 SEQ CHAPTER \h \r 1Physical diagnosis 2 

exam 1

respiratory and breast

1. Know the symptoms indicating respiratory disease.


Cough


swelling ankles (dependent edema)


sputum production
voice changes


hemoptysis

stridor (noisy breathing)


dyspnea

wheezing


Cyanosis

Chest Pain





sleep apnea

2. What are the risk factors associated with respiratory disease?


Gender: males more than females, this difference decreases with age


Age


family history


smoking


Sedentary or immobilization


extreme obesity


difficulty swallowing


weakened chest muscles


frequent respiratory infection


severe cardiovascular disease

3. Know conditions associated wit cough descriptions.


Table 13:1

	dry, hacking
	viral, interstitial lung ds, tumor, allergies, anxiety

	chronic, productive
	bronchiectasis, chronic bronchitis, abcess, bacterial pneumonia, tuberculosis

	wheezing
	bronchospasm, asthma, allergies, CHF

	barking
	epiglottal disease (e.g. croup)

	Morning
	smoking

	nocturnal
	postnasal drip, CHF

	stridor
	tracheal obstruction

	associated with eating or drinking
	neuromuscular disease of the upper esophagus

	Inadequate
	debility, weakness


4. Know possible conditions associated with sputum appearance.

	
Mucoid or mucopurulent
	asthma, tumor, TB, emphysema, pneumonia

	yellow green purulent
	bronchiectasis, chronic bronchitis

	rust-colored purulent
	pneumococcal pneumonia

	red currant jelly
	klebsiella pneumonia infection

	foul odor
	lung abcess

	pink, blood tinged
	streptococcal or staphylococcal pneumonia

	gravel
	broncholithiasis

	profuse, colorless (aka: bronchorrhea)
	alveoloar cell carcinoma

	pink, frothy
	pulmonary edema

	bloody
	pulmonary emboli, bronchiectasis, abscess, TB, tumor, cardiac ds, bleeding disorders


5. Know the characteristics of hemoptysis vs. hematemesis.

table 13:3

	features
	hemoptysis
	hematemesis

	prodrome
	coughing
	nausea & vomiting

	past history
	possible history of cardiopulmonary. ds
	 possible history of GI ds

	appearance
	frothy
	not frothy

	color
	bright red
	dark red, brown, or “coffe grounds”

	manifestations
	mixed with pus
	mixed with food

	associated symptoms
	dyspnea
	nausea


6. What is dsypnea? Know possible etiologies.


Dyspnea: shortness of breath


etiologies: pneumonia, pneumothorax, pulmonary constriction


foreign bodies, pulmonary embolus, pericardial tamponade


CHF, Peak seekers (High altitudes), Psychogenic, poisions

7. What is positional dyspnea, know types and grading of dyspnea on exertion?

Grading: 1 - excessive activity,   2- moderate activity, 3- mild activity, 4- minimal activity 

5- rest

Table 13:4


paroxysmal nocturanl dyspnea (PND) : sudden onset of SOB at night during sleep

	
type
	definition
	causes

	orthopnea
	SOB while laying flat
	CHF, Mitral valvular ds, severe asthma, emphysema, Chronic bronchitis, Neurologic ds

	trepopnea
	breathing is better while laying on one side
	CHF

	Platypnea
	rare, SOB while sitting upright, relieved by recumbent position
	Status post-pneumonectomy, neurologic ds, Cirrohis (intrapulmonary shunts), Hypovolemia


8. What is wheezing and know conditions associated with wheezing?


Wheezing: abnormally high-pitched noise, resulting froma partially obstructed airway.



Causes: infections




Irritants and allergies




Compression of airways




Congential malformation/abnormality




Acquired Abn: at any level of airway




Neurogenic disorders

9. Provide a differential for chest pain. What respiratory conditions are commonly associated with chest pain?


Differential : cardiovascular



respiratory (pleural)



GI



Chest wall syndrome



Psychogenic


Respiratory conditions that cause chest pain:

Chest pain related to pulmonary disease usually results from involvement of the chest wall or parietal area. Acute dilatation of the main pulmonary artery may also produce a dull pressure sensation, often undistinguishable from angina pectoris. (Pg. 371 I hope this is what she wanted it was all I could find guys )
10. Sleep Apnea occurs when the pharynx collapses during sleep.  The patient struggles to breath and the collapsed airway leads to hypoxemia.  The patients sleep is interrupted several times over the course of a night, which leads to daytime tiredness.  Snoring is also related.  2-4% of people suffer from this condition.  More common in people over 30yo.

Stridor – noisy breathing assoc. with main bronchi obstruction

Voice changes- occur with inflammation of vocal cords and recurrent nerve interference.

Swelling ankles – from dependent edema assoc. with r. sided heart failure, renal disease, liver disease, and liver disease.  “Anasarca” is generalized edema.

11. Inspection, palpation, percussion, and auscultation.

Horizontal fissure separates the right upper and middle lobe the boundaries are from the 4th rib at the mid sternal line to the 5th rib on the mid axiliary line.  

Oblique fissures for both lungs extend from the 6th rib at the mid sternal line, to the 5th rib at the mid axiliary line, to the level of sp3 on the post. chest wall.

The lungs extend 3-4cm above the clavicle, ribs 9-12 in the post, rib 8 at mid-ax and rib 6 in the ant.

12. Posture – can be valuable in assessing a patient’s condition.  Several postural clues exist.  Q13.

Facial expression – can show signs of distress and give clues about the patient’s respiratory patterns.  Ex.  Pursed lips show trouble exhaling and flared nostrils show increased work on respiration.  

Accessory muscles of respiration – when visible indicate increased work taking place.  The clavicles should not move more than 5cm during normal quiet breathing. 

Clubbing of finger nails – is assoc with cyanosis and severe cardiopulmonary disease.  It occurs more often with bronchial tumors than with emphysema

Cyanosis – inadequate gas exchange at the lungs decreases arterial oxygenation. Skin loses color and appears blue.  Best noticed around nail beds, lips, and mucous membranes of the mouth. Central and peripheral are the two types.  Central is more severe.  

13/14. Increased A-P chest is seen in COPD(emphezema and Chronic Bronchitis.  “Barrel Chest”

Flail Chest – Chest moves inward during inspiration when multiple fractures are present.

Splinting is assoc with pneumonia on effected side.

Pectus excavatum – assoc with staright back syn, mitral valve problems, AAA, marfans.

Kyphoscoliosis – decreases lung respiratory capacity.

Apnea – failure to breath

Boit’s rhythm – irregular respirations with long periods of apnea, brain damage, drug induced, increased cranial pressure.

Cheyne Stokes- irregular breathing patterns with alternating depths. Brain damage, CHF, drug induced.

Kussmaul’s – Fast and deep,  Metabolic acidosis 

Tachpnea-  rapid shallow

Hyperpnea – rapid deep.

15. When palapating the chest/thorax the physician is looking for general tenderness, symmetry of chest excursion, changes in tactile fremitis( increases with pneumonia consolidations), sternal compression for fractures, tracheal deviation, and swollen lymph.

16. Tracheal deviation is tested by first looking to see is it appears in midline.  It is then palpated at the suprasternal notch using the 2nd and 3rd digits.  

17. The trachea can be pushed or pulled by conditions such as a shift in the mediastinum, pneumothorax, effusion, atelectasis, or tumor

18. Pneumothorax, pleural effusion, Atelectasis


19. How do we evaluate tactile fremitus and know conditions associated with change?

· Evaluate using the ulanar surface of the hand, MCP, or pads.  Simultaneous or alternating sides palpate while the patient repeats “99.”

· Pneumonia will increase tactile fremitus.  It will have a stronger vibration

· Atelectasis if near the trachea will increase the tactile fremitus

· If it is any where else, it will decrease tactile fremitus

· COPD will decrease TF

· Chest wall thickening (muscle/fat) will decrease

20. What is the lowest spinous process level for normal tactile fremitus to be perceived?

· The picture (figure 13-13) in the book appears to show it at T9

21. What is the purpose of chest percussion?

· It is used to determine the underlying structures.  Tappin on the chest wall is transmitted to the underlying tissue, reflected back, and picked up by the eaminer’s tactile and auditory senses.  

