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Chapter 2: Evidence-Based History-Taking Approach for Wellness Exams, Episodic Visits, and Chronic Care Management

MULTIPLE CHOICE:

1.	A 20-year-old patient presents to the office for a wellness exam. The clinician assesses the patient’s use of seat belts. Which component of the wellness exam is assessed?
a.	History of present illness
b.	Past medical history
c.	Assessment and plan
*d.	Anticipatory guidance

Wellness exam section: All wellness exams have the same general components:
	A comprehensive history and physical examination
	Anticipatory guidance, addressing risk factors and the interventions, or counselling to reduce the identified risk factors
	Ordering appropriate immunizations, laboratory/diagnostic procedures

2.	Which of the following is not an element of history taking?
a.	Chief concern
b.	Family history
*c.	Physical examination
d.	History of present illness

Episodic visit section: The general framework for the elements of history taking:
	Chief concern (CC)
	History of present illness (HPI)
	Past medical history (PMH)
	Family history (FH)
	Social history (SH)
	Review of systems (ROS)

3.	Patient presents to the office with shoulder pain for 1 week. Pain is constant, burning, and reported worse at night. During the patient interview, the clinician asks the patient “Can you tell me what you have been doing for your shoulder pain?” The clinician is asking information about
*a.	modifying factors
b.	quality
c.	associated signs and symptoms
d.	health promotion

Episodic illness section: The history of present illness contains eight elements:
	Location (e.g., left elbow)
	Quality (e.g., aching, sharp)
	Severity (e.g., 5 on a 1–10 scale)
	Duration (e.g., started 2 days ago)
	Timing (e.g., constant)
	Context (e.g., plays tennis every day)
	Modifying factors (e.g., pain relief when ice applied)
	Associated signs and symptoms (e.g., left-hand weakness)

4.	What is the difference between an open-ended question and a closed-ended question?
a.	Open-ended questions are answered with yes or no; closed-ended questions are answered with more details than yes or no.
*b.	Open-ended questions have more details than simple yes or no or closed-ended questions are yes or no answers.
c.	Open-ended questions refer only to the physical exam section or closed-ended questions refer only to the history collection.
d.	The only difference between open-ended and closed-ended questions is the timing of when the questions are asked during the patient interview.

Episodic visit section: Conducting the patient history begins with patient-centered interviewing skills to obtain the patient’s perspective. It is important to ask open-ended questions. Open-ended questions allow a patient to articulate his or her symptoms, including both personal and emotional information. Open-ended questions delve deeper and often obtain discriminating features that the patient may not even be aware of. Asking open-ended questions and allowing a patient to elaborate on his or her symptoms ultimately saves the clinician time, in addition to providing critical clues to the diagnosis. Clinician-centered interviewing often uses closed-ended questions to obtain answers on the basis of the clinician’s perspective. Closed-ended questions elicit a “yes” or “no” or short-phrase response from the patient. Closed-ended questions often make the patient feel like the subject of an interrogation and limit both the patient and the clinician from developing a relationship.

5.	A set of evidence-based recommendations for preventive services were developed by which agency?
a.	U.S. Agency of Health and Human Services
b.	U.S. Institute of Medicine Task Force
*c.	U.S. Preventive Services Task Force
d.	U.S. Center for Health and Wellness

Wellness exam section: The U.S. Preventive Services Task Force and the Centers for Disease Control and Prevention have developed a set of evidence-based recommendations for preventive services.

6.	An established patient presents for a follow-up visit for her stable hypertension. During this visit, the clinician can update the review of systems, past medical history, family history, and social history by simply stating the information was reviewed and updated from the previous patient encounter.
*a.	True
b.	False

Chronic care management visit section: Past medical history, family history, social history, review of systems: The entire past medical history, family history, social history, and review of systems does not have to be repeated if there is evidence that the clinician reviewed the information and updated any previous information from an earlier patient encounter. The clinician must include in his or her documentation the date and location of the earlier patient encounter.



7.	A 70-year-old patient presents for his wellness exam a week before Thanksgiving. The patient’s last vaccines were given when he was 40 years old. Patient states, “I don’t believe in all those shots. I already had the chicken pox when I was a kid; that’s the best way to become immune. My kids made me come today since I haven’t been to see a clinician in 30 years.” Which vaccines would you recommend the patient receive today?
a.	Varicella, TD, zoster, pneumococcal
b.	TD, zoster, pneumococcal
*c.	Influenza, Tdap, pneumococcal, zoster
d.	Nasal flu mist, TD, varicella

Wellness exam section: Patients should be given the option of receiving appropriate vaccines during the wellness exam. The immunizations schedule for adults aged 19 and older developed by the ACIP is as follows:
	Influenza annual
	Tdap or TD with booster every 10 years
	Varicella if not immune
	Pneumococcal
	Zoster

8.	When considering history collection during a wellness exam, which statement below is not correct?
a.	Wellness exams do not require a chief concern.
b.	Wellness exams are age and gender appropriate.
c.	Wellness exam include counseling and anticipatory guidance.
*d.	Wellness exams are based on a presenting problem.

