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P R E F A C E  

The present volume is a revision of the Guides for History 
Taking and Clinical Examination of Psychiatric Cases 
edited in 1921 by Dr. George H. Kirby, then Director of the 
Psychiatric Institute. Widespread use of the first edition 
has reaffirmed the soundness of the principles of psychiatric 
history taking and clinical examination laid down by Dr. 
Adolf Meyer. The first edition was based largely on those 
principles and they have been retained in the present 
edition. 

The first edition was compiled mainly for the use of phy- 
sicians in psychiatric hospitals. Since 1921, however, with 
the spread and advance of psychiatric education and inter- 
est, the Guides have been more widely used by medical stu- 
dents and psychiatrists in various psychiatric activities. In  
the present edition, therefore, certain revisions and ampli- 
fications have been made with such uses in mind. 

The outline for the study of the family and personal his- 
tory has been rearranged and modified to include the study 
of the personality. This inclusion has been considered ad- 
visable because of the feeling that the individual is best 
understood when the facts of his personality are studied 
with the events of his life. Experience has shown that at- 
tempts to study personality detached from the events of the 
patient's life may give static pictures and fail to differen- 
tiate between the more normal or usual personality reac- 
tions and those which are a part of the psychiatric disorder. 
In the present personal history outline the aim is, therefore, 
to connect closely the events of the patient's life a t  different 
periods and his reaction to them. However, the outline for 
personality studies based largely on the work of I-Ioch and 
Amsden has been retained for those who prefer to follow it. 

In the present edition a new section on the psychiatric 
examination of children has been added. 



The classification of psychiatric disorders approved by 
the American Psychiatric Association, with definitions and 
explanatory notes compiled by the Editor, has been in- 
cluded in the present edition for the assistance of those 
using the Outlines. The classification of psychiatric dis- 
orders in children, with definitions and explanatory notes 
compiled by Brown, Pollock and Potter, has also been incor- 
porated, with some modifications. 

The Editor aclcnowledges the helpful suggestions given 
in the revision of the Guides by Dr. Richard H. Hutchings, 
Dr. Paul C. Taddiken and Dr. George IT. Mills. 

Dr. Howard W. Potter and Dr. Leland E. Hinsie, mate- 
rially assisted the Editor in the revision of the Guides. 

August, 1.934 CLARENCE 0. CHENEY. 



P R E F A C E  T O  S E C O N D  E D I T I O N  

It is gratifying to learn that this book has been helpful 
to physicians, medical students and others who are faced 
Fiith the task of the examination of psychiatric patients, 
and that a second printing has become necessary. Minor 
changes have been made with attempts at  further clarifica- 
tion but i t  has not been thought necessary to change the 
general arrangement or plan of the book. Because of 
certain suggestions that have been made for alterations, it 
seems advisable to call attention to the fact that this book 
is not to be looked upon as a textbook of psychiatry, nor 
does it aim to define all of the psychiatric terms that might 
be used. Other publications are of course available for 
such purposes. 

In response to comments regarding the classification of 
psychiatric disorders included in this book, attention is 
also called to the fact that the Editor is not responsible for 
this classification which was arrived at after careful con- 
sideration by representatives of the American Psychiatric 
Association and the American Neurological Association 
and accepted by both associations as an official classi- 
fication and was published accordingly in the Standard 
Nomenclature of Disease. The editor therefore has not 
presumed to make changes in this classification which obvi- 
ously may not satisfy entirely the wishes of those who have 
to use it. He is responsible only for the explanatory notes 
which have been formulated to meet as far  as seems possible 
the needs of the classification. 

CLAREXCE 0. CHENEY. 

Wlite Plains, New York. 
August, 1938. 



P R E F A C E  T O  T H I R D  E D I T I O N  

These "Outlines" do not include many of the special 
methods which have been devised for exhaustive studies in 
mental diseases, but they are intended as were former edi- 
tions to direct the attention of the examiner along the im- 
portant channels in mental history-taking, to refer to the 
special topics and factors to be investigated, and to serve 
as an orderly scheme for the examination of psychiatric 
patients. Many of the suggestions will not apply in each 
individual case, but they are offered to include the numer- 
ous possibilities which may be encountered in the various 
phases and types of mental disorder. 

