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Kidney disease—uremic
symptoms: poor appetite?
nausea? general malaise?

short of breath? foamy urine?

hematuria? skin itching?
generalized bone pain? high
BP? pale? nocturia?

Heart disease—orthopnea,
chest tightness, exertional
dyspnea? JVE?

Liver disease—jaundice?
ascites? RUQ abdominal
symptoms?

Others?
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2 E¥ % Physical Examination

1. General Appearance, Vital Signs, HEENT & Neck Exam
2. Chest and Thorax Exam
3. Cardiac and Peripheral Vascular Exam
4. Abdominal Exam
5. Screening Neurologic Exam
EQUIPMENT

Stethoscope, blood pressure cuff (sphygmomanometer), oto-ophthalmoscope,
tongue depressor, penlight, 512 tuning fork, nonsterile examination gloves,
nonsterile small gauze square, pen and paper.

GENERAL APPEARANCE
Simply carefully observing your patient and recording their appearance is the

critical first part of your examination.

Your goal is to be able to create in the

mind of your reader a picture of the patient to go with the subsequent information

you will provide.

Careful observation will also detect important findings that

enable you to better understand your patient and to arrive at diagnoses.

Checklist

Apparent "physiologic" age

Young, younger middle-aged, middle aged,
older middle, aged, elderly

Sex

Man or woman

Body habitus

Cachectic, thin, well nourished, overweight,
morbidly obese, approximate BMI

Signs of distress

pain, dyspnea or vomiting

Mood/Affect

anxiety, sadness, tearfulness, and anger

Dress and personal hygiene

(Avoiding insulting description)

skin discoloration, gross body
deformities

Pallor or plethora, obvious lesions of hands
or face

Ambulation , walking ability, gait,
physical function

in a wheelchair, or using a cane, or walks
with a limp, ADL/IADL (in)dependent.

Record this part of exam

Check off each objective upon completion/With the help of your physical examination

partner
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Examples:

1. Chronically ill, undernourished, older middle-aged, man with flat affect,

wearing soiled clothing.

2. Obese, plethoric, middle-aged man in mild respiratory distress with

purse-lipped breathing.

3. Smiling overweight elderly woman sitting in wheelchair and conversing with

her daughter.

VITAL SIGNS

The vital signs are vital.
the assistance of a nurse.

You must be able to ascertain them yourself without
If you are writing a progress note, it is important NOT

just to write the vital signs from a single time, but to report the range (highest and

lowest) vital signs for the past 24 hours or since you last saw the patient.

You do

not want to assume everything is fine when the patient had an episode of fever or
tachycardia in the night that you do not know about because you did not review all

of the patient’s vital signs.

Checklist

Locate the radial and brachial pulse

assessing for synchrony

Determine the pulse rate and rhythm

any extra or dropped beats

Technique to measure respiratory rate

(demonstration and practice )

Placement and sizing of the blood
pressure cuff / correct positioning
of the patient's (partner's) arm

(demonstration and practice )

Obtaining systolic blood pressure by
palpation before obtaining both
systolic and diastolic pressures by
auscultation.

Use this method every time to avoid missing
an auscultatory gap and to minimize the
discomfort to your patient.

Demonstrate appropriate placement of the
stethoscope for auscultation of the
Korotkoff sounds.

Obtain a blood pressure reading at the
ankle or thigh.

Understand when assessment of a lower
extremity blood pressure is useful.

Record the vital signs

Check off each objective upon completion/With the help of your physical
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examination partner
HEENT AND NECK EXAMINATION

The head, eye, ear, nose, throat (HEENT) and neck examination combines several
body systems including the endocrine (thyroid), lymphatics and the cranial nerves.
Although more detailed examination of the cranial nerves is indicated in some
patients, the screening head and neck examination should include a screening
cranial nerve examination.

To always have a “ruler” available for measuring length, measure your fingers and
find some standards. For example, my middle finger is 10 cm long, 5 cm from tip
to MCP joint, and my 5 fingernail is 1 cm across. By knowing this I always
have my ruler available.

Checklist

Examine the head Noting hair texture, density and distribution, skull
deformities, and any scalp tenderness or lesions.

Any facial abnormalities including skin color (e.g.

pallor, plethora or cyanosis) and lesions (e.g.
periorbital edema, facial asymmetry, xanthomata,
and actinic lesions such as skin cancers).

Examine the eyelids and Noting the texture of the tear glands, the patency of

lacrimal apparatus the tear ducts and any lesions such as eyelid
xanthomata.

Examine the eyes Pupillary symmetry, reactivity to light, scleral icterus,
and bulbar and palpebral conjunctivae.

Evaluate visual acuity Using hand held Rosenbaum eye chart or other

appropriate device

Evaluate extraocular muscle | EOM in all 6 cardinal positions.
movement

Using the ophthalmoscope | how to hold the ophthalmoscope, approach the
patient and visualize the fundus.

Examine the ears pinnae and external auditory canals

Using the otoscope Identify the normal landmarks including

The short process of the malleus, the handle of the
malleus, pars flaccida, and the umbo.

Note the appearance of the tympanums including any
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scars or perforations.
Using the "finger rub” to grossly evaluate hearing.

Weber and Rinne test

for preliminary assessment of hearing loss

Examine the external nose

Noting any deformities or cutaneous lesions.

Examine the nasal antrum,
septum and turbinates

Noting any septal deviation, ulcers or perforation.

The size and color of the turbinates.

The presence and nature of any secretions, mucosal
edema, polyps,etc.

Examine the sinuses

Palpation and percussion of the sinuses for tenderness.
Techniques for transillumination of the frontal and
maxillary sinuses.

Examine the oral cavity and
pharynx

Noting the dentition, gingival mucosa,oral mucosa,
mobility and appearance of the papillae of the
presence or absence, and size of the tonsils, and
the appearance of the pharyngeal mucosa.

Techniques to palpate the tongue and oral mucosa.

Technique to use the tongue depressor to stimulate
the gag reflex and assess cranial nerves IX and X.

Examine cranial nerves

Ask about sense of smell and taste food to assess
cranial nerve I.

Palpate the temporalis and masseter muscles and
check sensation to light touch to assess cranial
nerve V.

Have the patient raise eyebrows and grimace to
assess cranial nerve VII.

Check neck rotation and shoulder shrugging strength
bilaterally to assess cranial nerve XI, and have
patient stick tongue straight out to assess cranial
nerve XII.

Examine the neck

Review the anatomic
landmarks

Locations of the hyoid bone, thyroid cartilage,
cricoid cartilage, and trachea as well as anterior
and posterior "triangles".

Inspect the neck

Noting symmetry, and any masses or scars

Palpate all accessible

Five critical characteristics: size, consistency,
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lymph nodes mobility, tenderness and location

Examine the thyroid | Techniques for inspection and palpation of the
gland thyroid gland. Describe the estimated size of each
lobe and the consistency and nodularity of the
gland.

Record the results of this
part of the exam

Check off each objective upon completion/ With the help of your physical
examination partner:

Examples

1.

HEENT (Head Ear Eyes Nose Throat): Hair normal. Head atraumatic.
External ears without evidence of inflammation or lesions. TMs (Tympanums)
intact with good light reflex, ossicles well seen. Bulbar conjunctiva injected,
anicteric. PERRLA (Pupils Equal Round Reactive to Light and Accomodation).
Nares patent, septum midline, moderate clear discharge. Pharyngeal erythema
and bilateral white tonsillar exudate.

Neck: Five 1x1 cm rubbery, mobile, nontender lymph nodes along left
posterior cervical chain. Trachea midline, no thyromegaly.

Cranial Nerves: (Note that, while the screening cranial nerve examination is
performed at the same time as the head and neck examination, it is reported in
the Neurologic portion of the Physical Examination report.) CN (Cranial
Nerves) grossly intact.

HEENT: Head atraumatic. Hair coarse and dry with patchy alopecia.
PERRLA. Periorbital edema with bilateral lid lag. TM visualized on right with
good light reflex. Cerumen impaction on left, diminished right hearing by
finger rub. Oral cavity normal without erythema or exudate. Nares patent
without discharge.

Neck: No cervical, occipital, submandibular or supraclavicular
lymphadenopathy noted Thyroid gland easily palpable, diffusely enlarged with
a 2 cm, soft, mobile, non-tender nodule in upper left pole of the thyroid.

CN: grossly intact (reported with Neurologic examination section)

3. HEENT: Well healed right temporal craniotomy scar. Anisocoria: left pupil 5
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mm, right pupil 3 mm - both RRL (Round Reactive to Light). TMs intact
bilaterally with good light reflex. Nares show no discharge, small fleshy polyp
obstructing the right passage. Oral cavity clear without erythema or exudate.

Tongue is midline without deviation.

Neck: Well healed tracheotomy scar.

No lymphadenopathy or thyromegaly

CN: grossly intact except protruded tongue deviates slightly to right

General Appearance, Vital Signs, HEENT & Neck Exam

Chest and Thorax Exam

Cardiac and Peripheral Vascular Exam

Abdominal Exam

SAIESRES A A

Screening Neurologic Exam

In examining the chest and thorax, a systematic approach should be adopted in
order to prevent missing important diagnostic information. One such approach is
to perform inspection, followed by palpation, and then percussion and

auscultation.

Checklist

Review appropriate draping techniques

Locate the major landmarks of the
thorax

midsternal line; right and left
midclavicular lines; anterior, mid, and
posterior axillary lines; midscapular
lines; manubriosternal junction (angle
of Louis) 7th cervical vertebra.

Identify each rib and intercostal space

noting the manubriosternal junction and 2"
anterior rib

Inspect the thoracic spinal column and
the configuration of the chest wall

Noting Anterior-Posterior diameter as well
as evidence of congenital abnormalities
such as pectus carinatum and excavatum

Perform percussion of the thoracic spine

Noting any tenderness

Identify any abnormalities or
asymmetry in respiratory muscle mass

Noting use of accessory muscles of
respiration.

Observe the pattern of the respiratory

Rate, rhythm, and depth and the inspiratory
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cycle -expiratory ratio

Determine whether chest expansion is Inspection with palpation

symmetric Evaluate tactile fremitus

Percussion of the chest Locating the right hemi-diaphragm and
determining this movement in
inspiration.

Auscultation of the lungs Auscultation of posterior, lateral, and
anterior lung fields

Identify the following sounds by Pitch and intensity of breath sounds;

auscultation symmetry of breath sounds; type of

breath sounds.

Note the presence of adventitous sounds | Rales, rhonchi, and friction rubs

Assessing presence of bronchophony,
whispered pectoriloquy, and egophony

Inspection, palpation, and percussion of
the anterior chest

Record the results of the physical exam

Check off each objective upon completion/ with the help of your physical
examination partner

Examples of the Written Physical Exam

1. Chest: Apparently increased A-P (Anterior-Posterior) diameter, |:E
(Inspiratory to Exhalatory) ratio 1:5. Resonant to percussion.
Diffuse exhalatory wheezes without crackles.

2. Chest: Long, thin thorax with mild pectus excavatum. Resonant to
percussion and normal tactile fremitus. Bi-basilar fine
end-inspiratory crackles.

3. Chest: Normal with normal breathing. Clear to percussion and auscultation.

4. Chest: Mildly tachypneic. Left base dull to percussion with course
inhalatory crackles, increased tactile fremitus, bronchophony, and
egophony.

THE AXILLAE

This portion of the exam may be combined with the breast examination or the
chest exam. It is an important part of the exam for both male and female patients.
The exam may be conducted either in the upright or supine position. The most
common error made is not probing deeply and firmly enough into the apex of the

29




axilla, or not examining all four (4) surfaces of the axilla.

Checklist

Review draping for this part of the exam

Note various positions for examining the | Upright or supine position
axilla.

Examine the axilla for lymph nodes Examine all four areas where lymph
nodes can be found, and know when
to use two hands for palpation

If you identify a lymph node, describe its | 5 key characteristics: location, size,
consistency, mobility and tenderness.

Check off each objective upon completion/ With the help of your physical
examination partner

Examples of the Written Physical Exam
1. Axilla: No axillary adenopathy or tenderness.
2. Axilla: Node along left axillary artery, 2x2 cm, soft, mobile, moderately tender.

THE BREASTS

Breast examination should be performed on all female patients and on selected
male patients. As in other portions of the exam, the only way to become
comfortable with what is normal versus pathologic is with practice. Adequate
inspection requires exposure of the entire chest. Palpation, however, can occur
with a single breast exposed while the other breast is covered.

