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Unit I. Subjective and Objective Examination
of a Patient

CHAPTER 1. Subjective Examination (Inquiry) and its
Role in making the Diagnosis

Objectives: to enable students to learn —

1) Subject and purposes of the academic discipline “Propaedeutics of in-
ternal diseases”;

2) general plan of clinical examination and taking a case history;

3) rules and technique of subjective examination (inquiry of a patient);

4) diagnostic value of questioning complaints, general anamnesis, present
disease history (anamnesis morbi), past life history (anamnesis vitae).

1.1. Subject and problems of Propaedeutics of Internal Diseases

Propaedeutics of the internal diseases is the academic discipline, con-
taining systematized scientific knowledge and techniques for the examination
of a healthy man and a patient with internal organs pathology, and basics of
etiology, pathogenesis and clinical manifestations of the most widespread in-
ternal organs diseases. The subject of propaedeutics of internal diseases is
the introduction to diagnosis and therapy of internal organs diseases.

The purposes of academic discipline “Propaedeutics of Internal Dis-
eases” consist of acquiring scientific knowledge and practical skills develop-
ment by students in techniques of the examination of a healthy man and a pa-
tient with internal organs pathology; symptoms, signs and syndromes of the
most widespread internal organs diseases; techniques of diagnosis, and writ-
Ing a case history.

Clinical examination of a patient requires adherence to medical eth-
ics and medical deontology.

Medical ethics is a system of moral principles that apply values to
the practice of clinical medicine and in scientific research. Medical ethics is
based on a set of values that professionals can refer to in the case of any
confusion or conflict. These values include the respect for autonomy, non-
maleficence, beneficence, and justice. Medical ethics is the theoretical basis
of a deontology. The deontology in a literal translation means the doctrine
about a duty.

Medical deontology means a complex of ethical standards, principles
by which medical profession is guided, including medical confidentiality,
the medical worker’s responsibility for the life and health of the patient, and
relationships of medical workers to each other (T. L. Beauchamp, 2013).

The basic principles of medical ethics and medical deontology:
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e medical personnel should avoid doing harm to their patients in any
situation;

e medical personnel, including medical students, should approach pa-
tients with consideration, respecting their personal dignity, right to in-
timacy and privacy, and should perform all diagnostic, therapeutic
and preventive procedures with due exactitude and sharing the re-
quired time;

e medical personnel, including medical students, has the duty to main-
tain confidentiality. The information obtained in the course of medical
professional duties concerning the patient and his/her background is to
be kept confidential. The death of the patient does not release the phy-
sician from the duty of maintaining confidentiality;

e it is the duty of every medical profession and medical student to conti-
nually update and develop professional knowledge and skills as well
as to share them with co-workers.

The main definitions for an understanding of the academic discip-
line “Propaedeutics of Internal Diseases”: health, disease, sign, symp-
tom, syndrome, diagnosis.

Health is a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity.

Disease - any harmful deviation from the normal structural or func-
tional state of an organism, generally associated with certain signs and
symptoms and differing in nature from physical injury. A diseased organism
commonly exhibits signs or symptoms indicative of its abnormal state (En-
cyclopaedia Britannica, 2020). Diseases usually are indicated by signs and
symptoms.

A sign is defined as an objective manifestation of disease, for exam-
ple, jaundice or enlarged liver that can be determined by a physician during
the physical examination of a patient.

A symptom is subjective evidence of disease reported by the patient.
Such sensations as, for example, pain or nausea experienced by the patient
are referred to symptoms. They can reflect objective changes in the patient's
body. Symptoms and signs are often nonspecific, but certain combinations
can be suggestive of certain diagnoses. In other cases, they are specific even
to the point of being pathognomonic (characteristic for a particular disease)
symptoms and signs.

A syndrome is the association of several medical signs, symptoms, or
other characteristics that often occur together, and characterize a particular
abnormality or condition. Some syndromes, such as Down syndrome, have
only one cause. Others, such as syndrome of pulmonary heart, have multiple
possible causes. Even in syndromes without known etiology, the presence of
the associated symptoms and signs usually leads the physician to diagnostic
hypothesis that there exists an unknown underlying cause.
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Diagnosis is the process of determining the nature of a disease or
disorder and distinguishing it from other possible conditions. The term
comes from the Greek gnosis, meaning knowledge.

Clinical diagnosis combines taking the patient's health history,
physical examination, and laboratory-instrumental examinations. Examina-
tions include three main stages - subjective (interview, or inquiry, taking
anamnesis), objective (physical) and laboratory-instrumental examination.

1.2. General plan of clinical examination and a case history
Common scheme of a case history corresponds to the general plan
of clinical examination (Table. 1-1).