The general form of the book and the order of the contents 
have been retained. Some sections have not been changed, 
but other parts have been deleted and still others modified 
considerably. Some parts of the classification of psychi- 
atric disorders are in need of revision, but as it is the official 
classification of the American Psychiatric Association and 
of the Standard Classified Nomenclature of Disease any 
changes a t  this time would interfere seriously with statisti- 
cal work under way in several centers. 

I wish to acknowledge the valuable aid given by Dr. 
Joseph Zubin of the psychology department of the Psychi- 
atric Institute in writing the sections dealing with psycho- 
logical tests and their evaluations, and by Miss Florence 
Brierley in the preparation of the manuscript. 

Gratitude is also expressed to the following publishers 
who kindly permitted the use of certain excerpts from their 
publications : Journal of Psychology, Carl Murchison, pub- 
lisher; The Williams and Wilkins Company; Psychological 
Corporation ; Journal of Applied Psychology published by 
The American Psychological Association. 

October, 1943. NOUN D. C. LEWIS. 



THE USE OF GUIDES IN CLINICAL PSYCHIATRY 

The necessity of following some kind of a plan or method 
of case-study in psychiatric work is universally recognized. 
Physicians taking up psychiatry should, therefore, first of 
all, try to perfect themselves in the ar t  of history taking and 
strive to develop an efficient technique for the examination 
of mental patients. Facility and skill will be acquired slowly 
and only after painstaking effort. Method and technique 
are just as important in psychiatry as in any branch of 
internal medicine or clinical diagnosis. 

Owing to the variety and complexity of the situations 
dealt with in the investigation of life histories and the diffi- 
culties encountered in the examination of many types of 
mental disorder, the student or physician who approaches 
a case without a definite plan in mind is certain to overlook 
important facts or permit the patient to lead too much in 
the examination, often with the result that the time is not 
spent to the best advantage or that he is misled into draw- 
ing false conclusions. 

One of the chief obstacles in developing a satisfactory 
scheme has lain in the difficulty of devising guides that 
would meet the requirements of the widely differing types 
of cases and not a t  the same time be too cumbersome and 
involved for practical clinical application. Furthermore, 
the kind of guidance needed by one beginning psychiatric 
work is quite different from that required by an experienced 
clinician. One unfamiliar with the guides presented in the 
following pages will perhaps a t  first feel that they are too 
elaborate and go too much into detail; especially is this 
likely to be the reaction of one who must examine fairly 
rapidly a large number of cases, a situation which, unfor- 
tunately, often confronts physicians in large admission serv- 
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ices. The fact that work must sometimes be done under 
conditions unfavorable for the best and most satisfactory 
results furnishes no valid reason for objection to a method 
which aims a t  a higher level of thoroughness and complete- 

The guides present in some detail the various topics which 
it is essential to keep in mind'if cases are to be carefully 
and adequately studied. It is not expected that one would, 
even under ideal conditions, undertake to follow out in every 
case each line of inquiry suggested in the various guides. 
They contain a good deal of information and various tests 
which should be available when needed. One's experience 
and judgment must decide how far  it  is desirable or neces- 
sary to push the examination in this or that direction. The 
student and physician new to psychiatry who have not had 
such experience as to acquire sharp clinical judgment do d. PERSONAL HIST 
well to carry out the examinations in detail in the topics out- 
lined and thus avoid the errors in diagnosis and sugges- 
tions for treatment which even experienced physicians will 
fall into if conclusions are drawn from a superficial, unsys- 
tematic examination. It is better for the physician and for 
the patient to get more facts than are absolutely essential 
than to miss important facts through overconfidence in one's 
diagnostic judgment. Thorough familiarity with the guides 
and the general plan of study outlined will give the student 
and physician a solid foundation on which to develop psy- 
chiatric technique and clinical skill and will qualify him 
to make special clinical studies and investigations as oppor- 
tunities arise. 