22. What is the know chest percussion note and what conditions are associated with different percussion?

· Normal chest percussion note is dull over heart and resonant over the lung fields

· Flat percussion – large fluid effusion

· Dull percussion – pneumonia w/consolidation

· Resonant percussion – normal, tumor, bronchitis

· Hyeper-resonant – COPD, emphysema

· Tympanic percussion – large pneumothorax

23.  How is diaphragmatic excursion determined? What is the normal level?

· The patient is instructed to take a deep breath and let it all out and hold it out.  The back is then percussed, with the doctor noting where there is a sound change.  The patient then takes a deep breath and holds it. Again the back is percussed and it is noted where the sound changes.  This distance is then measured.

· Figure 13-17.  Shows on inspiration T9 and T10 are normal.  On expiration T8 and T9

24.  What conditions could alter normal diaphragmatic excursion?

· Decrease b/l: emphysema, thickened chest wall, elevated diaphragm, ascites, b/l organomegaly, b/l collapse.

· Decrease U/L: same conditions as Lag – U/L pleural effusion, pneumothorax, bronchial obstruction, organomegaly, consolidation

· Absent: inflammation of diaphragm or visceral below, phrenic nerve palsy

25.  Know the various types of breath sounds and their normal location.

· Tracheal – suprasternal notch area
· Loud
· Very high pitch
· I:E ratio 1:1
· Sound – harsh
· Bronchial – intrathoracic trachea under manubrium
· Loud
· High pitch
· 1:3
· tubular sounds
· Bronchiovesicular
· Mainstem bronchus over 1st and 2nd intercostals space (anterior); between scapula on posterior
· Moderate loudness
· Mod pitch
· 1:1
· rustling tubular
· vesicular sounds – most of lung field
· soft
· low pitch
· 3:1
· gentle rustling

26.  Know the relevance of changes in breath sounds: increase or decrease intensity.

· Increase:

· Pneumonia w/consolidation

· Atelectasis in the UL or adj. Bronchi

· Diffuse fibrosis

· Decrease:

· COPD

· Chest wall weak

· Pleural effusion

· Pneumothorax

· Bronchial obstruction

· Thickened wall

27.  What are adventitious sounds and with what conditions would you hear them?

Adventitious Sounds

	
	Caused by
	Causes

	Crackles
	Excess secretions
	Bronchitis, resp infection, pulm edema, CHF

	Wheeze
	Rapid flow through obstructed pathway
	Asthma, CHF, pulm edema, bronchitis

	Pleural rub
	Inflammation of pleura
	Pneumonia, pulm infarct, sm pleural effusion

	Rhonchi
	Transient airway plugging
	bronchitis


28. Explain Bronchophony, egophony, and whisper pectriloguy. Know relevance.

Bronchophony: spoken words are louder and clearer over the involved area.

Indicated consolidation ex. Lobular Pnemonia.

Egophony: Spoken word "E" sounds like "A" over the involved area. Consolidation

Indicated

Whisper Pectriloguy: Whispered words "99" gets louder and clearer over involved

area. Consolidation indicated. 

29. Know the symptoms and physical signs associated with: asthma, emphysema,

chronic bronchitis.

Asthma: Acute episodes separated by symptom free periods. Weezing may occur with

difficulty in breathing during episodes, but cough may exist alone.  Gray mucoid

sputum may also be present. Often a history of allergies.

Emphysema: Barrel Chested. Often have pursed lips on exhale with use of

accessory muscles. Sputum is mucoid to purulent, may be blood streaked or

bloody. Weezing and dyspnea is present

Chronic Bronchitis: Chronic cough, sputum is mucoid to purulent and may have

blood present.Recurrent superimposed infections. Weezing and dyspnea will be

present.

30. Know the symptoms and physical signs associated with: pneumonia, pulmonary

embolism, pulmonary edema, pneumothorax, pleural effusion, atelectasis, and

acute respiratory distress syndrome.

Pneumonia: Inflammation of lung parenchyma from the respiratory bronchioles to

the aveoli. It is and acute illness. Purulent yellow-green sputum with dyspnea

and Rhonchi. Increased voice sounds during auscultation.  tachycardia, fever,

tachypnea, possible cyanosis, dull percussion note. increased tactile fremitus.

Pulmonary Embolism: Sudden occlusion on all or part of pulmonary arterial tree

by a blood clot that usually originates in deep veins of legs or pelvis. It is a

sudden onset of dyspnea. It has a dry to productive cough, may be dark to bright

red or mixed with blood. Chest pain and fever may also be present. Tachycardia,

tachypnea

Pulmonary Edema: pink frothy sputum, there would be crackles present with

possibly wheezes and rhonchi. Tachypnea, tachycardia

Pneumothorax: Leakage of air into pleural space through blebs on visceral

pleura, with resulting partial or complete collapse of the lung. Associated with

a sudden onset of dyspnea. There is open and closed. Open is a sucking chest

wound. Closed is a spontaneous rupture seen in young males of tall slender

stature. There will be singnificant lag on the side involved. It will also push

the trachea. It will produce a tympanic percussion note. There will be a

decrease in breath sound intensity, with pleural friction run sounds. Tachypnea

and tachycardia

Pleural Effusion: causes chest expansion lag(U/L), will push the trachea away,

there will be an abnormally high diaphragm level with a flat (large) or dull

(small) percussion note with decreased U/L diaphragmatic excursion. It will

decrease breath sounds and a pleural friction rub adventitious sound. Tachypnea

and tachycardia

Atelectasis: will pull the trachea towards the side of involvment causing an

abnormally high level of diaphragm. There will be an increase in breath sound

intensity if it is in the UL or adjacent to bronchi, otherwise it is a decrease

in breath sounds. Tachypnea, lag on inspection. Dull percussion note

Acute Respiratory Distress Syndrome: Tachycardia and tachypnea, use of accessory

muscles, normal on palpation and purcussion, crackles and lung sounds late.

Breast

1. Why should a breast exam be performed?

Any woman over the age of 20 should be examined every three years and then

yearly for over 40. Other reasons for an exam is any complaints or worisome risk

factors. 

2. What are some of the conditions associated with a mass? How are they

differentiated?

     Fibrocystic changes: causes tenderness, changes with menses

     Cysts: painful, sherical, well ldelineated

    Neoplasia: a solid mass usually producing no pain except for late stages or

intraductal pappiloma which may have bloody discharge. also common with

adhesions, retraction, and dentation of nipple. 

3. What are some of the conditions associated with pain? How are they

differentiated?

    See above about painful vs. unpainful. 

    Mastitis: seen in breast feeding women. Large infection that can cause a

change in bra size. can be seen in gross cysts and trauma or very destructive

lesions.

4. What are some of the conditions associated with nipple discharge? how are the

differentiated.

     if u/l something wrong with just that breast.

    if yellowish it is usually associated with menses.

    commonly seen with medications and oral contraceptives.

    if b/l it is somthing systemic or a pituitary adenoma.

    if bloody it is probobly a malignant intraductal pappiloma

5. Risk factors for benign breast disease

    Early menarche

    late menopause

    Nulliparity or low parity

    late age at birth of first child

    high socieconomic status

    caffeine

6. risk factors for breast cancer

      Age over 50 with no plateau effect

      Gender (female)

      Personal Hx

      Family Hx

      previous breast lumps

      specific genes

     increased breast tissue density

      early menarche

      late menopause

      nulliparity

      late age of first birth of child

      estrogen replacement therapy

7. When should a breast exam be performed? A 2-7 days after menstruation and done once a month for self-exams and clinical exams every 3 years 20-30 then yearly for > 40.