Table 1-1. Plan of clinical examination

I. Subjective Examination
(Interview, inquiry, taking history, or anamnesis)

Complaints Review of systems History of History of
(anamnesis commu- present disease past life
nis, status functiona- (anamnesis (anamnesis

lis) morbi) vitae)

Primary diagnostic hypothesis

I1. Objective Examination (Physical examination)

Survey (in- Palpation Percussion Auscultation
spection)

Provisional diagnosis

I11. Laboratory and instrumental examination
(X-ray, radiological, ultrasound, ECG, immunology, etc)

Clinical diagnosis

Common scheme of a case history

1. Passport data: surname, name, patronymic; sex, age, home ad-
dress, place of employment, the diagnosis when admitted to hospital, the
clinical diagnosis.

2. Inquiry:

a)  Present complaints of the patient;

b) Status functionalis, review of systems, or general anamnesis;

c) Anamnesis morbi, or history of a present disease;

d) Anamnesis vitae, or life history, or past history;

3. Objective examination of the patient's condition at the present
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time (status praesens):

a) general survey, survey of the head and the neck;

b) respiratory system (survey, palpation, percussion of the chest,
auscultation of the lungs);

c) cardiovascular system (survey; palpation, percussion and aus-
cultation of the heart and the large blood vessels);

d) system of digestion (examination of an oral cavity, examina-
tion of the abdomen in the vertical and horizontal position, including aus-
cultation, percussion, and palpation of the abdomen);

e) genitourinary system (survey of the lumbar region and exter-
nal genetalia, percussion and palpation of the kidneys and the urinary
bladder, ureteric points);

f)  nervous system.

4.  Substantiation of the provisional diagnosis.

5.  Plan of additional examination and treatment of the patient.

According to the provisional diagnosis the proper plan of the treat-
ment and additional laboratory and instrumental methods of research, as
well as medical consultations are prescribed.

6. Results of laboratory and instrumental investigations.

7. Conclusions of a consulting physician.

8. Clinical diagnosis and its substantiation.

Clinical diagnosis is formulated as a short-form statement of the
disease based on analysis of the specific complaints of the patient, the data
of an anamnesis, the data of survey and physical examination, and the data
of laboratory and instrumental methods of research.

The clinical diagnosis indicates the underlying disease, including
the degree of severity, the stage of disease, its functional class, the fail-
ure degree of an organ or system of organs, its complications and con-
current diseases.

Diagnosis is thus, a dynamic process to be developed and completed
by the analysis of the continuing variations in the patient's condition. The
study of these changes is another test for correctness of the primary diag-
nosis.

9. Medical diary.

A diary in a case history is filled every day and reflects dynamics of
patients’ state for the running day and efficacy of the prescribed medical
actions. The diary of a patient in a serious state should be recorded every
2-4 hours with a precise statement of all medical actions and their results,
description of new symptoms and substantiation of new prescriptions.
Body temperature, a pulse rate, a respirations rate, stool and diuresis are
marked daily in the diary.

10. Epicrisis

The case history routinely is finished by an epicrisis. The epicrisis
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Is a briefly described summary of the basic complaints of the patient, the
history of his/her disease, objective data, basic laboratory and instrumental
studies, the diagnostic resume, the course of the disease during the obser-
vation, the treatment and its results, the discharge recommendations for
further treatment and regimen, and for a place of work.

1.3. Subjective examination (inquiry)

1.3.1. Approach to a medical interview

A clinical examination begins with the questioning of the patient
(inquiry, taking anamnesis). Anamnesis is the most universal diagnostic
tool for physicians. Inquiry is also one of the most complicated clinical
skills.

The patient's history is of a greater diagnostic value than a physical
examination or the laboratory test results. About two-thirds of the diag-
noses can be made only on the basis of the medical history, despite the
technological achievements of the modern hospital. Careful taking anam-
nesis makes further physical and laboratory-instrumental examinations of
the patient more effective.

Getting started with medical interview:

A conversation between the doctor and the patient begins with an ac-
quaintance. It is necessary to express the doctor's respect and attention to the
patient as a unique person. Taking anamnesis should begin with a presenta-
tion that includes the names, the purpose and the timing of the medical inter-
view. For example: Hi, Mrs. Miller, my name is James Brown. I'm a second-
year medical student. I'll talk to you for about 30 minutes to find out what is-
sues are bothering you.

The first questions are usually as follows, as a rule: what problems
brought you to the hospital (polyclinic) today? what's been bothering you
lately?

It is necessary to clarify whether there are any other problems with
the patient's health. If the list of patient's problems is very long, it is ne-
cessary to ask what is bothering him/her the most?

The patient is given the opportunity to speak freely. Then the physi-
cian takes the issues into his own hands and discovers to ask in details
every complaint of the main symptoms of each of the systems of the inter-
nal organs (respiratory, blood circulation, digestion, urinary systems, etc.).

It is necessary to evaluate objectively the intellectual level of each
patient to be sure what the patient meant by each complaint. If you doubt
that the patient correctly understands what he/her is asked, it is better to
formulate a question again in a simpler form.

The most important features of a symptom are the time of its ap-
pearance, duration, localization, nature (pain, vomiting, cough, etc.), fre-
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quency, causes (according to the patient), any provoking, enhancing or fa-
cilitating factors associated with their manifestations.

