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Preface (U.S.)

Although we would like to claim the idea for this text as our own, this is
not the case; however, the belief in the text’s adaptability for U.S. medical
providers is. The first edition of this text was developed for use in the
UK., where a different model of health care exists.

In the United States, the primary care provider role was once the exclu-
sive responsibility of the traditional, medical school-educated MD or DO.
Primary care is no longer the realm of only one type of health-care pro-
vider. No longer is it the duty of only the physician to assess and care
for the patient. Now, collaborative and collegial relationships exist among
various disciplines. Cooperative-care models seek to provide optimal care.
It is from this type of model that the U.S. authors elected to remove the
term doctor from most areas of this text in preference to the term health-
care provider.

Representing the varied disciplines now likely to serve as primary care
providers, the U.S. team of authors illustrates the changing face of U.S.
health care. The authors represent educators and practitioners from
traditional allopathic medicine, nurse practitioner, and physician assistant
disciplines.

This text is not offered as the quintessential text on physical examin-
ation; it is presented, as the title states, as a handbook of physical examin-
ation and practical skills. We also believe that as U.S. health care evolves,
so will this text, with requisite changes and adaptations.

In this text, the important elements that will not change are those that
comprise an appropriate exam and quality care. No matter which discip-
line the provider represents, quality is critical.

Elizabeth Burns, MD
Kenneth Korn, PA-C, ARNP
James White, ARNP

2010

* Out of great respect for the work of James Thomas and Tanya
Monaghan, the U.S. authors chose to leave the following Preface and
Acknowledgments by the U.K. authors unchanged.
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Preface (U.K.)

There are very few people who, in the course of their daily work, can
approach a stranger, ask them to remove their clothes, and touch their
bodies without fear of admonition. This unique position of doctors, med-
ical students, and other health care professionals comes with many strings
attached. We are expected to act “professionally”’and be competent and
confident in all our dealings. This is hard to teach and hard to learn and
many students are rightly daunted by the new position in which they find
themselves.

We felt a little let down by many books during our time in medical
school, and often found ourselves having to dip into several texts to
appreciate a topic. This book, then, is the one text that we would have
wanted as students covering all the main medical and surgical subspecial-
ties. We anticipate it will be useful to students as they make the transition
to being a doctor and also to junior doctors. We hope that it will be car-
ried in coat pockets for quick glances as well as being suitable for study at
home or in the library.

The first three chapters cover the basics of communication skills, history
taking, and general physical examination. Chapters 4-14 are divided by sys-
tems. In each of these there is a section on the common symptoms seen
in that system, with the appropriate questions to ask the patient, details
of how to examine parts of that system, and important patterns of disease
presentation. Each of these system chapters is finished off with an “elderly
patient”page provided by Dr. Richard Fuller. Following the systems, there
are chapters on paediatric and psychiatric patients—something not found
in many other books of this kind. The penultimate chapter—practical pro-
cedures—details all those tasks that junior doctors might be expected to
perform. Finally, there is an extensive data interpretation chapter which,
while not exhaustive, tries to cover those topics such as ECG, ABG, and
X-ray interpretation that may appear in a final OSCE examination.

Although we have consulted experts on the contents of each chapter,
any mistakes or omissions remain ours alone. We welcome any comments
and suggestions for improvement from our reader—this book, after all,
is for you.

James Thomas
Tanya Monaghan
2007
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How to use this book

The systems chapters
In each chapter, there are suggestions of what questions to ask and how
to proceed depending on the nature of the presenting complaint. These
are not exhaustive and are intended as guidance.

The history parts of the systems chapters should be used in conjunction
with Chapter 2 in order to build a full and thorough history.

Practical procedures

This chapter (Chapter 18) describes those practical procedures that the
health-care provider, whether a physician, physician assistant, nurse prac-
titioner, or member of another health-care discipline, may be expected
to perform. Some procedures should only be performed once you have
been trained specifically in the correct technique by an experienced
professional.

Each procedure has a difficulty icon as follows:

A\ Requires no specific training, and all primary-care provider graduates
should be competent to perform this procedure.

P> Requires some skill. Providers with moderate experience should be
able to perform this procedure with ease.

»» More complex procedures that you may only come across in spe-
cialty practices and will not be required to perform without advanced
training and experience.

Reality vs. theory

In describing the practical procedures, we have tried to be realistic. The
methods described are the most commonly ones used across the profes-
sion and are aimed at helping the reader perform the procedure correctly
and safely within a clinical environment.

There may be differences between the way a number of the procedures
are described here and the way in which they are taught in a clinical skills
laboratory. In addition, local hospitals and clinics may use different equip-
ment for some procedures. Good practitioners should be flexible and
make changes to their routine accordingly.

Data interpretation

A minority of the reference ranges described for some of the biochemical
tests in the data interpretation chapter (Chapter 19) may differ slightly
from those used by your local laboratory—this depends on the equipment
and techniques used for measurement. Any differences are likely to be
very small. Always check with, and be guided by, your local resources.
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loss of consuousness

left sternal border '
left sternal edge '
left ventricle o
left ventricular hypertrophy '

' mucosa-associated lymph0|d tlssue
" multivariate analy5|s of the variance
~ medial collateral ligament

N 'metacarpophalangeal

mmlcroscopy, culture, and sensmwty

metered-dose inhaler

N 'myocard|al infarction

 medial longltudlnal fasciculus
~ Mini- Mental State Exam|nat|on
~ motor neuron disease
mmaX|mum pred|cted heart rate

magnetic resonance imaging

: :methlullm re5|stant Staphylococcus aureus
multiple sclerosis
melanocyte st|mulat|ng hormone

metatarsophalangeal



MVA
NG
NIV
NSAID
NYHA
OA
ocD
OCP
OSHA
ORIF
oTC
PA
PCL
PCOS
PCP
PCR
PCS
PDA
PE
PF
PID
PIP
PMH
PMI
PND
PP
PPH
PPRF
PSIS
PSYM
PTFL
PTH

q4h
qid'
RAPD
RBC
RICE
ROM
ROS

SYMBOLS AND ABBREVIATIONS

motor vehicle accident

nasogstric o

noninvasive ventilation

nonsteroidal anti- mﬂammatory drug
New York Heart Association
osteoarthritis N
obsessive- compulswe dlsorder

oral contraceptive p|ll
'Occupatlonal Safety & Health Admmlstratlon
'open reduction and |nternal f|xat|on
over the counter
rposterlor—antemor o

rposter|or crUC|ate l|gament

polycystic ovarian syndrome N
'orimary care providerr N
'p'olymerase chain reaction
post-concussion syn'd'rome
'patent ductus arteriosis
'pulmonary embohsm

rpatello femoral

:pelwc mﬂammatory disease

proximal |nterphalangeal

'past medical history

'pomt of maximum |m|§ulse
'paroxysmal nocturnal dyspnea
'patlent profile

rpostpartum hemorrhage
'parapontme reticular formatlon
'postenor superior iliac crest
'parasympathenc o N
'posterlor talofibular l|gament
'parathyrmd hormone

:cardlac output

every 4 hours 3
4 times a day (quarter in die)
relative afferent pupil defect

red blood count or cell
rest ice, compression, elevatlon
range of motion

review of systems

XXV
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RR' 'respirator)'/'rate

RSE r|ght sternal edge

RV residual volume rlght ventrlcule

SA sinoatrial -

SAAG serum/ascites albumm grad|ent

SANE sexual assault nurse examiner

SAH 'subarachn0|d hemorrhage '

Sa0, 'oxygen saturation

sC subcutaneous o

scc 'squamous cell carcnnoma

SH social h|story

S stress mcontlnence N

i sacroiliac j Jomt N

SLAP 'supenor labrum anterior to postenor
SLE 'systemlc lupus erythematosus

SLR 'straight leg raise N

SOB shortness of breath

SPECT smgle photon emission computer tomography
STD sexually transmitted disease

STI 'sexually transmitted infection

SQJ 'squamo columnar ]unct|on -

sV stroke volume

e superior vena cava

SVT sustained v ventncular tachycard|a

T thoracic

T, tr||odothyron|ne

T, thyroxine

B tuberculosis

TBG thyro|d blndlng globulln

TBI traumatic brain injury

TGA transposntlon of the great artenes
TIA transient ischemic attack

tid three times daily

TPN total parenteral nutrition

TSH thyr0|d stimulating hormone N
TURP transurethral resection of the prostate o
UAP unl|censed aSS|st|ve personnel o
UMN 'upper motor neuron

uc ulcerative collitis

UCL ulnar collateral ligam'e'nt



SYMBOLS AND ABBREVIATIONS

URI upper respiratory infection

us ultrasound

uTl u'r'ihary tract infection

uv ultraviolet o

VEGF vascular endothelial-derived grthh factor
VF ventricular fibrillation N o
VIN vulval intraépithelial hébplasm N

VIP vasoactive intestinal pbrlypeptide”

VO, okygen uptake

VRSA véﬁcomycin;}‘esistant'S't'aphylocorcrcus aureus
VSD ventricular ééptal defect N o
VT ventricular féchycardizi '

WBC white blood count

WHO  World Health Organiiétion

WPW  Wolf-Parkinson-White (syndrbhwe)

Important Notes
Write legibly on orders, or print or enter orders via computer.
Date, time, and sign all patient care orders.
Remember, all facilities should have an approved abbreviations list—
follow it.
The official “Do Not Use”list of abbreviations is available at the Joint
Commission Web site at: http://www.jointcommission.org.
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cHAPTER 1 Communication skills

Introduction

Communication skills are notoriously hard to teach and describe. There
are too many possible situations that you might encounter to be able to
draw rules or guidelines. In addition, your actions will depend greatly on
the personalities present—not least of which your own!

Using this chapter
Over the following pages, we present some general advice about com-
municating in different situations and to different people. We have
not provided rules to stick to but rather have tried to give the reader
an appreciation of the many ways in which the same situation may be
tackled.

Ultimately, skill at communication comes from practice, self-knowledge
and reflection, and a large amount of common sense.

Quite a bit has been written about communication skills in medicine and
the health sciences. Most articles suggest a mix of accepted protocols and
traditional approaches—this chapter is no different.

The rule is: there are no rules.

Communication models

There are many models of the practitioner—patient encounter that have
been discussed over the years at great length. These models are for the
hardened student of communication. We mention them here so that the
reader is aware of their existence.

Patient-centered communication

In recent years, there has been a significant change in the way health-
care workers interact with patients. The biomedical model has fallen out
of favor and instead, an appreciation has evolved that the patient has a
unique experience of the illness. This experience involves the social, psy-
chological, and behavioral effects of the disease. Some authors refer to this
approach as the biopsychosocial model, which focuses on the patient in a
more encompassing way.

The biomedical model

e The provider is in charge of the consultation and examination.
e Focus is on disease management.

The patient-centered model
o Power and decision-making are shared.
o Address and treat the whole patient.
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Box 1.1 Key points in the patient-centered model

o Explore the disease and the patient’s experience of it:
» Understand the patient’s ideas and feelings about the illness.
» Appreciate the illness’s impact on the patient’s quality of life and
psychosocial well-being.
* Understand the patient’s expectations of the encounter.
e Understand the whole person:
 Family
* Social and work environment
* Beliefs
e Find common ground on disease management.
e Establish the doctor—patient relationship.
e Be realistic:
* Priorities for treatment
 Resources

Box 1.2 Confidentiality

As a doctor, health-care provider, or student, you are party to per-
sonal and confidential information. While Health Insurance Portability
and Accountability Act (HIPAA) regulations must be followed, there are
also times when confidentiality must or should be broken (EJ p. 26).
The essence of day-to-day practice is:

Never tell anyone about a patient unless it is directly related to his
or her care and you have permission.

This includes relatives, which can be very difficult at times, particularly if
a relative asks you directly about something confidential.

You can reinforce the importance of confidentiality to relatives and
visitors. If asked by a relative to speak about a patient, it is a good idea
to approach the patient first and ask their permission, within full view of
the relative. You can also seek permission from the patient in anticipa-
tion of such queries.

This rule also applies to friends outside of medicine. As care provid-
ers, we come across many amazing, bizarre, amusing, or uplifting sto-
ries on a day-to-day basis, but like any other kind of information, these
should not be shared with anyone.

If you do intend to use an anecdote in public, at the very least you
should ensure that there is nothing in your story that could possibly
lead to the identification of the person involved. If you are in a small
community, it is best to avoid sharing anything, lest you undermine your
reputation as a professional.

3
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Essential considerations

Attitudes

Patients are entrusting their health and personal information to you—they
want someone who is confident, approachable, competent, and, above
all, trustworthy.

Personal appearance

First impressions count—and studies have consistently shown that your
appearance (clothes, hair, makeup) has a great impact on patients’ opinion
of you and their willingness to interact with you. Part of that intangible
professionalism comes from your image.

The white coat is still part of medical culture for students and most
providers. Fashions in clothing change rapidly, but some basic rules still
apply:
o Neutralize any extreme tastes in fashion that you may have.

e Men and women should wear appropriate professional attire.

o Women may wear skirts or slacks but the length of the skirts should
not raise any eyebrows.

o Necklines should not be revealing—no décolletage!

o The belly should be covered—no bare midriffs!

e The shoulders, likewise, should be covered.

o Shoes should be polished and clean.

o Clean surgical scrubs may be worn, if appropriate.

o Hair should be relatively conservatively styled and no hair should be
over the face. Wear long hair tied up.

e Your name badge should be clearly visible, even if you don’t like your

picture.

Stethoscopes are best carried or held in a coat pocket—worn at the

neck is acceptable but a little pretentious, according to some views.

* Try not to tuck items in your belt—use pockets or belt-holders for
cell phones, keys, and wallets.

P> Psychiatry, pediatrics, and a handful of other specialties require a differ-
ent dress code, as they deal with patients who require differing techniques
for bonding with the health-care professional.

Timing

If in a hospital setting, make sure that your discussion with a patient is not
during an allocated quiet time or disturbing to the patient’s roommate.
You should also avoid mealtimes or when the patient’s long-lost relative
has just come to visit.

P> If you plan to move the patient from the bed to an exam room, ask
the supervising doctor (if not you) and the nursing staff, and let all con-
cerned know where you have gone in case the patient is needed.