8. What are the components of an examination and how is it performed? Inspection, Palpation, and Axillary lymph node evaluation. Inspect the number, symmetry, contour, color, dimpling, lesions, and texture of the breasts, seated and supine. Then palpate for tenderness, masses, and temperature in a systemic fashion either in rows or circular. Palpation must be done superficial and deep, bimanual while seated and with a pillow underneath the opposite shoulder for supine. Look for any discharge around the nipple or areola. Lastly, the axillary nodes are palpated at the apex, medial/lateral aspects, ant/post walls, intrapectoral and supraclavicular for number site, size, tenderness, and mobility. 

9. How are the lesions described when found? 

Location: clock or quadrant method with distance from nipple


Size: length, width, thickness


Shape: round, discoid, lobular, stellate


Tenderness: severity


Consistency: firm, soft, hard


Borders: discrete or poorly defined


Mobility: movable or fixed


Retraction: presence or absence of dimpling or altered contour

10. What are the characteristic features of masses/nodules? See also table 16.2

15-25 fibroadenoma – fine round mobile nontender


25-50 cysts – soft to firm round mobile tender; fibrocystic changes – nodular, ropelike; cancer – irregular stellate firm no delineation


Over 50 cancer until proven otherwise – as above


Pregnancy/lactation – lactating adenomas, cysts, mastitis, and cancer  - as above

11. Be familiar with visible signs associated with breast cancer. Mass, swelling, nipple discharge/deviation and change in skin over breast.

12. Be familiar with the features of some common breast nodules. stated in #10 

13. How are the lymph nodes evaluated and why? They are inspected for rashes, masses or discoloration. Then palpated for location, number, size, tenderness, mobility and discrete/matted. This is because the cancer can spread to these. 


14. What are the American Cancer Society’s recommendations for further diagnostic assessment? Screening mammograms every 1-2 years starting at age 40 then every year over 50. 

15. Be able to explain to a patient how to perform a self-breast exam. 

Check your breasts 3 days after your period ends (or on the 1st day of the month, if you no longer have periods). Inspection is done first while looking in a mirror, raise arms over head, press hands against hips or pressing hands together(this can accentuate any dimpling), then lean forward with arms outstretched from waist. You may want to do palpation while you are in the shower. While you body is wet and soapy, use the pads of 3 fingers (using 3 kinds of pressure, light, medium, and deep) to check both breasts for lumps. Move your fingers in one of the patterns – circle or rows- whichever feels more comfortable. 

Areas to check: outside- armpit to collar bone and below breast, middle – the breast itself, inside – the nipple area

Things to look for after you shower: liquid coming from nipples, puckering of the skin, redness or swelling, change in size or shape. 

This can also be done laying down in a bed. 

7. When should a breast exam be performed? A 2-7 days after menstruation and done once a month for self-exams and clinical exams every 3 years 20-30 then yearly for > 40.

8. What are the components of an examination and how is it performed? Inspection, Palpation, and Axillary lymph node evaluation. Inspect the number, symmetry, contour, color, dimpling, lesions, and texture of the breasts, seated and supine. Then palpate for tenderness, masses, and temperature in a systemic fashion either in rows or circular. Palpation must be done superficial and deep, bimanual while seated and with a pillow underneath the opposite shoulder for supine. Look for any discharge around the nipple or areola. Lastly, the axillary nodes are palpated at the apex, medial/lateral aspects, ant/post walls, intrapectoral and supraclavicular for number site, size, tenderness, and mobility. 

9. How are the lesions described when found? 

Location: clock or quadrant method with distance from nipple


Size: length, width, thickness


Shape: round, discoid, lobular, stellate


Tenderness: severity


Consistency: firm, soft, hard


Borders: discrete or poorly defined


Mobility: movable or fixed


Retraction: presence or absence of dimpling or altered contour

10. What are the characteristic features of masses/nodules? See also table 16.2

15-25 fibroadenoma – fine round mobile nontender


25-50 cysts – soft to firm round mobile tender; fibrocystic changes – nodular, ropelike; cancer – irregular stellate firm no delineation


Over 50 cancer until proven otherwise – as above


Pregnancy/lactation – lactating adenomas, cysts, mastitis, and cancer  - as above

11. Be familiar with visible signs associated with breast cancer. Mass, swelling, nipple discharge/deviation and change in skin over breast.

12. Be familiar with the features of some common breast nodules. stated in #10 

13. How are the lymph nodes evaluated and why? They are inspected for rashes, masses or discoloration. Then palpated for location, number, size, tenderness, mobility and discrete/matted. This is because the cancer can spread to these. 


14. What are the American Cancer Society’s recommendations for further diagnostic assessment? Screening mammograms every 1-2 years starting at age 40 then every year over 50. 

15. Be able to explain to a patient how to perform a self-breast exam. 

Check your breasts 3 days after your period ends (or on the 1st day of the month, if you no longer have periods). Inspection is done first while looking in a mirror, raise arms over head, press hands against hips or pressing hands together(this can accentuate any dimpling), then lean forward with arms outstretched from waist. You may want to do palpation while you are in the shower. While you body is wet and soapy, use the pads of 3 fingers (using 3 kinds of pressure, light, medium, and deep) to check both breasts for lumps. Move your fingers in one of the patterns – circle or rows- whichever feels more comfortable. 

Areas to check: outside- armpit to collar bone and below breast, middle – the breast itself, inside – the nipple area

Things to look for after you shower: liquid coming from nipples, puckering of the skin, redness or swelling, change in size or shape. 

This can also be done laying down in a bed. 
 SEQ CHAPTER \h \r 1Physical Diagnosis Study Questions Test 2

1. Differentiate between the cardiovascular causes of chest pain.

	Organ system
	 Cause

	Cardiac
	Coronary artery disease, aortic valvular disease, pulmonary hypertension mitral valve prolapse, pericarditis, idiopathic hypertorphic subaortic stensois

	Vascular
	dissection of the aorta

	Pulmonary
	pulmonary embolism, pneumonia, pleuritis, pneumothorax

	Musculoskeletal
	costochondritis, arthritis, muscular spasm, bone tumor

	GI
	ulcer disease, bowel disease, hiatal hernia, pancreatitis, cholecystitis

	Neural
	herpes zoster

	Emotional
	anxiety, depression


2. What are the features of clubbing? (How do we recognize it?)

Clubbing is the loss of angle between the nail and the terminal phalanx, it is noted to have a bullous shape with exaggerated longitudinal and horizontal curvatures and fusiform enlargement of the distal digit is possible. Initial manifestations of clubbing is a softening of the tissue over the proximal nail fold.

3. What are the different kinds of cyanosis and how can they be distinguished?


Central: seen in mouth and lips, inadequate lung gas exchange

peripheral: excess extraction of oxygen from the upper and lower extremeties

Differential: only in the lower extremeties
4. What features should be noted when examining the pulses.


Rate, Rhythm, amplitude, vessels, contour

5. How long is the pulse count if its rhythm is regurar?

 
2 x 30, 3 x20 , 4 x15
6. How long is the pulse count if its rhythm is irregular?


1 minute
7. What are the different kinds of pulse patterns? List an example of a disease for each of these rhythms.

	
Pattern
	disease

	small/weak
	decreased stroke volume, heart failure, hypovolemia, severe aortic stenosis, increased peripheral resistance

	large bounding
	increased Stroke volume, decreased peripheral resistance, aortic regurgitation, artrieolvenous fistulas, slow heart rate

	bisferiens
	aortic regurgitation, aortic regurgitation and aortic stenosis together, hyper trophic cardio myopthy

	pulse alterans
	left ventricular failure

	bigeminal pulse
	premature contraction, mimics pulse alterans

	paradoxical pulse
	pericardial tamponade, constrictive pericarditis, obstructive lung disease


8. How would you recognize a regular irregular rhythm?


A pattern to the irregularity like a heart block between every 3rd and 4th beats
9. How would you recognize an irregular irregular rhythm?

No pattern to the irregularity

10) How would you examine for the condition of the vessel wall?

Assess pulses with 2 fingers. Lightly press proximal finger to occlude flow, roll artery over bone with distal finger. Normal artery wall is not felt. Artherosclerotic plaque feels like a cord.

