
MAJOR EXAMS

1.) CHEST AND LUNGS - See Bates’ Chapter 8
Equipment = stethoscope

Order = Inspection, palpation, percuss, auscultation
POSTERIOR INSPECTION: - p 254 (inspection: thorax configuration, rate and pattern of respiration, thorax movement during respiration, non-respiratory movements w/in chest)
Patient seated w/ arms folded across chest; DC stands behind patient  notice shape of chest & the way in w/c it moves, including:

- deformities (ie: scoliosis) or asymmetry (see Bates’ table 8-2, pg 270)

- abnormal retraction of the interspaces during respiration  this could indicate asthma, COPD or upper airway obstruction

- rate, rhythm, depth and effort of breathing (p 269) normal resting adult breathes quietly and regularly about 14-20 times per minute (occasional sigh is normal) - NB: prolonged expiration may be due to narrowed lower airways

- impaired respiratory movement on 1 or both sides or a unilateral delay in mvmt  a unilateral lag may indicate a disease of the underlying lung or pleura

- skin colour - cyanosis, etc.
- inspect neck / accessory muscle (more anteriorly) eg: supraclavicular retraction, contraction of SCM, etc.
- additional sounds / patient breathing - wheezes, stridors etc., if present, note where in the cycle

PALPATION: - p. 254 (tactile fremitus, tracheal deviation)
As you palpate be aware of any areas of tenderness or skin abnormalities

- tender areas  intercostal tenderness can be caused by an inflamed pleura

- abnormalities  lumps, masses, etc.  Sinus tracts (usu rare) indicate infection of the underlying pleura and lung

- respiratory expansion test  place thumbs at & // to ~ the 10th ribs, & push medially to take out skin slack - hands will grasp lateral rib cage.  Ask patient to inhale deeply - watch the divergence of your thumbs during inspiration and feel for range and symmetry of respiratory movement  decrease or delay in expansion may be chronic fibrotic disease of the underlying pleura, pleural effusion, lobar pneumonia, pleural pain with associated splinting &/or unilateral bronchial obstruction

-  Tactile Fremitus (palpable vibrations)  p.... 256 diagram.  Have patient say “99".  NB: decreased by pneumothorax (air in lung), pleural effusion, bronchial obstruction, pleural thickening (if unilateral); OR COPD, possibly pleural effusion, or chest wall thickening (muscle / fat) (if bilateral);  by consolidation (ex: lobar pneumonia)

- note any areas of  or absent fremitus  remember that fremitus is normally more prominent in interscapular region as compared to lower lung regions & more so on the right than the left (tactile fremitus disappears below the diaphragm)

- Trachea  palpate trachea b/n SCM to check for lateral deviation (contralateral  pneumothorax, pleural effusion; ipsilateral  atelectasis (collapsed lung))

PERCUSSION: p. 256 (technique is important)
- patient still sitting w/ arms folded in front 

- to determine if the underlying tissues are air filled, fluid filled or solid

- force only penetrates 5-7 cm into the chest ( will not pick up deep-seated lesions)

- percuss twice in each location and compare symmetrical spots from side to side - pg 259 diagram

- know 5 percussion notes (dull, flat, resonant, hyper-resonant, tympany) - chart on pg 259

- normal lung is resonant (mention this); abnormal is dull (fluid or solid tissue has replaced lung tissue) or hyper-resonant (air has replaced lung tissue  ex: emphysema, asthma)

- check diaphragm level (~T10) and excursion (usually 5-6 cm b/n inspiration and expiration ) 

AUSCULTATION: pg 260

- involves: 

1.) Listening to the sounds generated by breathing

2.) Listening for any adventitious sounds (crackles, wheezes, etc.)

3.) If abnormalities are suspected listening to the sounds of the patient’s spoken or whispered voice as they are transmitted thru the chest wall.
- should be done against direct skin w/ patient seated and arms crossed in front (this moves the scaps out of the way)

- NB: trachea bifurcates ~ T4 posteriorly & sternal angle anteriorly

- use diaphragm of stethoscope (need to press fairly hard) & listen to 1 full breath (instruct patient to breath deeply) at e/c location
- proceed in a symmetrical pattern  side to side & top to bottom (use percussion pattern - pg 259) - omit areas covered by scap

- if abnormalities are suspected, progress to listening to sounds of the patient’s spoken (bronchophony if  transmission (clearer)) or whispered voice (whispered pectoriloquy (louder, clearer) if )

- note the location and quality of sounds you hear and any asymmetries that occur

- make sure the patient doesn’t hyperventilate

- proceed to voice sounds / additional tests if bronchial or bronchiovesciular sounds are heard
1.) CHEST AND LUNGS CONT’D - See Bates’ Chapter 8
BREATH SOUNDS: - Bates’ Chart pg 261
- identified by: intensity, pitch and inspiratory / expiratory phases

- normal sounds are: vesicular, bronchial and bronchovesicular

- intensity: usually louder in lower posterior lung fields and may vary from area to area

Duration of Sounds
Intensity of Expiratory Sound
Pitch of Expiratory Sound
Locations Where 

