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John Macleod (1915–2006)
[image: Unlabelled image] John Macleod was appointed consultant physician at the Western General Hospital, Edinburgh, in 1950. He had major interests in rheumatology and medical education. Medical students who attended his clinical teaching sessions remember him as an inspirational teacher with the ability to present complex problems with great clarity. He was invariably courteous to his patients and students alike. He had an uncanny knack of involving all students equally in clinical discussions and used praise rather than criticism. He paid great attention to the value of history taking and, from this, expected students to identify what particular aspects of the physical examination should help to narrow the diagnostic options.
His consultant colleagues at the Western welcomed the opportunity of contributing when he suggested writing a textbook on clinical examination. The book was first published in 1964, and John Macleod edited seven editions. With characteristic modesty he was very embarrassed when the eighth edition was renamed Macleod’s Clinical Examination. This, however, was a small way of recognising his enormous contribution to medical education.
He possessed the essential quality of a successful editor – the skill of changing disparate contributions from individual contributors into a uniform style and format without causing offence; everybody accepted his authority. He avoided being dogmatic or condescending. He was generous in teaching others his editorial skills, and these attributes were recognised when he was invited to edit Davidson’s Principles and Practice of Medicine.
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Preface
Despite the wealth of diagnostic tools available to the modern clinician, the acquisition of information by direct interaction with the patient through history taking and clinical examination remains the bedrock of clinical practice. An expertly performed history and examination of a patient allow the clinician to reach a differential diagnosis whilst ensuring the patient and their concerns remain central to the process, and avoids potential harm from unnecessary or unjustified tests.
This book aims to assist clinicians in developing the consultation skills required to elicit a clear history and the practical examination skills needed to detect clinical signs of disease. Where possible, the physical basis of clinical signs is explained to aid understanding. Formulation of a differential diagnosis from the information gained is introduced, and the logical initial investigations are included for each system. Macleod’s Clinical Examination is designed to be used in conjunction with more detailed texts on pathophysiology, differential diagnosis and clinical medicine. It is closely integrated with Davidson’s Principles and Practice of Medicine and is best read in conjunction with that text.
In this edition, the contents have been updated and diversified by a team of existing and new authors, with the aim of creating an accessible and user-friendly text relevant to clinical practice in the 21st century.
Section 1 addresses the general principles of good interaction with patients, from the basics of taking a history and examining, to the use of pattern recognition to identify spot diagnoses. Section 2 deals with symptoms and signs in specific systems and Section 3 illustrates the application of these skills to specific clinical situations. Section 4 covers the formulation of a diagnosis, the tailored adaptation of clinical skills for everyday practice and preparation for assessments of these skills.
We hope that if young clinicians are encouraged to adopt and adapt these history and examination skills, not only will they serve their patients well as diagnosticians, but also they will continue to develop clinical examination techniques and a better understanding of their mechanisms and diagnostic use.
The 15th edition of Macleod’s Clinical Examination is accompanied by an expanded set of clinical videos, including eight entirely new topics, which are available in the Elsevier eBooks+ library.
ARD, JAI, KF
Edinburgh, 2023
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How to make the most of this book and associated multimedia
This book describes the principles of managing encounters with patients in a systematic and thorough way. In Sections 2 and 3, each of the systems chapters is laid out in the same order:
	• Introduction: anatomy and physiology.
	• The history: common presenting symptoms, what questions to ask and how to follow them up.
	• The physical examination: what and how to examine.
	• Investigations: how to select the most relevant and informative initial tests, and how these clarify the diagnosis.
	• Objective Structured Clinical Examination (OSCE) examples: a couple of short clinical scenarios included to illustrate the type of problems students may meet in an OSCE assessment of this system.
	• Integrated examination sequence: a structured list of steps to be followed when examining the system, intended as a prompt and revision aid.


Examination sequences
Throughout the book there are outlines of techniques that you should follow when examining a patient. These are identified with a red ‘Examination sequence’ heading. The bullet-point list provides the exact order in which to undertake the examination. To help your understanding of how to perform these techniques, many of the examination sequences are presented in accompanying videos.


[image: Unlabelled image] Clinical examination videos
Included with your purchase are clinical examination videos, custom-made to accompany this textbook. Filmed with hands-on guidance from the author team, and narrated by experts, these videos offer you the chance to watch specialist doctors performing many of the examination routines described in the book. By helping you to memorise the essential examination steps required for each major system and by demonstrating the proper clinical technique, these videos should act as an important bridge between textbook learning and bedside teaching. The videos will be available for you to view time and again as your clinical skills develop and will prove invaluable as you prepare for your clinical OSCE examinations.
Each examination routine has a detailed explanatory narrative, but for maximum benefit, view the videos in conjunction with the book. See the inside front cover for your access instructions.
Key points in examinations: photo galleries
Many of the examination sequences are included as photo galleries, illustrating with captions the key stages of the examination routine. These will act as a useful reminder of the main points of each sequence. See the inside front cover for your access instructions.
Video contents

	• Video 1: Assessment of fluid balance
	• Video 2: Examination of the respiratory system
	• Video 3: The cardiovascular system
	• Video 4: Measurement of blood pressure
	• Video 5: Examination of the peripheral vascular system and diabetic foot
	• Video 6: Examination of the gastrointestinal system
	• Video 7: Examining for meningeal irritation
	• Video 8: Examination of speech
	• Video 9: Examination of the trigeminal (V) nerve
	• Video 10: Examination of the facial (VII) nerve
	• Video 11: Examination of the glossopharyngeal (IX), vagus (X), accessory (XI) and hypoglossal (XII) nerves
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	• Video 12: Examination of the motor system of the upper limbs
	• Video 13: Examination of the motor system of the lower limbs
	• Video 14: Examination of the sensory system of the upper limbs
	• Video 15: Examination of the sensory system of the lower limbs
	• Video 16: Examination of the motor and sensory systems of the hand
	• Video 17: Examination of the optic (II), oculomotor (III), trochlear (IV) and abducens (VI) nerves
	• Video 18: Examination of the ear
	• Video 19: Examination of the vestibulocochlear (VIII) nerve
	• Video 20: Examination of the neck
	• Video 21: Examination of the thyroid gland
	• Video 22: Gynaecological examination
	• Video 23: Obstetric examination
	• Video 24: GALS examination
	• Video 25: Examination of the cervical spine
	• Video 26: Examination of the thoracic and lumbar spine
	• Video 27: Examination of the hand and wrist
	• Video 28: Examination of the shoulder
	• Video 29: Examination of the hip
	• Video 30: Examination of the knee
	• Video 31: Examination of the ankle and foot
	• Video 32: Timed Up and Go
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Section-01
Principles of Clinical History and Examination
Outline
1. Managing clinical encounters with patients
2. General aspects of history taking
3. General aspects of examination