Setting

Students, doctors, and other medical providers tend to see patients on
hospital floors filled with distractions that can break up the interaction.
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Often such meetings are necessary during the course of the day. However,

if you need to discuss an important matter that requires concentration

from both of you, consider the following conditions:

o The room should be quiet, private, and free from disturbances.

o There should be enough seating for everyone.

o Chairs should be comfortable enough for an extended conversation.

o Arrange the seats close to yours, with no intervening tables or other
furniture.

Box 1.3 Becoming a good communicator

Learning
As in all aspects of medicine, learning is a lifelong process. One part of
this process, particularly for acquiring communication skills and at the
beginning of your career, is watching others.

You should take every opportunity to observe provider—patient
interactions.

P You should ask to be present during difficult conversations.

Instead of glazing over during clinic visits or on rounds, you should
watch the interaction and consider if the behaviors you see are worth
emulating or avoiding. Consider how you might adjust your future
behavior.

Select the actions and words you like and use them as your own,
building up your own repertoire of communication techniques.

Spontaneity vs. learned behaviors

When you watch a good communicator, you will see them making friendly
conversation and spontaneous jokes, and using words and phrases that
put people at ease. The conversation seems natural, relaxed, and spon-
taneous. Watching that same person interact with someone else can
shatter the illusion as you see them using the same “spontaneous” jokes
and other gambits from their repertoire.

This is one of the keys to good communication—an ability to judge
the situation and pull the appropriate phrase, word, or action from your
internal catalogue. If done well, it leads to a smooth interaction with no
hesitations or misunderstandings. The additional advantage is that your
mental processes are free to consider the next move, mull over what
has been said, or assess findings, while externally you are partially on
autopilot, following a familiar pattern of interaction.

During physical examination this ability is particularly relevant. You
should be able to coax the wanted actions from the patient and put
them at ease while considering findings and your next step.

[t must be stressed, however, that this is not the same as lacking con-
centration—quite the opposite.

5
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Essential rules

Avoid medical jargon

Medical personnel are so immersed in jargon that it becomes part of their
daily speech. The patient may not understand the words or may have a
different idea of their meaning.

Technical words such as myocardial infarction are in obvious need of
avoidance or explanation. Consider also terms such as exacerbate, chronic,
numb, and sputum—these may seem obvious in meaning to you but not
to the patient.

You may think that some terms such as angina and migraine are so well
known that they don’t need explanation, but these are very often misinter-
preted. Some examples of such words are given in Table 1.1.

Remember names

Forgetting someone’s name is what we all fear; it is relatively easy to
disguise by simple avoidance. However, using the patient’s name will
make you appear to be taking a greater interest in them. It is particularly
important that you remember the patient’s name when talking to fam-
ily members. Getting the name wrong is embarrassing and can seriously
undermine their confidence in you.

Aside from actually remembering the name, it is a good idea to have it
written down and within sight—on a piece of paper in your hand, on the
chart, or on the desk. It is a best practice to confirm the identity of the
patient, using two identifiers (name, date of birth [DOB]), before you read
results from the chart or electronic medical record (EMR). To be seen
glancing at the name is forgivable; patients would rather have you double
check than bluff your way through an interview.

Table 1.1 Some examples of differing interpretations of medical terms

Word Your meaning Patient’s understanding

Acute Rapid onset Very bad, severe

Chronic  Longduration  Verybad,severe

Sick Nauseated, vomiting | Unwell

Angina  Chest pain associated with | Heart attack, shortness of
ischemic heart disease breath, palpitations

Migraine Speuflc headaéﬁé‘c‘li‘sorder o Anysevereheadache ..........

Numb Without sensation Weak
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Getting started

The start of an encounter is important but is fraught with potential difficul-
ties. Like everything else in this chapter, there are no hard-and-fast rules.
Issues you should take into consideration include the following:

e Are you using a language the patient can understand?

e Can the patient hear you?

Greeting

Beware of saying “good afternoon” or “good morning.” These greetings
can be inappropriate if you are about to break some bad news or if there is
another reason for distress. Consider instead using a simple “hello.”

Shaking hands

A traditional greeting, shaking hands will be readily accepted by most
patients, but it can also present challenges (think of patients with severe
arthritis of the hands). While physical contact always seems friendly and
can warm a person to you, a handshake may be seen as overly formal by
some and inappropriate by others. Consider using some other form of
touch, such as a slight guiding hand on the patient’s arm as they enter the
room or a brief touch to the forearm. (See also L1 p. 21.)

Introductions
This is a minefield! You may wish to alter your greeting depending on the
circumstances—choose terms that suit you.

Title—patient

Older patients may prefer to be called “Mr.” or “Mrs.”; younger patients
would find this odd. For female patients whose marital status you don’t
know, you can try using “Ms.,” although some younger or married patients
may find this term offensive.

Calling the patient by their first name may be considered too informal
by some patients. A change to using the family name mid-way through the
encounter may appear unfriendly or could indicate that something has
gone wrong with the interaction.

There are no rules here; use common sense to judge the situation at the
time. When unsure, the best option is always to ask.

“Is it Mrs. or Miss Smith?” “How would you like to be addressed?”

Title—you

The title doctor has always been a status symbol and a badge of author-
ity—within the health-care professions at least. Young doctors may be
reluctant to part with the title so soon after acquiring it, but these days,
when office visits are becoming two-way conversations between equals,
patients may expect equity in the way they are addressed.

Many patients will simply call you “doctor” and the matter doesn’t arise.
We prefer using formality initially, then using first names if circumstances
seem appropriate. Some elderly patients prefer—and expect—a certain
level of formality, so each situation has to be judged.

7
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Mid-level providers should follow the conventions of the health-care
setting they are in. Formality is appropriate in many settings; however,
most mid-level providers are more comfortable using first names.

Standing
Although this might be considered old-fashioned by some younger people,
standing is a universal mark of respect. You should stand when a patient
enters a room and take your seat at the same time as them. You should
also stand as they leave, but if you have established a good rapport during
the visit, this isn’t absolutely necessary.

You may notice that patients stand when you enter the exam room. Put
them at ease and acknowledge this gesture as well.
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General principles

Demeanor

Give the patient your full attention. Appear encouraging with a warm,
open manner. Use appropriate facial expressions—don’t look bored!

Define your role

Along with the standard introductions, you should always make it clear
who you are and what your role is. You might also wish to introduce
your team members, if appropriate. In this era, when patients see so many
health-care providers during the course of a hospitalization, it is helpful to
write the team names down for them.

Style of questioning

Open questions vs. closed questions
Open questions are those for which any answer is possible:

“What's the problem?”
“How does it feel?”

These enable patients to give you the true answer in their own words. Be
careful not to lead the patient or cut them off with closed questions.

Compare “How much does it hurt?” with “Does it hurt a lot?” The
first question allows the patient to tell you how the pain feels on a wide
spectrum of severity; the second one leaves the patient only two options
and will not give a true reflection of the severity.

Multiple-choice questions

Often, patients have difficulty with an open question if they are not quite
sure what you mean. A question about the character of pain, for example,
is rather hard to formulate, and patients will often not know what you
mean (“What sort of pain is it”; “What does it feel like, exactly?”).

In these circumstances, you may wish to give them a few examples, but
leave the list open-ended for them to add their own words. You must be
very careful not to give the answer that you are expecting from them. For
example, a patient whom you suspect has angina (“crushing” pain) you
could ask the following:

“What sort of a pain is it—burning, stabbing, or aching, for example?”

Clarifying questions
Use clarifying questions to get the full details:

“When you say ‘dizzy’, what exactly do you mean?”

9
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Reflective comments

Use reflective comments to encourage patients to continue and reassure
them that you are following the story:

“Yes, | see that.”

Staying on topic

You should be directive but polite when keeping patients on the topic
you want or moving them on to a new topic. Don’t be afraid to interrupt
them—some patients will talk for hours if you let them!

“Before we move on to that, | would just like to get all the
details of this dizziness.”
“We'll come to that in a moment.”

Difficult questions

Recognize potentially offensive or embarrassing questions. Explain why it
is necessary to ask these questions, to put the patient more at ease.

“This may be an uncomfortable question, but | need to know...”

Eye contact
P> Make eye contact and look at the patient when he or she is speaking.

Make a note of eye contact next time you are in conversation with a
friend or colleague.

In normal conversations, the speaker usually looks away while the lis-
tener looks directly at the speaker. The roles then change when the other
person starts talking, and so on.

In the medical situation, while the patient is speaking, you may be
tempted to make notes, read the referral letter, look at a test result, or
check the EMR—you should resist this urge and stick to the customary
rules of eye contact.

Adjusting your manner

You would clearly not talk to another provider as you would to some-
one with no medical knowledge. In much the same way, you should try
to adjust your manner and speech according to the patient’s educational
level. This is can be extremely difficult—you should not make assumptions
about intellect or understanding solely on the basis of educational history.
Even the most educated patient can have low health literacy.

A safe approach is to start in a relatively neutral way and then adjust
your manner and speech according to what you see and hear in the first
minute or two of the interaction, but be alert to whether this is effective
and make changes accordingly. Understand that patients want to please
and seem agreeable and may say “yes” when they really don’t understand
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at all. Having patients explain what they heard back to you (teach back or
“show me” method) is a good way to check their understanding.

Interruptions

Apologize to the patient if you are interrupted in your meeting with
them.

Don’t take offence or get annoyed

As well as being directly aggressive or offensive, people may be thought-
less in their speech or manner and cause offence when they don’t really
mean to. As a professional, you should rise above this situation.

11
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Communicating with deaf patients

People who are hard of hearing may cope with this problem by using

a hearing aid, lip-reading, or sign language. Whichever technique is used

(if any), some simple rules should always apply:

o Speak clearly but not too slowly.

o Don'’t repeat a sentence if it is misunderstood—say the same thing in a
different way.

o Write things down, if necessary.

o Use plain English and be succinct.

o Be patient and take the time to communicate properly.

o Check understanding frequently.

o Consider finding an amplifier—many geriatric floors or clinics will have
one available.

Lip-readers

Patients who are able to lip-read do so by looking at the normal move-
ments of your lips and face during speech. Exaggerating movements or
speaking loudly will distort these movements and make it harder for them
to understand you. In addition to the points above, when talking to lip-
readers

e Maintain eye contact.

e Don'’t shout.

o Speak clearly but not too slowly.

e Do not exaggerate your oral or facial movements.

American Sign Language (ASL)

e ASL is not a signed version of English; it is a distinct language with its
own grammar and syntax.

o For ASL users, English is a second language, so using a pen and paper
may not be effective or safe for discussing complex topics or gaining
consent.

o Seek an official interpreter, if possible, and follow the rules (CH p. 14)
on working with interpreters.
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Cross-cultural communication

Cultural background and tradition may have a large influence on dis-
ease management. Beliefs about the origin of disease and prejudices or
stigma surrounding the diagnosis can make dealing with the problem
challenging.

Be aware of all possible implications of a person’s cultural background.
For example, a Muslim may not take anything by mouth in the daylight
hours during Ramadan. This may have serious implications for medica-
tion management, particularly for chronic diseases such as diabetes or
hypertension.

Even something as benign (to you) as eye contact may have important
cross-cultural implications. For most individuals eye contact is desired,
but for many Native American and Asian cultures, it carries negative
connotations.

Above all, be aware of prejudice—yours and theirs. If you are not aware
of cultural implications when seeing a patient of a different culture, ask for
their input.

13
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Interpreters

Federal and state laws require the use of interpreters for patients with
Limited English Proficiency (LEP) and those with hearing disabilities.
Health-care facilities have protocols to follow to meet the LEP regula-
tions; they may have in-house or contract staff or use telephonic services.
Official communicators are bound by a code of ethics, impartiality, and
confidentiality; friends and relatives are not. It is often impossible to be
sure that a relative is passing on all that is said in the correct way.

Sometimes, especially in urgent situations, the patient’s children are
used to interpret. This is clearly not advisable for a number of reasons.
This places too much responsibility on the child, and the child may not
be able to explain difficult concepts. Conversations about sex, death, or
other difficult topics are unsuitable for children to take part in; if they do,
this will impede optimal communication.

Using an official interpreter

Before you start

o Brief the interpreter on the situation, and clarify your role and the
work of the department, if necessary.

o Allow the interpreter to introduce themselves to the patient and
explain their role.

o Arrange seating so that the patient can see both the interpreter and
health-care provider easily.

o Allow enough time (at least twice as long as normal).

During the exchange

o Speak to the patient, not the interpreter. This may be hard to do at
first, but you should speak to and look at the patient at all times.

o Be patient—some concepts are hard to explain.

o Avoid complex terms and grammar.

e Avoid jargon.

o Avoid slang and colloquialisms that may be hard to interpret correctly.

o Check understanding frequently.

o The interpreter may also provide information on the patient’s culture
to assist in the communication.

Finishing off
o Check understanding.

o Allow time for questions.
o Take the time to debrief with the interpreter.

P If the conversation has been distressing, offer the interpreter support
and let their employer know, if appropriate.

Written information

o [f interpreting written information, read it out loud. The interpreter
may not necessarily be able to translate written language as easily.

e Many state and federal health departments and charities provide
written information in a variety of languages—some also provide
recordings. You should be aware of what your locality has to offer.
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Imparting information

There are some guidelines for imparting any information—good or
bad—to a patient:

o |dentify the topic for discussion.

o |dentify the people present and ask if there is anyone else that they
would like to be there.

Establish previous experience and knowledge.

Keep sentences and explanations short and simple.

Repeat important information.

Allow time for feedback and questions, and check understanding.
Schedule time for follow-up.

[ ]
[ ]
[ )
[ )
[ )
e Be honest!

The importance of silence

In conversations with friends or colleagues, your aim is often to avoid
silence, using filler noises such as “um” and “ah” while pausing.

In medical situations, by contrast, silences should be embraced and used
to extract more information from the patient. Use silence in order to
listen.

Practice is needed, as the inexperienced may find this situation uncom-
fortable. It is often useful, however, to remain silent once the patient has
answered your question. You will usually find that the patient will start
speaking again, and often provide useful and enlightening facts that you
would otherwise not have gleaned.

Angry patients

With angry patients, use body language to take charge of the situation

without appearing aggressive (L p. 21). Throughout the exchange, you

should remain polite, avoiding confrontation, and resist becoming angry
yourself.

o Look to your own safety first.

o Calm the situation, then establish the facts of the case. Anger is often

secondary to some other emotion, such as loss, fear, or guilt.

Acknowledge the patient’s emotions through statements such as the

following:

* “| can see that this has made you angry.”