11) How do we distinguish between the jugular venous pulse and the carotid artery pulse? (what features should be noticed?)

	
	Internal Jugular Pulse
	Carotid Pulse

	Palpation
	Not palpable
	Palpable

	Wave forms
	Multiform: two or three components
	Single

	Quality
	Soft, undulating
	Vigorous

	Pressure
	Wave forms obliterated
	No effect

	Inspiration
	Decreased height of wave forms
	No effect

	Sitting up
	Decreased height of wave forms
	No effect

	Valsalva maneuver
	Increased height of wave forms
	No effect


12) How is the jugular venous pressure measured?

· Establish a reference level – manubriosternal angle

· Determine the height of the venous distention by noting the top of the wave forms in the internal jugular venous pulsations.

· Imaginary line is drawn for this point to the sternal angle.

· Measure the distance from the sternal angle to this imaginary line (normal – 4 to 5 cm)

· When the height of the venous colum is equal to or lower than the sternal angle in the supine position, venous pressure is usually normal

13) What is the significance of the JVP?

· Reflects staus of the R side of the heart

· Level at which the pulse is visible gives an indication of R atrial pressure

· Absent a wave – atrial fibrillation

· More prominent a wave – inc. JVP

· Tricuspid valve stenosis

· R ventricular Failure

· Pulmonic valve stenosis

· Pulmonary hypertension

· Increased v wave

· Tricuspid valve regurgitation

· Altered y descent

· Tricuspid valve stenosis

· Unilateral distension

· Local kinking or obstruction

14) List the different levels of hypertension? How is systolic BP estimated for a child?

· Optimal - <120 and <80

· Prehypertension – 120-139 or 80-89

· Hypertension

· Stage 1 – 140-159 or 90-99

· Stage 2 – 160-179 or 100-109

· Stage 3 - > or equal to 180 or > or equal to 110

  
BP for Child



Sorry guys can’t find it

15) When can a diagnosis of hypertension be made?

· The diagnosis of hypertension is based on the average of two or more readings taken at each of two or more visits after an initial screening

16) Define postural hypertension.  What is the etiology?

· It is a common form of postural syncope and ist he result of a peripheral autonomic limitation.  There is a sudden fall in systemic lood pressure resulting from a failure of adaptive reflexs to compensate fro an erect posture.  

17) How does the blood pressure in the legs compare to that in the arms?

· Systolic BP in the legs is 15 to 20 mm Hg greater than in the arms, even while the individual is lying flat.

18) What features are we evaluating for during inspection of the chest?

· Apical impulses (sorry guys I can’t find it)

19. Where is the apical impulse located? 

      5th intercostal space and left midclavicular line.

20. What disorders may cause lateral displacement of apical impulse?

volume overload of left ventricle. due to aortic or mitral regurgitation.

21. List reasons for palpable thrill in the various areas.

Thrills indicate loud murmurs. Most of the time thrills are pathological, in children, young adults, and 3rd trimerster pregnant females they are considered normal but should never be stronger than the apical impulse.
22. What is cardiac percussion used for? 

      to determine myocardial size.

23. What are the locations of the five auscultatory areas? 

 2nd right interspace (aortic area); 2nd left interspace (pulmonic area);4th and 5th interspace lower left sternal border (tricuspid area); 5th interspace at mcl (mitral area

24. how is S1 best determined and at what location is it best appreciated? S2?

      S1 is loudest at the apex and can be heard with both the bell and the


diaphragm.

      S2 is loudest at the base and can be heard with the bell or diaphragm

25. What produces the S1 and S2 heart sounds? What can affect the intensity of each?

S1 is produced by mitral and tricuspid valve closure. It can be louder due to exercise, anxiety, stress, severe anemia, early stage stenosis. late stage stenosis, and prolapse decreases heart sounds

S2 is produced by the closure of the aortic and pulmonic valves. Intensity is increased by stenosis and systemic (aortic valve) and pulmonic (pulmonary valve) hypertension. Intensity is decreased by stenosis and reguritation.

26. What is meant by splitting of the heard sounds and the significance of

change with respiration?

      Splitting is heard when a heart sound is percieved as two different

sounds.  S1 splits are heard on expiration and S2 is heard with inspiration and should merge into one sound on expiration. 

27. Where in the cardiac cycle is S3 heart sound heard and what is the

significance? 

S3 is heard in diastole at the opening of av valves. this is normal up to age 30-40. abnormal is CHF,CAD, post MI, valve regurgitation.

28. Where in the cardiac cycle is S4 heart sound heard and what is its’ significance?


S4 is heard in late diastole, ventricles R – Increased w/ insp.

L resp. / L lat decub. increased w/ exp. 

normal until age 30-40

29. Where in the cardiac cycle is an ejection click heard and what is its’ significance?


Early systole, (L 2nd ICS) pulmonary valve stenosis Increased exp.

Aortic valve stenosis (R 2nd ICS) resp. 

30. Where in the cardiac cycle is opening snap heard and what is its’ significance?


Early diastole, tricuspid valve stenosis, resp 


Mitral valve stenosis, resp


Most common extra sound

31. What causes a heard murmur to occur? What are the characteristics?


The originate in the heart or great vessels:


Valve stenosis


Abnormal valve shape


Normal structure increased flow: anemia


Incompetent valve: regurgitation


Dilated chamber: aneurismal dilation


Shunting: ventricular septal defect


Characteristics:


Location, cycle (timing and duration), intensity (grade 1-6), radiation, pitch & quality, affect of respiration, affect patient position

32. Define the 6 intensity gradings for a murmur?


1 – very faint heard only after listener has tuned in


2 – quiet, but heard immediately after placing the steth. on the chest


3 – moderately loud


4 – loud, with palpable thrill


5 – very loud, with thrill, may be heard when the steth. Is partly off the chest


6 – very loud, with thrill, may be heard with steth. Entirely off chest

33. List the causes for a systolic murmur? Diastolic murmur?


Systolic


Mctc regurgitation, AoPo stenosis, VSD, ASD, MVP (mitral valve prolapse=click murmur syndrome)


Diastolic


AcPc regurgitation, MoTo stenosis

34. What features distinguish between an organic (pathological) and benign (functional or innocent) murmur?


Organic


Diastolic


Systolic: intensity 3-6, radiation of sounds, palpable thrill, pansystolic (holo)


Benign


Hyperdynamic circulation, still’s murmur, most common at pulmonic or mitral valve, short midsystolic ejection murmur of grade 2 or less, no alteration of pulse, no radiation, decreases with inspiration or standing, aortic valve sclerosis murmur

35. What sounds are heard during systole, diastole and both components?


Systole: ejection click, aortic prosthetic valve opening sound, midsystolic click, rub, S1 split


Diastole: opening snap, S3, mitral prosthetic valve opening sound, tumor polp, summation gallop, S4, pacemaker sound, S2 split


Both: S1 and S2


PVS

36. Which peripheral arteries are examined?  What characteristics are noted?


Carotid, temporal, abdominal aorta, renal


Pain, pallor, paresthesia, paralysis, pulselessness

Arterial: Atherosclerosis, aneurismal dilation, microvascular disease, gangrene

37. What disorders may lead to asymmetrical, widened or diminished pulses?

Asymmetrical:

Widened: Aneurysm

Diminished:  Occlusion ( Raynaud’s, Buerger’s)

38. What features are noted during inspection of the extremities?

· Size, symmetry, swelling

· Venous pattern

· Note colour of skin

· Nail beds, thickness, colour, clubbing

· Hair pattern (loss)

· Lesions

39. What are some of the risk factors associated with PV disease?

· Recent trauma or surgery

· Hyperlipidemia

· Hypertension

· History of cancer

· Smoker

· Diabetes Type I & II

· Previous thrombosis or family history

40. What are some of the signs of PV disease?

· Swelling or lymph edema

· Dysesthesia

· Changes to the skin

· Poor healing of superficial wounds

· Prominent vessels

· Shortness of breath

· Cold hands/feet

41. How do we differentiate between intermittent and neurogenic claudication?

      Intermittent:  Pain in lower extremity during exercise

      Neurogenic: pain in the buttocks and legs brought on by exercise with the back in an         extended position.  Relieved by sitting, bending forward or lying down.

