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HISTORY TAKING 

 

STEPS IN HISTORY TAKING STATION 

 

Step 1: In the 5 minutes before the interview  

 Read the instructions carefully  

 Write down the following information in the provided blank sheet: 

 Problems (from the instructions): 

 Differential diagnosis:  

 Risk factors/Associations/Complications: 

This information would help you to recall certain questions related to the patient condition. You may choose to proceed to 

these relevant questions immediately after analysis of complaint or to go through your routine history taking in the usual 

order but to give more attention to these questions. 

 

Step 2: Introduce yourself and approach the patient 

 Good morning Mr/Mrs..., I have got the right person haven't I? I'm Dr… medical SHO in the hospital 

 We are here today to discuss your medical condition (may I ask you first what’s your job? are you married? Have 

children?) 

 I will need to make a few notes. So if I'm writing things down, I still will be listening to you 

 I have a letter from GP, but first I would like you to tell me, in your own words, what is the trouble? Allow the patient 

to talk freely (I see, nodding, till me more about …) 

 

Step 3: Analysis of complaint  
Use the following questions as a guide for analysis of any complaint mentioned in the instructions or mentioned by the 

patient during the interview. Do not ask all the questions but only those belonging to the system in concern. 

 General: 

  Any recent change in your weight? How many kilograms? Over how many days? 

  Any change in your appetite? 

  Any undue fatigue? 

  Any rise in your temperature? 

  Any lumps or bumps in your body, in your abdomen, neck or armpit? 

  Any change in your sleeping hours? 

  GIT: 

  Any mouth ulcers? Is it painful? Any problems with your teeth? 

  Any difficulty in swallowing? Sensation of food sticking in your throat? Where does it seem to stick? Is it worse 

with drinks or solid foods? Any pain on swallowing?   

  Any nausea (feeling sick)? Retching? Regurgitation of clear tasteless fluid? Vomiting (getting sick)? How 

frequent? Is it related to pain? Does it bring relief? What is the amount of vomitus (a tea cup, bowl, bucket)? 

What colour is it? Does it taste sour? Does it contain foods? How long ago were they eaten? Does it have any 

trace of blood in it? Any indigestion or dyspepsia? Describe your indigestion to me. What is it like? When does it 

come on? Any heartburn? Describes the burning sensation. Where is it? Does it go anywhere else? Is it related to 

food intake? Any pain in your tummy? (Is it relieved by passing flatus, or defecation? Is it worse when you're 

hungry or full? Is it associated with nausea, vomiting, belching, jaundice or fever?)  

  Any wind? Does it tend to be passed downwards (Passing of flatus) or upwards (Belching/burping)? Do you feel 

better after burping or passing wind? What's your normal bowel habit? How many times you go to the toilet to 

open your bowels in the normal days? Do you have any change in your habit? Diarrhoea? Is it formed, unformed 

or watery? Does it smell, or float? Is it difficult to flush away? Is there blood and/or mucus associated with the 

stool? Is it mixed in or on top of the stool? Is there pain on defecation, or before? Is it relieved by defecation? 

Constipation? Do they feel small and hard? Are they difficult to pass? Any change in color of stool? Pale, dark, 

tarry, black, fresh blood? 

  Any yellowish discoloration of your eyes or skin 
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  CVS: 

  Do you have any chest pain?  

o Duration: How long has it been there? At what time of day does it affect you?  

o Onset: What were you doing when it started? How did it start?  

o Course: Is it there all the time or does it come and go? Is it improving or worsening with time?  

o Site: Where do you feel the pain? Can you point to it? Does it go anywhere else?  

o Sort: Can you describe it?  

o Severity: How bad is it? Does it stop you working or keep you awake at night? Can you scale it out of ten?  

o Aggravating/alleviating factors: Is there anything that brings on the pain or makes it worse or better?  

o Associated symptoms: Does it make you sweat? Is it associated with nausea, vomiting or belching?  

o Similar episodes: Have you had anything like this before?  

o Investigations: Have you had any investigations (blood tests or images) for this?  

o Treatments: Have you had any treatments for this? Did you feel better after this treatment? 

  Any shortness of breath? How long has it been there? Is it improving or worsening with time? How bad is it? How far 

can you walk before feeling short of breath? Does it stop you working? Is there anything that makes it better or worse? 

Have you had anything like this before? Have you had any treatments for this? Did you feel better after this treatment? 

Can you lie flat? How many pillows do you use? Do you ever wake at night with shortness of breath? If so: what do 

you do? 

