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Spectrum of hematological diseases 

•RBC s disorders : anemias , thrombocytosis

•Bleeding disorders : platelet disorders , coagulations factors 
, vessel wall disorders

•WBC disorders : neutropenia and neutrophilia

•Hematological malignancies : lymphomas, leukemias, 
monoclonal gammopathies

•Myelodysplastic Syndromes (MDS) 

•Thrombotic Disorders



Importance Of History In Hematological 
Disorders
•Narrow differential diagnosis 

•Select  emergent cases for emergent investigations

•Determine the need for extensive versus limited 
investigations



Common symptoms in hematologic disorders 

•Constitutional symptoms - fatigue, lethargy, malaise, 
weight loss, night sweats.
•Symptoms of anemia - Fatigue, shortness of breath, 
reduced exercise tolerance, lightheadedness, worsening 
angina, ankle swelling.
•Symptoms of neutropenia - fever, mouth ulcers, skin 
infections, other recurrent infections.



•Symptoms of bleeding diathesis - easy bruising, 
epistaxis, gum bleeding, joint pain / swelling

•Symptoms of lymphoma - enlarged / painful lymph 
nodes, painful splenomegaly, B symptoms:

1. Weight loss >10 % of body weight over the past 6 months , 
2. Drenching  night sweating , 

3. Fever  more than >38°C 



•Symptoms of hyper viscosity - neuropathy, 
epistaxis, blurred vision, headache , SOB 
•Symptoms of venous thromboembolism - limb pain 
/ swelling, chest pain, shortness of breath, 
palpitations



History of present illness 

• Listen to your patients history and give the patient time to describe 
his complaints

•Determine the following characters of present illness:

•Onset 

•Course 

•Duration 

•Associated symptoms

•Focus on important negative systemic review 



Past Medical History
•Ask about any medical conditions the patient has previous been diagnosed 
with, the management of these conditions, any complications they may 
have.
•Common hematologic disorders include:

1. Hematologic malignancy - AML, ALL, CML, CLL, myeloma, lymphoma
2. Myeloproliferative neoplasms - PV , essential thrombocytosis, 

myelofibrosis
3. Myelodysplastic syndrome ( MDS )
4. Anaemias - aplastic anemia, IDA, ACD, HA, thalassaemias, SCD
5. Bleeding disorders - hemophilia's, Von Willebrand disease
6. Thrombotic disorders - DVT / PE, antiphospholipid syndrome
7. Platelet disorders - ITP, DIC, TTP, HUS, HELLP, HITS



Ask about other Comorbidities 

•CKD : predispose for anemia

•Heart failure : ACD 

•Rheumatological disorders : ACD , IDA , Megaloblastic anemia, hemolytic 
anemia , VTE

• IBD :  ACD , IDA , Megaloblastic anemia , hemolytic anemia

•Hypothyroidism  :  ACD , IDA , Megaloblastic anemia , hemolytic anemia

• Liver cirrhosis : ACD , IDA , Megaloblastic Anemia

•Cancer patients : nutritional anaemia , VTE , bleeding , neutropenia

•Malabsorption disorders: nutritional anaemia

•Cancer :  nutritional anaemia, aplastic anaemia,bleeding



•Transfusion History
•Ask about whether the patient has received any 
transfusions in the past, and whether they received red 
blood cells, platelets or plasma products.
•Ask about any previous transfusion reactions (infectious 
or non-infectious), and whether the patient has any 
known antibodies.



•Transplant History
•Patients with certain hematologic disorders may have had 
an autologous or allogeneic stem cell transplant in the 
past.
•An autologous stem cell transplant patient may suffer :

1. Infectious disorders 
2. Malignant disorders 
3. Rejection 
4. Side effect to medication 



•Medication History
•Ask about what medications the patient takes regularly, 
what they take them for, and what side effects they have 
had.



Common medication with hematological 
side effect
•Bleeding - NSAIDs, antiplatelets, SSRIs
•Thrombosis - oral contraceptives, hormone replacement, 
COX-2 inhibitors, erythropoietin, warfarin (initially)
•Anaemia - a large number of drugs may cause immune 
haemolysis, thrombotic microangiopathy, megaloblastic 
anaemia, sideroblastic anaemia, aplastic anaemia, pure red 
cell aplasia, or haemolysis in patients with G-6-PD deficiency
•Erythrocytosis - anaobolic steroids, erythropoietin



