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The importance of a clear history
The process of history taking requires patience, empathy and understanding to yield the key• information leading to correct diagnosis and treatment. 

Taking a detailed and accurate history is 
the best starting point for a correct diagnosis.

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 ofinformation.
“It has been suggested that between 70% and 90% of patient diagnoses are made on history• taking alone (Keifenheim 2015). ”



Beginning the history 
Preparation :

Read your patient’s past records, if they are available.•
Allowing sufficient time (Consultation length varies). •

 
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.



1. The profile
2. Chief complaint
3. History of present complaint
4. Systemic review
5. Past medical/ surgical history
6. Drug history
7. Family history
8. Social history
9. Occupational history
10.Personal history

The scheme in history taking



Starting your consultation 
Introduce yourself and anyone who is with you.•
The appropriate physical greeting depends on both the cultural and infection• control context.
Confirm the patient’s name and how they wish to be addressed. •



The profile      
Name•
Age  •
Marital status •
Occupation•
Residency•
Date of writing history•
Patient referred from•
The history taken from •



Using different styles of question•
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, andencourage the patient to talk by looking interested and making encouraging comments such as ‘Tellme more’. 
Always give the impression that you have plenty of time. Allow patients to tell their story in their ownwords, ideally without interruption. You may occasionally need to interject to guide the patient gentlyback to describing their symptoms, as anxious patients commonly focus on describing the events orthe reactions and opinions of others surrounding an episode of illness rather than what they werefeeling. 
While avoiding unnecessary repetition, it may be helpful occasionally to tell patients what you thinkthey 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 anticipatingparticular answers: for example, ‘What was the first thing you noticed when youbecame ill?’ or ‘Can you tell me more about that?’
• Closed questions seek specific information and are used for clarification: forexample, ‘Have you had a cough today?’ or ‘Did you notice any blood in yourbowel motions?’ Both types of question have their place, and normallyclinicians move gradually from open to closed questions as the interviewprogresses

Open questions vs. Closed questions 



Having established the patient’s reason for seeking a consultation.•
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.

The history of the presenting symptoms



The history of the presenting symptoms



Select this paragraph to edit
The patient is a 65-year-old male smoker. A cough for 2 months• increases the likelihood of lung cancer and COPD. Haemoptysis lasting2 months greatly increases the chance of lung cancer. If the patientalso has weight loss, the positive predictive value of all these answersis very high for lung cancer. This will focus your examination andinvestigation plan.



SOCRATES



To complete the history of presenting symptoms, make an initial • assessment of how the illness is impacting on the life of your patient.
While taking the history of the presenting complaint you should also• explore the patient’s perspective on their symptoms, often referred to astheir ideas, concerns and expectations (ICE).



Select this paragraph to edit



Gastrointestinal tract 
Appetite, weight loss or gain•
Nausea or /and vomiting•
Haematemesis •
Dysphagia, regurgitation, heartburn,     •
Abdominal pain, abdominal distension •
Jaundice “yellow discoloration of sclera, skin, urine•
Bowel habit, rectal bleeding, mucus, tensmus.•



Respiratory system
Cough, sputum, haemoptasis.•
Chest pain•
Exercise tolerance•
Dyspnea, wheezing. •



Cardiovascular system
Chest pain•
Palpitation •
Dizziness •
Dyspnea, paroxysmal nocturnal dyspnea, orthopnea•
Ankle swelling •
Limb pain•
Color change in hands or feet •



Urogenital system
Loin pain•
Frequency of micturtion•
Poor stream •
Dribbling •
Hesitancy •
Dysuria, urgency•
Polyurea •
Hematuria•
Incontinence•



Gynecological history
Date of menarche or menopause •
Frequency, duration and quantity of menses•
Dysmenorrhea •
Vaginal discharge•
Previous pregnancies•



Nervous system
Headache•
Dizziness •
Muscle weakness•
Paresthesia•
History of loss of consciousness or fits•
Memory loss•
Tremor •



Select this paragraph to edit



Past medical history
Relevant to the presenting symptoms (e.g. previous migraine in a• patient with headache, or haematemesis and multiple minor injuriesin 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 whoopingcough in someone presenting with bronchiectasis.

The referral letter and case records often contain useful headlines, butthe patient is usually the best source. 



Previous admission to surgical ward•
Surgical operations or accidents•
Previous blood transfusion.•

Past surgical history



Drug History



Drug History 
Enquire also about inhalers and topical medications, as patients may• assume that you are asking only about tablets.
In addition to prescribed drugs, ask patients if they take any over-the-• counter remedies, including herbal and homeopathic remedies andvitamin or mineral supplements. Ask also about recreational drug use(mainly cannabis).
Concordance and adherence •
Drug allergies/reaction.•



Family history
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, noting whether any individuals wereadopted. 
The cause of death of close relatives.•



Social history and lifestyle
Establish who is there to support the patient/ Marital status.•
Establish the type and condition of the patient’s housing and how• well it suits them, given their symptoms.
Travel abroad.•



Smoking
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.
What form of tobacco they have used (cigarettes, cigars, pipe, chewed).•
Ask if they have smoked only tobacco or also cannabis.  •

Do not forget to ask non-smokers about their• exposure to environmental tobacco smoke(passive smoking).



Cannabis “Cannabinoids” adversely affect the cardiovascular system,• causing myocardial infarction, cerebrovascular accidents, arrhythmiaand heart failure.
Chandy, Mark, Nerea Jimenez-Tellez, and Joseph C. Wu. "The relationship between cannabis and cardiovascular disease: clearingthe haze." Nature Reviews Cardiology (2025): 1-15.



Alcohol
If they do drink, ask them to describe• how much, the quantity and whattype (beer, wine, spirits) they drink inan average week. 



Sexual history
Take a full sexual history only if the context or pattern of symptoms • suggests this is relevant. 
Signal your intentions: ‘As part of your medical history, I need to ask• you some questions about your relationships. Is this all right?’



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 isneeded, including employer name, timing and extent of exposure,and any work place protection offered.
Unemployment is also associated with increased morbidity and• mortality.



Occupational history 
Select this paragraph to edit



Select this paragraph to edit
Select this paragraph to edit



Select this paragraph to edit



Closing the interview 
Using simple language, explain briefly your interpretation of the• patient’s presenting problem and outline the likely possibilities.
Always give the patient a final opportunity to raise additional• concerns.
Make sure that patients are involved in any decisions by suggesting• possible actions and encouraging them to contribute their thoughts.



Sensitive situations
Because of what you’re telling me, I need to ask you some rather personal questions. Is• that OK?

Emotional or angry patients
Although their behavior may be challenging, never respond with anger or irritation.•
Recognise that your patient is upset, show empathy and understanding and ask them to• explain why.

Set professional boundaries if your patient becomes overly familiar: ‘Well, it would beinappropriate for me to discuss my personal issues with you. I’m here to help you, so let’sfocus on your problem.’