Normally Heard

Vesicular*
- inspiration lasts longer than expiration
- soft
- relatively low
- over most of both lungs
- normal in lung fields

Bronchovesicular
- inspiration & expiration sounds are about equal
- intermediate
- intermediate
- often in the 1st & 2nd interspaces anteriorly(adjacent to sternum - bilat) and b/n the saps

Bronchial
- expiration sounds last longer than inspiration 
- loud
- relatively high
- over the manubrium, if heard at all

Tracheal
- inspiration & expiration sounds are about equal
- very loud
- relatively high
- over the trachea in the neck

- trachea bifurcates ~T4 posteriorly and sternal angle anteriorly

* thickness of the bars indicates intensity; steeper the incline, the higher the pitch
While auscultating mention:
- note and record characteristics of sounds (pitch, intensity, duration, inspiratory / expiratory) - pg 263

- if you hear bronchovesicular of bronchial sounds in abnormal locations (ie: distant from those mentioned)  suspect fluid in the lung or solid tissue - see chart on pg 271

- breath sounds are  when normal lung is displaced by air (emphysema or pneumothorax) or fluid (pleural effusion)

- breath sounds shift from vesicular to bronchial when there is fluid in the lung itself (pneumonia)

- sounds are usually louder in the lower posterior lung fields (may also vary a bit from area to area)

- if there is an appreciable gap b/n inspiratory and expiratory sound  suggestive of bronchial sounds

- note any adventitious sounds  describe loudness, pitch and whether they are continuos (wheeze, ronchi) or discontinuous (fine and coarse crackles) - as discussed in class  see NS and pg 262
Adventitious Sounds - pg 262
- discontinuous (crackles/ rales) are intermittent, non-musical and brief-like dots in time

- continuous (wheezes, rhonchi) are longer than crackles, more like dashes - but do not necessarily persist throughout the respiratory cycle.  Unlike crackles, they are musical
- crackles may be due to abnormalities of the lungs (pneumonia, fibrosis, early congestive heart failure) or of the airways (bronchitis, bronchiectasis)

- wheezes suggest narrowed airways, as in asthma, COPD or bronchitis

- rhonchi suggests secretions in large airways
ANTERIOR INSPECTION:
- pat should be in a supine or seated pos’n w/ arms at sides (people w/ severe COPD may prefer to sit leaning forward or have the head piece elevated to a comfortable level) - do supine as it is easier to displace _ breasts & easier to hear wheezes

- as with posterior exam  observe for symmetry (position of trachea), costal expansion during inspiration, etc.

- check skin colour, lips, shape of fingernails

- assess costal expansion w/ thumbs along each costal margin (as above)

- assess tactile fremitus, and percuss as above in the pattern indicated in

- w/ the pleximeter finger above and // to the expected border of the liver, percuss in progressive downward steps along the right mid-clavicular line (this will later be used to estimate size of the liver)

- auscultate breath sounds as above  patient breaths w/ mouth open, a little deeper than w/ posterior exam
PERCUSS AND AUSCULTATE
- same as above, but using anterior pattern - pg 265

ADDITIONAL TESTS:
1. Forced Expiration Time - assesses expiratory phase of breathing.  Ask pat to take a deep breath in and then breathe out as quickly & completely as possible w/ mouth open.  Listen over the trachea (w/ diaphragm) and time the audible expiration.  Try to get 3 consistent readings, allowing a short rest b/n efforts.  A forced expirations time of 6 or more seconds suggests obstructive pulmonary disease.

2.  Whispered pectoriloquy - ask pat to whisper “99" several times.  Auscultate several symmetrical areas over each lung.  Faint sounds

or nothing at all should be heard.  If clear sounds are heard this is referred to as whispered pectoriloquy

3.  Bronchophony - ask pat to say “99" several times in a normal voice....  Auscultate several symmetrical areas over each lung.  Sounds should be muffled and indistinct.  Louder, clearer sounds = bronchophony

4.  Egophony - ask pat to say “ee” continuously.  Auscultate several symmetrical areas over each lung.  Should heart muffled “ee” sounds - if “ay” sound is heard = egophony

5.  Friction Rub - pleural surfaces w/c are swollen, rub together w/c causes a sound.  Makes a low pitched, rumbling/ grinding noise.  More prevalent w/ inspiration and expiration.  Causes include pneumonia, pleural effusion, pulmonary infarction, Pneumonia and pleural effusion cause damage to pleura and then it has increased fluid secretion
MAJOR EXAMS 

2.) ABDOMEN
Equipment: stethoscope
GENERAL APPROACH
 use appropriate lighting, try to relax patient as much as possible, get them to show you where the pain is and progress slowly

 full exposure of abdomen - from the xiphoid process to the symphysis pubis, the groin should be visible (genitalia should be covered)

 patient should be encouraged to empty his/her bladder prior to exam

 patient position: patient should be in the supine position, lying flat on the examining table  important that the back is flat - as an arched back thrusts the abdomen forward w/c tightens the abdominal muscles; patient should keep their arms at their sides or folded across his/her chest, and be discouraged from putting arms up over his/her head as this tightens the abdominal wall w/c makes palpation difficult