42. What are the findings of a chronic arterial insufficiency?   What tests may be utilized and how are the findings interpreted?

Arterial narrowing or obstruction that occurs as a result of the atherosclerotic process reduces blood flow to the lower limb during exercise or at rest.

43. What are the findings of chronic venous insufficiency? What tests may be utilized and how are the findings interpreted?

A. Initial Changes 

1. Varicose veins 

2. Tan or reddish brown skin color changes 

3. Weeping and excoriated skin 

4. Pedal edema 

B. Later Changes 

1. Lipodermatosclerosis 

a. Induration at medial ankle to mid-leg 

C. Advanced Changes 

1. Brawny edema above and below fibrotic area 

II.   Pathophysiology 

A. Normal Venous valves prevent backflow 

1. Distal to Proximal vein backflow 

2. Superficial to Deep vein backflow 

B. Incompetent valves allow backflow when legs relax 

1. Results in distal venous Hypertension 

2. Primary etiology for chronic venous insufficiency 

III. Diagnosis 

A. Duplex Ultrasonound (B-Mode and Directional Pulse) 

1. Can accurately assess venous reflux 

2. Can also be used to assess Arterial Insufficiency 

a. With Ultrasound ankle/brachial index (See below) 

B. Descending Venography 

1. Not as accurate as Duplex scanning 

44. What are the findings of superficial thrombophlebitis?  Deep thrombophlebitis?

Superficial Thrombophlebitis:  inflammation and clotting in a superficial vein. Blood clots in superficial veins are not dangerous because they can’t travel to the lungs.

Deep Thrombophlebitis: blood clot that forms in a vein deep in the body. Most deep vein clots occur in the lower leg or thigh. They also can occur in other parts of the body.  If a clot in a vein breaks off and travels through your bloodstream, it can lodge in your lung.
45. What is the significance of edema, pitting edema and lymphedema?

Edema: condition of abnormally large fluid volume in the circulatory system or in tissues between the body's cells (interstitial spaces). Edema is a common symptom seen with heart failure. This is because heart failure leads to sodium retention, which causes an accumulation of fluid in the body. Edema can also occur with kidney disease, liver disease (in which case the swelling is often localized to the abdomen - a condition known as "ascites,"), severe lung disease, and with vascular disease (especially in the veins) in the legs

Pitting Edema: High peripheral venous pressure as in congestive heart failure. varicose veins and thrombophlebitis
Lymphedema:  Results from abnormality in development or obstruction to flow. Painless, non-pitting. Over several years the skin takes on rough consistency similar to pig skin.

 SEQ CHAPTER \h \r 1Physical Diagnosis Study Questions Test 2
1. Differentiate between the cardiovascular causes of chest pain.

	Organ system
	 Cause

	Cardiac
	Coronary artery disease, aortic valvular disease, pulmonary hypertension mitral valve prolapse, pericarditis, idiopathic hypertorphic subaortic stensois

	Vascular
	dissection of the aorta

	Pulmonary
	pulmonary embolism, pneumonia, pleuritis, pneumothorax

	Musculoskeletal
	costochondritis, arthritis, muscular spasm, bone tumor

	GI
	ulcer disease, bowel disease, hiatal hernia, pancreatitis, cholecystitis

	Neural
	herpes zoster

	Emotional
	anxiety, depression


2. What are the features of clubbing? (How do we recognize it?)

Clubbing is the loss of angle between the nail and the terminal phalanx, it is noted to have a bullous shape with exaggerated longitudinal and horizontal curvatures and fusiform enlargement of the distal digit is possible. Initial manifestations of clubbing is a softening of the tissue over the proximal nail fold.

3. What are the different kinds of cyanosis and how can they be distinguished?


Central: seen in mouth and lips, inadequate lung gas exchange

peripheral: excess extraction of oxygen from the upper and lower extremeties

Differential: only in the lower extremeties
4. What features should be noted when examining the pulses.


Rate, Rhythm, amplitude, vessels, contour

5. How long is the pulse count if its rhythm is regurar?

 
2 x 30, 3 x20 , 4 x15
6. How long is the pulse count if its rhythm is irregular?


1 minute
7. What are the different kinds of pulse patterns? List an example of a disease for each of these rhythms.

	
Pattern
	disease

	small/weak
	decreased stroke volume, heart failure, hypovolemia, severe aortic stenosis, increased peripheral resistance

	large bounding
	increased Stroke volume, decreased peripheral resistance, aortic regurgitation, artrieolvenous fistulas, slow heart rate

	bisferiens
	aortic regurgitation, aortic regurgitation and aortic stenosis together, hyper trophic cardio myopthy

	pulse alterans
	left ventricular failure

	bigeminal pulse
	premature contraction, mimics pulse alterans

	paradoxical pulse
	pericardial tamponade, constrictive pericarditis, obstructive lung disease


8. How would you recognize a regular irregular rhythm?


A pattern to the irregularity like a heart block between every 3rd and 4th beats
9. How would you recognize an irregular irregular rhythm?

No pattern to the irregularity

10) How would you examine for the condition of the vessel wall?

Assess pulses with 2 fingers. Lightly press proximal finger to occlude flow, roll artery over bone with distal finger. Normal artery wall is not felt. Artherosclerotic plaque feels like a cord.

11) How do we distinguish between the jugular venous pulse and the carotid artery pulse? (what features should be noticed?)

	
	Internal Jugular Pulse
	Carotid Pulse

	Palpation
	Not palpable
	Palpable

	Wave forms
	Multiform: two or three components
	Single

	Quality
	Soft, undulating
	Vigorous

	Pressure
	Wave forms obliterated
	No effect

	Inspiration
	Decreased height of wave forms
	No effect

	Sitting up
	Decreased height of wave forms
	No effect

	Valsalva maneuver
	Increased height of wave forms
	No effect


12) How is the jugular venous pressure measured?

· Establish a reference level – manubriosternal angle

· Determine the height of the venous distention by noting the top of the wave forms in the internal jugular venous pulsations.

· Imaginary line is drawn for this point to the sternal angle.

· Measure the distance from the sternal angle to this imaginary line (normal – 4 to 5 cm)

· When the height of the venous colum is equal to or lower than the sternal angle in the supine position, venous pressure is usually normal

13) What is the significance of the JVP?

· Reflects staus of the R side of the heart

· Level at which the pulse is visible gives an indication of R atrial pressure

· Absent a wave – atrial fibrillation

· More prominent a wave – inc. JVP

· Tricuspid valve stenosis

· R ventricular Failure

· Pulmonic valve stenosis

· Pulmonary hypertension

· Increased v wave

· Tricuspid valve regurgitation

· Altered y descent

· Tricuspid valve stenosis

· Unilateral distension

· Local kinking or obstruction

14) List the different levels of hypertension? How is systolic BP estimated for a child?

· Optimal - <120 and <80

· Prehypertension – 120-139 or 80-89

· Hypertension

· Stage 1 – 140-159 or 90-99

· Stage 2 – 160-179 or 100-109

· Stage 3 - > or equal to 180 or > or equal to 110

  
BP for Child



Sorry guys can’t find it

15) When can a diagnosis of hypertension be made?

· The diagnosis of hypertension is based on the average of two or more readings taken at each of two or more visits after an initial screening

16) Define postural hypertension.  What is the etiology?

· It is a common form of postural syncope and ist he result of a peripheral autonomic limitation.  There is a sudden fall in systemic lood pressure resulting from a failure of adaptive reflexs to compensate fro an erect posture.  

17) How does the blood pressure in the legs compare to that in the arms?

· Systolic BP in the legs is 15 to 20 mm Hg greater than in the arms, even while the individual is lying flat.

18) What features are we evaluating for during inspection of the chest?

· Apical impulses (sorry guys I can’t find it)

19. Where is the apical impulse located? 

      5th intercostal space and left midclavicular line.