1: Managing clinical encounters with patients
Karen Fairhurst, J. Alastair Innes, and Anna R. Dover


	The clinical encounter 	Reasons for the encounter 
	The clinical environment 
	Opening the encounter 
	Gathering information 
	Handling sensitive information and third parties 
	Managing patient concerns 
	Showing empathy 
	Showing cultural sensitivity 
	Addressing the problem 
	Concluding the encounter 


	Professional responsibilities 	Confidentiality and consent 
	Social media 


	Personal responsibilities 


The clinical encounter
The clinical encounter between a patient and doctor lies at the heart of most clinical practice. At its simplest, it is the means by which people who are ill, or believe themselves to be ill, seek the advice of a clinician whom they trust. Traditionally, the clinical encounter is conducted face to face, although non–face-to-face or remote consultation using the telephone, video technology or online is increasingly common. This chapter describes the general principles that underpin clinical interactions with patients.
Reasons for the encounter
The majority of people who experience symptoms of ill health do not seek professional advice. For the minority who do seek help, the decision to consult is usually based on a complex interplay of physical, psychological and social factors (Box 1.1). The perceived seriousness of the symptoms and the severity of the illness experience can influence whether patients seek help. The perceived severity of symptoms is determined by their intensity, the patient’s familiarity with them and their duration and frequency. Beyond this, patients try to understand their symptoms based on their own prior experience and from information they have gathered from a range of sources, including family and friends, print and broadcast media and the internet and social media. Patients who present with a symptom are significantly more likely to believe or worry that their symptom indicates a serious or fatal condition than non-consulters with similar symptoms; for example, a family history of sudden death from heart disease may affect how a person interprets an episode of chest pain. Patients also weigh up the relative costs (financial or other, such as inconvenience) and benefits of consulting. The expectation of benefit from a consultation (e.g. in terms of symptom relief or legitimisation of time off work) is a powerful predictor of consultation. There may also be times when other priorities in patients’ lives are more important than their symptoms of ill health and deter or delay consultation. It is important to consider the timing of the consultation. Why has the patient presented now? Sometimes it is not the experience of symptoms themselves that provokes consultation but something else in the patients’ lives that triggers them to seek help (Box 1.2).
1.1 Deciding to consult a doctor

	• Perceived susceptibility or vulnerability to illness
	• Perceived severity of symptoms
	• Perceived costs of consulting
	• Perceived benefits of consulting



1.2 Triggers to consultation

	• Interpersonal crisis
	• Interference with social or personal relations
	• Sanctioning or pressure from family or friends
	• Interference with work or physical activity
	• Reaching the limit of tolerance of symptoms