Follow-up Questions:

There is no single best way to question a patient. Successful inter-
viewing requires avoiding medical terminology and making use of a de-
scriptive language that is familiar to patients. There are several extensive
questions which are applicable to any complaint. These include:

1. Duration: “How long has this condition lasted? Is it similar to
a past problem? If so, what was done at that time?”’

2. Location/Radiation: ““Is the symptom (e.g. pain) located in a
specific place? Has this changed over time? If the symptom is not local,
“does it radiate to a specific area of the body?”’

3. Severity/Character: “How bothersome is this problem? Does it
interfere with your daily activities? Does it keep you up at night?”” Try to
have them objectively rate the problem. If they are describing a pain, ask
them to rate it from 1 to 10 with 10 being the worse pain of their life,
though first find out what they are using for comparison (e.g. childbirth, a
broken limb, etc.). Furthermore, ask them to describe the symptom in terms
which they are already familiar with. When describing a pain, ask if it is
like anything else that they have felt in the past. “Knife-like? A sensation
of pressure? A toothache?”

If it affects their activity level, determine to what degree this occurs.
For example, if they complain of shortness of breath with walking, “how
many blocks can you walk? How does this compare with 6 months ago?”

4, Ask if they have tried any therapeutic maneuvers? “If so,
what's made it better (or worse)?”

5. Pace of illness: “Is the problem getting better, worse, or stay-
ing the same? If it is changing, what has been the rate of the change?”

6. Are there any associated symptoms? Over times the patient
notices other things that have popped up around the same time as the do-
minant problem. These tend to be related.

7. What does a patient think the problem is and/or what is the pa-
tient worried it might be?

8. Why today? This is particularly relevant when a patient choos-
es to mention the symptoms/complaints that appear to be long standing. Is
there anything different today, than any other day when this problem has
been present?

The content of subsequent questions will depend both on what you
uncover and your knowledge base/understanding of the patients and their
illnesses. If, for example, the patient's initial complaint was a chest pain
you might have uncovered by using the above questions:

The pain behind the breast bone began 1 month ago and only occurs
with a physical activity. It is paroxysmal, often pressing or compressing,
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accompanied by a feeling of fear of death. The duration of the pain is 3-5
minutes, rarely 15-20 minutes. The pain often radiates to the left shoulder,
left arm, scapula, less often to the neck, lower jaw, interscapular space,
sometimes to the epigastric region. It is associated with a physical exer-
tion, lifting arterial pressure, and a psycho-emotional stress. It stops when
a physical activity stops or immediately after taking nitroglycerin.

Questioning the patient provides a lot of information. With addition-
al experience, exposure, and knowledge a physician will learn the appro-
priate settings for particular lines of questioning. When physicians obtain a
history, they are continually generating differential diagnoses in their
minds, allowing the patient's answers to direct the logical use of additional
questions. With each step, the list of probable diagnoses is pared down un-
til a few likely choices are left from what was once a long list of possibili-
ties.

1.3.2. History taking (Inquiry)

An inquiry is taken in the following order:

1. Present complaints — the inquiry of the patient about com-
plaints, about his/her sensations, experiences (Table 1-2). There are chief
(main) and minor (secondary) complaints.

The chief (major, or main) complaints - the one or more symptoms
causing the patient to seek medical care. The chief complaints are stated in
details (see Subsection 1.3.1. Approach to medical interview).

The minor (secondary) complaints are not related to the underlying
disease (caused by another disease that does not currently play the main or
leading role). If the patient’s complaints are referred to any system of organs,
then a patient is questioned in details about this system according to the
scheme mentioned below.

Table 1-2. Complaints

Complaints Complaints

Chief (major, or | Minor (secondary) Active Identified
main)

The major complaint, as a rule, coincides to seek a medical aid

Details of complaints: chronology, bodily location, quality, quantity, setting,
any aggravating or alleviating factors, and associated manifestations

2. Status functionalis, review of the systems, or general anam-
nesis — the inquiry about a general state of the patient, major organs and
systems of his/her organism at present and at the time immediately previous
to the disease.

This interrogation is performed according to the following scheme:

General state of the patient: delicacy, malaise, loss of weight, fever,
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diaphoresis (sweating), edemas, condition of skin (itching, skin rash).

State of the musculoskeletal system: any bone or joint pain accompa-
nied by joint swelling or tenderness, aggravating and relieving factors for the
pain and any positive family history for a joint disease.

State of the respiratory system: respiration by a nose, dyspnea (short-
ness of breath), coughing, dyspnea, pains in the chest.

State of the cardiovascular (circulatory) system: dyspnea, pains in the
heart area, edemas, the heart palpitations, headache, elevated blood pressure.

State of the alimentary (digestive) system: appetite, swallowing,
eructation, a heartburn, vomiting, meteorism, pains, stool (defecation).