THE ANAMNESIS 

(Synopsis) 

d. PERSONAL HISTORY 

1. Infancy ' 

2. Childhood 

3. Adolescence 

4. Adult Life 

5. Previous Attacks of Mental Disorder 

6. Onset and Symptoms of the Psychiatric 
Disorder 



THE ANAMNESIS 

a. Introduction. I n  the study of psychiatric patients a 
good account of the previous history of the patient, the 
physical and mental development, and the manner in which 
the disorder began is very important. Without this infor- 
mation it will be quite impossible in many cases to under- 
stand the nature of the disorder or to make a satisfactory 
diagnostic grouping or to outline treatment. 

Every mentally-ill person is a special problem in diag- 
nosis and treatment. Every mental patient is a unity, a 
unique example, suffering from some particular combina- 
tion of events that has broken or is breaking his adaptations 
to life. The first task of the physician in determining the 
cause or the nature of the illness is the collection of per- 
tinent data. 

Securing the record of the subjective complaints and the 
physical examination of the patient are  arts, the systematic 
method of sorting and classifying the data and the making 
of a diagnosis from the facts secured is a science, and treat- 
ment is a combination of science and art. Errors  in judg- 
ment, errors in analysis, errors in data, and above all errors 
in technique are among the reasons or sources of a mistaken 
diagnosis. 

A desirable history is one which is complete and yet con- 
cise. Long descriptions are not necessarily clear accounts. 

The practice should be to t ry always to get the anamnesis 
from relatives or friends, as  in many instances one cannot 
depend on the patient for the previous history as  is usually 
done in general medical cases. It is therefore essential to 
devote a s  much time and care as  possible to the obtaining 
of full and reliable statements from visitors. It requires 
time and experience to become proficient in this aspect of 
psychiatric work. A number of interviews with the same in- 
formant, or with different members of the family, or 
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friends, will in most cases be necessary in order to obtain a 
correct estimate of the family stock and traits and to get a 
satisfactory account of the patient's life and mental break- 
down. It is particularly difficult to obtain a good anamnesis 
by means of correspondence or through attendants, although 
the latter often do very well if they have had training in the 
observation of patients. Experience has shown that trained 
psychiatric social workers may often be of great assistance 
in getting histories and the physician should not neglect to 
utilize to the fullest extent the services of the social worker 
in securing the desired information. History taking by the 
student or younger physicians is advocated, however, as an 
important part of their training. Visits to the homes of 
their patients by students for first hand knowledge of the 
family and social setting in which the patients have lived are 
likewise advocated as a helpful part of their training. 

In the following pages various important lines of inquiry 
are taken up under certain general headings. This is done 
for the purposes of convenience and systematic approach, 
but the sequence suggested need not in all cases be followed. 

a ives Because of the frequent immediate concern of re1 t' 
with the patient's illness, i t  often facilitates the taking of 
an anamnesis to get first the account of the present illness, 
with all the details, then inquire about the personal history, 
leaving the family history until last. In recording the find- 
ings in the case history, however, the order indicated in the 
guide should be followed.' 

Before the anamnesis is considered complete, all of the 
topics mentioned should be covered by an appropriate 
inquiry. 

The use of short summarizing headings for the different 
i paragraphs or topics is advised, as these render it easy to 

get rapidly the salient facts from a case history. The head- 
ings should, however, be brief and concise and not simply a 
somewhat shorter statement of what is to follow in the 
paragraph. 



In hospital cases where there are no relatives or visitors 
or in clinic cases where only the patient is seen and the pa- 
tient must give the previous history, it is advised that this 
be recorded in the usual form of an anamnesis and be placed, 
as is customary, in the front part of the case record rather 
than incorporated in that division of the mental status deal- 
ing with memory tests and the patient's ability to give per- 
sonal data. In some cases it will, of course, not be possible 
to take an anamnesis from the patient until the more dis- 
turbed phase of the psychosis has subsided or even until 
convalescence has set in. Case histories often lose a great 
deal of their value because no anamnesis was obtained from 
the patient before discharge or from the visitor who came 
to take the patient home. 

