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With the Rapid Index,
you can quickly locate
the desired exam
technique.

There’s one at the
start of every chapter
for Rapid Access!
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b2 CHAPTER 4

Head and Neck b3

5. Begin to view the retina,
* Move your eye and scope closer to the patient (FIG.
4-51). Keep both eyes open and relaxed.
—>Stay at the same 15 degree angle. This will keep
the optic disc in your line of sight.
—Sandwich the scope between vour thumb and
forehead or glasses (FIG. 4-52),
* The ophthalmoscope head has a rubber bumper
to prevent scratching of eyveglasses.
* Your thumb prevents the scope from touching
the cornea,

Each page includes step-by-step instructions,
with matching photographs demonstrating
correct examination technique.

Altempt to focus past the reflection onto the
retinag.
= Bring the retina into focus by rotating the lens wheel,

—In myopics (nearsighted) rotate the lens wheel
into the negative (red) diopters. .

—In hyperopics (farsighted) rotate into the positive
(black) diopters.

= Locate the optic disc (FIG. 4-33, also see color in-

sert after p. 50)

—OMten, a vessel is seen first.

—Follow the vessel branches backwards, The vessel
branches converge onto the disc much as the
branches of a tree converge to the trunk,

—When shifting your gaze on the retina, move the
scope and your head as a unit, pivoting around the
pupil. In this way, the light beam stays centered
through the pupil.

—The disc is the least light-sensitive portion of the
retima. Technically, it is the blind spor. Use this
time to fine-tune vour focus of the retina. It is the
least irritating part of funduscopy for the patient.

Jddddddddrdididi AR

Fig. 4-53
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Full color photographs enhance retinal
examination

Fig. 4-56

Fig. 4-55
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CHAPTER 6

¥. AUSCULTATION,
A. Begin by Demonstrating Proper Breathing to the Pa-
tient:

Say "Breathe through your mouth like this when 1
touch with my stethoscope.”

2, Breathe in deeply and exhale in a relaxed way, mouth

3.
4.

open (FIG. 6-47),

Ask the patient 1o demonstrate back to YO,

This simple technigque will amplify breath sounds and
make any abnormalities easier 1o hear.

B. Using the Diaphragm, follow the same across-and-
down pattern as for percussion,

Tap it lightly to make sure you are set 10 the di-
aphragm (FIG. 6-48).

Every step of the examination is presented
in detail.

b N

Iry 10 make the room as quiet as possible, Ifin a pa-
tient’s hospital room, turn down the television vol-
ume if on.

Pace yourself to apply the scope once ¢ach three or
four seconds. This will induce a respiratory rite be-
tween 13 and 20 breaths per minute, preventing
symptoms of hyperventilation.

In each case, the breath sounds will fade as vou reach
the level of the diaphragm.

C. Start Anteriorly Over the Apices (FICG. 6-49),

1.
2,
3.

4.

Then down the midelavicular lines (FIG. 6-50).

Then laterally down the midaxillary line (FIG. 6-51),

Then posteriorly.

* Have the patient fold his arms in fron.

* Listen first over the apices.

= Then follow the medial scapular borders, moving
further laterally once beneath them (FIG, 6-52 )

Listen for changes in the quality of breath sounds (see

pg. 177).

= Vesicular versus bronchial breathin £.

= Amplitude of breath sounds.

* The inspiration:expiration ratio,

* Adventitious sounds: crackles, wheezes, and fric-
tion rubs.
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242 CHAPTER 8

Il

D. Survey the Abdomen for Masses,

L. Palpate with a two-handed technique: this is useful
when additional pressure is needed 10 palpate the
deeper abdominal structures,

* Place your nondominant hand on the abdomen.
* Rest your dominant hand on top with the distal pads
of the fingers touching the nails of the lower hand.
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The reader can see each aspect of hard-to-learn
techniques and, if desired, reinforce them by
watching the website videos, also designed

for Rapid Access!

—First, push the hands forward, This gives some
slack to the skin (FIG. 8-71 ).

—Then push down with the fingertips of the upper
hand. Your fingertips will curl as Vou press inward
(FIG. 8-72),

—Then press and pull back, rolling the deeper strug-
. tures under your fingers (FIG, 8-73),

(
¢

Fig. 8-71

2. Palpate thoroughly in cach quadrant: always begin ar
the same location so you don't skip any areas,
= If the patient is apprehensive:
—Distract him with idle conversation or review the
abdominal history.
—Begin palpating over a nontender area. Palpate
tender areas last,
—Continue watching the patient’s face as you pal-
pate. Note wincing or changes in facial expres-
siom,

= Remember that you can palpate more deeply when
the patient exhales,

Fig. 8-72

Fig. 8-73
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386 CHAPTER 11

IV. LOWER EXTREMITIES: Have the patient lie supine.
His movement to the examination table gives some
indication of lower extremity function, The order of
examination varies, again, with the clinician. Here, it
progresses from hips to legs (o feet,

A. Hips
l. Inspection.
» Note any abnormal positioning of the legs (FIG.
11-5101),
» Inspect anteriorly for swelling or redness around
the jont.
Swelling is not usually very visible, but when 11
15, 1t 15 s¢en in the inguinal area.

