colour, name of a flower, objects shown, repetition
of a series of digits forwards and backwards (normally six
digits should be retained forwards and at least four reversed).
A simple anecdote taking not more than one or two minutes
to tell, can be repeated by the patient in his own words; and a
formal sentence given to the patient for immediate repetition
after learning. The traditional one is that of Babcock: 'One
thing a nation must have to become rich and great is a good
secure supply of wood'.
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c) attention: steady; or fluctuating, with distractibility;
d) grasp of general information about life and current events;
e) ability to perform simple calculations: change for small sums

of money; simple arithmetic, sympathetically presented.

In these tests, observation is made not only of capacity to
pass or fail, but also of consistency and especially jumbling in
the results.

INSIGHT AND JUDGEMENT

Judgement of reasonable and realistic plans is noted. Insight into
illness is noted by finding out whether the patient realizes that he
is ill. If he does, is he able to accept his illness as responsible for
the symptoms of which he complains, or does he consider, for
example, that the persecution to which he is being subjected is
the cause of his illness and not the outcome of it?

Informants

Any other information which may help to provide a many-sided
picture of the patient and his difficulties in his world, should
be welcomed. The implications as well as the actual statements
in the letter of referral need attention. Offers of contact from
schoolteachers, employers, friends and neighbours may be rele-
vant, always preserving the patient's confidentiality, the doctor
listening but rarely talking.

Most of all, other members of the immediate family will be able to
describe the patient's usual personality, how he has changed, and
recent disorders in his behaviour which he may be minimizing
or concealing. Disturbances may indeed be manifest in the
relative, throwing doubt on who is truly to be regarded as the
principal patient, or suggesting that the problem may be not
so much illness or personal problem as an interpersonal problem,
for example marital unhappiness or a disturbed parent—child
relationship. The original 'indicated patient" may then turn
out to be merely the first member of a disturbed family to
reach the doctor. These matters may be made clearer by a joint
interview of the people concerned, with observations of how they
communicate with one another.

Evaluation of findings

Examination of the mental state provides the raw material for
the clinical study of personality in health and sickness, in terms of
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thought, feeling and behaviour. Their respective contribution to
the total personality of an individual can conveniently be assessed
in terms of three abstractions:
1 intelligence;
2 emotional integration;
3 instinctual drive.

The purpose of abstractions of this kind is to provide a
framework for clear description and understanding; just as
concepts such as length, breadth, thickness and mass are useful
abstractions in the description of solid objects.
(1) Intelligence may be denned as the capacity to interpret
experience, to learn from it, and to modify behaviour in the light
of it. It can be measured with reasonable objectivity and accu-
racy, and is distributed throughout the population in a predict-
able way (see Figure 2.1). (See page 41 for explanation of IQ.)

The figure indicates the characteristic graph obtained when
the numbers of any large random sample of a population are
plotted against the intelligence levels of the individual members.
It will be seen to be a symmetrical so-called normal curve of dis-
tribution. Taking the intelligence quotient of 100 as the standard
mean level for the population, significant features are:
a) 50 per cent of the population have an IQ between 90 and 110;
b) a further 44 per cent are distributed symmetrically on either

side of this, between 70 and 90 IQ, and between 110 and
130 IQ;

50 70 80 90 100 110 120 130

I.Q.

Figure 2.1 Intelligence distribution.

150
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c) the remaining 6 per cent show an almost symmetrical
distribution between low levels (nearly 3 per cent below
IQ 70) and outstanding intellectual endowment (less than 3
per cent over IQ 130). The lower end of the graph is slightly
enlarged by a number of cerebrally abnormal individuals (see
Chapter 15).

As general guiding indications, successful completion of a
professional training demands an IQ of not less than 120; a pass
in GCSE, not less than 110; and a strictly average IQ of 100 equips
its owner for no more than artisan occupation under supervision.
Around IQ 80, only unskilled labouring can be managed, and at
the level of about 70, employability is waning, and often only
sheltered jobs are possible.