* “It's understandable that you should feel like this.”

o Steer the conversation away from the area of unhappiness and toward
the positive and plans, to move the situation forward.

e Don’t incriminate colleagues—the patient may remember your throw-
away comments, which could come back to haunt you. Avoid remarks
like “he shouldn’t have done that.”

o Emphasize any grounds for optimism or plans for resolving the
situation and putting things right.



16

cHAPTER 1 Communication skills

Telephone and e-mail communication

The essential rule of confidentiality is that you must not impart personal
information to anyone without the express permission of the patient con-
cerned—except in a few specific circumstances (K p. 26).

You must not give out any confidential information over the telephone
unless you are sure of the identity of the caller. All communication is best
done face to face. This may cause difficulty if a relative calls to ask about
the patient, but you should remain strict about this rule unless you have
the expressed permission of the patient.

When discussing follow-up communication for test results, obtain the
patient’s permission to leave a message on an answering machine or as
voice mail. Check to see if you have their correct phone number.

E-mail communications can be very problematic, especially if you do not
have a secure, encrypted system. Most health-care institutions have their
own policy regarding use of e-mail, so you should know what the rules are.
Patient’s e-mails should nonetheless be answered. Some providers will call
the patient back, documenting the communication in the EMR or chart.
Others will ask the patient to set up an appointment.

The use of social media (e.g., Facebook, Twitter) in medicine is still
evolving. It is best not to use these for any patient information.

If telephone communication is essential but you are in doubt as to the
caller’s identity, you may wish to take their number, check it with your
records, and then call them back.

Talking about sex

This can be a cause of considerable embarrassment for the patient and

for the inexperienced professional. Sexual questions are inappropriate to

ask in the presence of friends or relatives, so ask them to leave the room.

Your aim is to put the patient at ease and make responses more forthcom-

ing. Make no assumptions about a patient’s sexual orientation.

o The key is to ask direct, clear questions and show no embarrassment.

® You should maintain eye contact.

e You should also show no surprise whatsoever, even if the sexual
practices described differ from your own or from those that you
would consider acceptable.

o Try to become familiar with sexual slang and sexual practices that you
might not be familiar with.

« A failure to understand slang may lead to an immediate barrier in
the patient interview.

e In general, you should not use slang terms first. You may wish
to consider mirroring the patient’s speech as you continue the
conversation.

o See [ p. 378 for details of taking the sexual history.
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Breaking bad news

Students fear breaking bad news, and no one likes doing it. However,
knowing that you have broken difficult news in a sensitive way and that
you have helped the patient through a terrible experience can be one of
the most uplifting aspects of working in health care.

Before you start

o Confirm all the information for yourself and ensure that you have all
the information on hand, if necessary.

o Speak to the nursing staff to get background information on what the
patient knows, their fears, and details of their relationship with any
family or friends who may be present.

Choose the right place

o Pick a quiet, private room where you won't be disturbed.

o Ensure that there is no intervening desk or other piece of furniture.
o Arrange the chairs so that everyone can be seen equally.

o Hand your pager and cell phone to a colleague or turn it off.

Ensure that the right people are present
o Invite a member of the nursing staff to join you, particularly if they
have already established a relationship with the patient.

e Remember, it is usually the nursing staff that will be dealing with the
patient and relatives after you leave, so they need to know exactly
what was said.

o Would the patient like anyone in particular to be present?

Remember the general principles
See [J p. 6 and [J p. 9. Avoid using jargon, and speak slowly and
clearly.

Establish previous knowledge

It is essential to understand what the patient already knows. The situa-
tion is very different for a patient who knows that you have been look-
ing for cancer than that of a patient who thinks their cough is due to a
cold.

“What do you know so far?”
“What have the other doctors told you?”

How much do they want to know?

This is key. Before you consider breaking bad news, you have to learn if
the patient actually wants to hear it. Ask an open question, such as:

“Have you thought about what might be causing these problems?”
“Do you know why we've been doing these tests?”
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You can also ask directly if they want to hear what you might have to
say:

“Are you the sort of person who likes to know all the available facts?”

Warning shots

If they do want to know, you should break the news in a step-wise fash-
ion, delivering multiple “warning shots.” This gives the patient a chance
to stop you if they've heard enough or to ask for more information.

Keep your sentences, short, clear, and simple. A conversation may go
like this:

You: I'm afraid the test results show that things are more
serious than first thought.
Patient: What do you mean more serious?
You: Some of the cells look abnormal.
Patient: Do you mean that | have cancer?
You: Yes.

At any point, the patient may stop you, signaling that they don’t want to
hear more about it. Inexperienced practitioners sometimes feel that they
ought to tell the patient the full story, but they must understand that many
people would much rather not hear the words said aloud—this is their
coping strategy and must be respected. More than likely, this will not be
your only opportunity to speak with the patient.

You: I'm afraid the test results show that things are more
serious than first thought.
Patient: Just tell me what we can do next.
You: OK.

Allow time for information to sink in
You should allow time for each piece of information to sink in, ensur-
ing that the patient understands all that has been said and repeating any
important information.

Remember also that patients will not be able to remember the exact
details of what you have said—you may need to reschedule at a later time
to talk about treatment options or prognosis.

Honesty, above all else

Above all, you should be honest at all times. Never guess, predict, or lie.

The patient may break your pre-prepared flow of information, requiring
you to think on your feet. Sometimes you simply can’t abide by the rules
above. If asked a direct question, you must be honest and straightforward.
For example:
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You: I'm afraid the test results show ...
Patient: Just tell me, have | got cancer?
You: Yes, I'm afraid you do.

Don’t rush to the positive

When told of bad news, the patient needs a few moments to let the
information sink in. After the “yes” in the previous examples, you should
preferably wait in silence for the patient to speak next.

The patient may break down in tears, in which case they should be
offered tissues and the support of relatives, if nearby.

If emotionally distressed, the patient will not be receptive to what
you say next—you may want to give them some time alone with a rela-
tive or nurse before you continue to talk about prognosis or treatment
options.

Above all, you should not give false hope. The moment after the bad
news has been broken can be uncomfortable, and you must fight the
instinctive move to positive,-sounding statements, such as “there are
things we can do”; “on the plus side . . . ”; “the good news is . . .”; or
something similar.

Ending
Summarize the information given, check the patient’s understanding,
repeat any information as necessary, allow time for questions, and make
arrangements for a follow-up appointment or a further opportunity to ask
questions again.

Obviously, you shouldn’t make promises that you can’t keep. Don’t
offer to come back that afternoon if you're going to be in clinic!

“Do you understand everything that we've discussed?”
“Is there anything else that you would like to ask me?”
“I'll plan to see you tomorrow morning. I'll be happy to come back
in the meantime if you think of anything that you'd like to ask or
if you need to talk. Just ask one of the nursing staff to page me.”

Questions about time

“How long have | got?” is one of the most common questions asked, and

the hardest to answer.

o As always, don’t guess and don't lie.

o |t's often impossible to estimate this. Giving a figure will almost always
lead to you being wrong. If you don’t know, it is perfectly acceptable
to say so.

o Explain that it is impossible to judge, and ask if there is any date
in particular that they don’t want to miss—perhaps they want to
experience Christmas or a relative’s birthday.

o Don’t assume that they are asking out of fear; some people are surprisingly
practical and want to put their affairs in order before their death.
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Box 1.4 Fear words

There are certain words that immediately generate fear, such as cancer
and leukemia. You should use these if you are sure that the patient
understands the full diagnosis and plan.

Beware, however, of avoiding these words and causing confusion by
not giving the whole story.

You should also be aware of certain words that people will instinctively
assume mean something more serious. For example, to most people a
“shadow” on the lung means cancer. Don’t then use the word when you
are talking about pulmonary consolidation due to pneumonia!
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Body language: an introduction

Body language is rarely given the place it deserves in the teaching of com-
munication skills. There are over 600 muscles in the human body—90 in
the face, of which 30 act purely to express emotion. Changes in your posi-
tion or expression—some obvious, others subtle—can heavily influence
the message that you are communicating.

We've all met someone and thought, “| didn’t like him” or “she seemed
trustworthy.” Often these impressions of people are not built on what
is said but the manner in which people handle themselves. You subcon-
sciously pick up cues from the other person’s body. Being good at using
body language means having awareness of how the other person may be
viewing you and getting your subconscious actions and expressions under
conscious control.

If done well, you can influence the other person’s opinion of you, make
them more receptive to your message, or add particular emphasis to cer-
tain words and phrases.

Touching

Touching is one of the most powerful forms of nonverbal communication

and needs to be managed with care.

o Greeting: Touch is part of greeting rituals in most cultures. It
demonstrates that you are not holding a weapon and establishes
intimacy.

o Shaking hands: There are many variations. The length of the shake
and the strength of the grip impart a huge amount of information. For
added intimacy and warmth, a double-handed grip can be used. For
extra intimacy, one may touch the other’s forearm or elbow.”

e Dominance: Touch is a powerful display of dominance. Touching

someone on the back or shoulder demonstrates that you are in

charge—this can be countered by mirroring the action back.

Sympathy: The lightest of touches can be very comforting and is

appropriate in the medical situation where another type of touch may

be misread as dominance or intimacy (you shouldn’t hug a patient
you've just met!). Display sympathy by a brief touch to the arm or
hand.

Open body language
A cluster of movements are associated with seeming open. The most
significant part of this is the act of opening—signaling a change in the
way you are feeling. Openness demonstrates that you have nothing
to hide and are receptive to the other person. Openness encourages
openness.

This can be used to calm an angry situation or when asking about per-
sonal information.

* Watch the first few minutes of the 1998 film “Primary Colors,” which demonstrates the different
uses of touch during handshakes.
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P> The key is to not have your arms or legs crossed in any way.

o Arms open: either at your side or held wide. Even better, hold your
hands open and face your palms toward the other person.

o Legs open: this does not mean legs wide, rather, legs not crossed. You
may hold them parallel. The feet often point toward something of
subconscious interest to you—point them at the patient!

Emphasis

You can amplify your spoken words with your body, usually without notic-

ing it. Actions include nodding your head, pointing, or other hand gestures.

A gesture may involve your entire body.

Watch TV news anchors—often only their heads are in view, so they
emphasize with nods and turns of their heads much more than one would
during normal conversation.

o Synchrony: This is key. Time your points of the finger, taps of the hand
on the desk, or other actions with the words you wish to emphasize.

o Precision: Signal that the words currently being spoken are worth
paying attention to with delicate, precise movements. You could make
an ‘O’ with your thumb and index finger or hold your hands such that
each finger is touching its opposite counterpart—like a splayed prayer
position.”

Eye level
This is a very powerful tool. In general, the person with a higher eye level
is in control of the situation.

You can use this tactic to your advantage. When asking someone per-
sonal questions or when you want them to open up, position yourself such
that your eyes are below theirs, meaning they have to look down at you
slightly. This makes them feel more in control and comfortable.

Likewise, anger often comes from a feeling of lack of control—put the
angry person in charge by lowering your eye level—even if that means
squatting next to them or sitting when they are standing.

Conversely, you may raise your eye level to take charge of a difficult
situation; looking down on someone is intimidating. Stand over a seated
person to demonstrate that you are in charge.

Woatch and learn
There is much that could be said about body language. You should watch
others and yourself and consider what messages are being portrayed by
nonverbal communication.

Stay aware of your own movements, and consider intentionally chang-
ing what would normally be subconscious actions to add to, or alter, the
meaning of your speech.

* Many successful politicians are excellent users of body language. Pay attention to their campaign
speeches and formal presentations as well as to their informal talks.
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Written communication

Medical notes serve a number of purposes. The most important ones are

as follows:

o They are a record of the patient’s illness, treatments, and medical
encounters, for use by other medical practitioners in the future.

o They are the only record of your actions—and the means by which
you may be judged in case of future disputes.

e They are a record of events for the purposes of clinical audit.

How to write in the notes

Your entries in the notes should be tidy and legible. All entries should
include the following:

e Date

o Time

Medical information

Signature (also print your name if your handwriting is illegible).

Identity of the inscriber

Contact number (pager and/or cell phone)

Use black ink only (blue often doesn’t photocopy easily and can fade).

What to write in the notes

o Everything that occurs should be recorded. If it isn’t written down, it
didn’t happen!

o Remember especially to record discussions with relatives and the
details of what the patient has been told of diagnoses.

o There are no specific rules on how things should be written—there
are a number of conventions introduced throughout the book.
In general, entries should be easily understood by another staff
member.
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Box 1.5 Standard examination drawings

The essential rule is that the record you make should be easily under-
stood by another person. If it is hard to describe where the cut on the
patient’s foot is, draw it! There are a number of diagrams that, though
not official, are widely used and accepted as standard.

P s

Creps ® base BS ¢ dull to
percussion lower

12 @ lung
Chest
This is usually represented as a stylized version of the lungs seen from
the front. You can then add symbols (e.g., BS—breath sounds) indicating
your clinical finding.

Heart sounds

These are often represented as a version of a phonogram—see L p. 171
for examples.

Abdomen

This is usually drawn as a hexagon, although the anatomical stickler may
add the xiphoid process and the genitalia.

Tender
Palpable
'2 X colon
\
No masses felt Indicate flanks
No organomegaly at the side like this

soft BS @

Peripheral pulses and tendon reflexes
These are often indicated on stick-men. Be sure to make clear which are
the left and right sides of the person.

Tendon reflexes:
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Other body parts
You should feel free to make drawings to illustrate your findings.

Palpable lymph nodes
Bruising around

©eye
Palpable lump
1 in breast \'

2} (3 O]

X

4x2cm
ulcer medial

aspect (D) foot
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Law, ethics, and communication

No discussion of communication skills would be complete without men-
tion of confidentiality, capacity, and consent. It is also worth knowing the
four bioethical principles, about which much has been written elsewhere.

Four bioethical principles

o Autonomy: a respect for the individual and their ability to make
decisions regarding their own health

o Beneficence: acting to the benefit of patients

o Nonmalificence: acting to prevent harm to the patient

e Justice: fairness to the patient and the wider community when
considering the consequences of an action

Confidentiality

Confidentiality is closely linked to the ethical principles described above.
Maintaining a secret record of personal information shows respect for the
individual’s autonomy and their right to control their own information.
There is also an element of beneficence, whereas releasing the protected
information may cause harm.

