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General history taking
skills



Managing clinical encounters

1-Reasons for the encounter                    Why now?

hy now?



The clinical environment

-Calm, private environment

-Layout of the consulting room

-Clinic vs. inpatient encounter
Always ensure privacy and dignity of patients

Sensitive questions



Opening the encounter

Establishing rapport with patients
-Greet the patient

-Introduce yourself (wearing name badge)

Dress style and demeanour
-Smart, sensitive and modest dress

How to address and speak to patients

Asking open questions



Gathering information

Understanding the cause of illness (Diagnosis)
-History, physical examination and investigations

Don’t use medical jargons
-Words with different possible meanings should be clarified

Active listening
-Helps reveal concerns

Summarizing

Non-verbal communication
-Body language

-Signs of discomfort



Handling sensitive information and third parties
-Confidentiality

-Patient’s permission to share information to others (relatives, friends and carers, etc.)

Managing patient concerns
-Understand the patient’s personal experience of illness

-ICE  (Ideas, concerns and expectations)

Showing empathy
-Empathy vs sympathy

Showing cultural sensitivity
-Eye contact, touch and personal space

-Appreciate and accept differences

Addressing the problem
Concluding the encounter



Alternatives to face-to-face encounters
-Telemedicine

-Phone encounters, using email and other communication applications

Personal responsibilities
-Don’t abuse your privileged position

-Be fit to care for patients

-Giving medical care to close persons



Professional responsibilities



General aspects of history taking

The importance of history taking

Preparation
-Settings, timing

Starting the consultation
-Open questions and closed questions

Don’t use medical terms

Terms that might need to be clarified





Structure of history

Patient's profile
Chief complaint
History of presenting illness
Past medical/Past surgical history
Drug history
Systemic review (enquiry)
Family history
Social history and lifestyle



Patient’s profile

-Name

-Age

-Gender

-Route of admission

-Date of admission

-Time of admission



Chief complaint

Usually, the main symptom
-Might use 2 or three main symptoms

Duration of the complaint
-Acute vs chronic

Generating differential diagnosis



History of presenting illness

Analyzing the main symptom(s)

Identifying risk factors

Possible serious complications

Exploring the differential diagnosis

Recognizing patterns of symptoms





Past medical/Past surgical history

Past medical history
-Chronic diseases

-Duration of illness

-Status of control

Past surgeries

History of blood transfusion



Drug history

Regular/chronic medications

Non-medical therapies

Duration of treatment

Dosage

Frequency

Adverse effects

Concordance and adherence

Non-prescribed drugs



Systemic review







Family history

Diseases that run in the family

Inherited diseases 
-Autosomal dominant 

-Autosomal recessive

-X-linked

Genetic predisposition

Document illness in first degree relatives

Family pedigree



Social history and lifestyle

Smoking history
-Calculate pack-years of smoking

Alcohol intake
-Alcohol problems

Occupational history and home

environment

Travel history

Sexual history if relevant





Difficult situations

Patients with communication difficulties
-Hearing or speech difficulties

-Different language

Patients with cognitive difficulties
-? Dementia

-Obtain history from relatives or carers

Sensitive situations
-Asking personal questions

-Examining intimate parts

Emotional or angry patients





Questions ?


