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Scheme of history taking BT [ lListenx cespeck Ha p¥ Qain\
= Initial enquiry

e Chief complaint with ¢t wwids [,U: Shaekness o breatlh nst dysfnea]
= History of present illness Bleody ugh N} ety
= Past medical history

* Systemic enquiry

= Family history

= Occupational history

* Drug history

= Social history

= Personal history




Introduction

““Introduce yourself — name/role
Confirm patient details - name/DOB

t~“Explain the need to take a history

~“Gain consent [gel permission)

t“Ensure the patient is comfortable [ fosition w45 leayree




Presenting complaint

It’s important to use open questioning to elicit the patient’s presenting complaint.
—

“So what’s brought you in today?” or “Tell me about your symptoms”

Allow the patient time to answer, trying not to interrupt or direct the conversation.

Facilitate the patient to expand on their presenting complaint if required.

“Ok, so tell me more about that” “Can you explain what that pain was like?”
T — N



History of presenting complaint < + ramoug a.d

RS Sy 2wt i awliac bsi-e,m...

Onset — When did the symptom start? / Was the onset acute or gradual?

Duration — minutes / hours / days / weeks / months / years

Severity — e.g. if the symptom is shortness of breath — are they able to talk in full sentences?

Course — /s the symptom worsening, improving, or continuing to fluctuate?

Intermittent or continuous? - /s the symptom always present or does it come and go?
Precipitating factors — are there any obvious triggers for the symptom?

Relieving factors — does anything appear to improve the symptoms e.g. an inhaler

Associated features — are there other symptoms that appear associated e.g. fever/malaise

Previous episodes — has the patient experienced this symptom previously?




Key respiratory symptoms:

0@ Only on exertion or at rest? / Determine severity
o Cough - Dry vs productive / Sputum (volume, colour, consistency)

Wheeze - Time of day / Triggers

Haemoptysis - (7olume>

Chest pain - Site / Radiation / Character e—
Systemic symptoms - Fever / Night sweats / Weight loss

If any of these symptoms are present, gather further details as shown abhove (Onset / Duration /
Course / Severity / Precipitating factors / Relieving factors / Associated features / Previous

episodes)
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— ONSET / DURPATION 3-

Acute cough @wks)
 Upper respiratory tract infectionsc—
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Subacute cough (3— 8 weeks)
 Viral infectionsc¢—

 Post infective:—
* Post nasal drip —
e GERD¢~



Chronic coughwks

= Pulmonary Tuberculosis ¢—

= Bronchial Asthmac—

e COPD-> smoker oy Ric massive. fuel expesunre a;.‘:"J,"’f"Q lsn> £ or sugions Yases -
= Bronchogenic carcinomac—
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Nocturnal cough

 Post nasal drip.—

 GERD.—

* Chronic brochitis. clhoni Pmooqc_;’,ﬂ Cm3h Bor 2 montls in 2 yeac
* Bronchial asthma.— [ merehan Queek?

* Obstructive sleep apnea «—

 Left Ventricular Failure——
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TThe Gt budion SymPIoms very i mpsbvant i
Sputum - fever--
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* Amount.—
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Consistency

e Serous - Upper Respiratory tract Infection,
Bronchoalvelolar carcinoma

* Mucoid - Chronic bronchitis, Bronchial Asthma
* Mucopurulent - Bacterial infection



Amount

Copious Amount El”ﬁ\‘ eenouwnt]
— Bronchiectasis } 5 0/"’—’
— Lung Abscess -
— Necrotizing pneumoniac—
— Alveolar cell carcinoma
— Empyema rupturing into bronchus.—

(Bronchorrhoea - >100mI| sptum/day)



Color of sputum

— Yellow / Green — Bacterial infection
— Black — coal worker pneumoconiosis
— Pink frothy sputum — Pulmonary edema

w9\ = Rusty sputum{ pneumococcal pneumonia (sreple J—amec..

—
-+ Red currant jelly sputum}- klebsiella

— Blood tinged / streaking of sputum- tuberculosis
— Anchovy sauce — Ruptured amoebic liver abscess.
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Dyspnea
“Subjective experience of breathing discomfort

that consists of qualitatively distinct
sensations that wvary in intensity. The
experience derives from interactions among
multlple phy5|olog|cal psychological, social,
and er envuronmental factors that may induce

secondary physiological and behavioural
responses.”