A range of cultural factors may also influence help-seeking behaviour. Examples of person-specific factors that reduce the propensity to consult include stoicism, self-reliance, guilt, unwillingness to acknowledge psychological distress, and embarrassment about lifestyle factors such as addictions. These factors may vary between patients and also in the same person in different circumstances and may be influenced by gender, education, social class and ethnicity.
The clinical environment
You should take all reasonable steps to ensure that the consultation is conducted in a calm, private environment. For face-to-face clinic interactions the layout of the consulting room is important and furniture should be arranged to put the patient at ease (Fig. 1.1A) by avoiding confrontational positioning across a table and the incursion of computer screens between patient and clinician (see Fig. 1.1B). Personal mobile devices can also be intrusive if not used judiciously.
[image: Photographs showing a doctor and patient sit across from each other with the desk acting as a barrier; the doctor looks distracted while using a computer.]Fig. 1.1 Seating arrangements.A In this friendly seating arrangement the clinician sits next to the patient, at an angle. B Barriers to communication are set up by an oppositional/confrontational seating arrangement. The desk acts as a barrier, and the clinician is distracted by looking at a computer screen that is not easily viewable by the patient.Follow for extended description
For hospital inpatients the environment is a challenge, yet privacy and dignity are always important. There may only be curtains around the bed space, which afford very little by way of privacy for a conversation. If your patient is mobile, try to use a side room or interview room. If there is no alternative to speaking to patients at their bedside, let them know that you understand your conversation may be overheard and give them permission not to answer sensitive questions about which they feel uncomfortable.
Opening the encounter
At the beginning of any encounter, it is important to start to establish a rapport with the patient. Rapport helps to relax and engage the person in a useful dialogue. This involves greeting the patient, introducing yourself and describing your role clearly. A good reminder is to start any encounter with ‘Hello, my name is … ’. In face-to-face or video encounters you should wear a name badge that can be read easily. A friendly smile helps to put your patient at ease. The way you dress is important; your dress style and demeanour should never make your patients uncomfortable or distract them. Smart, sensitive and modest dress or scrubs are appropriate. Before examining patients or carrying out procedures, roll up long sleeves, away from your wrists and forearms. Avoid hand jewellery to allow effective hand washing and reduce the risk of cross-infection (see Fig. 3.1). Tie back long hair. You should ensure that the patient is physically comfortable and at ease.
How you address and speak to a patient depends on the person’s age, background and cultural environment. Some older people prefer not to be called by their first name, and it is best to ask patients how they would prefer to be addressed. Enquiring about someone’s personal gender pronouns (e.g. she/her, he/him, they/them) can help them feel respected and valued and affirms their gender identity. Go on to establish the reason for the encounter: in particular, the problems or issues the patient wishes to address or be addressed. Ask an open question to start with to encourage the patient to talk, such as ‘How can I help you today?’ or ‘What has brought you along to see me today?’
Gathering information
The next task of the clinician in the clinical encounter is to understand what is causing the patient to be ill or to believe they are ill. To do this you need to establish whether or not the patient is suffering from an identifiable disease or condition, and this requires evaluation of the patient first by history taking and then by physical examination and investigation where appropriate. Chapters 2 and 3 will help you develop a general approach to history taking and physical examination; detailed guidance on history taking and physical examination in specific systems and circumstances is offered in Sections 2 and 3.
Fear of the unknown and of potentially serious illness accompanies many patients as they consult. Reactions to this vary widely, but it can certainly impede clear recall and description. Plain language is essential for all encounters. The use of medical jargon is rarely appropriate because the risk of the clinician and the patient having a different understanding of the same words is simply too great. This also applies to words the patient may use that have multiple possible meanings (e.g. ‘indigestion’ or ‘dizziness’); these terms must always be defined precisely in the course of the discussion.
Clinicians who fill every pause with another specific question will miss the patient’s revealing calm reflection, or the hesitant question or aside that reveals an inner concern. Active listening is a core skill in clinical encounters, as it encourages patients to tell their story. It is more than keeping quiet. Encourage the patient to elaborate by making encouraging comments or noises, such as ‘Tell me a bit more’ or ‘Uhuh’. Demonstrate that you understand the meaning of what patients have articulated by reflecting back statements and summarising what you think they have said. Nonverbal communication is also important. Look for nonverbal cues indicating the patient’s level of distress and mood. Changes in your patients’ demeanour and body language during the consultation can be clues to difficulties that they cannot express verbally. If their body language becomes ‘closed’ (e.g. if they cross their arms and legs, turn away or avoid eye contact), this may indicate discomfort. Remote consultation increases the chance of miscommunication as nonverbal cues are not so readily apparent (see Chapter 21).
Handling sensitive information and third parties
Confidentiality is your top priority. Ask your patient’s permission if you need to obtain information from someone else: usually a relative but sometimes a friend or a carer. If the patient cannot communicate, you may have to rely on family and carers to understand what has happened to the patient. Third parties may approach you without your patient’s knowledge. Find out who they are, their relationship to the patient and whether your patient knows that the third party is talking to you. Tell third parties that you can listen to them but cannot divulge any clinical information without the patient’s explicit permission. They may tell you about sensitive matters, such as mental illness, sexual abuse or drug or alcohol addiction. This information needs to be sensitively explored with your patient to confirm the truth.
Managing patient concerns
Patients are not simply the embodiment of disease but individuals who experience illness in their own unique way. Identifying their disease alone is rarely sufficient to permit full understanding of an individual patient’s problems. In most encounters you should therefore also seek a clear understanding of the patient’s personal experience of illness. This involves exploring the patients’ feelings and ideas about their illness, its impact on their lifestyle and functioning. You should seek to establish what is important to them about their illness, and do not assume that the medical diagnosis is always a patient’s main concern; anxiety about an inability to continue to work or to care for a dependent relative may be equally distressing. Find out their expectations of its treatment and course.
Patients may be so fearful of a serious diagnosis that they conceal their concerns; the only sign that a patient fears cancer may be sitting with crossed fingers while the history is taken, hoping inwardly that cancer is not mentioned. The ideas, concerns and expectations that patients have about their illness often derive from their personal belief system, as well as from more widespread social and cultural understandings of illness. These beliefs can influence which symptoms patients choose to present to doctors and when. In some cultures, people derive much of their prior knowledge about health, illness and disease from the media and the internet. Indeed, patients have often sought explanations for their symptoms from the internet (or from other trusted sources) prior to consulting a doctor and may return to these for a second opinion once they have seen a doctor. It is therefore important to establish what a patient already understands about the problem. This allows you and the patient to move towards a mutual understanding of the illness.
Showing empathy
Being empathic is a powerful way to build your relationship with patients. Empathy is the ability to identify with and understand patients’ experiences, thoughts and feelings and to see the world as they do. Being empathic also involves being able to convey that understanding to the patient by making statements such as ‘I can understand you must be feeling quite worried about what this might mean’. Empathy is not the same as sympathy, which is about the doctor’s own feelings of compassion for or sorrow about the difficulties that the patient is experiencing.
Showing cultural sensitivity
Patients we treat come from diverse backgrounds and cultures. Miscommunication is a real risk in those for whom English is not their first language, and if in doubt, an interpreter should be used (see Chapter 2). Patients from a culture that is not your own may have different social rules regarding eye contact, touch and personal space. In some cultures, it is normal to maintain eye contact for long periods; however, in most of the world, this is seen as confrontational or rude. Shaking hands with the opposite sex is strictly forbidden in certain cultures. Death may be dealt with differently in terms of what the family's expectations of clinicians may be, which family members will expect information to be shared with them and what rites will be followed. Appreciate and accept differences in your patients’ cultures and beliefs. When in doubt, ask them. This lets them know that you are aware of and sensitive to these issues.
Addressing the problem
Communicating your understanding of the patient’s problem to them is crucial and is covered in detail in Chapter 20. It is good practice to ensure privacy for this, particularly if imparting bad news. Ask the patient who else they would like to be present – this may be a relative or partner – and offer a nurse. The telephone should not be used routinely to communicate bad news or sensitive results, as there is limited opportunity to gauge nonverbal reaction or to offer additional support. Check patients’ current level of understanding and try to establish what further information they would like. Information should be provided in small chunks and be tailored to the patient’s needs. Try to acknowledge and address the patient’s ideas, concerns and expectations. Check the patient’s understanding and recall of what you have said and encourage questions. After this, you should agree on a management plan together. This might involve discussing and exploring the patient’s understanding of the options for their treatment, including the evidence of benefit and risk for particular treatments and the uncertainties around it, or offering recommendations for treatment. Careful thought should also be given to whether it is possible or appropriate to give the patient all the information they need about their condition and treatment options if consulting remotely (see Chapter 21).
Concluding the encounter
Closing the consultation usually involves summarising the important points that have been discussed during the consultation. This aids patient recall and facilitates adherence to treatment. Any remaining questions that the patient may have should be addressed, and finally you should check that you and the patient have agreed on a plan of action and confirmed arrangements for follow-up.
Professional responsibilities
Clinical encounters take place within a very specific context configured by the healthcare system within which they occur, the legal, ethical and professional frameworks by which we are bound and by society as a whole.
From your first day as a student, you have professional obligations placed on you by the public, the law and your colleagues, which continue throughout your working life. Patients must be able to trust you with their lives and health, and you will be expected to demonstrate that your practice meets the expected standards (Box 1.3). Furthermore, patients want more from you than merely intellectual and technical proficiency; they will value highly your ability to demonstrate kindness, empathy and compassion.
Fundamentally, patients want clinicians who:
	• are knowledgeable
	• respect people, healthy or ill, regardless of who they are
	• support patients and their loved ones when and where needed
	• always ask courteous questions, let people talk and listen to them carefully
	• promote health, as well as treat disease
	• give unbiased advice and assess each situation carefully
	1.3 The duties of a registered doctor
Knowledge, skills and performance

	• Make the care of your patient your first concern
	• Provide a good standard of practice and care:
		• Keep your professional knowledge and skills up to date
	• Recognise and work within the limits of your competence




Safety and quality

	• Take prompt action if you think that patient safety, dignity or comfort is being compromised
	• Protect and promote the health of patients and the public


Communication, partnership and teamwork

	• Treat patients as individuals and respect their dignity:
		• Treat patients politely and considerately
	• Respect patients’ right to confidentiality


	• Work in partnership with patients:
		• Listen and respond to their concerns and preferences
	• Give patients the information they want or need in a way they can understand
	• Respect patients’ right to reach decisions with you about their treatment and care
	• Support patients in caring for themselves to improve and maintain their health


	• Work with colleagues in the ways that best serve patients’ interests


Maintenance of trust

	• Be honest and open, and act with integrity
	• Never discriminate unfairly against patients or colleagues
	• Never abuse your patients’ trust in you or the public’s trust in the profession
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	• use evidence as a tool, not as a determinant of practice
	• let people participate actively in all decisions related to their health and healthcare
	• humbly accept death as an important part of life, and help people make the best possible choices when death is close
	• work cooperatively with other members of the healthcare team
	• are advocates for their patients and are ready to learn from others, regardless of their age, role or status.