INSPECTION:
-  inspect skin for: colour, scars, striae (stretch marks - old silver striae are normal; pink or purple striae may indicate Cushing’s Syndrome), dilated veins (hepatic cirrhosis or IVC obstruction), rashes / lesions, umbilicus (contour, location, signs of inflammation or hernia)

- assess contour of patient’s abdomen (flat, rounded, protuberant, or scaphoid)

- look for bulging flanks or local bulges - in the abdomen or the inguinal / femoral areas

- bulging flanks of ascites; suprapubic bulge of a distended bladder or pregnant uterus; hernias

- symmetry  asymmetry could be due to an enlarged organ or mass

- peristalsis  view abdomen tangentially ( peristaltic waves may be due to intestinal obstruction)

- pulsations  normal aortic pulsation is frequently  visible in epigastrium ( pulsations may = an aortic aneurysm or  pulse pressure)

- listen for inflammation - friction of the pleura

AUSCULTATION:
- auscultate for about 2 minutes prior to palpation

- useful for: investigating abdominal complaints; assessing motility; exploring for vascular obstructions (ex: stenosis of renal a. causing hypertension)

- bowel sounds  NOTE: frequency and character

 normally clicks and gurgles may be heard at a frequency of 5-34 / minute

 occasionally borborygmi may be heard (prolonged gurgles of hyperperistalsis - the familiar stomach growling)

 bowel sounds are easily transmitted  listening in the right lower quadrant is sufficient

 bowel sounds may be altered in diarrhea, intestinal obstruction, paralytic ileus and peritonitis

- vascular sounds  in patients w/  BP - listen in the epigastrium and in each upper quadrant for bruits

  before ending the exam, have the patient sit up, listen at the costovertebral angles (posteriorly) (epigastric bruits confined to systole may be heard in normal people)

 a bruit in 1 of these areas that has both systolic & diastolic components strongly suggests renal a stenosis as  cause of hypertension
 if arterial insufficiency is suspected in the legs - listen for bruits over the aorta, the iliac arteries, and the femoral arteries

 bruits confined to systole are common and do not necessarily represent a sign of occlusive disease

 bruits w/ both systolic and diastolic components suggests the turbulent blood flow of partial arterial occlusion

PERCUSSION:
- percuss all four quadrants

- tympany  predominates due to gas in GI tract

- dullness  scattered areas due to fluid and feces

- from inspection, note any protrusions from abdomen, and be sure to percuss that area

LIVER:
 midclavicular line  starting at level below umbilicus (starting in area of tympany) percuss upwards toward the liver, nothing location where tympany turns to dullness (lower border or liver)

 in same line, percuss from lung resonance down toward liver

 in right midclavicular line, normal liver is 6-12 cm (in midsternal line, size is 4-8 cm)

STOMACH:
 will cause tympany

SPLEEN: (pg. 369)

 percussion of spleen will cause dullness

 start percussing the left lower anterior chest wall, b/n lung resonance and costal margin below (Traube’s space)

 percuss laterally, and note border of spleen (normal spleen will be posterior to mid-axillary line)

 abnormal: splenomegaly  spleen will be anterior, possibly as far as anterior axillary line

 splenic percussion sign  percuss lowest interspace in left anterior axillary line (normally tympanic), ask patient to take deep breath and percuss again  +ve if you percuss the spleen (dullness) = splenic enlargement

PALPATION:
- light palpation  (fingers together, flat) identifying: muscular resistance (involuntary = peritoneal inflammation), abdominal tenderness, superficial organs / masses (all 4 quadrants)

- deep palpation (gentle dipping)  identify masses and note their location, size, shape, consistency, tenderness, pulsations and mobility (may need to use 2 hands) - left hand // to R11-12

Assessment of Peritoneal Inflammation:
1.)  ask patient to cough and check to see if pain is produced

2.)  palpate w/ one finger to map tender area

Rebound Tenderness:
1.) press fingers firmly and slowly (over pain area), then quickly withdraw them

2.)  listen and watch the patient for signs of pain

3.)  ask the patient w/c hurt more, the pressing in or letting go and have the patient indicate where it hurts

 pain on withdrawal = +ve rebound tenderness = peritoneal inflammation
LIVER:
Standard Method:
1.)  Place left hand behind the patient, // and supporting the 11th and 12th ribs

2.)  press the left hand forward to help facilitate palpation of the liver

3.)  Place right hand on the patient’s abdomen, lateral to rectus muscle and well below lower level liver dullness

4.)  Press fingers gently in and up and ask patient to take a deep breath

5.)  Feel for liver’s edge to come  into your finger....  If you feel edge lighten pressure to allow it to roll under your finger tips.

 firmness or hardness, bluntness or rounding of its edge = abnormal

Hooking Technique:
1.) stand to the right of the patient (near the head)

2.)  place both hands side by side below lower liver dullness

3.)  ask patient to take a deep breath with their abdomen

4.)  feel for the liver’s edge to come down into your finger

Assessing Tenderness (Liver Strike):
1.)  Place left hand on lower right ribcage and gently strike it with the fist

