Common Conditions in General Practice

1

Cough

Useful questions:

· How long has the cough lasted?

· Is the cough productive?

· Are there any associated symptoms (dyspnoea, chest pain).

· Are there any aggravating factors (e.g. pets, nighttime).

· Has there been any travel abroad?

· Does the patient smoke?

· Drug history (e.g. ACE inhibitors)

Differentials

	<3 weeks duration
	>3 weeks duration

	· URTI

· LRTI

· Pneumonia

· Asthma exacerbation

· Inhaled foreign body (children)
	· Post-viral

· COPD

· Asthma

· TB

· Ca. lung

· Left ventricular failure

· Drug induced (e.g. ACE I)


Examination

· Look at the back of the throat / tonsils

· Examine eardrums

· Listen to chest for wheeze (asthma, COPD) or crackles (LVF – fine; pneumonia – worse; TB – course)
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	Reassurance
	Explanation of symptoms and examination findings

	Advice
	OTC cough linctus; steam inhalation if croup cough

	Prescription
	Antibiotics as appropriate (e.g. amoxicillin)

	Referral
	

	Investigation
	Sputum culture (inc. acid fast bacilli); CXR; peak flow; reversibility test for asthma (if chronic and appropriate)

	Observation
	Return after one week if OTC remedy ineffective.

	Prevention
	Stop smoking (smoking cessation clinic); avoid allergens if asthmatic


Lower back pain


Acute: <6 weeks duration
Chronic: > 3 months duration

Useful questions:
· Occupation?

· History if injury?

· What is the Duration?


· Have there been any previous back problems?

· What is the severity of pain?

· Are there any associated symptoms? (numbness, weakness, bladder/bowel probs)

· Are there any GI / GU symptoms (referred pain).

Differentials:
	15-30 years

· Postural

· Mechanical

· Prolapsed disc

· Trauma / fracture
	30-50 years 

· Postural

· OA

· Prolapsed disc

· Cancer mets.
	>50 years

· Postural

· OA

· Osteoporotic collapse
	Others

· Deferred Pain



Examination

· While standing: expose back, observe for structural deformity

· Assess flexion, lateral flexion, extension, and rotation.

· While lying on back: expose lower limbs - muscle wasting?

· Check power, sensory loss, reflexes (knee and ankle)

· Straight leg raise: (sciatica if SLR <45 degrees)

Red Flag signs

· Ages <15 or >50

· Non-mechanical pain

· Thoracic back pain

· Prev. Hx carcinoma

· HIV or steroid treatment

· Weight loss

· Neurological deficit (saddle anaesthesia, bilateral sensation, bladder / bowel dystonia)

· Structural deformity

· Generally unwell
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	Reassurance
	Reassure and explain natural history of pain

	Advice
	Avoid bed rest, try to maintain normal activities as this reduces the 
probability of chronic pain resulting.

	Prescription
	Analgesia (paracetamol or co-codamol), NSAIDS - ibuprofen (if no hx. of GI problems, peptic ulcer or asthma)

	Referral
	Physiotherapy (back pain clinic, <6 weeks)
Pain clinic if chronic

	Investigation
	No X-rays routinely (high radiation and +ve findings rare)
X-rays may be indicated if <25 years (sacroiliac to exclude AS) or >50 (to exclude bone mets or vertebral collapse)

	Observation
	Return if no better or if red flag signs develop.

	Prevention
	Lose weight if appropriate
Improve posture
Avoid heavy lifting at work or use correct lifting techniques / aids
Use of back supports / corsets (esp good for chronic back pain)


Headache

Useful questions:

· Duration

· Frequency

· Site

· Associations

· Aggravating factors

· FH, SH

· Previous psychiatric history

Differentials

	Acute new
	Acute recurrent

	· Meningitis* – fever, neck stiffness, photophobia

· Sub arachnoid haemorrhage* – ‘thunderclap headache’ (very sudden & very severe)

· Encephalitis* – fever, confusion, decreased level of consciousness

· Head injury* – hx trauma, concussion

· Acute sinusitis** - tender over sinuses; usually follows URTI; worse on movement or bending; ++ nasal discharge; fever


	· Migraine – aura or visual disturbance (not in all cases); N&V; triggers. Classical presentation is aura (10-30 mins) followed by unilateral throbbing +/- N&V and/or photophobia

· Cluster headache – one eye painful, red and watery. Headaches last 2-3 months and then may disappear for up to 1yr +

· Glaucoma – red eye; patient sees ‘haloes’; loss of visual acuity.