20. What disorders may cause lateral displacement of apical impulse?

volume overload of left ventricle. due to aortic or mitral regurgitation.

21. List reasons for palpable thrill in the various areas.

Thrills indicate loud murmurs. Most of the time thrills are pathological, in children, young adults, and 3rd trimerster pregnant females they are considered normal but should never be stronger than the apical impulse.
22. What is cardiac percussion used for? 

      to determine myocardial size.

23. What are the locations of the five auscultatory areas? 

 2nd right interspace (aortic area); 2nd left interspace (pulmonic area);4th and 5th interspace lower left sternal border (tricuspid area); 5th interspace at mcl (mitral area

24. how is S1 best determined and at what location is it best appreciated? S2?

      S1 is loudest at the apex and can be heard with both the bell and the


diaphragm.

      S2 is loudest at the base and can be heard with the bell or diaphragm

25. What produces the S1 and S2 heart sounds? What can affect the intensity of each?

S1 is produced by mitral and tricuspid valve closure. It can be louder due to exercise, anxiety, stress, severe anemia, early stage stenosis. late stage stenosis, and prolapse decreases heart sounds

S2 is produced by the closure of the aortic and pulmonic valves. Intensity is increased by stenosis and systemic (aortic valve) and pulmonic (pulmonary valve) hypertension. Intensity is decreased by stenosis and reguritation.

26. What is meant by splitting of the heard sounds and the significance of

change with respiration?

      Splitting is heard when a heart sound is percieved as two different

sounds.  S1 splits are heard on expiration and S2 is heard with inspiration and should merge into one sound on expiration. 

27. Where in the cardiac cycle is S3 heart sound heard and what is the

significance? 

S3 is heard in diastole at the opening of av valves. this is normal up to age 30-40. abnormal is CHF,CAD, post MI, valve regurgitation.

28. Where in the cardiac cycle is S4 heart sound heard and what is its’ significance?


S4 is heard in late diastole, ventricles R – Increased w/ insp.

L resp. / L lat decub. increased w/ exp. 

normal until age 30-40

29. Where in the cardiac cycle is an ejection click heard and what is its’ significance?


Early systole, (L 2nd ICS) pulmonary valve stenosis Increased exp.

Aortic valve stenosis (R 2nd ICS) resp. 

30. Where in the cardiac cycle is opening snap heard and what is its’ significance?


Early diastole, tricuspid valve stenosis, resp 


Mitral valve stenosis, resp


Most common extra sound

31. What causes a heard murmur to occur? What are the characteristics?


The originate in the heart or great vessels:


Valve stenosis


Abnormal valve shape


Normal structure increased flow: anemia


Incompetent valve: regurgitation


Dilated chamber: aneurismal dilation


Shunting: ventricular septal defect


Characteristics:


Location, cycle (timing and duration), intensity (grade 1-6), radiation, pitch & quality, affect of respiration, affect patient position

32. Define the 6 intensity gradings for a murmur?


1 – very faint heard only after listener has tuned in


2 – quiet, but heard immediately after placing the steth. on the chest


3 – moderately loud


4 – loud, with palpable thrill


5 – very loud, with thrill, may be heard when the steth. Is partly off the chest


6 – very loud, with thrill, may be heard with steth. Entirely off chest

33. List the causes for a systolic murmur? Diastolic murmur?


Systolic


Mctc regurgitation, AoPo stenosis, VSD, ASD, MVP (mitral valve prolapse=click murmur syndrome)


Diastolic


AcPc regurgitation, MoTo stenosis

34. What features distinguish between an organic (pathological) and benign (functional or innocent) murmur?


Organic


Diastolic


Systolic: intensity 3-6, radiation of sounds, palpable thrill, pansystolic (holo)


Benign


Hyperdynamic circulation, still’s murmur, most common at pulmonic or mitral valve, short midsystolic ejection murmur of grade 2 or less, no alteration of pulse, no radiation, decreases with inspiration or standing, aortic valve sclerosis murmur

35. What sounds are heard during systole, diastole and both components?


Systole: ejection click, aortic prosthetic valve opening sound, midsystolic click, rub, S1 split


Diastole: opening snap, S3, mitral prosthetic valve opening sound, tumor polp, summation gallop, S4, pacemaker sound, S2 split


Both: S1 and S2


PVS

36. Which peripheral arteries are examined?  What characteristics are noted?


Carotid, temporal, abdominal aorta, renal


Pain, pallor, paresthesia, paralysis, pulselessness

Arterial: Atherosclerosis, aneurismal dilation, microvascular disease, gangrene

37. What disorders may lead to asymmetrical, widened or diminished pulses?

Asymmetrical:

Widened: Aneurysm

Diminished:  Occlusion ( Raynaud’s, Buerger’s)

38. What features are noted during inspection of the extremities?

· Size, symmetry, swelling

· Venous pattern

· Note colour of skin

· Nail beds, thickness, colour, clubbing

· Hair pattern (loss)

· Lesions

39. What are some of the risk factors associated with PV disease?

· Recent trauma or surgery

· Hyperlipidemia

· Hypertension

· History of cancer

· Smoker

· Diabetes Type I & II

· Previous thrombosis or family history

40. What are some of the signs of PV disease?

· Swelling or lymph edema

· Dysesthesia

· Changes to the skin

· Poor healing of superficial wounds

· Prominent vessels

· Shortness of breath

· Cold hands/feet

41. How do we differentiate between intermittent and neurogenic claudication?

      Intermittent:  Pain in lower extremity during exercise

      Neurogenic: pain in the buttocks and legs brought on by exercise with the back in an         extended position.  Relieved by sitting, bending forward or lying down.

42. What are the findings of a chronic arterial insufficiency?   What tests may be utilized and how are the findings interpreted?

Arterial narrowing or obstruction that occurs as a result of the atherosclerotic process reduces blood flow to the lower limb during exercise or at rest.

43. What are the findings of chronic venous insufficiency? What tests may be utilized and how are the findings interpreted?

C. Initial Changes 

1. Varicose veins 

2. Tan or reddish brown skin color changes 

3. Weeping and excoriated skin 

4. Pedal edema 

D. Later Changes 

1. Lipodermatosclerosis 

a. Induration at medial ankle to mid-leg 

E. Advanced Changes 

1. Brawny edema above and below fibrotic area 

IV.   Pathophysiology 

A. Normal Venous valves prevent backflow 

1. Distal to Proximal vein backflow 

2. Superficial to Deep vein backflow 

B. Incompetent valves allow backflow when legs relax 

1. Results in distal venous Hypertension 

2. Primary etiology for chronic venous insufficiency 

V. Diagnosis 

A. Duplex Ultrasonound (B-Mode and Directional Pulse) 

1. Can accurately assess venous reflux 

2. Can also be used to assess Arterial Insufficiency 

a. With Ultrasound ankle/brachial index (See below) 

B. Descending Venography 

1. Not as accurate as Duplex scanning 

44. What are the findings of superficial thrombophlebitis?  Deep thrombophlebitis?

Superficial Thrombophlebitis:  inflammation and clotting in a superficial vein. Blood clots in superficial veins are not dangerous because they can’t travel to the lungs.

Deep Thrombophlebitis: blood clot that forms in a vein deep in the body. Most deep vein clots occur in the lower leg or thigh. They also can occur in other parts of the body.  If a clot in a vein breaks off and travels through your bloodstream, it can lodge in your lung.
45. What is the significance of edema, pitting edema and lymphedema?

Edema: condition of abnormally large fluid volume in the circulatory system or in tissues between the body's cells (interstitial spaces). Edema is a common symptom seen with heart failure. This is because heart failure leads to sodium retention, which causes an accumulation of fluid in the body. Edema can also occur with kidney disease, liver disease (in which case the swelling is often localized to the abdomen - a condition known as "ascites,"), severe lung disease, and with vascular disease (especially in the veins) in the legs

Pitting Edema: High peripheral venous pressure as in congestive heart failure. varicose veins and thrombophlebitis
Lymphedema:  Results from abnormality in development or obstruction to flow. Painless, non-pitting. Over several years the skin takes on rough consistency similar to pig skin.

