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GENERAL SHEET 
 

SWELLINGS OR ULCERS IN GENERAL 

1. Personal history: 
         Age, sex, residence, occupation, marital 
         status, personal habits. 
2. Complaint. 
3. Present history: 
           1- Swelling or ulcer. Onset, duration, course. 
        2- Pain: Site, radiation, character, onset, course, 
              duration, severity, precipitating factors,  
              relieving factors, associated symptoms when  
              the pain occurs. Relation to onset of swelling.  
        3- Disturbance of function: 
              a) General e.g. fever. 
              b) Local. 
        4- Trauma. 
        5- Treatment. 
4. Past history: 
    - Similar condition. 
    - Diabetes, hypertension, heart disease. 
    - Important disease relevant to affected region. 
5. Family history: 
    - Similar condition. 
    - Diabetes, hypertension, heart disease. 
    - Important disease relevant to present condition.  
 

General Examination 
1) Pallor, jaundice, cyanosis. 
2) Thyroid enlargement, cervical lymphadenopathy, 

congested neck veins. 
3) Pulse, temperature, B.P. 
4) Clubbing or spooning, etc of finger nails (Figs.1 

and 2). 
5) Oedema of the lower limbs. 
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Fig.1. Clubbing of the finger nails. 

 
 

 
Fig.2. Azotaemic nails. 

 
 
 

Local Examination 
 
A- Inspection of a swelling (See SPECIAL NOTES, 
    number 1). 
    SSSSSSSS   (8S): 

1- Site. 
2- Shape. 
3- Size. 
4- Surface: Smooth, nodular, irregular. 
5- Skin overlying the swelling: 
    colour etc. (e.g. is it dusky red in colour? Fig. 3). 

         See SPECIAL NOTES,number 2). 
6- Surrounding structures: Relation to muscles, 

nerves etc. See SPECIAL NOTES, number 3. 
In a swelling along the neurovascular bundle of 
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a limb, the distal part of the limb has to be 
examined for nervous and vascular abnormalities 

7- Special signs e.g. pulsating? Look tangentially. 
8- (Other) Swellings: draining lymph nodes. 
 

 
Fig.3. Dusky red colour of the skin (arrow) overlying a  
malignant tumour of the breast. The skin is attached 

to the tumour at the dusky red area (skin 
infiltration). (Back to page 33). 

 
B- Palpation of a swelling (See SPECIAL NOTES, 
    number 4). 
    TT  SSSS  CE  SSS   (2T, 4S, CE, 3S). 
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- Temperature of skin over swelling: normal, 
        warm, cold (compare with contralateral side).  
- Tenderness (look to the patient’s face for   
        frowning, before he complains objectionably).              
- Site. 
- Shape. 
- Size. 
- Surface: Smooth, nodular, irregular. 
- Consistency: Soft, firm, hard, cystic. See 

                        SPECIAL NOTES 5, 6, and 7. 
    -   Edge: Well-defined, ill-defined. See SPECIAL 

          NOTES, number 8. 
- Surrounding structures and mobility of the 
          swelling: Relation to muscles etc.   

      See SPECIAL NOTES, numbers 9 and 10. 
If a swelling lies along the neurovascular bundle 
      of a limb, the distal part of the limb has to  
      be examined for nerve function loss (sensory 
      or motor) and vascular occlusion effects. 

- Special signs: e.g.:  
1. Pulsations: are they transmitted or expansile?  
    (SECIAL NOTES: 11 and 12). 
2. Compressibility for cystic or soft swellings. 
    (SECIAL NOTES, number 13).  

- (Other) Swellings (draining lymph nodes). 
C- Percussion.  
D- Auscultation. 
 
 
 
 
 



 
- 5 - 

 
SPECIAL NOTES: 
1. Inspection of an ULCER: 

1- Site and number (If more than one describe    
     the largest). 
2- Shape. 
3- Size. 
4- Floor.Its depth:  

    a) May be deep & excavated in malignancy. 
    b) May be deep, penetrating in trophic ulcer. 
5- Margin. 
6- Edge: a) Raised (= malignant) or not? 
             b) Everted, beaded, heaped-over, 
                 sloping, punched-out, undermined? 
7- Discharge. 
8- Draining lymph nodes. 
                  (Back to page 2). 

2. Dusky red colour of the skin occurs in: 
    - Malignancy infiltrating the skin (carcinoma,   
      sarcoma, malignant lymphoma). 
    - Carbuncle. 
    - Subsiding inflammation. 

(Back to page 2). 
3. Relation of a swelling to adjacent muscle by 
    inspection: 
    The patient is asked to contract the muscles 
    agaist resistance: 
    If the swelling becomes MORE apparent it is 
    SUPERFICIAL to the muscles. 
    If the swelling becomes LESS apparent it is DEEP  
    to the muscles. 

    If the swelling  is NOT AFFECTED it is IN the muscle. 
(Back to page 2). 
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4. Palpation of an ULCER: 
         1- Edge for a) Tenderness. 

             b) Induration. 
          2- Base for a) Induration. 
                           b) Does induration extend                          
                               beyond the edge of the ulcer? 
                           c) Fixity to the underlying  stuctures 

          3- Draining lymph nodes. 
(Back to page 3). 

5.  Fluctuation test: 
   To determine whether a swelling is cystic or not: 
   One index finger is placed on the swelling (receiving 
   finger). The index finger of the other hand gives an  
    impulse to the swelling (by slight pressure). 
          Did the receiving finger feel the impulse? If yes, 
   this is repeated with the fingers in a direction 
   PERPENDICULAR to the first.  
        If the impulse is felt by the receiving finger  
   in both directions then the swelling is cystic  
   (a fluctuant swelling). 
        An impulse IN ONE DIRECTION ONLY does NOT  
   mean that the swelling is CYSTIC in consistency. 
        In a freely mobile cystic swelling, repeat the 
   fluctuation test after fixing the swelling. If then  
   the consistency turns out to be not cystic but  

   solid then this swelling may also be named  
   pseudo-cystic (and specify the solid consistency 
   e.g. hard, or firm, or soft). The free mobility of  
   such a swelling gives it the false cystic sensation of  
   the consistency because the recieving finger is  
   displaced by its mobility. 

(Back to page 4). 
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6. Cross-fluctuation  
    (Fluctuation ACROSS a boundary):        
     To test whether two adjacent CYSTIC swellings 
    communicate or not (Note that the consistency 
    of each swelling is already known): 
    A (receiving) finger is placed on one swelling. 
    A finger of the other hand gives an impulse to the 
    second swelling. 
    If the impulse is felt by the receiving finger (on the 
    first swelling) then it has been conducted to it by    
    the fluid passing from one swelling to the other and 
    therefore they communicate (Figs. 4 and 5). 
 
 
               Figs. 4 and 5.  The patient has a cystic swelling 
                      in the distal forearm (Fig. 4 above to the right) 
                      and another cystic swelling in the palm (Fig.5    
                      below to the right). Pressure on either swelling                     
                 causes the other to bulge (the impulse can be 
                      felt by the receiving finger): the two swellings 
                      therefore communicate. This is a compound 
                      palmar ganglion. 

 
 

(Back to page 4). 
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- 9 - 

 

7. Paget’s test: 
    To determine the consistency of a small swelling 
    (less than 2 cm), feel the centre then feel the  
    periphery of the swelling: 
    If the CENTRE feels SOFTER than the periphery, the 
    swelling IS CYSTIC. Otherwise it is solid. 

(Back to page 4). 
 

8. Edge of a superficial soft tissue (not bony) swelling:    
    Examiner’s index finger (radial side) is moved  
    towards the swelling with the hand flat on the 
    surrounding healthy tissues:     
        If the edge of the swelling STOPS further  
    movement of the finger, it is WELL-DEFINED. 
        If the edge of the swelling offers NO RESISTANCE  
    to the movement of the finger it is ILL-DEFINED. 
        Does not apply to the female breast, or deep  

     swellings (thyroid or intra-abdominal swellings). 
.        (Back to page 4). 

 
9. Relation of a swelling to the overlying skin: 
      1- Pinch the skin off the swelling. 
          If you cannot, it is attached (over an area). 
          See below for dealing with very large swellings. 

      2- If the skin is not attached to the swelling over 
          an area: Push the swelling away from you (best 
          by using your index and thumb): 
          If the skin dimples the swelling is attached to it 
          by fibrous strands. 
          Sign of dimpling occurs with: 

a) Subcutaneous lipoma. 
b) Scirrhus carcinoma of the breast. 

- 10 - 
 

      3- If the swelling is so large so as to stretch the 
          overlying skin: glide the skin over the swelling. 
          If you cannot, it is attached (over an area).. 

(Back to page 4). 
10. Mobility of a swelling: 
     If a swelling lies near a soft tissue longitudinal 
     structure and CAN BE MOVED ACROSS 
     (perpendicular to) the axis of that structure but  
     NOT ALONG its axis, then it is ATTACHED to that 
     structure. 
     If the swelling can be MOVED ACROSS AND ALONG 
     the axis of a longitudinal stucture it is NOT  
     ATTACHED to it. 
     Soft tissue longitudinal structures in the body: 

1- Arteries. 
2- Veins. 
3- Nerves. 
4- Muscles (when relaxed). 
5- Tendons (when muscles relaxed). 
6- Trachea.  
7- Thyroglossal tract. 
8- Oesophagus. 
10- Stomach. 
11- Mesentry of small intestine. 
12- Transverse colon. 
13- Ascending colon. 
14- Descending colon. 
15- Iliac colon. 
16- Spermatic cord (when testis is pulled down). 
17- Fibrous septa in the female breast (when the 

  breast is pulled to one side or downwards). 
18- Urachus. 
19- Falciform ligament.. 
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      Note: When the muscles are contracted this rule 
                does not apply to them or to their tendons.  
                This is because when a muscle is contracted 

                a swelling attached to it or to its tendon 

                becomes fixed in all directions.    
    (Back to page 4), (Back to page 19), 

(Backto page 23). 
 

11. Transmitted or expansile pulsation? 
      Place the index fingers of your hands some  
      distance apart over the swelling. Observe: 
      If your fingers are pushed forwards and away from 
      each other, the pulsations are expansile. 
        If your fingers are pushed forwards and the  
      distance between them remains unchanged: the 
      pulsations are transmitted. 

(Back to page 4). 
 

12. If a swelling shows expansile pulsations, feel for 
      a THRILL.   (Back to page 4). 
 
13. If the swelling is cystic or soft: Is it  
     COMPRESSIBLE (Diminishes in volume when    
     pressed upon)?   (Back to page 4). 
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PAROTID SWELLING SHEET 

 
As for the “General Sheet” and pay special attention 
to: 
 
Personal history: 
   Oral hygiene. 
 
Present history: 
   Effect of eating on: a) Pain. 
                                b) Size of the swelling. 
 

Local Examination 
 

A- Inspection: 
    1. Surrounding structures: 
        a) Relation to masseter muscle. 
        b) Does the swelling raise the ear lobule? 
            (Look from behind). 
        c) Oral cavity (for parotid duct orifice). 
    2. Special signs: 
        a) Facial nerve paralysis. 
        b) Does the swelling pulsate? 
 
B- Palpation: 
    Special signs: 

a) Does the swelling show EXPANSILE pulsations? 
(Cirsoid aneurysm). 

    b) If the parotid swelling is DIFFUSE: 
        Does pressure on the swelling cause a drop of   
        pus to exude from the parotid duct orifice? 
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THYROID SHEET 

 
1. Personal history: 
    Age, sex, residence (Goitrous district). 
 
2. Complaint. 
 
3. Present history: 
    1- Swelling: 
         - Onset, duration, course. Effect of straining. 
         - Relation to pregnancy or menstruation. 
         - Other swellings in neck? Order of appearance. 
         - Other swellings in the body? 
         - Symptoms of pressure on (or infiltration of) 
           surrounding structurs: 
           i  - Hoarse voice (High pitch; low pitch). 
           ii - Dyspnoea: its nature (at night, on  
                 extension of the neck). 
           iii -Dysphagia. 
           iv –Stridor. 
           v  -Postural faintness (on sudden extension of 
                the neck). 

       See SPECIAL NOTES, numbers 1 to 4. 
    2- Pain: 
        - Relation to swelling. 
        - Onset, duration, etc. 
    3- Symptoms of hyper or hypothyroidism: 
        - Palpitation. 
        - Nervousness, tremors. 
        - Emaciation (marked loss of weight), tiredness. 
        - Sense of heat, perspiration, preference for cold 
          weather. 
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        - Increased (voracious) appetite, loose stools. 
        - Eyes: prominence. 
        - Menstrual changes. 
    4- Symptoms of metastases: 
        - Bloody sputum. 
        - Metastases in chest or bones (bone aches,   
           swellings, etc). 
        - Cachexia is late. 
    5- General symptoms: fever, illhealth, etc. 
    6- Psychological trauma. 
    7- Treatment: type and effect. 
 
4. Past history: 
    - Previous operation on the neck. 
    - Irradiation of the neck in childhood for any cause. 
 
5. Family history: 
    - Similar condition. 
 

General Examination 
1) Built (Underweight?). 
2) Nervous state of the patient (irritable or not). 
3) Voice. 
4) Pulse: 

- Rate, rhythm. 
- Volume (Water-hammer?). 

    5) Temperature. 
    6) B.P. 
    7) Eyes: 
        - Exophthalmos. 
        - Lid lag. 
        - Staring look. 
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        - Infrequent blinking. 
        - Joffroy’s sign. 
        - Moebius sign. 
        - Chemosis. 
    8) Tongue: 
        - Tremors, pallor. 
    9) Hands: 
        - Tremors (patient’s eyes closed). 
        - Moist? 
        - Warm? or cold? 

  10) Oedema of the lower limbs (pitting: thyrotoxic  
        heart failure). 
        Pretibial myxoedema. 
  11) Muscle waisting. 
  12) Bony  tenderness or swelling (metastases).  
        Especially skull and humerus. 
  13) Heart (thyrotoxic heart disease). 
  14) Liver swelling (metastases; reticuloendothelial 
        hyperplasia in thyrotoxicosis). 
 

Local Examination 
 
A- Inspection: 
    Patient sitting up and neck extended. Swelling: 

1- Site, shape, size, surface, skin. 
2- Surrounding structures: 

- Is the swelling deep to the sternomastoid? 
- Is the lower part of the swelling extending   
  behind the sternum? (i.e. when the patient  
  swallows can the inferior border of the swelling  
  be seen?) 
- Is the larynx deviated to one side? 

3- Special signs: 
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- Movement on swallowing (Figs. 6 and 7). 
  See SPECIAL NOTES, number 5. 
- Pulsation of swelling (look tangentially) 
- Movement on protrusion of the tongue if it is 
  a midline swelling (or near the midline): solitary 
  nodule of the pyramidal lobe or isthmus of  
  the thyroid gland. 

    4- Other swellings in neck (draining lymph nodes). 
 

     
Figs 6 and 7. Carcinoma of the thyroid gland with 

                  right deep cervical lymp node metastases (arrows). 
                  Fig 6 (to left): Appearance at rest. 
                  Fig 7 (to right): Note that ONLY the THYROID 
                  swelling MOVES up on swallowing. 
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B- Palpation: 
    Stand behind the patient and palpate each lobe of  
    the thyroid gland separately. 

1- Warmth & tenderness. 
2- Site, shape, size, surface. 
3- Consistency & edge (special attention to the 

lower edge of the swelling). See SPECIAL 
NOTES, numbers 6 and 7. 

4- Attachment to the skin?  
    To the sternomastoid? (See SPECIAL NOTES,  
    number 8 on page 23).               
    To the trachea?  (If the swelling can be moved      
    vertically in the  line of the trachea it is not  
    attached to it:   

        See SPECIAL NOTES, number 10 on page 10). 
5- Are the carotid vessels felt? (Feel against the  

carotid tubercle). Are they normal in position? 

See SPECIAL NOTES, number 9. 
    6- Shift of the trachea to one side. 

7- Movement on swallowing. 
8- Pulsation if present: expansile or transmitted? 
    Feel for a thrill if pulsations are expansile. 
9- Lateral compression in large goitres (Kocher’s 

test). Does a sense of suffocation occur  
(tracheomalacia)? See SPECIAL NOTES,  
number 10 on page 24. 

   10- Lymph nodes in neck are they enlarged? 
See SPECIAL NOTES, number 11. 

C- Percussion: 
    - Direct percussion by index finger over manubrium. 
    - Percuss also the medial ends of the first intercostal  
      spaces. 
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D- Auscultation: 
    If pulsation of the swelling is expansile: auscultate   
    for a murmur. 
 
E- Transillumination: 
    If the swelling is cystic. 
 
F- Investigations: 
    1- Sleeping pulse rate.     
    2- Radioactive iodine or technetium uptake by the 
        thyroid gland. Technetium is mandatory in the  
        very rare cases of iodine allergy. 
    3- Radioactive iodine or technetium scan of the 
        thyroid gland. 