Checklist

Review appropriate draping

Inspection of the breasts noting color and consistency of the skin on the
chest, size and symmetry of the breasts, contour
of breasts, presence of any nipple discharge

Review patient positioning | “Cahan” position

Palpation of the breasts

If a nodule is found, size, shape, location, consistency, relationship to
describe its surrounding tissues, mobility, and presence of
tenderness

Check off each objective upon completion

Examples of the Written Physical Exam
1. Breasts symmetric without masses.
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2. Breast symmetric. No discharge. Moderate fibrocystic tissue apparent in
lower breast margins. Prominent 2x3 cm nodule at one O'clock in left breast 5
cm from nipple, firm, mobile, slightly tender, distinct from surrounding tissue.

General Appearance, Vital Signs, HEENT & Neck Exam
Chest and Thorax Exam

Cardiac and Peripheral Vascular Exam

Abdominal Exam

Screening Neurologic Exam

SA SRR

CARDIOVASCULAR EXAM

EQUIPMENT
Hand cleanser, sphygmomanometer, stethoscope, penlight

Checklist

Appropriate draping.

Assess rate of capillary refill in | Report in terms of seconds
the fingernails

Locate the pulses ( radial, Noting the rate and rhythm ( regular, regular

brachial, femoral, popliteal, with pauses or extra beats, or irregular) of the

posterior tibial, and dorsalis pulse, and the strength and symmetry of the

pedis pulses. ) individual pulses comparing left and right
sides.

Examine the legs Noting the skin temperature of the feet, relative

to that of the abdomen, and one foot
compared to the other. Noting the skin
appendages (hair, pores), callousing, any
lesions and any edema.

Measure and record magnitude of pitting edema
in terms of millimeters at mid-shin or some
other specific location.

Measure blood pressure a. Always use palpation first to grossly
measure systolic pressure.
b. Appropriate cuff location, assessment of
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adequacy of cuff size, cuff placement and
limb position to obtain measures at the level
of the heart.

c. Measure blood pressure supine, seated and
standing.

d. Measure blood pressure in legs

Auscultation for carotid bruits

Bilateral

Palpate the carotid pulses

Character of the upstroke, pulse contour, and
any palpable vibration (thrill)

Inspection of the jugular pulse.

Appropriate positioning Noting the wave form
and measure the greatest height in
centimeters above the sternal angle (JVD)
Test for abdomino-jugular reflux

Identify landmarks on the
anterior chest

Noting the expected locations of the heart
chambers, valves, and great vessels, any
deformities, scars or lesions

Inspect the chest for visible
impulses

Describing their location in terms of intercostal
space and distance from the mid-sternal line.

Palpate the chest to locate

the apical impulse

Describing its size (centimeters in diameter) and
location (intercostal space and distance from
mid-sternal line in centimeters). Noting any
double beat, or sustained pulse (heave)

any other impulses

Investigating the suprasternal notch, left sternal
border, right and left second intercostal
spaces and epigastrium

Auscultation of the heart

from the apex, across to the left sternal border,
up to the left second interspace, across to the
right second interspace, and in the left axilla ,
using both bell and diaphragm

Listen to the first heart sound

in all auscultatory areas for splitting, variation
with respiration, and intensity compared to S2

Listen to the second heart
sound

in all auscultatory areas for splitting, respiratory
variation, and for the relative intensity of the
aortic and pulmonic components
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Listen for gallops (S3, S4) including with the patient rolled into the left
lateral decubitus position.
Noting the relative intensity with bell and

diaphragm
Listen for other sounds clicks, snaps, rubs
Listen for murmurs, and loudness, timing in the cardiac cycle, variation
characterize them by the 7 in loudness, whether heard better with bell or
critical criteria the diaphragm, location on chest where heard

best, radiation to neck or left axilla, and
respiratory variation.

Use of the valsalva,
sitting-squatting, and fist
clenching maneuvers to
augment cardiac sounds

Record your findings of the
exam

Check off each objective upon completion./ With the help of your physical
examination partner or a volunteer patient

Examples of a written Cardiovascular Examination Report
1. CV: Capillary refill less than 1 second. Peripheral pulses normal and
symmetric. Carotid pulses brisk and symmetric. JVD (Jugular Vein
Distention) 7 cm above sternal angle. (Capillary refill and peripheral pulses
are often described in the Extremities portion of the report. Carotid and
jugular pulses are often described in the Neck portion of the report.)
Heart: Apex hyperdynamic, 3 cm across, 14 cm from MSL (Mid-Sternal Line) in
left 6 ICS (Intercostal Space). RR (Regular Rhythm) 84/min. Loud
S2 without split.  S3 at apex. No murmurs.

2. CV: CR (Capillary Refill) less than 2 second. Peripheral pulses normal and
symmetric. Carotids brisk with a 1/2 left lower bruit. JVD 3 cm above
sternal angle.

Heart: Apex 2 cm across, 10 cm from MSL left 5" ICS.  Rhythm: irregularly
irregular. Rate: 112/min. S1 and S2 faint, no split. No gallops or
murmurs.

3. CV:CR less than 1 second. Carotids brisk, without bruits. JVD not well seen.
Heart: Apex 2.5 cm, 10 cm from MSL left 5" ICS. RR 72/min. Loud S1.
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No gallop.

[1/V1 systolic, crescendo-decrescendo murmur with

diaphragm at apex without radiation or respiratory variation. No
diastolic murmur with patient leaning forward.

General Appearance, Vital Signs, HEENT & Neck Exam

Chest and Thorax Exam

Cardiac and Peripheral Vascular Exam

Abdominal Exam

s Wi e

Screening Neurologic Exam

ABDOMINAL EXAMINATION

EQUIPMENT : Stethoscope

To hear undisturbed bowel sounds, auscultate the abdomen before percussing and

palpating.
Checklist

Inspect the abdomen

noting the usual locations of the following organs

right upper quadrant left upper quadrant
liver stomach
gall bladder spleen
duodenum left kidney
pancreas pancreas
right kidney splenic flexure
right lower guadrant left lower quadrant
cecum / appendix sigmoid colon
right tube/ovary left tube/ ovary
midline
bladder
uterus

Examine the skin

Evidence of scars, striae, prominent veins and other lesions

Observe the
abdominal contour

Looking for evidence of distention, abdominal hernias,
asymmetry, masses, pulsations, increased abdominal girth,
prominence of the umbilicus, or a scaphoid appearance.
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Note hair distribution.

Auscultation of the
abdomen

Listening for bowel sounds, and Bruits ( epigastric,
periumbilical, inguinal at costovertebral (CV) angles.)

Percussion of the
abdomen

a. gastric bubble and spleen
b. upper and lower margins of the liver in the
mid-clavicular line to measure the span in centimeters

c. shifting dullness to assess for ascites

d. CV angle tenderness.

A gentle tap is usually plenty to elicit an inflamed kidney.
The CV angle is usually examined at the same time as the
chest, with the patient is seated.

Palpation of the
abdomen

a. superficial masses

b. the bladder

c. the spleen, including with the patient in a right lateral
decubitus position

d. the liver margins, texture and consistency and tenderness

e. the kidneys

f. theaorta

g. afluid wave of ascites

h. rebound tenderness

I. an obturator sign

J. Rovsing’s sign

K. Murphy’s sign

|. inguinal adenopathy

Techniques for the
male genital and rectal
examinations

Record the results of
your examination

Check off each objective upon completion/ With the help of your physical
examination partner or a volunteer patient

Examples of Written Report

1. Abd: Scaphoid, old healed midline vertical scar. Active BS (bowel sound).

Nontender.

No spleen tip. Liver 14 cm to percuss, 5 cm below ribs
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in MCL (midclavicular line). No bruits.

2. Abd: Rigid with marked guarding and tenderness to percussion and palpation,
esp. (especially) RLQ (right lower quadrant). BS absent. ++ right
obturator sign. NO gross mass.

3. Abd: Scaphoid. Soft, nontender. Well-healed lower horizontal surg. scar.
NI (normal) BS. Bilat. periumbilical 1/2 (quiet) bruits.  Stool in
descending colon LLQ (left lower quadrant). Liver in MCL 9 cm to
percuss, firm edge without nodules, 2 cm below ribs.  No spleen tip
to lateral exam. Few firm mobile nontender, less than 1 cm inguinal
nodes bilat.

4. Abd: Soft, non-tender, active bowel sounds. Liver 9 cm. No splenomegaly
or mass. Aorta about 3cm. No bruits.

5. Abd: Soft, but tender in RUQ with Murphy’s sign. Active BS, no apparent
hepatosplenomegaly. No masses or distension. No bruits.

General Appearance, Vital Signs, HEENT & Neck Exam
Chest and Thorax Exam

Cardiac and Peripheral Vascular Exam

Abdominal Exam

Screening Neurologic Exam

AN RN

NEUROLOGIC EXAMINATION
A thorough understanding of basic neuroanatomy is pivotal to the diagnosis of
neurologic illness. In addition, attention to detail is required, because early
manifestations of neurologic illness are often subtle. While a thorough
neurologic examination to investigate abnormal findings may take an hour,
careful consideration of the history should enable you to tailor the neurologic
examination to the patient and the situation.

EQUIPMENT
Hand cleanser, hand-held Rosenbaum Pocket Eye Chart card,
ophthalmoscope, tongue depressor, penlight, 512 tuning fork, 128 tuning fork,
ball cotton, cotton swab, toothpick, pen and paper, reflex hammer.

Checklist

Assess level of Quialitatively describe the status of consciousness,
alertness-arousal and Glasgow I.e., comatose, obtunded, stuporous, somnolent,
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coma scale.

alert; Semi-quantitative description: E4V5M6.

Assess orientation to date,
place and person.

Orientation to person or name is rarely abnormal.
In recording findings specify in what ways the
patient is oriented. Avoid “Oriented x 3.”

Assess sense of smell

Asking your patient about smell and taste of food.
If appropriate and feasible, use a sample odor.
Make sure to block one side of the nose so as to
test only one olfactory nerve at a time.

Evaluate peripheral vision by
"confrontation™.

This may include assessing the size of the "blind
spot" with a small brightly colored object.

Test central visual acuity.

Using a hand-held Rosenbaum Pocket Eye Chart
card.

Test pupillary contour and
reactivity, EOM, nystagmus,
pupillary accommodation.

Perform the "swinging flashlight test™ to check for
afferent pupillary defects.

Use of the ophthalmoscope to
identify the red reflex and
optic disc.

Holding the ophthalmoscope, and approach the
patient with either hand.

Assess mass and contraction
of the masseter and temporalis
muscles.

Palpate the consistency and muscle bulk, and
observe contour (atrophy) and fasciculation, of
the masseter and temporalis muscles.

Test light touch and pinprick
(pain) sensations of the face.

In all three divisions of the trigeminal nerve.

Test the “corneal reflex.”

Corneal sensation to light touch by cotton tip

Test facial muscle strength.

Show teeth, smile, whistle, look up to wrinkle
forehead and close eyes

Describe how to assess taste

Tested by salt and glucose water

Test hearing

Using the finger rub. Be sure to occlude the
opposite ear by gently pressing the tragus, so as
to assess hearing in each ear separately.

Assess hearing loss

Weber and Rinne tests by 512 tuning fork

Assess the movement of the
soft palate and pharynx

Say “Ah” to look for asymmetrical movement of
the uvula

Assess the patient’s voice for

Touch the tonsil or the back of the pharynx on
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hoarseness and test the gag
reflex

each side with a cotton swab

Test the strength of the
sternocleidomastoid and
trapezius muscles.

Shrug bilateral shoulders and push up hard; turn
the head against the examiner’s hand on each
side

Examine the patient's tongue

Observe atrophy, fasciculations while opening ,
and symmetry of movement

Assess peripheral muscle
strength

Grading muscle strength on the zero to 5 point
MRC scale. ( Test shoulder abductors, elbow
flexors, elbow extensors, wrist extensors and
flexors, intrinsic hand muscles, hip flexors,
extensors, abductors, and knee flexors, knee
extensors, ankle dorsiflexors, evertors,
invertors, and plantar flexors.

Test sensation to pain, light
touch, temperature, and
proprioception of the body and
extremities.

To test pain (pin prick by toothpick or disposable
pin), light touch by cotton, temperature by test
tubes filled with hot (40-45 degrees) and cold
(5-10 degrees) water, and proprioception
(position sense and vibration by 128 tuning
fork).