2.)  Repeat on left side and have patient compare side to side

 tenderness of liver suggests inflammation or congestion

SPLEEN: (pg 370)
1.)  stand on the right side and reach over the patient w/ left hand  support lower rib cage

2.)  place right hand below left costal margin and press in toward the spleen

3.)  ask patient to take a deep breath and feel for the spleen to come into the fingers (press under rib)

4.)  measure the distance b/n spleen’s lowest point and left costal margin

5.)  repeat w/ patient on right side w/ legs flexed at hips and knees (brings spleen forward)

 palpation of tip MAY indicate splenomegaly

KIDNEYS: (lower than spleen)
Palpation of right kidney: stand to right of patient (ie: on ipsilateral side)
1.)  place left hand behind patient, below and // to 12th rib  lift to displace the kidney anteriorly

2.)  place right hand in right upper quadrant, lateral and // to rectus muscle

3.)  ask patient to take a deep breath

4.)  at peak inspiration, use right hand and try to capture the kidney b/n your 2 hands

5.)  ask patient to breathe out completely and then to stop breathing briefly

6.)  slowly release pressure of right hand, feeling kidney to slide back into its expiratory phase

 normal kidneys are not palpable  enlarged kidney may be due to hydronephrosis, cysts, tumour or polycystic disease

Palpation of Left Kidney: stand to left of patient
1.)  use right hand to lift from back and left hand to feel upper left quadrant

2.)  proceed as with right kidney

Assessing Kidney Tenderness (Kidney Punch):
- done sitting up - posteriorly

1.) place ball of hand in costovertebral angle

2.)  strike hand w/ fist using enough force to cause a perceptible but painless THUD

 pain = kidney infection or musculoskeletal origin

AORTA: - done supine

1.) press firmly, deeply and slightly left of midline into the upper abdomen

2.)  feel for pulsations

** Avg diameter of Aorta = 2.5-3.0 cm (>3 cm - suggests aneurysm)**

Special Techniques:
Ascites (pg 374)

Mapping Tympany / Dullness
1.) percuss in an outward fashion from the area of central tympany

2.)  map the border b/n tympany and dullness

 ascitic fluid sinks w/ gravity, while gas filled loops of bowel will float

 protuberant abdomen w/ bulging flanks = possible ascitic fluid

Test for Shifting Dullness:
1.) after mapping the borders of tympany / dullness have the patient roll onto their side

2.)  percuss and mark borders again

 pat’s  w/ ascites will have dullness borders that shift  & tympany borders that shift  as fluid shifts w/in abdominal cavity

Test for Fluid Wave:
1.) have an assistant press the sides of his/her hand firmly into the midline of the patient’s abdomen

2.)  tap one flank sharply while feeling for an impulse in the other flank

Appendicitis:
1.)  ask patient where pain began and where it is located currently

2.)  palpate for tenderness

3.)  ask patient to cough and determine whether pain results and where it was located

4.)  assess muscular rigidity in the area

5.)  may need to perform a rectal / pelvic examination to further investigate

 appendicitis pain begins near umbilicus then localizes to lower right quadrant

 rebound tenderness suggest peritoneal inflammation as from appendicitis

 localized tenderness in the lower right quadrant may indicate appendicitis

Rovsing’s Sign:
- press deeply and evenly in left lower quadrant  +ve if pain occurs in lower right quadrant

Referred Rebound Tenderness: looking for pain in RLQ

1.)  press into left lower quadrant (press left - pain right)

2.) quickly withdraw fingers

Psoas Sign:
1.)  place hand above patient’s right knee

2.)  have patient raise knee against your hand (resisted knee flex’n)

 increased pain = +ve test = irritated psoas due to inflamed appendix

McBurney’s Point: - press into McBurney’s point located 2/3 of the way from umbilicus to right ASIS

 pain occurs here in acute appendicitis

Cutaneous Hyperesthesia: may be seen in the area superficial to appendix

Acute Cholecystitis:
Murphy’s Sign:
1.)  hook left thumb or fingers of your right hand under the costal margin at the point where lateral margin of the rectus muscle intersects the costal margin

2.)  ask patient to take a deep breath

 +ve if there is sharp pain and an abrupt stop in inspiratory effort

Assessment of Ventral Hernias:
- ask patient to do a sit-up and look for a bulge

Ddx Intr-Abdominal Mass from Abdominal Wall Mass:
1.)  palpate mass w/ patient relaxed

2.)  ask patient to tighten abdominal muscles (either have patient raise head and shoulders or to strain down)

3.)  palpate mass again

 abdominal wall mass - remain palpable

 intra-abdominal - obscured by muscular contraction

MAJOR EXAMS:  3.) CARDIOVASCULAR SYSTEM:
Equipment: straight edge and ruler (for jugular venous pressure), stethoscope, BP cuff & sphygmomanometer
INSPECTION:
Face: - anemia (pale), cyanosis (blue), hyperthyroidism, xanthelasma (yellowish plaques around the eyes = hypercholesterolemia), Lichstein’s sign (horizontal crease in ear lobe), carotid pulsations, jugular venous dissention