4- Blood thyroxine & Tз levels. 
    5- T.S.H. radioimmunoassay. 
    6- Other laboratory tests e.g. blood cholesterol. 
        Serum calcium level (medullary carcinoma). 
        Serum calcitonin (medullary carcinoma). 
    7- Plain x-ray of the neck (AP & lateral): 
        - Site and shape of the trachea (it appears  
          radiolucent due to the air inside). 
        - Calcification. 
    8- Chest x-ray: 
        - Intrathoracic goitre. 
        - Heart shape in thyrotoxic heart failure. 
        - Secondaries. 
    9- Screening if suspecting intrathoracic goitre 
        (moves up on swallowing). 
  10- Ultrasonography of the thyroid gland: 

        Thyroid nodule is it cystic or solid?. A totally 

        cystic nodule should be aspirated. Solid or 
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        composite nodules (partly cystic and partly solid) 
        are for surgery. 
  11- Indirect laryngoscopy: 
        a) If hoarseness of the voice is present. 
        b) Before operation especially in recurrent 
            thyroid swelling cases. 
  12- ECG: 
        a) In toxic goitre. 
        b) Preoperatively in the middle and old-aged.  
  13- Thyroid autoantibodies (in cases of thyroiditis). 
 
SPECIAL NOTES: 

1. In a patient with an anterior neck swelling,  
    hoarseness of the voice and dysphagia: 

    a) Hoarseness of the voice occurred before the  
        dysphagia = carcinoma of the thyroid. 
    b) Dysphagia occurred before hoarseness of the 
        voice = postcricoid carcinoma. 

(Back to page 15). 
2. a) Hoarseness of the high pitched voice occurs in 
        partial unilateral paralysis involving the recurrent 
        laryngeal nerve. 
    b) Hoarseness of the normal (low pitched) voice  
        occurs in complete unilateral paralysis.  
    c) Aphonia = complete bilateral paralysis. 
    d) Stridor = incomplete bilateral paralysis. 

(Back to page 15). 
3. Dyspnoea at rest: 
    - Heart failure (thyrotoxic). 
    - Malignancy. 
    - Large intrathoracic goitre or large retrosternal 
       extension.    (Back to page 15). 
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4. Symptoms suggestive of malignancy: 
    - Rapid growth of swelling. 

- Pain. 
- Radiation of pain to the ear. 
- Hoarse voice. 
- Dysphagia. Hoarseness of the voice occurs before 
  the dysphagia. 

- Symptoms of metastases. 
- Cachexia is late. 

(Back to page 15). 
5. Swellings that move up on swallowing: 
    - Thyroid swellings. 
    - Thyroglossal cyst. 
    - Subhyoid bursitis. 
    - Pretracheal and prelaryngeal lymph nodes if  
      ATTACHED to the trachea or larynx. 

(Back to page 18). 
6. Hard thyroid swelling: 
    - Carcinoma (Undifferentiated; papillary;  
       medullary). 
    - Calcification in nodular goitre. 
     - Riedel's thyroiditis. 
     - A tense cyst may feel hard. 

(Back to page 19). 
 7. Cystic swelling to one side of the front of the neck: 
     - Cystadenoma of the thyroid gland. 

 - Cold abscess. 
 - Branchial cyst. 
 - Cystic hygroma (hydroma). 
 - Cavernous haemangioma (cystic type). 

(Back to page 19). 
 



 
- 23 - 

 
8. Relation of a thyroid swelling to the sternomastoid 
    muscle by palpation: 
        The sternomastoid muscle is the only muscle in    
    the body that can be pinched between the  
    examiner's index and thumb. This is the basis of 
    the following clinical test: 
    With the patient's head flexed and tilted slightly  
    towards the side being examined to relax the   
    sternomastoid muscle, pinch the muscle off the  
    swelling. 
    - If the muscle CAN be pinched off the swelling, it  
          is NOT ATTACHED to it. 
    - If the muscle CANNOT be pinched off the  
          swelling it is ATTACHED to it. 
        Another way to perform the test while  
    diminishing possible examiner's error: 
    While pinching the muscle off the swelling as 
    above ask the patient to swallow, if you feel a tug               
    (pull) on the muscle this indicates fixity to the  
    swelling. 
       A third method of determining fixity of the  
    thyroid swelling to the muscle is that described in  
    the SPECIAL NOTES (number 10 on page 10), but  
    since this method also involves the adjacent  
    longitudinal structures such as the trachea and the 
    carotid sheath, the above methods are superior. 

(Back to page 19). 
9. If a thyroid swelling displaces the carotid artery   
    laterally, the swelling is benign. Follicular   
    carcinoma of the thyroid may mimic benign    
    swellings. 

(Back to page 19). 
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10. In a large long-standing goitre, if slight lateral   
     compression of the goitre between the index finger  
     and thumb (Kocher's test) causes dyspnoea  
     then tracheomalacia is present. Here, the tracheal  
     cartilages have ungergone pressure atrophy and 
     tracheal collapse may occur at the end of the 
     thyroidectomy procedure. The patient may need 
     a tracheostomy. Consent for that must be taken  
     before thyroid surgery is started (preoperatively). 

(Back to page 19). 
11. Thyroid swelling associated with cervical 
     lymphadenopathy (according to incidence): 
     - Thyroid carcinoma. 
     - Unrelated. 
     - Hashimoto's thyroiditis. 
     - Acute lympocytic thyroiditis. 
     - Thyroid lymphoma. 
     - Acute non-specific thyroiditis. 

 (Back to page 19). 
12. In conservative therapy for colloid goitre, measure 
      the neck circumference at the level of the cricoid 
      cartilage at weekly intervals. If the circumference 
      shows a steady increase in spite of therapy,  
      surgery is advisable. 
13. Advantages of β-adrenergic blockers (e.g.  
     Propranolol) over antithyroid drugs (e.g.  
     Neomercazole) in the preoperative preparation of  
     thyrotoxic patients: 
     - Short period of preparation. 
     - No toxicity of significance due to short period of 
       preparation. 
     - Do not increase vascularity of the thyroid gland 
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       and therefore preoperative iodine therapy is  
       not needed. 
     - Can be given to pregnant patients. 
     - No risk of postoperative myxoedema. 
     - No need for repetition of the thyroid hormone 
       profile. 
 
14. Note: In patients with history of bronchial asthma  
      or for those with asthmatic bronchitis non-  
      selective β-adrenergic blockers must be avoided as 
      they will increase the symptoms or they may  
      precipitate an attack of bronchial asthma. In such 
      cases use of specific  blockers for the cardiac 
      receptors as atenolol (marketed as Tenormin, 
      etc.) is essential. 
 
15. Sudden cessation of β-adrenergic blockers may 
      result, after a few (10 to 14) days, in ventricular 
      tachycardia. They must be tapered-off after  
      surgery for thyrotoxicosis. 
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BREAST SHEET 

 

1. Personal history: 
    - Age, sex. 
    - Menarche. Marital status. Age of marriage. 
    - Number of children; last delivery (date). 
    - Lactation history. 
2. Complaint. 
3. Present history: 
    1. Swelling: 
        - Onset (How was it discovered?) 
        - Duration. 
        - Course. 
        - Relation to trauma. 
    2. Pain: 
        - Relation to swelling. 
        - Onset, duration, etc.: 
        - Character (eg neuralgic pain in fibroadenoma). 
    3. Is the patient lactating? 
    4. Discharge from the nipple: 
        - Type (milk, pus, serous, blood,necrotic). 
        - Is the nipple retracted? Onset of retraction. 
    5. Fever, malaise, etc. 
    6. Symptoms suggestive of metastases: 
        a) To axillary lymph nodes: 
            i  - Swelling in the axilla. 
            ii - Pain or sensory changes in the upper limb. 
            iii- Weakness in the upper limb. 
            iv- Swelling (oedema) of the upper limb. 
        b) Distant: 
            i  - Chest pain, cough or haemoptysis. 
            ii - Abdominal pain & distension. 
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            iii- Intestinal obstruction. 
            iv- Jaundice. 
            v - Bony aches or fractures. 
        c) Cachexia. 
    7. Symptoms of tuberculous toxaemia: 
        Anorexia, night fever, night sweating and loss of 
        weight.     
    8. Treatment. Is the patient on oral contraceptives? 

         Type of oral contraceptive (e.g. combined: COC) 
    9. Menstrual history in brief. 
 
4. Past history: 
    - Breast disease or trouble (eg fissured nipple). 
    - Breast trauma. Is the site the same as the present     
      mass? 
 
5. Family history: 
    Of carcinoma of the breast. 
 

General Examination 
 
a) For all cases: 
    i  - Pulse, temperature, and BP. 
    ii - Pallor. 
    iii- Oedema of the lower limbs. 
b) For cases which AFTER LOCAL EXAMINATION are 
    diagnosed or suspected as carcinoma: 
    (See SPECIAL NOTES, number 1 on page 38). 
 

Local Examination 
     Patient sitting on the examination table and bare 
from the umbilicus upwards with a blanket over her 
shoulders. 
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A- Inspection: 
    Patient's arms by her sides while she is sitting up. 
    1- Affected breast compared to the opposite breast:  
        - Site (lower or higher). 
        - Size. 
    2- The nipple (normally points downwards and  
        outwards): 
        - Elevated or lowered? 
        - Everted (directed laterally)? 
        - Retracted? See figs. 8-11. 
 

 
Fig 8. Carcinoma of the right breast (Stage 3). The breast is 

        elevated, the nipple is retracted (aquired retraction: note 
        the sulcus around its base), and there is extensive peau  

        d'orange.            (Back to page 33). 
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Fig 9. Congenital retraction of the nipple of the right breast. 

        Note that the nipple is inverted so that the protuberant 
        part  is now forming a pit (arrow). Compare with the  
        normal nipple on the opposite side. 
 
 

 
Fig 10. Congenital retraction of the nipple of the right breast. 

        Note that the nipple is completely inverted in the form of a 
        large pit (arrow).  
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Fig 11. Carcinoma of the right breast (Stage 2). The nipple is 

  retracted: aquired retraction is indicated by the sulcus 
around its base (arrow). 

 
        - Cracks or fissures? 
        - Thickened? Eaten away? See figs 12 and 13. 
        - Discharge? 
3- The areola: 
       - Eczematous change? 
       - Montgomery's follicles? 
       - Fistulae or sinuses? 
   4- Swelling: 
       Site, shape, size, surface, overlying skin, etc. In a  
       retromammary swelling is the swelling superficial  
       or deep to the pectoralis major muscle? 
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Fig 12.  Paget's disease of the right breast. The nipple is   

             thickened (rarely encountered pre-ulcerative stage).              
             The areola is also affected. 
 

 
Fig 13. Paget's disease of the left breast. The nipple is eaten 

         away. In its place there is a superficial ulcer. The areola 
         and the surrounding skin are also affected. 

(Back to page 40). 
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    5- The arm elevation test: 
        Does the skin dimple if the patient raises her 
        arms above her head? 
    6- The skin of the breast: 
        - Redness and its type (See fig 3, page 3). 
        - Peau d'orange (See fig 8, page 29). 
        - Sinuses.  
        - Dimpling (See fig 14). 
        - Puckering (multiple dimples near each other)     
        - Skin nodules (See fig 15). 
        - Ulceration. 
        - Cancer en cuirasse (NOTES number 9 item 12).  
 

 
Fig 14. Dimpling of the skin caused by peripheral scirrhus 

carcinoma of the upper outer quadrant of the breast. 
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Fig 15. Skin nodule (arrow) in a case of advanced left 

breast carcinoma. There is a marked skin dimple in the 
outer aspect of the breast and a conglomeration of skin 
nodules below the two  (This latter is the preliminary of 
cancer en cuirasse). Note that the breast is markedly 

elevated compared to the opposite side. 
(Back to page 41). 

 
        Detailed description is found in the SPECIAL  
        NOTES (number 9 on page 40). 
    7- Undersurface of the breast (skin as above). 
    8- Infraclavicular regions. 
    9- Axillae. (See Fig. 16). 
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Fig 16. Axillary breast (arrow). 

 
   10- Supraclavicular regions. 
   11- Upper limbs (The posterior aspect of the arm 
         is the first site to show oedema from  
         obstructed malignant axillary lymph nodes). 
 
B- Palpation: 
    1. While the patient is lying down (or semi-sitting)  
        with her back supported). 
        a) Healthy breast is examined FIRST, both by the 
            flat of the hand and by the fingers. Then 
            between both hands. 
            Examine each quadrant, then the retroareolar 
            region, then the axillary tail (See SPECIAL  
            NOTES number 12 on page 41).  
        b) Diseased breast: 
            i  - Swelling: Ask the patient to locate it for  
                               you, at first. 
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                - Warmth, tenderness. 
                - Site, shape, size, surface. Undersurface? 
                - Consistency. 
                - Edge :  • Well-circumscribed. 
                              • Ill-circumscribed.                           
                - Fixity to skin (a) Over an area. 
                                      (b) By fibrous strands 
                                           (sign of dimpling). 
                 - Fixity to pectoral fascia, pectoralis major 
                   muscle, or to the chest wall. 
                 - Is the mass felt by the flat of the hand? 
                 - Is mass mobile in the breast substance? 
                        Pull the breast to one side and push 
                   the mass to the opposite side. If the 
                   mass can be pushed it is mobile in the 
                   breast substance ; if not, then it is 
                   fixed in the breast substance. 
            ii - The rest of the breast. 
            iii- If there is a history of discharge from the 
                 nipple then gently squeeze the nipple to 
                 express some fluid if possible. You may ask  
                 the patient to demonstrate this herself. 
                 Determine the sector of the breast giving 
                 the discharge. 
    2. While the patient is sitting up: 
        a) The axillary lymph nodes of the same side   
            (Central, pectoral, brachial, and apical). 
        b) The opposite axillary lymph nodes. 
        c) While standing behind the patient: 
            i - Scapular group of axillary lymp nodes on 
                both sides.     
            ii- Supraclavicular lymph nodes on both sides. 
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C- Transillumination for cystic swellings: the torch is 
     put in the fold of the breast deep to the mass. 
 
D- Investigations:  
    1- Remember: Elevated serum alkaline phosphatase 
        is the first laboratory evidence of liver   
        metastases even before clinical evidence  
        (provided bone metastases are excluded as they  
        also raise the alkaline phosphatase level). 
    2- X-ray chest for: - Rib metastases. 
                                - Lung metastases. 
                                - Pleural effusion. 
    3- X-ray of selected bones (tender).for metastases. 
    4- Soft tissue mammography. 
    5- Contrast mammography (Ductography) in  
        patients with bleeding per nipple without a  
        palpable mass. This may be able to accurately 
        differentiate between subclinical duct papilloma 
        and duct carcinoma. 
    6- MRI (magnetic resonance imaging) can show 
        sub-clinical nipple involvement in suspected early 
        non-ulcerated Paget's disease of the breast. 
    7- PET-CT and SPECT-CT imaging: Positron  
        Emission Tomography and also Single Photon 
        Emission Computed Tomography will identify 
        the presence of minute-sized malignant lesions of 
        the breast. For localization of these minute  
        lesions CT imaging has to be combined. 
    8- Fibreoptic ductoscopy in patients with bleeding   
        per nipple without a palpable mass will be able to 
        differentiate a minute subclinical duct papilloma  
        from duct carcinoma & will allow excision biopsy. 

. 
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SPECIAL NOTES: 
1- In cases of carcinoma of the breast examine the 
    patient generally for: 
    i  - Abdomen: 
         - Tenderness or rigidity. 
         - Enlarged, hard liver. 
         - Masses of the abdominal wall: 
           a) Peritoneal nodules. 
           b) Umbilical nodule.  
         - Ascites. 
    ii - Chest: 
         - Tenderness or masses of the ribs. 
         - Pleural effusion. 
    iii- Limbs: 
         - Tenderness or bony masses. 
         - Pathological fracture.  
    iv- Spinal column: 
         - Tenderness. 
         - Deformity (kyphosis). 
    v - PV & PR examination: 
         - Mass of Douglas pouch. 
         - Krukenberg's tumour of the ovaries. 