Breaking confidentiality

The rules surrounding the maintenance of confidentiality have already
been mentioned (see L) p. 3). There are a number of circumstances in
which confidentiality can, or must, be broken. The exact advice varies
between different bodies; see Further Reading in this section. In general,
confidentiality may be broken in the following situations:

o With the consent of the individual concerned

o [f disclosure is in the patient’s interest but consent cannot be gained

o If required by law

e When there is a statutory duty, such as reporting of births, deaths, and
abortions, and in cases of certain communicable diseases

If it is overwhelmingly in the public interest

If it is necessary for national security or when prevention or detection
of a crime may be prejudiced or delayed

o In certain situations related to medical research

Consent and capacity

There are three main components to valid consent. To be competent (or
have capacity) to give consent, the patient

o Must understand the information that has been given

e Must believe that information

e Must be able to retain and evaluate the information to make a decision

In addition, for consent to be valid, the patient must be free from any
kind of duress.

P> It should be noted that an assessment of capacity is valid for the spe-
cific decision at hand. It is not an all-or-nothing phenomenon—you cannot
either have capacity or not. The assessment regarding competence must
be made for each new decision faced.



LAW, ETHICS, AND COMMUNICATION

Young people and capacity
o All persons aged 18 and over are considered to be a competent adult
unless there is evidence to the contrary.

e People between 16 and 18 years of age may be treated as adults if they
are covered by statutes regarding emancipated minors. However, the
refusal of a treatment can be overridden by the courts.

Children age 16 and younger are considered competent to give
consent if they meet the three conditions mentioned previously.
However, their decisions can be overridden by the courts or by
people with parental responsibility.

Further reading

There are many articles on communication in the medical setting. A
good summary of issues of communication, including cultural compe-
tency, Limited English Proficiency, and health literacy, can be found at
the US. Department of Health and Human Services, Health Resources
and Services Administration Web site. The online training module is enti-
tled Unified Heath Communication: Addressing Health Literacy, Cultural
Competency and Limited English Proficiency, at: http://www.hrsa.gov/
healthliteracy/default.htm

HIPAA (Health Insurance Portability and Accountability Act)

Health records and personal communications have undergone a sig-
nificant change since enactment of the Health Insurance Portability and
Accountability Act (HIPAA) in 1996. This Act has dramatically affected
issues of medical records, privacy, and security and transfer of information
that are far beyond the scope of this text. Further information on this
topic can be obtained at: http://www.hhs.gov/ocr/privacy
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History-taking

The history is a patient’s account of their illness together with other rele-
vant information you have gleaned from them. Like all things in medicine,
there is a tried and tested standard sequence that you should conform to
and is used by all providers.

It is good practice to make quick notes while talking to the patient that
you can use to write a thorough history afterward—don’t document every
word they say, as this breaks up your interaction!

By the end of the history-taking you should have a good idea of a diagnosis
or have several differential diagnoses in mind. The examination is your chance
to confirm or refute these through the acquisition of more information.

History-taking is not a passive process. You need to keep your wits
about you and gently guide the patient in giving you relevant information
through use of all the communication skills described in Chapter 1.

The history should be broken down under the headings listed in Box 2.1
and recorded in the notes in this order—many people prefer to use the
standard abbreviations instead of writing out the heading in full.

The outline shown in Box 2.1 is the standard method, although slight
variations exist.

Many people list information on smoking and alcohol as part of the
social history. We feel that these factors have such a significant impact on
health that they are more appropriately placed as part of the past medical
history, rather than as what the patient does in their spare time.

It is good practice in medicine to watch what other practitioners do and
adapt the parts that you feel are done well to your own style, making them
part of your own routine.

Box 2.1 The standard history framework

Patient profile (PP)

Chief complaint (CC)
History of the present illness (HPI)
Past medical history (PMH)
« Allergies

* Drug history

* Alcohol

* Smoking

Family history (FH)

Social History (SH)

* Occupational History
Review of Systems (ROS)
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Using this book

This book is divided into chapters by organ system. Each chapter offers
suggestions of how to proceed (see Boxes 2.2 and 2.3), depending on the
nature of the presenting complaint, and notes on what you should espe-
cially ask about under each of the headings. These notes are not exhaus-
tive and are intended as a guide to supplement a thorough history.

Box 2.2 Recording the history

Documentation is a vital part of all medical interactions.

The history should be recorded in the patient’s notes according to the
standard framework in Box 2.1, using the rules and procedures described
in the section Written Communication in Chapter 1 (EJ p. 23).

Always remember: if it isn’t written, it didn’t happen!

Box 2.3 Collateral histories

There are many situations in which the patient may be unable to give a
history (e.g., they are unconscious, delirious, demented, or dysphasic). In
these situations, you should make an effort to speak to all who can help
you fill in the gaps—regarding not only what happened to the patient
but also their usual medication, functional state, living arrangements, and
so on.

When taking a history from a source other than the patient, be sure
to document clearly that this is the case and the reason(s) for the patient
being unable to speak for themselves.

Useful sources of information include the following:

o Relatives, guardians, and cohabitants

e Close friends and roommates

e Primary care physician (PCP) or other members of the primary care
team

o Pharmacist

o Staff at the nursing home or residential or other facility

e Ambulance personnel

e Anyone who witnessed the event.

Patient profile (PP)

o This is the essential identifying and biographic information required by
the facility.

o Typically included in the PP will be the patient’s name, address, and
DOB.

o Other information included in the PP may include age, religion,
nationality, marital status, and contact information as requested by the
individual facility.
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Chief complaint (CC)

o This is the patient’s chief symptom(s) in their own words. It should
generally be no more than a single sentence.

o |f the patient has several symptoms, present them as a list that you can
expand on later in the history.

o Ask the patient an open question, such as, “What's the problem!” or
“What made you come to the office?” Each provider will have their
own style. You should choose a phrase that suits you and your manner
(one of the authors favors saying “tell me the story” after a brief
introduction).

The question “What brought you here?” usually brings the response
“an ambulance,” “my feet,” or “the taxi”—each patient being under the
impression that they are the first to crack this joke. This question is thus
best avoided.

P Remember, the CC is expressed in the patient’s words. “Hemoptysis”
is rarely a presenting complaint, but “coughing up blood” may well be!
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History of the presenting illness (HPI)

Here you are asking about and documenting details of the presenting com-
plaint. By the end of taking the HPI, you and readers of the record should
have a clear idea about the nature of the problem and of exactly how and
when it started, how it has progressed over time, and what impact it has
had on the patient in their general physical health, psychology, and social
and working lives. The HPI is best tackled in two phases.

First, ask an open question (as for the CC) and allow the patient to
talk through what has happened for about 2 minutes. Don’t interrupt!
Encourage the patient with nonverbal responses and take discreet notes.
This allows you to make an initial assessment of the patient in terms of
education level, personality, and anxiety. Using this information, you can
adjust your responses and interaction. It should also become clear to you
exactly what symptom the patient is most concerned about.

In the second phase, you should revisit the whole story, asking more
detailed questions. It may be useful to say, “I'd just like to go through the
story again, clarifying some details.” This is your chance to verify time-lines
and the relation of one symptom to another. You should also clarify pseu-
do-medical terms (e.g., exactly what does the patient mean by “vertigo,”
“flu,” or “rheumatism”?). Remember, this should feel like a conversation,
not an interrogation!

P The standard features that should be determined for any symp-
tom are shown in Box 2.4, along with additional features regarding
pain (Box 2.5). A mnemonic for remembering the important factors in
analyzing pain or a symptom is O3PQRST. This simple, alphabetically
ordered pneumonic includes the significant factors: Onset, Previous
occurrences, Provoking factors, Palliative factors (including prescribed
and home treatments attempted), Quality (such as characteristics of

Box 2.4 For each symptom, determine

o The exact nature of the symptom
e The onset
+ Date it began
» How it began (e.g., suddenly, gradually—over how long?)
« If the symptom is long- standing, why is the patient seeking help
now?
e Previous occurrences and frequency
« s the symptom constant or intermittent?
» How long does it last each time?
» What is the exact manner in which it comes and goes?
e Change over time
« Is it improving or deteriorating?
o Exacerbating factors
» What makes the symptom worse?
e Relieving factors
» What makes the symptom better?
e Associated symptoms.
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pain), Radiation (site of onset and any radiation), Severity, and Timing
(duration; see Box 2.6).

See the rest of this book for guidance on tackling other, organ-specific
presenting complaints.

At the end of the history of the presenting illness, you should have
established a problem list. You should run through these items with the
patient, summarizing what you have been told, and ask them if you have
the information correct and if there is anything further that they would like
to share with you.

Box 2.5 For pain, determine

o Site (where is the pain is worst—ask the patient to point to the site
with one finger)

o Radiation (does the pain move anywhere else?)

e Character (i.e., dull, aching, stabbing, burning)

e Severity (scored out of 10, with 10 being the worst pain imaginable)

e Mode and rate of onset (how did it come on—over how long?)

e Duration

e Frequency

o Exacerbating factors

e Relieving factors

e Associated symptoms (e.g., nausea, dyspepsia, shortness of breath)

Box 2.6 Long-standing problems

If the symptom is long-standing, ask why the patient is seeking help now.
Has anything changed? It is often useful to ask when the patient was last
well. This may help focus their mind on the start of the problem, which
may seem distant and less important to them.
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Past medical history (PMH)

Some aspects of the patient’s past illnesses or diagnoses may have already
been covered. Here, you should obtain detailed information about past
illnesses and surgical procedures.

Ask the patient if they are receiving care for anything else or have ever
been to the hospital before. Ensure that you get dates and a location for
each event. Some conditions, listed in Box 2.7, you should ask patients
about specifically. For each condition, ask the following:

e When was it diagnosed?
o How was it diagnosed?
e How has it been treated?

For operations, ask about any previous anesthesia problems.

Ask about immunizations. Have the patient provide as many specifics
about types and dates of immunizations. Also ask about employment and
insurance examinations. See Box 2.8 for gaining further clarification when
taking the PMH.

Box 2.7 Specific conditions to include in PMH

e Diabetes

o Rheumatic fever

e Jaundice

e Hypercholesterolemia

o Hypertension

e Angina

e Myocardial infarction (MI)

o Stroke or transient ischemic attack (TIA)
e Asthma

o Tuberculosis (TB)

o Epilepsy

o Anesthetic problems

e Blood transfusions

e Childhood illnesses and sequelae

Box 2.8 Don’t take anything for granted!

For each condition that the patient reports having, ask exactly how it
was diagnosed (where? by whom?) and how it has been treated since
then.

For example, if the patient reports “asthma,” ask who made the diag-
nosis, when the diagnosis was made, if they have ever had lung function
tests, if they have ever seen a pulmonologist, and if they are taking any
inhalers. Have they used any over-the-counter (OTC) treatments or
alternative medications? Occasionally, patients will give a long-standing
symptom a medical name, which can be very confusing. In this example,
the patient’s “asthma” could be how they refer to their wheeze that is
due to congestive cardiac failure.

35



36

CHAPTER 2 The history

Allergies

Any allergies should be documented separately from the drug history
because of their importance.

Ask if the patient has any allergies or is allergic to anything if they are
unfamiliar with the term allergies. Be sure to probe carefully, as people
will often tell you about their hay fever and forget about the rash they had
when they took penicillin. Ask specifically if they have had any reactions to
drugs or medication; don’t forget to inquire about food or environmental
allergies.

P> If an allergy is reported, you should obtain the exact nature of the
event and decide if the patient is describing a true allergy, intolerance, or
simply an unpleasant side effect.

Drug history

Here you should list all the medications that the patient is taking, includ-
ing the dosage and frequency of each prescription. If the patient is unsure
about their medications, confirm the drug history with the prescribing
provider or pharmacy. Take special note of any drugs that have been
started or stopped recently.

You should also ask about compliance—does the patient know what
dose they take? Do they ever miss doses! If they are not taking the medi-
cation, what’s the reason? Do they have any compliance aids such as a
pre-packaged weekly supply? It may also be valuable to ask if the patient is
having any difficulty obtaining their medications.

The patient may consider some medications as not being drugs,
so specific questioning is required. Don’'t forget to ask about the
following:

e Eye drops

Inhalers

o Sleeping pills

o Oral contraception

e OTC drugs (bought at a store or pharmacy), vitamin supplements
[ )

°

Herbal remedies
Illicit or “recreational” drug use
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Alcohol

You should attempt to quantify, as accurately as possible, the amount of
alcohol consumed per week, and establish if the consumption is spread
out evenly over the week or concentrated in a smaller period. The CAGE
questionnaire, long considered a standard in alcohol assessment, may be
supplemented or possibly replaced by use of a single question: “How
many times in the past year have you had X or more drinks in a day?,”
where X is 5 for men and 4 for women, and a response of 1 or more times
has been validated and may prove to be valuable with certain populations
(see Box 2.9).

In the United States and many European countries, alcohol is quantified
as standard drinks. In the United States, a standard drink contains 0.54
ounces of alcohol (Box 2.10).

Healthy People 2010
Information on this initiative (Box 2.11) is available at: http://www.
healthypeople.gov

Box 2.9 Alcohol consumption

Healthy People 2010 reports that males may be at risk for alcohol-
related problems if they drink more than 14 drinks per week or more
than 4 drinks per occasion. Likewise, females may be at risk if they drink
more than seven drinks per week or three drinks per occasion.

Box 2.10 Alcohol amounts of common drinks

For typical strength alcoholic beverages the following contain approxi-
mately 0.54 ounces of ethanol.

e 12 ounces beer

e 5 ounces of wine

e 1.5 ounces of 80 proof distilled spirits

Box 2.11 Health People 2010

A target goal of Healthy People 2010 is to reduce the average annual
alcohol consumption to 2 gallons per year from a 1997 baseline, when
2.18 gallons of ethanol was consumed per person age 14 years and
older.
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Smoking

Attempt to quantify the habit (Box 2.12) in pack-years: 1 pack-year is 20
cigarettes (1 pack) per day for 1 year (e.g., 40/day for 1 year = 2 pack-
years; 10/day for 2 years = 1 pack-year).

Ask about previous smoking, as many patients will call themselves non-
smokers if they gave up yesterday or are even on their way to the hospital
or clinic!

Remember to ask about passive smoking. An inquiry such as, “Do you
smoke in your house, in your car, or around your children?” may help to
raise consciousness regarding health risks for children and the issue of
influencing the child’s future behavior.