Formal tests of intelligence, normally administered by a clinical
psychologist, are not based upon the subject's knowledge, but
upon his ability to learn, and particularly to recognize and abstract
logical patterns from experience, and to apply these patterns to the
solution of problems. Tests of intelligence can be adjusted to the
overall capacity of the subject under examination. The natural
development of intelligence, like physical growth, is normally
completed by about the age of 16. Wisdom, judgement and
experience may continue to grow, but the innate capacity which
has been achieved by the late teens or early twenties does not
thereafter increase.
(2) Emotion may be defined as a combination of subjective
feeling and objective physiological change. It provides the drive
underlying behaviour, as well as the subjective response and
accompaniment to experience. Emotional integration is not nec-
essarily related to intelligence. This is exemplified in everyday
experience by the fact that childishness in adults is not confined
to the stupid. Emotional integration can be regarded as the
capacity of an individual to preserve a balance and consistency
both in the way he feels about people and things, and what
he does about them. It provides an index of the resilience and
stability of a personality; and like intelligence it normally matures
with age.
(3) Instinctual drives, and the pattern of the patient's activity
come from largely innate sources, being then modified in their
expression in the patient's life. Strength of drives, as in sex, and
in the dimension of forcefulness, persistence, self-preservation
and aggression, varies like intelligence and emotional integration
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from one individual to another. The forms in which the drives
express themselves vary too, sex for example appearing in
heterosexual, homosexual and other guises.

The information provided by this clinical approach, using the
relatively simple technique of history and examination outlined,
at once supplies the doctor widi a considerable insight into his
patient's condition; he will be in a position to relieve the com-
plaints of much of their affective burden, because he will have
come far towards perceiving their genesis - and may well in the
process have led his patient along with him to this discovery too.

The force of the indication for a full history in new patients
of varying grades of severity of illness is illustrated by brief
consideration of three cases, all of which passed undiagnosed
through the hands of general physicians whose knowledge and
skill were unquestioned.

CASE NO. 1
A manual labourer in his late forties was referred to an out-
patient department with hysterical spasm of the right hand. This
was removed within half an hour by forceful suggestion and
persuasion. The same evening the man was brought back into
the hospital in a police ambulance with his throat cut. He had
committed suicide. Subsequent inquiry revealed that he had for
some months been becoming increasingly depressed, retarded
and anxious; that his efficiency at work, which demanded a
modicum of manual skill, had decreased to a point at which
he was in grave danger of losing his job, and that this had
further oppressed and worried him, as he had a wife and family
dependent upon him. The hysterical spasm had followed a
trivial accident at work and represented the desperate temporary
expedient of a simple man to stave off complete defeat and
gain an honourable respite from the losing battle with a severe
depression which he was endeavouring to fight alone and
unaided. The superficial cure had completed his undoing.

CASE NO. 2
A young ex-soldier of 28 complained of 18 months' history of
anxiety, insomnia, headaches, backache and general fears for his
health; the symptoms were the continuation of the illness for
which he had been invalided from the army 18 months previously,
after 9 months in and out of hospital. He had done no work
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since his discharge. He was married with one child, a daughter
aged two. This man's anxiety and headaches had begun during
his wife's pregnancy. While in hospital undergoing investigation
— which included lumbar puncture - he received news that his
unit was being drafted overseas and that he had been taken off
the draft. His reaction to this was a mixture of relief, guilt, and
fear, the last emotion crystallizing around the possible result and
significance of the lumbar puncture which his fellow patients
assured him meant that the doctors suspected syphilis. He had
been unfaithful to his wife once, during her pregnancy, and this
increased both his guilt and fear of venereal disease. The reaction
of some fellow patients was to congratulate him upon what they
insisted must have been his deliberate astuteness in dodging the
draft on medical grounds, and to infer that there must be little he
didn't know about malingering — unless of course he really had
got syphilis. He had been as discomfited by their congratulations
as he was alarmed and shamed by their speculations. Not
simply his physical health but his personal integrity seemed
compromised and in question: he had remained anguished and
in doubt, and his anxiety, superficially focused on the possible
implications and result of lumbar puncture, in fact extended
deeply through his whole personality and undermined it. Once
this became apparent, together with its contributory causes, he
improved rapidly with comparatively superficial psychotherapy,
resumed work, and regained sexual potency, the loss of which
during his illness he had not even dared to mention to a
doctor before. A year later he remained •well and at work.