One way to reconcile these expectations with your inexperience and incomplete knowledge or skills is to put yourself in the situation of the patient and/or relatives. Consider how you would wish to be cared for in the patient’s situation, acknowledging that you are different and your preferences may not be the same. Most clinicians approach and care for patients differently once they have had personal experience as a patient or as a relative of a patient. Every healthcare professional involved in caring for patients can have profound influences on how patients experience illness and their sense of dignity. When you are dealing with patients, always consider your:
	• A: attitude – How would I feel in this patient’s situation?
	• B: behaviour – Always treat patients with kindness and respect.
	• C: compassion – Recognise the human story that accompanies each illness.
	• D: dialogue – Listen to and acknowledge the patient.


Confidentiality and consent
As a student and as a healthcare professional, you will be given private and intimate information about patients and their families. This information is confidential, even after a patient’s death. This is a general rule, although its legal application varies between countries. There are exceptions to the general rules governing patient confidentiality, where failure to disclose information would put the patient or someone else at risk of death or serious harm or where disclosure might assist in the prevention, detection or prosecution of a serious crime. If you find yourself in this situation, contact the senior doctor in charge of the patient’s care immediately and inform them of the situation.
Always obtain consent before undertaking any examination or investigation or when providing treatment or involving patients in teaching or research.
Social media
Through social media, we are able to create and share web-based information. As such, social media has the potential to be a valuable tool in communicating with patients, particularly by facilitating access to information about health and services and by providing invaluable peer support for patients. However, they also have the potential to expose clinicians to risks, especially when there is a blurring of the boundaries between their professional and personal lives. Think carefully about privacy settings on your personal accounts. As a clinician you need to be careful about whom you share your personal information with and, particularly, the type of information you share. You may not intend or wish patients to see your profile and posts, but even with appropriate privacy settings you cannot be sure someone will not share your information, so always bear in mind who you ‘friend’, ‘follow’ or allow yourself to be ‘followed by’. The obligations on clinicians do not change because they are communicating through social media rather than face to face or through other conventional media. Indeed, using social media creates new circumstances in which the established principles apply.
If patients contact you about their care or other professional matters through your personal profile, you should indicate that you cannot mix social and professional relationships and, where appropriate, direct them to your professional profile.
Personal responsibilities
You should always be aware that you are in a privileged professional position that you must not abuse. Do not pursue an improper relationship with a patient, and do not give medical care to anyone with whom you have a close personal relationship.
Finally, remember that, to be fit to take care of patients, you must first take care of yourself. If you think you have a medical condition that you could pass on to patients or if your judgement or performance could be affected by a condition or its treatment, consult your general practitioner. Examples might include serious communicable disease, significant psychiatric disease, or drug or alcohol addiction.
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The importance of a clear history
Understanding the patient’s experience of illness by taking a history is central to the practice of all branches of medicine. The process requires patience, empathy and understanding to yield the key information leading to correct diagnosis and treatment.
In a perfect situation a calm, articulate patient would describe clearly their experience of their symptoms in the order of their occurrence, understanding and answering supplementary questions where required to add detail and certainty. In reality, a multitude of factors commonly complicate this encounter and confound the clear communication of information. This chapter is a guide to facilitating the taking of a clear history. Information on specific symptoms and presentations is covered in the following system chapters.
Gathering information
Beginning the history
Preparation
Read your patient’s past records, if they are available, along with any referral, transfer or discharge correspondence before starting.
Allowing sufficient time
Consultation length varies. In UK general practice the average appointment is short, but this is usually adequate, provided the doctor knows the patient and the family and social background. In hospital, the similarly brief time allowed for returning outpatients can be challenging for new or temporary staff unfamiliar with the patient. For new and complex problems, a longer appointment is usually scheduled. In all settings, clinicians must learn the skill of managing the pace of the consultation to avoid running late, while not giving any impression that they are short of time. For students, time spent with patients learning and practising history taking is highly valuable; however, learning to communicate efficiently takes time, and patients appreciate advance discussion of the time students need.
Starting your consultation
Introduce yourself and anyone who is with you. The appropriate physical greeting depends on both the cultural and infection control context, and since the COVID-19 pandemic, shaking hands is no longer usual in UK practice. Confirm the patient’s name and how they wish to be addressed. If you are a student, inform the patient; they are usually happy to help.
Using different styles of question
To get the patient’s own perspective, begin with open questions that encourage them to think back and report their symptoms in order, such as ‘When did you first notice something wrong, and how did it start?’ Listen actively, and encourage the patient to talk by looking interested and making encouraging comments, such as ‘Tell me more’. Always give the impression that you have plenty of time. Allow patients to tell their story in their own words, ideally without interruption. You may occasionally need to interject to guide the patient gently back to describing their symptoms, as anxious patients commonly focus on describing the events or the reactions and opinions of others surrounding an episode of illness rather than what they were feeling. While avoiding unnecessary repetition, it may be helpful occasionally to tell patients what you think they have said and ask if your interpretation is correct (reflection).
The way you ask a question is important:
	• Open questions are general invitations to talk that avoid anticipating particular answers: for example, ‘What was the first thing you noticed when you became ill?’ or ‘Can you tell me more about that?’
	• Closed questions seek specific information and are used for clarification: for example, ‘Have you had a cough today?’ or ‘Did you notice any blood in your bowel motions?’


Both types of question have their place, and normally clinicians move gradually from open to closed questions as the interview progresses.
The following history illustrates the mix of question styles and responses needed to elucidate a clear story:
When did you first feel unwell, and what did you feel? (Open questioning)


Well, I’ve been getting this funny feeling in my chest over the last few months. It’s been getting worse and worse, but it was really awful this morning. My husband called 999. The ambulance came, and the nurse said I was having a heart attack. It was really scary.


It does sound scary for you. When you say a ‘funny feeling’, can you tell me more about what it felt like? (Acknowledging patient’s feelings, open questioning, steering away from events and opinions back to symptoms)


Well, it was here, across my chest. It was sort of tight, like something heavy sitting on my chest.