Elicit deep tendon reflexes.
Use of reinforcement to
enhance deep tendon reflexes.

The hammer strike the tendons at the biceps,
triceps, brachioradialis, patella and Achilles
tendons. If the reflex is absent, asking the
patient to interlock the fingers and then pull
apart hard at the moment before hammer strike
the tendon (Jendrassik’s maneuver).

Elicit the plantar reflex
(Babinski sign).

Use a blunt object (such as a key) to stroke up the
lateral aspect of the sole, and curve inwards
before it reaches the toes, moving towards the
middle metatarsophalangeal joint.

Assess cerebellar function.

Use standard testing techniques including
finger-nose-finger, heel-to-shin, and rapid
alternating movements (dysdiadochokinesis).

Evaluate gait.

Walk normally for a few meters and then turn
around quickly and walk back. Walk heel-to-toe
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(Tandem), walk on toes, and walk on heels.

Perform the Romberg test and | Stand erect with the feet together then close the
simultaneously test for eyes (Romberg test). With the patient’s upper
pronator drift. extremities outstretched to the front, palms up
with the eyes closed, observe the position of
each extremity for at least 20 to 30 seconds
(pronator drift).

Record your findings

Check off each objective upon completion/ With the help of your physical
examination partner or a volunteer patient.

Examples of a written report

1. Neuro: Alert, appropriate. CN Il — XI1I grossly intact.  Strength 5/5,
symmetric. Sense intact to light touch, pain and vibration in hands
and feet. Normal cerebellar function, by finger-nose, heel-shin, and
rapid alternating movements. Normal gate, tandem and heel walk.
DTRs (Deep Tendon Reflexes) 2/5 biceps, patella and Achilles.
Babinski downgoing (Plantar reflex flexor).

2. Neuro: Alert. Oriented to day, date, NCKU hospital and situation. CN
grossly intact.  Strength 5/5 symmetric. Diminished sense to pin
prick in hands, feet and lower legs. Markedly diminished sense to
vibration up to knees. Unable to elicit DTR patellae and Achilles
with reinforcement. Biceps DTR present with reinforcement.
Finger-nose, heel-shin and gait grossly normal.

3. Neuro: A& Otoday, date, ED. Left facial droop. Left side weak
2-3/5inarmand leg. Sense intact to light touch and pain in hands
and feet. DTR 2/2 on right, but 3/2 brisk without clonus at left biceps,
brachioradialis, patella and Achilles. Left great toe upgoing
(Babinski present).
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PUTTING THE EXAM TOGETHER
THE REGIONAL APPROACH

Goals: To observe and practice performing the examination regionally in an
efficient sequence that minimizes patient and physician movement.

Objectives:

1. Observe your faculty tutor demonstrate an entire "screening™ exam, with
reference to the "checklist".

2. Practice putting the exam together, in a regional manner, on your examination
partner, minimizing the number of times you ask your partner to change
positions.

Summary of Checklists

General appearance

Apparent "physiologic" age

Sex

Body habitus

Signs of distress

Mood/Affect

Dress and personal hygiene

skin discoloration, gross body deformities

Ambulation , walking ability, gait

Record this part of exam

Vital signs

Locate the radial and brachial pulse

Determine the pulse rate and rhythm

Technique to measure respiratory rate

Placement and sizing of the blood pressure cuff / correct
positioning of the patient's (partner's) arm

Obtaining systolic blood pressure by palpation before obtaining
both systolic and diastolic pressures by auscultation.

Obtain a blood pressure reading at the ankle or thigh.

Record the vital signs

HEENT and Neck

Examine the head

Examine the eyelids and lacrimal apparatus
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Examine the eyes

Evaluate visual acuity

Evaluate extraocular muscle movement

Using the ophthalmoscope

Examine the ears

Using the otoscope

Weber and Rinne test

Examine the external nose

Examine the nasal antrum, septum and turbinates

Examine the sinuses

Examine the oral cavity and pharynx

Examine cranial nerves

Examine the neck

Review the anatomic landmarks

Inspect the neck

Palpate all accessible lymph nodes

Examine the thyroid gland

Record the results of this part of the exam

Axillary lymph node examination

Review draping for this part of the exam

Note various positions for examining the axilla.

Examine the axilla for lymph nodes

If you identify a lymph node, describe its characteristics

Breast examination

Review appropriate draping

Inspection of the breasts

Review patient positioning

Palpation of the breasts

If a nodule is found, describe its characteristics

Cardiovascular examination

Appropriate draping.

Assess rate of capillary refill in the fingernails

Locate the pulses ( radial, brachial, femoral, popliteal, posterior

tibial, and dorsalis pedis pulses. )

Examine the legs

Measure blood pressure
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Auscultation for carotid bruits

Palpate the carotid pulses

Inspection of the jugular pulse.

Identify landmarks on the anterior chest

Inspect the chest for visible impulses

Palpate the chest

the apical impulse

any other impulses

Auscultation of the heart

Listen to the first heart sound

Listen to the second heart sound

Listen for gallops (S3, S4)

Listen for other sounds

Listen for murmurs and describe its characteristics

Use of the valsalva, sitting-squatting, and fist clenching
maneuvers to augment cardiac sounds

Record your findings of the exam

Abdominal examination

Inspect the abdomen

Examine the skin

Observe the abdominal contour

Note hair distribution.

Auscultation of the abdomen

Percussion of the abdomen

Palpation of the abdomen

Techniques for the male genital and rectal examinations

Record the results of your examination

Screening neurological examination

Assess level of alertness-arousal, Glasgow coma scale

Assess orientation to date, place and person.

Assess sense of smell

Evaluate peripheral vision by "confrontation™

Test central visual acuity

Test pupillary contour and reactivity, EOM, nystagmus,
pupillary accommodation

Use of the ophthalmoscope to identify the red reflex and optic

disc
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Assess mass and contraction of masseter and temporalis m.

Test light touch and pinprick (pain) sensations of the face

Test the “corneal reflex.”

Test facial muscle strength.

Describe how to assess taste

Test hearing

Assess hearing loss

Assess the movement of the soft palate and pharynx

Assess the patient’s voice for hoarseness and test the gag reflex

Test the strength of the sternocleidomastoid and trapezius m.

Examine the patient's tongue

Assess peripheral muscle strength

Test sensation of the body and extremities

Elicit deep tendon reflexes. Use of reinforcement to enhance
deep tendon reflexes

Elicit the plantar reflex

Assess cerebellar function

Evaluate gait

Perform the Romberg test and simultaneously test for pronator
drift

Record your findings

REFERNCE

1. Bates’ Guide to Physical Examination and history taking, 10" edition, 2009
2. Physical examination tutorial manual by Professor Harrison G. Weed

3. Mark H. Swartz, MD Textbook of Physical Diagnosis, 6" edition,2009

43




WA RAOWEFY 2P
ﬁéﬁiﬁgfﬂﬁ }Pi > & 3 A

- WA PHEAR

WAFR AR o BEE R D ELE L AR 0 RIS
- X E BRI GREFR AERER S SRl P SRR
CEEFERAEAFHE 2 LR pk?@+’$ﬁﬁmﬂ%a%
PIRRERFHR AT AIRE > 2 A Mo BIRE Tl 4 FSd A
B A Z@;&?’ﬂ“‘*g“\ 4&(‘*pﬁﬁﬂlzﬁu~—1&$ * O o

N

N

(

B 1
-

\ﬁb ?F:

AR EBFF RS G R LS T ARSI G R - A K
ﬁiﬁﬁﬁﬂﬁﬁi%ﬁkigﬁg’ﬁ%$M%E#%4LM S
SR PRI ML s LT HRE R AR e
ﬁﬂ’meﬁ£%$4%ﬁ%%ﬂ’Fﬂmﬁﬁﬁﬁiﬁﬁ#¥ﬁﬁ*“
BB R R B PR T R AR 0 PR R E R R

(j}\ =T $}+

o

WAPREFR S KR P 2R RA(MNZHRE) P ERAALE
ﬁ.@%m{sﬁﬁg%—t%ﬁgﬂmm‘;@i\_3.*““;.,;ﬁ’» L NS A<
P bmF;%Ebt’}"}]% ok LY FE o ‘Ezfﬁ”ﬁééil‘sxi*ﬁ’%ﬁm
BRBZRNEFERE - 27 EF AP LT - TAEEL Z AUp 4 L

FHEEL AR RARAFTELEL A FF R 2R RE
Fus B OpE ?.'gﬁ@;gwsl%%ﬁ'«? %B;ﬂ{aﬁ%ﬁﬁ A i A N AT |
Farodm A et 2R ERE ke 2RI A B4 LR
o mﬂﬁ’ﬂﬁﬁﬁﬁéﬂﬁuﬁﬁwii ?”4ﬁ S A
i %igmm SIER 0 AT T LR S R ERE -

44



N R e N

1.

;%—A]vi;g, Aﬁgléﬁ-pf; HHIAP BB R S > BB IREERZ G F oh
& -

ff;":)?g&ful}%ﬁfrli T s LB B AT F A AR A
Fe s EI5RE SR X oo

Pl R SR AT T RS R
B FEorgE o AR E R RE TEE S TERIFE
«n%f (RIS ﬁ"*ﬂzﬁgzﬁ‘ s I E 2 AR o g T (T
PR g A AL R AF LRI T TR
LS ﬁﬁugﬁp\ o

VBRI FH CRE R R A RPN %R ET
’éyi* Rl T BHEPF 7 5oz it B o

=
‘gﬂ\

i

W‘%-“‘“l

PR oA ' éﬁé

@
i
fop
e
.

GRPEL T LR R RS AR G AR m%
ﬁﬁ\;if—?.ﬁ‘-ﬁ%%ﬁ»*wwv\i RARARIPFLENAL AR EREEIRG

FREILE

IR 4#}%%”' Lkt h 2R AL

Weagz e pLEeg é%'%7ﬁﬁwﬁ SR
:@4§§EF%~5—@h*k IR L F A LE G E RS
BAR RGRAELLA UHDERL TR AL LF T LR A
LE kWA T AR o AR 2R BT LY SRS R
o o

45



AR ERBRES 5 Leopold < £ itk AP 0 B ¥ AL Bt
B L 2 jEd (FSD) 1B R 5524 » NE N BHET U H KITE R I A fRaue
BoAPPPRAET - 2B AP ARG PR REON > dof ERAR
BAZERIABRAN T IH SR LSRR L 22 S HFLET %
PR S RFRERAT R 0 F PRI PARAMRA T A
WEALR R OAE T AR SRR AR o
AFPVI(on  RSEEITEL 2 3 AW DG T AL ERRA)

b 27 EFy LETHE- 228432 7 &
4 % 34 2 % v 4p % labia majora 2 minora # &
O E#adgzdqpw »vaginap > * % SHGFREF PR T AL
¢ Os dilatation : Close, FT (finger tip), 1 ~ 9 cm, NF (near full), Full -
(a2 R I P HFLRRS T PHFAEH T 2R 242 28 2 10
A
¢ Effacement : Poor (2§ <« & A& )+ Moderate ( iz 2 &5 & %2 & A& ) > Good (i
moE) e
¢ Station : floating, Dipping, engaged (+/- 0), +1 ~ +3 (1 ischiaspine =2+ 1~3 =
AAE)(RBUEUSF FaRh i R 2 BETRIRAG oA BN - e s 4L
AApE 42 2 E 5 43)
¢ Fetal presentation : Vertex or breech, ant/post fontanel, ROA/LOA, ROP/LOP -

Bishopscore : * M+ g2 kn > ~ A B4 %A -
0 1 2 3
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Effacement 0~ 30% 40 ~ 50% 60 ~ 70% 80%
Station -3 -2 -1~0 +1~+2
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Position Posterior Mid Anterior —
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Checklist
1. Inspect the vulva and perineum:

Labia majora, Labia minora, Perineum, Anus
2. Vagianl speculum examination:

Cervix, Vagina
3. Bimanual examination:

Uterus, Bilateral adnexa
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POSITIONING FOR EXAMINATION
A. Examination of the head and neck is usually performed with the patient
sitting in front of the doctor, with the doctor either standing or sitting
depending on the facilities available.
B. The patient should sit upright and should not slouch in the chair. Constant
repositioning of the head is necessary to obtain adequate visualization of the

various areas.