Chest:  - pulsations, heaves (may be assoc’d w/ ventricular hypertrophy), Levine’s sign (clenched fist over sternum may = an angina attack)

Extremities: - edema, splinter hemorrhages (may indicate subacute bacterial endocarditis), clubbing of fingernails (chronic hypoxia)

Blood Pressure:
- be sure to palpate brachial artery first

- tubing of cuff is at medial aspect of arm, distal part of cuff 2-3 cm above antecubital crease

- inflate cuff to 30 mmHg past point where radial pulse can no longer be felt  deflate cuff until radial pulse can be felt again  this = palpatory systolic pressure

- deflate cuff fully and wait 15-30 seconds  then take BP as normal

- must palpate and auscultate on both arms  mention that a difference of 10-15 mmHg is normal

- normal BP = 120/80 (range is 90-140 / 60-90)

- mention pulse pressure (3:2:1 ratio)

- if suspect coarctation / stenosis of aorta  do femoral BP - use obese cuff centred over popliteal artery

Jugular Venous Pressure:
- estimates pressure of right atrium
- only performed on people 12 years and up

- patient is supine w/ head elevated 30 w/ tangential lighting; head turned slightly away from side being examined

- ID internal and external jugulars

- observe pulsations seen thru soft tissues  in suprasternal not and also more cranially just posterior to SCM

- ID est point of pulsation of int (ext?) jugular vein - measure vertical distance b/n that point & sternal angle  >3-4 cm is = elevated (indicates R heart failure)

AUSCULTATION
- room should be as quiet as possible w/ the patient lying supine (to start)

- use diaphragm of stethoscope (most areas)  can use bell at apex & more med’ly on lower sternal border (for more low pitched sounds)

- LOCATIONS: aortic (2nd R interspace (IS)); pulmonic (2nd L IS); Erb’s pt (3rd L IS); lower L sternal border (4th & 5th IS)  all close to sternum

- side-lying (L lateral decubitus)  use bell to listen to apex (this will accentuate mitral stenosis and S3/S4 mitral murmurs)

- sitting (leaning forward slightly)  listen to L sternal border & apex w/ diaphragm - pat exhales completely & stops breathing during auscultation  this accentuates aortic murmurs

- squatting   most murmurs

- Valsalva’s   most murmurs

PALPATION
- patient should still be supine w/ head elevated 30
1.)  Precordium  pulsations, heaves, thrills (humming vibrations that feel like a purring cat when palpated  best felt thru bone [ball of hand pressing firmly on chest] after auscultation reveals a loud murmur)

2.)  Apical Impulse  occurs in early systole following the first heart sound

      Inspection may reveal the location of the apical impulse

      Palpation reveals characteristics of the apical impulse helping to determine the size of the left ventricle

 palpable usually at or medial to the midclavicular line in the 5th interspace

 a brief systolic tap of low or slightly  amplitude is sometimes felt in thin or shallow-chested patients, esp w/ anxiety induced ed stroke volume

      Assessment Technique:

 tangential light improves the chances of seeing an impulse, however may not be visible in te supine patient

 use fingerpads, held flat or obliquely on the body surface

 light pressure - low pitched sounds (S3-S4), patient positioned on the left side & should briefly stop breathing
 firmer pressure - high pitched sounds (S1 and S2)

 most easily felt in the left lateral decubitus position

 may be displaced upward & to the L by pregnancy or a high L diaphragm, deformities of thorax, mediastinal shift or enlargement of heart

 if inspection did not reveal location of apical impulse, use palmar surfaces of several fingers  if still not palpable, ask pat to exhale fully & stop breathing for a few seconds

 once the impulse is found, assess with 1 finger

      Possible Problems

 obesity, a very muscular chest wall, or an increased AP diameter of the chest makes the impulse undetectable

 some apical impulses hide behind the rib cage despite positioning

 when assessing a female patient with large breasts, ask her to displace her left breast upward and laterally

      Assess: location, diameter (usu <2.5 cm occupying 1 interspace in a supine pat), amplitude, duration (usu  2/3 of systole)

PERCUSSION:

- myocardial hypertrophy  stand well to L of the chest & percuss from resonance (lung fields) toward cardiac dullness in the 3rd, 4th, 5th & possible 6th IS

- could mention that chest x-rays are more accurate for this

MAJOR EXAMS #4 - PERIPHERAL VASCULAR EXAMINATION
Equipment: measuring tape
INSPECTION
1.) Size and Symmetry  (arms & legs) note any swelling, edema  if you suspect edema - measure the legs in 4 places (compare sides): measurements are significant if there is a 2 cm difference at the calf or a 1 cm difference at the ankle (can also be caused by muscular atrophy) - (side to side)

i.)    forefoot

ii.)   smallest circumference above the ankle

iii.)  largest circumference of the calf

iv.)  mid-thigh

2.)  Skin  look for ulcers (diabetes), lesions, venous patterns, pigmentation, rashes, scars, etc.; look at nail beds, distribution of hair, visible texture abnormalities

 thickened, brownish skin suggests lyphmedema and advances venous insufficiency

 thin, shiny skin indicates arterial insufficiency

3.)  Fingers/Toes  look for clubbing (COPD) of the nails, splinter hemorrhages (linear bleeding under a fingernail or tonal, resembling a splinter)

