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During several years of clinical teaching the writer has

been impressed with the difficulties met with by students

in arriving at correct diagnoses of cases presented, and

their proneness to jump at conclusions often after a most

superficial examination and without the slightest knowledge
of the causes leading to the disease or injury under consid-

eration.

While, no doubt, those of large clinical experience can

very often make a correct diagnosis from general ap-

pearances, it is obviously unwise to allow a student to

do so.

I think that all clinical teachers will agree with me that

there has been a want of system in treating the subject
with the student; and that the student, having only his

Coptbight, 1894, by D. Appleton and Company.



2 SURGICAL DIAGNOSIS.

text-books to refer to—and in these finding nothing to his

purpose—looks to his teacher entirely for such instruc-

tion.

The time at the disposal of the teacher being limited, it
becomes a question of how best to present the subject to

the student in a concise form and still completely enough
to impress upon him the necessity of and reasons for using
care and thoroughness in taking histories; and also to give
him a foundation upon which he can build a system which

may be followed while in college and afterward with ad-

vantage to himself and his patients.
After a thorough trial of the following method, I am

emboldened to present it to students and teachers as the
one which I have found best adapted to the needs of both.
The method presupposes a knowledge of surgery such as

the student entering upon his senior year has already ac-

quired from text-books, recitations, and didactic lectures;
and it will be found applicable to all surgical cases in what
ever order they may present themselves for clinical use.

PRELIMINARY QUESTIONS.

1. Name of patient. 2. Address. 3. Nativity. 4. Age.
5. Sex. 6. Color. 7. Social state. 8. Business.

All of the above questions are important and should
be asked not only for record, but as having a possible
bearing on the diagnosis. The answers to the last six

questions in particular have a value which should not

allow them to be overlooked.

I. FAMILY HISTORY.

1. Father, mother: If living, the age and state of

health of each should be inquired into. If dead, the age
at death and causes. In some cases, where knowledge of

hereditary disease in the parents is denied, the histories of
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the grandparents, uncles, and aunts on both sides may lead
to the required information.

2. Brothers, sisters: The number living and the state

of health of each. The number dead, respective ages at

death, and causes of death.

3. Children: Number living, ages, state of health of
each. Number dead, ages at death, causes of death. Mis-

carriages—number, at what months.

II. PERSONAL HISTORY.

Under this head inquiries should be made concern-

ing—
1. Former diseases and their treatment.

2. Former injuries and their treatment.

3. General health.
Often a knowledge of a former disease or injury will be

found useful. Sometimes a patient not able to give posi-
tive information regarding a disease or injury will, from his

description of the treatment pursued, enable the examiner
to make a correct surmise as to what it may have been.

III. HISTORY OF PRESENT DISEASE OR INJURY.

1. If disease: a. When it began, b. Where it began.
c. How it began, d. Subsequent course, e. Former treat-

ment and operations.
2. If injury : a. When it occurred. b. How it oc-

curred. c. Part injured. d. Physical and mental con-

dition immediately after, e. Subsequent course and treat-

ment.

The value of nearly all of these questions is apparent.
Questions d will be found very necessary; questions e, be-

sides their diagnostic value, will, in cases where many reme-

dies have been used with or without benefit, be of help in

outlining the treatment.
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IV. PHYSICAL EXAMINATION.

1. a. Pulse, b. Temperature, c. Respirations.
2. Inspection: a. Color. b. Size. c. Contour. d.

Comparison with opposite side ; when the member or organ
injured or diseased has a duplicate, this should always be

made. e. Remarks as to sinuses, ulcers, discharges, erup-

tions, etc.

3. Function : a. The presence or absence of active and

passive motion, b. Use of the member or organ.
4. Palpation: Whatever may be perceived by means

of the finger tips. The presence or absence of pain,
crepitus, change of color on pressure, fluctuation, oede-

ma, deep irregularities, undue consistence, mobility,
etc.

5. Percussion : a. Superficial, b. Deep.
6. Manipulation: Whatevermay be perceived by means

of the hands. The presence or absence of motion, mobili-

ty, pain, crepitus, etc.