TEST # 3 Abdomen, hernia, rectum
1. List the reasons for performing and abdominal exam and differentials associated with each.

Abdominal pain

mass


indigestion


distention

nausea/vomit


weight loss/anorexia

change in bowel 
jaundice

dsyphagia
pruritis

GI Bleeding


 blood in stool is 1st sign of colon cancer

2. Discuss pain referral areas on the back for abdominal visceral disorders.


Esophagus = mid back


gall bladder = right subscapular


pancreas = right mid back (pt will sit in fetal position to relieve pain)

3. What are the four quadrants of the abdomen and their anatomical correlates.

R. Upper Quadrant

1.
Liver

2.
Gallbladder

3.
Duodenum

4.
Pancreas

5.
Right kidney and adrenal gland

6.
Hepatic flexure

7.
Ascending and transverse colon

L. Upper Quadrant

1.
Stomach

2.
Spleen 

3.
Liver

4.
Pancreases

5.
Left kidney and adrenal gland

6.
Ascending and transverse colon

R. Lower Quadrant

1.
Cecum 

2.
Appendix

3.
Right ureter 

4.
Right Ovary and fallopian tube

5.
Spermatic Cord

L. Lower Quadrant

1.
Descending colon

2.
Sigmoid colon

3.
Left ureter

4.
Left ovary and fallopian tube

5.
Spermatic cord

4. What are the nine regions of the abdomen and their anatomical correlates?

	




right hypochondriac region (part of liver and gallbladder)
	Epigastic region

(stomach)
	Left hypochondriac region

	right lumbar region

(ascending colon of large intestine)
	umbilical region

(small intestine)
	left lumbar region


 (Descending colon of large intestine)

	right iliac region

(cecum, appendix)
	hypogastric region

urinary bladder)
	left iliac region

 (Initial part of sigmoid colon)



**** taken from my undergrad anatomy book****

5. Discuss abdominal aortic aneurysms noting symptoms, exam findings, location and prognosis in relation to aneurysm size.
AAA is usually an incidental finding in teh course of x-ray evaluations of non related problems; finding prominent abdominal pulsations, usually pulsating mass is nontender, but its not usual for the patient to draw attention to it by complaints of an "annoying" abdominal pulsation while lying down. Nausea, emesis, and upper abdomen distress may characterize involvement of the third part of the duodenum. Acute arterial insufficiency accompanies embolization or occlusion of the common iliac arteries. Back pain and radiculopathy occur with pressure on teh vertebrae or spinal nerves. Severe low back pain usually indicates aneurysmal expansion or impending rupture.

6. Discuss some of the most common causes of abdominal pain and clinical features.


IN THE HANDOUTS THERE IS A TWO PAGE CHART... GOOD LUCK!

7. Provide a differential for vomiting including content evaluation and relationship to meals.

1.

GI disorders

2.
Infections

3.
CNS disorders- projectile vomiting

4.
Endocrine or hormonal disorders- adrenal insufficiency, early pregnancy, myxedema

5.
Drugs and toxins- mucosal irritants, food poisoning

6.
Vestibular disorders- CN VIII

7.
Cardiovascular disorders- acute MI

If there is blood : erosion or ulceration

fecal smell: lower GI problem

food content: stomach

yellow or green color: past common bile duct

8. What is dysphagia and what features differentiate mechanical vs neuromuscular?


Dysphagia - difficulty swallowing

	process or problem
	timing
	factors that aggravate
	factors that releive
	assoc. symptoms

	mechanical
	
	
	
	

	mucosal rings and webs
	intermittent
	solid foods
	regurgitation
	usually none

	esophageal stricture
	intermittent slowly progresses
	solid foods
	regurgitation
	history of heart burn and regurgitation

	esophageal cancer
	intermittent, progressive over months
	solid foods
	regurgitation
	pain in chest and back, weight loss in late stages

	neuromuscular
	
	
	
	

	diffuse esophageal spasm
	intermittent
	solids or liquids
	repeated swallowing, valsalva, raising arms or straighting back
	chest pain that mimics angina pectoralis or MI, last minutes to hours, possibly heartburn

	sceleroderma
	intermittien may slowly progress
	solids or liquids
	same as above
	heart burn, other manifestations of scleroderma

	achalasia (a peristolic movement)
	intermittent may progress
	solids or liquids
	same as above
	regurgitation often at night when lying down


9. What is melena and hematochezia and with what condition do they occur?

Melena: tarry black stool (seen in upper GI problems must do an occult blood test)

Hematochezia: bright red blood per rectum, blood mix with stool, or blood streaked stool


(lower GI, rectum or colon promblems also suffers from headaches and dizziness)

10. What features are noted during inspection of the abdomen?

Shape of abdomen


site and shape of umbilicus


dilated vessels, masses, skin lesions, scars and striae


movements of quadrants with respiration


visible peristalsis or epigastric pulsations

11. List causes of a uniformly distended abdomen? Non-uniform abdominal distention?


Uniform:


6 F’s – fat, fetus, flatulence, fatal growth, fluid, feces


Non-uniform:


Hernias, tumors/neoplasia, diastasis recti

12. When distended veins are noted what could assist in determining the direction of blood flow? What is caput medusae?

Drainage of the lower 2/3 of the abdomen is downward. Vena caval obstruction – superficial veins dilate and drain cephalad. Portal hypertension dilated veins appear to radiate to the umbilicus. 

Caput medusae – portal venous hypertension leads to pronounced dilation of periumbilical veins, chronic liver disease, right sided CHF

13. What is the location and the direction of peristalsis in case of pyloric obstruction, transverse colon obstruction, and early small intestinal obstruction?


Pyloric obstruction – Left to right of midline


Transverse colon obstruction – right to left of midline


Early small intestine obstruction – 

14. Discuss auscultation of the abdomen with normal and abnormal finding. What might cause bowel sounds to be absent or high pitched?

Normal: time is 30 sec to 2-3 min. peristaltic sounds are every 5-10/sec or 5-35/min and are usually high pitched

Abnormal: bowel sounds absent or consistently loud and high pitched. Absent sounds for more than 2 min is paralytic ileus. Low-pitched rumbling sounds, boborygmi, is associated with hyperperistalsis.

15. What are some of the sounds and their significance that might be heard with auscultation of liver?


Bruits- renal

Venous hum: increase circulation b/w portal and systemic venous system as in hepatic cirrhosis

Peritoneal friction rub: inflam of the peritoneal surface of a visceral structure like hepatic or splenic ds.

16. Discuss percussion of the abdominal structures with normal/abnormal findings.


Liver


Whole abdomen

Spleen- splenic percussion sign (+) shifting dullness, dullness in the area between the AAL & MAL Traube’s space suggests splenomegaly


Shifting dullness (ascites)

17. How is the ascites evaluated?

Percussion test that causes shifting dullness by determining the borders of tympany and dullness. A fluid wave is another way to evaluate ascites, tap the flank and palpate the opposite side. 

18. What is the significance of light and deep palpation? What structures are evaluated?


Light palpation – is used to detect tenderness, muscle rigidity or spasm

Deep palpation – is used to determine organ size as well as the presence of abnormal abdominal masses 


Liver, spleen, kidneys, abdominal aorta, gallbladder, masses

19. Discuss abdominal signs and unexpected findings associated with common conditions.

Gallbladder– local rigidity, normal not palpable

Appendix – local rigidity


Spleen – usually not palpable until 3x size and enlarges toward umbilicus


Murphy’s Tap or Punch – for kidney infection


Kidney – enlargement (hydronephrosis, cysts, tumors) B/L polycystic ds.


Abdominal Aorta – normal is 2.5 cm wide, over 3 cm is bad


SEE TABLE 17.6 – in notes!!!!

