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The value of including post-
encounter notes (PENs) in clin-
ical assessments of students 

is well established.1,2 PENs provide 
unique information that is comple-
mentary to other data such as check-
list scores completed by standardized 
patients (SPs) or assessments by ob-
serving faculty.3 Psychometric stud-
ies show high correlation between 
scores in data gathering (obtaining 
key items by history and physical 
examination) and written communi-
cation (PENs).4,5 Despite the clinical 
and educational significance, student 
notes consistently fail to report all 
the pertinent information obtained 
during clinical encounters, even in 
high-stakes examinations.6-8 One 
study found that students failed to 
report 32% of 13 key elements of the 

medical history in one case during 
a clinical skills examination (CSA).7 
On a study of four CSA cases, we 
found that students failed to report 
27% of key history items.8 

Few studies have commented on 
which items are most likely to be 
omitted from clinical notes by stu-
dents or clinicians.7,9,10 In our previ-
ous study, we noted that pertinent 
negative items appeared less likely 
to be reported than other key items, 
but the study included too few perti-
nent negative items for a valid com-
parison.8 We therefore used data 
from a subsequent formative mid-
third year CSA to compare the re-
porting of pertinent negative and 
pertinent positive items in two SP 
cases. One case concerned abdominal 
pain and the other headache. 

We limited the study to the med-
ical history as these items can be 
more reliably validated than phys-
ical examination items. Physical 
examination may be technically dif-
ficult to view on camera or video-
recordings and/or require judgment 
by SPs or observers as to how well a 
student performed against an estab-
lished standard technique.11,12 These 
problems may contribute to the very 
high rates of inaccurate documenta-
tion reported for physical examina-
tion items in some studies.13,14 Our 
hypothesis was that students are 
more likely to report pertinent posi-
tive than pertinent negative items 
from the medical history, ie, that un-
der-reporting would be significantly 
higher for pertinent negative items. 

Methods
 During the end of the first semes-
ter CSA, 55 mid-third-year students 
were assessed on the two cases por-
trayed by SPs. Faculty measured 
student performance on 15 key items 
from the medical history. After each 
SP encounter, students recorded in-
formation in the PEN, and SPs used 
checklists to score obtained/not ob-
tained for each key item. Indepen-
dently trained observers monitored 
the accuracy of SP performance. 
Upon completion of the PEN, the 15 
key items selected by faculty were 

From the Department of Family and 
Community Medicine, University of Kansas 
School of Medicine-Wichita.

Are Students Less Likely  
to Report Pertinent Negatives 
in Post-encounter Notes? 
Anne Walling, MB, ChB; Scott E. Moser, MD; Gretchen Dickson, MD; Rosalee E. Zackula, MA

BACKGROUND AND OBJECTIVES: In completing post-encounter 
notes (PENs), students are believed to under-report about 30% of 
the important information obtained in the medical history. The re-
sulting incomplete clinical notes can contribute to adverse patient 
care and medicolegal outcomes. We hypothesized that pertinent 
negative items would be more likely to be under-reported than 
positive items. We compared reporting rates for pertinent positive 
and negative items on two cases in a clinical skills assessment 
(CSA) taken by all 55 third-year students. Based on standardized 
patient (SP) checklists, students obtained 87% of both positive 
and negative items. Scoring of PENs found significant differences 
in the reporting rates for positive (75%) and negative (52%) items. 
These results were consistent for each case. Students appear to 
be able to elicit pertinent negative information from patients but, 
although these items may be crucial in the medical history, they 
are significantly more likely than positive items to be omitted from 
the clinical note. 

(Fam Med 2012;44(1):22-5.)



FAMILY MEDICINE VOL. 44, NO. 1 • JANUARY 2012 23

ORIGINAL ARTICLES

scored and recorded as reported/not 
reported. A single faculty member, 
who was blinded from the SP report, 
scored and reported all PENs. Over-
all performance validity was eval-
uated by subsequently reviewing 
recordings for approximately 20% 
of the encounters and making com-
parisons to SP checklists.   