Be aware of cultural issues—smoking is forbidden for Sikhs, for
example, and they may take offence at the suggestion of smoking!
Beware of appearing judgmental.

Box 2.12 Haggling and the art of quantification

Smoking and alcohol histories are notoriously unreliable—alcohol espe-
cially so. The patient may be trying to please you or feel embarrassed
about openly admitting their true consumption. Gaining an accurate
account of consumption can sometimes feel like haggling. There are two
steps in this process.

First, appear nonjudgmental and resist acting surprised in any way,
even in the face of liquor or tobacco consumption that you may con-
sider excessive and unwise.

Second, if the patient remains reticent (| smoke a few”), suggest a
number, but start very high (“Shall we say 60 a day?”) and the patient
will usually give you a number nearer the true amount (“Oh no, more
like 20”). If you start low, the same patient may only admit to half that
amount.



FAMILY HISTORY (FH)

Family history (FH)

The FH details the following:

o Makeup of the family, including age and gender of parents, siblings,
children, and extended family, as relevant

o Health of the family

You should ask about any diagnosed conditions in other living fam-
ily members. Stating a “laundry list” of common conditions will help
the patient understand conditions that you are most concerned about.
You should also document the age and cause of death for all deceased
first-degree relatives and for other family members if you feel it is
appropriate.

[t may help to draw a family tree (genogram), as shown in Box 2.13.
These diagrams are particularly useful in pediatric assessments, families
with multiple health problems that demonstrate familial propensities, and
families with hereditary conditions.

Box 2.13 Family trees

Conventionally, males are represented by a square ([JJ) and females by a
circle (O). The patient you are talking to is called the propositus, proband,
or index and is indicated by a small arrow (7).
Horizontal lines represent marriages or other relationships resulting in
a child. Vertical lines descend from these, connecting to a horizontal line
from which the children “hang.” You can add ages and causes of death.
Family members who have died are represented by a diagonal line
drawn through their circle or square (&, 1), and those with the condi-
tion of interest are represented by shaded shapes (@, ).
Example 1 Our patient is an only child and has no children, his parents
are alive, but all his grandparents have died of different causes.
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Box 2.13 (Contd.)

Example 2 Our patient suffers from colon cancer and has no children.
She has a brother who is well. Her parents are both alive and her mother
has colon cancer. Of her grandparents, only her paternal grandfather is
alive. Her maternal grandfather died of colon cancer.

& 7 & 0

O—'—D

O
/'O

Example 3 Our patient has epilepsy, as does her father. She has 3 chil-
dren, 2 boys and a girl. One of the boys also has epilepsy.

—O

Kﬂn 10

A




SOCIAL HISTORY (SH)

Social history (SH)

This is your chance to document the details of the patient’s personal life
that are relevant to the working diagnosis, the patient’s general well-being,
and recovery or convalescence. The SH will help in understanding the
impact of the illness on the patient’s functional status.

This is a vital part of the history but is often given only brief attention.
The disease and, indeed, the patient do not exist in a vacuum but are part
of a community that they interact with and contribute to. Without these
details, it is impossible to take a holistic approach to the patient’s well-
being. Establish the following:

o Marital status
o Sexual orientation
e Occupation (or previous occupations if retired)
» You should establish the exact nature of the job if it is unclear—
does it involve sitting at a desk, carrying heavy loads, or traveling?
o Other people who live at the same address
o Type of accommodation (e.g., house, apartment—and on what floor)
e Does the patient own their accommodation or rent it?
o Are there any stairs? How many?
o Does the patient have any aids or adaptations in their house (e.g., rails
near the bath)?
Does the patient use any walking aids (e.g., cane, walker, scooter)?
Does the patient receive any help on a daily basis?
« Who from (e.g., family, friends, social services)?
» Who does the laundry, cleaning, cooking, and shopping?
Does the patient have relatives living nearby?
What hobbies does the patient have?
Does the patient own any pets?
Has the patient been abroad recently or spent any time abroad in the
past?
o Does the patient drive!
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Review of systems (ROS)

Prior to the exam, you should perform a screening of the other body sys-
tems relevant to the chief complaint. When conducting the comprehen-
sive exam, review of all systems is necessary and use of a cranial-caudal
approach to the review may be most appropriate.

The review of systems often proves to be more important than you
expect. You may find symptoms that the patient had forgotten about or
identify secondary, unrelated problems that can be addressed as part of
the review. Not only is the finding of unexpected symptoms important,
the absence of particular symptoms may be of even greater significance,
therefore, always document significant negatives.

The questions asked will depend on any previous discussion(s). If you
have discussed chest pain in the history of presenting complaint, there is
no need to ask about it again.

Ask the patient if they have any of the following symptoms:

General symptoms

o Weight change (loss or gain), change in appetite (loss or gain), fever,
lethargy, malaise

Skin symptoms

o Lumps, bumps, sores, ulcers, rashes, itch

Sensory symptoms

o Vision problems hearing deficits

Respiratory symptoms

o Cough, sputum, hemoptysis, shortness of breath, wheeze, chest pain
Cardiovascular symptoms

o Shortness of breath on exertion, paroxysmal nocturnal dyspnea, chest
pain, palpitations, ankle swelling, orthopnea, claudication

Gastrointestinal symptoms

o Dysphagia, indigestion, abdominal pain, nausea, vomiting, a change in
bowel habit, constipation, diarrhea, rectal blood loss

Genitourinary symptoms

o Urinary frequency, polyuria, dysuria, hematuria, nocturia, menstrual
problems, impotence

Neurological symptoms

o Headaches, dizziness, tingling, weakness, tremor, faint, seizures,
convulsions, epilepsy, blackouts or other loss of consciousness

Psychological symptoms

o Depression, anxiety, sleep disturbances

Endocrine symptoms

o Intolerance to heat or cold

Musculoskeletal symptoms

o Aches, pains, stiffness, swelling
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The elderly patient

Obtaining a history from older people might be regarded as no greater
task than that for any other patient; however, cognitive decline, deafness,
and acute illness can make this difficult. Taking a good history from older
people is a skill that you will find useful in all other situations.

While the history is key for making diagnoses, it is also an opportunity
for much more—your first interaction with an older patient sets impor-
tant first impressions. A skillful history not only reaps diagnostic rewards
but also marks you as a competent provider who can gain trust, reassure,
and communicate well with patients in any challenging situation.

Key points

Learn to listen

It can be tempting to ask lots of questions to obtain every fact in the his-
tory, particularly if you are rushed. Doing this will not only frustrate and
offend your patient (because you clearly don’t listen) but will also risk your
missing important facts.

Instead, learn to stay quiet—and listen in detail to the history of the pre-
senting complaint, which may only be 3—4 minutes, but gives your patient
a chance to be heard (see Box 2.14). Seemingly irrelevant detail is often
useful when patients have the chance to put it in context. It often saves
you time, as other key information may emerge, and you can better focus
the history.

Problem lists

Patients with chronic illness or multiple diagnoses may have more than
one strand to their acute presentation. Consider breaking the history
of the presenting complaint down into a problem list, e.g, 1) worsen-
ing heart failure; 2) continence problems; 3) diarrhea; 4) falls. This can
often reveal key interactions between diagnoses that you might not have
thought about.

Drug history

Remember to consider polypharmacy and that patients may not remem-
ber all the treatments they take. Be aware that more drugs mean more
side effects and less compliance, so ask which are taken and why—(older)
people are often quite honest about why they omit tablets.

Many elderly individuals use supplements or alternative remedies that
may interfere with your prescribed treatments, so ask about them! Eye
drops, sleeping pills, and laxatives are often regarded non-medicines by
patients, so be thorough and ask about each separately. Avoid precipitat-
ing delirium due to acute withdrawal of benzodiazepines.

Finally, remember the cost of medications and the impact they have on
an individual on a fixed income.

Functional history

A comprehensive functional history is a cornerstone of your history-tak-
ing in older people—we make no apologies for reminding you about this
throughout this book. Diseases may not cured or modified, but their key
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component—the effects on patients and their lives—might be easily trans-
formed through manipulation of activities of daily living.

Remember to ask about support systems for the patient at home—
have things resulted in a crisis for the patient because a caregiver is ill? Be
polite and ask tactfully about finances and available services. Are social
service benefits, such as home health and meals-on-wheels, available?
Many patients do not realize that they might be eligible, so precede your
questions with an explanation that, if desired, information about resources
or referral may be provided.

Social history
SH is exactly that and should complement the functional history.
Occupation (other than retired) can be of value when one is faced with
a new diagnosis of pulmonary fibrosis or bladder cancer and may give
your patient a chance to sketch out more about their lives. Inquire about
family—don’t assume that a relative may be able to provide help, as they
may live far away; the patient may still have a spouse, but be separated.
Chat with patients about their daily lives—interests and pursuits can
help distract an ill patient, give hope for the future, and act as an incentive
for recovery and meaningful rehabilitation.

Box 2.14 A note on narratives

o Akin to learning to listen is recognition that many patients might

not deliver their histories in a style that fits the traditional pattern
described in this chapter. Pushing (older) patients through histories
is not recommended. Older people will often discuss events and
preferences with a constituted story, and it is important to recognize
the value of this. Narrative analysis at its most simple—i.e., your
ability to listen and interpret—is a vital skill for all clinicians. Listening
to stories allows you to understand patients’ preferences, hopes, and
fears.

Remember also that older patients often have different views about
what they want from their doctors. Their “agendas” may differ
hugely from what you think treatment plans should be, but they

may not make their views known, through fear of offending you. If
you are unsure, always ask—learning to involve your patients in key
decisions about their care will make you a better clinician.



THE PEDIATRIC PATIENT

The pediatric patient

Obtaining a history about or from children may present additional chal-
lenges, depending on who is available to provide the history and how
active the child is.

Key points

Learn to listen

Remember to listen to the child in addition to the caregiver. Again, it can
be tempting to ask lots of questions to obtain every fact in the history.
Doing this may result in missed opportunities to observe the patient—
caregiver interaction.

The child who is given appropriate attention during the history may
feel more engaged and be more cooperative during the exam. Instead of
having the child be quiet, remember to solicit the input of your youthful
patient. It gives them a chance to be heard. It can even save time, as key
information may emerge from the unexpected source—the child.

Drug history

Remember that parental practices may put children at risk. Ask about
the use of OTC medications and alternative treatments. This is often an
overlooked area when dealing with children.

Social history

Don’t assume that a relative bringing the child in for an exam may be able
to provide all the needed information. The child may be the subject of a
shared-custody agreement, or the noncustodial parent, who has minimal
information about the child, may be bringing the child in. Remember to
ask about formal and informal support for the patient and family during
illness.

Ask tactfully about the availability of parental benefits, including sick
time, as many parents do not realize that they might be eligible for such
benefits as leave time under the Family and Medical Leave Act (FMLA).

Chat with the child about their daily activities. Understanding the child’s
perceptions about their illness as well as their life in general may give
important clues to the best ways to provide care. Having the child discuss
interests and practices can help in providing treatment and supporting
parental relationships.
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CHAPTER 3 General examination

Approaching the physical examination

General conduct

Medical professionals are in a position of trust. It is generally assumed that,
as a medical professional, you will act with professionalism, integrity, and
honesty, as well as respect for the dignity and privacy of your patient.

In no part of the patient encounter is this more evident than during the
physical examination. People you may have only just met will take off their
clothes and allow you to look at and touch their bodies—something that
would be completely unacceptable to many people in any other situation.
They will, of course, be more comfortable with this if you have established
an appropriate rapport during the history-taking phase of the visit.

Communication does not stop at the end of taking the history, as addi-
tional historical information should be elicited during the physical exami-
nation. The manner in which you conduct yourself during the examination
can be the difference between an effective examination and a formal
complaint. It is essential that cultural and religious norms be taken into
consideration in the context of the physical examination.

This is not to say that you should shy away from examining the patient
for fear of acting inappropriately and causing offense. In particular, you
should not avoid examining members of the opposite sex, especially their
intimate body parts, as there should be no sexual undertones in the rela-
tionship whatsoever.

The examiner must project a self-confident and empathetic persona
throughout thee examination. Further, the use of consistent verbal and
nonverbal communication should ensure that no misunderstandings occur.
You should, of course, be sure that you have a chaperone present—
another student, doctor, nurse, or other health-care professional—when-
ever you perform any intimate examination. Ideally, the chaperone should
be of the same gender as the patient.

Format of the examination

Examination techniques may seem overstructured and unnaturally formulaic
at first, but these routines ensure that no part of the examination is missed.

The right approach

One important rule is that you should always stand at the patient’s right-
hand side. This gives them a feeling of control over the situation (most
people are right-handed). All the standard examination techniques are
formulated with this orientation in mind.

Systems examinations
The physical examination can be accomplished through a body systems
approach, which is the format of this book.

Often you will need to examine several systems simultaneously by inte-
grating examination techniques in an integrated manner. For example, you
may wish to examine the patient’s thorax with a view to the cardiovascular
and respiratory systems, listening for heart and breath sounds during the
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auscultation phase of the exam, rather than completing the heart exam
and then returning to examine the chest and respiratory system.

Examination framework

Each system-based examination is divided into the following categories:
o Inspection (looking)

o Palpation (feeling)

e Percussion (tapping)

o Auscultation (listening)

In addition, there may be special tests and other added categories; you will
meet these as you go through this book.

Using this book

e Each chapter in this book is based around one body system and
describes the standard examination format for that system only.

o At the beginning of each encounter, you should consider the
topics covered in this chapter before moving to the more specific
examination.

® You should not consider these examination routines to be entirely
separate entities. If examining several systems at once, you should
combine these frameworks to create a single, fluid routine.
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First impressions

Diagnosis at first sight

From the first moment you set eyes on the patient, you should be forming
impressions of their general state of health. It takes experience and practice
to pick up on all of the possible clues, but much can be gained by combining
common sense with medical knowledge. Ask yourself the following:

o Did the patient walk in unassisted?

o Does the patient appear comfortable or distressed?

o Does the patient appear well or il

o |s there a recognizable syndrome or facies?

o Does the patient appear well nourished and hydrated ?

You will note many of these features subconsciously, but you must work
to make yourself consciously aware of them.

Bedside clues

In a hospital setting, there may be additional clues as to the patient’s state of
health in the objects around them. In other circumstances, look at objects
they are carrying or that are visible in their pockets. Examples include
oxygen tubing, inhalers, insulin syringes, a glucose meter, or cigarettes.