  Any ankle swelling? How long has it been there? Is it improving or worsening with time? How bad is it? Is there 

anything that makes it better or worse? Have you had anything like this before? Have you had any treatments for this? 

Did you feel better after this treatment? 

  Any palpitations- a feeling of awareness of the heartbeat? Can you tap it out on the table top? How long has it been 

there? Is it improving or worsening with time? How bad is it? Is there anything that makes it better or worse? Have you 

had anything like this before? Have you had any treatments for this? Did you feel better after this treatment? 

  Any blackouts? Tell me about them. How long has it been there? Is it improving or worsening with time? How bad is 

it? Is there anything that makes it better or worse? Have you had anything like this before? Have you had any 

treatments for this? Did you feel better after this treatment? 

  Any leg pain when you walk long distances? How far can you walk before you have to stop? Where do you feel this 

pain exactly? How long it lasts? Can you continue walking after resting for a few minutes? How long has it been there? 

Is it improving or worsening with time? How bad is it? Is there anything that makes it better or worse? Have you had 

anything like this before? Have you had any treatments for this? Did you feel better after this treatment? 

 Chest: 

  Do you have any cough? Do you bring up sputum or phlegm- what color is it? How much phlegm do you cough up 

each day- would it fill an eggcup or a teacup? What is it like- is it runny or thick? What does it smell like? Have you 

ever noticed blood in your phlegm? 

  Any shortness of breath? 

  Any wheezes? 

  Any chest pain? (due to inspiration or cough) 

  Does your wife complain that you snore? Has she ever noticed that you stop breathing for a period during the night?" 

  Did you notice any change in your voice? 

  CNS 

  Do you have any undue headaches? Any particular triggers, e.g. coughing, straining, exertion, stress, particular foods, 

bright lights? Does it make your eyes water? Is it associated with nausea, vomiting, photophobia, drowsiness, 

confusion, weakness, ataxia, neck stiffness, visual changes or fever?  

  Do you have any fits, faints, blackouts or funny turns? Do you remember anything about the attack? Did you fall to the 

ground? Did you hurt yourself or wet yourself? Did anyone see you fall to the ground? How did they describe it? Have 

you suffered from vertigo or dizziness (light-headed)? 

  Have you noticed any weakness in either the arms or legs? 

  Have you experienced any numbness or tingling (pins and needles) in the face, limbs, or trunk? 

  Have you noticed any change in your eyesight, hearing or sense of smell or taste? Have you noticed any difficulty in 

talking or swallowing? 

  Have you noticed any unsteadiness or difficulty in walking? Have you noticed that you reel from side to side?) 

  Do you have any trouble with your water works (problems in passing urine)? Have you had any problems in opening 

your bowels? Have you unintentionally messed yourself? 

  Have you noticed any change in your mood, memory or powers of concentration? Have you suffered from insomnia? 
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 Genitourinary: 

  Any problems with your water works (general question) 

  Pain: 

oo  Dysuria: pain or discomfort felt during or immediately after passing urine. It is often described as a burning 

sensation felt at the urethral meatus, or the suprapubic region. 

oo  Strangury: suprapubic pain associated with repeated and urgent desire to urinate every few minutes, often 

associated with severe dysuria or inability to pass urine. It is due to acute bladder neck obstruction by a stone 

or blood clot. 

oo  Renal pain: pain in the back or loin   

  Abnormal urine volume or frequency: 

oo  Frequency: passing urine more often than usual without an increase in the total urine volume 

oo  Polyuria: the passage of excessive volumes of urine (at least 2.5 litres per day for an adult) resulting in 

profuse urination and urinary frequency (the need to urinate frequently and to rise at night to pass urine). If 

there is polyuria, ask about polydipsia (intake of abnormally large amounts of water) 

oo  Nocturia: passing urine during the night 

oo  Oliguria: passing a smaller volume of urine than normal 

oo  Anuria: total absence of urine output  

  Abnormal urine content: 

oo  Haematuria: blood in the urine 

oo  pneumaturia: passing air bubbles in the urine 

oo  frothy urine 

  Abnormality of micturation process 

oo  Urgency: a sudden need to pass urine 

oo  Hesitancy: delay in initiating urine flow 

oo  Poor urinary stream: reduced force of the urinary stream 

oo  Postmicturition dribbling: dribbling of urine after micturation 

  Incontinence: 

oo  Urge incontinence: involuntary passage of urine when an urgent need to urinate cannot be resisted 

oo  Stress incontinence: leakage of urine in response to situations that increase intra-abdominal pressure, such as 

coughing, sneezing or laughing 

oo  Nocturnal enuresis: involuntary passage of urine while asleep (bed-wetting) 