(Back to page 28). 
2- Fibrosis in the breast results in: 
    - Retraction of the nipple (acquired). 
    - Elevation (pulling) of the nipple towards the mass 
      (maldirection of the nipple). 
    - Elevation of the breast to the mass. 
    - Dimpling of the skin (and on elevation of the arm). 
    - Puckering of the skin. 
    - Hardness of the swelling. 
    - Flat undersurface of the swelling.  
    Its causes are: 
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    • Scirrhus carcinoma. 
    • Atrophic scirrhus carcinoma. 
    • Chronic breast abscess. 
    • Tuberculosis. 
3- Fibrocystic disease (Fibroadenosis) is the only  
    chronic breast condition that can cause a mass NOT 
    FELT by the flat of the hand. 
4- Fibroadenoma is the only SOLID breast mass that  
    is mobile in the breast substance. 
5- Adherence to the pectoralis major muscle: 
    a) While the muscle is relaxed, the mass can be 
        moved across the muscle fibres but not along 

        their direction. 
    b) While the muscle is contracted, the mass is fixed 
        in all directions. 
6- Adherence to the pectoral fascia: 
    a) While the muscle is relaxed, the mass moves  
        in all directions. 
    b) While the muscle is contracted, mobility of the  
        mass is MODERATELY limited in all directions. 
7- Bloody discharge from the nipple occurs in: 
    - Duct papilloma. 
    - Duct carcinoma. 
    - Fibrocystic disease of breast with papillomatosis. 
    - Rare in tuberculosis. 
    - Rare in papillary cystadenoma of the breast. 
8- Relation of trauma to a breast mass: 
    a) Severe trauma many months or years previously: 
        traumatic fat necrosis of the breast. 
    b) Mild trauma: may direct attention to an already 
        existing breast mass. 
    c) Trauma (of suckling) resulting in nipple cracks: 
        may lead to mastitis or breast abscess. 
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9- Skin changes that may occur in the breast: 
    1. Dilated veins (milk engorgement; sarcoma). 
    2. Reddish discoloration. 
        a) Bright red colour: mastitis or acute abscess. 
        b) Dusky red colour:  
            • Malignancy infiltrating the skin eg skin  
              nodules. 
            • Subsiding acute mastitis. 
    3. Peau d'orange: 

        This is made more obvious by gently sqeezing  
        the skin of the breast. It is due to dermal 
        lymphatic obstruction. 
    4. Dimpling of the skin. 
    5. Puckering of the skin (multiple adjacent dimples). 
    6. Infiltration of the skin by malignancy. 
    7. Ulceration: 
        • Malignant ulceration (more common) occurs in  
          carcinoma. 

 • Benign ulceration (rare) is due to pressure  
           atrophy of the skin by a huge benign  
            cystosarcoma phlloides. The probe test is  
           positive: a sterile probe can be easily passed                
           between the skin and the tumour. 
      8. Fungation occurs in sarcoma of the breast. The 
          sarcoma pouts out through the eroded skin. 
      9. Malignant skin nodules (hard, dusky red). 
    10. Benign eczema: allergic dermatitis of the  
          nipple, the areola, and sometimes also the   
          central part of the skin of the breast.    
    11. Malignant eczema (is Paget's disease; it   
          may reach the skin around the areola: see 
          fig 13, page 32). 

(Back to page 34). 
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     12. "Cancer en cuirasse" is due to diffuse 
          malignant lymphangitis of the skin of the breast 
          (extensive lymphatic permeation followed by  
          extralymphatic vessels spread). At first, the  
          affected skin is dusky red, THICK and  
          oedematous. Later, it becomes hard (as a  
          shield). It may also result from the confluence 
          of multiple adjacent skin nodules (See Fig. 15). 

(Back to pages 33/34). 
10- The earliest sign of acquired nipple retraction  is a  
      small sulcus surrounding the base of the nipple. 
11- In congenital retraction of the nipple, it is  
      inverted so that the deepest point is its centre. 
12- The axillary tail of the breast is situated at the  
      level of the third intercostal space where the latter  
      is crossed by the anterior axillary line. 

(Back to page 35). 
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BREAST SHEET IN THE MALE 

 
As in females with the following differences: 
 
Past history: 
- Drugs (eg oestrogen therapy, digitalis). 
- Bilharziasis, alcoholism etc (for liver disease). 
 

General Examination 
 

In cases with gynaecomastia: 
1) Secondary sexual characters (for hypogonadism): 
    - Voice. 
    - Moustache, pubic hair, axillary hair. 
2) Signs of chronic liver failure (See Abdomen Sheet 
    on the next page). 
3) Liver (for cirrhosis). 
4) Testicles (atrophied in Klinefelter's syndrome). 
 

Local Examination 
 

A- Inspection: 
    Ask the patient to press his hand to his waist (to 
    contract the pectoralis major muscle): 
    Is the mass superficial to the muscle? (Fig. 17). 
 
B- Palpation: 
    Mobility of the mass in the breast substance is NOT 
    DONE in the male (there is normally no breast 
    substance to feel in him). 
 

 

- 44 - 
 

 
Fig 17. Carcinoma of the right male breast 

with evident axillary nodal metastases. 
Note that, on contraction of the pectoralis major 
 muscle, the mass has become more prominent. 

 
SPECIAL NOTES:  

Gynaecomastia occurs commonly in: 

A) Oestrogen excess states: 
    1. Chronic liver disease (hyperoestrogenism from 
        diminished destruction by diseased hepatic cells). 
    2. Oestrogen therapy for carcinoma of the prostate. 
    3. Neonatal mastitis. 
    4. Pubertal mastitis.  
    5. Oestrogen producing testicular tumours (Sertoli 

         cell tumours; 33% have gynaecomastia). 
    6. Adrenal cortical neoplasms (oestrogen producing) 
B) Androgen deficiency states: e.g. 
    7. Klinefelter's syndrome (chromosomal disease 
        XXY causing primary testicular failure). 
    8. Fröhlich's syndrome (adiposogenital dystrophy, 

   one type of hypogonadotropic hypogonadism).        
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ABDOMEN SHEET 

 
1. Personal history: 
    Age & sex. Occupation (hydatid; liver carcinoma). 
2. Complaint. 
3. Present history: 
    1- Pain: 
        - Duration, onset, progress. 
        - Site, character, etc. 
        - Accompanying symptoms e.g. vomiting. 
    2- Swelling: 
        - Onset, duration, progress. 
        - Relation to pain. 
        - Other swellings? 
    3- Trauma. 
    4- Symptoms related to abdominal organs. 
        Each symptom: onset, duration. 
        a) Stomach: 
            - Heartburn: relation to posture. 
            - Eructation. 
            - Waterbrash (eructation of fluid). 
            - Appetite. 
            - Nausea: what relieves and aggravates it. 
            - Vomiting: type, amount, frequency. 
            - Haematemesis: amount, character, 
                                      frequency. 
        b) Intestines: 
            - Constipation, diarrhoea or dysentry. 
            - Character of stools (amount, form, 
              colour etc.). 
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            - Abdominal distension. 
            - Borborygmi. 
            - Tenesmus. 
            - Melaena. 
            - Red blood in stools. 
        c) Upper urinary tract: 
            A. Renal haematuria. 
            B. Early symptoms of uraemia: 
                - Lack of concentration. 
                - Thirst. 
                - Altered taste of food. 
                - Diminished appetite. 
                - Bad odour of the breath (uriniferous). 
                - Headache. 
                - Insomnia. 
                - Drowsiness. 
        d) Lower urinart Tract: 
                - Vesical haematuria. 
                - Stream of urine. 
                - Difficulty of micturition, strangury, 
                      hesitancy, precipitancy, urgency. 
                - Volume of the urine (polyuria; oliguria). 
                - Frequency (night or day?). 
                - Retention of urine. 
                - Incontinence. 
                - Colour of urine. Abnormal constituents: 
                  (e.g. mucus, pus, passage of gravel, 
                   necroturia i.e. necrotic shreds in urine). 
         e) Biliary tract: jaundice. 
         f)  Spleen: bone tenderness, purpura. 
         g) Menstruation. 
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    5- General symptoms e.g. fever, malaise, loss of                           
         weight. 
    6- Treatment. 
4. Past history: 
    - Abdominal illness. 
    - Abdominal operations. 
    - Bilharziasis, malaria, amoebic dysentry. 
    - Tuberculosis. 
    - Typhoid fever. 
    - Infective hepatitis. Blood transfusion (serum 
       hepatitis). 
    - Drug intake: e.g. Aspirin (peptic ulcer). 
      Chlorpromazine, methyl testosterone (obstructive 
       jaundice). 
5. Family history. 
 

General Examination 
 

- Level of consciousness (cholaemia, uraemia). 
- Underweight? 
- Pulse, temperature, B.P. 
- Pallor, jaundice. 
- Tongue and teeth. 
- Congested neck veins. 
- Cervical lymph nodes (especially left supra-clavicular). 
- Oedema of the lower limbs. 
- Tenderness over sternum (in case of splenomegaly). 
- Odour of the breath. 
- Purpura. 
- Skin scratches (in jaundice). 
- Oedema of eyelids, earthy facies, air hunger (in uraemia). 
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- Tissue turgor in case of renal disease or dehydration 
   (pinch infraclavicular skin). 
- Gynaecomastia, spider naevi, palmar erythema, 
  flappy tremors (in Bilharzial hepatosplenomegaly). 
- Clubbing of finger nails (in advanced liver cirrhosis;      
  ulcerated colonic and rectal Bilharzial polyposis). 
- Frontal bossing, sallow mongoloid facies, broad  
  depressed nasal bridge, koilonychia (in haemolytic       
  anaemia). 
- Ulcers over legs (in sickle cell anaemia). 
 

Local Examination 
 

     Patient must be uncovered from the nipples to the  
pubes. 
 
A- Inspection: 
    1. Contour of abdomen (Distended; scaphoid; flat). 
    2. Mass or bulging: 
        - Site, shape, size, surface. 
        - Intra-abdominal? 
        - Movement with respiration (if a mass moves 
          with respiration IT IS INTRA-ABDOMINAL). 
        - Pulsations. See SPECIAL NOTES, number 1. 
    3. Subcostal angle (normal; wide): 
        A wide subcostal angle occurs: 
        - With a chronically distended abdomen (usually  
          ascites). 
        - In presence of a CHRONIC, LARGE, UPPER 
           ABDOMINAL, INTRA-ABDOMINAL MASS. 
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    4. Abdominal wall: 
        i- Divarication of the recti (Fig 18). 
 

 
Fig 18. Marked divarication of the recti. 

Usually, however, the divarication is limited to the 
supraumbilical area. 
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       ii- Umbilicus: Shape, site, impulse on cough. 
           (Fistula or umbilical nodule?). 
      iii- Hair distribution. 
      iv- Impulse on cough in inguinal regions. 
       v- Malgaigne's bulgings? 
      vi- Skin.     
      vii- Movement of abdominal wall with respiration. 
     viii- Active movements of the abdominal wall. 
    5. Visible peristalsis: site, direction. 
        Is there a step-ladder appearance? 
 
B- Palpation: 
    I- General palpation for tenderness or rigidity  
        (SPECIAL NOTES: 2). If tenderness is present  
        press more deeply (but gently) then suddenly  
        remove your hand. Is there rebound  

        tenderness. 

   II- Deep palpation: 
        1- Swelling: 
            - Warmth, tenderness. 
            - Site: a) Intra-abdominal? 
                      b) In which region?  
                          (SPECIAL NOTES, number 3). 
                      c) For a mass in the hypochondrium: 
                          Does the mass fill the renal angle? 
                          (SPECIAL NOTES, number 4). 
            - Shape, size, surface. 
            - Edge, consistency (carefully for fluctuation). 
              See SPECIAL NOTES, number 5. 
            - Mobility with respiration. 
            - Mobility in two perpendicular planes 
              (SPECIAL NOTES, number 6). 
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            - Relation of swelling to abdominal organs etc. 
              e.g. a swelling coming from under the costal 
              margin is liver or spleen. (SPECIAL NOTES 7) 
            - Special signs: ballotment. 
              Pulsations? Transmitted or expansile? 
        2- Other swellings in the abdomen. 
        3- Abdominal organs: 
            a) Liver and spleen. 
            b) Kidneys. 
   III- Palpation by dipping your hand into the  
         abdomen: in the presence of ascites covering 
         the anterior surfaces of the liver and the spleen. 
 
C- Percussion: 
 
    1. The mass. 
        Start from outside the mass boundaries in a  
        resonant area. 
        Is the mass resonant or dull?  
        If dull, is this dullness continuous with the                       
        dullness of a nearby organ e.g. liver or spleen? 
    2. Liver for: 
        a) Upper border (heavy percussion). 
        b) Lower border if it was not defined by palpation 
            (light percussion). 
    3. Spleen. 
        An enlargement less than three times normal size 
        cannot be defined by palpation but ONLY  by 
        percussion (SPECIAL NOTES, numbers 8 and 9). 
    4. Shifting dullness for ascites  
        (SPECIAL NOTES, number 10). 
    5. Special signs: "hydatid thrill". 
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D- Auscultation: 
    - Intestinal sounds. 
    - Venous hum. 
    - Murmur in aneurysms. 
    - Friction rub over the spleen (in perisplenitis). 
 
E- Examination of the back (and scrotum): 
    (SPECIAL NOTES, number 11). 
 
F- Investigations: 
    1. Bedside: Per rectum (P.R.) examination. 
    2. Laboratory: Hb%, RBC, WBC, Platelets. 
                         Liver function tests. 
                         Renal function tests. 
    3. Instrumental: Proctoscopy. 
                             Sigmoidoscopy. 
                             Colonoscopy. 
    4. Radiological:  
        - Plain x-ray abdomen (lying down, erect). 
        - Contrast radiography for abdominal organs 
           (e.g. I.V.P. = I.V.U.). 
        - Angiography, lymphadenography. 
        - C.A.T. scan (computerised axial tomography). 
        - M.R.I. (magnetic resonance imaging). 
        - Virtual endoscopy (e.g. virtual colonoscopy). 
    5. Ultrasonography: 
        a) Exact site, shape and size of the swelling. 
        b) Its relation to the abdominal organs, etc. 
        c) Its tissue pattern: cystic, solid or 
            mixed (e.g. degenerating tumour). 
     6. Radioisotope scan: kidneys, liver, spleen. 
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    7. Surgical: Laparoscopy (diagnostic). 
                      Laparotomy. 
 
SPECIAL NOTES: 
 
1. Transmitted or expansile pulsation? 
    Ask the patient to take the knee-elbow position. 
    Pulsations TRANSMITTED from the aorta to the 
    mass, in the supine position, DISAPPEAR when  
    the mass falls away from the aorta IN THE  
    KNEE-ELBOW POSITION. (Back to page 48). 
 
2. Important tender abdominal points (Fig 19): 
    - McBurney's point is at the junction of the outer 
      third and inner two-thirds of the right  
      spino-umbilical line (1): appendicitis. 
    - Right iliac fossa (2): appendicitis, typhlitis,  
      ureteritis. 
    - Left iliac fossa (3): spastic colitis, diverticulitis, 
      ureteritis. 
    - Ovarian point (4) is 3 inches above the pubic 
      tubercle. 
    - Tubal point (5) is half an inch above the midpoint 
       of the inguinal ligament. Tenderness is bilateral 
       except in tubal ectopic gestation (unilateral). 
    - Lower suprapubic region (6): cystitis. 
    - Umbilical region (7): enteritis. 
    - Upper umbilical region (8): transverse colitis. 
      a) It is often associated with tenderness along 
          the ascending and descending colon. 
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Fig 19. Important tender abdominal points. 

 
 

     b) Its presence will help to differentiate      
         cholecystitis from the hepatic flexure syndrome. 
   - Right epigastrium (9): duodenal ulcer. 
   - Left epigastrium (10): gastric ulcer. 
   - Gall bladder point is at the tip of the right 9th 
      costal cartilage and extending into the right 
      hypochondrium (11): cholecystitis. 
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   - Tenderness in the right hypochondrium on deep    
      inspiration "Murphy's sign": cholecystitis. 
   - Right hypochondrium (12): hepatic flexure  
      syndrome (colitis). 
   - Epigastrium and right hypochondrium over  
     enlarged liver: hepatitis. Localised (lower right) 
     intercostal tenderness is also present. 
   - Tip of the left 9th costal cartilage (13): reflux 
      oesophagitis. 
   - Left hypochondrium (14): perisplenitis, splenic  
     flexure syndrome (colitis). 
   - Anterior pelvic point is at the junction of a  
     horizontal umbilical line and a vertical line drawn 
     from the junction of the inner third and outer two- 
     thirds of the spino-umbilical line (15): pyelitis. 
  - Renal angle: tender kidney (pyelitis, etc.). 

(Back to page 50). 
 

3. If the mass is in the suprapubic region: 
    Is it abdominal or pelvi-abdominal?  
        Insinuate your hands between the mass and the    
    inguinal ligaments on either side and try to push 
    your hands medially so that they touch each other  
    above the pubic bone (as in testing for engagement  
    of the foetal head in a pregnant woman): 
    a) If your hands touch each other, the mass is 
         purely abdominal. 
    b) If you cannot make your hands touch each other 
        and the mass lies in-between them, the mass is 
        pelvi-abdominal.  

(Back to page 50). 
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4. If the swelling is in the hypochondrium: 
    a) Does it fill the renal angle? 
        If it does not fill the renal angle, can it be pushed  
        into the renal angle?  
        The renal angle is the angle between the 12th rib     
        and the erector spinae muscle.  
    b) Can you insinuate your hand between the 
        swelling and the costal margin? If you CANNOT, 
        then the swelling is coming from under the costal 
        margin and is hugging the anterior  abdominal 
        wall: liver, spleen.  (Back to page 50). 
 
5. If there is a CYSTIC intra-abdominal swelling  
    reaching the inguinal ligament look for a possible 
    extension into the thigh. Confirm that the two  
    swellings communicate by cross-fluctuation (See 
    page 5). 
    Causes:  
     a) Psoas abscess }      with infraligamentous 

                              } 
     b) Iliac abscess   }      extension. 