And did you feel it anywhere else? (Open but clarifying)


Well, maybe up here in my neck.


What were you doing when it came on? (Clarifying precipitating event)


Just sitting in the kitchen, finishing my breakfast.


How long was the tightness there? (Closed)


About an hour altogether.


So, you felt a tightness in your chest this morning that went on for about an hour and you also felt it in your neck? (Reflection)


Yes, that’s right.


Did you feel anything else at the same time? (Open, not overlooking secondary symptoms)


I felt a bit sick and sweaty.




Showing empathy when taking a history
Being empathic helps your relationship with patients and improves their health outcomes (see Chapter 1, p. 6). Try to see the problem from their point of view and convey that to them in your responses to what they say and your subsequent questions.
Consider a young teacher who has recently had disfiguring facial surgery to remove a benign tumour from her upper jaw. Her wound has healed, but she has a drooping lower eyelid and facial swelling. She returns to work. Imagine how you would feel in this situation. Express empathy through questions that show you can relate to your patient’s experience.
So, it’s 3 weeks since your operation. How is your recovery going?


OK, but I still have to put drops in my eye.


And what about the swelling under your eye?


That gets worse during the day, and sometimes by the afternoon I can’t see out of this eye.


And how are you managing at work?


Well, it’s really difficult. You know, with the kids and everything. It’s all a bit awkward.


That must feel pretty uncomfortable and awkward, but hopefully the swelling will settle soon. How do you cope? Has it been a problem when you are with friends or colleagues too?


The history of the presenting symptoms
Having established the patient’s reason for seeking a consultation, you are now ready to explore the substance of the history.
Listen carefully as they respond to the initial open question inviting them to describe the onset of their symptoms. Pick out the two or three main symptoms they are describing (e.g. pain, cough and shivers); these are the essence of the history of the presenting symptoms. It may help to jot these down as single words, leaving space for associated clarifications by closed questioning as the history progresses.
Experienced clinicians make a diagnosis by recognising patterns of symptoms (see Chapter 20, p. 416). With experience, you will refine your questions according to the presenting symptoms, using a mental list of possible diagnoses (a differential diagnosis) to guide you. Clarify exactly what patients mean by any specific word they use (e.g. catarrh, fits or blackouts); common words can mean different things to different patients and professionals (Box 2.1). Each answer increases or decreases the probability of a particular diagnosis and excludes others.
2.1 Examples of terms used by patients that should be clarified

	Patient’s term	Common underlying problems	Useful distinguishing features
	Allergy	True allergy (immunoglobulin E–mediated reaction)	Visible rash or swelling, rapid onset
	Intolerance of food or drug, often with nausea or other gastrointestinal upset	Predominantly gastrointestinal symptoms
	Indigestion	Acid reflux with oesophagitis	Retrosternal burning, acid taste
	Abdominal pain due to:
 Peptic ulcer
 Gastritis
 Cholecystitis
 Pancreatitis
	Site and nature of discomfort:
 Epigastric, relieved by eating
 Epigastric, with vomiting
 Right upper quadrant, tender
 Epigastric, severe, tender

	Arthritis	Joint pain	Redness or swelling of joints
	Muscle pain	Muscle tenderness
	Immobility due to prior skeletal injury	Deformity at site
	Catarrh	Purulent sputum from bronchitis	Cough, yellow or green sputum
	Infected sinonasal discharge	Yellow or green nasal discharge
	Nasal blockage	Anosmia, prior nasal injury/polyps
	Fits	Epilepsy	Witnessed tonic/clonic movements; postictal amnesia
	Transient syncope from cardiac disease	Witnessed pallor during syncope; known heart disease
	Abnormal involuntary movement	No loss of consciousness
	Dizziness	Labyrinthitis	Nystagmus, feeling of room spinning, with no other neurological deficit
	Syncope from hypotension	History of palpitation or cardiac disease, postural element
	Cerebrovascular event	Sudden onset, with other neurological deficit
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In the following example, the patient is a 65-year-old male smoker. His age and smoking status increase the probability of certain diagnoses related to smoking. A cough for 2 months increases the likelihood of lung cancer and chronic obstructive pulmonary disease (COPD). Chest pain does not exclude COPD since he could have pulled a muscle on coughing, but the pain may also be pleuritic from underlying infection or thromboembolism. In turn, infection could be caused by obstruction of an airway by lung cancer. Haemoptysis lasting 2 months greatly increases the chance of lung cancer. If the patient also has weight loss, the positive predictive value of all these answers is very high for lung cancer. This will focus your examination and investigation plan.
What was the first thing you noticed wrong when you became ill? (Open question)


I’ve had a cough that I just can’t get rid of. It started after I’d had flu a few weeks ago. I thought it would get better, but it hasn’t and it’s driving me mad.


I’m sorry to hear that. Could you please tell me more about the cough? (Open question)


Well, it’s bad all the time. I cough and cough and bring up some phlegm. It keeps waking me at night so I feel rough the next day. Sometimes I get pains in my chest because I’ve been coughing so much.


Already you have noted ‘Cough’, ‘Phlegm’ and ‘Chest pain’ as headings for your history. Follow up with key questions to clarify each.


Cough: Are you coughing to try to clear something from your chest, or does it come without warning? (Closed question, clarifying)


Oh, I can’t stop it. Even when I’m asleep it comes.


Does it feel as if it starts in your throat or your chest? Can you point to where you feel it first?


It’s like a tickle here (points to upper sternum).


Phlegm: What colour is the phlegm? (Closed question, focusing on the symptom)


Clear.


Have you ever coughed up any blood? (Closed question)


Yes, sometimes.


When did it first appear and how often does it come? (Closed questions)


Oh, most days. I’ve noticed it for over a month.


How much? A teaspoonful or more? (Closed questions, clarifying the symptom)


Just streaks.


Is it pure blood or mixed with yellow or green phlegm?


Just streaks of blood in clear phlegm.


Chest pain: Can you tell me about the chest pains? (Open question)


Well, they’re here on my side (points) when I cough.


Does anything else bring on the pains? (Open, clarifying the symptom)


Taking a deep breath, and it really hurts when I cough or sneeze.