4.)  Varicosities  varicose veins look tortuous and dilated  their walls may feel thickened (primarily seen in the legs)

5.)  Legs
BLOOD PRESSURE
- take as above (see CV exam)

PALPATION
- in general  palpate skin for gross temperature differences (does the patient have Raynaud’s?) - compare extremities

- for any edema - assess whether it is “pitting”  if you push on it (for at least 5 seconds), it will temporarily deform (compare bilaterally)  especially focus on medial malleolus, dorsum of the foot and shin (stay indented)

- if a vein looks abnormally prominent - assess for thrombophlebitis (Homan’s (dorsiflexion), palpation (of calf) - cord-like, painful)

- jugular venous pressure - 3-4 is high

- assess major arteries for aneurysms, thrills  palpate and / or auscultate

- peripheral pulses to be evaluated: brachial, radial, femoral, popliteal, dorsal pedis, posterior tibial (behind medial malleolus)

- for pulses NOTE: if they are normal, increased, diminished or absent; also rate, rhythm, amplitude, contour, character

- evaluate major arteries for aneurysm, pulsations and thrills

- lymph node palpation: epitrochlear  flex pat’s elbow to 90 & support the forearm in your hand, reach around behind arm and feel in the groove b/n biceps and triceps muscles (~ 3cm above medial epicondyle)  note size, consistency, and tenderness; superficial inguinal nodes (1-2 cm nodes could be normal)

Special Tests:

1.) Allen’s Test - pump hand - occlude arteries

2.) Houle’s test

3.) Trendelenberg’s - to evaluate saphenous venous system

4.) Homan’s - dorsiflex

Auscultation - stethoscope

- try to get all major arteries  aorta, femoral, carotid, etc.  looking for bruits

MINOR EXAMS

1.) BREAST
equipment: gown for patient
Preparation:
- allow patient to feel at ease

- ask patient to lower gown

Examination
Standing:
- 1st: patient w/ arms at side - inspect breast tissue  look for lumps, bumps, discolouration, tractioning of tissue, changes in contour, signs of redness, flaking tissue, discharge, signs of itchiness and scratching

- it is normal for breasts to be different size - especially w/ scoliosis (make sure patient is comfortable w/ what is normal for her)

- remember  dimpling and tractioning of tissue are late signs of breast cancer

- nipples  should point slightly laterally (if 1 nipple deviates inwards, ask pat if it has always been like that or if it has changed recently)

- have patient raise her arms  inspect process of how she raises them - is anything pulling while she is moving? - look for tractioning or dimpling that was not present earlier

- have patient put her hands together and contract her pecs (can also do this w/ hands on hips) - again, look for any changes, contours etc.

- if the patient has pendulous breasts - have her lean forward (balance on a chair or something) so the weight of the breast is tractioned in a different manner - again look for dimpling, etc.

Palpation of Breast
- patient supine w/ shoulder resting on a pillow to spread out breast tissue  ipsilateral arm over head

- keep fingers flat and use the pads of the first 3 fingers

- start w/ light touch, move to more moderate & deep palpation

- may need a fair amount of pressure to get to deep tissue

- start at one area, use different pressure, then move to the next area (want to slide over the pressure  ie: never remove fingers from the breast as you may miss something)

- different methods can be used for covering breast tissue: concentric circles, horizontal, vertical, etc  recommended way is vertical (start at sternum, travel up & down moving laterally towards axilla)

- start around nipple area, move to axilla, finish w/ the nipple

- if you find a lump  is it well circumscribed? Moveable? Dimpling?

- NOTE: size, shape, location, consistency, delineation, tenderness, mobility

Palpation of Nipple
- palpate using 1 finger, go down under the nipple (common place for growths)

- then use 2 fingers (one on either side) - check for discharge, pain  travel around nipple to find source of discharge

- squeeze nipple gently and pull slightly upward looking for discharge or thickening

- if discharge present: note colour, consistency and odour

Palpation of Lymph Structures
- mention most important nodes: pectoral, subscapular, lateral (humeral) when palpating axilla, have the patient raise their arm and rest on your shoulder - that way you have both hands to palpate and can approach from an ant & post dir’n  reach as high as possible into the axilla (mention: Tail of Spence)

- note size, shape and any tenderness

- for lateral nodes, you must go higher into the axilla

- can also examine clavicular nodes if you feel anything suspicious in axilla

To End the Examine:
- explain to patient that the exam is over and discuss relevant findings

MINOR EXAMS: 2.)  FEMALE GENITOURINARY
Equipment Needed: warmed vaginal speculum of appropriate size (& warm hands), water soluble lubricant, gloves, pap smear & culture equipment
Examiner & Patient Preparation

- observe patient behaviour  comfort, fear, anxiety, movements (ie: thigh adduction)