It is suggested that the student or physician always study 
the anamnesis guide thoroughly and have the topics clearly 
in mind or notes of them to guide him when relatives or 
other visitors are interviewed in hospitals or the patients in 
clinics. This method is considered preferable to the dis- 
tracting use of the guide itself during interviews. In deal- 
ing with hospitalized patients the physician should have at  
hand the following : 

1. Copy or abstract of legal paper by which the patient 
was admitted. I t  is important to go over the statements of 
the relatives and the patient contained in the paper. Very 
often relatives deny statements made to the committing 
physicians or give quite a different account of happenings 
preceding the patient's admission than that recorded in the 
commitment paper. 

2. The report of the examination of the patient, if this 
has been made, includingdhis account of his life and illness 
so that the statements of the patient and informants may be 
compared and evaluated. Conflicting information may be 
gotten from the different sources and every effort should 
be made by careful inquiry to arrive at the truth. Not in- 
frequently this goal may be reached only by inquiry from 
unrelated, disinterested persons, but in making such in- 



quiries due regard should always be given to the confiden- 
tial relationship of patient and physician. 

3. The statistical data sheet. This should be filled in as 
far  as possible at the time the anamnesis is taken because 
many of the items require special inquiry if accurate statis- 
tical data are to be obtained. It is also important to com- 
plete as much of the data sheet at  this first interview as 
possible because of certain information called for in death 
certificates, in questions of legal residence, in deportation 
proceedings, etc. 

THE ANAMNESIS 

Name of patient Hospital or clinic number : 

Taken by Date 

b. INFORMANT : 

1. Name 

2. Address Telephone number 

3. Relationship to patient 

4. Intelligence and reliability 

Record mental or physical characteristics observed in the 
informant and other relatives seen. Subsequent family his- 
tory and observations made of relatives may be recorded as 
an addition to the family history and inserted in the case 
record. 

c. FAMILY HISTORY: 
The family history furnishes evidence of hereditary fac- 

tors as well as the environmental influences. It is a record 
of the germ plasm. It may disclose inherited diseases or 
tendencies to certain disorders. There is no "negative" or 
"negligible" family history. Every animal and plant 
breeder recognizes the importance of differentiating strong 
and weak strains, likewise the physician should learn the 
character of the stock from which the patient is derived. Is  
it a long-lived stock or are the majority of the antecedents 
short-lived? I s  it a healthy or siclcly family? 
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The value of the existing statistics on heredity in nervous 
and mental disorders, "temperaments," and personality 
traits is greatly impaired (sometimes to the extent that 
they are worthless) by reason of the fact that the investiga- 
tor has failed to differentiate true germ plasm inheritance 
from the identification traits which are of universal expres- 
sion during the time of childhood relationships with the par- 
ents or other relatives; in other words, the child at a very 
early age introjects or makes a part of his own pattern of 
behavior the character traits, motor habits, and mental char- 
acteristics of his "contact" persons and other contem- 
poraries. These identifications find their way into and are 
included in statistics on suicide and various other family 
developments. 

Reliable information on matters of inheritance in the hu- 
man family is exceedingly difficult to obtain, even when such 
information exists, as the feeling of disgrace to the family 
all too frequently obtains and is of widespread distribution, 
not only in connection with nervous and mental disorders 
but with diabetes, tuberculosis, and particularly with cancer 
and syphilis. The following suggestions, if followed out, 
render investigations in heredity a tedious procedure and 
often postpone the final evaluation, but when carried to a 
conclusion the result is a reliable history of hereditary 
factors. 

a. Information on the family history in any given case 
should be taken, if possible, from : 

1. the individual under investigation 
2. a parent, sibling, or other near relative 
3. a distant relative, preferably one who is not on good 

terms with the family 
4. the family physician or clergyman 
5. a neighbor or other person who has known the fam- 

ily for a number of years 

This information should be as complete as possible in 
regard to nervous and mental conditions, temperament and 



character, diabetes, tumors, tuberculosis, syphilis, asthma : 

and hay fever, hypertension, occupation, and nativity. In  
fact, it would be advisable to determine any obvious tend- 
encies toward .the development of any type of disease pro- 
cess any place in the family line. 

b. A note accompanying the information should state the 
age, social level, and economic status of the informant, and 
the examiner's impression of his reliability. 

c. The information from each informant may then be 
divided into : 

1. that given voluntarily 
2. that given on interrogation 
3. that given reluctantly 

d. The statements should then be grouped as to the de- 
gree of authenticity : 

1. unquestionable facts 
2. probabilities 
3. possibilities 

e. In  recording some of the more interesting cases show- 
ing significant family histories, a heredity chart may be 
constructed utilizing the standard symbols which may be 
found in any textbook on genetics. 