•Thrombocytopaenia - certain drugs may cause immune 
thrombocytopaenia, thrombotic 
microangiopathy or heparin-induced thrombocytopaenia
•Neutropaenia - NSAIDs, antipsychotics, anticonvulsants, 
antithyroid drugs, antibiotics, chemotherapy
•Neutrophilia - corticosteroids, adrenaline, lithium, G-CSF
•Eosinophilia - any cause of drug allergy; particularly 
penicillins, cephalosporins, phenytoin, carbamazepine, H2 
blockers, PPIs



Alcohol history 

•Pain associated with alcohol consumption may be seen in 
patients with lymphoma

•Excessive alcoholism may cause folate deficiency with 
subsequent megaloblastic anemia



Smoking history
•Smoking history and lung disease may be significant if a 
patient has been referred with an elevated white cell count or 
raised hemoglobin and hematocrit
•Hypoxia induces an increased erythropoietin level, resulting in 
increased red cell production to aid oxygen transportation 
around the body. 
•This is known as secondary polycythemia. 
•Concurrently, the white cell count may also be elevated in 
response to inflammation caused by smoking.



Allergic history 

•Patients with ho FFP allergy or any blood products allergy 
may have Ig A deficiency or hypogammaglobulinemia



•Occupational exposure 
1. Insecticides and pesticides 

2. Petroleum  products

3. Iradiation   

May cause :
1. Aplastic anemia
2. Hemolysis 
3. Hematological malignancies
4. MDS 



•Family History
•Ask about a family history of hematologic malignancy, 
such as AML, ALL, CML, CLL, myeloma or lymphoma.
•Also ask about a family history of inherited hematologic 
disorders such as haemochromatosis, haemophilia, Von 
Willebrand disease or thalassemia.
•Ask about family h/o VTE which may suggest 
thrombophilia ( fact. V Leiden def., prothrombin gene 
mutation . Protein c or s deficiency).



•Social History
•It is important to understand any patient social situation 
when taking their history. 
•This includes key aspects such as their occupation (or 
previous occupation, if retired), living situation, mobility, 
ability to perform activities of daily living, diet and 
exercise.



Travel history

•A patient's travel history may become relevant if 
assessing venous thromboembolism (VTE) risk. 
•Flights of more than 4 hours' duration are a significant 
contributory risk factor for VTE.
•A history of travel to tropical regions including Africa 
or Asia may become relevant to a patient presenting 
with severe anaemia, because malaria may lie dormant 
for up to 12 months.



Dietary history 
•Patients with malnutrition may suffer different types of 
anemias include iron def anemia , megaloblastic anemia 

•Vegans and vegetarians are at risk for b 12 def with 
subsequent megaloblastic anemia

 



Menstrual and pregnancy history

•Ask about recurrent miscarriage  : thrombophilia , 
antiphospholipid syndrome which may cause VTE 

•Ask about heavy menstrual bleeding : IDA , bleeding 
disorders.

•Ask about hormonal therapy : VTE   



History for anemia 

• Is there a history of, or symptoms related to, a medical condition 
which is known to result in anemia?
•Exposure to toxic chemicals in the workplace or environment  :
• Insecticides : Aplastic anemia
•Petroleum materials : aplastic anemia and malignancy  



•The use of medications, both prescribed as well as over-the-counter, 
should be examined in some detail.

Drugs that cause 
IDA 

Drugs that cause 
megaloblastic 

aneamia

Drugs that cause AIH 
anemia

Drugs that precipitate 
hemolysis in G6PD

• Antiplatelet 
• NSAIDs
• Steroids 
• Anticoagulants 

• Methotrexate 
• Trimethoprim 

• Penicilins
• Cephalosporines 
• Quines 
• Methyldopa 
• Isoniazid  

• Antimalarial 
• Sulpha drugs
• Nitrofurantoin 
• Quinolones 
• Aspirin high dose 
• Vit K 



•Age 
•Hereditary disorders like g6pd , SCD , and thalassemia are 
common in childhood
•IDA is common in school age 
•Malignancy is common in elderly
•Sex
•G6pd is sex linked disease and seen in male
•Ethnicity :
•SCD is common in Africans
•G6pd common in Mediterranean's 
•Thalassemia is common in Mediterranean's 



•Heavy  menstrual bleeding or metrorrhagia ( IDA )

•Melena , Hematuria ( IDA ) 

•Ask about foods habits:  e.g.vegans ( b12 def)

•History of gallstones , red urine ( hemolytic anemia )



•Ask about jaundice ( hemolytic anemia ) 

•Ask about thrombotic events ( sickle cell anemia , PNH )

•Ask about family history of anemia ( SCD , Thalassemia, 
G6pd ).

•Ask about diarrhea : malabsorption disorders such as 
celiac disease that .may cause nutritional anemia



Ask about symptoms of iron deficiency :
1. Brittle hair.