Two faculty members, who were 
not involved in evaluating the for-
mative CSA and were blinded to 
student scores, classified items as 
pertinent negatives or pertinent 
positives. Pertinent negatives were 
defined as key items whose absence 
was significant to the case. Exam-
ples included significant risk fac-
tors (such as smoking) or symptoms 
(such as blood in the stool) that the 
SP denied if asked. Of the 30 items 
(15 per case), eight pertinent nega-
tive and 18 pertinent positive items 
were identified by consensus. The re-
maining four questions were qualita-
tive or descriptive and were excluded 
from the study.

Descriptive statistics were used to 
summarize results and compare pro-
portions of information obtained per 
the SP checklist and reported per the 
PEN by case and in total. Binomial 

two- sample proportion z-tests were 
conducted to assess significant dif-
ferences. The retrospective analysis 
of these data was determined to be 
an exempt study by the Institution-
al Review Board’s Human Subjects 
Committee.

Results
Table 1 compares and summariz-
es results from SP checklists and 
student PENS. Overall congruence 
between checklists and PENS was 
similar to that reported in previous 
studies.7 For all 30 items, students 
obtained 84.8% and reported 66.7% 
of items performed. They under-re-
ported (obtained but did not report) 
23.8% of the items (Table 1). Stu-
dents obtained high rates of both 
pertinent negative (87.7%) and per-
tinent positive (87%) items. Students 
were significantly more likely to re-
port positive items than negative 
items, 75.1% compared to 52.3% re-
spectively, z=8.53, P<.001. Converse-
ly, in under-reporting, the proportion 
of positive items was significantly 
lower than negative items, 17.6% 
compared to 40.7%, z=9.35, P<.001.

Overall, results were similar be-
tween cases (Table 2). Students were 

significantly more likely to report 
pertinent positive items than nega-
tive items, 74.1% (abdominal) and 
76.0% (headache) compared to 53.9% 
(abdominal) and 50.9% (headache), 
respectively. Detailed examination 
of the question content showed the 
highest reporting of a negative item 
was for smoking, whereas the lowest 
was for radiation of pain. For pos-
itive items, the highest reporting 
was for specific location of abdomi-
nal pain and the lowest was for use 
of prescription medication. 

Discussion
Despite obtaining almost all of the 
pertinent positive and negative 
items, students tended to omit from 
the PEN (under-report) pertinent 
negative items significantly more 
than positive items. 

The PEN has been described as 
the “benchmark” for assessing phy-
sician competence as well as pro-
viding the medicolegal record of the 
patient encounter.14 Failure to re-
port all the essential information 
obtained in a patient history can 
have many negative consequences, 
including inaccurate diagnosis, in-
appropriate follow–up, under-billing, 

Table 1: CSA Results Comparing SP Checklist and PENS (55 Students, Two Cases)

SP Checklist

PENS: 30 items Obtained (%) Not Obtained (%) Total (%)

Reported 1,007  (61.0) 94 (5.7) 1,101 (66.7)

Not reported 393  (23.8) 156 (9.5) 549 (33.3)

Total 1,400  (84.8) 250 (15.2) 1,650 (100.0)

Pertinent negative: 8 items*

Reported 207  (47.0) 23 (5.3) 230 (52.3)

Not reported 179  (40.7) 31 (7.0) 210 (47.7)

Total 386  (87.7) 54 (12.3) 440  (100.0)

Pertinent positive: 18 items*

Reported 687  (69.4) 56 (5.7) 743 (75.1)

Not reported 174  (17.6) 73 (7.4) 247 (24.9)

Total 861  (87.0) 129 (13.0) 990  (100.0)

 
CSA—clinical skills assessment 
SP—standardized patient 
PENS—post-encounter notes

* Note: results are rounded such that only marginal percentages will total appropriately
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and underestimation of the quality 
of clinical data gathering.13,15 Nev-
ertheless, several studies document 
that students, residents, and phy-
sicians substantially under-report 
important items obtained during 
the medical interview.6-10,13,14,16 Un-
derstanding which items get forgot-
ten or ignored in documenting the 
clinical encounter is an important 
element in designing strategies to 
improve clinical care. This study val-
idates the common clinical impres-
sion that pertinent negatives are 
significantly more likely than posi-
tive data to be omitted from PENs.