State of the genitourinary system: frequency in urination, diuresis vo-
lume, pain with micturition (dysuria), urine color, any urethral discharge, al-
tered bladder control like urgency in urination or incontinence, menstruation
and sexual activity.

State of the endocrine system (weight loss, polydipsia, polyuria, in-
creased appetite and irritability).

State of the nervous system: headache, giddiness, sleeplessness, Vi-
sion, audition, sense of smell (olfaction), taste. Cranial nerves symptoms -
vision (amaurosis), diplopia, facial numbness, deafness, oropharyngial dys-
phagia, limb motor or sensory symptoms and loss of coordination.

3. Anamnesis morbi, or History of present illness — the in-
quiry about the present disease, onset of the disease and the subsequent
course to the present day, i.e. the day of the research of the patient, an
anamnesis of disease.

Exact answers should be obtained from the patient concerning
the following aspects of his present disease (anamnesis morbi):

(1) onset of the disease;

(2) first symptoms character;

(3) course of the disease;

(4) examinations and their results;

(5) treatment and its efficacy.

The answers to these questions may give the physician the necessary
information on the present disease.

The history of the disease should include the information concerning
the onset of the disease and its development until present. The patient's
general condition before the disease should first be determined and the
causes that might have provoked the disease be established wherever possi-
ble. The patient should be questioned in detail about the first signs of the
disease and the chronology of their development (dynamics), about re-
lapses or exacerbations, remissions and their duration. If the patient was
examined during an exacerbation of the disease by some other physician,
the results should be studied. The results of the previous examinations and
treatment are important (therapy with cardiac glycosides, vasodilators, di-
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uretics, antibiotics, hormones, etc.). Motives for hospitalization should also
be determined (exacerbation of the disease, verification of the diagnosis,
etc.).

4, Anamnesis vitae, or Past life history — the inquiry about pre-
vious life of the patient (Table 1-3). The past history is often very important
for establishing the character, the cause, and conditions for the onset of
the disease.

Table 1-3. Past life history (anamnesis vitae)

1 | Conditions in which the patient lived and developed:
place of birth, development in childhood and adolescence, education,
military service

2 | Medical anamnesis:

past diseases, surgery operations, blood transfusions, allergy and
pharmacology anamnesis, obstetrical, epidemiological, and hereditary
history

3 | Social anamnesis:
housing and living conditions, unfavourable labour conditions and in-
dustrial hazards, professional, and expert-labour history

4 | Bad habits: tobacco smoking, consumption of alcohol beverage, narco-
tic drugs, sleeping pills and sedatives, strong tea and coffee, etc. (at
what age, how much, how often and how much?)

5 | Risk factors: behavioural, physiological, demographic, environmental,
genetic factors

Anamnesis vitae is a history or a medical biography of the patient in
every period of his/her life (infancy, childhood, adolescence, and matur-
ity). Collecting the anamnesis begins with the general biographical infor-
mation.

Social history (SH) includes the information about housing and liv-
ing conditions; flat (house), heating, house, running water, sewerage, its
area, on which floor the apartment, and how many family members live in
the apartment, etc. Characteristics of nutrition are important: regularity
and frequency of food intake, its usefulness, dry and hasty eating, addic-
tion to any food. Social history includes also information about the pa-
tient's education, profession, way of life, financial status, relationships in
the family and with friends.

Unfavourable labour conditions and industrial hazards are important.
For example, some harmful dusts may cause bronchial asthma and chronic
diseases of the bronchi and lungs.

For adult males important question is about military service, if pa-
tient had not served - whether it is related to any health problem.

Past diseases are also important, including childhood and adult ill-
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nesses. Some infectious childhood diseases, such as measles or scarlet fever,
do not recur because of acquired immunity, while, other diseases, tend to re-
cur. Acute rheumatic fever or diphtheria often provokes heart diseases. Sepa-
rately each patient must be asked, whether he (she) was sick of rheumatism,
tuberculosis, virus hepatitis, oncologic and venereal diseases, whether mental
diseases, alcoholism were in the patient’s family.

Surgery history includes questions about the passed operations,
traumas.

Transfusiology anamnesis — questions about passed hemotransfusion
and transfusion of blood substitutes, the complication of transfusions.

Familial and sexual history. Questioning under this section should be
confidential, without the presence of other patients. It turns out the marital
status (at what age married or married), the composition of the family and the
health of its members. In men, the time of puberty (the appearance of a mus-
tache, beard, the beginning of the emission), especially sexual life are turned
out. In women, the state of the menstrual cycle (the time of the first menstrua-
tion, when it started, their duration, intensity, pain, time of menopause),
pregnancy and childbirth, their course, abortion and their complications, mis-
carriages are turned out.

Obstetrical (gynecological) history contains questions for female
patients — pregnancy and their course, delivery, abortions and their com-
plications, transferred gynecologic diseases, health of the husband.