  Sexual history: I need to ask you some rather personal questions, is that OK?  

oo  Have you a regular sexual partner?  

oo  Is your partner male or female? How many sexual partners there have been in the past year?  

oo  Have you had any casual relationships recently?  

oo  Are you practicing a safe sex?  

oo  Are you worried that you might have picked anything up, I mean in asexual way?  

oo  Have you noticed any change in your sexual desire or ability? 

oo  Any urethral or vaginal discharge? 

  Obstetric history 

oo  Menses: regularity, frequency, duration, heavy or light 

oo  Number of pregnancies 

oo  Post-menopausal bleeding 

 Endocrine: 

  Heat or cold intolerance 

  Distal largeness (acromegaly) 

  Proximal weakness 

  Muscle cramps 

  Breasts (gynaecomastia, galactorrhoea) 
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  Locomotor: 

  Pain: Show me the worst spot. Does it get better or worse during the day? Is it associated with stiffness or 

swelling?  

  Stiffness: do you feel stiff? When? How long does it take you to get going when you get up in the morning? 

  Swelling of joints: do your joints swell? Which joints are affected? Do they feel hot to the touch? Do they go red? 

How long has it been there? How did it start? Is it there all the time or does it come and go? 

  Deformity: how long has this been going on? 

  Skin: 

  Any skin rash? Where is it? How long has it present? Is it painful? Does it itch? Does it blister? Does it improve?  

  Any abnormal colouration of your skin? 

  Have you recently noticed that your skin is dry? 

  Any change in sweating? 

  Any loss of hair, or abnormal hair growth in your body? In which part of your body? 

  Haematology: 

  Any bleeding from your gum when you brush your teeth? Any bleeding from your nose? Any bloody spots under 

your skin? 

 

Step 4: Review of Systems (ROS)  
Use these general questions to cover all systems related or unrelated to the complaints (you may start with those related to 

the complaint). Listen well to the answers and if you get a positive answer for any question start analysis of complaint as 

before.  

 General: 

  Any recent change in your weight or appetite? 

  Any undue fatigue or rise in your temperature? 

  Any lumps or bumps in your body, in your abdomen, neck or armpit? 

  Any change in your sleeping hours? 

  GIT: 

  Any mouth ulcers or problems with your teeth? 

  Any difficulty or pain on swallowing?  

  Do you feel sick (nausea) or get sick (vomiting)?  

  Any repeated unavailing attempts to throw up (Retching)?  

  Any regurgitation of clear tasteless fluid (water brush)?  

  Any indigestion or dyspepsia? 

  Any heartburn or pain in your tummy?  

  Any wind? Any change in your bowel habit? Diarrhoea? Constipation? Pain on defecation, or before? Any 

blood, mucus or change in color of stool?  

  Any yellowish discoloration of your eyes or skin 

  CVS: 

  Do you have any chest pain?  

  Any shortness of breath?  

  Any ankle swelling?  

  Any palpitations- a feeling of awareness of the heartbeat?  

  Any blackouts?  

  Any leg pain when you walk long distances?  

 Chest: 

  Do you have any cough? Any wheezes? 

  Does your wife complain that you snore? Did you notice any change in your voice? 
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  CNS 

  Do you have any undue headaches? Blackouts (faints), or funny turns (Fits)?  

  Have you suffered from vertigo or light-headed (dizziness)? 

  Have you noticed any weakness in either the arms or legs? 

  Have you experienced any pins and needles (numbness or tingling) in the face, limbs, or trunk? 

  Have you noticed any change in your eyesight, hearing or sense of smell or taste? 

  Have you noticed any difficulty in talking or swallowing? 

  Have you noticed any unsteadiness or difficulty in walking?  

  Have you noticed any change in your mood, memory or powers of concentration? Have you suffered from 

insomnia? 

 Genitourinary: 

  Any problems with your water works? 

  I need to ask you some rather personal questions, is that OK? Have you a regular sexual partner? Is your partner 

male or female? Have you had any casual relationships recently? Have you noticed any change in your sexual 

desire or ability? Any urethral or vaginal discharge or bleeding? Any problems with the menses? Number of 

pregnancies and any associated problems? 