Examiner Preparation:

- should wear gloves during the exam and after while handling equipment

- should have appropriate lighting

- be as gentle as possible

Patient Preparation

- patient should be asked to empty her bladder prior to exam

- patient should be positioned and draped appropriately

- elevate her head and shoulder but leave her arms at her side or folded across her chest to relax her abdominal muscles

- the drape should cover the area from the mid-abdomen to the knees

- depress the drape in the midline so you can make eye contact w/ the patient while talking with her

- provide a mirror if she wishes to watch the exam

External Examination

Inspection of the pubic region and anus:
- the rectum is usu examined after the female genitalia, while the pat is in the lithotomy pos’n (thighs abducted, flexed and in stir-ups)

- if only the rectal exam is indicated, the lateral position provides a better view of the perianal and sacrococcygeal areas

- inspect the sacrococcygeal and perianal areas for lumps, ulcers, inflammation, rashes and excoriation

- adult perianal skin is usually more pigmented and coarser than the skin over the buttocks

Inspection and palpation of external genitalia:
- assess the sexual maturity of an adolescent patient (pubic hair staging)  Stage 1: preadolescent w/ no hair [only fine vellus hair];  Stage 2: sparse growth of pigmented hair; Stage 3: darker, coarser, curly hair; Stage 4/5: pre/adult stage

- seat yourself comfortably and inspect the mons pubis, labia and perineum  may see excoriations, itchy, small, red maculopapules, nits or lice (pediculosis pubis)
- separate the labia and inspect:

1.) labia minora

2.) clitoris (enlarged in masculinizing conditions)

3.) urethral meatus

4.) vaginal opening or introitus

- note any inflammation, ulceration (ie: syphilitic chancre), discharge, swelling or nodules

- if there are any lesions - palpate them

- if there is a hx or an appearance of labial swelling, check Bartholin’s gland

- insert index finger into the vagina near posterior end of introitus (opening) while the thumb remains outside the posterior part of labium magus (palpate for swelling, tenderness; note any discharge; both sides)

- infected Bartholin’s gland may have acute or chronic swelling

- if suspect urethritis or inflammation of paraurethral glands  milk urethra gently from inside outward & note any discharge from urethral meatus

- infection may be caused by Chlamydia trachomatis or Neisseria gonorrhea
Internal Examination

Palpate Vaginal Introitus

- test for bulging and urinary incontinence

Vaginal Examination

Locate the Cervix:
- insert your index finger into the vagina to identify the firm, rounded surface

- manually locating the cervix helps to assess size of introitus, to decided on the choice of speculi and helps you to angle the speculum more accurately

- may need to lubricate your finger w/ water, but not other lubricants

Asses the Support of the Vaginal Walls:
- labia can be separated by your middle and index fingers

- ask the patient to strain down and note any bulging of the vaginal walls  may indicate cystocele or retrocele

Internal Vaginal Exam Cont’d...

Insert the Warmed Speculum:
- select the speculum of the appropriate size and shape

- lubricate it w/ warm water (other lubricants may interfere w/ cytologic studies and bacterial / viral cultures)

- apply downward pressure to introitus w/ 2 fingers  introduce speculum to introitus so lower curved edge runs along groove made by 2 fingers & follows along posterior wall of vagina

- following the diagonal insertion, rotate the speculum so that it is horizontal

Inspect the Cervix:
- open the speculum until the cervix comes into view

- tighten the thumb screw and pos’n the light (remove any discharge w/ a cotton swab)

- inspect the cervix and its os for colour, pos’n, surface characteristics, ulcerations, nodules, masses, bleeding or discharge

- cervix may be retroverted and point more anteriorly

Obtain Specimens for Cervical Cytology (Papanicolaou Smears):
- scrapes should be taken from ecto and endocervices, or in a combination using a cervical brush

- cervical scrapes - place long end of scraper into the os and make a full circle making sure to include the squamocolumnar junction

- cervical brush - rotate the brush in a circular fashion in the os, and then wipe both sides on a glass slide

Inspect the Vagina:
- first withdraw speculum slowly

- release thumb screw when clear of the cervix, but maintaining open speculum w/ thumb pressure

- close the speculum as it emerges from the introitus

- as the speculum is removed, observe vaginal mucosa for colour, inflammation, discharge, ulcers and masses.

Bimanual Examination (Internal and External)
Pelvic Hand:
- DC standing, insert lubricated 2nd and 3rd digits into the vagina, w/ pressure posteriorly

- 4th and 5th digits should be flexed and thumb should be abducted

- stool in rectum stimulates rectovaginal mass that may be dented by digital pressure

Palpation of the Cervix:

- w/ pelvic hand assess position, shape, consistency, regularity, mobility and tenderness

- move cervix and see if it elicits pain

- feel the fornices  pain on movement w/ adnexal tenderness may be pelvic inflammatory disease

Palpation of the Uturus:

- place non-pelvic hand on abdomen, midway b/n umbilicus and symphysis pubis and depress