Vital signs

It is also essential that vital signs be assessed at an early stage. These usu-
ally include the following:

o Temperature

o Blood pressure

o Pulse

o Oxygen saturation

o Respiratory rate

o Level of pain

Consciousness level

If necessary, a rapid and initial assessment of a patient’s level of consciousness
can be made using the Alert, Voice, Pain, Unresponsive (AVPU) scale (Box 10.9
L1 p. 332) or the Glasgow Coma Scale (GCS) (Box 10.10 £ p. 332).

Preparing for the examination

Before commencing a formal examination, introduce yourself, explain

what you would like to do, and obtain verbal consent.

o Ensure that the patient has adequate privacy to undress.

o Make sure that you will not be disturbed.

o Check that the examination couch or bed is draped or covered by a
clean sheet or disposable drape.

o [f the patient is accompanied, ask them if they would like their
companion to remain in the room during the exam.

o Check that any equipment you will require is available (light source,
cotton ball, reflex hammer, stethoscope, etc.).

o When ready, the patient should be positioned supine with the head
and shoulders raised to 45°.
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Color

The color of the patient, or parts of the patient, can give clues to their
general state of health and to particular diagnoses. Look especially for
evidence of pallor, central or peripheral cyanosis, jaundice, and abnormal
skin pigmentation.

Pallor (paleness)

Facial pallor is often a sign of severe anemia and is especially notice-
able on inspecting the palpebral conjunctiva, nail beds, and palmar skin
creases.

Ask the patient to look upward and gently draw down their lower eyelid
with your thumb—the conjunctiva should be red or pink.

However, pallor is an unreliable sign in patients suffering shock or in
those with vascular disease. Peripheral vasoconstriction or poor blood
flow causes pallor of the skin and conjunctiva, even in the absence of
blood loss.

Cyanosis

See also LH p. 191. Cyanosis refers to a bluish discoloration of the skin
and mucous membranes and is due to the presence of at least 2.5 g/dL of
deoxygenated hemoglobin in the blood.

In central cyanosis, the tongue appears blue from an abnormal amount
of deoxygenated blood in the arteries. This may develop in any lung dis-
ease in which there is a ventilation/perfusion mismatch, such as chronic
obstructive pulmonary disease (COPD), cor pulmonale, and massive
pulmonary embolus (PE). It will also occur in right-to-left cardiac shunts.
Finally, polycythemia and hemoglobinopathies (such as methemoglob-
inemia) may give the appearance of cyanosis due to abnormal oxygen
carriage.

Peripheral cyanosis is bluish discoloration at the extremities (fingers,
toes) only. It is usually due to a decrease in blood supply or a slowing of
the peripheral circulation. The latter commonly arises with exposure to
cold, reduced cardiac output, or peripheral vascular disease.

Note that one cannot have central cyanosis without also demonstrating
peripheral cyanosis. Peripheral cyanosis, however, can occur alone.

Jaundice

Jaundice (icterus) refers to a yellow pigmentation of those tissues in the
body that contain elastin (skin, sclerae, and mucosa) and occurs from an
increase in plasma bilirubin (visible at >35 pmol/L).

It is best appreciated in fair-skinned individuals in natural daylight.
Jaundice should not be confused with carotonemia, which also causes a
yellow discoloration of the skin, but the sclerae remain white.

During the examination, expose the sclera by gently holding down
the lower lid and asking the patient to look upward. It is important
that the examiner consider the possibility that in patients with black or
brown skin, hyperpigmented areas on the sclera are often nonpatho-
logical and are associated with the presence of melanin in the tissue of
the sclera.
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Other abnormalities of coloration
You will see other distinctive color patterns throughout this book; a list
here would be lengthy and probably unnecessary.

These include the classic slate-gray appearance of hemachromatosis,
silver-gray coloration in argyra (silver poisoning), hyperpigmented skin-
fold pigmentation seen in Addison’s disease, and nonpigmented patches
of vitiligo (EX p. 83).



TEMPERATURE

Temperature

o Record the patient’s temperature using either a mercury or electronic

thermometer. The recording will depend on the site of measurement.

Normal oral temperature is usually considered to be 98.6°F, with a

range of 97.5° to 99.5°F. Rectal temperature is 1.0°F higher and axillary

temperature is 1.0°F lower.

e There is also a diurnal variation in body temperature, with peak
temperatures occurring between 6 and 10 PM and the lowest
temperatures between 2 and 4 AM.

High temperature

The febrile pattern of most diseases also follows this diurnal variation.
Sequential recording of temperature may show a variety of patterns that
can be helpful in the diagnosis of disease.

For example, persistent pyrexia may be a sign of malignant hyperthermia,
a drug fever (e.g., halothane, succinylcholine), typhus, or typhoid fever.

Intermittent pyrexia can be suggestive of lymphomas and pyogenic infec-
tions, such as milliary TB.

A relapsing high temperature occasionally occurs in patient with
Hodgkin’s disease and is characterized by 4-5 days of persistent fever that
then returns to baseline before rising again.

Also note any rigors (uncontrollable shaking), which may accompany
high fever and are often characteristic of biliary sepsis or pyelonephritis.

Low temperature
Hypothermia is a core (rectal) temperature of <95.0°F and occurs usually
from exposure to cold (e.g., near-drowning) or secondary to an impaired
level of consciousness (e.g., following excess alcohol or drug overdose) or
in the elderly (e.g., myxedema).

Patients may be pale with cold, waxy skin and stiff muscles; conscious-
ness is often reduced. Patients typically lose consciousness at tempera-
tures <81°F.
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Hydration

When assessing hydration status, you may already have obtained clues
from the history. For example, a patient may have been admitted with
poor fluid intake and may be thirsty. Sepsis, bleeding, or bowel obstruc-
tion and vomiting can also cause a person to become dehydrated.

Examination

o Begin with looking around the patient for any obvious clues, including
fluid restriction signs, urinary catheter bag, or nutritional supplements.

o Inspect face for sunken orbits (sign of moderate—severe dehydration).

Mucous membranes
e Inspect the tongue and mucous membranes for moisture.
» Dehydration will cause these surfaces to appear dry.

Skin turgor
o Assess by gently pinching a fold of skin on the forearm, holding for a
few moments, and letting go.

* With normal hydration, the skin will promptly return to its original
position, whereas in dehydration, skin turgor is reduced and the skin
takes longer to return to its original state.

» OThis sign is unreliable in elderly patients, whose skin may have lost
its normal elasticity.

Capillary refill
o Test by raising the patient?s thumb to the level of the heart, pressing
hard on the pulp for 5 seconds and then releasing. Measure the time
taken for the normal pink color to return.
» Normal capillary refill time should be <2 seconds; a prolongation is
indicative of poor blood supply to the peripheries.

Pulse rate
e A compensatory tachycardia may occur in dehydration or in fluid
overload.

Blood pressure

o Check lying and standing blood pressure (EJ p. 50) and look for low
blood pressure on standing, which may suggest dehydration (along
with many other diagnoses).

Jugular venous pressure (JVP)
o See L p. 146. Assess height of the JVP, which is one of the most
sensitive ways of judging intravascular volume.

e The JVP is low in dehydration but raised in fluid overload (e.g.,
pulmonary edema). The latter commonly causes fine basal
inspiratory rales (Ed p. 198).

Edema
o Edema is another useful sign of fluid overload (consider right heart
failure, constrictive pericarditis, hypoalbuminemia). Remember to test

for both ankle and sacral edema (L p. 55).
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Edema

Edema refers to fluid accumulation in the subcutaneous tissues and implies
an imbalance of the Starling forces (intravascular pressure or reduced
intravascular oncotic pressure), causing fluid to seep into the interstitial
space.

Edema will occur in hypoproteinemic states (especially nephrotic syn-
drome, malnutrition, and malabsorption) and severe cardiac and renal
failure (see Box 3.1).

Examination

In ambulatory patients, palpate the distal shaft of the tibia for edema by
gently compressing the area for up to 10 seconds with the thumb. If the
edema is pitting, the skin will show an indention where pressure was
applied, which refills slowly.

P If edema is present, note its upper level. Edema may also involve the
anterior abdominal wall and external genitalia.

When a person with edema lies down, fluid moves to the new depend-
ent area, causing sacral edema. This can be checked for by asking the
patient to sit forward, exposing the lower back and sacral region, and again
applying gentle pressure with your fingertips.

Box 3.1 Some causes of leg swelling

Local causes

o Cellulitis (usually unilateral)

o Ruptured baker’s cyst (usually unilateral)

o Occlusion of a large vein—i.e., thrombophlebitis, deep venous
thrombosis (DVT), extrinsic venous compression

o Chronic venous insufficiency—pigmentation induration,
inflammation, lipodermatosclerosis

o Lipomatosis

e Gastrocnemius rupture—swelling and bruising around the ankle joint
and foot

Systemic causes

o Congestive heart failure

e Hypoproteinemia (nephrotic syndrome, liver cirrhosis, protein-losing
enteropathy, kwashiorkor)

o Hypothyroidism

o Hyperthyroidism

e Drugs (e.g., corticosteroids, nonsteroidal anti-inflammatory drugs
[NSAIDs], vasodilators)

Lymphedema
This is non-pitting edema associated with thickened and indurated skin.

[t can be idiopathic or secondary to proximal lymphatic obstruction,
such as post-surgery, in metastatic cancer, or with chronic infection.
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Nutritional status

The nutritional status of the patient may be an important marker of dis-
ease and is often overlooked in physical examination. The following are
simple clinical measures that can be easily undertaken to assess a patients
overall nutritional status.

General physical appearance

o Note the patient’s overall body habitus: are they fat or thin ? Do
they appear to have recently lost or gained weight ? (See Boxes 3.2
and 3.3.

o Weight )loss can lead to muscle wasting, seen as skeletal prominence,
especially cheek bones and heads of humerus and major joints, rib
cage, and the bony landmarks of the pelvis.

Body weight and height
All patients should be weighed with accurate scales and have their height
recorded (ideally using a stadiometer).

Body mass index

The body mass index (BMI) is a useful estimate of body composition and
related health risk.

_ weight (kg)

BMI " [height (m)Z]

The World Health Organization (WHO) has classified BMI as follows:
e 19-25 = normal

e 25-30 = overweight

o 30-40 = obese

e >40 = extreme or morbid obesity

Regional fat distribution

A central distribution of body fat (waist-hip circumference ratio >1.0 in
men, >0.9 in women) is associated with a higher risk of morbidity and
mortality.

Skin-fold thickness

Skin-fold thickness is another useful method of assessing body composi-
tion and is usually measured at the triceps halfway between the olecranon
and acromial processes. This is measured using specialist calipers.

The examiner should pinch a fold of skin and subcutaneous tissue
between the thumb and first finger and then apply the calipers to the skin-
fold. Three measurements are normally taken and the average calculated
(normal values are 20 mm in men and 30 mm in women).

Mid-arm circumference

An additional method for estimating body fatness at the bedside is to
measure mid-arm muscle circumference.
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As with skin fold thickness, use the midpoint between the tip of the
olecranon and acromial processes as the standard measurement point.
With the arm in flexed right-angle position, take three tape measurements
at this point before calculating the average. Standard age and sex charts
are available.

Box 3.2 Some conditions associated with malnutrition

o Any very ill patient

o Malignancy

o Metabolic disease (e.g., renal failure)

o Gastrointestinal disease (especially small bowel)

o Sepsis

e Trauma

o Post-surgery

e Psychosocial problems (e.g., depression, anorexia nervosa, social
isolation)

e Dementia

Box 3.3 Some conditions associated with obesity

o Simple obesity (‘biopsychosocial’)

o Genetic, e.g.,, Prader-Willi, Lawrence-Moon-Bied| syndrome
e Endocrine (e.g., Cushing’s syndrome, hypothyroidism)

e Drug induced (e.g., corticosteroids)

e Hypothalamic damage due to a tumor or trauma
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Lymph nodes

An examination of the lymph nodes forms a portion of the routine exam
for most body regions. As there is no need to percuss or auscultate, exam-
ination involves inspection followed by palpation. Normally, lymph nodes
should be nonpalpable. Lymphadenopathy occurs when various health
states result in enlargement of lymphoid tissues (see Box 3.4).

There are a great many lymph nodes that are not accessible to the
examining hand—for example, within the mediastinum or the intestinal
mesentery.

Several groups of lymph nodes are accessible for the purposes of physi-
cal examination. In the head and neck, these are located along the ante-
rior and posterior aspects of the neck and on the underside and angle
of the jaw (see Fig. 3.1). In the upper limb and trunk, lymph nodes are
located in the epitrochlear (Fig. 3.2) and axillary (Fig. 3.3) regions, and
in the lower limbs nodes can be examined in the inguinal (Fig. 3.4) and
popliteal regions.

P Remember that the liver and spleen are often enlarged in the pres-
ence of generalized lymphadenopathy These should be examined as on
L p. 233 (Liver) and [ p. 234 (Spleer), respectively.

Inspection

Large nodes are often clearly visible on inspection, particularly if the
enlargement is asymmetrical. If nodes are infected, the overlying skin may
be red and inflamed.

Palpation

Lymph nodes should be palpated using the most sensitive part of your
hands—the fingertips.

Head and neck
The nodes should be palpated with the patient in an upright position and
the examiner standing behind—similar to examination of the thyroid gland

(L3 p. 60).

Axillae

To examine the nodes at the right axilla:

o The patient should be sitting comfortably and you should stand at their
right-hand side.

e Support their right arm abducted to 90° with your right hand.

o Examine the axilla with your left hand.

To examine the nodes at the left axilla:
o Perform the same maneuver as for the right, but on the opposite side.

Inguinal

With the patient lying supine, palpate their inguinal region along the inguinal

ligament—the same position as when feeling for a hernia (L p. 243) or the

femoral pulse (EJ p. 151).

e There are two chains of superficial inguinal lymph nodes—a horizontal
chain that runs just below the inguinal ligament, and a vertical chain
that runs along the saphenous vein.
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Epitrochlear nodes

Place the palm of your right hand under the patient’s slightly flexed right
elbow and feel with your fingers in the groove above and posterior to the
medial epicondyle of the humerus.

Popliteal

This is best examined by passively flexing the knee and exploring the fossa
with the fingers of both hands—much like feeling for the popliteal pulse
(EA p. 157).