Wellness examination section: History of Present Illness: Patient history collection for wellness exams are not problem oriented and hence do not require a chief concern or history of present illness. Rather, a wellness exam should include a comprehensive history and physical examination appropriate to the patient’s age and gender, counseling and anticipatory guidance, risk-reduction interventions, the ordering or administration of vaccine-appropriate immunizations, and the ordering of appropriate laboratory and/or diagnostics. The wellness exam differs from the episodic visit or chronic care management visit because the components of the wellness exam are based on age and risk factors, not a presenting problem.

9.	Which is true about the use of screening tools to assess depression?
*a.	Screening tools like the PHQ-2 and PHQ-9 are recommended and evidence based.
b.	Screening tools should be used only when the clinician is short on time for the visit.
c.	Screening tools like the PHQ-2 and PHQ-9 are not to be used during wellness exams.
d.	Screening tools like the PHQ-2 are too short to be effective assessments.

Wellness examination section under social history and preventive exams. Mood: Screen for depression using PHQ-2 or PHQ-9 to confirm diagnosis and its severity. Depression screenings are recommended in the general adult population, including pregnant and postpartum women. The depression screening should be implemented with adequate systems in place to ensure accurate diagnosis, effective treatment, and appropriate follow-up.



10.	Weight obtained during a patient’s chronic care management follow-up visit for hypertension finds the patient’s weight has increased 10 lb over the past year and that her body mass index (BMI) is now in the morbidly obese category. During this visit, the clinician should place greater emphasis on
a.	physical examination findings
*b.	lifestyle modifications
c.	updating social history
d.	management of hypertension

Chronic care management section: Because of the huge impact a patient’s lifestyle has on the risk of chronic disease, greater emphasis during chronic care visits is placed on counseling for lifestyle modifications and risky behaviors. Time must be spent on compliance assessment and in negotiating with patients’ specific treatments and behavior modifications that are needed over a longer period of time. Successful lifestyle modifications include self-monitoring, feedback and problem-solving, as well as motivation and support.

SHORT ANSWER:

1.	Explain the components of the comprehensive patient interview.

Correct Answer: Episodic visit section:

Chief complaint: The chief concern is the patient’s main concern for the episodic visit. The chief concern describes the symptom, problem, condition, diagnosis, or main reason for the visit. The chief concern is in the patient’s own words.
History of present illness: In the history of present illness, the patient provides a narrative noting the timing of the presenting symptom, as well as the first time the symptom occurred or the time lapse from the previous patient encounter to the present encounter. The history of present illness contains eight elements: location, quality, severity, duration, timing, context, modifying factors, and associated signs and symptoms.

Past medical history: The past medical history is the point in history taking where the patient identifies important past medical information. This past medical history should include the patient experiences with illnesses both acute and chronic (including pertinent childhood illnesses), surgeries, obstetric/gynecological, and hereditary conditions that could place the patient at risk. Also included in the past medical history is health maintenance, for example, immunizations and screening tests. Within the past medical history, medications and other treatments are reviewed. Review allergies, including allergies to medications, food, and environment.

Family history: Family history is a review of the immediate family members’ history related to medical events, illnesses, and hereditary conditions that place the patient’s current and future health at risk. Immediate family includes parents, grandparent, siblings, children, and grandchildren. Obtain family history for at least two generation. If the person is deceased, ask about the age at death and cause of death, especially for first-degree relatives.

Social history: Social history provides information regarding the patient’s life, which includes the patient’s behaviors and personal choices that may impact disease risk, disease severity, and outcomes. Address occupation, health promotion, safety, tobacco use, smoking, alcohol use, living arrangement, sexuality, intimate partner violence, stress, mood, and health literacy.



Review of systems: The review of systems assesses the other systems or problems not already discussed in the history of present illness. Systems included in the review of systems are as follows: constitution, head, eyes, ears, nose, throat, cardiovascular, respiratory, gastrointestinal, genitourinary, musculoskeletal, integumentary, neurological, psychiatric, endocrine, hematological/lymphatic, and allergic/immunological.

2.	Discuss how the use of a health coach can impact a patient’s lifestyle choices.

Correct Answer: Because of the huge impact that a patient’s lifestyle has on the risk of chronic disease, greater emphasis during chronic care visits is placed on counseling for lifestyle modifications and risky behaviors. Time must be spent on compliance assessment and negotiating with the patient-specific treatments and behavior modifications that are needed over a longer period of time. Successful lifestyle modifications include self-monitoring, feedback, and problem-solving, as well as motivation and support. Patients need ongoing support from family and friends and counseling from healthcare professionals. Health coaching improves quality of care and can be cost-effective for patients with chronic conditions. Health coaches work with patients to set small achievable goals, develop action plans, overcome barriers, and reinforce the clinician’s treatment plan. Health coaches encourage and reinforce patient’s self-management strategies.