7. Localization: In employing palpation, percussion,
and manipulation, the necessity for localization should be

borne in mind. Tumors should be mapped out, particular
spots of pain noted; points at which crepitus is most dis-

tinct, points of false motion, degrees of mobility in various

parts, and the extent and direction of irregularities, pain
and false motion noted, etc.

8. Instrumentation: This includes the use of the hypo-
dermic syringe, probes, sounds, electrodes, electric lights,
stethoscope, tape-measure, and all other diagnostic instru-

ments.

9. Examinationof excretions : a. Pus or other discharges.
b. Urine, c. Faeces.

10. Microscopical examination : a. Pus or other dis-

charges. b. Urine, c. Faeces, d. Growths, etc.
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V. DIAGNOSIS.

1. The examiner will now have a mass of information

gathered from the history and examination of the case

which may be found to apply to one or more of several dis-

eases or injuries. If he will select the two, three, or four dis-

eases or injuries which are more particularly indicated, and

group under the head of each the information especially
applying to z7, it will be found that, in the large majority
of cases, the summary will lead him to a correct diagnosis.

Great care, however, must be taken not to give undue

prominence to a minor symptom.
In the more difficult cases it is proper to use the method

of exclusion.

2. Exclusion : Every disease or injury has one or more

symptoms which are characteristic, perhaps pathognomonic,
and the absence of these symptoms in a particular case

may rightly lead one to exclude that disease or injury, and

so, working backward from a knowledge of what should be

if the disease were such, we are able eventually to exclude

all that it is not and make a diagnosis by exclusion.

VI. PROGNOSIS.

1. Immediate results. 2. Distant results. 3. Time.

In stating the prognosis it is necessary to give an opin-
ion as to the immediate outcome of the case, whether it
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is to be rapidly fatal or not, whether it means partial or

complete disability, and the probable length of time to a

fatal ending or comparative cure.

The ultimate results will be asked for, and one should

be prepared to state what they will be regarding life, use-

fulness, comfort, and time.

VII. TREATMENT.

1. Primary : a. General, b. Local.

2. Intermediary : a. General, b. Local.

3. Secondary: a. General, b. Local.

The primary treatment refers more particularly to in-

juries, and consists essentially of the aid which is given
immediately after its reception. Generally, shock is to be
treated ; locally, haemorrhage controlled, temporary splints
or other dressings applied, etc.

The intermediary treatment refers to disease or injury,
and is that w7 hich is given with a view to fitting the patient
for the secondary treatment. Generally, in disease, a course

of tonics, proper food and hygiene, preliminary to an oper-
ation ; in injury, the treatment of shock and general condi-

tions. Locally, in disease or injury, temporizing dressings.
The secondary treatment refers to permanent or final

treatment. In disease, perhaps an operation; in injury,
permanent dressings. The use of the terms general and

local will be readily understood.

VIII. CLASSIFICATION OF CASES.

OneJiaving carefully considered the foregoing plan will

see that all cases may be assigned to one of four classes:
1. Cases of injury. Of this class a fracture is a good

type. It is rarely necessary in considering a fracture to

inquire into the family history or into wdiat diseases the

patient may have had. Infrequently, however, one may
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find such knowledge of greatest importance, as is witnessed

by cases of delayed union after fracture in syphilitics.
2. Cases of acquired disease. The tertiary lesions of

syphilis (bone necroses, gummata) form a good type for

study. In these the personal history of disease is of great
importance, the family history being useful only secondarily
or for purposes of exclusion.

3. Cases of hereditary disease. Tubercular disease in

its various forms is perhaps the most common and usually
furnishes a good type. The family history in this class
must be very complete and. is of fully as much importance
as the personal history of disease.

4. Mixed cases. Under this head may be placed—-
a. Cases of injury complicated by acquired or heredi-

tary disease.

b. Cases of disease complicated by injury or some other

acquired or hereditary disease than the one originally
under observation.

In conclusion, it is well to state that the examiner must

be thorough and persistent in his interrogations. This cau-

tion applies especially to the management of hospital and

dispensary patients. Aside from the wish to deceive or

withhold information which a few patients may exhibit,
the average intelligence of such patients being low, the

questions must be explicit and perhaps oft repeated and

their form changed to elicit the desired knowledge.
332 Lexington Avenue.
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