(The American Thoracic Society)
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'gOnset(/’

e Duration+—

 Severity—

« Aggravating and relieving factors c—
e Postural variationc—

e Diurnal variation—
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® DEFINITION

B Dyspnea: unpleasant, subjective sensation of abnormal respiration.

M Labored breathing - physical presentation of respiratory distress/
dyspnea

B Many causes




DYSPNEA MAY BE ACUTE (WITHIN MINUTES), RAPID (WITHIN
HOURS/DAYS), GRADUAL (WITHIN HOURS/DAYS/MONTHS) OR SLOW
(WITHIN MONTHS/YEARYS):

(> «—
» Acute: Pneumothorax, asthma, pulmonary edema, and
PE embolism, laryngeal edenfa and foreign body inhalation.

» Rapid: Hemothorax, pneumonia and acute bronchitis.
* Gradual: Pleural effusion, ILD, chronic bronchitis, tuberculosis

. ——
and bronchial carcinoma.

* Slow: Emphysema, pneumoconiosis and sarcoidosis.




DYSPNEA

L —-

How short of breath is the patient? (/@

When does it comes? Exertional/ Rest

Does it comes in attack? }Paroxysmal

Does he have attacks of breathlessness at night?

Does he have to sit up or can he sleep lying down? Orthopnea




MRC BREATHLESSNESS SCALE

Tennis

MMRC Dyspnea Scale

Grade 2

Dyspnea when walking on

Grade 0 Grade |

Not troubled by dyspnea Dyspnea when hurrying ‘
: : : level (slower/stop for breath
unless on strenous exercise  or walking up hill '

after |5 minutes)

Grade 3
Severe dyspnea when walking

on level (need to stop after

[00 m/a few minutes)

(OO
OO

]

Grade 4
Very severe dyspnea till cannot

leave the house
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Modified Medical Research Council (MMRC) dyspnea scale

Grade Description of breathlessness
0 I only get breathless with strenuous exercise
1 I get short of breath when hurrying on level ground or walking up a slight hill
2 On level ground, I walk slower than people of the same age because of breathlessness, or

have to stop for breath when walking at my own pace
3 I stop for breath after walking about 100 yards or after a few minutes on level ground

4 I am too breathless to leave the house or I am breathless when dressing
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 Aggravating factors
— Exposure to allergen
— Exercise
— Drugs
— Cold whether

* Relieving factors
— Medication
— Rest
— Removal of allergen



Diurnal and postural variation
— Bronchial asthma
— Lung abscess

— Bronchiectasis




DYSPNEA

 Exertional
* Mild, moderate or severe.

* Paroxysmal
* Cardiac / bronchial asthma
* Others!(e.g. Carcinoid, Uremic asthma)

* Orthopnea (advanced CHF, COPD or asthma- massive ascites, late months of
pregnancy)

e At rest




PAROXYSMAL DYSPNEA
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* Cardiac asthma

* Recurrent PE

* EAA (HP)
 Carcinoid syndrome

* Recurrent laryngeal obstruction by oedema or polyp

* Psychogenic

 GERD




ORTHOPNEA: dyspren wshen 1ing dovsn .
Cle 5.3 §& csh e
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vis o § ol - * Dyspnea on recumbency, which is partially relieved on sitting up. It is a
of Yheprea- common symptom of Ieftfided heart failure. Sitting up relieves the
MCC
condition because:

* Increase in the intra-abdominal pressure improves diaphragmatic contraction.
* Decrease in venous return relieves lung congestion.
e Cawses o o)) pres:- * Better ability to use accessory muscles of respiration.
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D.D. OF ORTHOPNEA:

* Massive ascites..—
* Retrosternal goiter. &~

* Bilateral basal bronchiectasis (positional increase
1
of expectoration).

* Bilateral paralysis of the diaphragm.c—

* Late months of pregnancy..—




s A~ PLATYPNEA
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Dyspnea on standing or sitting relieved by lying down

* Rt to Lt cardiac shunt- AV malformation- Recurrent PE- Post
E'hpq\ro@u\mnq_r] sy\d Forn ) -+

phneumonectomy




TREPOPNEA i1 o s

Dyspnea on lying on the affected side relieved by lying on the healthy side

Pl effusion- Suppurative lung disease- Chest wall tenderness
G massine
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DIFFERENTIAL DIAGNOSIS FOR SOB

Most Common Urgently Life Threatening
* Obstructive: Asthma,  Upper airway obstruction
COPD * Foreign body
* Congestive heart failure - Angioedema/anaphylaxis