 Endocrine: 

  Heat or cold intolerance 

  Distal largeness (acromegaly) 

  Muscle cramps 

  Breasts (gynaecomastia, galactorrhoea) 

  Locomotor: 

  Pain or swelling in joints or muscles? 

  Stiffness: do you feel stiff?  

  Deformity 

  Skin: 

  Any skin rash or abnormal colouration of your skin??  

  Have you recently noticed that your skin is dry? 

  Any change in sweating? 

  Any loss of hair, or abnormal hair growth in your body?  

  Haematology: 

  Any bleeding from your gum when you brush your teeth? Any bleeding from your nose? Any bloody spots under 

your skin? 

 

STEP 5: Past history, Family history, Allergies, Social & occupational history, Treatment and Travel history 

 PMH:  

  Surgical/dental procedures, hospital admissions, blood transfusions  

  Medical examination for insurance reasons and the outcome 

  Immunizations 

  Serious illness: do you receive regular treatment for this condition? Are you on regular follow-up for this 

condition? 

oo  Asthma 

oo  Blood pressure (say: 'blood pressure problems') 

oo  CVA (say: 'stroke') 

oo  Diabetes mellitus (say: 'diabetes') 

oo  Epilepsy 

oo  Fever, rheumatic 

oo  Gastrointestinal (jaundice) 

oo  Heart attack 

oo  Infection (TB) 
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  Family history: 

  Are your father and mother alive? How are they? What did they die from?  

  Do you have sisters or brothers? How are they?  

  Do any close relatives have suffered the same symptoms? 

  Is there any illness that runs in the family? Is there a family history of heart attacks or sudden death? What was 

the age of the relative when these events occurred?  

  Allergy history: to medications or food. If positive ask about the form of drug that caused the allergy and symptoms 

and signs of the allergy. 

  Social & Occupational: (work → marriage → activities of daily living → depression → smoking, alcohol, 

recreational drugs) 

  Occupation: so tell me what your job is? Yes- but what do you actually do? Can you manage it without any 

difficulty? Is there much dust, fumes, vapours or chemical substances? Have not you ever been exposed to 

chemical substances before? 

  Marital status /Home life: as part of your medical history, I need to ask you some rather personal questions, is 

that Ok?  

oo  Are you married? Who is at home with you? How is your spouse? Do you have household pets? 

oo  Do you live in house or flat? Do you own it? Are you up to date with the rent? How many stairs are there? 

Can you get up and down them OK?  

oo  Can you cope with the housework? Do you have help from other people?  

  Activities of daily living/exercise: what do you do during a normal day? Do you take any exercise?  

  Psychological burden: Some of my patients with emphysema get quite depressed. I often ask patients with 

emphysema if they have been feeling depressed. 

  Smoking, alcohol and recreational drugs: have you ever smoked? When did you start? How many cigarettes 

were you smoking when you gave up? Do you ever drink any alcohol? How much alcohol might you drink in a 

week? Any recreational drugs? 

 Treatment history (including OTC and herbal remedies) 

 Travel history 

 

Step 6: Ask the patient for any further information and formulate management plan 

 Ask the patient: Is there any thing else you feel I should know? Are you worried about anything in particular?  

 Formulate a management plan (examination, investigations, referrals and treatments), explain it to the patient and 

take actions: from what we have discussed, it is possible that your symptoms could be due to… after I examine you, 

we might consider doing…, then I will write a letter to your GP and give you an appointment for follow up after 

having the investigations done 

 Do you have any questions? Thank you 

 

Step 7: Discussion 

Discussion with the examiner almost always includes a question about your management plan. You may consider the 

following outlines in answering this question: 

 Full examination may provide other useful clues such as…  

 Investigations: 

  Basic investigations:  

  Confirm the diagnosis:  

  Other investigations (search for aetiology, complications):  

 Management plan can be divided into: 

  Management of the underlying disease process:  

  Specific symptom treatment:  

  General management including patient education, nursing, physiotherapy, and social, occupational and 

psychological rehabilitation 
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THEORETICAL NOTES 

 

Irritable bowel syndrome 

 Rome Criteria for the Diagnosis of IBS (Symptoms must have been present for > 3 months) 

Abdominal Pain/Discomfort  AND Two or more of the following symptoms for at Least 25% 

of the time:  

Relieved with defecation 

and/or 

With change in stool frequency 

and/or 

With change in stool consistency 

 Change in stool frequency 

 Change in consistency 

 Difficult stool passage 

 Sense of incomplete evacuation 

 Presence of mucus in stool 

 Management of IBS: 

 Often, reassurance alone has a therapeutic effect.  

