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Today we’ll start talking about diagnostic process or what’s called “Patient work-up”. It is said that history taking is the most important part of the diagnostic process. 
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The diagnostic process consists of many elements like: history, examination and investigation. It aim and final target is to reach diagnosis which in turn aims to reach treatment plan and prognosis. 
Now, we’ll talk in details about the patient work-up.

The first step will be “History taking” which is the most important step. Almost 80% of the cases can be diagnosed by history taking. It simply consists of “questions & answers” that will elicit the appropriate information needed to reach diagnosis.

In order to obtain correct and appropriate history form the patient, the practitioner should provide comfortable environment for the patient; you have to talk politely to your patient, make him feel comfortable, try to gain his trust. It is a kind of social and communication skills. The more appropriate the environment is the more correct information you gain from your patient.

Another important key in history taking is confidentiality. You, as a practitioner, have to provide privacy to your patient, and assure the patient that his/her information will be private and confidential. (You cannot have people around you while taking the information, nor can you tell these info to others)

Questions are the basic elements in history taking procedure. They are mainly classified into 3 types:
1. Open Qs
2. Closed Qs
3. Leading Qs
→ open: you allow your patient to speak freely about himself/herself in different directions (ex. what do you do in your life? studying in the university of Jordan)

→ closed: you ask the patient about specific details or aspects (ex. What do you study? I study dentistry) so we ask open Qs first then we gain details about the answer by asking closed Qs
→ leading: you are leading the patient to the answer (ex. Is it painful to hot drinks?) but it might lead to inappropriate response. This type of questions can be used to ask about real facts (ex. Are you pregnant?) 

Types of information in history taking:
demographic details, chief complaint, medical history (systemic review & medications & allergies), dental history, family history, and social history.

· demographic details: real facts like name, age, gender and occupation. All of these are important and have clinical significance. For example age is important and diagnosis differs based on it (a cervical lump in a 70-year-old patient might suspect metastatic carcinoma, but in a 10-year-old child we suspect inflammation)

·  chief complaint (CC): we ask the patient about the main reason why he visited us, or about the main complaint/problem the made him visit us. Like other elements of history we start by “open questions” before closed ones (ex. What is your problem? Why did you come to visit us today? How can I help you? What can I do for you? …) 
the main aim of asking about chief complaint is to elicit professional diagnosis* before clinical examination. Chief complaint has to be written in the patient’s own words (as said by the patient himself)

Chief complaint is the most important part in history taking.


Remember that you should contact your patient in his own language, Arabic for example, and you must simplify medical terms so that he understands them properly. Some questions can’t be asked in our culture as in English (like why did you come to visit us ?!!) and one word can have different meanings in different cultures. 

Now we ask “closed Qs” to know more details about the chief complaint:

· Onset of CC: when did it start? here every word has a clinical significance 

· Duration of CC: how long?

· Nature & character: is it continuous? Dull? Severe? (for severity of the pain we use a scale from 0-10 with 0 being painless and 10 being the most painful)

· Triggers & associations: is this problem associated with something else? (for ex. Aphthous ulcer can be associated with GI problems, hematological problems, or even stress)

·  medical history: it aims to identify the serious past and present systemic illnesses (the general health of the patient). We have to take medical history because:
1. many systemic diseases affect or interfere with our dental treatment. For example we can’t work and a patient with uncontrolled hypertension
2. Some systemic diseases have oral manifestations, for example periodontitis is precipitated by diabetes

We start asking open questions like: are you fit and healthy? But the response for this question can be inappropriate as patients try to look and feel healthy, or they might have some systemic diseases but they don’t mention them because they think they are irrelevant to the dental treatment so we go on and ask closed questions like: have you ever been hospitalized? Have you ever undergone surgery? 

Now we ask the second open question which is about medications, which besides its effects on our dental treatment, give us indications of the systemic diseases a patient might have.
We are concerned in many things if the patient is taking medications:
type of drug, dosage, duration, adverse reaction, indications and contraindications …etc. these are very important information to know. Now, if the patient doesn’t know the drugs he’s taking we can ask him to visit us again or if it was an emergency case we can call his physician or his family or read his medical file to know the drugs.
After that we ask the patients about allergies. This is a routine question in every visit, because the patient might develop allergy at any stage of his life. Allergies to food or drugs is an important piece of information that must be written on the cover of the file in red as it is life-threating.

Now we ask closed questions about systemic diseases (systemic review= questions about each system) especially if history indicates so or if patient is undergoing major surgery under GA. And this is important, for example if a patient has hemoptysis (coughing up of blood) he might have TB or even cancer and each has different significance in our treatment.

· dental history: it aims to assess the patient’s attitude and motivation and to know previous dental treatments. It gives us good information like if a patient tells us he faced problems during or after his last extraction, which might indicate dry socket
· family history: we ask about genetic diseases, and multifactorial diseases like diabetes and hypertension

· social history: we ask about social habits like tobacco smoking and alcohol consumption. Here we must ask about the type, amount and duration of smoking which is related to many important diseases like cancer, xerostomia, periodontitis and candidiasis. To evaluate alcohol consumption we use what’s called units/week. A unit of alcohol is equivalent to a medium sized bottle or cup, so if a patient drinks:
- up to 20 units/week ( safe level of alcohol (safe means we will not ask further questions about alcohol related liver diseases)
- 20-35 units/week ( hazardous
- more than 35 units/week ( harmful
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*professional diagnosis: is a highly suspected diagnosis that is not confirmed by further investigations








Remember that the etiology (cause) of periodontitis is bacterial infection, but there are some risk factors like diabetes 








According to the American guidelines, patients with prosthetic heart valves have increased risk of infective endocarditis, but the British guidelines don’t indicate this  








We ask further questions
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