(Back to page 50). 
 
6. Mobility in two perpendicular planes in the  
    abdomen. 
    a) For most of the intra-abdominal swellings: one  
        axis is longitudinal and the other is perpendicular  
        to it. 
    b) For suspected mesenteric swellings: one axis is  
        that of the mesentry and the other is  
        perpendicular to it. (Back to page 50). 
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7. If the swelling is in the iliac fossa: 
    can you insinuate your hand between it and the 
    a) Inguinal ligament? 
    b) Iliac crest?  
        - You can insinuate your hand between 
          an appendicular mass and the iliac crest. 
        - You cannot insinuate your hand between a  
          carcinoma of the caecum and the iliac crest.  

(Back to page 51). 
 
8. The normal splenic dullness extends: 
    Anteriorly to the mid-axillary line. 
    Above to the upper border of the 9th rib. 
    Below to the lower border of the  11th rib. 

(Back to page 51). 
 

9. Traube's space: 
         This is an area of tympanitic note in the lower 
    left part of the front of the chest corresponding to 
    the gas containing part of the stomach. Boundaries: 
    Left: Anterior margin of the spleen. 
    Inferiorly: Left costal margin. 
    Right: Lower border of the liver. 
    Superiorly: Lower border of the left lung. 
          The surface landmarks are: 
    From the 6th rib in the midclavicular line to the 9th 
    rib in the mid-axillary line to the 11th rib in the mid- 
    axillary line then along the costal margin to the 8th  
    costal cartilage in the parasternal line then upwards 
    and laterally to the starting point. 
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          Splenic emlargement causes encroachment on 
      this space from its left boundary.  

(Back to page 51). 
 

10. Shifting dullness in the flanks reveals ascites of   
     more than one litre. To detect ascites of less than  
     one litre do: 
      Anteroposterior shifting dullness. Percuss the  
      umbilical region while the patient is lying down to 
      confirm that it is resonant. The patient then takes      
      the knee-elbow position and you percuss the  
      umbilical region again. If it is dull, there is ascites. 

(Back to page 51). 
 

11. In any FIXED cystic intraabdominal swelling 
      examine the vertebral column (cold abscess from 
      Pott's disease). 

(Back to page 52). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
- 59 - 

 
Table 1 Differences between renal and splenic 

swellings 

____________________________________________ 
                              Renal                     Splenic 
                              swelling                  swelling 
____________________________________________ 
 1. Renal angle        Swelling felt            Empty 
 
 2. Shape                Kidney-shaped        Triangular or 
                                                           discoid 
 3. Medial border      Rounded                Blunt   
 
 4. Notch on             Absent                   Present 
     medial border 
 5. Insinuation of     Can insinuate          Cannot 
     hand between     hand                      insinuate  
     mass and costal                               hand 
     margin                                                                    
 6. Movement with   Downwards            Downwards 
     inspiration                                       AND medially 
 7. Ballotment          Posterior                Anterior  
 
 8. Percussion of       Dull with a             Dull 
     swelling              band of resonance 
                               medially 
 9. Relation to           Separate               Continuous 
     normal splenic                                  with normal 
     dullness                                           splenic  
                                                            dullness  
10. Percussion of       Dull                       Resonant 
      renal angle 
____________________________________________    
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SCROTAL MASS SHEET 

 
1. Personal history: 
    Age - Marital status - Number of children. 
2. Complaint. 
3. Present history: 
    1- Swelling: 
        - Onset, duration, course. 
        - Began directly in scrotum or was first inguinal? 
        - Decreases in size when the patient lies down? 
    2- Pain: 
        - Onset, duration course, etc. 
        - Relation to swelling. 
    3- Fever, malaise, headache. 
    4- Tuberculous toxaemia: night sweating, night  
        fever, anorexia, loss of weight. 
    5- Symptoms of metastases: 
        - Cough, haemoptysis. 
        - Bone aches. 
        - Abdominal swelling. 
    6- Urethral discharge?  
        Stream of urine. Catheterization? 
    7- Any dysuria (its nature?) or pyuria? 
    8- Treatment. 
 
4. Past history: 
    - Gonorrhoea. 
    - Syphilis. 
    - Tuberculosis. 
    - Filariasis. 
    - Bilharziasis. 
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    - Mumps (atrophy of the testis).     
    - Urinary tract infection. 
    - Attacks of abdominal pain and vomiting: 
      (Torsion of the testis). 
 
5. Family history. 
 

General Examination 
 
1) Pulse, temperature, B.P. 
2) Pallor. 
3) Lower limbs (If there is a scrotal filarial mass). 
4) Abdomen: 
    - If there is a testicular swelling: for epigastric mass 
      (Lymph node metastases). 
    - In cases of undescended testicle. 
 

Local Examination 
 

     Patient examined firstly standing up and undressed 
(bare from nipples to knee). 
 
A- Inspection: 
    1- Symmetry and size of scrotal compartments 
        (look to median raphe of scrotum). 
    2- Swelling: 
        - Site, shape, size, surface, skin. 
        - Expansile impulse on coughing? 
        - Does it diminish by lying down? 
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    3- Skin of the scrotum 
        (Front and also lift the scrotum to see its  
         posterior surface): 
        - Ulcer? 
        - Sinus? 
    4. Scar on the penis?  
        Discharge from the meatus? (Press on the glans 
        to express a drop of the discharge). 
 
B- Palpation: 
    1. Examine the healthy side first: 
        a. Testis and tunica. 
        b. Epididymis. 
        c. Spermatic cord. 
    2. Can your fingers meet at the neck of the 
        scrotum on the diseased side? (Use your   
        opposite hand: left side of the scrotum by your  
        right hand - thumb in front, index finger behind). 
             If they can, the swelling is purely scrotal. 
             If they cannot, the swelling is inguino-scrotal. 
    3. Examine the diseased side further for: 
        A. Swelling: 
            - Site: is it in the testis, epididymis or 
                      spermatic cord? 
                   Testicular sensation if the swelling is 
              testicular (the testis is squeezed gently  
              between your finger and thumb: testicular  
              sensation is a peculiar sickening sensation). 
                   There is a groove between epididymal  
              masses and the testis. 
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            - Warmth, tenderness. 
            - Shape, size, surface. 
            - Edge, consistency (See SPECIAL NOTES: 1). 
            - Impulse on cough (present in varicocele). 
            - Compressibility (Varicocele: compressible). 
                     Then while the patient is lying down,  
              test the effect of elevation (lifting up) of the  
              scrotum on the compressible swelling: 
                     If the swelling DISAPPEARS it is a  
               PRIMARY varicocele. 
                     If the swelling REMAINS it is a  
               SECONDARY varicocele.  
            - Adherent to skin? 
            - If the swelling is in the spermatic cord, is it 
              attached to the cord? (SPECIAL NOTES: 2). 
 
        B. Scrotal skin normal or: 
            a) Elephantoid. 
            b) Oedematous. 
            c) Edge and base of an ulcer if present. 
 
       C. Rest of scrotal compartment: 
                e.g in a case with a mass of the epididymis 
           are both the testis and the tunica normal? 
                Early hydrocele is detected by pinching the  
           skin overlying the testis: if deep to the skin 
           another soft tissue layer is felt rolling between 
           your index finger and thumb, then there is an  
           early vaginal hydrocele (pinching test). 
 
       D. Spermatic cord: 
           - Is it matted? In whole or in part? 
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            - If not matted, what is the condition of the 
              vas? The vas is felt as a thick (2 to 3 mm.)  
              cord-like structure when the spermatic  
              cord is rolled between the index finger and  
              the thumb in an adult (thinner in children). 
 
    4. Examine the penis and the urethra: 
        a) Is the meatus at the normal site?    
            (Hypospadias, epispadias). 
        b) To see the size of a normally placed meatus: 
            pinch the glans between the thumb and the  
            index finger from before backwards. 
        c) Palpate the floor of the urethra (Stricture, 
            peri-urethral abscess, urethral stone). 
        d) Palpate the corpora cavernosa (nodules?  
            fibrosis?) 
 
    5. Inguinal lymph nodes (drain lesions of the scrotal  
        skin: into the medial oblique group). 
        Iliac lymph nodes (drain epididymes). Epigastric 
        para-aortic lymph nodes (drain testicles). 
 
C- Transillumination: 
    1. Cystic swelling, is it translucent or not? 
    2. If the swelling is translucent (vaginal hydrocele) 
        and the testis is not felt then: determine the site 
        of the testis in the cystic translucent swelling.  
        The testis is opaque to transillumination. 
 

D- Investigations: 
    1- Per rectum (P.R.) examination to palpate the  
        prostate and the seminal vesicles  
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        (See SPECIAL NOTES, numbers 3 to 5). 
    2- Aspiration of a vaginal hydrocele: 
        a- Examine the aspirated fluid (colour etc.). 
        b- In a large tense vaginal hydrocele, aspiration 
            allows palpation of the testis and the  
            epididymis to determine whether the  
            hydrocele is primary or secondary. 

    3- Blood:  
        - Hb%, W.B.C. total and differential. 
        - Blood film for filaria.  
        - Chorionic gonadotropins. 
    4- Urine. 
        Pregnancy test for malignant testicular swelling 
        (Urine contains chorionic gonadotropins secreted 
        by the tumour).  
    5- Tuberculin test. 
    6- W.R. (Wassermann reaction for Syphilis). 
    7- Chest x-ray (tuberculous epididymitis; tumour of 
        the testis). 
    8- Ultrasonography. 
    9- Doppler ultrasonography: Varicocele shows  
         reversal of flow (retrograde flow) on Valsalva 
         manoeuvre. 
 
E- Exploration and biopsy. 
 
SPECIAL NOTES: 
1. Bipolar fluctuation (to detect cystic consistency 
    of a scrotal swelling): 
         Place your opposite hand (right scrotal swelling: 
    left hand) at the UPPER POLE of the scrotal swelling, 
    index and middle fingers behind, thumb in front. 
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         Grasp the LOWER POLE of the swelling by the  
    fingers of your other hand and press (give an 
    impulse). If the impulse is felt at the upper pole 
    between your fingers and thumb, the swelling is 
    cystic (Back to page 64). 
 
2. If the swelling is in the spermatic cord (separate  
    from the testis): 
    Hold the testis in place by your hand (or gently 
    PULL it DOWN) and PUSH the swelling UPWARDS 
    by the opposite hand. Is there a tug (pull) on the 
    testis? 
    If YES, the swelling IS ATTACHED to the spermatic 
    cord or one of its constituents. 

(Back to page 64). 
 

3. In tuberculosis, the prostate is slightly enlarged with 
    a small firm nodule in one lobe, the same side as  
    the epididymitis. The nodule may become cystic.  

(Back to page 65). 
 

4. In Bilharziasis, the prostate is markedly enlarged,     
    hard, and grossly nodular but its median and lateral 
    sulci are preserved. The rectal mucosa moves over  
    it and it shows no attachment to the pelvis (D.D. 
    malignant prostate). One or both seminal vesicles 
    may show similar changes. 

(Back to page 65). 
 

5. In chronic gonorrhoeal and non-specific prostatitis 
    the prostate is firm and tender; it may be  
    moderately enlarged or diminished in size (fibrosis).  
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    Prostatic fluid obtained by prostatic massage shows 
    pus cells and bacteria (Back to page 65). 
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EMPTY SCROTUM SHEET 

 
(Undescended, ectopic or retractile testis) 

 
Present history: 
- Pain: torsion, malignancy. 
- Symptoms of metastases. 
- Trauma (leads to torsion). 
- Treatment. 
- Swelling elsewhere? (ectopic testis). 
 

General Examination 
 
1) Hormonal status ( Endocrine deficiency "Fröhlich's 

     syndrome": in some cases of bilateral  
     undescended testis). 
2) Abdominal examination (associated renal  
    anomalies).  
 

Local Examination 
 

A- Inspection: 
    1. Size of scrotal compartment: underdeveloped 
        only in undescended testis. 
    2. Impulse on cough in the inguinal region: higher 
        incidence of congenital hernia in cases of 
        undescended testis. 
    3. Swelling elsewhere: 
        - Pubic, perineal, femoral: ectopic testis. 
        - In case of an inguinal testis, contract the 
           abdominal muscles: does the swelling become 
           more apparent? 
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        If yes, it is superficial inguinal: ectopic testis. 
        If no, and the swelling becomes less apparent, it 
        is deep inguinal: undescended testis. 
    4. Squatting test: when the patient squats does  
        the testis descend into the scrotum? 
        If yes, it is a retractile testis (SPECIAL NOTES). 
 
B- Palpation: 
    1. Swelling (inguinal, pubic, perineal, femoral): 
        - Testicular sensation (to confirm the nature of 
           the swelling). 
        - In inguinal testis: 
           a) Contract the abdominal muscles:  
               If the swelling is felt better (superficial to 
               the muscles) it is an ECTOPIC inguinal  
               testis. 
               If the swelling cannot be felt anymore (deep 
               to the muscles) it is an UNDESCENDED  
               inguinal testis. 
           b) Pull the testis towards the scrotum. If it  
               CAN BE PULLED it is ECTOPIC inguinal. 
           c) Push the testis towards the anterior  
               superior iliac spine. If it CAN BE PUSHED 
                it is UNDESCENDED inguinal. 
    2. Impulse on cough (associated congenital hernia). 
 
SPECIAL NOTES: 
     Retractile testis results from a hyperactive genito- 
femoral reflex in a child. The reflex is activated by the 
scrotum being in continuous contact with the inner 
aspect of the thigh. In the squatting position the  
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scrotum ceases to be in contact with the thigh and the 
reflex is abolished. You can activate the reflex 
simply by stroking the inner aspect of the child's thigh 
with your index finger: the testis will further retract 
upwards. With puberty the genito-femoral reflex 
weakens to the normal adult state: the testis lies in 
the scrotum and is no more retractile. 
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HERNIA SHEET 

 
Personal history: 
    Type of work (straining). 
 
Complaint. 
 
Personal history: 
1- Swelling: 
    - Onset, duration, progress. 
    - History of severe strain. 
    - Effect of lying down? Is the patient always able to 
      reduce the swelling? 
2- Pain at a hernial orifice: 
    - Relation to swelling. 
    - Onset, duration, course. 
3- Symptoms related to the contents: 
    - Intestinal colic, flatulence, dyspepsia. 
    - Gurgle on reduction. 
4- Symptoms of present or previous attacks of  
    obstruction or strangulation (acute abdominal 
    symptoms + irreducibility). 
5- Symptoms of sliding urinary bladder hernia: 
    - Symptoms appear after the onset of the hernia. 
    - Hernia increases in size when the urinary bladder 
      is full (and decreases in size when the bladder is 
      emptied). 
    - Pressure on the hernia causes a desire to  
      micturate. 
    - Double micturition. 
6- Symptoms of a persistent or recurrent cause of 
    increased inta-abdominal pressure: 
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    - Chronic cough. 
    - Chronic (habitual) constipation. 
    - Straining at micturition. 
7- Treatment e.g. truss (hernia belt). 
 
Past history: 
1- Previous abdominal operation. 
2- History of hypertension, renal or heart disease or  
    diabetes mellitus. 
 
Family history: 
    Hypertension, renal or heart disease or diabetes 
mellitus. 
 

General Examination 
 

1) Built (obesity). 
2) Pulse, temperature, B.P. 
3) Pallor of mucous membranes. 
4) Chest (Chronic bronchitis - emphysema). 
5) Abdomen: 
    a) Intestinal obstruction, tumours. 
    b) Weakness of abdominal wall 'Malgaigne's  
        bulgings'. 
6) Oedema of the lower limbs. 
7) Per rectum examination (Prostate). 
 

Local Examination 
 

    Patient is examined standing up AND then lying 
down: Bare from the umbilicus to the knees for 
inguinal lesions. 
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A- Inspection: 
        Swelling: If not seen, ask the patient to cough: 
    1- Site, shape, site, surface, skin. 
    2- Expansile impulse on cough? Its direction. 
    3- Does the swelling disappear on lying down? 
        Direction of reduction. 
    4- For hernia in the umbilical region: can you see 
        the umbilicus? (Fig.20). If yes, what is its  
        distance from the hernia? (Figs. 21 and 22). 
        For hernia of the groin: what is its relation to 
        the fold of the groin? (Figs. 23 and 24). 
         
B- Palpation: 
    1. Swelling: 
        - Warmth, tenderness. 
        - Site*, shape, size, surface, edge, consistency. 
          (*In the inguinal region is the swelling purely  
           inguinal or inguinoscrotal?). 
        - Relation to the inguinal ligament and to the  
          pubic tubercle in swellings of the groin. 
        - Expansile impulse on cough and its direction. 
        - Reducibility and direction of reduction. Is it  
          more easy to reduce the first part (omentocele) 
          or the last part (enterocele) of the swelling? 
          (See SPECIAL NOTES, number 1). 
    2. For inguinal hernias: 
        a) Internal ring test. Hernia is reduced then: 
            Place your index finger about one cm. above 
            the inguinal ligament midway between the  
            pubic tubercle and the anterior superior iliac  
            spine and press. Ask the patient to cough. 
            Test while the patient is lying down, if the  
            hernia does not appear, repeat while the  
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            patient is standing. This test is unnecessary in 
                SCROTAL  hernias. 

        b) External ring test (Fingering the inguinal 
            canal). 
            With the little finger of your same hand (right 
            inguinal hernia, use your right hand) passed  
            through the external ring into the inguinal  
            canal, note: 
            i - Width of the external ring. 
           ii - Defect in the conjoint tendon or the rest of  
                the posterior wall of the inguinal canal. 
          iii - Weakness of the conjoint tendon. 
           