- elevate cervix and uterus w/ pelvic hand and grasp uterus b/n hands

- assess size, shape, consistency, mobility, tenderness and masses

- slide pelvic hand into anterior fornix and palpate the body and anterior surface of the uterus

- in at anterior fornix the body is not palpable, repeat w/ pelvic hand, digits at posterior fornix

- uterine enlargement may be pregnancy or tumour (benign or malignant)

- nodules on uterine surface may be myomas

- feeling for retroversion or retroflexion of the uterus

Palpation of the Ovaries:

- pelvic hand digits are moved to right lateral fornix and abdominal hand moves to right lower quadrant

- abdominal hand pushes adnexal structures down toward pelvic hand

- identify right ovary or adjacent adnexal mass and slide adnexal structures b/n fingers

- assess size, shape, consistency and tenderness

- repeat on the left

- 3-5 years after menopause, ovaries have atrophied and are no longer palpable (if you can, it may indicate pathology)

Assess the Strength of the Pelvic Muscles:

- withdraw 2nd and 3rd digits from the bimanual exam pos’n until clear of the cervix  spread digits

- ask patient to squeeze the muscles around digits as hard as she can

- contraction should move fingers upwards and inwards and last 3 seconds

- lack of strength may be due to age, vaginal deliveries, neurologic deficits and urinary continence
Rectovaginal Examination

- insert index finger into vagina and middle finger into rectum

- ask patient to strain down in order to relax the anal sphincter when introducing middle finger

- warn patient of feeling of bowel movement, but will not happen

- repeat all manoeuvres of the bimanual exam but pay special attention to region behind cervix

- useful for retrodisplaced uterus

Femoral Hernias:

- need to be assessed if suspected

MINOR EXAMS: #3 - MALE GENITOURINARY 

(Equipment: gloves, lubrication, pen light)

- patient should be appropriately gowned and laying comfortably (may need to stand for some parts)

- explain clearly to patient what you are going to do

Inspection

- note size of penis and determine sexual maturity

- observe colour and texture of scrotal skin and assess pubic hair distribution

- check glans penis for scars, inflammation, nodules

- look for retraction of the foreskin (if present - ask patient to retract it)

- NOTE: small amounts of cheesy, white material (smegma) is normal

- check for lice or nits in pubic hair

- observe location of urethral meatus (ventral displacement  hypospadias)

Palpation

- gently squeeze glans b/n finger and thumb (should open urethra - discharge not normally present)

- may need to “milk” penis to elicit discharge if patient reports that there is discharge

- palpate shaft of penis (note tenderness or induration)

- replace foreskin before beginning scrotal examination

Scrotum & Testes:

- inspect skin surfaces for lumps, swelling or abnormal looking veins

- palpate each testis and epididymis b/n thumb and first 2 fingers

 testes should be oval shaped (3.5 - 5.5 cm, long, rubbery and smooth)

 nodules may indicate testicular cancer

- palpate spermatic cord from testes to superficial inguinal ring (note nodules or swelling)

- transilluminate scrotum:

 red glow  swelling contains serous fluid

 no red glow  swelling containing blood or tissue (ex: tumour, hernia)

Hernias:

- patient stands during this examination

- inspect inguinal and femoral area for obvious hernias

- inguinal hernias: use right hand for patient’s right side (and vice versa)  using index finger, invaginate loose scrotal skin and follow spermatic cord upwards to the opening of the external inguinal ring  if large enough, may be able to proceed to canal itself  w/ finger in ring (or canal) ask patient to cough and feel for hernia touching your finger
- femoral hernias: place fingers on anterior thigh in location of femoral canal  ask patient to strain down or cough  note any swelling or tenderness

Inspection / Palpation of Perianal Region

- use gentle, slow movements during this exam

- patient side-lying or standing w/ hips flexed and chest resting on table

- drape patient appropriately and put gloves on

- spread buttocks  inspect and palpate the sacrococcygeal and perianal area  look for lumps, bumps, ulcers, inflammation, rashes or excoriation (scratch marks)

- mention: you are looking for external (thrombosed) hemorrhoids, internal (prolapsed) hemorrhoids, prolapsed rectum, herpes, warts, chancre, cancer, etc.

- lubricate index finger  explain to patient what you are going to do and that he may feel like he is going to have a bowel movement  ask patient to bear down

- insert fingers into anus w/ finger pointing towards umbilicus  excessive tightening of anus may indicate inflammation or scarring (spread anus and inspect more closely if this is the case).

- laxity of sphincter may indicate neurological condition

- insert finger as far as possible  examine lateral walls for nodules etc. (if you think you found a lesion  ask patient to bear down and palpate again)

- repeat above for posterior and superolateral walls (360)

Palpation of the Prostate Gland

- explain to patient that during the examinination they may feel the need to urinate but they won’t do so

- feel 2 lateral lobes separated by the median sulcus  normal feel is rubbery and non-tender

- note size, shape, mobility, consistency while assessing for nodules or tenderness

- feel above the prostate for the seminal vesicle (it should NOT normally be palpable)

- gently withdraw finger - wipe patient’s anus or have them do so

- inspect glove for fecal matter (if present, test for occult (hidden) blood)


