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PREFACE TO THE FIRST EDITION

This manual is an attempt to provide an answer
to the vexed question 'How shall I examine this case
and come to a diagnosis?. This is a question which
confronts each and every clinician. Without doubt
methods of history-taking and examination are different
in various types of surgical diseases e.g. a swelling in
the neck, pain in a particular region of the abdomen, an
ulcer in the leg etc. Yet in the first chapter 1 have tried
to formulate a general scheme of case-taking, so that the
students can chalk out a common system of history-
taking and physical examinations in all surgical cases. 1
think, this will be of great help to the students to build
up a routine, which should be followed all throughout
their careers. In subsequent chapters emphasis has been
laid on the particular points of history-taking and special
methods of physical examinations which are relevant to
those diseases.

Each chapter begins with history-taking — the
interrogations to be made to the patient, followed by the
methods of physical examinations and special
investigations which will be necessary for that particular
case. While describing the methods of examinations I
have not only mentioned 'what to do' but also have indicated 'how to do' aided by suitable illustrations.
Emphasis has been laid on special investigations. The introduction of ever increasing sophisticated
investigations over and above the basic techniques of history-taking and physical examination has helped
the clinician to diagnose the cases more accurately. Ultimate aim of such a book is to teach how to arrive
at a correct diagnosis and scope of special investigations in this regard cannot be underestimated. A
number of illustrations have been used in this section to help the students in understanding particular
investigations.

A reasoned explanation based on Anatomy, Physiology and Pathology has been included whenever
necessary to explain most of the symptoms and signs. Diagnostic and prognostic significances have been
discussed along with history-taking, various physical examinations and special investigations.

A list of differential diagnosis has been incorporated at the end of each chapter. This I think is very
imporant and very helpful to the students. This, I hope will make this book a complete one in its own
field. Yet I have always tried to make this book handy. For this I have taken the advantage of photosetting
which has accommodated much more matter in a single page. This book is in fact double the volume of
its predecessor yet it looks so slim and handy. Coloured illustrations have been introduced to demonstrate
in more details and more distinctly the figures of a few surgical conditions. I received request for this from
various corners in the last few years.

I am grateful to my colleagues and many patients who voluntarily submitted themselves to the
trouble of being photographed. I owe a deep debt of gratitude to the great mass of students from this
country and abroad who have written to me and made me feel their difficulties in understanding this
subject. If this book helps them in learning the ways of approach to Clinical Surgery, it will achieve its
purpose.

13, Old Mayors’ Court, S. DAS.

Kolkata — 700 005.
March, 1986.



PREFACE TO THE NINTH EDITION

This book has maintained its legendary popularity and this has definitely encouraged me to
bring out this ninth edition.

In planning this edition, a firm commitment has been made in assuring a thorough and
complete text. The art and science of surgery have progressed considerably in recent times and
every effort has been made to keep pace with the advancement in Clinical Surgery. In the last
few years lot of improvements have been noticed in the techniques of investigation. Although the
latest techniques of investigations are described in this edition, yet this book is based on the
belief that sound surgical practice primarily depends on the skill and knowledge of the surgeon
and secondarily on the strength of the special investigations. Emphasis continues to be placed on
the importance of clinical observations and the need to elicit accurate physical signs to make a
perfect diagnosis. Hence the belief that the newer, non-invasive methods are more reliable, often
causes delay in the diagnosis besides increasing the costs unnecessarily. So indiscriminate use of
these investigations must be avoided and more reliance should be laid on clinical diagnosis as far
as practicable. Almost all the chapters have been thoroughly revised and updated.

Launching of subsequent editions of a warmly received text is in some respects more of a
challenge and I am fully aware of it. To what extent this goal has been met, only readers and
time will tell. But at least I can assure that an ardent attempt was made.

This book was originally brought out to guide the new entrants to the Surgical ward to
answer the vexed question 'How to examine this case and come to a diagnosis?’. This original
theme of the book has been maintained and adequate emphasis has been laid not only on 'what
to do' but also on 'how to do' the various examinations to arrive at the provisional clinical
diagnosis. More methods of examinations have been included in this edition with more illustrations
to make the subject more understandable.