ILLUMINATION
A. Good illumination is essential for adequate examination.
B. Familiarity with all instruments is ideal because different clinical situations
may necessitate different light sources

EXAMINATION OF THE NECK
A. A thorough knowledge of the anatomy of the neck is essential for adequate
examination.
B. A systematic approach is necessary in order to avoid missing any pathologic
findings.
C. One should avoid concentrating on the obvious mass and neglecting the rest
of the neck examination.
1. Inspection
a. Always inspect the neck before palpation. This may provide vital
information. Note any scars or asymmetry, as well as whether there is
any limitation of movement.
b. Look for any abnormal masses that may be better seen than palpated,
for example, a thyroid mass or a soft cystic mass. A laryngocele may
only be seen on Valsalva maneuver and may not be palpable.

2. Palpation
a. Two approaches to palpation of the neck
1. Standing behind the patient.
a. Less awkward.
b. Enables the examiner to palpate both sides
simultaneously, allowing comparison.
c. Patient’s neck should be slightly flexed to relax the
musculature and make palpation easier.
2. Standing or sitting in front of the patient.
a. Logistics of room setting may dictate this approach.
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3. Auscultation
a. Auscultation of the neck should be performed routinely in order to
detect audible bruits in carotid stenosis or vascular tumors.

The Cervical Lymphatics

Memorial Sloan-Kettering Cancer Center developed the lymph node regional
definitions most widely used today. To describe the lymph nodes of the neck for
neck dissection, the neck is divided into 6 areas called Levels. The levels are
identified by Roman numeral, increasing towards the chest. A further Level VII to
denote lymph node groups in the superior mediastinum is no longer used. Instead,
lymph nodes in other non-neck regions are referred to by the name of their specific
nodal groups.

* Region I: Submental and submandibular triangles. la is the submental triangle
bound by the anterior bellies of the digastric and the mylohyoid. 1b is the
triangle formed by the anterior and posterior bellies of the digastric and body
of mandible.

Region II, 111, IV: nodes associated with the 1JV; fibroadipose tissue located
medial to the posterior border of SCM and lateral to the border of the
sternohyoid.

« Region II: upper third including the upper jugular and jugulodigastric nodes
and the upper posterior cervical nodes. Region bound by the digastric muscle
superiorly and the hyoid bone (clinical landmark), or the carotid bifurcation
(surgical landmark) inferiorly. Ila contains nodes in the region anterior to the
spinal accessory nerve and I1b posterior to the nerve.

« Region IlI: middle third jugular nodes extending from the carotid bifurcation
superiorly to the cricothyroid notch (clinical landmark), or inferior edge of
cricoid cartilage (radiological landmark), or omohyoid muscle (surgical
landmark).

« Region IV: lower jugular nodes extending from the omohyoid muscle
superiorly to the clavicle inferiorly.

« Region V: posterior triangle group of lymph nodes located along the lower
half of the spinal accessory nerve and the transverse cervical artery. The
supraclavicular nodes are also included in this group. The posterior boundary
is the anterior border of the trapezius muscle, the anterior boundary is the
posterior border of the sternocleidomastoid muscle, and the inferior boundary
is the clavicle.

« Region VI: anterior compartment group comprises lymph nodes surrounding
the midline visceral structures of the neck extending from the level of the
hyoid bone superiorly to the suprasternal notch inferiorly. On each side, the
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lateral boundary is the medial border of the carotid sheath. Located within this
compartment are the perithyroidal lymph nodes, paratracheal lymph nodes,
lymph nodes along the recurrent laryngeal nerves, and precricoid lymph nodes.

These chains of nodes are connected by a vertical chain of lymph nodes
running along the length of the internal jugular vein. These are divided into upper,
middle, and lower groups.

« Palpate first the upper and then the lower horizontal chains anteriorly to
posteriorly, followed by the vertical chain.

« The relationship of the sternocleidomastoid muscle to the vertical groups of
nodes should be noted. This muscle will need to be displaced anteriorly or
posteriorly to adequately palpate the nodes.

« Using the above approach, all palpable node groups will be felt except for the
Delphian nodes, which are located over the cricothyroid membrane and require
a special effort to palpate them.

« The site, size, number, and consistency of the nodes should be noted and
recorded. Much can be determined from the consistency of the nodes, e.g.:
Metastatic Cancer: Hard
Lymphoma: Firm and rubbery
Hyperplastic Nodes: Softer
Metastatic Malignant Melanoma: Maybe very soft
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The Thyroid Gland

1.

Can frequently be better seen than palpated and therefore, a moment should be
taken to look at the neck in profile.

. In most individuals, the normal gland is barely palpable, but if it is enlarged one

should note if it is smooth, diffuse, or nodular swelling.

. If nodular, it should be determined whether it is a single nodule or multinodular.

If a single nodule is palpated and the rest of the gland is enlarged, this probably
represents a dominant nodule in a multinodular goiter.

. If doubt exists as to whether the palpable mass is truly thyroid in origin, the

patient should be asked to swallow and if it moves, it is likely thyroid. Signs of
compression of surrounding structures may be obvious, for example,
displacement of the trachea, carotid arteries, or jugular veins.

. If the lower aspect of the gland cannot be palpated above the suprasternal notch,

retrosternal extension should be suspected, particularly if there are signs of
superior mediastinal syndrome, for example, cervical venous engorgement and
facial edema.

The Major Salivary Glands
a. Submandibular Glands:

1. Easily palpable in the submandibular area of the neck.

2. In older patients, they tend to sag lower and be more prominent in the neck
and therefore, may be mistaken for a tumor.

3. The best method of assessment is by bimanual palpation, with one finger in
the floor of the mouth and the other in the neck. Intraoral inspection and
palpation of the submandibular duct is necessary to evaluate saliva flow and
consistency and to palpate for a calculus.

b. Parotid Glands:

1. Easily palpated in the periauricular area, but the deep lobe lies in the
parapharyngeal area and tumor may grow undetected until it has achieved an
advanced stage.

2. The oropharynx should be inspected for any distortion of the lateral wall if a
deep lobe tumor is suspected.

3. One should not forget to examine the parotid duct opening onto the buccal
mucosa opposite the second upper molar tooth.

The Larynx and Trachea
Palpation of the external laryngeal skeleton is easily performed.

1. Feel for the trachea in the suprasternal notch and then follow it up to the
more prominent cricoid cartilage.
2. The cricothyroid membrane above this becomes obvious. This is an
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important landmark, as it is the site through which an emergency
cricothyrotomy is performed.

3. The thyroid cartilage is palpated, with the prominent thyroid notch being
obvious.

4. The hyoid bone is easily palpable just superior to the thyroid notch.

Other Structures

Once these major structures have been evaluated, the rest of the neck needs to
be assessed in an orderly manner. Knowledge of the anatomy of the skin and
subcutaneous tissue and the position of the underlying muscles, nerves, and blood
vessels is essential. In addition, one must never forget to evaluate the cervical spine
by palpation to determine whether there is a full range of movement without any
discomfort of limitation.

ASSESSMENT OF A NECK MASS
As one examines a mass in the neck, the following questions should be asked:
A. What structure is it arising from?
B. Is it a lymph node?
C. If not, is the mass arising from a normally occurring anatomic structure in the
area, for example, nerve, blood vessel, muscle?
D. Could it be arising from an abnormally occurring anatomic structure, for
example, a laryngocele, pharyngocele, branchial, cleft cyst, or cystic hygroma?

Once the anatomic site of origin has been established, the pathologic diagnosis
should be considered, i.e. is it congenital, inflammatory, traumatic, neoplastic,
degenerative, or idiopathic? Using this approach, very few masses will elude
diagnosis.

EXAMINATION OF THE ORAL CAVITY AND OROPHARYNX
General Principles

1. Often inadequately examined, with most clinicians being taught to insert a
tongue depressor blindly into the patient’s mouth and ask the patient to say
“ah,” which results in a glimpse of the oropharynx.

2. Patient is asked to remove all dentures, whether partial or complete. There
should be no exceptions to this rule in spite of the amazing reluctance of many
patients to comply with this request.

3. Have a systematic approach to the examination.

A. Lips
1. Regarded as part of the oral cavity.
2. Should first be inspected for any lesion, distortion or asymmetry of movement.
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3. Should be palpated between thumb and forefinger in order to detect any
submucosal masses that may not be visible.

B. Buccal Mucosa

1. Using two tongue blades, or one tongue blade and a gloved finger, the buccal
mucosa is examined first on one side, then the other.

2. The parotid duct openings are identified and saliva flow is determined by
massaging the parotid gland while observing the duct.

C._Teeth and Gingiva

1. The teeth and gingival should be inspected for any obvious abnormality.

2. If the gingival bleeds easily on palpation, the possibility of chronic infection
should be suspected.

3. The teeth should be tapped gently in order to determine whether this maneuver
elicits any pain indicative of underlying infection.

4. Perform a systematic examination of the dentition and supporting structures.

D._Floor of the Mouth

1. Ask the patient to elevate the tongue; the entire U-shaped area on the floor of the
mouth can be examined. Inspection reveals the frenulum in the midline, with the
openings of the submandibular ducts on either side. Pressure on the
submandibular glands will provoke a visible flow from these ducts.

2. The sublingual glands are visible beneath the mucosa. On the ventral surface of
the tongue submucosal varicosities are often found. A bony protuberance (torus
mandibularis) arising from the inner table of the mandible can achieve variable
size and is a common normal finding.

3. Bimanual palpation of the floor of the mouth will allow the submandibular
glands to be felt in their entirety.

E. Tongue
1. Consists of the base (posterior one-third) and the mobile portion (anterior

two-thirds).

2. Even with full protrusion, only the anterior two-thirds is clearly visible.

3. The tongue should be assessed both in its natural position in the mouth and
during protrusion.

4. One must not forget to inspect the ventral surface of the tongue.

5. Lesions of the base of the tongue may be suspected if the patient complains of
dysarthria or an inability to protrude the tongue fully.

6. The base of the tongue is best visualized using a mirror, but it can be palpated in
most individuals.

7. The circumvallate papillae between the base and anterior two-thirds of the
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tongue are often misinterpreted by both patients and physicians as representing
pathologic lesions.
8. Lingual tonsils may vary in size and may mimic malignancy.

F. Hard and Soft Palate

1. To examine the hard palate, the patient is asked to tilt the head backward.

2. A midline, bony exostosis (torus palatinus) is a frequent finding and may be
misdiagnosed as a tumor.

3. Soft palate can be inspected after depressing the tongue with a tongue blade. The
mobility of the palate can be assessed by getting the patient to say “ah.”
Asymmetry in movement should be looked for.

4. Junction of the hard and soft palates should be inspected and palpated, looking
for evidence of a submucous cleft. In this condition, the mucosa may look
normal, but a notch rather than the spine will be palpated along the posterior
aspect of the hard palate in the mid-line.

G._Oropharynx

1. The whole oropharynx, with the exception of the base of the tongue, can usually
be adequately visualized if the tongue is depressed. In performing this maneuver,
one must avoid placing the tongue blade too far posteriorly, as this will result in
gagging.

2. The area should be evaluated as a whole, looking for any obvious asymmetry
that may be due to a pathologic condition in the oropharynx proper or
parapharyngeal space, which will distort the oropharynx.

3. Tonsils should be assessed. They may vary considerably in size, particularly in
children, but are usually equal and symmetric.

4. If tonsils are asymmetrically enlarged, malignancy, particularly lymphoma,
needs to be excluded.

5. The tonsils may be hyperplastic and fill the oropharynx in young patients, but
tend to atrophy as the patient gets older.

6. Crypts in the tonsils are occasionally filled with debris, which may be
misinterpreted as an infectious membrane. This debris may, however, cause a
persistent sore throat or result in halitosis. Following tonsillectomy, there may
be significant distortion of the oropharynx with loss of the anterior and posterior
pillars and varying degrees of scarring.

7. Residual tonsillar tissue, following inadequate tonsillectomy, may be present
and can cause significant symptoms.

8. The posterior pharyngeal wall should be evaluated. Although overt postnasal
drip may be seen, more commonly lymphoid hyperplasia due to the drip may
manifest just in the posterior tonsil pillars (lateral pharyngeal bands). A granular
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pharyngitis across the posterior wall may be present and this is usually
indicative of mouth breathing or irritation, for example, from cigarette smoking.
9. The base of the tongue is best evaluated with a laryngeal mirror or palpation.