 Initial treatment for diarrhoea-predominant irritable bowel syndrome should include a trial of a lactose-free diet.  

 A therapeutic trial of an anticholinergic agent, such as hyoscyamine or dicyclomine, and fibre supplements is 

often very helpful.  

 Chronic life stress is an important factor for irritable bowel syndrome, and antidepressant medications are often 

helpful.  

 Alarm symptoms, such as hematochezia and weight loss, may require a more extensive evaluation with 

colonoscopy.  

 

Malabsorption may be due to defective luminal digestion, mucosal disease or structural disorders.  

 Causes:  

Small bowel Pancreatic Hepatobiliary Miscellaneous 

 Coeliac disease 

 Dermatitis herpetiformis 

 Bacterial overgrowth 

 Giardiasis 

 Whipples disease 

 Tropical sprue 

 Radiation enteritis 

 Crohn's disease 

 Hypogammaglobulinaemia 

 Zollinger Ellison 

Syndrome 

 Intestinal 

lymphangiectasia 

 Chronic 

pancreatitis 

 Pancreatic 

carcinoma 

 

 Cirrhosis of the 

liver 

 Biliary obstruction 

of any type 

 

 Thyrotoxicosis 

 Mesenteric ischemia 

 Drugs (neomycin, 

cholestyramine, 

antacids) 

 

 Clinical features of malabsorption: 

 Diarrhoea / steatorrhoea: steatorrhoea occurs as a result of defective fat absorption. It is most commonly caused 

by pancreatic disorders. The stool is pale, bulky and malodorous. Malabsorption occasionally occurs without 

diarrhoea. This is most common in intestinal causes.  

 Weight loss  

 General symptoms: Lassitude, abdominal discomfort/bloating.  

 Symptoms due to nutritional deficiency: e.g. oedema due to hypoalbuminaemia, bone pain/proximal myopathy 

due to Vitamin D deficiency, aphthous ulcers due to Vitamin B or iron deficiency.  
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Chronic asthma  

 Pathophysiology: chronic airway inflammation & hyper-responsiveness in atopic individual → reversible, variable 

airflow obstruction. 

 Investigations: 

 Assess the inflammation: Analysis of induced sputum: increased eosinophils & eosinophilic cationic protein 

 Assess the hyper-responsiveness: Challenges tests with histamine or methacholine can be used to assess airways 

responsiveness where the diagnosis is unclear. Responsiveness is expressed as the concentration of provoking 

agent required to decrease the FEV1 by 20% (bronchial hyper-responsiveness, defined as PC20 < 8 mg/ml for 

either agent, is characteristic for asthma, but may be found in COPD, CF and allergic rhinitis) 

 Assess the atopy: Skin prick tests can be used to assess atopy, serum total IgE is commonly raised in asthmatics, 

specific IgE may be measured by radio-allergo-sorbent testing (RAST) 

 Assess the reversibility: Significant (≥ 15%) improvement in PEFR & FEV1 post-bronchodilator 

 Assess the variability: Significant (> 25%) PEFR variability (usually in the form of morning dipping) 

 Assess the obstruction: Reduced FEV1, increased lung volumes (due to gas trapping), reduced FEV1/FVC ratio 

(<70%) 

 

Horse voice with cough is probably due to laryngitis while Horse voice alone is probably due to recurrent laryngeal 

nerve palsy due to carcinoma of the bronchus 
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Chronic recurrent headaches 

Tension headache Migraine Cluster headache 

Age & gender: Common in 

all age groups. Females tend 

to predominate 

Over 80 % of migraineurs have 

their first attacks before the age of 

30 years, and the diagnosis should 

be viewed with suspicion in 

anyone over 40.  

Although the onset is generally between ages 20 

and 50, it may occur as early as the first decade of 

life. Men are affected seven to eight times more 

often than women 

Duration & frequency: 
seldom lasts more than a few 

hours. May be episodic or 

chronic (i.e., present more 

than 15 days per month).   

Multiple attacks, each lasting 4 to 

72 h. The frequency of attacks 

varies from 1 to 2 per week to a 

few sparsely scattered over a 

lifetime. Daily headaches are never 

migrainous. 

Attacks last from 30 min to 2 h. The episodic type 

is most common and is characterized by one to 

three attacks per day over a 4- to 8-week period, 

followed by a pain- free interval that averages 1 

year. The chronic form is characterized by the 

absence of sustained periods of remission 

 

Tension 

headache 

Migraine Cluster headache 

Features 
 Bilateral tight, 

band-like 

discomfort.  