This manual has so far enjoyed zenith of popularity in Indian subcontinent and even abroad.
For this I thank all the teachers who have so much recommended this book to their students and
have confidently thought it to be helpful to their students in learning 'Clinical Methods in Surgery'.
I am grateful to my colleagues and patients who voluntarily submitted themselves to the trouble
of being photographed. I owe a deep debt of gratitude to the great mass of students of this
country and abroad who have written to me and made me feel their difficulties in understanding
this subject. This has helped me a lot to write this treatise in more understandable way. I assume
that this book will be more helpful to them in learning 'Clinical Surgery'.

13, Old Mayors’ Court, S DAS .

Kolkata - 700005,
August, 2011.
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BY THE SAME AUTHOR

1. APRACTICAL GUIDE TO OPERATIVE SURGERY
(WITH CHAPTERS ON SUTURE MATERIALS, INSTRUMENTS AND SPLINTS)

This comprehensive book on Operative Surgery is mainly intended for the undergraduate appearing
for final MBBS examination, though it is also considered to help the postgraduate students in learning
the basics of Operative Surgery. It is the highest selling Operative
A Surgery surpassing the Western books on the same subject in Indian

'PRACTICAISGUIDERLO] subcontinent.
It is also one of the rare collections of Indian Publications
mmi. which received rave reviews from the International Journals of
repute.
"Single author volumes that take in the whole of Operative

WITH CHAPTERS ON INSTRUMENTS. SMANTS AND BANDAGHS

Surgery are now uncommon. This book, written by a Fellow of our
College, is a comprehensive text which covers all commonly performed
5th operations. It starts with a chapter on anaesthesia and ends with
_ chapters on instruments, splints and bandaging. The first edition
QoSXuQ had wide sale in India and there is little doubt that this new edition
will be as popular as its predecessor. The author is to be
AM:“‘;’Q;’ZN‘IV: A congratulated." — THE ANNALS OF THE ROYAL COLLEGE OF
PRl SURGEONS OF ENGLAND.
"This second edition of this book appears only two years after
the first............ In 550 pages it covers the whole of Surgery including Orthopaedics, Thoracic and Neurosurgery.

There is even a section of Instruments and Bandaging; presumably this latter reflects the examination
requirements in India............. It is a useful revision volume for examinations.” — THE BRITISH JOURNAL
OF SURGERY.

2. UNDERGRADUATE FRACTURES AND ORTHOPAEDICS

This textbook lias been designed to cater the needs of the

UNDERGRADUATE undergraduate students appearing for final MBBS examination. This
FRACTURES book may help the postgraduate to form the basis of fractures and
& orthopaedics. This is a concise, comprehensive and exam-oriented

book. This book is a complete one and includes everything which an
ORTHOP AEDICS undergraduate  should know before appearing for final MBBS
examination. The author has written this book in his own typical style
which has made him popular for the other 4 titles. This book is
particularly required for answering MCQs for IY1D/MS entrance
examinations.

Finst S. Das

c£diUo*P M B B S (Cat). F RC-S (Eng. A Edwv)

3. A CONCISE TEXTBOOK OF SURGERY

This textbook is a Complete, Comprehensive and Exam-oriented one
which is gradually becoming indispensable to the aspiring students,

This book is gaining popularity very fast and is now recommended in major teaching institutions of India,
"It is a pleasure for me to write about ‘A Concise Textbook of Surgery! and 'A Textbook on Surgical
Short Cases', author being Dr. S. Das. 1 have gone through the books written by Dr. S. Das and found



it very helpful guide for the undergraduate students. As a teacher in Surgical faculty I always recommend
these books to the students. 'A Manual on Clinical Surgery' is the bible for medical students."—
Professor D. K. Chakraborty, Prof. & Head of the Department of Surgery, R. G. Kar Medical College
& Hospital, Kolkata.

"This is to certify that 'A Concise Textbook of Surgery' written by
Dr. S. Das, son of eminent Professor Late Dr K. P. Das, is an excellent
textbook not only for the undergraduate but also for the Postgraduate
Trainees and Surgeons in practice and I think this book will earn a
good name in the market" — Dr. S. K. Bhattacharya, Prof. & Head
of the Department of Surgery, Medical College, Kolkata.

"Respected Sir, I would like to express my heart felt gratitude for
providing the medical community with such indispensable, exam-oriented
and students-friendly book — 'A Concise Textbook of Surgery!. Specially
I would like to mention that plain black and white photos make the
book extremely readable (unlike foreign books which have a spectrum
of colours and the pages are annoyingly glossy)."— Amaresh Kumar,
Dr. Sampurnanand Medical College, Jodhpur, Rajasthan.