Hereditary history. Health of the parents, sisters or brothers is often
informative. If they died, you should find out at what age and from what dis-
ease it happened. Did the parents or other relatives suffer from the same dis-
ease as the patient? By comparing the pathology of the patient with diseases
of his/her relatives, the physician can make a conclusion on the role of the
hereditary factors in the development or the origin of the disease.

Bad habits. This section of the history is also desirable to collect
without witnesses in view of the delicacy of the questions. Information
about smoking — how long and what smokes, the number of cigarettes
smoked or cigarettes per day. Consumption of alcohol drinks (from what
age, what, how often and in what quantity?); narcotic drugs (morphine,
opium, cocaine, codeine, etc.), sleeping pills and sedatives, strong tea and
coffee.

Pharmacologic history — questions about regular and short-term taking
medications (including those prescribed by doctors, and others obtained over-
the-counter or alternative medicine), and adverse effects of medications.

Allergy anamnesis is very important. Some patients (and even
healthy people) often develop a pathologically heightened (or an in-
verted) response of the immune system (allergy), and this factor is essen-
tial in the pathogenesis of certain diseases of internal organs. It is neces-
sary therefore to collect an allergy anamnesis, that is determined whether
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the patient or his/her relatives had allergic reactions to various foods, be-
cause strawberry, eggs, canned crabs, and other foods may frequently act
as an allergen as well as some medicinal preparations, perfumes, and
pollen. Allergic reactions are quite varied: from vasomotor rhinitis, nettle
rash or Quincke's edema to an anaphylactic shock.

Epidemiological anamnesis has a special value to diagnosis of the in-

fectious diseases and includes such parts as:

business trips and tours in districts, unsuccessful in the attitude of
any infection contamination;

place of employment, occupation (profession of the patient) (the
milk-maid, the worker of a meat-packing plant, veterinary workers);
contact with infectious patients (AIDS; malaria, typhus, acute fever,
diarrhea, etc.);

intake of not fresh and poor quality foodstuff, raw water from reser-
VOIrs;

beginning of similar diseases simultaneously among surrounding
people;

past contagious diseases and vaccinations.

Expert-labour anamnesis includes questions about:

temporary disability for work are estimated on a number of cases of
illness and days of disability (duration of a sick-list) within the last
12 months;

permanent disability for work are estimated on presence of disability
group, its causes and duration of it;

professional labour activity — whom and where the patient worked,
the experience of work in the basic profession;

character of labour conditions — a degree of a psychological strain
and heaviness of a physical stress, a regimen of work, working
shifts, etc.;

sanitary-and-hygienic working conditions — temperature, humidity,
(a dust content, a gassed condition, vibration, hum, illuminating in-
tensity, presence of toxicants, radiations and other industrial hazards,
etc.

Risk factor is a characteristic, condition, or behaviour that increases the

likelihood of getting a disease or injury. Risk factors can be:

behavioural — nutritional choices, physical inactivity, not having cer-
tain vaccinations, unprotected sex, etc.;

physiological — overweight, high blood pressure, high blood cholester-
ol, high blood glucose etc.;

demographic — age, gender, population subgroups, such as occupation,
religion, or income;

environmental — access to clean water and sanitation, risks in the
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workplace, air pollution, social settings;

e genetic — risk factors are based on an individual’s genes for some dis-
eases, such as cystic fibrosis and muscular dystrophy, come entirely
from an individual’s ‘genetic make-up’. Many other diseases, such as
asthma or diabetes, reflect the interaction between the genes of the in-
dividual and environmental factors. Other diseases, like sickle cell
anaemia, are more prevalent in certain population subgroups.

1.4. Primary diagnostic hypothesis (initial diagnosis)

This is a first diagnostic stage that distinguishes cardinal symptoms of
the disease revealed by means of the inquiry of the patient. According to
complaints and anamnesis data of the patient, the conclusion of probable cha-
racter of pathological process and localization of the affected organ (or the
affected system are substantiated.

You may then focus your exam on the search for physical signs that
would lend support to your diagnostic hypothesis and help direct you in the
rational use of adjuvant testing.

1.5. The key points for the theme “Subjective Examination (Inquiry)
and its Role in making the Diagnosis”

Propedeutics of internal diseases includes the techniques of the exami-
nation of a healthy man and a patient with the internal organs pathology;
symptoms, signs and syndromes of the most widespread internal organs dis-
eases; techniques of diagnosis, and writing a case history.

Clinical examinations includes three main stages - subjective, objec-
tive and laboratory-instrumental examination. Common scheme of a case his-
tory corresponds to the general plan of the clinical examination.

Clinical examination of a patient requires adherence to the basic prin-
ciples of medical ethics.

Diagnosis in medicine is the determination of the nature of a disease.
Clinical diagnosis combines taking the patient's anamnesis, physical exami-
nation, and laboratory-instrumental examinations.

Subjective examination (interview, or inquiry, taking anamnesis) in-
cludes present complaints, status functionalis (or review of systems, general
anamnesis, anamnesis communis), history of present illness (anamnesis mor-
bi), past history (anamnesis vitae, past life history).