Ischemic heart disease Tension pneumothorax

Pneumonia

Pulmonary embolism

Psychogenic: Panic, anxiety Neuromuscular weakness

* Myasthenia gravis

* Guillain-Barre
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Pain - if pain is a symptom, clarify the details of the pain using SOCRATES
%18 M M) Pain Gme v moving iy meun.

o Site — where is the pain oS F sl SXeletal Ganter
* Onset - when did it start? / sudden vs gradual? ‘
o Character - sharp / dull ache / burning
& Radiation - does the pain move anywhere else?
* Associations - other symptoms associated with the pain

Lo cvesy Pain ¥ naSlaw - Swending Cvery a\arming N
* Time course - worsening / improving / fluctuating / time of day dependent
o Exacerbating / Relieving factors - does anything make the pain worse or better?

o Severity - on a scale of 0-10, how severe is the pain?



HISTORY 72777_.

-SITE

-ONSET

-CHARACTER
-SEVERITY

-DURATION

-RADIATION
-AGGRAVATING FACTOR
-RELIEVING FACTORS
-ASSOCIATED SYMPTOWN




History of presenting complaint

Gain further details about the chest pain using SOCRATES

Site — where is the pain (e.g. central chest)

Onset:

e Duration of pain (important when considering angina vs acute coronary syndrome)

e Did it come on suddenly or has it been gradually building?
e \What was the patient doing at the time of onset? (exertional / at rest)

Character:

e Aching/crushing — typical of acute coronary syndrome (ACS)
pulmonary embolus/pneumothorax

e Sharp pain that’s worse on inspiration (pleuritic) —




Radiation:

e Does the pain move anywhere else?
e |Left arm and jaw is typical of ACS

e Radiation through to the back is associated with aortic dissection

Associated symptoms:

e Dyspnoea — exertional? / orthopnea? / paroxysmal nocturnal dyspnoea?

e Sweating / clamminess / nausea — associated with ACS

e Cough — duration? / productive of sputum? (pneumonia) / haemoptysis? (PE)
e Palpitations — ask patient to tap out the rhythm

e Syncope / dizziness — postural? / exertional? / random?

e Oedema — peripheral oedema (e.g. lower [imbs)

e Fever — pericarditis / costochondritis / pneumonia




Time course:

® Duration — miinutes / hours / days / weeks

e Worsening / improving / fluctuating

Exacerbating/relieving factors:

e Does anything make the pain worse?
e /nspiration (PE / pneumothorax / pneumonia)
e Fxertion (ACS / PE / pneumothorax / pneumonia)
e [yving flat (pericarditis)

® Does anything make the pain better?
e GTN spray (ACS or ocoesophageal spasrm)

o [ eaning forward (pericarditis)

Severity — on a scale of O-70 how severe is the pain?




RETROSTERNAL ¢

-CARDIAC-ANGINA, Y
MILMYOCARDITIS,PERICARDITIS, MVP

-MEDIASTINAL-TRACHEITIS,MALIGNANCY
-AORTIC-DISSECTION_ANEURYSM

-ESOPHAGEAL-ESOPHAGITIS,SPASM, MALLORY
WEISS SYNDROME

-ANXIETY/EMOTION



PERIPHERAL - —

- LUNG/PLEURAL-
PNEUMOTHORAX,INFARCT.

 « MALIGNANCY

- MUSCULOSKELETAL-RIB# MUSCLE
::I)\lﬁl Il:Jrll:%SY,OSTEOARTH RITIS, OSTEOCHON

- BREAST DISORDERS
- NEURALGIC-IVDP,HERPES

- ANXIETY



ONSET

- SUDDEN

RETROSTERNAL-
MI.PNEUMOTHORAX,PULM.
EMBOLISM.ESOPHAG. RUPTURE

PERIPHERAL-PNEUMOTHORAX,PE
- GRADUALLY ON EXERTION-ANGINA
- AFTER VOMITING-ESOPHAGEAL RUPTURE

- CONSTANT-
PERICARDITIS, MUSCULOSKELETAL .Gl



OCCURING WHEN
PDURATION?