"Respected Sir, 1 was looking at Calcutta University questions. 1 found that a few answers are not
given even in Bailey & Love, whereas these were given in your first edition textbook which is lying
in our library. 1 am a 4th year student of Calcutta Medical College." — Kaji W asim Haroon, 9
Munsimondal Road, P.O. Titagarh, Dist. 24 Pgs. (N).

"Respected Sir, I am a student of G. S. Medical College, Mumbeai attached to K. E. M. Hospital.
I saw your latest book 'A Concise Textbook of Surgery' and was really impressed by your presentation
and immediately bought the book. After 3 days of reading 1 bought your Operative Surgery and Surgical
Short Cases. The topics which are discussed excellently in your textbook are — Gallbladder; Pancreas;
Urogenital System and many more."— K. S. Lalit Kumar, 40-B-408, Manish Nagar, ]. P. Road, Andheri
(W), Mumbai - 58.

4. A TEXTBOOK ON SURGICAL SHORT CASES

This book is mainly intended to provide a comprehensive knowledge regarding Surgical Short
Cases, which the students will face in practical part of final MBBS examination. All possible short cases
in Surgery with explanations based on Embryology, Anatomy, Physiology
and Pathology have been described in this treatise. A TEXTBOOK. ON

"Respected Sir, It is my glaring tribute to you for your 'A Textbook EENEF:IeICer: VAT :L0) &M o) LY K]
on Surgical Short Cases'. It is an excellent book."— Dr. R. K. Dhiraj,

MBBS, Sri Mangalam Mariathurathu, Kottayam - 27, Kerala.

"Respected Sir, I have gone through your book 'A Textbook On
Surgical Short Cases'. I can only say that it is really superb, most
useful both for undergraduate and postgraduate students and even
practising surgeons. You have covered everything in nutshell."— Dr.

Y. H. Sankanal, M-I 1/300 K. H. B. Colony, Cantonment, Bellery - 583
104, Karnataka.

"Respected Sir, We are final year students at Osmania Medical
College, Hyderabad. We have found all your books namely Clinical
Surgery, Operative Surgery and Surgical Short Cases to be very useful
(before publication of 'A Concise Textbook of Surgery'). Words cannot
mention the amount of respect and gratitude we have for you Sir for presenting a vast and difficult
subject like Surgery in such a beautiful and lucid manner. We shall always be thankful to you Sir."—
Dipak Gowel & Karthik Kumar, 22-6-187, Pathergatti, Hyderabad - 500 002.
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GENERAL SCHEME
OF CASE-TAKING

In this chapter it will be narrated in brief, how to follow a patient from his arrival at the
hospital or clinic upto his normal condition, ie. after he has come round. It is a general scheme
and applied to all patients whoever come to the surgeon. The student should learn this scheme
and make it a reflex, so that he can apply this scheme to all his patients. Ultimately, this will
become a habit in his professional career.

This general scheme includes — (1) History taking; (2) Physical examination; (3) Special
investigation; (4) Clinical Diagnosis;(5) Treatment — both medical and surgical; (6) Progress
during postoperative period; (7) Follow-Up; (8) Termination.

In the clinic, it is a good practice to start examining the patient when he walks into the
room rather than to meet him undressed on a coach in a cubicle. It is helpful if the person,
who accompanied the patient, remains by the side of the patient in the early part of the history-
taking. He can provide valuable information about the type of injury the patient might have
sustained, some details of the complaints or about changes in health or behaviour of the patient
in the recent past.

HISTORY-TAKING

1. Particulars of the patient.— Before interrogating about the complaints of the patient,
it is a good practice to know the patient first. That means the following headings should be
noted in the history-sheet :

NAME.— It is very important to know the patient by name. The patients like to be asked
by name, as for example, 'Mr. Sirkar, how long are you having this problem?' This will not
only help to elicit the history properly, but also it will be of psychological benefit to the patient
just before the operation and in postoperative period. The patient is assured that you know
him by name.

AGE.— Congenital anomalies mostly present since birth, e.g. cystic hygroma, cleft lip, cleft
palate, sacro-coccygeal teratoma, phimosis etc. But a few congenital anomalies present later in
life, such as persistent urachus, branchial cyst, branchial fistula etc. Certain diseases are peculiar
to a particular age. Acute arthritis, acute osteomyelitis, Wilms' tumour of the kidney are found
mostly in infants. Sarcomas affect teenagers. Appendicitis is commonly seen in girls between
14 to 25 years of age. Though carcinomas affect mostly those who have passed 40 years of age,
yet it must be remembered that they should not be excluded by age alone. Osteoarthritis and
benign hypertrophy of the prostate are diseases of old age.