Present complaints is the inquiry of a patient about his/her complaints,
sensations and experiences at present.

Status functionalis (review of systems, or general anamnesis) is the in-
quiry about a general state of the patient, and about functioning major organs
and systems of the body at present and in the time immediately previous to
the disease.

Anamnesis morbi (or history of the present disease) is the inquiry about
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the present disease, about its beginning and the subsequent course to the
present day, i.e. day of the patient’s examination.

Anamnesis vitae (past life history) is the inquiry about the previous life
of the patient from a medical point of view: conditions in which the patient
lived and developed, medical anamnesis (past diseases, surgery operations,
allergy reactions, etc.), hereditary history, bad habits.

Primary diagnostic hypothesis (initial diagnosis) is a first diagnostic
stage that distinguishes cardinal symptoms of the disease revealed by means
of the inquiry of the patient.

1.6. Assessment tests on the theme "Subjective Examination (In-
quiry) and its Role in making the Diagnosis"*

Choose the correct answers on the following tests:
. Subjects of propedeutics of internal diseases are:
. diagnosis of internal diseases;
. taking anamnesis;
. symptoms of internal diseases;
. proper physical examination of a patient;
. treatment of internal diseases.

O wWDNEFPEF

. General plan of inquiry includes the following parts:
. present complaints;

. general anamnesis;

. history of present illness;

. ahamnesis vitae;

. Status praesens.

OGP WDNEDN

. Basic parts of the clinical examination of patients:
. Subjective examination;

. objective examination;

. laboratory-instrumental examination;

. Inspection;

. auscultation.

O WDNEFEW

. Subjective examination of a patient includes the following parts:
. present complaints;

. anamnesis communis;

. anamnesis morbi;

. ahamnesis vitae;

. general inspection;

. local inspection.

. Subjective symptoms are:

ook, wWNE D
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. perceptible just to the patient;

. perceptible to others than the patient;

. signs of the disease revealed by a physician;
. data of laboratory tests;

. data of general and local inspection.

Ok wNE

. Objective symptoms are:
. pain;

. vertigo;

. hausea;

. jaundice;

. edema.

O wWNEO®

7. Objective symptoms are:

1. perceptible to others than the patient;

2 perceptible just to the patient;

3. signs of the disease experienced by a patient;
4. data of instrumental tests;

5. data of anamnesis morbi.

. Objective symptoms are:
. pallor;

. rapid pulse;

. headache;

. itching;

. pain.

Ok WDNEFE O

9. Taking general anamnesis includes the following parts of interroga-
tion:

1. general state of the patient;

2. state of respiratory, cardiovascular, digestive, urinary and nervous systems;
3. anamnesis morbi;

4. anamnesis vitae;

5. status praesens.

10. Taking anamnesis morbi includes the following questions about:

1. time of the disease onset;

2. first symptoms and course of the disease;

3. general state of the patient;

4. past diseases;

5. bad habits.

11. The case report section that contains the information about the
passed infectious diseases:
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1. anamnesis vitae;

2. passport data;

3. main complaints and its detailing;
4. anamnesis communis;

5. anamnesis morbi.

12. Taking anamnesis vitae includes the following parts:
1. general biographical data;

2. labour conditions and industrial hazards;

3. social history;

4. allergy anamnesis;

5. hereditary anamnesis;

6. transfusiology anamnesis.

13. Social history includes the information about:

1. housing and living conditions of the patient;

2. occupational and recreational aspects of the patient's personal life;
3. hereditary diseases in relatives of the patient;

4. passed infectious diseases;

5. bad habits.

14. Infectious-epidemiological anamnesis includes the information about:
1. passed infectious diseases;

2. contact with infectious patients;

3. possibility of infection by a contact with a sick animal;

4. visits to epidemiologically dangerous regions;

5. passed vaccination;

6. housing and living conditions of the patient.

15. Most important bad habits in taking anamnesis vitae:
1. alcohol intake;

2. tobacco smoking;

3. hypodynamy;

4. overeating;

5. fidgeting;

6. gossips.

16. Objective examination consists of the following parts:
1. physical examination;

2. laboratory and instrumental examination;

3. main complaints and its detailing;

4. anamnesis communis;

5. anamnesis morbi.
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17. Physical examination includes:

1. general inspection (survey);

2. assessment of general state of patient;)

3. special (local) inspection;

4. palpation, percussion and auscultation of respiratory, cardiovascular, di-
gestive, and urinary systems;

5. X-ray and laboratory tests.

18. Medical deontology includes the problems of:

1. medical worker’s responsibility for the life and health of the patient;
2. medical confidentiality;

3. relationships of medical workers to each other;

4. diagnosis of diseases;

5. treatment of patients.

19. Allergy anamnesis includes:

1. past allergy diseases;

2. past allergy reactions to food, medications, pollens, dusts, cosmetics, etc.;
3. familial predisposition for allergy reactions;

4. skin rash and itching;

5. passed infectious diseases.