2. Brittle nail

3. Dysphagia ( plummer – vinson syndrome)

4. Restless leg syndrome

5. Beeturia 

6. Pica 

•Pagophagia : ice 

•Geophagia (earth, soil, sand, clay, chalk).

•Geomelophagia (raw potatoes).

•Xylophagia (wood, or wood products). 



Ask about symptoms of B12 deficiency:

•Neurological manifestation : 

1. Ataxia

2. Memory loss

3. Recurrent fall in dark spaces 

4. Urinary incontinence 

5. LL numbness and paraesthesia

6. Motor weakness 



Ask about symptoms of hemolytic anemia 

•Ask about jaundice, dark urine, left upper 
quadrant fullness, fever, angina, 
tachycardia, and signs of heart failure. 

•Patients with cold agglutinin disease (CAD) 
may present with a history of acrocyanosis 
and/or Raynaud phenomenon

•Back pain and bone pain

•Previous  history of GBS  



Ask about symptoms of sickle cell anemia

•Painful crises : chest pain , abdominal pain

•Priapism 

•Veno-occulusive crises 

•Dactylitis 



History in bleeding disorders 

• Age ( senile purpura in elderly, hemophilia in children )

• Underlying medical conditions — Several medical conditions 
predispose to bleeding, as discussed in separate topic reviews.

1. Cancer 
2. Excess alcohol use 
3. Liver disease 
4. Kidney disease 
5. Connective tissue disorders
6. Hypothyroidism 



•Fever and weight loss ( malignancy, leukemia )

•Dietary history 

•History of iron deficiency or iron-responsive 
anemia. 

•Abdominal pain and arthritic pain ( H-S purpura)



Ask about Family history of bleeding.
•A family history of bleeding should be obtained to help 
determine the likelihood of an inherited condition. 

•Some individuals may be aware of a specific diagnosis in 
a first- or second-degree relative; others may report a 
family history of severe bleeding requiring medical 
interventions (surgery, transfusions).

•As many as 30 to 40 % of individuals with hemophilia A 
have a de novo germline mutation and thus have a 
negative family history.

•Certain (eg, rare coagulatiautosomal recessive conditions 
on factor deficiencies, Glanzmann thrombasthenia, type 
2N VWD) do not manifest in either parent.



•The transmission pattern may suggest a specific set of 
disorders. 

•Hemophilia A and B are X-linked (transmitted from carrier 
mothers to affected sons and from affected fathers to 
carrier daughters), whereas VWD and other factor 
deficiencies are autosomally transmitted. 



Ask about Prior bleeding events over time

•Bleeding during infancy (eg, umbilical stump, 
circumcision) and childhood (eg, bleeding with loss of 
deciduous teeth).
•Bleeding during adolescence and adulthood 
(additional questions below related to menstruation and 
pregnancy).
•Any bleeds severe enough to require surgical 
intervention, nasal packing or cautery, a visit to the 
emergency department, or transfusion.



Ask about Medications use
Anticoagulants Interfere with clot formation (secondary hemostasis)
Antiplatelet 
agents, including 
NSAIDs

Interfere with platelet function (primary hemostasis)

Glucocorticoids Interfere with vascular integrity

Antibiotics Cause vitamin K deficiency, especially with longer use
Some interfere with platelet function

SSRIs Interfere with platelet function (primary hemostasis)

Alcohol Complications of liver disease 
May cause thrombocytopenia

Vitamin E Interferes with vitamin K metabolism in some individuals
Garlic Interferes with platelet function in some individuals
Gingko biloba Unknown



Ask about Outcome of bleeding challenges:
•Trauma, including severity of bleeding, need for surgical 
intervention, and need for transfusions.
•Surgical procedures, including timing and location, comments 
of the surgeon regarding the character of the bleeding (eg, 
diffuse oozing versus bleeding from a specific source), and 
need for transfusions.
•Dental procedures (eg, extractions), including timing, 
duration, and need for packing or additional interventions.
•If a woman has bled with some procedures but not others, 
she should be asked if she was taking oral contraceptives or 
hormone therapy during procedures in which she had good 
hemostasis, since these hormones can increase levels of von 
Willebrand factor (VWF) and normalize hemostasis.



Ask about Menstrual history
• Especially  the presence of nighttime "flooding," passage of 
clots larger than approximately 2.5 cm. 

• Duration  of menses longer than eight days, 
• Development  of iron deficiency, 
• Heavy  menstrual bleeding (previously called menorrhagia) 
leading to hysterectomy at a young age 

• Measures such as number of pads or tampons used can be 
imprecise because they depend on the fastidiousness of the 
individual, and the volume of blood lost is nearly impossible to 
determine if pads or tampons are used. 