3.	Discuss two age- and gender-appropriate counseling topics to discuss with patients during a wellness exam.
Correct Answer: Wellness exam section: Counseling: During the wellness exam, the clinician should include age- and gender-appropriate counseling and a discussion regarding interventions for identified risk factors. In addition, anticipatory guidance should be provided. Counseling should also include a conversation on preventive screenings recommended for the appropriate gender/age group.

Age-appropriate screenings should be conducted to review a patient’s functional ability and level of safety. Appropriate screening questions or standardized questionnaires to assess activities of daily living, fall risk, hearing impairment, and home safety should be used for age-appropriate populations.

Age-appropriate screening to assess a patient’s cognitive function should be conducted initially by direct observation, in addition to any information reported by the patient or concerns raised by family members, friends, caregivers, and others. If additional screening is determined to be warranted, use validated structured cognitive assessment tools to further assess the patient’s cognitive function.

A discussion on advance directives should be conducted with age-appropriate patients. Advance directives assist individuals with end-of-life planning. Advance directives should include a discussion with the patient about future care decisions that may need to be made and identifying a healthcare decision maker. Advance directives allow patients to share with others their healthcare preferences should they be unable to make their own healthcare decisions.

During a wellness exam review, assess for patient’s risk for depression. Include in the assessment the patient’s current and past history of depression or any other mood disorders. Incorporate the use of validated depression screening tools such as the PHQ9.


Chapter 3: Approach to Implementing and Documenting Patient-Centered, Culturally Sensitive Evidence-Based Assessment
[bookmark: 240]
MULTIPLE CHOICE:

[bookmark: 241]1.	Which is true about the impact of family on an individual’s health?
[bookmark: 242]a.	Family has little impact on an individual’s health.
[bookmark: 243]b.	Family has a negative impact on an individual’s health.
[bookmark: 244]*c.	Family systems can impact an individual’s health and wellness needs.
[bookmark: 245]d.	Family systems are unlikely to impact healthy individuals.

[bookmark: 246]The clinician can assess the impact of the family system during assessment of an individual’s family health history and social history. Asking an individual whom they live with and who they consider their support system can provide insight into family relationships, structure, function, developmental stage, and health behaviors.

[bookmark: 247]2.	How does a clinician best assess the impact of an individual’s community on his or her health?
[bookmark: 248]a.	Assess the environment and location where the patient was born and raised.
[bookmark: 249]b.	Assess whether the patient has any medical conditions affecting his or her health.
[bookmark: 250]c.	Ask the patient if he or she has any community or cultural concerns.
[bookmark: 251]*d.	Ask about where the person resides, works, learns, plays, worships, and connects with others.

[bookmark: 252]For the clinician assessing the health and well-being of an individual, asking about the environments in which an individual resides, works, learns, plays, worships, and connects socially offers insight into the impact of community in their lives. One example is the assessment of safety concerns; recommending to someone to take daily walks outside without assessing the safety of his or her neighborhood may have a detrimental impact on the person’s well-being if the neighborhood is unsafe. Socioeconomic conditions, public safety, and the availability of resources in a community are examples of social determinants of health that affect the well-being of individuals within communities.

[bookmark: 253]3.	What are health disparities?
[bookmark: 254]a.	Differences attributed to an individual’s health behaviors
[bookmark: 255]*b.	Differences in illness, injury, disability, or mortality experienced
[bookmark: 256]c.	Greater burden of implicit bias experienced
[bookmark: 257]d.	Greater burden of overt bias experienced

[bookmark: 258]When there are significant barriers to meeting health and wellness needs within a community, the population of the community experiences health disparities or greater burden of illness, injury, disability, and mortality.

[bookmark: 259]

4.	Which is true about the assessment of population health?
[bookmark: 260]*a.	Assessments of the health of a population can lead to positive impact within communities.
[bookmark: 261]b.	Assessments of the health of a population often lead to clinician burnout.
[bookmark: 262]c.	Initiatives to improve health are unlikely to be effective at a community or population level.
[bookmark: 263]d.	Initiatives to assess population health are better if completed by organizations like the CDC, rather than clinicians.

[bookmark: 264]The term population health refers to the health outcomes and concerns of a specific group or population within a community. Clinician support for health and well-being within communities can have a significant positive impact on the individuals and families within those communities. Community-based programs and population health initiatives play a key role in preventing disease, improving health, and enhancing quality of life for individuals, families, and communities.