 

 
Fig 20. OMPHALOCELE. There is no umbilicus. The 

hernia is in place of the umbilicus. 
 

MEDNET
Typewritten Text
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           iv - Direction of the impulse on cough (Does it  
                 hit the tip or the medial side of the finger?) 
           This test is done while the patient is lying 
           down. It is unnecessary in SCROTAL  hernias. 

        c) Examine the opposite inguinal region. 
        d) Examine the scrotal contents. Is the testis felt 
            separate from the hernial sac? If NO, then it is 
            a congenital hernia. 
    3. For reducible para-umbilical and incisional  
        hernias in general: 
        • Feel size of the defect in the abdominal wall. 
        • Is the defect single or multiple? 
    4. For subumbilical incisional hernias: 
        Does the pubic bone form part of the edge of the 
        hernial defect? 
    5. For supraumbilical incisional hernias: 
        Does the costal margin form part of the edge of 
        the hernial defect? 
C- Percussion: 
    Resonance? 
D- Auscultation: 
    Bowel sounds? 
E- Transillumination (not of value in infants and young 
    children). See SPECIAL NOTES, number 2. 

 
SPECIAL NOTES: 
1. Reduction of an inguinal hernia. If difficult try the 
    following position: thigh flexed, adducted and  

    internally rotated (position  of maximum potential   
    space of the inguinal canal). Hold the fundus of the  
    hernial sac between the fingers and thumb of the 

(continued on page 81) 
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Fig 21. Paraumbilical hernia. The hernia is immediately 

adjacent to the umbilicus (arrow). 
(Back to page 75). 
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Fig 22. Epigastric hernia. Note its distance away from 

the umbilicus. (Back to page 75). 
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Fig 23. Left DIRECT INGUINAL hernia. Note that it  

EXTENDS ABOVE the fold of the groin. 
(Back to page 75). 

 
Fig 24. Right FEMORAL hernia. Note that it lies 
BELOW the fold of the groin. (Back to page 75). 
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    same hand (right hernia, use your right hand), 
    exerting pressure, while the other hand grasps the  
    body of the sac near the neck and pushes inward 
    opposite to the direction of the expansile impulse. 

(Back to page 75). 
2. Congenital inguinal hernia in infants is translucent 

     (transillumination test) because the intestinal wall  
     is very thin and the contents mainly gas. 

(Back to page 77). 
 

3. Infantile hernia is an oblique inguinal hernia  
    associated with an infantile hydrocele. It is rare. 
 
4. The following questions are to be answered in a  
    hernia case: 
    • Is it a hernia? 
    • What is the type of the hernia (e.g. oblique or 
       direct inguinal)? 
    • What are the contents of the sac? 
    • What is the state of the hernia? 
       (Reducible, irreducible, obstructed, strangulated, 
        inflamed, or is there a hydrocele of the hernial  
        sac?). 
    • Any weakness of the abdominal wall? 
    • Associated conditions in the scrotum (in case of  
       inguinal hernia e.g. hydrocele). 
    • Presence of a cause for increased intra-abdominal 
       pressure. 
 
5. Contents of a hernial sac (Table 2):  
    • Intestines (enterocele). 
    • Omentum (omentocele). 
    • Intestines and omentum (entero-omentocele). 
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Table 2 Contents of a hernial sac 

 
 Intestines 

(enterocele) 
Omentum 

(omentocele) 
1. Dyspepsia, 
    Colicky pain. 
 

 
Present. 

 
Absent. 

2. Consistency. Elastic & soft. 
 

Knotty & firm. 

3. Reduction. At first difficult 
then quick. 

 

At first easy then 
difficult. 

4. Gurgle. Present. 
 

Absent. 

5. Percussion. 
 

Resonant. Dull. 
 

6. Intestinal    
    sounds. 

 
Present. 

 

 
Absent. 

 
6. Sliding hernia. An abdominal viscus is in the wall 
    of the hernial sac: 
    a) Sliding urinary bladder hernia. 
    b) Sliding intestinal hernia (caecum or colon). 
 
7.  A srotal hernia is an oblique inguinal hernia. 
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LYMPHADENOPATHY SHEET 

 
1. Personal history: 
    Age and Sex. Residence. 
 
2. Complaint. 
 
3. Present history: 
    1. Swelling: 
        - Onset, duration, progress. 
        - Appearance of other swellings; order of their 
          appearance. 
    2. Pain: 
        - Onset, duration, course. 
        - Site, radiation. 
        - Character, severity. 
        - Factors affecting it. 
    3. Fever (Define its type), malaise, headache. 
        Tuberculous toxaemia (Night fever, night 
        sweating, etc.), cough, haemoptysis. 
    4. Loss of weight (amount and duration). 
    5. Obstructive jaundice, itching. 
    6. Haemorrhage from the gums; epistaxis. 
    7. Oedema of the legs. 
    8. Abdominal swelling. 
    9. Bone aches or tenderness. 
  10. In case of lymphadenopathy LOCALISED to the 
        neck: 

        a. Hoarseness of the voice}     Did (a) or (b) 
        b. Dysphagia                   }     appear first? 
        c. Dyspnoea & stridor 
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        d. Movements of the neck: are they stiff? 
        e. Eating. 
  11. Treatment. 
 
4. Past history: 

    - Tuberculosis, syphilis. 
    - Similar swellings. 
    - Exposure to a feverish person (glandular fever). 
 
5. Family history: 
 

General Examination  
 
    - Toxic or underweight? 
    - Pulse, temperature, B.P. 
    - Pallor, jaundice, cyanosis. 
    - Oedema of the lower limbs. 
    - Accessible lymph nodes in the body e.g. superficial 
      cubital, axillary, groin, etc. 
    - Abdomen (splenomegaly, hepatomegaly). 
    - Bone tenderness. 
    - And see SPECIAL NOTES, number 1. 
 

Local Examination  
 

        Describe the presenting mass first, then examine  
other masses. 
A. Inspection: 
    - Site, shape, size, surface, skin. 
    - Relation to skin, muscles, nerves, and vessels. 
    - Pulsations? 
    - See next page ***. 
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B. Palpation: 

    - Warmth, tenderness. 
    - Site, shape, size, surface. 
    - Edge, consistency. 
    - Is there matting? What is its type? (SPECIAL  
       NOTES, numbers 1 to 4). 
     - If swelling is cystic, see if you can palpate another 
       swelling deep to it (Collar-stud abscess). 
    - Relation to the skin and deep structures including 
      muscles, nerves, vessels, and bones (e.g. clavicle 
      or mandible). 
    - Pulsations transmitted or expansile? 
 
    ***In the case of LOCALISED LYMPHADENOPATHY 
       the drainage area (catchment area) of the    
       lymph nodes must be examined. 
    ***In the case of a HUGE LOCALISED  
       LYMPHADENOPATHY the effect on the surrounding 
       structures must also be examined. 
 
e.g. In the case of lymphadenopathy LOCALISED to  
       the neck INCLUDE the following: 
       Inspection and Palpation: 
       1. Draining (catchment) area e.g. tongue, floor of  
          the mouth, cheeks, tonsils, etc. 
          DO NOT FORGET the thyroid gland and see 
          SPECIAL NOTES, numbers 5 to 7. 
      2. Effects on nerves and vessels: 
          a) For supraclavicular lymph nodes of HUGE 
              size: 
              - Brachial plexus lesion? 
              - Radial pulse and vascularity of the hand. 
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              - Oedema of the upper limb. 
              - Horner's syndrome? 
          b) For upper cervical lymph nodes of HUGE 
              size: 
              - Spinal accessory nerve lesion  
                (paralysis of: sternomastoid, trapezius). 
              - Carotid vessels displaced or incorporated? 
 
C. Investigations: 

    1. Blood: 
        - Count (total and differential W.B.Cs). 
        - Blood film. 
        - E.S.R. 
    2. Tuberculin test. 
    3. Wasserman reaction, Paul Bunnel test. 
    4. Radiology: 

        a. Plain x-ray of the affected region, e.g. neck 
            (for calcified tuberculous lymph nodes). 
        b. Chest x-ray: 

            - Mediastinal festooning. 
            - Lung deposits (metastases). 
            - Pulmonary tuberculosis.  
        c. Abdominal lymphangiography (for malignant 
            lymphoma). 
    5. Aspiration of a cystic swelling. 
    6. Biopsy of a lymph node (excisional). 
    7. Therapeutic irradiation (No longer done but it was  
        a sure test for maligant lymphoma). 
    8. Investigations for a primary focus in cervical 
        lymphadenopathy, e.g. 
        - Laryngoscopy: Paralysis of cords} Piriform fossa 
        - Oesophagoscopy                       } tumours. 
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SPECIAL NOTES: 
1. Chain arrangement of the lymph nodes is 
    pathognomonic of tuberculous lymphadenitis. 

(Back to page 84) 
 
2. To detect matting, hold two adjacent lymph nodes, 
    one by each hand, and move them against each 
    other IN OPPOSITE DIRECTIONS (Fig. 25). 
 

 
Fig 25. Discrete adjacent lymph nodes CAN BE 

MOVED AGAINST EACH OTHER in opposite 

directions. 
(Back to page 85) 

 
3. Matting occurs in non-Hodgkin's lymphomas, in 
    lymph node deposits (secondaries) and in  
    tuberculous lymphadenitis. Matting results from 
    extra-capsular spread of the lesion in the lymph  
    nodes. 
 
4. Amalgamation occurs in non-Hodgkin's lymphoma 
    and in lymph node deposits. Amalgamation is a  
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    further stage to matting where the central part of 
    the matted lymph node mass looses its nodularity 
    and becomes irregular from extensive extra- 
    capsular spread (Back to page 85). 
 
5. Remember, in the cases with metastatic left  
    supraclavicular lymph nodes, to examine: 

    a) The breast. 
    b) The lungs. 
    c) The abdomen (mass of pancreas, stomach, 
        colon, or kidney). 
    d) The scrotum (tumours of the testicles). 

(Back to page 85). 
 

6. Troisier's sign is metastatic left supraclavicular  
    lymph nodes (Virchow's lymph nodes) from the 
    abdomen or the scrotum (tumours of the testicles). 
 
7. "Silent areas" where tumours can develop silently 
    and give metastases to the lymph nodes: 
    - Nasopharynx. 
    - Maxillary sinuses. 
    - Other nasal air sinuses especially the ethmoid. 
    - Piriform fossa of the hypopharynx. 
    - "Occult" papillary carcinoma of the thyroid gland. 
 
8. Enlarged submandibular lymph nodes can be rolled 
    from the submandibular triangle over the lower  
    border of the mandible but the submandibular  
    salivary gland cannot. 
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VARICOSE VEINS SHEET 

 
1. Personal history: 
    Age and Sex. Type of work. 
 
2. Complaint. 
 
3. Present history: 
   1- Varicosities: 
        - Onset, duration, sites. 
        - Where first noticed? Progress. 
   2- Pain: 
       Character. Is it only a discomfort after prolonged 
       standing? 
       Site. Is it localized to the vein? (Superficial 
       thrombophlebitis). 
   3- a) Skin changes: 
           - Any pigmentation? 
           - Any eczema? 
           - Ulceration? 
       b) Oedema. 
   4- Cause for varicosities: 
       a- Heart failure? 
       b- Abdominal swelling? 
       c- Pregnancy? 
       d- Trauma (arteriovenous fistula). 
   5- Treatment. 
 
4. Past history: 
    1) Cause for the varicosities. Have they followed: 
        a) Labour or abortion. 
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        b) Prolonged rest in bed: 
            - Typhoid fever. 
            - After operation. 
            - After trauma. 
    2) Heart disease. 
 
5. Family history: 
       Similar condition in the family. 
       Varicocele. 
       Flat foot. 
 

General Examination  
1) Pulse - temperature - B.P. 
2) Pallor. 
3) Varicocele. 
4) Flat foot. 
 

Local Examination 
A- Inspection: 

     1- Varicose veins. Distribution: 

          - Varicosities also present in the region of the  
            short saphenous vein? 
          - Is shin of the tibia crossed by a vein? (Fig. 
            26). 
          - Are there excessive localized varicosities?  
            (Fig. 27). 
          - Spider venules. 
          - Blow-outs. Is there a saphena varix? (Figs. 28  
            and 29). 
          - Varicosities crossing the groin (to the  
             abdominal wall). 
          - Colour of the skin overlying the veins? (Fig.  
            30). See SPECIAL NOTES, number 1, page 99. 
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Fig 26. Veins crossing the shin of the right tibia 

(arrows). 
(Back to page 90). 

 
     2- Swelling of the leg (oedema) and its extent. 
     3- Skin: 
         - Pigmentation  ) 
         - Ulcers            )      Site & extent. 
         - Eczema          ) 
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Fig 27. Localised excessive varicosity is seen 

posteromedially in the upper part of the right leg 
(between the two arrows). 

(Back to page 90). 
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Fig 28. Left saphena varix (arrow). This is a "blow-out" 

at the saphenofemoral junction. 
(Back to page 90). 

B- Palpation: 

    1. Tenderness of the calf (deep tenderness) and  
        along the course of the veins. 
   2.  Skin temperature. 
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Fig 29. Saccular varicosity above the left knee. 

Palpation showed a small subjacent defect in the deep 
fascia. This is therefore a "blow-out". Note the vein 

crossing the shin of the right tibia (arrow). 
(Back to page 90). 
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Fig 30. Subacute superficial thrombophlebitis of the 

right leg (arrows). The skin overlying the vein is dusky 
red. 

(Back to page 90). 
 

   3. Thrill along the line of the femoral vessels 
       (arteriovenous fistula causes secondary varicose 
       veins). 
   4. Texture of the skin (oedema, thickness,  
       induration). 
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   5. Varicosities: 
       a) While the patient is standing: 
           - Firm nodules (old thrombi). 
           - Back thrill and impulse on cough at the region 
              of the saphenous fossa and at blow-outs (use 
              light touch). 
           - Direction of the blood flow in the veins   
             crossing the groin (normally downwards to  
             the thigh). 
       b) While the patient is lying down and his leg is  
           elevated: 
           - Defects in the deep fascia at the sites of   
             blow-outs (mark these sites first before the 
             patient lies down). 
   6. Ulcer: edge and base. 
   7. Pulses of the limb (especially important in old 
       people). 
 
C- Percussion: 

       If you percuss the upper end of a distended vein 
and the lower end shows an impulse, then all the 
valves in-between are incompetent. Use this test for 
tubular varicosities. 
 
D- Auscultation: 

        For bruit over the large vessels (e.g. femoral) or 
over a swelling (arteriovenous fistula). 
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E- Special Tests: 

    1. Trendelenburg's test: 
           Elevate the leg to empty the veins. The 
        sapheno-femoral junction is obliterated by  
        applying a bandage at the level of the    
        sapheno-femoral fossa tight enough to obliterate 
        the superficial veins only. The patient then stands 
        up. Observe the veins for 30 seconds. Remove  
        the bandage and observe the veins again. If the 
        veins fill rapidly after removing the bandage,  
        there is sapheno-femoral incompetence. 
 
    2. Modified Trendelenburg's test (Two-bandage  
        test): 
           Elevate the leg to empty the veins. Two  
        bandages are applied: one as above and another 
        just above the knee. The patient then stands up. 

        Observe: if no change, remove the above knee  
        bandage. Observe again: if still no change,  
        remove the first bandage. If the veins now fill  
        rapidly after removing the bandage, there is only  
        sapheno-femoral incompetence. 
 
   3. Modified Trendelenburg's test (Three-bandage  
       test): 
           As above but place a third bandage just below 
       the knee. This will be the first bandage to be  
       removed. Observe: if the veins fill rapidly after  
       removing this bandage, there is an incompetent  
       perforator below the knee. 
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   4. Perthes' test (for patency of the deep veins) : 
          Bandage the limb as for Trendelenburg's test. 
       The patient walks for several minutes with the     
       bandage on. Pain signifies occluded deep veins. 
 
   5. Elastic bandage test:  
          Is a modified Perthes' test. An elastic bandage 
       is applied for the whole lower limb not just as  
       above. 
 
   6. Ochsner's test:  
          As Perthes' test but here one looks for  
       distension of the superficial veins on walking. 
 
   7. Branham's bradycardia test:  
          For arteriovenous fistula. Occlusion of the fistula 
       causes slowing of the pulse rate (from diminished  
       venous return). 
 
   8. Homan's test (sign):   
          For calf vein thrombosis. Dorsiflexion of the  
       ipsilateral foot causes pain in the calf. 
 