Palpation is more precise with anatomy
overiaid on the skin. i

2. Palpation.
* Amtenorly, over the mguinal area for effusion

(FIG. 11-51).

—If present, it feels like a sense of resistance be-
low the inguinal ligament. This is the anatomic
locaton of the hip joint,

= Laterally, over the subtrochanteric bursa (palpate
near the greater trochanter for tenderness) (FIG.,

F1-52).

3. Range of motion.
= Roll each leg from side to side in internal and ex-
ternal rotation
— s 15 a good screening test of intrmarticular le-
sions (FIG. 11-53).
* External rotation 15 often lost first in hip osteoarthritis.
—Watch the patient’s face carefully during this
maneuver, since pain here prompls caution with
further testing.
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Kt CHAPTER 11

s Check lateral motion.
—Ask the patient to keep his untested leg in place.
Make sure both legs are lined up straight.

Examination movements are more
easily understood with guiding arrows.

tion when the pelvis itself begins to move.
Girasp the patient’s ankle and move the leg
through:
» Full abduction (FIG. 11-54).
= Full adduction (FIG. 11-55),
—As5 always, note range of motion in degrees
» Check rotation. This is a useful addition to simply
rolling the legs
Flex the knee to 90 degrees, holding the leg at
the ankle and over the patella.
Rotate the leg internally and externally to its
limits of motion (FIG. 11-56). Watch for signs
ol patient discomfort.

The leg acts as a pointer showing the angle of

rotation

4. Check for flexion contractures of the hips and knees

(Filr. FI=57).

= Have him sit up and reach for his toes, Watch fos
normal lumbar flexion.

s [f contraciures are present, the hips and knees wall
flex as he bends forward.

= As an aliernate method, have the patient lay flat
and ask him to flex one knee onto his chest, hold-
ing 1t i place with his arms. IT the other hip has a
contracture, it will flex.
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430 CHAPTER 12

-

B. Cranial Nerve 11: Optic.

lllustrations enhance understanding «rc
of abnormal findings, demonstrate
in even more detail on our website.

2. Determine visual fields by confrontation,

770 7%

= This is & rough clinical test for peripheral vision. If !_'Hu
an abnormality is found, follow-up with perimetry
or use of a tangenl screen. '!__"‘h
= Stand 2 feet way from her at the same eye level.
-Have her gently cover one eve. e

—Cover vours on the same side as you gaze di-
rectly at each other.
= Bring a test object in from the periphery into her
field of vision. h-n
-Have her say “yes” when she sees it. N
* Move slowly so she has ume o respond e

! f
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(FIG. 12-2), ~1
« If it 15 well within yvour vision and she stll ke
cannol see i, she probably has a visual field ~ —
loss. Note its position. [ .
—Check in cight directions on each eve: T
* 3. 6.9, and |2 o'clock positions and poinis ik,
halfway between (FIG. 12-3). ~
* In the temporal feld, bring the object in from g
around her head, although it will stay withir —
yOur vision. [ V.
—
3. In the uncooperative patient, move your hand toward g
her head and see if she jerks her eves and head away = :
Inom you, '™ o
-
- 4. If you find a visual loss, note its distribution: @
= In one eye: unilateral total blindness r —
» |n both eves: (FIG. 12-4) A
—Missing both temporal fields: bitemporal hemi- —
e O e
-Missing both right- or both left-sided fields: “—""_=
homonomous héemuanopsia. A
—Missing the identical quadrant in each eve: "= —
homenomous quadrantanopsia
—Each of these may occur with or without spar- .f' ~
ing of central (foveal) vision. ol
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VII. ADDITIONAL TESTS. I
A. For Coordination. Q‘w :
1. Overshoot. -
= Have her close her eves and extend her arms :_ :
(FIG. 12-151).
—Forewam her of what yvou will do.
—Tap sharply downward on one hand. It should
rapidly bounce up to its original position
= In cerebellar disease the arm will oscillate (over-
shoot) several imes before reaching the original
resting position, 5 i
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2. Blocking mancuver,
* With the patient seated, eves open, have her flex :‘ -
one arm, with her fist at the level of her neck.

* Place your hand between her fist and body, to act
as a guard,
= Ask her to resist as you:
—FPull hard on her arm (FIG. 12-152). Then, sud-
denly let go.
» Normally, she can check her motion and the
arm will quickly stop.
* This is actually a test of ability to rapidly al-
ternate motion.
* With a cerebellar lesion, her arm will fling toward
her face and would be stopped only by your hand
(FIG. 12-153).
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With illustrations, action arrows,
step-by-step instruction with u?dl’rﬁ
phntngraphs, and it's com ar% highly portable
size, it's no wonder that "Rapid Access Guide
to Physical Examination" is one of the most

popular examination textbooks available!

Its matching website:

www. meﬂfcalmediasystem& com

also features a wide range of videos on
normal exam technique, abnormal findings, c
heart sound tutorials, and ophthalmoscopy.
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What a great way to learn!
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