« ON EXERTION-CARDIAC PAIN

« ON FOOD INTAKE-ESOPHAGEAL
« ANGINA <20mMmin

« MI =30min



CHARACTER & SEVERITY

« CONSTRICTING-
CARDIAC ESOPHAGEAL SPASM

- STABBING-PLEURAL MUSC. SK




* Symptoms

 Cough

 Sputum production
 breathlessness

* Chest Pain

* Hemoptysis
 Wheeze / Stridor



Scheme of history taking
= Initial enquiry

* Chief complaint

= History of present illness
= Past medical history

* Systemic enquiry

= Family history

= Occupational history

* Drug history

= Social history

= Personal history




Past medical history o - wen- st .

Respiratory conditions = asthma / pneumonia / COPD / pulmonary embolism / malignancy /

tuberculosis
* Wi “‘“J ue S lay afta cks-

Other medical co-morbidities - cardiovascular disease / neuromuscular disease / malignancy

Surgical history —s \oweckermy — Wng bispsy -
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Acute hospital admissions / ITU admissions? }4 fred Flog alaiming)

Predions TCU admission




Drug history «aweg »
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Regular medications —|often provide useful clues as to patients past medical history

* Inhalers — preventer / reliever [ slagitame\e")
e Steroids

e Diuretics

Antibiotics | [PCE wW0or - . bhcke, - NST Dy [Coval--
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Over the counter drugs / herbal remedies?
L,oTC

=

Home joxygen? £ P4 dake OCB Gme witl Shagp Plarithc Chead pain —o PE--
Givis adrg--



Medications with respiratory side effects:

Beta-Blockers / NSAIDS - bronchoconstriction
ACE inhibitors — dry cough

e Cytotoxic agents - interstitial lung disease
e QOestrogen - e. é) contraceptive pill / HRT - increased risk of PE

«YAmiodarone / Methotrexate - pleural effusions / interstitial lung disease
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[ mucus Secredion) pat /el channel  f 2 31

acﬂ.’ri ¢ olueue- . acsomal recissive inch
Respiratory disease? -@QL@/ atopy / lung cancer / cystic fibrosis / emphy Sems

Qo nchwcresis J L& t andideipsind

Recent contact with others who were unwell? - viral infections / pneumonia / TB
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Social history %ed hlai-
CoV R call s

‘/Smoking — How many cigarettes a day? How long have they smoked for?
—— e
c~Alcohol — How many units a week? — be specific about type / volume / strength of alcohol

t~—Recreational drug use — e.g. Cannabis (increased risk of lung cancer)

c—Living situation: venri\ared heuse or no}-

e House / Flat — stairs / adaptations / home oxygen
e Who lives with the patient? — important when considering discharge from hospital
e Any carer input? — what level of care do they receive?

L~ Activities of daily living:

e |s the patient independent / able to fully care for themselves?

e Can they manage self-hygiene/housework/food shopping?




Occupation: we/ im pof Yank in 725 P prblem -

(V2144 v —
e [Shipyard|/ Construction /|Plumber |- Asbestos
F\)‘& Miners|— Pneumoconiosis

e |[Farmer|— Allergic extrinsic alveolitis T hyper sensitivily premoenidis -

~
(’Cﬂa“‘ L allergic- \vmj £ bresis ac “;‘/ Supacute Chronic

qweversale || Chhe g4 (ost his R

Hobbies — Bird fancier — Allergic extrinsic alveolitis

it \-\"Shfj of Avimal indeck s vtk i o Yank.

Travel history

High-risk areas for tuberculosis (TB)?

Recent long-haul flights? — pulmonary embolism




Systemic enquiry fos

Systemic enquiry involves performing a brief screen for symptoms in other body systems.
This may pick up on symptoms the patient failed to mention in the presenting complaint.

Some of these symptoms may be relevant to the diagnosis (e.g. calf pain in pulmonary

embolism).

Choosing which symptoms to ask about depends on the presenting complaint and your level of

experience.



Cardiovascular - Chest pain / Palpitations / Dyspnoea / Syncope / Orthopnoea / Peripheral

oedema
in PPI

Respiratory — Dyspnoea / Cough / Sputum / Wheeze / Haemoptysis / Chest pain

L—GI - Appetite / Nausea / Vomiting / Indigestion / Dysphagia / Weight loss / Abdominal pain /
Bowel habit

«Urinary — Volume of urine passed / Frequency / Dysuria / Urgency / Incontinence
C—"CNS - Vision / Headache / Motor or sensory disturbance/ Loss of consciousness / Confusion
¢~ Musculoskeletal - Bone and joint pain / Muscular pain

“p

ermatology — Rashes / Skin breaks / Ulcers / Lesions



Closing the consultation

Thank patient .—

Summarise the history,—

i
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