F- Inverstigations: 
    A. Radiological: 
        1. Plain x-ray: 

            - Periostitis of the tibia in varicose ulcer. 
           - Phleboliths (calcified venous thrombi). 
        2. Venography. 
        3. Arteriography for A-V fistula. 
 

 



 

- 99 - 
 
    B. Doppler ultrasonography: 

        Will accurately identify incompetent perforating 
        vein sites. 
 
    C. Laboratory: 

        1- Blood count. 
        2- Culture of discharge from a varicose ulcer. 
 

SPECIAL NOTES: 
1. In acute superficial thrombophlebitis the skin  
    overlying the vein affected is bright red in colour. 
    After one week it becomes dusky red (sub-acute  
    superficial thrombophlebitis). After another two 
    weeks (total 21 days) the colour starts to become  
    brownish (darker than the adjacent skin). Finally 
    the skin colour will return to normal. The return of 
    the skin colour to normal coincides with 
    recanalization of the vein. 

(Back to page 90). 
 

2. Do not miss early ischaemia when it accompanies 
    evident varicose veins. 
 
3. Tributaries of the long saphenous vein near its 
    termination: 

     a- Superficial external pudendal vein. 
     b- Deep external pudendal vein. 
     c- Superficial circumflex iliac vein.  
     d- Superficial epigastric vein. 
     e- Anterolateral vein. 
     f- Posteromedial vein. 
    g- Accessory saphenous vein (sometimes). 
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4. Perforating (communicating) veins related to the 
    saphenous veins: 
    a) In the thigh (one near the middle of the thigh 
        and one just above the knee): 
         Long saphenous vein or its tributary to femoral 
         vein in the adductor canal. 
     b) In the leg: 

          1- Just distal to the knee: 

               Long saphenous vein or posterior arch vein 
              to the posterior tibial vein. 
          2- Ankle perforators: 
               - Lateral: at the junction of the lower and  
                 middle thirds of the leg, SHORT saphenous  
                 vein or its tributary to the peroneal vein. 
               - Medial (along the posteromedial border of 
                 the tibia): LONG saphenous vein or its 
                 tributary to the posterior tibial vein: 

                  1) Upper: at the junction of the lower and 
                      middle thirds of the leg (a hand's  
                      breadth above the medial malleolus). 
                  2) Lower: behind the medial malleolus. 
                  3) Middle: nearly midway between the 
                      upper and the lower perforators. 

 
5. The "ulcer bearing area" is the skin over the lower 
    third of the medial side of the leg.  
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SWOLLEN LIMB SHEET 

(Lymphoedema, thrombophlebitis, etc.)  

 

Personal history: 
         Age, sex.    Residence (Filariasis). 
Complaint. 
 
Present history: 
1. Swelling:           
    - Onset. 
    - Duration: since birth, 
                     adolescence (Milroy's disease), 
                     delivery (Phlegmasia alba dolens), 
                     trauma, operation (Block dissection). 
    - Course: progressive? 
                  intermittently progressive (Lymphoedema 
                  complicated by recurrent infection)? 
    - Other swellings: 
       a) Regional lymph nodes. 
       b) Primary tumour of lymph node metastases 
           e.g. in the upper limb (axillary lymph nodes):  
           carcinoma of the breast. 
       c) Lymphoma elsewhere. 
       d) Elephantiasis elsewhere. 

2. Pain: intermittent (recurrent infection), 
            continuous (post-traumatic).      
3. Fever: recurrent infection (lymphangitis, erysipelas, 
    cellulitis, celluloerysipelas). 
4. Can the patient move the affected limb joints? 
    - Mechanical block occurs in lymphoedema and 
      elephantiasis neuromatosa. 
    - Painful movement occurs in infection. 
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5. Trauma: Fracture. 
                 Gunshot or stab (AV fistula). 
6. Treatment. 

 
Past history: 
- Operation: Block dissection (inguinal, 
                   axillary in radical mastectomy). 
- Prolonged bed rest: Typhoid fever. 
                                After trauma. 
                                After operation. 
- Allergy. 
 
Family history: 
    - Similar condition: Milroy's disease.  
 

General Examination 
 

1) Temperature. 

2)  Pulse (tachycardia in arteriovenous fistula). 
3) Other swellings. 
 

Local Examination 
 
A- Inspection: 

1- Site: Is the SOLE of the foot affected? 
2- Shape, size, surface. 

    3- Skin: a) Varicose veins? 
                b) Elephantoid? 
                c) Bullae? 
                d) Warts? 
                e) Ulcers?  
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                f) Creases? (Fig. 31). 
                g) Colour? Red: cellulitis. 
                                Fiery red: erysipelas. 
                                Caf é au lait patches: in 
                                             neurofibromatosis. 
 

 
Fig 31. Lymphoedema of the left leg. Note the very 

prominent skin crease (arrow). 
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                h) Scar? In the limb: gunshot or stab. 
                             At the site of the regional lymph 
                             nodes: block dissection. 
    4- Effect of swelling on the movement of the limb 
        joints. 
    5- Other swellings? 
        Along the line of the main vessels: AV fistula. 

         Regional lymph nodes: metastases, lymphoma. 

     6- Expansile pulsating swelling? (AV fistula). 
 
B- Palpation:  
    1- Warmth: infection, arteriovenous fistula. 
    2- Tenderness:  
        Diffuse? (Infection). 
        Along the deep veins? (Thrombophlebitis). 
    3- Site, shape, size, surface, consistency, edge. 
        (Many subcutaneous firm masses in elephantiasis 
        neuromatosa). 
    4- Surrounding structures. (Bones may be gigantic 
        in elephantiasis neuromatosa). 
    5- Special signs:  
         Type of oedema? (Solid or pitting). 
         If there is a localised swelling along the line of  
         the main vessels: 
          - Expansile pulsations?  }    Arteriovenous 
         - Continuous thrill?        }    fistula. 
    6- Other swellings? 
        Along the line of the main vessels: AV fistula. 

         Regional lymph nodes: metastases, lymphoma. 

 
C- Auscultation: 

     Continuous murmur in arteriovenous fistula. 
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SPECIAL NOTES: 

 
Differential diagnosis of a swollen limb: 

1. Lymphoedema. 
    a) Parasitic (Filarial): elephantiasis. 

     b) Malignant: 
         - Carcinomatous metastases in lymp nodes. 
         - Non-Hodgkin's lymphoma. 
         - Hodgkin's disease (rarely). 

      c) Postoperative: 

        Block dissection of the lymph nodes. 
    d) Post-traumatic: after fractures (usually ankle or  
        leg fractures). 
    e) Familial (Primary): Milroy's disease.   
    f) Congenital is very rare: Lymphangiectasis or  
        aplasia of lymphatic vessels. 
    g) Inflammatory: recurrent lymphangitis (usually 
        complicates above causes). 
    h) Allergic (angioneurotic): rare. 

2. Thrombophlebitis. 
3. Arteriovenous fistula. 
4. Neurofibromatosis (Elephantiasis neuromatosa). 
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PERIPHERAL ARTERIAL DISEASE SHEET 

 
1. Personal history: 
       Age, sex. Occupation (vibrating instruments). 
       Smoking (Buerger's disease). 
2. Complaint. 
3. Personal history: 
    1- Pain: 
        - Onset, duration, course. 
        - Character, severity. 
        - Site and radiation. 
        - Aggravating & relieving factors: 
           Exercise, rest, dependency or elevation, 
           warmth. 
        - Claudication distance.  
    2- Sense of coldness. 
    3- Colour changes: 
         - Pallor, cyanosis, mottling (red, blue, and white  
           mosaic discolouration), blackish 
           discoloration. 
         - Course (continuous, intermittent).    
         - Relation to emotions, cold weather or cold 
           water.  
    4- Ulceration: 
        - Onset, course, duration. 
        - Trauma? Aggressive toenail cutting? 
    5- Gangrene: 
         - Onset. 
         - Trauma. 
    6- Oedema? 
    7- Swelling: 
        - Onset, duration, course. 
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        - Relation to other symptoms. 
    8- Sensory changes: 
        - Numbness, tingling, hypoaesthesia, 
          anaesthesia. 
    9- Motor changes: 
        - Weakness. 
        - Atrophy. 
        - Movement of joints. 
  10- Trophic changes: 
        - Atrophy of the skin. 
        - Loss of hair. 
        - Retarded nail growth. 
        - Perspiration. 
  11- Fever, anorexia, etc. 
  12- Impotence in males with ischaemia of lower 
        limbs. 
  13- Trauma e.g. cutting toenails. 
  14- Treatment. 
4. Past history: 
    - Similar attacks. 
    - Cerebral atherosclerosis: 
       a) Manifest (e.g. hemiplegia). 
       b) Transient ischaemic attacks (transient loss 
            of consciousness, transient blindness,  
            transient hemiparesis). 
    - Heart disease (Rheumatic, ischaemic). 
    - Diabetes. 
    - Syphilis. 
    - Hypertension. 
    - Drugs: Ergot preparations (for migraine, 
                 post-partum haemorrhage). 
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5. Family history: 
             - Atherosclerosis. 
             - Heart disease. 
             - Diabetes. 
             - Hypertension. 
 

General Examination 
 

 1. Radial pulse: 
     - Rate, rhythm, volume. 
     - Equality on both sides. 
     - Arterial wall. 
 2. Other pulses not included in the local  
     examination (e.g. carotids, etc). 
 3. Blood pressure, temperature. 
 4. Pallor. 
 5. Facies (toxic?). 
 6. Heart. 
 7. Oedema of the lower limbs. 
 8. Abdomen (aortic aneurysm). 
 9. Supraclavicular swelling in upper limb ischaemia: 
     a) Cervical rib. 
     b) Subclavian aneurysm. 
10. Nervous system:   a) Hemiplegia. 
                                 b) Syphilis. 
 

Local Examination 
 

A- Inspection: 
    1- Colour of the skin: 
        - Effect of pressure on mosaic discolouration of    
          the skin (Figs. 32 and 33).          
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Fig 32. A red, blue, and white mosaic discolouration is 
seen affecting the right big toe. This could be mottling 

(severely ischaemic but living tissues) or marbling 

(pregangrenous  necrotic tissues). To differentiate the 
two conditions apply pressure by your finger. 

 
Fig 33. Pressure by the examiner's index finger has 

caused blanching of the mosaic discolouration (arrow). 
Tissues are severely ischaemic but alive (mottling). 
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        - Effect of pressure on normal skin (Fig. 34). 
 

 
Fig 34. Sluggish return of skin circulation, following 

pressure, denotes ischaemia. 
     
        - Effect of position (elevation & dependency). 
          See SPECIAL NOTES, number 1. 
    2- Venous refilling (SPECIAL NOTES, number 2). 
    3- Oedema. 
    4- Trophic changes: 
        - Excessive perspiration. 
        - Glossy skin. 
        - Loss of hairs. 
        - Abnormal nails. 
        - Tapering digits. 
        - Muscle wasting. 
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    5- Ulceration: 
        - Site, shape, size. 
        - Floor, edge, margin. 
        - Discharge. 
    6- Gangrene: 
         - Site. 
         - Dry or moist? 
         - Line of demarcation? (Fig. 35). 
         - Line of separation? (Fig. 36). 

 

 
Fig 35. Dry gangrene of the tips of the middle three 

fingers. Note the line of demarcation (arrow). 
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Fig 36. Dry gangrene of the tip of the right ring 
finger. Note the line of demarcation has become 
deepened (grooved) to form a line of separation  

(arrow). 
 
   7- Swelling (do not forget lymph nodes in the groin): 
       - Site, shape, size, surface, skin. 
       - Pulsations? 
    8- Active movements (SPECIAL NOTES, number 3). 
B- Palpation:  
    1. Skin temperature. Level of change. 
    2. Arterial pulses. Start proximally (SPECIAL  
        NOTES, number 4). Note also: 
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        - Thickening of the vessel wall. 
        - Thrills. 
        - Subungual circulation.  
    3. Ulcer: 
        - Edge. 
        - Base. 
    4. Swelling: 
        - Site, shape, size, surface. 
        - Edge, consistency. 
        - Movement along the line of the adjacent vessel. 
        - Pulsations (expansile or transmitted?). 
    5. Test for sensation (e.g. pinprick). 
    6. Passive movements. 
 
C- Auscultation:  
    - Over large vessels (murmur = partial obstruction). 
    - Auscultatory test to detect the site of an embolus  
      or thrombosis: 
      Main vessel is occluded by digital pressure. Place  
      the stethoscope over the vessel and suddenly  
      release the pressure of your finger: 
      - Loud noise means that the vessel is patent. 
      - Nothing heard = vessel occluded at the site of  
        the stethoscope or at a higher level. 
 
D- Bedside tests:  
    Fork test. 
    Scratch the skin by a fork or other instrument: 
    In normal skin you will get the triple response  

    (white line, then red line, then red flare with  
    oedema). 
    In ischaemic skin, no response. 
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E- Investigations: 
    1. Oscillometry. Exercise oscillometry.  
    2. Radiology: 
        a. Plain x-ray (calcification of vessels). 
        b. Arteriography. This shows: 
            - Arterial tree. 
            - Collateral circulation. 
            - Distal run-off in arterial obstruction. 
    3. Doppler ultrasonography. 
    4. Blood sugar level (fasting; postprandial). 
    5. Blood count. 
    6. Plasma cholesterol; triglycerides. 
    7. W.R. (Wassrmann reaction for syphilis). 
    8. Urine analysis. 
    9. Discharge from an ulcer (culture-sensitivity). 
   10. Fundus examination (ophthalmoscopy). 
   11. E.C.G. (coronary atherosclerosis;   
                    cardiomyopathy). 
 
SPECIAL NOTES: 
1. Plantar pallor test (Buerger's test). 
    Gradual elevation of the extended lower limb: 
    look to the sole for pallor and note the angle 
    between the bed and the patient's lower limb when 
    the pallor appears. The lesser the angle the greater 
    is the degree of the ischaemia. (Back to page 111). 
 

2.  If the veins appear adequately filled: 
    Elevate the limb for 30 seconds then lower it back on  
    the bed. How long do the veins take to refill? 
    Normally in a few seconds. 
    Delayed refilling occurs in ischaemia. (To page 111). 
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3. Loss of active movements in the affected part  
    occurs early in acute ischaemia. 
    PASSIVE MOVEMENTS ARE NORMAL. If they are 
    also lost (and the muscles feel rigid) then the  
    muscles are dead (local rigor mortis). 

(Back to page 113). 
 

4. In feeling distal pulses in warm weather your finger 
    pulp pulsations may give a false impression. If in   
    doubt, simultaneously feel your pulse:  
    if synchronous then what you think is the patient's 
    pulse is actually yours. 

(Back to page 113). 
 
5. Diagnosis in arterial disease: 

    a) Degree of ischaemia (mild, severe, pregangrene). 
    b) Level of obstruction (e.g. popliteal artery). 
    c) Aetiology (e.g. atherosclerosis). 
    d) Associated important disease: 
          i- Related: e.g. coronary atherosclerosis. 
         ii- Unrelated: e.g. Bilharzial hepatosplenomegaly 
                           (may have hypoprothrombinaemia). 
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PERIPHERAL NERVES SHEET 

 

1. Personal history: 
         Age, sex. 
2. Complaint. 
3. Present history: 
    All symptoms: Onset, duration, course. 
    1- Deformity: type. 
    2- Pain. 
    3- Sensory changes: Paraesthesia e.g. tingling. 
                                  Hypoaesthesia. 
                                  Anaesthesia. 
                                  Hyperaesthesia. 
    4- Motor changes: Weakness or paralysis. 
                               Muscle atrophy. 
    5- Trophic and vasomotor changes: 
                     Loss of sweating. 
                    Hair loss. 
                    Red or glistening skin. 
                    Ulcers etc. 
    6- Trauma; its type and site. Is there a swelling at 
        the site of the scar? (Traumatic neuroma,  
                                       aneurysm). 
    7- Treatment. 
4. Past history: 
         - Lead poisoning. 
         - Leprosy. 
5. Family history. 

 

General Examination 
     Leprosy. 
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Local Examination 
 
A- Inspection: 

1- Deformity:  
                    e.g. claw-hand. 
    Include deformity elicited by certain tests: 
     e.g. Ochsner's clasping test (median nerve). 
            Froment's test (ulnar nerve; Fig 37). 
     See SPECIAL NOTES, number 1. 
 

 

 
Fig 37. Left ulnar nerve injury: Froment's test 

clarifies that trick-adduction of the left thumb is 
carried out by flexion of the distal phalanx of the 

thumb and not by the adductor pollicis muscle which 
is paralysed. 

 

    2- Muscle atrophy (Figs 38, 39 and 40). 
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Fig 38. Left ulnar nerve injury: wasting of the 

interossei of the left hand and loss of adduction. 
 

 
Fig 39. Left ulnar nerve injury: wasting of the of the 

hypothenar eminence of the left hand. 
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    3- Trophic changes: 
        - Glistening skin. 
        - Loss of hairs. 
        - Dry skin (or excessive sweating). 
        - Retarded nail growth; deformed nails. 
        - Atrophy of the finger pulp (Fig 40). 
        - Ulceration. 