· Trigeminal neuralgia – intense stabing pains (seconds) in trigeminal nerve distribution

	*Admit immediately; ** treat w/ steam inhalation, antibiotics +/- steroid nasal spray


	Subacute
	Chronic

	· Temporal arteritis 

· Scalp tenderness

· Jaw claudication

· >50 years

· Raised ESR

· Decreased visual acuity (rarely)


	· Tension headache – a constricting ‘band’ around the head; brought on by stress; low mood.

· Cervicogenic headache – neck to forehead; unilateral / bilateral; scalp tenderness.

· Analgesia headache – rebound headache after stopping analgesia

· Raised intracranial pressure – worse on xxx / sneezing; ↑ BP; ↓ pulse; +/- vomiting; papilloedema (blurred disc)


Examination

· Fundoscopy to rule out papilloedema in ↑ICP

· Examine neck

· Blood pressure

· Snellen chart for visual acuity in glaucoma
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	Reassurance
	May be worried about brain tumour – explain symptoms and exam findings – reassure as appropriate as to lack of serious pathology.

	Advice
	Keep a headache diary to monitor triggers

Learn and practice a relaxation technique; stress management e.g. exersise / massage (tension headache)

	Prescription
	Analgesics: NSAIDS; amitryptaline 25-75 mg (tension headache); sumatripan (cluster); sumatripan migraleve, paramax (migraine).

Migraine prophylaxis (if > 3 attacks / month): Pizotifen, propranalol

	Referral
	If signs of ↑ICP or trigeminal neuralgia.

	Investigation
	Not usually req., ESR if temporal arteritis suspected.

	Observation
	Return if no better within a reasonable space of time.

	Prevention
	Avoid trigger factors.


Diarrhoea (adult)

Useful questions

· Fever? (indicates infectious cause)

· Blood / melaena?

· Travel abroad?

· Occupation (food and hospital workers may need miss work)

Differentials

	Acute (2-5 days)
	Chronic (>3 weeks) or recurrent acute

	· Viral / bacterial

· Food poisoning

· Travellers diarrhoea (e.g. giardiasis)

· Constipation and overflow

· Pseudomembranous colitis


	· Inflammatory bowel disease (UC, Crohns)

· Malabsorption (e.g. coeliac)

· Endocrine - thyrotoxicosis 

· Irritable bowel syndrome

· Diverticular disease


Examination – to rule out signs of dehydration

· BP / Pulse (low/high respectively in dehydration)

· Skin turgor
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	Reassurance
	Most causes are self-limiting

	Advice
	Clear fluids and a bland diet (avoid dairy products)

	Prescription
	Admit for IV fluids if dehydrated and unable to replace.

Antibiotics are usually not required

	Referral
	GI specialist if recurrent.

Rectal bleeding clinic if blood is present.

	Investigation
	Stool culture if infectious cause suspected.

	Observation
	Return if no better within a reasonable space of time.

	Prevention
	Dietary modification is known to help coeliac disease (gluten free) and may aid IBD but here the foods to cut must be determined on an individual basis.


Childhood vomiting and diarrhoea

Useful Questions?

· Nature?

· Duration?

· Blood or mucus?

· Associated symptoms?

· Any recent travel abroad?

· Any other family members with these symptoms?

· Is urine passage normal (? Dehydration)

Differentials

· Viral gastroenteritis (esp rotavirus)

· Cows milk intolerance: esp if diarrhoea >2 week duration

· Other infection: e.g. otitis media, UTI, tonsillitis, septicaemia

· Acute abdomen: e.g appendicitis; pyloric stenosis (projectile vomiting, 1st four weeks of life, M>F, No bile – admit to hospital)

· Malabsorption – usually diarrhoea only

· Constipation – overflow diarrhoea

Examination

· Look for sources of infection (ENT exam, listen to chest)

· Examine abdomen for masses, distension, tenderness and bowel sounds.

· Assess level of hydration (sunken fontanelle, sunken eyes, dry tongue, decreased skin turgor)
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	Reassurance
	Most causes are self-limiting

	Advice
	Keep up fluid intake

	Prescription
	Most causes are self-limiting

	Referral
	If signs of appendicitis, pyloric stenosis or dehydration

	Investigation
	Stool culture if diarrhea > 10 days

	Observation
	Urine output and other signs of dehydration by parent

	Prevention
	Avoid cows milk or malabsorption trigger as applicable


Childhood Constipation

Useful questions

· Appearance and frequency of stool (infrequent and hard = constipation)

· Is there any blood (e.g. in nappy)? – commonly caused by constipation

· What is the child’s diet?