[bookmark: 265]5.	Culture can be defined by
[bookmark: 266]a.	beliefs and behaviors only
[bookmark: 267]b.	physical characteristics
[bookmark: 268]c.	race or ethnicity only
[bookmark: 269]*d.	race, ethnicity, geography, language, values, beliefs, and behaviors

[bookmark: 270]Culture can be defined by race, ethnicity, geography, or language or seen as a collection of values, beliefs, and behaviors. An important role of the clinician is to allow each individual to identify his or her own culture, ethnicity, race, and language, as cultural identity is not determined by physical characteristics. Individuals are often influenced by more than one culture, and how they identify with that culture varies uniquely.

[bookmark: 271]6.	The role of the clinician in assessing health and health disparities includes
[bookmark: 272]a.	completing physical assessment without regard to race or ethnicity
[bookmark: 273]b.	documenting advanced assessment without regard to race or ethnicity
[bookmark: 274]*c.	recognizing barriers to care and being sensitive to cultural influences
[bookmark: 275]d.	telling each individual patient what is best for them and their health

[bookmark: 276]Recognizing that the individual presenting for a visit may have different priorities, perspectives, and concerns regarding health, and that these differences are related to family, social, cultural, or community influences, may not be readily apparent or may be confusing to the clinician, even if the clinician is prioritizing patient wellness. For individuals who have language barriers, having an interpreter available is best practice. Assessing each individual’s understanding of symptoms, priorities for wellness, and expectations regarding health interventions is considered evidence-based, culturally sensitive, patient-centered best practice.

[bookmark: 277]7.	Which would be the best way to document an abnormal skin exam?
[bookmark: 278]a.	Hard, fixed nodule found on left arm
[bookmark: 279]b.	2 × 3 inch firm, nontender, fixed nodule on left arm
[bookmark: 280]c.	2 × 3 inch firm, nontender, fixed nodule on left anterior arm 1 inch below wrist
[bookmark: 281]*d.	2 × 3 inch firm, nontender, fixed nodule on left anterior arm 1 inch below wrist on ulnar side

[bookmark: 282]Be specific when describing abnormalities. “2 × 3 inch firm, nontender, fixed nodule on left anterior arm 1 inch below wrist on ulnar side” is a much more specific description than “hard, fixed nodule found on left arm.” Using diagrams can be helpful to show an anatomic location.
[bookmark: 283]

8.	Documentation provides
[bookmark: 284]a.	a legal document of the visit
[bookmark: 285]b.	a way to document clinical progress
[bookmark: 286]c.	an ongoing record of the patient’s clinical picture
[bookmark: 287]*d.	all of the above

[bookmark: 288]The patient record provides an opportunity for the clinician to document the care provided at the visit and track how both the patient and his or her subsequent care evolve over time. It also provides the clinician a place to store an ongoing record of such things as chronic illnesses, surgeries, medications, and treatment responses. The patient record in any form (written or electronic medical record) serves as a legal document. The medical record is owned by the medical facility where the care was provided, but the information contained within the record is owned by the patient.

[bookmark: 289]9.	Which of the following would be an appropriate documentation?
[bookmark: 290]*a.	Patient takes 68 units of insulin.
[bookmark: 291]b.	Patient takes one tablet QD.
[bookmark: 292]c.	Patient takes 10.0 mg of lisinopril.
[bookmark: 293]d.	Patient on 30 mg MS.

[bookmark: 294]Abbreviations in documentation are frequently misinterpreted, can be dangerous to patient care, and are discouraged. The Joint Commission has an official “Do Not Use” list of abbreviations, which includes “QD,” “MS,” and the use of trailing zeros. It is important to check the policy of individual healthcare organization(s) before using any abbreviations.

[bookmark: 295]10.	Which of the following is not considered a pertinent negative for abdominal pain?
[bookmark: 296]a.	No fever	Comment by ce: AQ: Pleas confirm edit.
[bookmark: 297]*b.	No shoulder pain
[bookmark: 298]c.	No diarrhea
[bookmark: 299]d.	No vomiting

[bookmark: 300]Include only pertinent negatives. Shoulder pain is not a pertinent negative for a chief concern of abdominal pain.
[bookmark: 301]
[bookmark: 302]SHORT ANSWER:

[bookmark: 303]1.	What is the difference between cultural sensitivity and cultural humility?

[bookmark: 304]Correct Answer: To be culturally sensitive requires recognizing that cultural beliefs, values, traditions, norms, and institutions do change over time. How culture influences each individual is unique. To assess cultural differences and address social determinants of health effectively requires cultural humility. Cultural humility is a lifelong process that involves self-reflection and critique and requires the clinician to be other-centered, self-aware, supportive, and open (Foronda et al., 2016). The process of cultural humility results in mutual empowerment, partnership, optimal care, and lifelong learning (Foronda et al., 2016).
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