EVALUATION OF THE PARANASAL SINUSES

A. Although the paranasal sinuses are best evaluated radiographically, clinical
evaluation can give valuable information in determining the presence and type
of sinus disease.

B. Probably the best indicator of sinus disease is the status of the nasal mucosa,
which is obviously in continuity with the sinus mucosa and, therefore, will
reflect any disease process involving the sinus, for example, infection or allergy.
Examination of the middle meatus may reveal exudates discharging from the
sinus ostia, thereby suggesting the type of secretion in the sinus. Palpation of the
sinuses, particularly the frontal and maxillary ones, can be useful, with severe
tenderness being suggestive of an empyema of the sinus.

EXAMINATION OF THE EAR

Pinna:

» Always inspect the pinna and surrounding structures before looking in the
external ear with an otoscope.

» Low-slung ears, abnormal shaped pinna may indicate a congenital syndrome.

* Post-auricular swelling may indicate regional lymphadenitis or mastoiditis.

External Canal:

» There is never a need to insert the otoscope speculum deep into the canal. By
gently retracting the pinna posterosuperiorly, and adequate view of the ear
canal and tympanic membrane can be obtained with the tip of the speculum at
the external meatus.

* A tender canal to palpation or traction on the pinna is indicative of diffuse otitis
externa or a furuncle.

» Small exostoses are a common finding in the external canal and may obscure the
view of the tympanic membrane.

Middle Ear:

* The tympanic membrane is usually semi-transparent.

* Look for the cone-like light reflex from the tip of the malleus to the periphery.

* A retracted tympanic membrane or fluid filled middle ear is usually easily
apparent.

« If perforation is seen, one should note if it is a central or peripheral.

« If there is discharge emitting through the perforation, its consistency and color
should be noted.
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Ly 2 p A Hp|& 8 Physical Examination checklist

Cardiovascular Examination

Appropriate draping.

Assess rate of capillary refill
in the fingernails

B Report in terms of seconds

Auscultation for carotid
bruits

I Bilateral

Palpate the carotid pulses

B Character of the upstroke, pulse contour, and
any palpable vibration (thrill)

Inspection of the jugular
pulse.

B Appropriate positioning
Noting the wave form and measure the greatest
height in centimeters above thesternal angle
(JvD)
Test for abdominojugular reflux

Identify landmarks on the
anterior Chest

B Noting the expected locations of the heart
chambers, valves, and great vessels, any
deformities, scars or lesions

Inspect the chest for visible
impulses

B Describing their location in terms of intercostal
space and distance from the mid-sternal line.

Palpate the chest to locate

the apical impulse

B Describing its size (centimeters in diameter)
and location (intercostal space and distance
from mid-sternal line in centimeters). Noting
any double beat, or sustained pulse (heave)

any other impulses

B Investigating the suprasternal notch, left
sternal border, right and left second intercostal
spaces and epigastrium

Auscultation of the heart

B from the apex, across to the left sternal
border, up to the left second interspace, across
to the right second interspace, and in the left
axilla , using both bell and diaphragm

Listen to the first heart sound

B inall auscultatory areas for splitting, variation
with respiration, and intensity compared to S2

Listen to the second heart
sound

B inall auscultatory areas for splitting,
respiratory variation, and for the relative
intensity of the aortic and pulmonic
components
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Listen for gallops (S3, S4)

including with the patient rolled into the left
lateral decubitus position.
Noting the relative intensity with bell
and diaphragm

Listen for other sounds

B clicks, snaps, rubs

Listen for murmurs, and
characterize
them by the 7 critical criteria

B loudness, timing in the cardiac cycle,
variation in loudness, whether heard better with
bell or the diaphragm, location on chest where
heard best, radiation to neck or left axilla, and
respiratory variation

Chest examinations

Inspection
General appearance /
HEENT / Neck/ Extremities

B Normal speech: no disrupted speech

B Normal Breathing movement: no
thoraco-abdominal dissociation; Symmetric
expansion

B Normal Breathing pattern : No tachypnea, no
bradypnea, no hypopnea, no hyperpnea, no
Cheyne-Stokes breathing, no ataxic breathing,
no orthopnea, no pursed lip breathing

B Lip: no central cyanosis

B Nose: no nasal flaring

B No accessory muscle recruitment ( neck :
sternocleidomastoid and scalene muscle;
abdomen : abdominal oblique muscle)

B Tracheal position: No deviation ( lateral shift)

B Extremities: No clubbing fingers, No palm
erythema, no edema, no cyanosis

Inspection
Chest/Thorax / Breast

B Chest wall : No deformities ( Barrel chest ,
Funnel chest, Pigeon chest, scoliosis, kyphosis );
No local tenderness; No subcutaneous
emphysema; No local bulge of chest wall

Bl Breast : Symmetry, no edema, no skin retraction,
no nipple retraction, no mass, no tenderness

Auscultation of the Chest

B Breathing sound: all clear ( tracheal sound,
bronchial sound, bronchovesicular sound,
vesicular sound) , no stridor, no crackles (coarse
or fine, diffuse or localized, all respiratory phase
or expiratory only), no wheezes
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B Tactile fremitus (no egophony; E turn into A)
B No pleural rub

Percussion of the Chest

Il Normal resonance
( no hyperresonance, no tympany, no dullness, no
flatness)

Palpation of the Chest

B Detecting masses/lymphadenopathy
I Muscular resistance and areas of tenderness

Gastroenterological examinations

Inspection

B Scleral icterus
B Conjunctiva color
B Spider angioma
B Palmar erythema
B Gynectomastia
B Surface characteristics (abdomen)
Color, venous return, nodules/lesions, scars
B Contour (abdomen)
Il Abdominal movement

Auscultation of the abdomen

B Bowel sounds: use diaphragm of a warm
stethoscope
B Vascular sounds: use bell of the stethoscope

Percussion of the abdomen

B Liverspan
B Spleen span
B Shifting dullness (ascites)

Palpation of the abdomen

B Assessing liver and spleen
B Detecting masses/lymphadenopathy
B Muscular resistance and areas of tenderness

Hepatic encephalopathy

B Conscious disturbance

B Flapping tremor (asterixis)

B Constructional apraxia

B \Writing difficulty

Serial seven subtraction test
Reitan number connection test

Abdominal sign

Blumberg
Cullen

Grey Turner
McBurney
Murphy
Obturator
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Bl Psoas
B Rovsing

Digital examination

Nephrology examination

HEENT

Eye: look for pale conjunctiva
Neck: observe for jugular vein engorgement

Chest

Observe for breathing pattern
Auscultation for abnormal breathing sound
(crackles, wheeze)

Heart

Palpation for heave
Percussion for cardiomegaly
Listen for S1,S2 and gallops (S3, S4)

Inspect the abdomen

note the usual locations of the following organs
right upper guadrant
right kidney
left upper quadrant
left kidney
midline
bladder

Examine the skin

Evidence of scars, skin turgor and skin lesions
(herpes zoster)

Observe the abdominal
contour

Looking for evidence of distention, asymmetry,
masses

Auscultation of the abdomen

Listen for bowel sounds, and
Bruits ( epigastric, costovertebral (CV) angles,
periumbilical and inguinal)

Percussion of the
abdomen/back

CV angle tenderness.

A gentle tap is usually plenty to elicit an
inflamed kidney. The CV angle is usually
examined at the same time as the chest, with
the patient is seated.

Palpation of the abdomen

superficial masses
the bladder
the right/left kidneys

Assessing for lower leg
pitting edema

Grade 1-4 (2mm-8mm)

Record the results of your
examination
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Hema-oncology examination

B HEENT B Eye: Pale conjunctiva
B |[cteric sclera
B Oral cavity: Glossitis
® Candidiasis
® Gum hypertrophy

B Chest B Sternal tenderness

B Lymph node B | ocation:

B Palpation of peripheral B Neck, infra-clavicular, axillary, pre-trochlear,

lymphadenopathy inguinal, femoral and popliteal area
B Describe the location, size, number,
consistency, movability and tender of the
palpable lymph nodes
M Abdomen B Liver: Hepatomegaly
B Spleen: splenomegaly

B Examine the skin B Bleeding signs
B Petechiae
B Ecchymosis
B Purpura
B Hematoma

B Nutrition deficiency anemia

B Nail: irregularity of nail border (fragile)
Concave of nail bed (Spoon nail)

B Hair color (nature color discoloration)

B Abnormal visible tumor | B Describe the location, size, consistency,
movability, tender and appearance (ex.
necrosis, touching bleeding, discharge ...et al.)

B Record the results of

your examination

Rheumatology examinations

General Identification of arthritis and distinction of tendinitis/fasciitis
Inspection Rheumatoid nodule

Assessment of joint range of motion and muscle power
Assessment for tender and swollen joint counts for
rheumatoid arthritis (DAS28)

Hand Allen’s Test
Vascular sounds: use bell of the stethoscope

Finkelstein’s test
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Carpal lift sign
Herberdan’s and Bouchard’s nodes
Hand squeeze test

Shoulder Impingement sign
Mazion’s maneuver
Dugas’ test

Elbow Olecrenon bursitis

Knee Varus and valgus tests
Anterior and posterior drawer sign

Back Schober’s test
Spine lordosis assessment

Foot Tophus deposition
Sausage toe/finger

Skin Malar rash
Discoid rash

Heliotrope sign

Gottron sign

Skin vaculitis

Psoriasis

Keratoderma blenorrhagica
Scleroderma

Metabolism/Endocrinology examination

DM foot examination

Sensory peripheral neurophaty | B Vibration abnormality
R EA S KT B  Monofilament test abnormality
Motor peripheral neuropathy/ B Hammer toes
structural abnormalities B Claw toes/Prominent metatarsal heads
R R R B Hallux valgus

B Charcot foot
Autonomic neuropathy B Skin dry/scaly/stiff/fissures
R B  Onychomycosis
Peripheral Arterial Ischemia/ B |ower extremity pulsation evaluation:
Circulation Assessment dorsalis pedis/ medial malleus/ posterior
CR 3 AR R TR R tibialis /femoral

B Cyanotic change

B Gangrene (dry/wet)

64




Infection assessment

Erythematous change
Local heat

Local swelling
Tenderness

Pus/abscess formation
Cripitus

Bullae/Bilster formation

Diabetic Foot Classification (Wagner system)

Grade | &
0 BB e A3 (7 B HEFVARFHERY ) afp
RS Ly s B RN 2 Y|
o | B EEIE A v AR g R S R
w2
3 | ERavER 0 & EEE - F R & M & o & (joint sepsis)
4 | RIReugop o & 70 e agrs 8 gl
5 |uwiFdfp ¢ 3 EBW

Cushing’s syndrome/ Cushing’s disease

Cushing appearance

Loss of scalp hair
Moon face
Plethoric face
Facial hirsutism/pigmentation/acne
Buffalo hump
Central obesity, thinning of limbs
Abdominal/thigh purple striae
paper-thin skin
Proximal muscle wasting and weakness
skin ecchymosis or ulceration
Edema
Hypertension
Evidence of (rheumatoid) arthritis treated with
steroids
Personality change (Depression or psychosis)
Polyuria, polydipsia
Other informations from History:
Amenorrhea
Medication (include herb/% ; %) usage
Increased body weight
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Thyroid Physical examination

Inspection

Always offer the patient a glass of water. You should
inspect while the patient is at rest as well as when
they take a drink of water. The thyroid gland
should move with swallowing.

You should first make out the classic landmarks:
thyroid cartilage, cricoid ring and the two heads of
the sternocleidomastoid.

The thyroid isthmus should lie right on top of the
cricoid ring or just beneath it. When you inspect,
you are observing the overall size of the thyroid
and whether there is any asymmetry or masses.

Palpation

You should palpate each lobe at rest as well as when
the patient swallows. You are palpating for the
overall size of the thyroid, the texture, tenderness,
for nodularity and nodular size.