· Is there any vomiting?

· Are there any UTI symptoms? The normal adult symptoms are often absent or hard to elicit – suspect if:

· Fever that is recurrant, swinging or persistant

· Unexplained irritability

Differentials

	Infants
	Rare

	· Hunger

· Poor hydration

· Over-strong feeds

· Change from breast to bottle
	· Hirshsprungs disease

· Hypothyroid disease

· Cerebral palsy

· Spinal cord lesion


Examination

· Palpate abdomen – for tenderness, distension. Listen to bowel sounds.

· No digital rectal exam required

· Signs of dehydration
	R
	A
	P
	R
	I
	O
	P

	
	
	
	
	
	
	

	Reassurance
	Most causes are self-limiting

	Advice
	Maintain adequate fluid intake (orange juice for babies), wean onto solids, give high roughage diet

	Prescription
	Senna liquid (if over 2 years)  +/- lactulose (if over 12 months)

	Referral
	If no success with measures above – refer to paeds.

	Investigation
	By hospital

	Observation
	Return if non-resolving

	Prevention
	See advice.


Adult constipation

Useful questions

· Straining at defacation?

· Sensation of incomplete emptying?

· How many bowel movements per week (<2 may be indicative)

· Stool description?

· Any blood?

· Drug history (opiates)

· Any abdominal pain? If relieved by bowel opening, may be IBS

· How much fluids are drunk?

· If >45 years, is there a change in bowel habit

Differentials

	· Dietary / poor fluid intake

· Immobility

· Drug induced (e.g. opioids)

· IBS


	· Organic causes 

· Ca. colon

· Diverticular disease

· Hypothyroid disease

· DM related neuropathy


Examination

· Abdominal examination – for mass, tenderness

· PR if >45 to rule out anal / low colorectal ca.
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	Reassurance
	Most causes are self-limiting / non-serious. Bowel habits are known to vary over time without consequence.

	Advice
	Good fluid and fibre intake

	Prescription
	Only when constipation is verified and underlying serious cause ruled out: bulk-forming laxatives (e.g. Fybogel) are a good starting point but take a few days to work. Stimulant laxatives are an alternative e.g. Senna.

	Referral
	If >45 refer to GI specialist or TWW clinic as appropriate

	Investigation
	Thyroid hormone (if indicated)

Flexible sigmoidoscopy, barium enema, colonoscopy (via hospital)

	Observation
	Return if needed if routine treatment / diet change fails

	Prevention
	Good fluid and fibre intake. Cessation of causative drugs where possible.


Lice infestation – pediculosis; ‘nits’

History

· Where does itching occur? 

· Are lice found occasionally in clothing?

Differentials

	Head louse

· Impetigo

· Eczema
	Body louse 

· Scabies

· Eczema
	Pubic louse

· Scabies

· Eczema


Examination

· Hair for attached eggs (nits)

· Hair for matting (may indicate infection secondary to excoriation)

· Trunk for excoriations

· Trunk for lichenification / pigmentation (indicating chronic infestation)

· Pubic hair as required

· Appearance and pattern of lesions – may be more indicative of another cause.
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	Reassurance
	This is a common problem and is unrelated to cleanliness – it is spread by head to head contact in children and re-infection is common.

	Advice
	Launder or tumble dry clothing and bedding.

	Prescription
	Malathion lotion – to scalp for 12 hours and again a week later for head lice, removal of nits with a comb. May also be used on the skin in body or pubic lice.

	Referral
	Not required

	Investigation
	Not required

	Observation
	Return if treatment not working or if re-infestation occurs.

	Prevention
	Treatment of contacts (e.g. family members, sexual partners) to prevent reinfection.


Dizziness

Useful questions:

· What is meant by dizziness (sensation of movement, tilting, spinning etc.)

· Is there a hearing loss?

· Is there tinnitus?

· Is it brought on by head movements?

· Is it brought on by rising from a lying position?

· Drug history (especially aminoglycosides, frusemide)

Differentials

	Episodic

· Menières disease

· Migraine

· Anxiety

· Hyperventilation

· Arrhythmia

· Postural hypotension

· Benign paroxysmal positional vertigo

· Recurrent posterior circulation TIAs
	Constant - acute onset

· Labyrinthitis

· Head injury

· Vestibular neuronitis

· Posterior circ. CVA

Constant - gradual onset

· Ototoxic drugs

· Multiple sclerosis

· Cerebellopontine angle tumour


Examination

· Blood pressure (sitting and standing)

· Pulse (AF)

· Chest auscultation (bruits indicative of emboli – cadiac valves and carotids)

· Eyes for nystagmus

· Hearing + Rinne’s and Weber’s tests

· Neurological examination (especially cerebellar).
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	Reassurance
	That the problem is not likely to presage a life-threatening condition.

