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ABSTRACT

Esaduction: A complete medical history plays a pivo
& communication skills of attending doctor are important i
See= awists patient factors affecting the duration of history

Seeacment of medicine HMC Peshawar,

1al role in making the diagnosis. Mo doubt both history laking
n completing the history in least possible time but whether
taking cession, this descriptive study was conducted at

Misterial and Methods: This descriptive study was conducied In OPD of the department of Medicine Hayal Abad

Mec= Complex Peshawar Pakistan from 1% August 200910 3

1% March 2010. First five patients referred for consulta-

Ser o 2ach OPD days (twice a week) were included in the study. Proforma containing relevant details of the patient

== Sad and the time taken from start till completion of th

e history was recorded in sach case. Patients were then

cmegorized into groups which were compared with regard to the average time they tock while completing the history.

The cata was analyzed manually.

Sesuits: Of the total 320 patients included in the study 180 were females and 140 were males. Among 180 female
sarents 70 were from Afghanistan and the rest (110) were from various districts of Khyber Pukhtoonkhwa and feder-
aiby agministered tribal areas (FATA). Among 140 male patients 48 were from Afghanistan and the rest (92) were from
oS districts of Khyber Pukhtoonkhwa and FATA. Two groups were made of these patients, first according 1o

soucational status and 2™ according 1o the language they na
S the start to the end of the history was recorded and the

reated the history in. Average time taken by each group
resulls presented (table-1 and table-2).

Canclusion: Both educalional status of patients and the language spoken while giving history influence the duration
= mestory. Educational status affects the duration less compared 10 the language.
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INTRODUCTION

& madical history, taken with relevant detail, will
growde the diagnosis or diagnostic possibilities in 78%
of pesents’. According to Papworth “If after a well taken
Festory the clinician has no reasonable idea of the likely
gsagnosis, then itis unlikely that he will be miuch wiser
a5 a full examination...a good history often gives the
yoonant clue to the correct assessment of the physi-
el signs™. The medical history of anamnesis®* (abbr,
#~) of a patient is information gained by a physician
Dy asking specific questions, either of the patient or of
stner people who know the person and can give
sunable information (in this case, it is sometimes
called heteroanamnesis), with the aim of obtaining
~formation useful in formulating a diagnosis and
srowviding medical care 10 the patient. Medical histo-
pes vary in their depth and focus. For example, in an
emergency setting it may be limited to important
setaile In contrast, a psychiatric history is frequently
lengthy and in depth. History-taking may be compre-
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hensive history taking (a fixed and extensive sel of
guestions are asked, as practised only by medical
students) or iterative hypothesis testing (questions
are limited and adapted to rule in or out likely diag-
noses based on information already obtained, as prac-
tised by busy clinicians). Computerised history-taking
could be an integral part of elinical decision support
systems.

In obtaining a good history eliective physician
and patient communication is of utmost imporance.
According to a recent consensus statement on physi-
cian-patient communication®, “effective communication
between doctor and patient is a central clinical func-
tion that cannot be delegated.” For years it was com-
monly thought that physician patient communication
was generally adequate and was not a cause for con-
cern. More recently, however, evidence has mounted
to the contrary. Numerous complaints stemming from
breakdowns in physician-patient communication have
been made to licensing bodies & and headlines de-
claring an “urgent need for MDs 1o relate better to pa-
fients” and criticizing the “cold, hard® manner of phy-
sicians have appeared in the medical and popular
press’*®. Physician-patient communication problems
can arise during history taking or during discussion
of how the patient’s problem should be managed.
In general terms, communication difficulties can be
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described with reference to problems of diagnosis,
a lack of patient involvement in the discussion
or the inadequate provision of information to the
patient.

Studies have shown that 50% of psychosocial
and psychiatric problems are missed "%, that physicians
interrupt patients an average of 18 seconds into the
patient’s description of the presenting problem ", that
34% of patient prablems and 45% of patient concems
are neither elicited by the physician nor disclosed by
Ihe patient = that patients and physicians do not agree
on the main presenting problem in 50% of visits ' and
that patients are dissatistied with the information pro-
vided fo them by physicians™. History is a corner stone
in the diagnosis and subseguent management of the
patient. Good physician and Patient communication
is mandatory for history based diagnosis in shortest
possible time. There may be factors both ona part of
Physician and patient which atect the duration of
history. To determine such factors on a part of
patient this study focused on their educational
status and tha language spoken by them whila giving
histony.

MATERIAL AND METHODS

This descriptive study was conducted in OPD of
the department of Medicine Hayal Abad Medical Com.
Blex Peshawar Pakistan from 1+ August 2009 to 31+
March 2010. First five patients referred for consulta-
tion on each OPD days (twice a week) were included
in the study. Profarma containing relevant details of
the patient required in making 2 history based diagno-
sis was filled and the time taken from start of the his-
tory till its completion was recorded in each case.
Those patients where (1) detailed history could not be
taken and or (2} wha could not Speak Pushto and or
Urdu were excluded from the study. Soon after their
arrival in OPD andg having ocecupied the seat next to
physician, start time was noted, then were noted
OPD slip number. patient name, age .gender. nation-
ality, educational status, language spoken, chiaf
complaints, history based diagnosis and end time.
Though taken in gach case but the details of history of
present iiness, past history, sooial, vaccination, drug,
family and surgical history waere not includad in the
proforma; !