 Typically 

builds slowly, 

fluctuates in 

severity.  

 Rarely 

significantly 

disabling 

 Benign and recurring syndrome of headache, nausea, vomiting, 

and/or other symptoms of neurologic dysfunction in varying 

admixtures.  

 Can often be recognized by its activators (red wine, menses, 

hunger, lack of sleep, glare, estrogen, worry, perfumes, let-down 

periods) and its deactivators (sleep, pregnancy, exhiliration, 

sumatriptan) 

 Divided into two clinical categories: 

o Migraine without aura (common migraine): no focal 

neurologic disturbance precedes the recurrent headaches. 

moderate to severe head pain, pulsating quality, unilateral 

location, aggravation by walking stairs or similar routine 

activity, attendant nausea and/or vomiting, photophobia and 

phonophobia 

o Migraine with aura (classic migraine): characteristic 

premonitory sensory, motor, or visual symptoms. Focal 

neurologic disturbances are more common during headache 

attacks than as prodromal symptoms. The most common 

premonitory symptoms are visual, arising from dysfunction of 

occipital lobe neurons A spreading scotoma may occur but 

"spots in front of the eyes" or visual blurring is not diagnostic. 

There may be reversible focal neurological disturbances such as 

hemianopia or unilateral paraesthesia. 

 Periorbital or, less commonly, 

temporal pain begins without 

warning and reaches a crescendo 

within 5 min.  

 Often excruciating in intensity 

and is deep, nonfluctuating, and 

explosive in quality; only rarely 

it is pulsatile.  

 Pain is strictly unilateral and 

usually affects the same side in 

subsequent months.  

 There are often associated 

symptoms of homolateral 

lacrimation, reddening of the 

eye, nasal stuffiness, lid ptosis, 

and nausea. 

Treatment 
 Relaxation. 

 Simple 

analgesics. 

 Muscle 

relaxants. 

 Abortive: paracetamol, codeine ± antiemetic, ergotamine, 

sumatriptan 

 Prophylactic: Very Volatile Pharmacotherapeutic Agents For 

Migraine Prphylaxis ( Verapamil, Valproic acid, Pizotifen, 

Amitriptyline, Flunarizine, Methysergide, Propranolol) 

 Abortive: Inhaled oxygen 

(face mask), ergotamine, 

sumatriptan, steroids. 

 Prophylactic: lithium 

 

N.B. Chronic paroxysmal hemicrania has the same features as cluster headache but with shorter and more frequent 

attacks (each attack lasts 3-45 minutes and occurs 20-40 times per day). It almost invariably responds to indomethacin 
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Serious causes of headache 

Cause Symptoms 

Meningitis Nuchal rigidity, headache, photophobia, and prostration; may not be febrile. Lumbar puncture is 

diagnostic. 

Intracranial 

haemorrhage 

Nuchal rigidity and headache; may not have clouded consciousness or seizures. Haemorrhage may not 

be seen on CT scan. Lumbar puncture shows "bloody tap" that does not clear by the last tube. A fresh 

haemorrhage may not be xanthochromic. 

Brain tumour May present with prostrating pounding headaches that are associated with nausea and vomiting. Should 

be suspected in progressively severe new "migraine" that is invariably unilateral. 

Temporal 

arteritis 

May present with a unilateral pounding headache. Onset generally in older patients (>50 years) and 

frequently associated with visual changes. The ESR is the best screening test and is usually markedly 

elevated (i.e., >50). Definitive diagnosis can be made by arterial biopsy. 

Glaucoma Usually consists of severe eye pain. May have nausea and vomiting. The eye is usually painful and 

red. The pupil may be partially dilated. 

 

Diagnosis of Myasthenia Gravis (MG) 

 History 

 Diplopia 

 Ptosis 

 Weakness in characteristic distribution (worse with repeated activity, improved by rest) 

o "Snarling" expression when the patient attempts to smile (Facial weakness)  

o Weakness in chewing.  

o Speech may have a nasal timbre (weakness of the palate) or a dysarthric "mushy" quality (tongue weakness).  

o Difficulty in swallowing; nasal regurgitation or aspiration (weakness of the palate, tongue, or pharynx).  

o In approximately 85% of patients, the weakness becomes generalized, affecting the limb muscles as well 

(often proximal and may be asymmetric).  

o If weakness of respiration becomes as severe as to require respiratory assistance, the patient is said to be in 

crisis. 