	Advice
	Appropriate care if driving or operating heavy/dangerous equipment.

	Prescription
	Via hospital

	Referral
	To ENT or Neurology dependent upon working diagnosis

	Investigation
	Via hospital

	Observation
	Via hospital

	Prevention
	Via hospital


The ‘red eye’

Useful questions:

· Time of onset

· Associated events (trauma, dust/pollen exposure)

· Nature of other symptoms (pain, discomfort)

· Presence or absence of discharge and its nature (eyelids stuck together in morning?)

· Presence or absence of itching.

· Unilateral or bilateral?

· Thyroid status

Differentials

In remembering these – it may be helpful to arrange them from eyelids towards cornea, then inwards towards the lens.

· Conjunctivitis (ABCV - allergic, bacterial, chlamidial, viral)

· Subconjunctival haemorrhage

· Episcleritis / scleritis

· Keratitis

· Corneal erosion / abrasion

· Dysthyroid eye disease

· Uveitis

· Acute angle closure glaucoma

Examination

· What is the pattern of redness (Diffuse, Circumcorneal or Localised)

· Eyelids for blepharitis (inflam. of eyelids)

· Eyelid eversion for foreign body (if unilateral) or giant papillae (allergic conjunc.)

· Fluorescein staining and examination of cornea if erosion / abrasion suspected

· Cornea for opacities / inflammation (keratitis)
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	Reassurance
	-

	Advice
	Remove contact lenses

	Prescription
	No corticosteroids except as directed by specialist. Antibacterials include chloramphenicol drops or ointment. Antivirals are aciclovir and gancyclovir for herpes simplex related infection.

	Referral
	To opthalmologist or eye emergency in all cases except simple conjunctivitis.

	Investigation
	Via ophthalmic specialist

	Observation
	Return next day if no resolution of symptoms after GP treatment

	Prevention
	-


UTI

Useful questions

· Frequency

· Dysuria

· Hesitancy

· Stress incontinence

· Loin pain

· Suprapubic pain

· Fever

Differentials

· UTI

· Urethral stricture

· Pyelonephritis – if loin pain

· Atropy – menopause

Examination

· GI examination
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	Reassurance
	Reassure and explain cause of symptoms

	Advice
	Drink plenty of fluids, cranberry juice may help.

	Prescription
	Antibiotic e.g. amoxicillin(7 days)  or trimethoprim (3d). 

	Referral
	Consider for men or where recurrent in women.

	Investigation
	MSU for dipstick and MCS

	Observation
	Return if antibiotics not effective within a few days.

	Prevention
	Prophylactic antibiotics may be considered.

Simple hygiene measures may have a role in some women eg wiping from front to back after defaecation or micturition.

Other measures may include:

· If woman uses diaphragm and spermicide then consider changing contraceptive method 

· Increased fluid intake and hence increase in urine flow 

· Frequent and complete bladder emptying 

· Emptying the bladder soon after sexual intercourse 

· Wash the genitalia before sex, urinate beforehand, drink plenty of fluids 

· Ensure adequate lubrication in intercourse


UTI Children

Useful information
About 2% of boys and 8% or more of girls will develop a urinary tract infection during childhood. A urinary tract infection is an important diagnosis in a child not to miss because infection may damage the developing kidney with renal failure or hypertension being potential results.

The symptoms of a childhood urinary tract infection are often non-specific and the younger the child the more likely this is to be true. In neonates and infants the presentation may be of:

· Crying on passing urine

· Failure to thrive 

· Poor feeding 

· Vomiting

· Diarrhoea

· Neurological symptoms. 

The older the child the more specific the symptomatology. An older child may present with symptoms such as fever, loin pain and tenderness, dysuria and urinary frequency.
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	Reassurance
	Reassure and explain cause of symptoms

	Advice
	Drink plenty of fluids

	Prescription
	Oral antibiotics: the first-line oral antibiotic is trimethoprim. If the child is very sick or in infants parenteral therapy may be indicated e.g. cefotaxime. In cases of an uncomplicated UTI then treatment is recommended for 7-10 days

	Referral
	Paediatrics if severe

	Investigation
	MSU for dipstick and MCS

	Observation
	Return if antibiotics not effective within a few days.