Chart Record checklist
about thyroid and neck

Goiter size

Goiter texture: elastic/soft/firm/stony hard
Nodule: Y/N

Number: multiple or n (=»make a sketch)
Consistency: elastic/soft/firm/stony hard
Tenderness: Y/N

Above cover skin: normal/erythematous/petechia/
ecchymosis/wound

Neck Lymphadenopathy: N/Y=»number, level,
fixed/movable, size, tenderness

Thyroid disease
associated other
physical examination

Vital sign check pulse (tachycardia? Sweating?)
Body Height

Body Weight

General appearance: anxious/slow response
Eye: Stare: Y/N

Lid Lag: Y/N

Exophthalmos(proptosis): Y/N

Extremity: Hand fine tremor: Y/N
Onycholysis: Y/N

Clubbing finger: Y/N

Pretibial Myxedema: Y/N

Generalized Skin: moist/hot/cold
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Acromegaly examination

Local tumor effects

Visual-field defects
Cranial-nerve palsy, ocular palsy
Headache

Somatic systems

Acral enlargement : such as Large nose, large
tongue, large(broad) hands, large(broad) feet

Prominent supraorbital ridges, thick skin

Gigantism

Prominent supraorbital ridges

Jaw prognathism or jaw malocclusion/separation of
teeth

Arthralgias and arthritis

Carpal tunnel syndrome

Acroparesthesia

Proximal myopathy

Hypertrophy of frontal bones

Skin and
gastrointestinal system

Hyperhidrosis
Oily texture
Skin tags
Colon polyps

Cardiovascular system

Hypertension
Congestive heart failure
Valvular heart disease
Arrhythmia

Visceromegaly

Tongue
Thyroid gland
Liver

Spleen
Kidney
Prostate

Endocrine and
metabolic systems

Menstrual abnormalities

Galactorrhea

Decreased libido or impotence

Impaired glucose tolerance/ Hyperinsulinemia/
Diabetes mellitus

Checklist of Neurologic examination

Maneuver

What is tested  |Record of performance

Visual acuity: Snellen eye chart,

CN I B Right Wl Left
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Counting fingers, Hand
movement, Finger movement,

Light sense
Fundus CN I B Right [l Left
Visual field by confrontation CN I B Right Il Left
Light reflex CNs Il & Il B Right Il Left
Eye of movement & convergence (CNs I, IV & VI |l Both eyes [l6 directions
Corneal reflex CNsV & VII B Right Il Left
Close eyes CN VII B VYes
Show teeth, smile & whistle CN VII B VYes
Weber, Rinne, rubbing finger, CN VI B Right Il Left
whisper, watch
Nystamus CN VIII B 5 directions
Open mouth, say “ah”, watch CNsIX & X B Yes
palate
Gag reflex CNs IX & X B Right [l Left
Shrug shoulders, turn head CN XI B Right Il Left
Stick out tongue CN XII B Yes
Arms out with eyes closed (drift) |Corticospinal B Yes
tracts
Finger-nose-finger, eyes closed  |Cerebellum, B Right Wl Left
proprioception
Finger-nose-finger, eyes open Cerebellum B Right Il Left
Spread fingers against resistance |Corticospinal B Right Wl Left
tracts
Snap fingers, rapid tapping Corticospinal B Right Wl Left
movements tracts
Deep tendon reflexes, 4 limbs, Corticospinal Bl Right I Left W Jaw
jaw jerk tracts Il Biceps M Brachioradialis

B Triceps I Knee Il Ankle

Hoffman reflex Corticospinal B Right Il Left
tracts

Babinski‘s sign Corticospinal B Right Wl Left
tracts

Heel-knee-shin Cerebellar system |l Right [l Left

Cotton touch: face, hands, feet Spinothalamic B Right Wl Left
tracts

Pinprick sensation: face, hands, |Spinothalamic B Right Il Left
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feet tracts
Vibration sense, 128 Hz tuning  |Posterior columns |l Right [l Left
fork: face, hands, feet
Joint position, hands and feet Posterior columns |l Right [l Left
Station and posture Multiple systems |l Yes
Walk, turn, armswing Multiple systems |l Yes
Tandem gait (heel-to-toe) Cerebellar system |l Yes
Deep knee bend (Squatting) Proximal motor |l Yes
strength
Walk on heels Distal motor B VYes
strength
Walk on toes Distal motor B Yes
strength
Hop on each foot Corticospinal B Yes
tracts
Balance on each foot Multiple systems |l Right [l Left
Tap toes with heel fixed on floor |Corticospinal B Right Il Left
tracts
Tap heels with ankles dorsiflexed |Cerebellar system |l Right [ Left
Romberg maneuver Posterior columns |l Yes
Check muscle tone, hands and feet|Motor system B Right Il Left
Patient protection while patient  |Preventing falling (Il Yes
away from the chair or bed down, quality
Record of neurological findings  |Written training of |l Complete
record

CN = Cranial nerve.

Dermatology examinations

Skin B Color
Inspection B Erythema, purpura, pigmentation, depigmentation, jaundice,
carotenemia
B Moisture
B Dryness, sweating, oiliness
M Texture
B Roughness, smoothness
B | esion
B Type
® Primary lesions
v’ Macule, patch, papule, nodule, cyst, plaque,

69




wheal, blister (vesicle, bulla), pustule, purpura
(petechia, ecchymosis), telangiectasia
@ Secondary lesion
v’ Erosion, ulcer, excoriation, scar, desquamation/
scaling, fissure, curst, lichenification
@ Special lesion
v’ Comedo, milium, burrow
B Shape/Arrangement of lesions
@ Annular, arcuate, circinate, confluent, discoid, grouped,
linear, reticulated, serpiginous, zosteriform
M Distribution over the body
@ Extent
v’ Localized, generalized, universal, disseminated,
dermatomal, sun-exposed, sun-protected
@® | ocation
Size

Skin
Palpitation

Consistency

B Soft, elastic, hard, firm, infiltrated, mobile, tender
Temperature

B \Warm, cold

Hair

Quantity
M Alopecia
® [ ocalized, diffuse
@® Scarring, non-scarring
B Hirsutism
B Distribution
B Localized, diffuse, patchy, universal
M Texture
B Coarse, fine

Nail

B Paronychia, clubbing, onycholysis, leukonychia, pitting,
oily spot, splinter hemorrhage, subungual hyperkeratosis

B Transverse white band (Mee’s line)

B Transverse linear depression (Beau’s line)

Eye Examination

Vision

B Distance visual acuity(Landolt C Chart)
B Near visual acuity (Rosenbaum pocket vision screener)
Il Color vision

Intraocular pressure | [l Air puft Tonometer
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Il Tonopen

Eye position and
ocular motility

B Light reflex to check Esotropia, Exotropia
B Elevation, depression, abduction/ adduction

External eye

B Look for ptosis, lagophthalmos retraction of eyelids
B Palpation for eyelid mass
B Enophthalmos or Exophthalmos

Pupil function

B Direct light reflex

B Indirect light reflex

B Pupil size (mm)

B Shape of pupil round, irregular, posterior synechiae

Slit lamp

B Cornea- epithelial defect/foreign body/scar
B Anterior chamber- Depth/hyphema/hypopyon

Direct Fundoscopy

B Optic disc- cupping, margin
B Macula-normal hemorrhages, exudates
B Retinal vessels

B caliber

B occlusions

Visual field

Il Confrontation test

Urological Examination

Inspection

B Signs of distress

General appearance /HEENT B Mood

Examination of the abdomen B Scars/ Hernia / Mass?

Kidney B Bimanual palpation/ abdominal pain/ tender
Bladder flanks ?
Groin B Distended urinary bladder ?
B Inguinal lymphadenopathy?
Examination of the penis B Retraction of the prepuce? phimosis/
Prepuce paraphimosis?
Glans B Frenulum breve?
Penile shaft B Hypospadia?

B Genital ulcers? hygiene? tumor?
B Induration or angulation of the penile shaft ?

Examination of the testes and | [l Testicular size/ position? Palpable mass or

scrotum
Testes
Inguinal canal
Spermatic cord
Scrotal skin

enlargement?
B Palpable vas deferens?
B Varicocele in supine or upright position?
B Edema/ redness /wound/ necrosis?
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http://www.urology-textbook.com/groin-lumps.html
http://www.urology-textbook.com/penis-anatomy.html#foreskin
http://www.urology-textbook.com/phimosis.html
http://www.urology-textbook.com/frenulum-breve.html
http://www.urology-textbook.com/hypospadias.html
http://www.urology-textbook.com/genital-ulcer.html
http://www.urology-textbook.com/peyronies-disease.html
http://www.urology-textbook.com/testis-anatomy.html#vas_deferens

Digital Rectal Examination

B Hemorrhoids? Scaring? Anal fissure?

(DRE) Sphincter tone?
Anus B Rectal tumor? Blood on the glove?
Rectum B Prostate size? Consistency? Indurated
Prostate nodules? Tenderness? Fluctuations?
Pelvic Examination B Position of the meatus
Urethra B Indurations? Tumor?
Vulva B Cystocele or rectocele ?
Vagina B Urine leak under Valsalva?

[l Pattern of body hair?

Examination of Extremities

B Skin turgor /lower leg pitting edema? bilateral
or unilateral?

Gynecology Examination

Inspect the vulva and
perineum

M | ooking for evidence of lesions

B Vulva: Condyloma, Bartholin’s cyst,...

B Urethra orifice: Caruncle, Urethral prolapse,...
B Perineum

B Anus: Hemorrhoid,. ..

Examine the external
genitalia

(Vagianl speculum
examination)

M | ooking for evidence of lesions

M Vagina: Condyloma, Cystocele, Rectocele,
Leukorrhea,...

B Cervix: Polyps, Nabothin cyst, Erosion, Uterine
prolapse,...

Examine the internal
genitalia
(Bimanual examination)

B Palpation for evidence of lesions

B Uterus: myomas or masses,...

B Bilateral adnexa: ovarian tumor,. ..

M Cul-de sac: nodularity,...

M Lifting the cervix for evidence of pelvic
inflammatory disease

Otolaryngology-Head and Neck Examination

Examination of the ear

B Check the gross appearance of the auricle and
surrounding soft tissue

B The use of otoscopy, describe the external
auditory canal condition, the appearance of
tympanic membrane

B ook for the cone-like light reflex from the tip of
the malleus to the periphery

72




B Note if there is a central or peripheral perforation

Examination of the nose

B Check the gross appearance of the nose

B use anterior rhinoscopy, describe the appearance
of nasal septum, inferior turbinates

B use the mirror to check the nasopharynx

Examination of the
paranasal sinuses

M Do local treatment for mucosal shrinkage
B Examination of the middle meatus
B Palpation of the sinuses

Examination of the
oropharynx and oral cavity

Lips

M inspected for any lesion, distortion or asymmetry
of movement.

M palpation between thumb and forefinger in order
to detect any submucosal masses

Buccal mucosa

B examined first on one side, then the other

B retromolar and buccogingival region should be
included

Teeth and gingiva

M inspection and palpation. Perform a systematic
examination of the dentition and supporting
structures.

Floor of the mouth

B clevate the tongue then inspection

B Bimanual palpation of the floor of the mouth will
allow the submandibular glands to be felt in their
entirety.

Tongue

B The tongue should be assessed both in its natural
position in the mouth and during protrusion

B inspect and palpate the ventral surface and base
of the tongu

Hard and Soft Palate
B Soft palate can be inspected after depressing the
tongue with a tongue blade

Oropharynx
B The whole oropharynx can usually be adequately
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visualized if the tongue is depressed
M assess bilateral tonsils
M cvaluate the posterior pharyngeal wall

Examination of the larynx

B after traction the patient's tongue, use mirror the
observe the hypopharynx and larynx

B Note the movement of bilateral vocal cords

B Observation if there is nodule, polyp, or cyst
over vocal cord.

Examination of the neck

B Inspection

B Palpation: A systematic approach is necessary in
order to avoid missing any pathologic findings (from
level | to level VI)

B The site, size, number, and consistency of the neck
mass should be noted and recorded.

Examination of the major
salivary glands

M bimanual palpation
M Intraoral inspection and palpation
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BEER T F

EAFERAT AR Dripg/Drs A

P
e

pH. & 3 P

— A F#L:(General Data)

S A 2 N MR

g

¥&4F] Married or single or divorced

aE

HE L

7ok sk Ik According to patient himself or family (who?)