Pain is a very important symptom common to many areas of practice. A general scheme for the detailed characterisation of pain is outlined in Box 2.2.
2.2 Characteristics of pain (SOCRATES)
Site

	• Somatic pain, often well localised (e.g. sprained ankle)
	• Visceral pain, more diffuse (e.g. angina pectoris)


Onset

	• Speed of onset and any associated circumstances


Character

	• Described by adjectives (e.g. sharp/dull, burning/tingling, boring/stabbing, crushing/tugging) preferably using the patient’s own description rather than offering suggestions


Radiation

	• Disease progressing locally
	• Referred by a shared neuronal pathway to a distant unaffected site (e.g. diaphragmatic pain at the shoulder tip via the phrenic nerve [C3, C4, C5])


Associated symptoms

	• Visual aura accompanying migraine with aura
	• Numbness in the leg with back pain suggesting nerve root irritation


Timing (duration, course, pattern)

	• Since onset
	• Episodic or continuous:
		• If episodic, duration and frequency of attacks
	• If continuous, any changes in severity




Exacerbating and relieving factors

	• Circumstances in which pain is provoked or exacerbated (e.g. eating, coughing)
	• Specific activities or postures, and any avoidance measures used to prevent or limit pain
	• Effects of specific activities or postures, including effects of medication and complementary medical remedies


Severity

	• Subjective, but ask patient to rate from 1 (just present) to 10 (worst imaginable)
	• Sometimes helpful to compare with other common pains (e.g. toothache)
	• Variation by day or night, during the week or month (e.g. relating to the menstrual cycle)




Having clarified the presenting symptoms, prompt for any more associated features, using your initial impression of the likely pathology (lung cancer or chronic respiratory infection) to direct relevant questions:
Do you ever feel short of breath? (relevant for underlying COPD or effusion)


A bit.


Can you give me an example of something that would make you short of breath? (quantifying the symptom, [see Chapter 5 breathlessness, p. 85])


Any time I’m going up a slope or up stairs


How has your weight been? (seeking additional confirmation of serious pathology)


I’ve lost about a stone since this started.


The questions required at this point will vary according to the system involved. A summary of useful starting questions for each system is shown in Box 2.3. Learn to think, as you listen, about the broad categories of disease that may present and how these relate to the history, particularly in relation to the onset and rate of progression of symptoms (Box 2.4).
2.3 Questions to ask about common symptoms

	System	Question
	Cardiovascular	Do you ever have chest pain or tightness?
Do you ever wake up during the night feeling short of breath?
Have you ever noticed your heart racing or thumping?

	Respiratory	Are you ever short of breath?
Have you had a cough? If so, do you cough anything up?
What colour is your phlegm?
Have you ever coughed up blood?

	Gastrointestinal	Are you troubled by indigestion or heartburn?
Have you noticed any change in your bowel habits recently?
Have you ever seen any blood or slime in your stools?

	Genitourinary	Do you ever have pain or difficulty passing urine?
Do you have to get up at night to pass urine? If so, how often?
Have you noticed any dribbling at the end of passing urine?
Have your periods been regular?

	Musculoskeletal	Do you have any pain, stiffness or swelling in your joints?
Do you have any difficulty walking or dressing?

	Endocrine	Do you tend to feel the heat or cold more than you used to?
Have you been feeling thirstier or drinking more than usual?

	Neurological	Have you ever had any fits, faints or blackouts?
Have you noticed any numbness, weakness or clumsiness in your arms or legs?





To complete the history of presenting symptoms, make an initial assessment of how the illness is impacting on the life of your patient. For example, breathlessness on heavy exertion may prevent a 40-year-old builder from working but would have much less impact on a sedentary retired person. ‘Can you tell me how far you can walk on a good day?’ is a question that can help to clarify the normal level of functioning, and ‘How has this changed since you have been unwell?’ can reveal disease impact. Ask if the person undertakes sports or regular exercise, and if they have modified these activities because of illness.
While taking the history of the presenting complaint you should also explore the patient’s perspective on their symptoms, often referred to as their ideas, concerns and expectations (ICE). These may come up spontaneously or be hinted at (as cues), as the patient responds to open questions, or you may need to ask directly about them (e.g. ‘Do you have any ideas about what’s happening here?’ ‘What’s your biggest worry when you think about what this might be?’ and ‘What were you hoping I’d be able to do for you today?’).
2.4 Typical patterns of symptoms related to disease causation

	Disease causation	Onset of symptoms	Progression of symptoms	Associated symptoms/pattern of symptoms
	Infection	Usually hours, unheralded	Usually fairly rapid over hours or days	Fevers, rigors, localising symptoms (e.g. pleuritic pain and cough)
	Inflammation	May appear acutely	Coming and going over weeks to months	Symptoms may be multifocal, often with local tenderness
	Metabolic	Variable, hours to months	Steady progression in severity with no remission	Variable, weakness, altered weight
	Malignant	Gradual, insidious	Steady progression over weeks to months	Weight loss, fatigue
	Toxic	Abrupt	Rapid	Dramatic onset of symptoms; vomiting often a feature
	Trauma	Abrupt	Little change from onset	Diagnosis usually clear from history
	Vascular	Sudden	Stepwise progression with acute episodes	Rapid development of associated physical signs
	Degenerative	Gradual	Months to years	Gradual worsening with periods of more acute deterioration
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2.5 Example of a drug history

	Drug	Dose	Duration	Indication	Side effects/patient concerns
	Aspirin	75 mg daily	5 years	Started after myocardial infarction	Indigestion
	Atenolol	50 mg daily	5 years	Started after myocardial infarction	Cold hands (?adherence)
	Co-codamol (paracetamol + codeine)	500 mg paracetamol/8 mg codeine up to 8 tablets daily	4 weeks	Back pain	Constipation
	Salbutamol MDI	2 puffs as necessary	6 months	Asthma	Palpitation
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MDI, Metered-dose inhaler.



Past medical history
Past medical history may be relevant to the presenting symptoms (e.g. previous migraine in a patient with headache, or haematemesis and multiple minor injuries in a patient with possible excess alcohol intake). It may reveal predisposing past or underlying illness, such as diabetes in a patient with peripheral vascular disease, or childhood whooping cough in someone presenting with bronchiectasis.
The referral letter and case records often contain useful headlines, but the patient is usually the best source. These questions will elicit the key information in most patients:
	• What illnesses have you seen a doctor about in the past?
	• Have you been in hospital before or attended a clinic?
	• Have you had any operations?
	• Do you take any medicines regularly?