20. Transfusiology anamnesis includes:

1. past transfusions of blood and blood substitutes;

2. adverse reactions after blood and blood substitutes transfusions;
3. past allergy diseases;

4. hereditary diseases in relatives of the patient;

5. past infectious diseases;

6. past surgery operations.

21. Medical diary contains:
1. new symptoms;

2. body temperature;

3. pulse rate;

4. blood pressure;

5. diuresis.

22. Medical diary of a patient in a serious state should be recorded:
1. once a day;

2. once a week;

3. regularly in two days;

4. two times a day;
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5. every 2-4 hours.

23. Epicrisis of the case history includes:

1. basic complaints of the patient;

2. basic objective data;

3. course of the disease;

4. summary of the laboratory study and passed treatment;

5. recommendations for further rehabilitation after a discharge from the hos-
pital.

24. Clinical diagnosis is supported by:

1. objective data of examination exclusively;

2. subjective dataexclusively;

3. laboratory and instrumental dataexclusively;

4. passed diseases;

5. subjective, objective and laboratory-instrumental data of examination.

CHAPTER 2. Objective Examination of a Patient.
General Inspection (Survey)

Objectives: to enable students to learn —

1) Subject and purposesof the objective examination of a patient;

2) Purposes and rules ofa general survey (general inspection), andinter-
pretation of results;

3) Assessment of a consciousness state of the patient;

4) Evaluation and clinical significance of the patient's body-build
(constitution) type;

5) Technique of evaluation and diagnostic value of the skin and the visi-
ble mucous membranes;

6) Rules and diagnostic value of the muscles, bones and jointsexamina-
tion;

7) Rules and diagnostic value of thermometry;

8) Assessment of a general state of the patient.

2.1. Objective examination

Another stage of examination is anobjective examination of the pa-
tient's condition at the present time (status praesens).

Objective examinationincludes two stages:

(1) physical examination includes a general and a local survey (in-
spection), palpation, percussion, and auscultation;

(2) additional methods of an objective examination include variable
measuring (anthropometry, blood pressure, and others), laboratory (clinical,
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biochemical, histological, microbiological, immunological, etc.), and instru-
mental (endoscopy, X-ray, radiology, ultrasound, functional and others) stu-
dies.

Objective examination reveals changes in the patient's body and devia-
tions froma normal structure and a function of various organs that could not
be sensed by the patient himself /herself.

Physical examination is the process of evaluating objective anatomic
findings through the use of observation, palpation, percussion, and ausculta-
tion. The information obtained must be fully integrated with the patient's his-
tory and pathophysiology. Moreover, it is a unique situation in which both a
patient and a physician understand that the interaction is intended to be diag-
nostic and therapeutic. The physical examination, thoughtfully performed,
should yield 20% of the data necessary for the patient’s diagnosis and man-
agement.

2.2. Approach to a general survey

Technique of a general survey (general inspection).

The inspection often precedes taking anamnesis, and begins with the
first sight of the doctor on the patient. The examination data, combined with
the questioning data, make it possible to construct a sufficiently substan-
tiated diagnostic hypothesis.

The examination of the patient is the simplest and most natural me-
thod of the research. To obtain reliable results, it requires compliance with
certain rules: lighting, in which the inspection is performed, inspection
technique, inspection plan.

General inspection must be carried out with scattered daylight or
white artificial light. Lighting can be direct or lateral. The patient should be
wholly or sometimes partially exposed.

Inspectioncan be divided into ageneral surveyto start the study, and
alocal surveyof the parts of the body, organs and systems (chest, heart area
and large blood vessels, abdomen, and others).

Assessment of consciousness (mental state) is the first part of gen-
eral survey of the patient, and begins as rule simultaneously with the pa-
tient's inquiry (Table 2-1).As a result of the general survey, the general
condition of the patient is determined by a number of signs: state of con-
sciousness, position in bed, constitutional type and nutritional status of
the patient, posture, gait, habitus. General survey includes necessarily
the examination (inspection and palpation) of thyroid gland and lymphat-
ic nodes, and taking body temperature. In addition, its assessment takes
into account the functional indexes of the cardiovascular system, respira-
tory and other systems, as well as the results of laboratory and instru-
mental methods of examination.
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Table 2-1. General survey plan

General survey includes assessment of:

(1) Consciousness (mental state);

(2) Posture (position) of the patient;

(3) Habitus, including body-build (constitution) type, height, and body
weight, facial appearance;

(4) Skin and mucosa examination;

(5) Lymph nodes examination;

(6) Thyroid gland examination;

(7) Musculoskeletal system examination;

(8) Body temperature;

(9) General condition of the patient.

2.3. Consciousness (mental state) assessment
Assessment of consciousness (mental state) begins simultaneously

with the patient's inquiry. Use the following headings:
e Appearance and behavior of the patient;

Speech;

Mood;

Thought content;

Abnormal beliefs;

Abnormal experiences;

Cognitive state;

Intelligence;

Insight and rapport;

Specific tests of cerebral function.