In addition to a history of definite psychosis or nervous 
disease, it is desirable to secure evidence of the various less 
direct and specific factors which throw light on the social 
reactions and intellectual development as well as the physi- 
cal make-up and defects of the different members of the 
family. Because of the possible influence on the patient's 
health and personality development we wish to know in 
what kind of a family he was brought up: Were the mem- 
bers intelligent oa dull and shiftless ; temperamentally stable 
or unstable and eccentric; of high or low social standing; 
in good or poor financial circumstances; dependent on char- 
ity or welfare relief. 



It is not sufficient to ask simply the general question : has .* 
any member of the family been insane or nervous? A great 
many persons will answer in the negative, whereas, a de- 
tailed inquiry will often bring out a number of instances of 
nervous or mental troubles or personality traits which may 
have an important influence on the patient. In  a similar 
way questions regarding physical defects and diseases in 
the ancestors must be as specific as possible. All questions 
should be put in non-technical terms, and judgment and dis- 
crimination must be used in accepting as a settled fact diag- 
noses or causes of death as given by the informant. A 
descriptive statement as a rule is preferable to a one-word 
diagnosis. 

Specific inquiry should be made concerning each member 
of the family indicated below and the data recorded in the 
sequence given. Emphasis should be laid in the inquiry on 
facts regarding the members of the family who have been in 
close contact with the patient because of their possible influ- 
ence on his mental development and attitudes, his success or 
failure, and on the development of his personality disorder 
or rnental breakdown. A graiidmother or aunt because of 
her bringing up of a child may have had more of an influence 
than a mother or father who was absent. We wish to know 
therefore what kind of a person the grandmother or aunt 
was, her tendencies, her attitude toward people and things, 
and particularly her attitude toward the patient. These 
may be much more important than her birthplace, age, civil 
status and age and cause of death, which, however, should 
be included in the statements to round out the picture of 
that person. The same principles apply to facts about other 
members of the fa&ily. If the informant has no knowl- 
edge regarding any individual of the given generations, it 
should invariably be mentioned. It is not permissible to 
say that the family history is negative. Every family has 
some influence on the development and mental health or ill- 
ness of its members. 



T h e  direct line irccludes 

Paternal grandfa,ther 
Paternal grandmother 
Maternal grandfather 
Maternal grandmother 
Father 
Mother 
Children in family, siblings or brothers and sisters of 

patient. Record in order of birth, including stillbirths 
and those dead 

Children of patient, give in order of birth 

T h e  collateral line includes 
Uncles, aunts and cousins 

The aim should be to obtain as complete information as 
possible regarding all members of the direct line and the 
collateral lines. With this object in view, the history of 
each individual of the different generations, as above indi- 
cated, should be inqujred about and the facts recorded in an 
orderly way. The data may be conveniently arranged and 
classified as follows : 

1. Name, relationship to the patient, living or dead, age, 
cause of death. 

2. Character and disposition-(accomplishments in 
school and at  work ; sociable and agreeable or seclusive, dis- 
tant; calm and easy-going or tense, irritable, worrisome, 
etc. ; aggressive or submissive). 
3. R81e played in family life (with special reference to 

patient). 
4. Psychopathic personality : eccentricity, seclusiveness, 

emotional instability (exuberant, depressive, cyclothymic) , 
irritability, stubbornness, suspiciousness, nomadism, crim- 
inality, sexual perversions, etc. Were these traits habitual 
or temporary under certain conditions. Describe conditions. 

5. Alcoholism, drug addiction, or exposure to other toxic 
exogenous agents. 




























































































































































































































































































	Lewis_1.pdf
	Lewis_2.pdf
	Lewis_3.pdf
	Lewis_4.pdf
	Lewis_5.pdf
	Lewis_6.pdf

	Text1: 
	Text2: 