 
Fig 40. Left ulnar nerve injury: tapering distal phalanx 
of the little finger (atrophy of the finger pulp). Note 

also wasting of the hypothenar eminence. 
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    4- Scar along the course of the nerve:  
        - Type of healing of the scar (primary or  
           secondary intention?). 
        - Is the scar adherent to deeper structures?  
          Ask the patient to contract the muscles under  
          the scar and note the effect on the scar:  
          if it becomes sucked in, it is adherent to the  
          deeper structures (i.e. the deep fascia is  
          deficient at the site of the scar). 
    5- Swelling at the site of the scar (traumatic  
        neuroma, aneurysm). 
    6- Active movements. See SPECIAL NOTES,  
        number 2. 
 
B- Palpation: 
    1- Sensation:  - Pain. 
                         - Touch. 
                         - Deep sensation. 
                         - Tinel's sign: Tap the nerve below  
       the site of the lesion. If distal tingling is felt by  
       the patient then the nerve fibres are growing  
       distally. Note the level of the site that initiates  
       the tingling (for follow up). It should move distally 
       if regeneration of the nerve fibrils is occurring. 
    2- Swelling at the site of the scar:  shape, size,  
        consistency, etc (traumatic neuroma, aneurysm) 
    3- Passive movements ( to exclude other causes of 
        deformity). 
 
C- Investigations: 
    1- Electrical reactions: Reaction of degeneration 
        appears 2 weeks after the onset of the nerve  
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        lesion. 
    2- Electromyography. Abnormal changes occur 
        immediately after the nerve lesion; there is no 
        latent period as in the reaction of degeneration. 
    3- Quinizarin test. Apply Quinizarin powder to the 
        skin and give a diaphoretic to stimulate sweating. 
    4- Plain x-ray to show: 
        a) The bones e.g. radial nerve lesion in fracture  
            of the shaft of the humerus. 
        b) Foreign body. 
 
SPECIAL NOTES: 
 

1. Trick movements: 
    A- Ulnar nerve lesion: 
        Trick-adduction of the thumb is carried out by 
        flexion of the thumb and not by the adductor  
        pollicis muscle which is paralysed and which is 
        the only true adductor of the thumb. Froment's  
        test identifies this trick movement by showing 
        that the distal phalanx of the thumb is flexed 
        when the thumb is trick-adducted. 
    B- Radial nerve lesion: 
         For full flexion of the fingers, in making a grip  
        (closed fist) by the hand, a degree of extension 
        of the wrist is required. This is achieved by the 
        patient with radial nerve injury by using gravity  
        to extend his wrist. Try to make a closed fist 

         with your wrist fully flexed! 

(Back to page 118) 
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2. Motor power in the hand: 
    Do not forget: 
     a) Writing position of the hand is an ulnar nerve  
        mediated movement. The lumbricals flex the MP 

         joints and, by their insertion into the extensor  
        expansion of the fingers, they extend the IP  
         joints. In an ulnar nerve lesion the patient  
        cannot put the affected hand in the writing 
        position. 
    b) Thumb movements: 
         Adduction = ulnar nerve mediated movement. 
         Flexion = median nerve mediated movement. 
         Extension = radial nerve mediated movement. 
         Abduction and Circumduction are each mediated 
         by more than one nerve. 

(Back to page 121) 
3. Localise the LEVEL of the nerve lesion from: 

    - Site of wound or scar. 
    - Level of fracture or dislocation. 
    - Extent of paralysis and muscle atrophy. 
    - Extent of sensory changes (anaesthesia, etc.). 
    - Site of palpable neuroma. 
    - X-ray: site of foreign body or fracture. 
 

4. Estimate the DEGREE of the nerve lesion: 
    Complete or partial? 
 
5. Is there evidence of RECOVERY on follow-up? 
 
6. In trophic ulcers of the foot in non-diabetics  
    examine the back of the patient carefully (spina 

    bifida occulta). 
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JOINTS SHEET 

 

1. Personal history: 
    Age and sex. 
2. Complaint. 
3. Present history: 
    1- Swelling: onset, duration, course. 
        Other swellings. 
    2- Pain. onset, course and duration. 
        - Relation to the appearance of the swelling. 
        - Character, etc. 
    3- Limitation of movement.  
        Is it affected by cold or being wet? 
        Any locking? Giving way? Limping?                           
    4- Sinuses: onset, duration, discharge. 
    5- Oedema of the distal part of the limb. 
    6- Fever & rigors. 
    7- Tuberculous toxaemia: anorexia, night fever, 
        night sweating and loss of weight. 
    8- Treatment: its nature. 

4. Past history: 
    1- Trauma. 

    2- Fever e.g. typhoid. 
    3- Tuberculosis or syphilis. 
    4- Gonorrhoea. 
    5- Bleeding tendency. 
    6- Diabetes. 
    7- Similar condition. 
    8- Rickets. 
5. Family history: 

    - Similar condition. 
    - Tuberculosis. 
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General Examination 
  
1) Pulse, temperature and B.P. 
2) Pallor. 
3) Toxic facies. 
4) Stigmata of syphilis & signs of tabes dorsalis. 
5) Pulmonary tuberculosis. 
6) Subcutaneous haematomata (Haemophilia). 
7) Tonsils, teeth and gums (pyorrhoea). 
 

Local Examination 
 
A- Inspection: 

1- Gait if the lower limbs are affected. 

2- Pointing test for the maximum intensity of pain. 
3- Swelling: 

     - Site, shape, etc. 
     - Skin: redness, dilated veins, oedema,  
               sinuses (site and discharge). 
4- Deformity (SPECIAL NOTES 1 to 3,  
                     Figs. 41 & 42). 
5- Muscle atrophy. This occurs rapidly (within 10    
    days) and characteristically affects certain  
    muscles more than others e.g. wasting of the 
    quadriceps especially the vastus medialis in knee 
    joint disease. 
    Even if oedema of the skin or a joint swelling is 
    present, the muscle atrophy will be easily  
    identifiable.  
6- Condition of the distal part of the limb (oedema, 
    etc.) and of the nearby joints. 
7- Draining lymph nodes. 
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Fig 41. Bilateral genu valgum: test the effect of 

flexion of the knee. 

 
- 128 - 

 

 
Fig 42. Bilateral genu valgum (the same pastient as 
in Fig. 41): flexion of the knee causes the deformity 

to disappear. Therefore, the deformity lies in the 
lower end of the femur NOT in the upper end of the 

tibia. 
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8- Active movements (See SPECIAL NOTES: 4). 
    - Exact range. 
    - Any abnormal movement e.g. hyperextension? 
    - Audible creaking? 
9- Vertebral column for scoliosis in lower limb  
    disease. 
 

B- Palpation (Must be done gently): 
    1- Warmth. 
    2- Point of maximal tenderness of the joint line and 
        bones forming the joint (epiphyses). See  
        SPECIAL NOTES, number 5. 
    3- Swelling: 
        - Site, shape, size and surface. 
        - Consistency, edge. 
        - Relations. 
        - Is the swelling evidence of fluid in a joint? 
          (See SPECIAL NOTES, number 6). 
    4- Any irregularity of the bones forming the joint? 
    5- Oedema of the skin over the joint (pitting?). 
        Thickening of the synovial membrane (See  
        SPECIAL NOTES, number 7). 
    6- Distal part of the limb for oedema, pulses, etc. 
        Remember: sensory loss in the limbs causes 
        neuropathic joints. 

    7- Draining lymph nodes. 
    8- Special signs: e.g. McMurray's manoeuvre in 
        knee disease (See SPECIAL NOTES, number 8). 
 
C- Passive movements: (SPECIAL NOTES, 9 to 12). 
    a- Normal joint movements are they limited? 
       If so, is the limitation due to muscle spasm? (the 
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       muscles are felt contracted under your hand) or  
       to ankylosis or to dislocation? 

        Does movement cause pain? 
    b- Abnormal movements (e.g. Torn ligaments: See 
        SPECIAL NOTES, number 13). 
        Sign of telescoping in hip disease. 
    c- Palpable crepitus (fine or coarse)? 
 
D- Measurements:  
     - Length (SPECIAL NOTES, number 14). 
       Limbs must be in the same position: put the 
       normal limb in the position of the diseased limb. 
     - Girth (for muscle wasting). 
 
E- Investigations:  

    1- Radiology: 

        Plain x-ray; anteroposterior and lateral views: 
        1. Width of the joint space. 
        2. Irregularity of the joint surfaces. 
        3. New bone formation; calcification of adjacent 
           tissues. 
        4. Destruction, subluxation or dislocation of joint. 
        5. Evidence of primary bone disease. 
    2- Blood: 

        a) Count: W.B.C. 
        b) E.S.R. 
    3- W.R. 
    4- Aspiration of the joint. 
    5- Synovial membrane biopsy. 
    6- Culture of the discharge from a sinus or aspirated 
         fluid. 
    7- Prostatic massage in gonorrhoea. 
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    8- P.R. examination in hip joint disease: 
        a) Exclude pelvic abscess. 
        b) Intrapelvic femoral head (central dislocation). 
 
SPECIAL NOTES: 
 
1- Deformity is a clue to diagnosis e.g. in hip joint  
    disease the position of ease occurs with synovial 
    effusion (flexion, abduction, and external  

     rotation). While in arthritis and posterior  
    dislocation there is flexion, adduction and internal  
    rotation. 

(Back to page 126). 
2- Thomas' test: 

     Flexion deformity of the hip joint becomes masked  
    by a compensatory lumbar lordosis.  
    Passive flexion of the healthy thigh on the abdomen 
    while the patient is lying down obliterates this 
    lumbar lordosis: therefore this makes the full  
    extent of the flexion deformity on the diseased side 
    to become apparent. This degree of flexion  
    deformity is equal to the angle between the thigh  
    and the examination couch (bed). 

(Back to page 126). 
3- In ADDUCTION deformity of the hip joint: 
    the pelvis will tilt UPWARDS on the affected side to 
    bring the lower limb in parallel with the opposite 
    side. Therefore: 
    a) There will occur a compensatory scoliosis. 
    b) The affected lower limb will show APPARENT 
        shortening. 

(Back to page 126). 
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4- Deformity due to extrarticular disease is always the 
    REVERSE of the limitation in movement e.g in  
    FLEXION deformity there is limited EXTENSION. 

(Back to page 129). 
5- Localised tenderness: e.g. in ruptured medial  
    meniscus of the knee joint tenderness is on the joint  
    line midway between the patellar ligament and the  
    medial ligament, and for the lateral meniscus  
    similarly between the patellar ligament and the 
    lateral ligament. 

(Back to page 129). 
6- Detection of synovial effusion in the knee joint: 
     A) Patellar tap: 

          One hand is used to push the fluid in the  
          suprapatellar bursa into the joint. The fingers of 
          the other hand push the patella against the  
          condyles of the femur in a tapping fashion:  

           the pushed patella displaces the synovial fluid 
          and a peculiar tap is felt when it hits the  
          condyles.This sign cannot be elicited when: 

           i. The amount of fluid is small. 
          ii. There is a flexion deformity of the knee (the 
              patella is then already adjacent to the 
              condyles). 
     B) Cross-fluctuation: 

          The thumb and the index finger of one hand are 
          placed on either side of the ligamentum patellae 
          and those of the other hand are placed apart 
          above the patella. Cross-fluctuation can be  
          elicited between the supra- and infra-patellar 
          parts of the synovial effusion. 

(Back to page 129). 
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7- Thickening of the synovial membrane is detected by 
    rolling its edge between your fingers and the bone. 
    Compare with the healthy side. 
    a) Knee joint: feel above the patella for the edge of 
        the synovial membrane of the suprapatellar  
        bursa. 
    b) Elbow joint: feel above the olecranon for the  
        edge of the synovial membrane in the olecranon 
        and coronoid fossae. 

(Back to page 129). 
8- McMurray's test: 

    A) For tear of the medial meniscus of the knee: 
        - The knee is flexed completely and the leg is 
          fully everted and abducted. 
        - The knee is then extended slowly and the leg is 
          rotated medially as it is extended. 
        Pain of the same nature as that complained of  
        will be experienced at a certain angle that  
        depends on the site of rupture in the meniscus. 
    B) For tear of the lateral meniscus:  
        The knee is flexed and the leg is fully inverted  
        and adducted at the start of the test. 

(Back to page 129). 
9- Passive movements of the shoulder joint: 
          The fingers of the examiner's hand lie on the  
    inferior angle of the patient's scapula. His other  
    hand moves the patient's arm gently upward. When  
    the scapula starts to move, the movement is no  
    longer in the shoulder joint but is occurring at the  
    sterno-clavicular joint (scapulo-thoracic  
    movement). Compare with the healthy side. 

(Back to page 129). 

 
- 134 - 

 
10- Passive movements of the hip joint: 
           The index finger of the examiner's hand is  
      placed on the anterior superior iliac spine: 
      movements of the hip joint are recognised to  
      have ceased when the pelvis begins to tilt. 

(Back to page 129). 
11- If all movements of a joint are limited there is  
      either ankylosis (bony or fibrous) or arthritis  

      (acute or chronic). 
      If only some of the movements are limited then  
      the cause is either pain, deformity or adhesions 
      (intra- or extra-articular adhesions).  

(Back to page 129). 
12- In flexion deformity of the hip: 

      a) If passive rotation is limited or absent then the 
          cause is intra-articular disease (arthritis,  
          Perthes' disease, dislocation). 
      b) If passive rotation is free the cause is extra- 

           articular disease causing spasm of the  
          iliopsoas muscle: psoas bursitis, psoas abscess, 
          iliac abscess, retrocaecal appendicitis. 

(Back to page 129). 
13- Anterior and posterior movement of the tibia over 
      the femur (Damaged cruciate ligament) : 
            The patient's knee is flexed and his foot rests  
      on the couch. The examiner holds the upper part 
      of the tibia by both hands and tries to pull it    
      forwards, and push it backwards, over the femur 
      WITHOUT CHANGE IN POSITION OF THE  
      PATIENT'S FOOT (Fig. 43). Fix the foot with 

      your right elbow! 
 



 

- 135 - 

 
Fig. 43 

(Back to page 130). 
 

14- Measurements in the lower limb: 

     1. Length of the limb: from the anterior superior  
         iliac spine to the medial malleolus. 
     2. Length of the thigh: from the anterior superior  
         iliac spine to the adductor tubercle. 
     3. Supratrochanteric measurement:  
          Nelaton's line is a straight line joining the  
         anterior superior iliac spine and the ischial 
         tuberosity. It normally passes by the tip (upper 
         border) of the greater trochanter. 
         Causes of supratrochanteric shortening: 
         1- Dislocation or subluxation (traumatic or  
             pathologic).  
         2- Advanced chronic arthritis.  
         3- Coxa vara. 
     4. Length of the leg: from the adductor tubercle to 
         the medial malleolus. 

(Back to page 130), (Back to page 140). 
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BONY SWELLING SHEET 

 

1. Personal history: 
    Age and sex. 
2. Complaint. 
3. Present history: 
    1- Swelling: onset, duration, course. 
                      Is the course intermittent? 

         Other swellings: a) Draining lymp nodes. 
                                 b) Similar swellings e.g. 
                                     multiple exostoses. 
                                 c) Distant dissimilar swellings 
                                     e.g. bone metastases with 
                                     a primary elsewhere. 
    2- Pain: - Onset, course and duration. 
                - Relation to appearance of the swelling. 
                - Character, etc. 
    3- Limitation of movement.  
    4- Sinuses: onset, duration, discharge. 
    5- Distal part of the limb. 
    6- Fever and rigors. 
        Tuberculous toxaemia: anorexia, night fever, 
        night sweating and loss of weight. 
    7- Symptoms of metastases: cough, haemoptysis, 
        bone aches, etc. 
    8- Trauma. 
    9- Treatment: its nature. 
4. Past history: 
    - Trauma. 

    - Fever e.g. typhoid. 
    - Septic focus. 
    - Tuberculosis. 
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    - Syphilis. 
5. Family history: 

    - Similar condition. 
    - Tuberculosis. 
     

General Examination 
  

1) Pulse, temperature, and B.P. 

2) Pallor. 
3) Toxic facies. 
4) Stigmata of syphilis. 
5) Pulmonary tuberculosis. 
6) Tonsils, teeth and gums (pyorrhoea). 
7) See SPECIAL NOTES, numbers 1 and 2. 
 

Local Examination 
 

Always compare with the normal side. 

A- Inspection: 

1- Gait if the lower limbs are affected. 

2- Pointing test for the maximum intensity of the 
    pain. 
3- Swelling: 

     - Site: a) In which part of the limb? 
               b) Is swelling circumferential? (S.N. 3) 
               c) Is it epiphyseal (near the joint line), 
                   or metaphyseal (some distance away 
                                           from the joint line) 
                   or diaphyseal (near the middle of the 
                                        shaft of the bone)? 