• Endometriosis and hemorrhagic ovarian cysts are seen with 
increased frequency in women with von Willebrand disease 
(VWD) 



Ask about Pregnancy history
•Including  bleeding with delivery or postpartum and 
early pregnancy loss (seen with some rare 
coagulation factor disorders). 

•In VWD, postpartum bleeding (24 to 28 hours after 
delivery) is more common than bleeding during 
pregnancy because higher estrogen levels in the 
second and third trimesters promote increased VWF 
production. 

•Pro-hemostatic changes during pregnancy may also 
reduce bleeding due to other disorders. 



Not always bleeding

1. Delayed wound healing ( Factor XIII deficiency).

2. Recurrent miscarriage (Afibrinogenemia, Factor 
XIII deficiency).

3. Thrombotic events (Factor VII def. and 
Dysfibrinogenemia).



Interpretation of the bleeding history

1- A history of bleeding severe enough to require surgical 
interventions, transfusions, or iron replacement supports the 
suspicion of an underlying bleeding disorder. 

2- Conversely, a history of surgical procedures, dental 
extractions, and/or significant trauma that did not require 
transfusions or other nonstandard interventions is evidence 
against the presence of an inherited bleeding disorder 



3- a  history of easy bruising, which is commonly reported, 
lacks sensitivity and specificity and may be a sign of trauma 
or skin fragility rather than a true bleeding disorder. 

4- Symptoms such as hematuria, melena, and heavy 
menstrual bleeding are also less helpful since these are more 
likely to be due to structural/anatomic lesions rather than to 
a bleeding diathesis.



5-Site  of bleeding 
1-Superficial skin and mucous membrane bleeding :

•Platelet and vascular disorders are generally characterized 
by skin and mucosal bleeding (eg, mouth, nose, urinary 
tract, gastrointestinal tract) and immediate bleeding upon a 
bleeding challenge. 

•Epistaxis may be a presenting finding in VWD or hereditary 
hemorrhagic telangiectasia (HHT). 

•New-onset bruising may herald a new thrombocytopenic 
disorder (eg, immune thrombocytopenia [ITP], acute 
leukemia) or an acquired coagulation disorder such as 
acquired hemophilia or disseminated intravascular 
coagulation (DIC).



Purpura Petechia ecchymosis



Deep muscular, joints and deep organs bleeding
• Coagulation factor disorders are generally characterized by 
bleeding into muscles and joints and delayed bleeding after 
a bleeding challenge. 

• Bleeding with circumcision is characteristic of severe 
hemophilia A (factor VIII deficiency) or hemophilia B (factor 
IX deficiency). 

• Exceptions are factor XI deficiency, which tends to have 
more mucosal bleeding, and factor XIII deficiency, which 
tends to show delayed bleeding after trauma or surgery. 

• Umbilical stump bleeding is characteristic of factor XIII 
deficiency.



Knee hemarthrosis Hematoma 



6- Disorders of fibrinolysis tend to show delayed 
bleeding after trauma or surgery.
7- Inherited disorders tend to present in childhood if 
severe but frequently present in adulthood or only 
after a bleeding challenge if mild. Some inherited 
disorders have additional syndromic features.
8 -Some acquired disorders are associated with an 
underlying condition such as pregnancy, cancer, or 
connective tissue diseases.



Bleeding Score
• It may be helpful to use a standardized bleeding assessment 
tool (BAT) in the evaluation of a patient with a suspected 
bleeding disorder in order to codify the bleeding history . 

• a BAT, is used to quantify our clinical impression of the 
likelihood of a bleeding disorder. 

• A low score is very good at predicting the absence of a 
bleeding disorder and can help in limiting the amount of 
laboratory testing in an individual with a low likelihood of an 
abnormal finding.

•Normal range is <3 in children, <4 in adult males, <6 in adult 
females.



• The first BATs were validated for von Willebrand disease 
(VWD) (eg, the Molecular and Clinical Markers for the 
Diagnosis and Management of type 1 VWD [MCMDM-1 VWD]). 

• Subsequently, a condensed score was devised (the 
condensed MCMDM-1 VWD BAT) that incorporated more 
details about interventions required for bleeding (eg, packing, 
surgery, medications) 

• The International Society on Thrombosis and Haemostasis 
(ISTH) has made a version of this BAT available online 
at bleedingscore.certe.nl

• This score has subsequently been validated in several 
populations: VWD , General bleeding evaluation, Heavy 
menstrual bleeding, Platelet disorders 







THANK YOU 