Drug history
This follows naturally from asking about past illness. It is good practice to try to reconcile all available sources of information about current medication including the drug list on the referral letter, the hospital record and the patient’s own recollection of what they take. Drug history can be complicated by patients’ use of brand names, descriptions of tablet number, shape and colour, which should always be translated to generic pharmaceutical names and quantitative doses for the final record. Enquire also about inhalers and topical medications, as patients may assume that you are asking only about tablets. Note all drug names, dosage regimens and duration of treatment, along with any significant adverse effects, in a clear format (Box 2.5). When drugs such as methadone are being prescribed for addiction, ask the community pharmacy to confirm dosage and also to stop dispensing for the duration of any hospital admission.
Non-prescribed drug use
In addition to prescribed drugs, ask patients if they take any over-the-counter remedies, including herbal and homeopathic remedies and vitamin or mineral supplements. Ask also about recreational drug use. In Britain approximately 30% of the adult population have used illegal recreational drugs (mainly cannabis) at some time. Useful questions are summarised in Box 2.6.
Concordance and adherence
Half of all patients do not take prescribed medicines as directed. Patients who take their medication as prescribed are said to be adherent. Concordance implies that the patient and doctor have negotiated and reached an agreement on management, and adherence to therapy is likely (although not guaranteed) to improve.
Ask patients to describe how and when they take their medication. Give them permission to admit that they do not take all their medicines by saying, for example, ‘That must be difficult to remember’.
Drug allergies/reactions
Ask if your patient has ever had an allergic reaction to a medication or vaccine. Clarify exactly what patients mean by allergy, as intolerance (e.g. nausea) is much more common than true allergy. Drug allergies are overreported by patients: for example, only 1 in 7 who report a rash with penicillin will have a positive penicillin skin test. Note other allergies, such as foodstuffs or pollen. Record true allergies prominently in the patient’s case records, drug chart and computer records. If patients have had a severe or life-threatening allergic reaction, advise them to wear an alert necklace or bracelet.
2.6 Non-prescribed drug history

	• Do you take any drugs that are not prescribed by your doctor?
	• What drugs do you take?
	• How often and how much?
	• How long have you been taking drugs?
	• Have you managed to stop at any time? If so, when and why did you start taking the drugs again?
	• What symptoms do you have if you cannot get drugs?
	• Do you ever inject? If so, where do you get the needles and syringes?
	• Do you ever share needles, syringes or other drug-taking equipment?
	• Do you see your drug use as a problem?
	• Do you want to make changes in your life or change the way you use drugs?
	• Have you been checked for infections spread by drug use?



Family history
Start with open questions, such as ‘Are there any illnesses that run in your family?’ Avoid just asking about a family history of the patient’s particular problem. Then follow up the presenting symptoms with a question like ‘Have any of your family had heart trouble?’ Single-gene inherited diseases are relatively uncommon in clinical practice. Even when present, autosomal recessive diseases such as cystic fibrosis usually arise in patients with healthy parents who are unaffected carriers (although they may have affected siblings). Many other illnesses are associated with a positive family history of the same or related illnesses but are not due to a single-gene disorder. For example, a family history of one autoimmune disease may increase the likelihood of the same or another autoimmune disease in the patient. A further complication is that some illnesses, such as asthma and diseases caused by atheroma, are so common in the UK population that their presence in family members may not greatly influence the risk to the patient.
Document illness in first-degree relatives (i.e. parents, siblings and children). If you suspect an inherited disorder such as haemophilia, construct a pedigree chart (Fig. 2.1), noting whether any individuals were adopted. Ask about the health of other household members, since this may suggest environmental risks to the patient.
Social history and lifestyle
No medical assessment is complete without determining the social circumstances of your patient. These may be relevant to the causes of their illness and may also influence the management and outcome. Social deprivation is a powerful predictor of many forms of ill health. Establish who is there to support the patient by asking ‘Who is at home with you, or do you live alone?’ For those who live alone, establish who is their next of kin and who visits regularly to support them. Check if your patient is a carer for someone vulnerable who may be at risk due to your patient’s illness. Enquire sensitively if the patient is bereaved, as this can have profound effects on a patient’s health and wellbeing.
Next establish the type and condition of the patient’s housing and how well it suits them, given their symptoms. Patients with severe arthritis may, for example, struggle with stairs. Successful management of the patient in the community requires these issues to be addressed.
[image: Pedigree chart symbol guide shows normal/affected individuals, consanguinity, twin types, sex, zygosity, number of children, deceased status, X-linked carriers, and reproductive outcomes.]Fig. 2.1 Symbols used in constructing a pedigree chart, with an example.The terms ‘propositus’ and ‘proposita’ indicate the man or woman identified as the index case, around whom the pedigree chart is constructed.Follow for extended description
Smoking
Among other things, tobacco use increases the risk of obstructive lung disease, cardiac and vascular disease, peptic ulceration, intrauterine growth restriction, erectile dysfunction and a range of cancers.
Most patients recognise that smoking harms health, so obtaining an accurate history of tobacco use requires sensitivity. Ask if your patient has ever smoked; if so, enquire at what age they started and whether they still smoke. Patients often play down recent use, so it is often helpful to ask about their average number of cigarettes per day over the years and what form of tobacco they have used (cigarettes, cigars, pipe, chewed). Convert to ‘pack-years’ (Box 2.7) to estimate the risk of tobacco-related health problems. Ask if they have smoked only tobacco or also cannabis. Never miss the opportunity during history taking to encourage smoking cessation, in a positive and non-judgemental way, as a route to improved health. Do not forget to ask non-smokers about their exposure to environmental tobacco smoke (passive smoking).
Alcohol
Alcohol causes extensive pathology, including not only hepatic cirrhosis, encephalopathy and peripheral neuropathy but also pancreatitis, cardiomyopathy, erectile dysfunction and injury through accidents. Always ask patients if they drink alcohol but try to avoid appearing critical, as this will lead them to underestimate their intake. If they do drink, ask them to describe how much and what type (beer, wine, spirits) they drink in an average week. The quantity of alcohol consumed each week is best estimated in units; 1 unit (10 mL of ethanol) is contained in one standard measure (25 mL) of spirits or half a pint of 3.8% beer or lager. A small glass (125 mL) of wine contains 1.5 units.
Alcohol problems
The UK Department of Health now defines hazardous drinking as anything exceeding 14 units per week for both men and women. Binge drinking, involving a large amount of alcohol causing acute intoxication, is more likely to cause problems than if the same amount is consumed over 4 or 5 days. Most authorities recommend at least two alcohol-free days per week.
2.7 Calculating pack-years of smoking
A ‘pack-year’ is smoking 20 cigarettes a day (1 pack) for 1 year
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For example, a smoker of 15 cigarettes a day who has smoked for 40 years would have smoked:
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Alcohol dependence occurs when alcohol use takes priority over other behaviour that previously had greater value. Warning signs in the history are summarised in Box 2.8.
Occupational history
Ask all patients about their occupation. Clarify what the person does at work, especially about any chemical or dust exposure. If the patient has worked with harmful materials (e.g. asbestos or stone dust), a detailed employment record is needed, including employer name, timing and extent of exposure, and any workplace protection offered. Unemployment is also associated with increased morbidity and mortality.
Diseases caused by occupational exposure particularly affect the lungs; these are dealt with in Chapter 5 on p. 91. Occupations associated with specific illness are summarised in Box 2.9.
Knowing about the patient’s occupation is also vital for assessing how disease may affect lifestyle and livelihood (e.g. arthritis in a manual labourer or obstructive sleep apnoea in a professional driver).
Travel history
Returning travellers commonly present with illness. They risk unusual or tropical infections, and air travel itself can precipitate certain conditions, such as middle-ear problems or deep vein thrombosis. The incubation period may indicate the likelihood of many illnesses, but some diseases, such as vivax malaria and human immunodeficiency virus, may present a year or more after travel. List the locations visited and dates. Note any travel vaccination and antimalaria prophylaxis taken if affected areas were visited.
2.8 Features of alcohol dependence in the history