SEX.— It goes without saying that the diseases, which affect the sexual organs, will be
peculiar to the sex concerned. Besides these, certain other diseases are predominantly seen in a
particular sex, such as diseases of the thyroid, visceroptosis, movable kidney, cystitis are
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commoner in females, whereas carcinomas of the stomach, lungs, kidneys are commoner in males.
Haemophilia affects males only, although the disease is transmitted through the females.

RELIGION.— Carcinoma of penis is hardly seen in Jews and Muslims owing to their religious
custom of compulsory circumcision in infancy. For the same reason, phimosis, subprepucial
infection etc. are not at all seen in them. On the other hand, intussusception is sometimes seen
after the month-long fast (Ramjan) in Muslims.

SOCIAL STATUS.— Certain diseases are more often seen in individuals of high social status
e.g. acute appendicitis; whereas a few diseases are more often seen in individuals of low social
status e.g. tuberculosis due to malnourishment and poor living conditions.

OCCUPATION.— Some diseases have shown their peculiar predilection towards certain
occupations. As for example, varicose veins are commonly seen among bus conductors. Workers
in aniline dye factories are more prone to urinary bladder neoplasms than others. Carcinoma
of the scrotum is more commonly seen among chimney sweepers and in those, who work in
tar and shale oil. Injury to the medial semilunar cartilage of the knee is common among
footballers and miners. Enlargement of certain bursae may occur from repeated friction of the
skin over the bursae, e.g. student's elbow, house-maid's knee etc. Strain to the extensor origin
from the lateral epicondyle of the humerus is commonly seen among tennis players and is
known as 'tennis elbow' .

RESIDENCE.— A few surgical diseases have got geographical

distribution. Filariasis is common in Orissa, whereas leprosy in
Bankura district of West Bengal. Gallbladder diseases are
commoner in West Bengal and Bangladesh. Peptic ulcer is more
commonly seen in northwestern part and southern parts of India
as they are habituated to take more spicy foods. Bilharziasis is
common in Egypt, sleeping sickness in Africa and hydatid disease
in sheep-rearing districts of Australia, Greece, Turkey, Iran, Iraq,
UK. etc. Tropical diseases, such as amoebiasis, are obviously
common in tropical countries. 'Kangri' cancer (Fig. 1.1) is peculiar
among the Kashmiri on their abdomen due to their habit of
carrying the 'Kangri' (an earthenware filled with burning charcoal
to keep themselves warm).

In this column, the students must not forget to write the

full postal address of the patient for future correspondence. Fig.1.1.— A kangri cancer on

2. Chief Complaints.— The complaints of the patient are the abdomen of a Kashmiri.
recorded under this heading in a chronological order of their
appearance. The patient is asked, 'What are your complaints?’ A few dull patients do not really
understand what do you want to know and may start irrelevant talks. In that case, he should
be asked, 'What brings you here?. You should also know the duration of these complaints. For
this, ask the patient, "How long have you been suffering from each of these complaints?" These
should be recorded in a chronological order. As for example, in case of a sinus in the neck, the
complaints may be put down in the following way :

(@) Swelling in the neck — 1 year.

(b) Fever (mostly in the evening) — 10 months.

(c) Slight pain in the swelling — 6 months.

(d) Sinus in the neck — 1 month.

If a few complaints start simultaneously, list them in order of severity.
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The students should make it very clear that the patient was free from any complaint before
the period mentioned by the patient. For this, the student should ask the patient with sinus in
the neck, "Were you perfectly well before the appearance of swelling in the neck?" This is very
important, as very often the patients may not mention some of his previous complaints as he
considers them insignificant or unrelated to his present trouble. But, on the contrary, this may
give a very important clue to arrive at a diagnosis. As for example, a patient with rigidity and
tenderness in right hypochondriac region of the abdomen may not have told you of his 'hunger
pains' a few months back. But this simple hint at once tells you that this is a case of peptic
perforation.