20. Again, look at some common causes for abdominal pain and clinical findings. (appendicitis, cholecystitis, pancreatitis, hepatitis, diverticular ds, inflammatory bowel ds, irritable bowel ds, ulcers, cancer)


IBD – ulcerative colitis – often contains blood


Crohn’s ds – cobblestone appearance of ulceration


Hepatitis, cholecystitis – jaundice common symptom


Appendicitis – starts dull then well localized in right lower quadrant

**More in the notes, huge chart!!

21. What are the different types of hernias? give an example of each

Internal: diaphragmatic (hiatal) portion of stomach lies above the diaphragm

External: protrusion of intesting covered by the peritoneum through a weak point

in the abdominal wall into an extra abdominal space (umbilical)

22. What is meant by incarcerated? By strangulated?

Incarcerated: contents can not be replaced

Strangulated: blood supply has been compromised.

23.Discuss the difference between rolling and sliding hiatal hernias

Rolling: The gastris cardia rolls through the hiatus. This is more serious and can not be reduced, its a surgical situation

Sliding: Lack of distinction between the LES and cardia. angle of HIS

disappears. This is most common and not as serious.

24.Discuss Femoral hernias, thier significance and clinical findings.

occurs more often in females, the loop of intestine covered by peritoneum through the femoral ring. If there is a hernia there will be an impulse over the palpating hand when the patient coughs or performs a valsalva maneuver.

25. What is the course of the indirect inguinal hernia? the direct?

Indirect: passes through the deep inguinal ring, inguinall canal and superficial inguinal ring and may descend into the scrotum

direct: occurs thought the post. wall of the canal n the region of the

superficial ring, rarely descends.

26. what clinical procedure may differentiate the two?

Inspection and palpation. The direct will be sticking right out at you. For Indirect the R index finger is placed in the scrotum and invaginated in the skin into the ext. ring if an impulse is felt whtn the pt coughs it is an indirect hernia.

27. which of these may be complete or incomplete?

 The incomplete will be the one you palpate while invaginating your finger into the inguinal ring. The complete will be felt in the scrotum since it has fully descended. 

28. what conditions may predispose someone to a hernia developing?

weak abdominal muscles                                   

Chronic increase

intra-abdominal pressure

laxity                                                                  

-chronic straining

-obesity                                                                 

-chronic coughing

-intra-abdominal mass/pressure                          

-Intra-abdominal

mass (pregnancy)

-congenital defect                    
29. What are the symptoms of anorectal disorders and provide differentials?

Masses, swelling, purities, pain, changes in bowel habit, bleeding, External/Internal hemorrhoids, fissures, fistulas, rectal prolapse, neoplasia, prostate enlargement.

30. Fistula? Pilonidal Cyst? Hemorrhoid? Sentinel pile?

Fistula…..An opening of sinus tract, can develop into a cyst, near the anus on the skin’s surface which connects with the rectum.  Hemorrhoids…are enlargement of the vasculature near the anus ovoid and tnder at the anal margin. External lie below the pectinate line and internal are above.  Pilondial Cyst…an opening in the midline near the sacrum may be surrounded by a small tuft of hair and produce some leakage. Sentinel Pile….general term for inflamed tissue in or around the anal margin ex. Hemorrhoid or tag.

31. What features are noted of the perianal area during inspection?

Skin lesions, polyps, E/I hemorrhoids, masses, excoriation from itching, prolapsed rectum

32. How is the anal sphincter evaluated?

With a well lubricated gloved index finger. The index is inserted slowly and genteelly upon relaxation of the anus.  The index should be pointed toward the umbilicus during insertion. Patient in the lathotomy postion, side posture, or bent over a table.

33. What are the risk factors associated with the development of colorectal CA?

Over 40yo, family or personal Hx of colon polyps, chrohns, or ca, change in bowel habits, diets high is beef and low in fiber, exposure to esbestos, acrylics, and other carcinogens.

34. Discuss some of the known features regarding anorectal lesions?


Puritis, anorectal pain or bleeding, change in bowel, excoration

35. What are some of the stool characteristics associated with GI disease.

Tar-like black stool associated with upper gi bleed, serious condition, black dry stool caused by ingestion of iron or pepto…….Hematochezia is red blood streaked stool c/b neoplasia or hemorrhoids…..Pencil thin stool or constipation c/b space occupying lesion 

36. Discuss variations of symptoms in right CA, left CA, and rectal CA.

L. CA is more common than r.  Descending colon is MC.  But CA can occur anywhere.  R.CA is ill defined pain, obstruction is infrequent, Feces is brick red, weakness and head ache are common secondary to anemia.  L. CA consistent with colicky spasmodic pain, bowel obstruction is common, blood mixed with stool, weakness is infrequent.  Rectal CA pain is steady, obstruction is infrequent, stool is coated with bright red blood, weakness is infrequent. 

Physical Dx Test 4

Urinary tract disorders

1. Discuss symptoms of urinary tract disorders and differentials for these.

Symptoms: Fever, weight change, fatigue, dysuria, , changes in micturation, nocturia, abnormal discharge, heamtruia, genital pain

Differentials:  

2. What are the changes that may be perceived in changes of micturation and their significance?


Increased frequency (inc/N output)


Decreased output


Hesitancy or straining


Decreased in force or caliber of stream


Incontinence


Enuresis

Normal output: inflammation, stones, tumor, fibrosis, pressure, neuropathy, protusion



Increased output (more often)



Anuria: prerenal fracture, intrinsic renal disease, postrenal factors



*also large chart in notes*

3. Discuss the different classifications of urinary incontinence and the mechanisms and exam findings.


Large chart in notes, know this she said she will ask questions on it

4. Discuss Hematuria and its significance.


Inflammation/infection – pain


Stones – pain


Tumors and bleeding disorders ---painless


March hemoglobinuria- activity


Intial—urethra


Terminal – bladder neck or posterior urethra


Total—massive hemorrhage anywhere


On undergarments – external genitalia

   
If associated with weight loss – renal cell carcinoma


10-14 days after URTI – acute glomerulonephritis (young males most common)

5. Discuss dip stick testing.

Cheap, easy, looks at a lot of things (I don’t know guys couldn’t find anything on it)

Male RS

6. Discuss the symptoms associated with prostate gland disorder? Provide differentials.

Symptoms: hesitancy, intermittency, terminal or post void dripping, impaired size and force of stream, incomplete void sensation, nocturia, dysuria, frequency and urgency

Differential:  Benign prostatic hypertrophy, prostatitis, Bladder neck contracture/stricture, urethral stricture, cystitis, neurogenic bladder dysfunction

7. Explain the features of the two symptomatic categories of benign prostatic hypertrophy.

Starting in the 6th decade of life this becomes increasing prevalent in 60% of men and 70% by the 7th decade. Feels symmetrically enlarged, smooth and firm though slightly elastic. Seems to protrude more into the rectal lumen. The median sulcus may become obliterated. Finding a normal size gland does not rule out this diagnosis. May obstruct urinary flow, causing symptoms, yet not be palpable. 

8. What are the normal features (location, size, shape, consistency) of the prostate gland?

Rounded, heart-shaped structure about 2.5cm in length. Median sulcus can be felt between the two lateral lobes. It should feel rubbery, smooth and firm. Only the posterior surface can be felt. <1 cm of protrusion into the rectal wall.

9. Discuss the grades of protrusion of the prostate gland into the rectal lumen.

Grade 1: 1-2 cm

Grade 2: 2-3 cm

Grade 3: 3-4 cm

Grade 4: >4 cm

10. Explain the features and exam findings of acute and chronic prostatitis.

Acute: caused by a bacterial infection. Gland is very tender, swollen, firm, and warm. Fever and radiate to groin.

Chronic: does not produce consistent physical findings and must be evaluated by other means. 

3-cup analysis – initial, midstream, end stage urinalysis 

11. Explain the features and exam findings of prostatic carcinoma.

1/11 men develop. Hardness in the gland by a hard distinct nodule that alters the contour or the gland may or may not be palpable. Median sulcus may become obscured. Back pain. 

12. What are some risk factors associates with prostate cancer?

Over 50 

Race: black/ African American descent

Family history of prostate cancer

Diet high in animal fats

Alcohol abuse

Occupational exposure to carcinogens