Findings

Similar to the considerations when examining a lump (EJ p. 88), during

palpation of lymph nodes, the following features should be assessed:

o Site: Important diseases, such as both acute and chronic infections and
metastatic carcinoma, will cause localized lymphadenopathy, depending
on the site of primary pathology. It is often helpful to draw a diagram
detailing exactly where the enlarged node is.

o Number: How many nodes are enlarged ? Make a diagram and detail
the palpable nodes clearly and carefully.

o Size: Normal nodes are not palpable. Palpable nodes, therefore, are
enlarged. You should measure their length and width.

o Consistency: Malignant lymph nodes feel unusually firm or hard and

irregular. Enlarged nodes secondary to infection may feel rubbery.

Tenderness: Painful, tender nodes usually imply infection.

Fixation: Nodes fixed to surrounding tissue are highly suspicious of

malignancy. Matted glands may occur in tuberculous lymphadenopathy.

o Overlying skin: Inflamed nodes may cause redness and swelling in the
overlying skin. Spread of a metastatic carcinoma into the surrounding
tissue may cause edema and surface texture changes.

Box 3.4 Some causes of generalized lymphadenopathy

o Hematological malignancies (e.g., lymphoma, acute, and chronic
lymphatic leukemia)

e Infections
* Viral (e.g., HIV, infectious mononucleosis, cytomegalovirus [CMV])
* Bacterial (e.g., tuberculosis, syphilis, brucellosis)

o Infiltrative diseases (e.g., sarcoidosis, amyloidosis)

o Autoimmune diseases (e.g., systemic lupus erythematosus [SLE],
rheumatoid arthritis)

o Drugs (e.g., phenytoin causes a pseudolymphoma)
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A = Supraclavicular
B = Posterior triangle
C = Jugular chain

D = Preauricular

E = Postauricular

F = Submandibular

G = Submental

H = Occipital

Fig. 3.1 Cervical and supraclavicular lymph nodes.

Fig. 3.2 Epitrochlear lymph nodes.
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A = Lateral
B = Pectoral
C = Central

D = Subscapular
E = Infraclavicular

Fig. 3.3 Axillary lymph nodes.

Horizontal
group

Vertical
group

Fig. 3.4 Inguinal lymph nodes.
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Hands

Examination of the hands is an important part of all examination routines
and may provide a large number of diagnostic clues. The examination of
the hands, even if only through a handshake, is an almost universal part
of every exam.

You will note the various ‘hand signs’ relevant to the body systems
throughout the book.

Preparation

Begin by exposing the forearms up to the elbows and asking the patient to
place their hands on a pillow on their lap with you sitting opposite.

Bedside clues
Make a point of looking around the room or the patient for any functional
aids or adaptations.

Inspection

o Dorsum: ask the patient to hold their hands out flat, palms down.

o Palm: next, ask the patient to turn their hands over.

o [tis often possible to make a spot diagnosis with inspection of the
palmar and dorsal surfaces as many diseases cause characteristic hand
changes (e.g., rheumatoid arthritis, systemic sclerosis, psoriasis, ulnar
nerve palsy).

o Skin color: take note of the color (e.g., palmar erythema, vasculitis,
digital ischemia, purpura) and consistency of the skin.

o Note that pathological palmar erythema can also be found on the
thenar and hypothenar eminences and also continues along the digits.

o Discrete lesions: are there any discrete lesions present ? Examine as
described as in Chapter 4.

o Muscles: look at the small muscles of the hand and the larger muscles
of the forearm and make note of any wasting or fasciculation.

e Joints: make a point of looking at each joint in turn:

o Distal interphalangeal (DIP).

o Proximal interphalangeal (PIP).

o Metacarpophalangeal (MCP).

o Wrist.

o Bony deformities: look for evidence of swelling or deformities.

o Nails: the nails should be inspected carefully. See Box 3.7 for

important nail signs not to be missed.

Box 3.5 Dupuytren’s contracture

Dupuytren’s fasciitis causes progressive thickening and contracture of
fibrous bands on the palmar surface of the hand. This leads to a progres-
sive fixed flexion of the fingers—usually the fourth and fifth digits.

Dupuytren’s is more common in men than in women. the cause is
unknown. it may be familial, sporadic, and has been associated with alco-
holism, use of anticonvulsant drugs, and diabetes.
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Box 3.6 Some finger joint deformities

o Swan neck: fixed flexion at the DIP and extension at the PIP joints—
associated with rheumatoid arthritis (EJ p. 365).

e Boutonniere: fixed extension at the DIP and flexion at the PIP
joints—associated with rheumatoid arthritis (L p. 365).

o Z-shaped thumb(Hitchhiker’s Thumb): flexion at the MCP joint
of the thumb with hyperextension at the interphalangeal joint—
associated with rheumatoid arthritis (EJ p. 365).

o Ulnar deviation: a feature of rheumatoid arthritis and other
conditions, the fingers are deviated medially (toward the ulnar
aspect of the forearm) at the MCP joints.

e Wrist subluxation: deviation (either ulnar or radial) at the wrist.

o Heberden’s nodes: swelling (due to osteophytes) at the DIP
joints—a feature of osteoarthritis (EJ p. 367).

o Bouchard’s nodes: similar to Heberden’s nodes but at the PIP
joints—a feature of osteoarthritis (EH p. 367).

Box 3.7 Some important nail/finger-tip signs

o Important signs to look for are described elsewhere in this book:

o Leukonychia, koilonychia, Muehrcke’s lines, blue lanulae = p. 81.

e Xanthomata, Osler’s nodes, Janeway lesions = L p. 156.

e Splinter hemorrhages, pitting, onycholysis, Beau’s lines, paronychia,
onychomycosis = EL p. 81.

Clubbing
Also described on E4] p. 191. This is * curvature of the nails. Early club-
bing is seen as a softening of the nail bed but this is very difficult to
detect. Progression leads to a loss of the angle at the base of the nail
(the Lovibond angle) and eventually to gross curvature and deformity.
Objectively check for clubbing by putting the patients nails back-to-
back as in Fig. 8.2. Clubbing leads to a loss of the diamond-shaped gap
(Schamroth’s sign).

Causes of clubbing

The full list of causes is huge. The diseases to be aware of are:

e Pulmonary: chronic interstitial lung diseases, chronic lung infections
(e.g., bronchiectasis), cystic fibrosis, lung abscess, asbestosis, fibrosing
alveolitis, lung cancer.

o Cardiac: cyanotic congenital heart disease, infective endocarditis.

o Other: liver cirrhosis, inflammatory bowel disease.

Palpation

o Palpate any abnormalities identified on inspection.

o () Ask the patient if there is any tenderness and palpate those areas
last.

63



64 CHAPTER 3 General examination

Fig. 3.5 The anatomical snuff box formed by the tendons of the extensor pollicis
brevis and abductor pollicis longus laterally and the tendon of the extensor pollicis
longus medially.

o Pay attention to areas of temperature change.
o |tis worth remembering to palpate the anatomical snuff box (Fig. 3.5).
* At the base of the anatomical snuff box are the scaphoid and
trapezium bones. Tenderness here may be the only sign of scaphoid
damage. Pathology here is easily missed.

Movement

Before assessing movement, always ask the patient if they have pain any-
where in the hands. If allowed to continue, test passive and then active
movements in all joints.

Passive movements
As in Chapter 11, move each joint and assess range of movement, any
crepitus and whether there is any pain.

Active movements

P> The examination here overlaps with that in Chapter 11.

o Ask the patient to open and close their hands quickly to test for signs
of myotonic dystrophy (hand will be slow to relax).

o Wrist extension: test with the ‘prayer sign” maneuver them with fingers
extended as in Fig. 3.6. Ask the patient to place their hands, palm to
palm, in front of.

o Wrist flexion: test with the ‘reverse prayer’ position. Ask the patient to
place their hands back to back in front of them with fingers extended
(Fig. 3.7).

o Finger flexion: ask the patient to make a fist.

o Finger extension: as the patient straighten their fingers out. Also tested
with the prayer and reverse prayer positions.
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Fig. 3.6 The prayer position.

Fig. 3.7 The reverse prayer position.

o Dorsal interossei: (ulnar nerve). These can be assessed by asking
the patient to spread the fingers apart (abduction) and resist your
attempts to push them together.

o Palmar interossei: (ulnar nerve). These can be tested by asking the
patient to hold a piece of paper between their fingers and resisting
your attempts to pull it free.

o Abductor pollicis brevis: (median nerve). Ask the patient to put their hand
out, palm upwards, and then point their thumb at the ceiling. You should
then try to push the thumb back towards the hand whilst they resist you.
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o Opponens pollicis: (median nerve). This can be assessed by asking
the patient to put thumb and little finger together in an ‘O’ and again
instructing the patient to try to stop you pulling them apart.

Sensation

Test modalities of light touch, pin prick (pain), vibration, and joint pos-
ition sense in both peripheral nerve (ulnar, median, radial) and der-
matomal distributions. Examining the hands neurologically is detailed
on [ p. 312.

Pulses
Palpate both radial and ulnar pulses (E2 p. 157).

Elbows

o Always examine the elbows to elicit any clues as to the cause of joint
pathology.

o For example, there may be rheumatoid nodules, psoriatic plaques,
xanthomata or scars.

Function

Testing function is a vital part of any hand examination and should not be
overlooked. Ask the patient to:

o Write their name.

o Pour a glass of water.

o Fasten and unfasten a button.

e Pick a coin up from a flat surface.

Box 3.8 Allan’s test

This is a test of hand perfusion.

o Ask the patient to make a fist.

o Next, occlude both radial and ulnar arteries by applying pressure
over them for 5 seconds.

o Ask the patient to open the palm—which should now be white.

o Release the pressure from the radial artery and look at the color
of the palm. If perfusion is adequate, it should change from pale to
pink.

o Repeat for the ulnar artery.
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Box 3.9 Some more eponymous signs at the hand

Tinel’s sign

A test for nerve compression. Commonly used at the wrist to test for

median nerve compression in carpal tunnel syndrome.

e Percuss the nerve over the site of possible compression (at the
wrist, gently tap centrally near the flexor palmaris tendon).

o [f the nerve is compressed, the patient will experience tingling in the
distribution of the nerve on each tap.

Froment’s sign

A test of ulnar nerve function. Ask the patient to grasp a piece of paper
between their thumb and forefinger. Alternatively, ask them to make a
fist. If there is ulnar nerve damage, the thumb will be unable to adduct
so will flex instead (see Fig. 10.23, L p. 317).

Finkelstein’s test
Ask the patient to flex the thumb then flex and ulnar deviate the wrist.

Pain is indicative of De Quervain’s tenosynovitis (tendons of abductor
pollicis longus and extensor pollicis brevis).
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Recognizable syndromes

Some physical (especially facial) characteristics are so typical of certain
congenital, endocrine, and other disorders that they immediately suggest
the diagnosis.

The following are the physical features of certain conditions that can be
appreciated on first inspection—enabling a ‘spot diagnosis’. Most of these
conditions have many other features which are not detailed here.

Down’s syndrome (trisomy 21)

o Facies: oblique orbital fissures, epicanthic folds, hypertelorism (widely
spaced eyes), conjunctivitis, lenticular opacities, small low set ears, flat
nasal bridge, mouth hanging open, protruding tongue (large, heavily
fissured).

o Hands: single palmar crease (not pathogneumonic), short broad hands,
curved little finger, hyperflexible joints with generalized hypotonia.

o Other: mental deficiency, wide gap between first and second toes,
short stature, dementia of Alzheimer type, hypothyroidism.

Turner’s syndrome (45 XO)

o Facies: micrognathia (small chin), epicanthic folds, low set ears, fish-like
mouth, hypertelorism, ptosis, strabismus.

e Neck: short, webbed neck, redundant skin folds at back of neck, low
hairline.

o Chest: shield-like chest, widely spaced nipples.

o Upper limbs: short fourth metacarpal or metatarsal, hyperplastic nails,
lymphoedema, 1 carrying angle of the elbow.

Marfan’s syndrome

Autosomal dominant condition caused by defects in fibrillin gene

(ch15q).

o Facies: long, narrow face, high-arched palate, lens dislocation,
heterochromia of iris, blue sclera, myopia.

o Limbs: tall stature, armspan > height, hyperextensibility of joints,

recurrent dislocations.

Hands: elongated fingers and toes (arachnodactyly).

Chest: funnel or pigeon chest, pectus excavatum, kyphoscoliosis, aortic

incompetence.

Other: cystic disease of the lungs (spontaneous pneumothorax, bullae,

apical fibrosis, aspergilloma and bronchiectasis), inguinal or femoral

hernias.

Tuberous sclerosis

Also known as Bourneville’s disease of the skin. Autosomal dominant con-

dition localized to chromosomes 16 and 9.

o Skin: adenoma sebaceum (angiofibromata—papular, salmon-colored
eruption on centre of the face, especially at the nasolabial folds),
Shagreen patches (flesh-colored, lumpy plaques found mostly on the
lower back), ungal fibromata (firm, pink, periungal papules growing out
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from nail beds of fingers and toes), hypopigmented ‘ash-leaf macules
(trunk and buttocks), café-au-lait macules and patches.

Neurofibromatosis—type 1

Also known as von Recklinghausen’s disease—autosomal dominant.

e Skin: neurofibromata (single, lobulated or pedunculated, soft, firm,
mobile, lumps or nodules along the course of nerves), Cafe-au-lait
spots (especially in the axillae), axillary freckling.

o Other: kyphoscoliosis, nerve root involvement or compression, muscle
wasting, sensory loss (Charcot’s joints), plexiform neuroma, lung cysts.

Peutz-Jegher’s syndrome

o Skin: sparse or profuse small brownish-black pigmented macules on
lips, around mouth and on buccal mucosa, hands and fingers.

Oculocutaneous albinism
Marked hypomelaninosis (pale skin), white hair or faintly yellow blonde.
Nystagmus, photophobia, hypopigmented fundus, translucent iris (pink).

Myotonic dystrophy

o Facies: myopathic facies (drooping mouth and long, lean, sad, sleepy
expression), frontal balding in men, ptosis, wasting of facial muscles
(especially temporalis and masseter), cataracts.

e Other: wasting of sternomastoids, shoulder girdle and quadriceps,
areflexia, myotonia (percussion in tongue and thenar eminence, delay
before releasing grip), cardiomyopathy, slurred speech, testicular
atrophy, diabetes, intellect and personality deterioration in later stages.