Total time taken (from the start to the end of the
history) was recorded in each case and then averaga
lime taken by different Qroups was compared.
The groups were made according to educational
status and the language spoken while taking the
history. According to the educational status patients
were grouped as illiterate, under metric, metric, inter-
mediate, bachelor, master ang Madrassa, According
to the language spoken while giving histary patients
ware divided into Pushta group-and Urdu group.
Time taken from start of the history till its completion

was recorded in each case. The data was analy
manualy.

RESULTS

Of 320 patients included in the study 180 w
fernales and 140 were maies. Among 180 female
lients 70 were from Alghanistan and the res! (110)w
from various districts of Khyber Pukhtaonkhwa and{
erally administered tribal areas. Among 140 male
tients 48 were from Alghanistan and the rest (92) w
from various districts of Khyber Pukhtoonkhwa and f
erally administerad tribal areas, Two groups were ma
of these patients, first according to educational stal
and 2™ according to the language they narrated 1
history in.

According to Educational status 7 groups we
made; unedut:ated'ﬁlliteratﬁ}. under metric, metric,
termadiate, bachelor, master and Madrassa, Of the to
320 patients 96 were uneducated and they all narrat
their history in Pashto.64 were under metric, of whii
B0 narrated their histary in Pashto and 04 in Urd
Among 60 matriculate patients 45 and 15 Spoke Pash
and Urdu respectively. Of 32 patients from intermec
ate group 26 and 06 give history in Pashto and Urc
respaclively. Similarly of 30 bachlors, 18 masters an

20 from Madrassa narratedt
10, 17) and Urdu {11, 08,
time taken by each group f
the history was recorded and

(table-1 and table-2),

heir history in Pashto (1
03) respactively. Avarag
rom the star 1o the end ¢
the resulls presente

Table-1. Time taken according to

=

educational status

L

Number of Educational Average time

patients status taken

98 lliterate 2 min 35 sec
E Under metric 9 min

860 Metric 8 min 55 sec

32 Intermediate B min 40 sac

30 Bachelor 8 min 45 sec

18 Master 8 min 10 sec

20 Madrassa 8min 10 sec ]

Table-2. Time taken according to language spoken

Number of Language Average time
patients taken
273 Pashig 9 min 38 sec
47 Urdu 7 min 00 sec

|
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Taking a detailed history in shortest possible time

S=ecs expertise. A medical history taken with relevant
Seteis will provide the diagnosis or diagnostic possi-
SSs in TE% of patients?, Although history taking du-
- ==on = afacted by skills of the physician but there
=2y =0 be patient faclors affecting the duration of
Lm 7o keep the doctor factor constant in our study
- & = Rstonies were taken by a single physician, To
|- patient factors affecting the duration of his-
By we focused on educational status of patients and
e k=guage in which history was given. Ninety six
8 patenis in our study ware illiterate and all of them
PoE Pashito: On an average it took 9 minutes ang 25

& Se most educaled group of patients {18 masters)
=% On average B minutes and 10 seconds to
Foiete their history. Thus masters took 1 min 25
| SSSONCS 113 36%) lesser time than uneducated group
8 camoisting the history. Good communication
== physician and patients from master Qroup
=S 15 Ba the reason for this finding.

5590 communication between physician and

B = imporant in taking a history and then mak-
& S=anosis, Poor communication can often lead
I Sace health management,™ ' while the above men-
B S0 Oroups (at extremes) showed differance of
=S s=conds but other groups did not show such
7. Under metric group of palients(64 patients)

: Zies in completing history while matriculate
> patients took & min 55 seconds, intermediate
' 5555 8 min 40 seconds, bachelors took 8 min
(88 Smsends and those from Madrassa took 9 min 10
- S=eowes Looking at table:1 it is clear that comparad
BB erecucsied. patients from master group took sig-
=ty Stie time but there was not much difference
Mong metric group (8 min 55 sec) and under metric
S Moreover the pattern was not uniform in a
hose with higher education spent lesser
S=red 10 those wilh lower education as inter-
-SFouniiower educational status than bachelor)
WS Sme than bachelors (8 min 40 sec vs. 8 min
3. I shot @ was observed that educational sta-
* e in he 2 extreme groups have little or no

i o e Surstion of history, Patients who narrated
Sory in Pushio (273) took 9 min 38 seconds
S== who narrated history in Urdu (47) took 7

- The resssns for this much high difference (2min-
BS &°c 35 seconds) were not clearly understood.
= ore expianation may be that in Urdu speak-
B (47 patients) none was illiterate and all had
s of ecucation while in Pashio speaking group
= =REs uneducated patients were 96. The other
S ey be that number of patients who gave his-
" = LhSu wers jess compared to those who nar-
iy My  Pashio (47 vs. 273).

PSS fo complete a history from them. Contrary to.

An important factor observed during history
laking was that those who narrated history in Urdu
were more familiar with medical terminology and the
names of various body argans compared to thass who
did it in Pashto. Moreover it was observed that repeti-
tion and explanation were needed more with those
patients who narrated history in Pashto compared to
these who narrated in Urdu. Another impartant and
interesting observation was the difference in time taken
to compiete the history by masters who narrated
histery in Urdu, compared to ‘maslers who narrated
in Pashto (an intra sub group comparison). 10 Pashto
speaking masters took 8 min 20 seconds while 08
masters who narrated their history in Urdu took 8
minutes.

Overall both the educational status of patients
and the language spoken during history taking affect
the duration of the history. Effect of language is more
than that of educational status of patients. More stud-
ies need to be done to understand these factors in
detail to enable physician 1o take detail history in short-
ast possibie time,
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