 Physical examination 

 Ptosis, diplopia 

 Motor power survey: quantitative testing of muscle strength 

 Forward arm abduction time (5 min) 

 Vital capacity 

 Absence of other neurologic signs (deep tendon reflexes are preserved) 

 Laboratory testing 

 Anti- acetylcholine receptor radioimmunoassay: ~90% positive in generalized MG; 50% in ocular MG; definite 

diagnosis if positive; negative result does not exclude MG 

 Edrophonium chloride (Tensilon) 2 mg + 8 mg IV; highly probable diagnosis if unequivocally positive 

 Repetitive nerve stimulation; decrement of >15% at 3 Hz: highly probable 

 Single-fiber electromyography: blocking and jitter, with normal fiber density; confirmatory, but not specific 

 For ocular or cranial MG: exclude intracranial lesions by CT or MRI 

Myopathic muscle weakness, affecting proximal muscles more than distal ones and sparing eye and facial muscles, is 

characterized by a subacute onset (weeks to months) and rapid progression in patients who have no family history of 

neuromuscular disease, no endocrinopathy, no exposure to myotoxic drugs or toxins, and no biochemical muscle disease 

(excluded on the basis of muscle-biopsy findings). 

Criteria for Definite Diagnosis of Inflammatory Myopathies 

Criterion Polymyositis Dermatomyositis Inclusion Body Myositis 

Muscle strength Myopathic muscle 

weakness 

Myopathic muscle 

weakness 

Myopathic muscle weakness with early 

involvement of distal musclesa 

Electromyographic Myopathic Myopathic Myopathic with mixed potentials 
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Criteria for Definite Diagnosis of Inflammatory Myopathies 

Criterion Polymyositis Dermatomyositis Inclusion Body Myositis 

findings 

Muscle enzymes Elevated (up to 

50-fold) 

Elevated (up to 50-fold) 

or normal 

Elevated (up to 10-fold) or normal 

Muscle biopsy findings Diagnostic Diagnostic or 

nonspecific 

Diagnostic 

Rash or calcinosis Absent Present and diagnostic Absent 

 

Cystitis: pain in the suprapubic region + dysuria, frequency or strangury (severe pain in the urethra referred from the base 

of the bladder and associated with an intense desire to pass urine) 

 

Haematuria from parenchymal renal disease is usually continuous, painless and microscopic (occasionally 

macroscopic) while haematuria from renal tumour is likely to be intermittent, associated with renal pain and 

macroscopic 

 

Diagnostic criteria for Sjogren's syndrome: three items are present → Probable Sjogren's syndrome. Four or more 

items are present →Definite Sjogren's syndrome. 

Criteria Definitions 

1. Ocular symptoms Dry eyes every day for more than 3 months, recurrent sensation of sand 

or gravel in the eyes, or use of tear substitutes more than three times a 

day 

2. Oral symptoms Daily feeling of dry mouth for more than 3 months, recurrent or 

persistently swollen salivary glands, or use of liquids to aid in 

swallowing dry food 

3. Ocular signs Positive Schirmer's I test (< 5 mm in 5 min), or a rose Bengal score of  ≥ 

4 according to van Bijsterveld's scoring system 

4. Histopathology Focus score 1 in a minor salivary gland biopsy 

5. Salivary gland 

involvement 

Positive result in one of the following tests: salivary scintigraphy, parotid 

sialography, salivary flow (≤ 1.5 mL in 15 min) 

6. Autoantibodies Antibodies to Ro (SS-A) or La (SS-B), antinuclear antibodies, or 

rheumatoid factor 

 

Diagnostic criteria for SLE: If four of these criteria are present at any time during the course of disease, a diagnosis of 

systemic lupus can be made with 98% specificity and 97% sensitivity. 