Parkinson’s disease

o Facies: expressionless, unblinking face, drooling, titubation,
blepharoclonus (tremor of eyelids when eyes gently closed).

o Gait: shuffling, festinant gait with reduced arm swing.

o Tremor: pill-rolling tremor, lead-pipe rigidity, cog-wheel rigidity,
glabellar tap positive (EX p. 325) small, tremulous, untidy hand writing
(micrographia).

Osler-Weber-Rendu syndrome

Also known as hereditary hemorrhagic telangiectasia (HHT).

o Facies: telangiectasia (on face, around mouth, on lips, on tongue,
buccal mucosa, nasal mucosa), telangiectasia may also be found on
fingers. Associated with epistaxis, Gl haemorrhage, iron deficiency
anemia, haemoptysis.

Systemic sclerosissfCREST syndrome

o Facel/hands: telangiectasia and pigmentation, pinched nose, perioral
tethering, tight, shiny and adherent skin, vasculitis, atrophy of finger
pulps, calcinosis (fingers), Raynaud’s phenomenon.
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Vitamin and trace element deficiencies

Fat soluble vitamins

Vitamin A (retinol)

e Found in dairy produce, eggs, fish oils, and liver.

o Deficiency causes night blindness, xerophthalmia, keratomalacia
(corneal thickening) and follicular hyperkeratosis.

Vitamin D (cholecalciferol)

e Found in fish liver oils, dairy produce, and undergoes metabolism at
the kidneys and the skin using UV light.

o Deficiency causes rickets (in children) and osteomalacia (in adults).
Proximal muscle weakness may be evident.

Vitamin E (alpha-tocopherol)

o Widely distributed, green vegetables, and vegetable oils.

o Deficiency causes hemolytic anemia (premature infants) and gross
ataxia.

Vitamin K (K, = phylloquinine K, = menaquinone)

o Widely distributed but particularly in green vegetables. Synthesized by
intestinal bacteria.

o Deficiency causes coagulation defects seen as easy bruising and
hemorrhage.

Woater soluble vitamins

Vitamin B, (thiamine)

e Found in cereals, peas, beans, yeast, and whole-wheat flour. It is
an essential factor in carbohydrate metabolism and transketolation
reactions.

o Deficiency causes dry beri-beri (sensory and motor peripheral
neuropathy), wet beri-beri (high output cardiac failure and edema),
Wernicke—Korsakoff syndrome.

Vitamin B, (riboflavin)

e Found in whole-wheat flour, meat, fish, and dairy produce. It is a
coenzyme in reversible electron carriage in oxidation—reduction
reactions.

o Deficiency gives angular stomatitis (fissuring and inflammation at the
corners of the mouth), inflamed oral mucous membranes, seborrhoeic
dermatitis, and peripheral neuropathy.

Vitamin B; (niacin)
e Found in fish, liver, nuts, and whole-wheat flour.
o Deficiency causes pellagra): dermatitis, diarrhea, dementia.

Vitamin B, (pyridoxine)

o Widespread distribution, also synthesized from tryptophan.

o Deficiency causes peripheral neuropathy, convulsions, and sideroblastic
anemia. Deficiency may be provoked by a number of commonly used
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drugs (e.g., isoniazid, hydralazine, penicillamine) and is also seen in
alcoholism and pregnancy.

Vitamin B, (cyanocobalamin)

o Causes of a deficiency are numerous and include partial or total
gastrectomy, Crohn’s disease, ileal resection, jejunal diverticulae, blind
loop syndrome, and tapeworm.

o Deficiency causes megaloblastic anemia, peripheral neuropathy,
subacute combined degeneration of the spinal cord depression,
psychosis, and optic atrophy.

Vitamin B, (folic acid)

o Deficiency can be caused by poor diet, malabsorption states, coeliac
disease, Crohn’s disease, gastrectomy, drugs (e.g., methotrexate,
phenytoin), excessive utilization (e.g., leukemia, malignancy,
inflammatory disease).

o Consequences of deficiency include megaloblastic anemia, and glossitis.

Vitamin C (ascorbic acid)

Deficiency causes scurvy (perifoillicular haemorrhage, bleeding swollen

gums, spontaneous bruising, corkscrew hair, failure of wound healing),
anemia, and osteoporosis.

Trace elements

Copper

o Deficiency results in hypochromic and microcytic anemia, Wilson’s
disease, impaired bone mineralization, Menks’ kinky hair syndrome
(growth failure, mental deficiency, bone lesions, brittle hair, anemia).

o Usually caused by copper malabsorption.

Zinc

Deficiency causes achondromatosis enterpathica (infants develop growth

retardation, hair loss, severe diarrhea, candida and bacterial infections),

impaired wound healing, skin ulcers, alopecia, night blindness, confusion,

apathy, and depression.

Magnesium

Severe deficiency can cause cardiac arrhythmias, paraesthesia and tetany.

lodine

Severe deficiency can cause cretinism (children), hypothyroidism, and
goiter.

Al
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The elderly patient

Many individuals perceive a comprehensive physical examination to be an
intrusive event that is best avoided if possible. However, for older people,
in whom the ‘typical’ presentations of illness may be subtle or unusual, a
thorough physical examination is a cornerstone of assessment.

The value of a thorough physical examination can be underestimated
by healthcare professionals, but may be highly regarded as a therapeutic
benefit by patients. This general overview complements the system-based
chapters that follow, but the key message is repeated throughout—to rein-
force the value of a comprehensive, holistic and unrushed examination.

General points

Use your eyes

A key question in your mind should be ‘is the patient unwell ?". Learn not
to overlook key indices such as hypothermia (see below) and delirium
which point to an acutely unwell patient.

Seek additional diagnoses

Multiple illnesses are a typical feature of old age—seemingly incidental
findings (to the presenting condition) are common, so look out for skin
lesions which are often malignant, new/isolated patches of ‘psoriasis’
(Bowen'’s disease ?), asymptomatic peripheral arterial disease etc.

Talk to your patient

During the examination. As indicated, it is often of huge therapeutic ben-
efit, of reassurance, engendering trust, and potentially gaining additional
history—especially if an incidental lesion is discovered.

Key points

Observations
It is essential that observations be recorded and acted upon. Detailed
documentation is essential so that all members of the healthcare team are
made aware of the findings of the assessment, and actions taken on behalf
of the patient to address one’s findings.
e Many patients may run low blood pressures, often as a consequence
of medications—a small drop from this point is easily overlooked, but
may be the only sign of a myocardial infarction.
e Recognize the limits of temperature/ or fever in the elderly—seriously
ill older people may actually be hypothermic.

Hydration
may be difficult to assess—reduction in skin turgor through changes in
elasticity with age, dry mucous membranes (e.g., through mouth breath-
ing), or sunken eyes (muscle wasting, weight loss) are useful in younger
patients, but less reliable in elders.

A useful alternative is axillary palpation—are they sweating ?

Skin and nail health
asteatosis and varicose eczema are common, but easily overlooked.
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o Look out for typical lesions in atypical places—squamous cell
carcinomas are notorious in this respect.
e Learn to look at footwear/toenails—is there onychomycosis ?

Nutrition
Signs of weight loss are often obvious
good examples.

ill-fitting clothes and dentures are

Joints
Remember to look and examine—is the patient’s mobility worse, or the
reason for falling acute (pseudo) gout ?

Mini Mental Status Examination
Should be mandatory for the majority of patients.

Gait (where possible)

Akin to the mental status examination, should be undertaken whenever
possible. See the Chapter 10 (EJ p. 321) for a brief description of the ‘get
up and go’ test.

Box 3.10 Geriatric giants

So described by Bernard Isaacs, one of the key figures of contemporary
geriatric medicine. Isaacs described five ‘giants’

o Immobility

o [nstability

e Incontinence

e Intellectual impairment

o latrogenic illness

These are not ‘diagnoses’, so avoid reaching them—but extremely com-
mon presentations of illness in older people, for which an underlying
cause (or causes!) should be sought.
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CHAPTER 4 Skin, hair, and nails

Applied anatomy and physiology

The skin, nails, hairs, glands, and associated nerve endings make up the
integumentary system.

Skin

The skin acts as a physical, biochemical, and immunological barrier
between the outside world and the body. It also has a role in temperature
regulation, synthesis of vitamin D, prevention of water loss, antigen pres-
entation, and sensation.

It is important to remember that the skin also has an important psycho-
social function. When we look at another person, we are in fact looking at
their skin. As our skin represents our outward appearance to the world,
unsightly blemishes or lesions can have a significant impact on a person’s
self-esteem, despite their small size.

The skin is made up of 3 layers—epidermis, dermis, and hypodermis.
Epidermis
This is the outermost layer and is formed of a modified stratified squa-
mous epithelium. Almost 90% of epithelial cells are keratinocytes. These
cells are produced in the basal layer and then rise to the surface as more
are produced below and the outer cells are shed. The time from forming
in the basal layer to shedding is usually about 3 months.

Melanocytes reside in the basal layer and secrete melanin into surround-
ing keratinocytes via long projections. This, along with the underlying
fat and blood, gives the skin its color. In this way, skin tone is deter-
mined by the size and number of melanin granules, not by the number of
melanocytes.

Dermis

Below the epidermis lies a layer of connective tissue consisting of collagen,
elastic fibers, and ground substance. This is where the skin appendages,
muscles, nerves, and blood vessels lie.

Hypodermis

Also known as the subcutaneous layer or the superficial fascia, this con-
sists of adipose tissue and serves for lipid storage and provides insulation.
It also contributes to the body contours and shape.

Glands

After infancy, sebaceous glands become active again at puberty and
secrete sebum, a mixture of fatty acids and salts, directly onto the skin
or into the necks of hair follicles. This waterproofs and lubricates the skin
and hair. These glands are particularly numerous in the upper chest, back,
face, and scalp.

Sweat glands secrete a mixture of water, electrolytes, urea, urate,
ammonia, and mild acids. Eccrine sweat glands are found all over the body
surface, besides the mucosa. Apocrine sweat glands are found in the axil-
lae and pubic regions, secrete a more viscous sweat, and are under auto-
nomic control. They do not function until puberty.



APPLIED ANATOMY AND PHYSIOLOGY

Hair
Hairs are formed by follicles of specialized epidermal cells buried deep in
the dermis. Humans are covered with hair, apart from the palms, soles,
inner surface of the labia minora, prepuce, and glans penis. Most hair is
fine, unpigmented, vellous hair and not easily seen. Terminal hair is coarser,
pigmented, and seen on the scalp, beard, and pubic regions.

Growth is cyclical with each follicle shedding its hair and then regrow-
ing. A cycle lasts ~4 years for scalp hair. Pregnancy can have widely vari-
able effects on hair appearance, growth, loss, texture and strength.

Nails

These are sheets of keratin that are continuously produced by the matrix
at the proximal end of the nail plate. This can often be seen as the small,
lighter, crescent-shaped area just before the cuticle. Nails grow at ~0.1
mm/day, toenails growing slower than fingernails.
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CHAPTER 4 Skin, hair, and nails

Dermatological history

Patients with a skin condition may describe a variety of complaints.
However, whether they talk of a rash, spots, growth, lump, ulcer, itch, or
pain, the following guide should be used.

The history should help you establish the time course and behavior
of the complaint as well as any possible precipitating or exacerbating
factors.

P> Don’t waste time listening to the patient describe what the rash looks
like—you're about to examine it yourself!

History of presenting illness

o When was the problem first noticed?

o How have things changed since? Has it been a continuous or

intermittent problem?

Where did it start?

Has it spread—is it still spreading?

If spreading, is it spreading from the edge or appearing in crops?

What is the distribution of the problem?

Is there any discharge, bleeding, or scale?

Is there pain, itch, or altered sensation?

Has it started to resolve?

Are there any obvious factors that either trigger or relieve the

problem? Ask especially about the following:

o UV light (sunlight)

 Foods

» Temperature

» Contact with any other substances

e What has it been treated with—was the treatment effective?

o Are there any systemic symptoms such as fever, headache, fatigue,
anorexia, weight loss, or sore throat?

PMH

o Are there previous skin problems?

o Does the patient have diabetes, connective tissue disease,
inflammatory bowel disease, asthma?

o What does the patient use on their skin—e.g., soaps, creams,
cleansers, aloe or other plant products?

Allergies
Remember to ask about the nature of any allergic reaction.

Drug history

o Which drugs is the patient taking and for how long?

o Did the start of any therapy coincide with the start of the skin
complaint? (Remember, there can be a delay of months before a rash
becomes apparent.)

e Remember to ask about topical and over-the-counter drugs and
alternative treatments and herbal products.



DERMATOLOGICAL HISTORY
FH
Ask especially about atopy, eczema, psoriasis, and skin cancers.
SH

e Occupation?

o Hobbies? Include pets and any pets of close friends or relatives.

o Living conditions—how many share the house or living space?

o Recent travel? Were appropriate vaccinations received before leaving?
e Insect bites?

o Has the patient been exposed to venereal disease or HIV? Consider a

full sexual history—see Chapters 12 and 14.

P Remember, venereology was considered a predecessor to dermatol-
ogy and is still combined with dermatology in some countries. Sir William
Osler’s famous quote “He who knows syphilis, knows medicine” is reflec-
tive of the long-standing relationship of venereology and dermatology.

Psychosocial impact

Be aware of the psychological and social function of the skin. Ask what
effect the condition has had on the patient in this regard and consider
whether this aspect of the condition needs to be formally addressed.
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CHAPTER 4 Skin, hair, and nails

Hair and nail symptoms

Hair loss
Alopecia is the loss of hair (see Box 4.1) and should be treated in much the
same way as any other symptom, noting the following:
e Mode of onset (sudden/gradual)
o Associated symptoms
o Pain
e Rash
o Family history of hair loss
Note also:
o Regions of hair loss (scalp, body, face)
o A recognizable pattern of hair loss?
* Male-pattern baldness is at the frontal and temporal areas of the
scalp and at the crown.
 Hair loss at the very front of the scalp can be caused by pulling back
of hair when styling, particularly in women.

Abnormal hair growth

Facial hair growth is common in postpubertal women, but many find this

distressing. If the patient reports abnormal hair growth, treat as any other

symptom but remember to ask about the following:

o FH of a similar problem

o Menstrual cycle—when was the last menstrual period? Are they
usually regular or erratic?

e Symptoms of virilization (if female)—e.g., voice change, clitoromegaly

e Prescription or OTC drug use or use of any supplements?

Box 4.1 Important hair disor