3. History of Present Illness.— This history commences from the beginning of the first
symptom and extends to the time of examination. This includes (i) the mode of onset of the
symptoms — whether sudden or gradual, as well as the cause of onset, if at all present; (ii) the
progress of the disease with evolution of symptoms in the exact order of their occurrence; and
lastly (iii) the treatment which the patient might have received - the mode of treatment and the
doctor, who has treated. To know the mode of onset, the patient is asked, "How did the trouble
start?" To know the progress of the disease, the patient is asked, "What is the next thing that
happened?" or any such relevant question as the type of case may necessitate. This should be
recorded in the patient's own language and not in scientific terms. The patient should be allowed
to describe his own story of symptoms. They know more about their complaints than the doctors.
But if they wander too far from the point, they should be put such questions as to bring them
back into the matter. Never ask the question —"What are you suffering from?" The patient will
obviously tell you his or another doctor's diagnosis, which you do not want to know. 'Leading
questions' should not be put to the patients. By this, it is meant that questions, which yield
only one answer, should not be asked. As for example, if the patient is asked like this —
"Doesn't the pain move to the inferior angle of the right scapula?" Obviously a well-behaved
patient will answer "Yes" to please you. So the question should be such that it leaves the
patient with a free choice of answer. As for example, the question should be, "Does the pain
ever move?" If the patient says, "Yes", you should ask, "Where does it go?" So the questions
should not necessarily be 'leading', but to help the patient to narrate the different aspects of
his symptoms to arrive at a definite diagnosis.

Sometimes mnegative answers are more valuable in arriving at a diagnosis and should never
be disregarded. As for example, in case of a sinus on the cheek, absence of the history of
watery discharge at the time of meals at once excludes the possibility of a parotid fistula.

4. Past History.— All the diseases suffered by the patient, previous to the present one,
should be noted and recorded in a chronological order. There should be mention of dates of
their occurrence and the duration. These diseases may not have any relation with the present
disease. Particular attention is paid to the diseases like diabetes, diphtheria, rheumatic fever,
bleeding tendencies, tuberculosis, syphilis, gonorrhoea, tropical diseases, asthma etc. Under this
heading, the students should not forget to mention any of the previous operations or accidents,
which the patient might have undergone or sustained. The dates and the types of operations
should be mentioned in a chronological order.

5. Drug history.— The patient should be asked about all the drugs he was on. Besides
the fact that this will help to give a clue to the present illness or in the subsequent treatment,
it has tremendous importance from anaesthetic point of view. Special enquiry should be made
about steroids, insulin, antihypertensives, diuretics, ergot derivatives, monoamine oxidase
inhibitors, hormone replacement therapy, contraceptive pills etc.
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6. History of allergy. This is very important and should not be missed under any
circumstances, while taking history of a patient. The patient should be asked whether he or she
is allergic to any medicine or diet. It should be noted with red type on the cover of the history
sheet. The students should make it a practice and they will definitely find that this valuable
practice will save many catastrophies.

7. Personal history.- Under this heading, the patient's habit of smoking (cigarettes, cigar
or pipe and the frequency), drinking of alcohol (quality and quantity), diet (regular or irregular,
vegetarian or non-vegetarian, takes spicy food or not etc) are noted. It is also enquired about
the marital status of the individual — whether married or single, a widow or a widower.

In women, the menstrual history must be- recorded perfectly — whether the patient is having
regular menstruation or not, the days of menstruation, whether any pain is associated with
menstruation or not and last date of menstruation. The number of pregnancies and miscarriages
are noted with their dates, — whether the deliveries were normal or not, whether the patient
had Caesarean section or not and if so, for what reason. The patient is also asked whether
there is any white discharge per vaginam or not.

8. Family history.— This is also important. Many diseases do recur in families.
Haemophilia, tuberculosis, diabetes, essential hypertension, peptic ulcer, majority of the cancers
particularly the breast cancer and certain other diseases like fissure-in-ano, piles etc. run in
families. So the students must not forget to enquire about other members of the family, such as
about the parents if they are still alive. How are they maintaining their healths? Did they suffer
from any major ailments? If they are dead, what were the causes of their deaths? You should
also enquire about the brothers, sisters and children of the patient.

9. History of immunization. Children should be asked whether they have been
immunised against diphtheria, tetanus, whooping cough, poliomyelitis, small pox, tuberculosis
etc.

PHYSICAL EXAMINATION

This includes General survey, Local examination and General examination.

A. GENERAL SURVEY.— Under this heading comes general assessment of illness, mental
state, intelligence, build, state of nutrition, the attitude, the decubitus (position in bed), colour
of the skin, skin eruptions if present and pulse, respiration and temperature.