	Prevention
	A low dose of an antibiotic such as trimethoprim should be given in the case of children with their first case of urinary tract infection as a prophylaxis against further infection until vesico-ureteric reflux or other urinary tract abnormality has been ruled out.


Chickenpox

Useful information

Chickenpox is a highly infectious, acute contagious disease predominantly of children, though it may occur at any age. It is characterised by fever, nausea and a rash (macular, papular, or vesicular depending on age ), and is caused by varicella zoster virus.
Bacterial skin infection is the most common complication in children younger than 5. It can occur after scratching the rash, which allows bacteria from the skin or under fingernails to infect a chickenpox blister. In adults, the most common complication is varicella pneumonia. 
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It takes about 1 or 2 days for a chickenpox red spot (macule) to go through all of its stages, including blistering, bursting, drying, and crusting over. New red spots continue to develop every day for as long as 5 to 7 days. Symptoms usually last about 10 days.

Useful questions

· How long has patient felt unwell?

· How long ago did the rash appear?

· Is the rash itchy?

· Are there: runny nose, sneezing, sore throat, hacking cough? (more indicative of measles)

· Is there any eye involvement? (more indicative of measles)

· What medications is the patient on? (alternate cause of rash)

Differentials
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	Reassurance
	Explanation of symptoms and examination findings

	Advice
	bathe the lesions with calamine lotion as an antipruritic. Exclude from school for 5 days - infectious from 4 days before the appearance of the rash until all lesions have scabbed over (approximately one week).

	Prescription
	Antibiotics should be given for secondary infections. Adults and older adolescents may be given oral aciclivir.

For the immunocompromised: immunoglobulin to varicella zoster and aciclovir within two days of contact with varicella. If they develop chicken pox they should be treated with aciclovir.

	Referral
	Not normally required

	Investigation
	Not normally required

	Observation
	Return if problem does not resolve

	Prevention
	Varicella immunisation


Hayfever (Allergic Rhinitis)
Useful information

Characterized by rhinorrhoea, nasal blockage and sneezing attacks for longer than 1 hour per day lasting for 2 weeks.

· Nasal blockage - intermittent, alternating unilateral blockage - a persistent unilateral blockage may indicate a mechanical cause e.g. septum deviation, nasal polyp 
· Sneezing - often paroxysmal 
· Rhinorrhoea - can be anterior resulting in persistent sniffing and nose-blowing, or posterior resulting in a postnasal drip; if there is unilateral rhinorrhoea in an adult then this should alert the clinician to the possibility of cerebrospinal fluid - unilateral rhinorrhoea in a child may be secondary to a foreign body 
· Epiphora, reddening of conjunctivae, swelling of eyelids 
· Reduced taste or smell 
· Headaches - often without sinusitis; the pain may be referred to the forehead, lateral to nose, around the eyes, or over the cheeks 
· Reduced hearing - due to eustachian tube dysfunction
Useful questions

· Is there a temperature?

· How often do you get the symptoms?

· At what time of day or year do the symptoms occur?

· What brings the symptoms on?

· Is there a family history?

Differentials

· Other causes of allergic rhinitis: work related allergen; dust mites etc. should be considered.

· Respiratory tract infection

Examination

· Not always needed with a clear and standard history. If persistent and unilateral blockage then examine both nostrils with nasal otoscope attachment or nasal speculum + light.

· The eyes and conjunctiva should be examined superficially.

· Ears should be examined if there is a hearing loss.
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	Reassurance
	Explanation of symptoms and examination findings

	Advice
	Avoid the immunogen – for hayfever this may mean e.g  keeping windows closed in pollen season and not cutting the grass or wearing a mask while doing so.

	Prescription
	Oral antihistamines are effective first-line drugs which relieve ocular symptoms, nasal irritation, rhinorrhoea and sneezing. E.g. loratadine and cetirizine

Sodium cromoglycate eye drops may be a useful adjunct for allergic conjunctivitis.

In severe cases of hay fever, systemic steroids, in the form of a course of low dose oral steroid, may be used e.g. prednisolone up to 20 mg daily for up to 5 days.

	Referral
	Referral should be considered if either:

· Refractory to treatment e.g. 6 weeks with nasal steroids 
· Unilateral nasal symptoms 
· Nasal perforation, ulceration or collapse 
· Sero-sangionous discharge 
· High nasal cavity crusting 
· Recurrent cellulitis 
· urgent referral required for periorbital cellulitis

	Investigation
	Not normally required

	Observation
	Return if problem does not resolve

	Prevention
	See advice


Measles





Chickenpox (for comparison)