State of consciousness (mental state)is evaluated on the following
levels:

Alertnessis characterized by the state of wakefulness and awareness
in which a patient correctly orients in environment, time and his/her own
personality, or by normal sleep from which he/she can be light awake.

Lethargy includes a severe drowsiness in which the patient can be
aroused by moderate stimuli and then drift back to sleep.

Obtundation is a state of stun, when the patient is poorly oriented in
the environment and sluggish, and not quite clearly with a great difficulty
answers the questions.

Stuporis a non-responsive state, from which the patient may be de-
rived only a loud shout or mechanical stimulus, but then returns to his/her
previous state.

Comais characterized by a complete loss of consciousness, lack of
reflexes, possibly involuntary urination and defecation. Only the functions
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of breathing and blood circulation are preserved. Coma occurs in diabetes
(diabetic comas), renal failure (uremic coma), liver encephalopathy (hepatic
coma), respiratory failure (hypoxic coma), cerebrovascular disorders (cere-
bral coma).

Normally, a person has a state of alertness (clear consciousness).

The Glasgow Coma Scale or GCSis aneurologic scale that aims to
give a reliable, objective way of recording the conscious state of a person for
initial as well as subsequent assessment(Table 2-2) (Teasdale G, Jennett B.,
1974). A patient is assessed against the criteria of the scale, and the resulting
points give a patient score between 3 (indicating deep unconsciousness) and
either 14 (original scale) or 15 (the more widely used modified or revised
scale). GCS was initially used to assess a level of consciousness after head
injury, and the scale is now used to all acute medical and trauma patients. In
hospitals it is also used in monitoring chronic patients inan intensive care.

The GCS measures the following function:eye opening, verbal re-
sponse, and motor response.

Glasgow Coma Scale classifies a brain injury as:

. Severe, with GCS < 8-9 points

. Moderate, GCS - 9-12 points

. Minor, GCS = 13 points.

Table 2-2.Glasgow Coma Scale

Eye Opening (E) Verbal Response (V) MotorResponse (M)
4 = spontaneous 5 = orientated 6 = obeys a command
3 =to sound 4 = confused 5 = localizing
2 = to pressure 3 = words, but not cohe- | 4 = normal flexion
1 =none rent 3 = abnormal flexion
NT = not testable 2 =sounds, but no 2 = extension

words 1 =none

1 =none NT = not testable

NT = not testable

Total=E+V+M

Agitated mental disordersmay also developcommonly in diffuse
brain lesions, for example, against the background of intoxication (alco-
hol, lobar pneumonia, etc.). They are characterized by pathological excita-
tion of the central nervous system, delirium and hallucinations. Hallucina-
tions are false, inadequate perception of reality by the senses. Patients see,
hear, feel what is not real. There are visual, auditory and tactile hallucina-
tions. Delirium is hallucinatory confusion with a predominance of true
visual hallucinations and illusions, imaginative delusion.
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2.4. Assessment of the patient's position (posture)

A patient's position may be active, passive and forced.

Normally, a person has an active position - the most natural under
these conditions, easily changed depending on the desire. In most cases, the
patient's position also remains active. If it is impossible to get out of bed, the
situation is assessed as active in bed when the patient could change it.

In the passive position, a patient cannot spontaneously change it be-
cause of the severity of the condition (with loss of consciousness, tetrapare-
sis, fracture of the spine).

Forced position is a certain position that takes the patient to facilitate
his state of health. Forced position of the patient may be vertical (sitting,
standing) and horizontal (recumbent, lying down)(Fig.2-1).

3) (4)
Fig. 2-1. Variants of forced position:
1) the orthopnea with support on hands in attack of bronchial asthma;
2) the orthopnea with freely hands in the left ventricle heart failure;
3) the position leaning forward to the affected side of the chest and press-
ing hands to the sore place in dry pleurisy;
4) the lateral recumbent position with bent knees in the stomach peptic
ulcer.
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A forced sitting position (orthopnea) occurs when patients have dysp-
nea in case of the heart failure and the acute lung diseases (bronchial asthma
attack, pneumothorax). The patient in dry pleurisy takes the forced sitting po-
sition leaning to the affected side of the chest and pressing his/her hand to the
sore place is typical. A lying (recumbent) forced position can be on the back,
on the stomach, on one or another side. Forced position on the back is ob-
served in the onset of severe abdominal pain (in appendicitis, peritonitis). A
position lying on one side (lateral recumbent position) with bent knees is a
characteristic in the peptic ulcer of stomach ulcer with a pain syndrome. A
forced position on the abdomen is observed in the diaphragmatic pleurisy, tu-
berculosis of the spine, solaritis (inflammation of the solar plexus). A posi-
tion on the affected side of the chest is most often in patients with lobar
pneumonia, pleurisy, suppurative process in the lungs.

The patient stops and freezes with a painful attack of angina pectoris (a
“symptom of the shop-window”) stopping physical activity.

2.5. Habitus

The concept of habitus (general