CASE NO. 3

A spinster of 48 who had nursed her invalid mother for
many years prior to the latter's death from carcinoma of
the breast, herself developed a lump in the breast which
for some time she feared to reveal to her doctor. Having
ultimately undergone biopsy at another hospital, she was
informed that a second operation would be necessary and
would take the form of a 'deeper cut'. On recovery from the
anaesthetic on the second occasion she discovered that she
had undergone a radical mastectomy and became increasingly
depressed, paranoid and deluded, convinced that her 'inside had
been removed, womanhood taken away, no longer a person at
all, converted into a living corpse .. .'. She was transferred to an
in-patient psychiatric unit, the diagnosis being severe depression
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with secondary paranoid features and hysterical overlay. The
patient remained psychotic for two months but ultimately
recovered, though still attending for follow-up and support.

Her constant lament in retrospect has been 'Why didn't
anyone have the time to listen to my fears or explain what
they were going to do to me, before the operation . . .?'

These three cases could easily be multiplied. All have one
essential feature in common. In every one the vitally essential
information was there, available to any examiner 'with the
time' to seek it out; in every one failure to do so had resulted
in a greater or lesser degree of disaster for the patient: in
the first death; in the second, at least 18 months' invalid-
ism and loss of regular work; in the third, an explosive psy-
chotic illness complicating recovery from a major operation.

The inference from all this is not simply that more research,
and more appropriately trained psychiatrists and members of
other professions in this branch of medicine are required,
although this is undoubtedly true. What is far more important
is that doctors in general should have an adequate basic grasp
of the part played by psychological factors in everyday illness,
and the part which they themselves can play in recogniz-
ing and treating this, in precisely the same way that they
are expected to recognize and treat the occurrence of medi-
cal, surgical and obstetric conditions in their daily practice.

Most important of all is for every doctor to accept and
understand that psychological illness is not a thing apart; it
is fundamentally an aspect of all illness, and the psychological
component of any illness requires the appropriate degree of
attention if adequate care is ever to be given to any patient.

Further reading

R. E. Kendell (2nd edn in preparation), The role of diagnosis in psychiatry
(Blackwell: Oxford).

J. P. Leff and A. D. Isaacs (2nd edn, 1981), Psychiatric examination in
clinical practice (Blackwell: Oxford).

CHAPTER 3

A system of classification

This is based on the International Classification of Diseases
(World Health Organisation, ICD, ch. 5,10th revision) annotated
to correspond with the chapters of this book, as far as is possible.

• Original draft FOO-F09 Organic and Symptomatic Mental
Disorders (excluding disorders secondary to alcohol or drug
abuse): Chapter 10 in this textbook.

• F10-F19 Psychoactive Substance Use Disorder," Alcohol,
Drug and other Substance Abuse: Chapter 14.

• F2Q-F29 Schizophrenia and Related Disorders: Chapter 12.
• F30-F39 Mood (Affective) Disorders: Chapters 8 and 9.
• F40-F49 Neurotic, Stress or Adjustment Related, and Som-

atoform Disorders: Chapters 4, 5, 6 and 7.
• F50-F59 Psychophysiological Disorders: Chapter 13.
• F6Q-F69 Abnormalities of Adult Personality and Behaviour:

Chapters 4, 5, 6, 7,.8, 11 and 12.
• F70-F79 Mental Retardation: Chapter 15.
• F80-F89 Developmental Disorders: Chapters 4 and 16.
• F90-F99 Behavioural and Emotional Disorders with Onset

Specific to Childhood: Chapter 16.

From the above it will be clear that there is necessarily and
inevitably a world of difference between drawing up a scien-
tifically comprehensive classification and writing a textbook.
Perhaps a fair comparison would be with learning to compile
a laundry list and writing a book about fashions in dress.

These three introductory chapters are, we hope, self-explana-
tory. They lead naturally into a consideration of the neuroses as
encountered in clinical practice (Section II); and thence into the
psychoses (Section III). Section IV on other disorders logically
follows, and finally Section V deals with the management of
all these phenomena by the members of the multi-professional
team. Ideally this should include representatives of all concerned
with the care and treatment of other human beings; from medical
students and student nurses, to general practitioners as specialists
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