CHIEF COMPLAINT:
s AVRGFER Y EKREER 2 &% p i (date)
y EEHJY'A@.E *ALE S
|: RUQ pain and fever for 3 days
Chest tightness and palpitation since 6/10, 730pm (Bad example)
—-> Chest tightness and palpitation for 1 hour

PRESENT ILLNESS:
MEREZ
1. &gt =x i fxy B < past illnesses & previous hospitalizations 7 & * » % - £
= 12 chief complaint 5 # < 5§ % Suerd#s- £ 38 B RE ~ AP Rk 2 Iﬁﬁiﬁ‘ﬁvﬁ‘z
R R B RE SRR LAEZ TR o
g % ¥ 12 LQQOPERA # if
(1) =% (Location) : % %4+ (localized) ~ i £ (diffuse) ~ # =4+ (migratory) ~ =z
&+i4 (radiation) & %
(2) 278 (Quality) :  #15 (needling) ~ 441 (sharp pain) ~ %% (dull ache) ~ J&:é 4
(oppressive) ~ ¥t % &0 (excruciating) % %
(3) FrrE/pF4p (Quantity) @ # 4|+ (persistent) ~ F¥ 2+ (intermittent): # 47 & - ¥ = 3
FREm TR
4) i:pfa;r#% (Onset mode) : 42 &1+ (abrupt) ~ % 7% (sudden) -~ %4+ (insidious)
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(5) HH ~# % F1Z (Precipitating factors)
(6) 4 £ F]% (Exaggerating factors)

(7) ¥ 7372 (Relieving factors)

(8) #&g 1% (Accompanying symptoms)

2. % - KRR FEN IR aER B YT (Your differential diagnosis) > 7 784 & 3%
(negative findings) frafrig s &t e b A 8 %2 5% F &> v fg
Tfﬁ" B ETY W R - R%Eﬁ-aap’% m PR A~ R? blder BoE aid

3% & > UGI bleeding with postural dizziness or fainting etc.,

3. B fd— BRI it e pRAF 2 0t g5 (Concurrent diseases) » fo i 37 #7383 19 3

S ETE M 0 - 3 N IR 42 (Co-morbidity) o
[l

This 46-year-old woman has a history of diabetes mellitus and stroke with
left-sided weakness, and has been taking medication for 10 years as doctor’s
prescription. She has suffered from flatulence and epigastric distress sometimes
accompanied by mild fever since January 23, 2007. Her distress was often
precipitated by fatty foods or eggs with accompanying right upper quadrant pain
lasting several minutes sometimes. The distress or pain could refer to the
homolateral infraclavicular region accompanied by vomiting and prostration. Three
days before entry to our ER, a sharp, knife-like pain burst abruptly in the right
upper quadrant region about one hour after taking fried rough food. The colic
lasted about 20 minutes and vanished spontaneously then relapsed twice with
spiking fever, chills and radiation to the infrascapular area upward.

She was admitted to a local hospital and received some blood tests and
radiological examination. With the impression of acute cholecystitis, she received
IV fluid supplement and pain control, but her symptoms were not relieved. She
was then transferred to our ER as family requested. In our ER, physical
examinations revealed RUQ tenderness with positive Murphy’s sign. Laboratory
findings revealed leuokocytosis and slightly elevated liver enzymes (AST ?? U/L
AIK-P ?? U/L). Total bilirubin was within normal limit. Sonography disclosed
multiple gallstones, distended gallbladder and wall thickening. The common bile
duct and intrahepatic duct were not dilated. Under the impression of gallstones
with acute cholecystitis, she was admitted to GI ward for continuing the antibiotic
treatment and observe if the progression will need surgical intervention.
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Throughout the whole course of present illness, there were fever, nausea,
vomiting and abdominal fullness, but no tea-colored urine.

PAST HISTORY:

1. DM [* % ~ Bl ~ BT BT~ F P o s 5 0]

2. Hypertension [* # ~ i g~ B2 3 B 7~ T p w BRiI=4]> 5 5] or other
cardiovascular disorders[ * # ~ if Bilr st ~ H2_F H 2]

Denied history of pulmonary TB, COPD or other pulmonary diseases

Denied history of liver diseases.

Denied history of surgery

Previous operations: [ %7 ~ £ jir & fL2 £ jiFp B ~ Fu#f]

W4 g &I 54> ¢ 3 active fr inactive problems o ar%ﬁfiﬁ.ﬁ_:lﬁa g j M
24 LI/ R AR Y Ao

o ok w

PERSONAL HISTORY:

1. Denied history of smoking :

2. Denied history of alcohol drinking

3. Denied history of allergy to food or drugs
4. B (AT IH®?)

5. B Fff 2!

FAMILY HISTORY :

DO NOT USE “Non-contributory”, “Nil” or “Nothing particular”

72E R B EE 7 = L arpedigree tree © 7 & 2 # non-contributory » ¥ B] ) g2
Ji AR LERA o LR G ATEDTR B -

REVIEW OF SYSTEM:

G - B A RBETORT T RL 2L FREY kTR oo
b RL R § BIRrL SRR B sk o YR R BT i ¥
fLErA g dded frP? 45 )t v 5 45 d Review of Systems (ROS) 4 ¢ - — #-
R T T e AR 2R R . ;ﬁ A RGRA PR T R
LRE - ﬁ«f«ﬁﬁﬁﬁﬁ%%ka%%iﬁw\%%~£%%ﬁagg

BRI

GAKTE 5 AT FI R SHII K R T R R AR &

h}\:\

w m
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5’;%,% AR A TR ATRER A > T e B e BEATORT
& o % I 3| positive findings «& Jf3f B B gk DI DN~ BERF S ME R R
B, E

[0l 1
General
Consciousness (Drowsy) E2V2M4 - & ) Drowsy ¢t positive finding # if
‘edy it H Comascale; *»3z7 ¥ H 2 Consciousness (+) or (-) # 7+ 7 #&!!
Dehydration (Yes) Dry tongue and poor skin turgor % 1% 32 Dehydration
S

<review of system> &
1. General :
weakness:(no), fatigue:(no), anorexia:(no), fever:(no), insomnia:(no)
2. Integument (skin, hair and nails) :
changes in color:(no), pruritus:(no), rash:(no), hair loss:(no)
3. HEENT :
a. Head - headache:(no), dizziness:(no), vertigo:(no)
b. Eyes - visual acuity:(normal), color vision:(normal), corrective lenses: (yes),
photophobia:(no), diplopia:(no), pain:(no)
c. Ears - pain:(no), discharge:(no), hearing loss:(no), tinnitus:(no)
d. Nose - epistaxis:(no), discharge:(no), stuffiness:(no), sense of smell: (normal)
e. Throat - status of teeth:(normal), gums:(normal), dentures:(no), taste:
(normal), soreness:(no), hoarseness:(no), lump:(no)
4. Respiratory : cough:(no), sputum:(no), hemoptysis:(no), wheezing:(no),
dyspnea:(no)
5. CV : edema:(no), chest distress:(no), chest pain:(no), palpitation:(no)
intermittent claudication:(no), cold limbs:(no), cyanosis:(no)
6. Gl : dysphagia:(no), nausea:(no), vomiting:(no), abdominal distress/pain: (no),
change in bowel habit:(no), hematemesis:(no), melena:(no), bloody stool:(no)
7. GU : urinary frequency:(no), hesitancy:(no), urgency:(no), dribbling:(no),
incontinence:(no), dysuria:(no), hematuria:(no), nocturia:(no), polyuria:(no),
impotence:(no);
8. Metabolic and endocrine : growth:(fair), development:(normal), weight
change:(no), heat/cold intolerance:(no), nervousness:(no), sweating:(no),
polydipsia:(no)
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9. Hematotologic: anemia:(no), easy brusity or bleeding:(no), lymphadenopathy:
(no), transfusions:(no)

10. Neuropsychiatry : dizziness:(no), syncope:(no), seizure:(no), speech
disturbance:(no), loss of sensation:(no), paresthesia:(no), ataxia:(no), weakness
or paralysis: (no), tremor:(no), anxiety:(no), depression:(no), irritablility:(no)

11. Musculoskeletal : joint pain:(no), stiffness:(no), limitation of motion: (no),
muscular weakenss:(no), muscle wasting:(no)

PHYSICAL EXAMINATIONS:

L LA "R EE R A7

2. AT FEBVRE LG NS B EEP EED NI E 47, Ex, Pitting
edema (+) or (++), Gr. 11/VI Pansystolic murmur over left lower sternal border
with radiating to left axilla

<PE> § i

GENERAL APPEARANCE:
Fair looking

CONSCIOUSNESS:
Clear, EAV5M6

HEENT:
Sclerae: NOT icteric
Conjunctivae: NOT pale
Oral cavity : Intact oral mucosa
NORMAL tongue appearance
Throat NOT injected

NECK:
Supple
No jugular vein engorgement
Trachea NOT deviated
No lymphadenopathy
Carotid Pulse:
Amplitude: NORMAL
Rhythm: regular
Rate: equal TO heart rate
Bruits: no
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CHEST:

Breath pattern: smooth, Bilateral symmetric expansion

No USE OF accessory muscles

Breathing sound:bilateral clear AND symmetric breathing sound
Wheezing: No wheezing
Crackles: No basal crackles

Palpation.NORMAL

Percussion:bilateral symmetric normonoresonance

No sternal tenderness

Lung-Liver border: Anteriorly over __intercostal SPACE, Posteriorly
over __intercostal SPACE
HEART:

Regular heart beat without audible murmur
S1,S2 normal; No audible S3; No audible S4
Palpable PMI __cm over __th intercostal SPACE OF left-mid-clavicular line
Heave: no
ABDOMEN:
Soft AND flat, No superficial vein engorgement
No umbilicus herniation
Liver AND spleen NOT palpable
No shifting dullness
No tenderness; No rebounding pain
No muscle guarding
No Murphy's SIGN
Bowel sound: normoactive
No visible spider angioma
BACK:
No knocking pain over bilateral flank area
EXTREMITIES:
No joint deformity
Freely movable
No pitting edema
Peripheral pulse: symmetric
SKIN:
No petechiae OR ecchymosis
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No abnormal skin rash

Laboratory Findings: (&2 & ¥ =& B)
SRz F M AR E Hi & FTR(F 45, Cultures, L AFFEHE, blir
KUB, Sonography of abdomen, abdominal CT scan) & ¢ Fu4p B 7

IMPRESSION: (% %)
‘”Tpﬂ#”ﬁiﬁuxﬂuép/%‘llﬁ‘ﬁﬂ J—milj“" » TP @ 3EiEd £ R AP e
Poofs o B factive fhp ot BOAEEE A w223 & fUinactivesr problems
PHHEL o
¥ %725 5 etiological diagnosis # iz » H =t &_anatomical diagnosis, symptomatic
diagnosis & & & # d. o e -

® Duodenal ulcer—anatomical diagnosis

® NSAID induced ulcer—etiological diagnosis

® Abdominal pain, caused to be determined—symptomatic diagnosis

PLANS

nERE ;C%%fr& ¥
e 'I%E’}Lm /* B G e ik s AR
JETE) © Ar » Jf}?ﬁé R E ik

[e]
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[ Admission Note] % B # *
i gy A E

[ Admission Note}

e T A T 5. e hApy
rREH

— 4 F#L ¢ (General Data)
W]
5T
ES o

=i #% . (Chief Complaint)

F g - (Present Iliness)

#4 p5 ¢ - (Past History)

BLApE - (Personal History)
Allergy :
Smoking :
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Alcohol :
Betalnut :
*RR TR B

RS K P B

7% ¢ . (Family History)

A S (Review of System)

1. General :
weakness: , fatigue:  , anorexia:  , fever: , insomnia:
2. Integument (skin, hair and nails) :
changes in color:  , pruritus:  ,rash: , hair loss:
3. HEENT :
a. Head - headache: , dizziness: , vertigo:
b. Eyes - visual acuity:  , color vision: , corrective lenses:  ,photophobia: , diplopia:
c. Ears - pain: , discharge: , hearing loss: , tinnitus:
d. Nose - epistaxis:  , discharge: , stuffiness: , sense of smell:
e. Throat - status of teeth: ~ ,gums: , dentures:  ,taste:  ,soreness: , hoarseness:

4. [Respiratory System]

cough: ,sputum: , hemoptysis: , wheezing: ,dyspnea:
5. [Cardiovascular System]

edema: |, chestdistress: , chest pain: , palpitation:

intermittent claudication: , cold limbs: , Cyanosis:
6. [Gastrointestinal System]

dysphagia: , nausea: ,vomiting: , abdominal distress/pain:

change in bowel habit: , hematemesis: , melena: , bloody stool:

7. [Genito-Urinary System]

urinary frequency: , hesitancy: ,urgency: ,dribbling: ,incontinence:
dysuria:  , hematuria:  , nocturia: , polyuria: ,impotence:

8. [ Metabolic and endocrine)

growth: , development: , weight change: , heat/cold intolerance:
nervousness: ,sweating: ,polydipsia:

9. [Hematotologic]

anemia: , easy brusity or bleeding: ,lymphadenopathy: , transfusions:
10. [ Neuropsychiatry])

dizziness: , syncope: ,seizure: , speech disturbance: , loss of sensation:

paresthesia: , ataxia: , weakness or paralysis: , tremor: , anxiety:
11. [ Musculoskeletal )
jointpain: , stiffness: , limitation of motion: ,muscular weakenss: , muscle wasting:
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® &4 2z . (Physical Examination)
BP : /mmHg P: /min R: /min T: °C

T E

cm

BE -

kg BMI :

BARFTR
[ General Appearance])
[ Consciousness)
[HEENT)
[ Neck])
[ Chest)
[ Heart)
[ Abdomen)
[ Back])
[ Extremities)
[Skin]

[ Neurologic examination]

7% % # 2 - (Laboratory Findings)

74 & % © (Impression)

/27§ - (Plan)
Diagnostic :

Therapeutic :
Patient Education :

Measurable goals:
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Jp b9k £ Case presentation

New case presentation should include the following
(34 items in less than 5 minutes)
Evidence-based Medicine by Sacket DL, et al p34

Surname
age
gender
occupation
when admitted
The Chief Complaint that led to admission
where in the body it’s located
quality
quantity, intensity, and degree of impairment
. chronology: when it began, constant/episodic, progressive
. Is setting: under what circumstances did it occur
. any aggravating or alleviating factors
13. any associated symptoms
14.Whether a similar complaint had happened previously, if so:
15. how it was investigated
16. what the patient was told about its cause
17. how the patient has been treated for it.
18.Pertinent past history of other conditions that are either of prognostic
significance or would affect the evaluation of treatment of the chief complaints
19. And how those other conditions have been treated.
20.Family history, if pertinent to chief complaint or hospital care.
21.Social history if pertinent to chief complaint or hospital care
22.Their:
e ideas (what they think is wrong with them)
e concerns (about their illness, and other issues)
e expectations (of what’s going to happen to and for them)
23.Their condition on admission:
e Acutely and/or chronically ill
e severity
e requesting what sort of help.
24.The pertinent physical findings on admission.
25.The pertinent diagnostic test results.

©ooNo Ok WD

el
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26.Your concise, one-sentence problem synthesis.

27.What you think the most likely diagnosis is

28.And the other items in your differential diagnosis

29.Any further diagnostic studies you plan to carry out.

30.Your estimate of the patient’s prognosis

31.Your treatment plans

32.How will you monitor the treatment?

33.And what will you do if the patient doesn’t respond to treatment?

34.The educational prescription you would like to write for yourself in order to
better understand the patient’s pathophysiology, clinical findings, differential
diagnosis, diagnosis, prognosis, therapy, prevention or other issue in order to
become a better clinician

Presentation of an “old” case for “follow-up” rounds
(20 items in 2 minutes)
Evidence-based Medicine by Sackett DL p187

The patient’s surname

The age

gender

occupation / social role

When admitted

Chief complaint that led directly to admission

The number of active problems at the present time.  For each active

problem (which may be a symptom, sign, event, diagnosis, injury,

psychological state, or social predicament, etc.)

8. The most important symptom, if any

9. The most important Sign, if any

10.The result of diagnosis or other investigations

11.The explanation for the problem (Diagnosis or state)

12.The treatment plan instituted for the problem

13.The response to the treatment

14.The future plans for managing this problem.

15.Repeat 8 to 14 for each active problem

16.Your plans for discharge, post-hospital care and follow-up

17.Whether you’ve filled the educational prescription that you requested when this

patient was admitted (in order to better understand the patient’s

pathophysiology, clinical findings, diagnosis, prognosis, therapy, prevention of
88
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recurrence, quality of care or other important issue in order to become a better
clinician).  If so:
18.How you found the relevant evidence
19.What you found. The clinical bottom line derived from that evidence.
20.Your critical appraisal of that evidence for its validity and applicability
21.How that critically appraised evidence will alter your care of that (or the next
similar) patient.  If not, when you are going to fill it?

Example of “follow-up” case presentation

Mr./Mrs./ Dr. 1111, is a 2222 year-old 3333, 4444 who was admitted on 5555
with the chief complaint of 6666.

The patient has 7777 active problems.

The first active problem is ----------- . Itis characterized by 8888 and 9999 and
we performed a --------- which revealed 101010. We decided that the cause for
this problem was 11, 11, 11 and we started 12, 12, 12 to which he/she responded
with 13,13,13. We plan to 14,14,14,

The second/third/fourth active problem is ---------- . (repeat 8-14)

At the time of his/her admission, I didn’t understand ----- as well as I’d like to and
| requested an education Rx to answer the question:  ---------------

| found the relevant evidence by 17,17,17, and its clinical bottom line is 18,18,18.
| believe that this bottom line is not valid because 19a,19a,19a and believe that it
is/is not applicable because 19b,19b,19b. I therefore plan to manage this and
future, similar patient by 20,20,20.
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PHEYRLAE KL AUE B+

CV ¥ RARBLDES Bt

1. Congestive Heart failure, New York Heart Association Functional Class 111, Stage C, due
to ischemic heart disease, sinus rhythm without LBBB or RBBB

2. Acute non-ST segment elevation myocardial infarction, Killip 111, anterior wall, complicated
with pulmonary edema and respiratory failure

3. Atrial fibrillation, paroxysmal, CHA2DS2-VASc score 3, HAS-BLED score 3

4. Pulmonary embolism, bilateral main trunk, probably due to deep vein thrombosis secondary
to prolonged immobilization, complicated with pulmonary hypertension and right ventricular
systolic dysfunction

5. Severe mitral regurgitation, secondary to annulus dilatation, with impaired left ventricular
ejection fraction, pulmonary hypertension, and persistent atrial fibrillation

Chest ¥ EL)E-)‘%L;/}‘&'?%‘ B jedkd &

1. Chronic obstructive pulmonary disease with acute exacerbation due to secondary infection,
complicated with angina

2. Bronchiectasis with secondary infection, presented with hemoptysis, pathogen: Pseudomonas

3. Right lung adenocarcinoma with brain and bone metastasis, TAN3M1b, stage 1VB, with initial
presentation as hemoptysis, post palliative chemotherapy, disease in progression

4. Pneumonia, RUL, community-acquired pneumonia, Streptococcus sepsis, comorbidity with
hypertension

5. Acute mixed type respiratory failure, asthma with acute exacerbation related, post intubation
with endotrachea tube and ventilator support

PR LA R B Btk b

1. Acute on chronic liver failure due to chronic hepatitis B with flare

2. Liver cirrhosis, alcohol related, Child-Pugh class C, complicated with recurrent spontaneous
bacterial peritonitis

3. Esophageal variceal bleeding, HCV related cirrhosis, Child-Pugh class B

4. Acute necrotizing pancreatitis, alcohol related, and pseudocyst formation

5. Bacterial cholangitis with sepsis from common bile duct stone and bile duct obstruction, gall
bladder stone

6. Chronic hepatitis B with flare due to co-infection of hepatitis delta virus

THEE LA RBL B EE Besp R

1. End-stage renal disease, due to diabetic nephropathy, under regular hemodialysis via right
forearm arteriovenous fisula.

2. Chronic kidney disease, stage V, due to chronic tubulointerstitial nephritis from non-steroid
anti-inflammatory drugs, complicated with normocytic anemia. and hypekalemia
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3. Acute kidney injury, RIFLE failure stage, due to Uroseptic shock, complicated with oliguria,
fluid overloading, and hyperkalemia; under temporary hemodialysis via right femoral double
lumen.

4. Acute left pyelonephritis, with Escherichia coli Urosepsis.

5. Peritoneal-dialysis associated peritonitis, caused by Candida tropicalis infection, status post
removal of Tenckhoff catheter.

6. End-stage renal disease, due to Lupus nephritis, under continuous ambulatory peritoneal
dialysis, complicated with anemia.

Meta ¥ iﬁ}ﬁié’)'ﬁ"r% Biesl >

1. Type 1l diabetes mellitus, poorly controlled, complicated with diabetic retinopathy &
nephropathy & neuropathy

2. Diabetic ketoacidosis, due to pneumonia complicated with acute kidney failure and altered
mental status

3. Right diabetic foot ulcer, Wagner Grade 5, status post debridement ( or above-knee or
below-knee amputation)

4. Bilateral peripheral artery occlusive disease status post percutaneous transluminal angioplasty
with stenting or bypass grafts

5. **** thyroid cancer, TXNXMX, Stage X, (with XXxXx metastasis)

# & Paplliary thyroid cancer, T3N1M1, Stage IV, with lung metastasis

6. Hyperosmolar hyperglycemic state complicated with acute kidney injury with altered mental
status

Hema ¥ R A B2 ¥ E Bissf +-RROIL LR R pIH scgin
1. Non-Hodgkin lymphoma, diffuse large B-cell, Ann-Arbor stage_Il1A, International Prognostic
Index 2

2. Multiple myeloma, 1gG kappa, Durie-Salmon stage I11A, international staging system_l11

3. Acute myeloid leukemia, M2 with_t(8;21), in complete remission for post-remission
chemotherapy

. Acute lymphoblastic leukemia, with recurrent genetic abnormalities

. Neutropenic fever suspect sepsis

. Hypochromic Microcytic Anemia due to Iron deficiency

. Macrocytic anemia possible due to pernicious anemia (Vit B12 or folic acid deficiency)

K L5 B AR BT Bt

1. Left breast cancer (invasive ductal carcinoma), T2N1M1, stage 1V, with liver and bone
metastases on palliative chemotherapy

2. Lung cancer (adenocarcinoma), right lower lung with lung to lung and bone metastases and
with mediastinal lymph node involvement , T3N2M1b, stage IV status post palliative
chemotherapy

~N O O b~
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3. Ascending colon cancer( adenocaricinoma) with appendix , peritoneal, liver and lung
metastases status post right hemicolectomy and appendectomy, T3N1aM1, stage IV

4. Cancer cachexia with general anasarca

5. Pneumonia, Right upper lobe, Hospital acquired, pseudomonas aeruginosa infection

Rheuma ¥ L 5 @L?)‘ﬁ?% Biesl +

1. Systemic lupus erythematosus, diagnosed in 2007, with presentation of malar rash, serositis,
proteinuria, positive ANA and anti-dsDNA, under prednisolone and hydroxychloroquine
treatment, stable disease status.

2. Lupus nephritis, WHO class I11, under azathioprine maintenance therapy, in remission status.

3. Rheumatoid arthritis, stage 11, under combinational DMARDSs and anti-TNF alpha treatment,
in low disease activity status.

4. Diffuse cutaneous systemic sclerosis, with pulmonary fibrosis

5. Dermatomyositis, with intertitial lung disease, under prednisolone and cyclophosphamide
treatment.

Inf ¥ LA B2 BUE Bisdi >

1. Urinary tract infection, indwelling catheter related, with E. coli bacteremia and sepsis

2. Right/left upper arm cellulitis, predisposing by lymphedema, complicated with Streptococcal
bacteremia

3. Liver abscess with Klebsiella pneumoniae bacteremia and sepsis, complicated with
endophthalmitis

4. Peripheral arterial occlusive disease with deep soft tissue infection, left low leg

5. Acute pyelonephritis of right kidney, nephrolithiasis related

GM ¥ LA BB ¥rd Biothd +

1. Pneumonia, right lower lobe, community-acquired, comorbidity with old CVA, hypertension,
diabetes mellitus and cancer

2. Urinary tract infection with urosepsis, associated with chronic kidney disease stage V, or
diabetes mellitus.

3. Pressure ulcer with wound infection, NPUAP sage V, comorbidity with CVA with bed-ridden,
status dementia, hypertension, diabetes mellitus and malnutrition.

4. Conscious disturbance , possibly related to infection, CVA, electrolyte imbalance
(hyponatremia), metabolic encephalopathy and intracranial brain disease.

5. Dyspnea, Possibly related to chronic obstructive lung disease, or congestive heart failure, or
pneumonia, or sepsis, or anemia , or chronic kidney disease , or coronary artery disease or
cancer

6. General Edema due to malnutrition with hypoalbuminemia
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EQ-HF: 3 ?5;‘%‘("’ TELR € (ACGME Accreditation Council for

Graduate Medical Education) 2.+ = §&5 +% < it # (Six Competencies)
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B B#EsEL Healthcare Matrix
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