     - Shape, size, etc. Relation to the bone, etc. (See 
       SPECIAL NOTES, number 4). 
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     - Skin: redness, dilated veins, oedema,  
               sinuses (site and discharge). 
     - Is the bone deformed at the site of swelling? 

       e.g. malunion with excessive callus; 
              bone tumour with pathological fracture. 
4- Muscle atrophy. 
5- Condition of the adjacent joint (Sympathetic 
    effusion?).  
6- Distal part of the limb (Oedema, etc.).  
7- Draining lymph nodes. 
8- Active movements. 
 

B- Palpation: 
    1- Swelling: 

        - Warmth. 
        - Tenderness: identify the point of maximum 
                             tenderness. 
        - Site: a) Is the mass circumferential or is it on 
                      one aspect of the bone (e.g.  
                      exostosis). 
                  b) Mass reaching to the joint line =  
                      epiphyseal. 
                      Mass near the end of the bone some 
                      distance away from the joint line =  
                      metaphyseal. 
                      Mass in or near the middle of the shaft 
                      of the bone = diaphyseal. 
        - Shape, size and surface. 
        - Consistency. See SPECIAL NOTES, number 5. 

        - Edge: Well defined or ill-defined? 
                   See SPECIAL NOTES, numbers 6 to 8. 
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        - Oedema of the skin over the swelling (pitting?). 
        - Relation to the skin, muscles, bone, etc. (See  
          SPECIAL NOTES, number 4). 
        - Is the swelling pulsating?  
           Osteolytic osteosarcoma may show expansile 
           pulsations. 
    2- Rest of the affected bone (deformity or  
        pathological fracture). 
    3- Condition of the adjacent joint (e.g. effusion?). 
    4- Distal part of the limb (oedema, etc.). 
    5- Draining lymph nodes. 
 
C- Passive movements. 
 
D- Limb measurements (See page 135).  
 
E- Investigations:  

    1- Radiology: 

        Plain x-ray; anteroposterior and lateral views: 
        a) Bone affection: site, type, etc. 
        b) Soft tissue swelling e.g. subperioteal abscess  
            in chronic osteomyelitis. 
    2- Blood picture: W.B.C.(Osteomyelitis). 
                             R.B.C.(Anaermia). 
    3- W.R. 
    4- Culture of sinus discharge. 
    5- Urine: Bence Jones proteose in multiple  

                   myeloma. 
    6- Biopsy: should always be done before  
                    radiotherapy or amputation. 
    7- Arteriography to show tumour vascularity is  
         rarely needed. 
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SPECIAL NOTES: 
 

1. If at the end of the local examination a metastatic 
     bone tumour is diagnosed, the patient should be 
     examined to determine the site of the primary  
     tumour. 

(Back to page 138). 
2. Primary tumours which frequently give bony  
    metastases: 
     - Thyroid carcinoma. 
     - Renal adenocarcinoma (Hypernephroma). 
     - Carcinoma of the breast. 
     - Prostatic carcinoma. 
     - Bronchogenic carcinoma.      

(Back to page 138). 
3. In a limited, but circumferential, swelling of the arm 
    the swelling arises from the humerus. 
    Similarly, in the thigh it arises from the femur. 

(Back to page 138). 
4. If a swelling in relation to the scapula moves with  
    the movement of the scapula, while their relation is  
    kept constant, then the swelling is either arising 
    from the scapula or has become attached to it. 

(Back to page 138), (Back to page 140). 
5. If the consistency of a part of a bony swelling is 
    cystic and this cystic part is surrounded by a sharp 
    smooth bony ridge (the edge of the hard part of the  
    swelling), then this swelling is benign.. 

(Back to page 139). 
6. To determine the edge of a bony swelling, feel the 
    affected bone and the opposite normal side  
    simultaneously TAKING CARE TO KEEP YOUR  
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    HANDS AT THE SAME LEVEL ON BOTH SIDES.  
         Start well away from the swelling and slide your  
    hands slowly towards the swelling, your thumb on  
    one side and your fingers on the other.  
          If you feel that your thumb and fingers 
    SUDDENLY separate when you reach the swelling 
    then its edge is WELL-DEFINED. 
          If your thumb and fingers GRADUALLY separate 
    as you reach the swelling then its edge is ILL- 
    DEFINED. 

(Back to page 139). 
 7. Well-defined swellings of bone: 

    - Benign tumours. 
    - Cysts.   

 (Back to page 139). 
 8. Ill-defined swellings of bone: 

     - Malignant tumours. 
     - Inflammatory swellings. 

 (Back to page 139). 
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VERTEBRAL COLUMN SHEET 

 

1. Personal history: 
    Age and sex. 
2. Complaint. 
3. Present history: 
    1- Swelling: onset, duration, course. 
         Other swellings (SPECIAL NOTES, number 1). 

    2- Pain: - Onset, course and duration. 
                - Relation to appearance of the swelling. 
                - Character, etc. 
                - Site: a) Over the diseased part. 
                          b) Referred (SPECIAL NOTES, 2 & 3).  
    3- Limitation of movement. Is it affected by cold or 
        wetness? 
    4- Sinuses: onset, duration, discharge. 
    5- Incontinence of urine or faeces. 
    6- Sensory or motor loss in the lower limbs.  
        Paraesthesia. 
    7- Deformity of the feet. 
    8- Trauma. 
    9- Fever and rigors. 
  10- Tuberculous toxaemia: anorexia, night fever, 
        night sweating and loss of weight. 
  11- Treatment: its nature. 

4. Past history: 
    1- Trauma. 

    2- Fever e.g. typhoid. 
    3- Tuberculosis. 
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    4- Diabetes (osteoporosis). 
    5- Rickets. 
    6- Anaemia. 
5. Family history: 

    - Similar condition. 
    - Tuberculosis. 
     

General Examination 
  
1) Pulse, temperature, and B.P. 
2) Pallor. 
3) Toxic facies. 
4) Pulmonary tuberculosis. 
 

Local Examination 
 

A- Inspection: 

1- Gait. 
2- Pointing test for the maximum intensity of the 
    pain. 
3- Swelling: 

     - Site, shape, etc  
     - Skin: redness, oedema, sinuses (site and  
               discharge). 
     - Is the bone deformed at the site of swelling? 

       e.g. bone metastases with pathological  
             fracture. 

4- Deformity: 

     a) Of the spine: 

         i. Kyphosis: 

            Rounded (e.g. osteoarthrosis) or 
           Angular (gibbus of tuberculosis). 
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        ii. Scoliosis: 

            What is the side of the convexity? 

            Effect of suspension from the axillae on the  
                     curve (in children) i.e. lifting the child 
                     upwards from the armpits. 
           Effect of flexion of the spine on the curve (in 
                    adults). 
       iii. Lordosis: 

    b) Of the chest. 
5- Muscle atrophy in the lower limbs. 
6- Deformities of the feet.  
7- Active movements: 
    a) Neck: 
        Nodding, flexion, extension, rotation of the 
        head, and side-bending. 
    b) Trunk: 
        i. Flexion, extension, rotation, and side- 
           bending of the trunk. 
       ii. Can the patient touch his toes without  
           flexion of the knee joints? (Coin test). 
 

B- Palpation (must be done gently): 
    1- Warmth. 
    2- Point of maximal tenderness (by pressure or 
        tapping on the spinous processes). 
    3- Swelling:. 
        - Site, shape, size, and surface. 
        - Consistency, edge. 
        - Relation to surrounding structures. 
    4- The muscles for rigidity. 
    5- Sensory loss in the: 

        - Lower limbs. 
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        - Saddle area. 
    6- Examination of the abdomen in Pott's disease 

        (e.g. psoas abscess). 
    7- Special signs. 
 
C- Passive movements: 
     a) In the child: 

         Test for hyperextension in the lumbodorsal  
         region: 
         With the child prone extend the hips by holding 
         the feet and raising them from the examination  
         couch. 
     b) Mobility of every vertebra in the affected region 
         (the region of the complaint): 
          This test is done by lateral pressure on each  
          transverse process. 
 
D- Measurements. 
     Needed in cases of scoliosis:  
     a) Distance from the peak of the curve to the  
         midline. 
     b) Length of the lower limbs. 
     c) Length from the iliac tubercle to the acromion on 
         either side. 
 
E- Investigations:  

    1- Radiology: 
        Plain x-ray; anteroposterior and lateral views: 
        a) Spine deformity: site, type, etc. 
        b) Soft tissue swelling e.g. cold abscess  
            in Pott's disease. 
    2- Radioisotope scanning: for metastatic disease. 
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    3- Blood picture: W.B.C.( Pott's disease). 
                             R.B.C.(Anaermia). 
    4- Culture of sinus discharge. 
     
SPECIAL NOTES: 
 
1. Abscess from Pott's disease of the vertebral 
    column: 

     Examine the pharynx, posterior triangles, axillae, 
    back of the neck and trunk, chest, abdominal wall,  
    abdomen, groins, gluteal regions, and pelvis. 

 (Back to page 143). 
2. Referred pain from vertebral column disease: 

    To the ear, neck, chest, epigastrium, umbilical or  
    right or left iliac regions, front of the thigh, or  
    sciatica.  

(Back to page 143). 
3. If care is not taken, referred pain from vertebral  
    column disease may lead to erroneous diagnosis 
    e.g. lumbar osteoarthrosis may be wrongly  
    diagnosed as chronic appendicular disease!, etc. 

(Back to page 143). 
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TONGUE SHEET 

 

1. Personal history: 
    - Age, sex. 

    - Personal habits: Smoking. 
                              Spices (spicy foods). 
                              Spirits (alcoholic drinks). 
                              Sepsis (bad oral hygiene). 
2. Complaint. 
3. Present history: 
    1- Swelling or ulcer: Onset, duration, course. 
                                  Does it bleed? 
    2- Pain. Is it referred to the ear? 
    3- Interference with: Mastication. 
                                   Talking. 
                                   Opening the mouth (Trismus). 
                                   Protruding the tongue. 
                                   Swallowing. 
    4- Salivation. Is the saliva blood-tinged? 
    5- Foetor oris. 
    6- Fever. Night fever, night sweats (tuberculous 
        toxaemia).  
        Loss of weight, anorexia, cough, haemoptysis. 
    7- Dyspepsia. 
    8- Irregular teeth. 
    9- Treatment. 
4. Past history: 
    - Syphilis. 

    - Tuberculosis. 
    - Tooth extraction. 
5. Family history. 
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General Examination 

  

1) Built (Underweight?). 
2) Speech. 
3) Foetor oris. 
4) Temperature, pulse, B.P. 
5) Pallor. 
 

Local Examination 
 

A- Inspection: 

     Undersurface of the tongue is examined while  
     the tongue is touching the palate. 
     For the posterior third of the tongue a mirror is 
     needed. 

1- Trismus? 

2- Salivation. 
3- Mobility of tongue: Protrusion. 
                                Sideways movement. 
                                Can tip be turned upwards? 
4- Size of the tongue: Normal. 
                                 Swollen (shows tooth  
                                             indentations). 
5- Surface of the tongue: Dry or moist? 
                                      Furred? 
                                      Leukoplakia? 
6- Swelling or ulcer: Site, shape, etc. See SPECIAL  
      NOTES, number 1. 
7- Teeth, dentures. 
8- Floor of the mouth (while the tip of the tongue is  
    touching the posterior part of the palate), cheek, 
    palate, pharynx. 
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9- Other swellings in the neck (Draining lymph  
    nodes). 
 

B- Palpation: 

    Tip of the tongue may be held in a swab to steady 
    the tongue. 
    1- Swelling: tenderness, etc. 
    2- Ulcer: edge and base for induration, etc.  
    3- Rest of the tongue for infiltration. Bidigital 
        examination may be needed. 
    4- Floor of the mouth (Bidigital examination). Slide 
        your index finger well back into the lateral sub- 
        lingual sulcus.  
        Note: while doing this the index finger of your  
        other hand should be placed gently pushing in 
        the opposite cheek between the patient's teeth 
        so that the patient cannot bite your examining 
        finger. 
    5- Lymph nodes in the neck are they enlarged? 
        a) Submental. See SPECIAL NOTES, number 2. 
        b) Submandibular. 
        c) Deep cervical. See SPECIAL NOTES, number 3. 
 
C- Investigations:  

    1- W.R. 
    2- Biopsy.  
    3- Plain X-ray of the mandible (Bone involvement in 
        carcinoma).. 
 
SPECIAL NOTES: 
 

1. An ulcer on the edge of the tongue is called a  

     
- 152 - 

 
   marginal ulcer and in such cases the nearby teeth 
   should be very carefully examined for sharpness. 

(Back to page 150). 
2. Submental and submandibular lymph nodes are 
    examined while standing in front of the patient. 

  
3. Deep cervical lymph nodes are examined while  
    standing behind the patient with his head well  
    flexed and tilted slightly towards the side being  
    examined to relax the sternomastoid muscle. Pinch 
    the lymph nodes by pinching deep to the muscle. 
 
4. Decussation of the lymphatics: 

    All parts of the tongue, with the exception of the 
    lateral parts of the middle third, drain into the  
    lymph nodes on both sides of the neck. 
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MANDIBLE & MAXILLA SHEET 
 

(Swelling in the region of the jaws) 

 

1. Personal history: 
    Age, sex. 

2. Complaint. 
3. Present history: 
    1- Swelling or ulcer: Onset, duration, course. 
                                  Does it bleed? 
    2- Pain. Is it referred? 
    3- Interference with: Mastication. 
                                   Opening the mouth (Trismus?) 
                                   Talking. 
    4- Salivation. 
    5- Foetor oris. 
    6- Fever. Night fever, night sweats. (tuberculous 
        toxaemia).  
        Loss of weight, anorexia, cough, haemoptysis. 
    7- Loss or loosening of the teeth (recent?). 
    8- Treatment. 
4. Past history: 
    Tooth extraction. 
5. Family history. 

 
General Examination 

  
1) Built (Underweight?). 
2) Speech. 
3) Foetor oris. 
4) Temperature, pulse, B.P. 
5) Pallor. 
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Local Examination 
 

A- Inspection: 

1- Trismus? 

2- Salivation. 
3- Swelling or ulcer: Site, shape, etc.  
    - Skin sinuses overlying the swelling? Occur in: 

       • Osteomyelitis. 
       • Actinomycosis.. 
    - Is swelling affecting the outer and inner  
      surfaces of the mandible equally? See SPECIAL 
      NOTES, numbers 1 and 2. 
    - Does the swelling move with movement of the  
      mandible while their relation is kept constant? 

      See SPECIAL NOTES, number 3. 
4- Teeth. 
5- Other swellings in the neck (Draining lymph  
    nodes). 
 

B- Palpation: 

    1- Swelling: tenderness, etc. 
    - Is the swelling affecting the outer and inner  
      surfaces of the mandible equally? See SPECIAL 
      NOTES, numbers 1 and 2. 
    - Does the swelling move with movement of the  
      mandible while their relation is kept constant? 

      See SPECIAL NOTES, number 3. 
    2- Lymph nodes in the neck are they enlarged? 
        a) Submental. 
        b) Submandibular. 
        c) Deep cervical.  
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C- Investigations:  
    1. Radiology: 
        - Plain X-ray of the mandible or maxilla   
          (anteroposterior and lateral views).. 
        - Panoramic mandibular view.   
    2. W.R. 
    3. Biopsy. 
 
SPECIAL NOTES: 
 
1. Swelling affecting the outer and inner surfaces of  
    the jaw equally is ballooning the jaw. This occurs 
    when the bone is subjected to osteoclasis. It occurs 
    in osteoclastoma. 

(Back to page 154). 
2. Swelling affecting the outer surface of the jaw 
    more than the inner surface: this occurs in all  
    jaw swellings except osteoclastoma because the 
    outer cortex of the jaws, specifically the mandible, 
    is thinner than the inner cortex. Osteoclastoma  
    increases in size by osteoclasis, which is not   
    hampered by bone thickness.  

(Back to page 154).  
3. If a swelling in relation to the mandible moves with 
    the movement of the mandible, while their relation 
    is kept constant, then the swelling is either arising 
    from the mandible or has become attached to it.  
    See SPECIAL NOTES, number 4. 

(Back to page 154). 
4. Swelllings attached to the mandible or maxilla that 
    show a normal x-ray of the jaw are recently  
    attached to the periosteum of the jaw. 
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"SHORT CASE" EXAMINATION EXAMPLES 
 

       You are given a short time to examine a patient 
with a SWELLING OF THE NECK. (It is a SIMPLE 
NODULAR GOITRE). 
         You move on to answer the following sheet 
(REMEMBER that you are not allowed to go back to 
examine your patient again). 
 
Answer by "YES" or "NO": 
1. The surface of the swelling is nodular. 
2. The lower edge of the swelling can be felt. 
3. The left carotid artery is displaced. 
4. There is an area of hardness in the swelling. 
5. The pulse is more than 120 beats per minute. 
 
 

FOR JUNIOR STUDENTS ONLY 
 

         Junior students are advised to pay special 
attention to: 
1. Abdominal examination for physical signs. 
2. Inguinoscrotal swellings. 
3. Neck swellings. 
4. Cutaneous lesions. 
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