1. Malar rash Fixed erythema, flat or raised, over the malar eminences 

2. Discoid rash Erythematous raised patches with adherent keratotic scaling and 

follicular plugging; atrophic scarring may occur 

3. Photosensitivity Exposure to UV light causes rash 

4. Oral ulcers Includes oral and nasopharyngeal, observed by physician 

5. Arthritis Non-erosive arthritis involving two or more peripheral joints, 

characterized by tenderness, swelling, or effusion 

6. Serositis Pleuritis or pericarditis documented by ECG or rub or evidence of 

pericardial effusion 

7. Renal disorder Proteinuria > 0.5 g/d or > 3+, or cellular casts 

8. Neurologic disorder Seizures without other cause or psychosis without other cause 

9. Haematological 

disorder 

Haemolytic anaemia or leucopoenia (< 4000/mL) or lymphopenia (< 

1500/mL) or thrombocytopenia (< 100,000/mL) in the absence of 

offending drugs 

10. Immunologic 

disorder 

Anti-dsDNA, anti-Sm, and/or anti-phospholipid 

11. Antinuclear 

antibodies 

An abnormal titer of ANAs by immunofluorescence or an equivalent 

assay at any point in time in the absence of drugs known to induce 
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ANAs 

 

Different types of joint swelling: 

 Synovitis: boggy, symmetrical swelling which feel hot  

 Osteoarthritis: hard, bony swelling which generally feels cool 

 Fluid: soft, fluctuant swelling which feels hot 

 

Joint pain that gets better with activity or as the day progresses is more likely to be due to inflammation while pain 

that gets worse during the day is likely to be due to degenerative change. 

 

Addison's disease (hypoadrenalism)   

 Clinical features:  

 Weakness, weight loss 

 Anorexia, nausea, vomiting, abdominal pain, diarrhoea, constipation 

 Pigmentation of skin & mucous membranes, vitiligo, loss of pubic hair in women 

 Hypotension, syncope, salt craving, psychosis 

 Auricular cartilage calcification 

 Biochemical:  

 hyponatraemia (& hypoglycaemia), hyperkalaemia (& hypercalcaemia)  

 Raised urea, raised ACTH &TSH. 

 Reduced Aldosterone → Na wasting → increased rennin, angiotensin II, and vasopressin. 

 Haematological:    
 Lymphocytosis 

 Eosinophilia 

 normocytic anaemia. 

 ECG: (Low & slow) 

 low voltage QRS & T waves (despite hyperkalaemia) 

 Prolonged PR & QT 

N.B. Increased pigmentation and hyperkalemia are absent in 2ry hypoadrenalism since there are low levels of circulating 

ACTH, and aldosterone continues to be secreted via the rennin- angiotensin- aldosterone system. 

 

Primary Aldosteronism (Conn's syndrome) – Clinical features 

 Headache  

 Muscle weakness and fatigue  

 Polyuria  

 Polydipsia.  

 Diastolic hypertension  

 Persistent hypokalaemia (in a non-oedematous patient who is not receiving potassium-wasting diuretics)           
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Idiopathic haemochromatosis:  

 Clinical features: in the absence of alcohol abuse, the combination of a dilated cardiomyopathy with normal 

coronary arteries, diabetes mellitus, arthropathy, and cirrhosis of the liver in a pigmented individual can all be 

explained by idiopathic haemochromatosis.  

 Conditions causing simultaneous cardiac and liver disease: 

 Alcohol abuse 

 Cardiomyopathy 

 Haemochromatosis 

 Pericardial constriction  

 Chronic tricuspid regurgitation 

 Carcinoid tumour with hepatic metastases 

 Pulmonary/tricuspid stenosis 

 Sarcoidosis 

 HIV 

 

Acute hypercalcaemia  

 Clinical features:  

 Dehydration, nausea and vomiting 

 Nocturia and polyuria 

 Drowsiness and altered consciousness 

 Management: while investigation of the cause is under way, immediate treatment is mandatory if the patient is 

seriously ill or if the Ca2+ > 3.5 mmol/L.  

 Adequate rehydration is essential - usually at least 4-6 L of saline on day 1, and 3-4 L for several days 

thereafter. Central venous pressure (CVP) may need to be monitored to control the hydration rate.  

 Intravenous bisphosphonates (pamidronate) are now the treatment of choice for hypercalcaemia of 

malignancy or of undiagnosed cause.  

 Calcitonin has a short-lived action and is now little used.  

 Prednisolone (30-60 mg daily) is effective in some instances (e.g. in myeloma, sarcoidosis and vitamin D 

excess) but in most cases is ineffective.  

 Oral phosphate produces diarrhoea. Intravenous phosphate rapidly lowers plasma Ca2+ but is dangerous 

and should not be used.  

 

Thyrotoxicosis – Clinical features in descending order of frequency 

 Hyperactivity, irritability, dysphoria 

 Heat intolerance and sweating 

 Palpitations 

 Fatigue and weakness 

 Weight loss with increased appetite 

 Diarrhoea 

 Polyuria 

 Oligomenorrhoea 

 Loss of libido 

 

 

 

  

 