Educationally, the ability to pre-
pare an accurate, complete, yet con-
cise PEN is recognized as a core 
competency for both medical stu-
dents and residents,17,18 yet little 
has been published on how to teach 
this skill.19 For educators, analysis of 
which items are selectively report-
ed (and conversely those that are 
elicited but not reported) also pro-
vides insights on student utilization 
of clinical knowledge and decision 
making.20,21 Our students elicit-
ed the pertinent negative informa-
tion, but we do not know why they 
failed to report so much of it in the 
PEN. The items that were omitted 
came from all sections of the histo-
ry, ie, presenting complaint, review 
of systems, and social history. The 
magnitude of the effect and its per-
vasive nature suggest that simple 

forgetting does not adequately ex-
plain the under-reporting. Students 
may under-value the significance of 
negative information in clinical de-
cision making. Pertinent negative 
information may also be inadequate-
ly emphasized in clinical teaching 
across several clerkships. Such an ef-
fect may be too small to be apparent 
in individual courses and only appar-
ent in a general assessment such as 
the CSA. Educators have been criti-
cized for underutilizing such curric-
ular-wide feedback from a CSA in 
improving educational programs.22 

This preliminary study has sever-
al limitations. Data were only gath-
ered on 55 mid-third-year students 
and two SP cases. As previously re-
ported, reporting accuracy may vary 
substantially by case6,8,13 and by stu-
dent.7,23 Studies based on SP check-
list reports and faculty scoring of 
PENs also face several methodolog-
ical challenges in the design of items 
on checklists6 and the use of scor-
ing instruments.24-26 We endeavored 
to minimize the principal problems 
by training the SPs and the physi-
cian scorer and also by validation of 
SP performances and checklists by 
observers. Reliability of PEN scores 
has not been shown to improve by 
duplicate scoring by a second trained 
physician.27 The study was also lim-
ited as a retrospective analysis of 
examination data. Some questions 
could not be classified as either 

“positives” or “negatives,” and oth-
ers may have suffered from ambigui-
ty. In editing cases for a future study, 
greater attention is being paid to de-
sign of checklist and PEN scoring ru-
brics as well as specific SP training 
in the areas of interest.28 The editing 
process also allows validation of the 
clinical significance of each item29 
and a more even distribution of posi-
tive and negative items in the cases.

Finally, the study was limited by 
its role as an end of first semester 
assessment. Since students had only 
completed half of the required clerk-
ships, this CSA focused on general 
attributes of patient assessment and 
clinical content that could be expect-
ed of all students, regardless of clini-
cal experiences. Both students and 
residents are reported to improve 
performance on SP assessments 
with increasing clinical experience.30 
A larger CSA held at the end of the 
third year has the potential to in-
clude up to 12 cases and to address 
a much wider scope of clinical infor-
mation. Future studies could also in-
vestigate any relationship between 
attention to pertinent negatives and 
other indicators of student perfor-
mance.
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Table 2: CSA Pertinent Items Obtained and Reported, Summarized by Type and by Case (55 Students)

Case Description Obtained (%) Reported (%) Under-reported (%)
Obtained and  
Reported (%) 

Negative items, n=220

Abdominal pain 194 (88.2) 118 (53.6) 93 (42.3) 101 (45.9)

Headache 192 (87.3) 112 (50.9) 86 (39.1) 106 (48.2)

Positive items, n=495

Abdominal pain 419 (84.6) 367 (74.1) 88 (17.8) 331 (66.9)

Headache 442 (89.3) 376 (76.0) 86 (17.4) 356 (71.9)

            Comparison (z, P)

Abdominal pain 1.25 0.212 5.42 <.001 7.09 <.001 5.29 <.001

Headache 0.79 0.432 6.64 <.001 6.27 <.001 6.13 <.001

CSA—Clinical Skills Assessment
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