	• A strong, often overpowering, desire to take alcohol
	• Inability to control starting or stopping drinking and the amount that is drunk
	• Drinking alcohol in the morning
	• Tolerance, where increased doses are needed to achieve the effects originally produced by lower doses
	• A withdrawal state when drinking is stopped or reduced, including tremor, sweating, rapid heart rate, anxiety, insomnia and occasionally seizures, disorientation or hallucinations (delirium tremens); this is relieved by more alcohol
	• Neglect of other pleasures and interests
	• Continuing to drink in spite of being aware of the harmful consequences




2.9 Examples of occupational disorders

	Occupation	Factor	Disorder	Presents
	Shipyard workers, marine engineers, plumbers and heating engineers, demolition workers, joiners	Asbestos dust	Pleural plaques
Asbestosis
Mesothelioma
Lung cancer
	>15 years later
	Stonemasons	Silica dust	Silicosis	After years
	Farmers	Fungus spores on mouldy hay	Farmer’s lung (hypersensitivity pneumonitis)	After 4–18 hours
	Divers	Surfacing from depth too quickly	Decompression sickness
Central nervous system, skin, bone and joint symptoms
	Immediately, up to 1 week
	Industrial workers	Chemicals (e.g. chromium)	Dermatitis on hands	Variable
	Excessive noise	Sensorineural hearing loss	Over months
	Vibrating tools	Vibration white finger	Over months
	Bakery workers	Flour dust	Occupational asthma	Variable
	Healthcare workers	Cuts, needlestick injuries	Human immunodeficiency virus, hepatitis B and C	Incubation period >3 months


[image: image]



See also Chapter 5, p. 91

Sexual history
Take a full sexual history only if the context or pattern of symptoms suggests this is relevant. Ask questions sensitively and objectively (see later). Signal your intentions: ‘As part of your medical history, I need to ask you some questions about your relationships. Is this all right?’
Systematic enquiry
Systematic enquiry uncovers symptoms that may have been forgotten. Start with ‘Is there anything else you would like to tell me about?’
Box 2.10 lists common symptoms by system. Asking about all of these is inappropriate and takes too long, so judgement and context are used to select areas to explore in detail. For example:
	• With a history of repeated infections, ask about nocturia, thirst and weight loss, which may indicate underlying uncontrolled diabetes.
	• In a patient with palpitation are there any symptoms to suggest thyrotoxicosis or is there a family history of thyroid disease? Is the patient anxious or drinking too much coffee?
	• If a patient smells of alcohol, ask about related symptoms, such as numbness in the feet due to alcoholic neuropathy.


Closing the interview
In practice, this normally occurs after any necessary examination has also taken place. Using simple language, explain briefly your interpretation of the patient’s presenting problem and outline the likely possibilities. Be sensitive to any previously expressed concerns and to body language. Always give the patient a final opportunity to raise additional concerns (‘Is there anything else you would like to ask?’).
Make sure that patients are involved in any decisions by suggesting possible actions and encouraging them to contribute their thoughts. This way, you should be able to negotiate an agreed plan for further investigation and follow-up. Tell them that you will communicate this plan to other professionals involved in their care (p. 419).
Difficult situations
Patients with communication difficulties
Interpreted consultation
Effective communication with patients who do not share your first language may require you to use an interpreter either in person or remotely. However, this will alter the dynamic of the consultation as the interpreter is an additional participant in the consultation. Where possible, use a professional interpreter and not a family member as this is more likely to ensure you
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Occupation

Shipyard workers, marine engineers, plumbers and heating engineers,

demolition workers, joiners

Factor

Asbestos dust

Disorder

Pleural plaques
Asbestosis
Mesothelioma

Lung cancer

Presents

>15 years later

Stonemasons Silica dust Silicosis After years

Farmers Fungus spores on Farmer’s lung (hypersensitivity After 4-18 hours
mouldy hay pneumonitis)

Divers Surfacing from depth Decompression sickness

Industrial workers

too quickly

Chemicals (e.g.

chromium)

Central nervous system, skin, bone and

Jjoint symptoms

Dermatitis on hands

Immediately, up to
1 week

Variable

Excessive noise

Vibrating tools

Sensorineural hearing loss

Vibration white finger

Over months

Over months

Bakery workers

Healthcare workers

Flour dust

Cuts, needlestick

injuries

Occupational asthma

Human immunodeficiency virus, hepatitis B
and C

Variable

Incubation period

>3 months
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Patient’s term Common underlying problems

Useful distinguishing features

Allergy True allergy (immunoglobulin E-mediated reaction) Visible rash or swelling, rapid onset
Intolerance of food or drug, often with nausea or other gastrointestinal upset | Predominantly gastrointestinal symptoms
Indigestion Acid reflux with oesophagitis Retrosternal burning, acid taste
Abdominal pain due to: Site and nature of discomfort:
Peptic ulcer Epigastric, relieved by eating
Gastritis Epigastric, with vomiting
Cholecystitis Right upper quadrant, tender
Pancreatitis Epigastric, severe, tender
Arthritis Joint pain Redness or swelling of joints
Muscle pain Muscle tenderness
Immobility due to prior skeletal injury Deformity at site
Catarrh Purulent sputum from bronchitis Cough, yellow or green sputum
Infected sinonasal discharge Yellow or green nasal discharge
Nasal blockage Anosmia, prior nasal injury/polyps
Fits Epilepsy Witnessed tonic/clonic movements; postictal amnesia
Transient syncope from cardiac disease Witnessed pallor during syncope; known heart disease
Abnormal involuntary movement No loss of consciousness
Dizziness Labyrinthitis Nystagmus, feeling of room spinning, with no other neurological deficit

Syncope from hypotension

Cerebrovascular event

History of palpitation or cardiac disease, postural element

Sudden onset, with other neurological deficit
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