Physical examination starts when the patient enters the clinic. It requires daylight and of
course a co-operative patient. In artificial light, one may miss the faint yellow tinge of slight
jaundice. For complete examination, the patient should be asked to take off all his clothes and
covered by only a dressing gown. For examining a female patient there must be an attendant
nurse.

GENERAL ASSESSMENT OF ILLNESS.— This is very important and should be assessed in
the first opportunity. In case of severely ill patients, one should cut down the wastage of time
to know other less important findings. The doctor should hasten into the treatment after rapidly
going through the local examination to come to a probable diagnosis and to find out those
signs which may help him to institute proper treatment.

MENTAL STATE and INTELLIGENCE.— In case of chronically ill patients, the doctor should
always assess the mental state and intelligence of the individual. An intelligent patient will
give a very good history on which the doctor can rely. On the other hand the doctor should
not rely wholly on the history from the patient with very low intelligence.



GENERAL SCHEME OF CASE-TAKING 5

Mental State ( Level of consciousness) is of particular importance in a head injury patient.
There are 5 stages of level of consciousness — (a) Fully conscious with perfect orientation of
time, space and person, (b) Fully conscious with lack of orientation of time and space, (c)
Semiconsciousness (drowsy) but can be awakened, (d) Unconscious (stupor), but responding to
painful stimuli, (e) Unconscious (coma) and not responding to painful stimuli. In all cases
clinician must be well aware of the mental state of his patient.

BUILD and STATE OF NUTRITION.— Besides the fact that a few endocrine abnormalities
become obvious from the build of the patient, a hint to clinical diagnosis may be achieved
from a look on the build of the patient. As for example, a cachectic patient suffering from an
abdominal discomfort with a lump, is probably suffering from carcinoma of some part of the
G.I tract.

ATTITUDE.— This is very important and gives valuable information to arrive at a diagnosis.
Patients with pain due to peritonitis lie still, whereas patients with colicky pain become restless
and toss on the bed. Meningitis of the neck will show neck retraction and rigidity. An old
patient after a fall, when lies helplessly with an everted leg, possibility of fracture of the neck
of the femur becomes obvious.

GAIT. — This means the way the patient walks. Abnormal gait occurs due to various reasons
— (a) Pain; (b) Bone and joint abnormalities; (c) Muscle and neurological diseases; (d) Structural
abnormalities and (e) Psychiatric diseases. 'Waddling gait' is typical in bilateral congenital
dislocation of hip and bilateral coxa vara. 'Trendelenburg gait' is typically seen in muscle
dystrophies, poliomyelitis, unilateral coxa vara, Perthes' disease and different arthritis of the
hip.

FACIES.— The face is the 'mirror of the mind' and the eyes are the 'windows of the mind'
Just looking at the face good clinician can assess the depth of the disease and effect of his
treatment. The general diagnostic importance of the facies is enormous. Typical 'Fades
hippocratica’ in  generalized  peritonitis, 'Risus  Sardonicus' in  tetanus, 'Mask face' in
Parkinsonism, 'Moon Face' in Cushing's syndrome and 'Adenoid facies' in hypertrophied
adenoids are very characteristic and once seen is difficult to forget.

DECUBITUS.— This means the position of the patient in bed. This is sometime informatory,
e.g. in cerebral irritation the patient lies curled upon his side away from light.

COLOUR OF THE SKIN.— So far as the colour of the skin is concerned, broadly the students
should try to find out the presence of pallor, cyanosis or jaundice.

PALLOR of the skin is seen in massive haemorrhage, shock and intense emotion. Anaemic
patients are also pale. One should look at the lower palpebral conjunctiva, mucous membrane
of the lips and cheeks, nail beds and palmar creases for pallor.

CYANOSIS ie. bluish or purplish tinge of the skin or mucous membrane which results from
the presence of excessive amount of reduced haemoglobin in the underlying blood vessels. It
may be either due to poor perfusion of these vessels (peripheral cyanosis) or due to reduction
in the oxygen saturation of arterial blood (central cyanosis). For cyanosis to be observed, there
must be a minimum of 5 g/dl of reduced haemoglobin in the blood perfusing the skin. So
cyanosis is not detectable in presence with severe anaemia. Peripheral cyanosis is due to
excessive reduction of oxyhaemoglobin in the capillaries when the blood flow is slowed down.
This may happen on exposure to cold (cold-induced vasoconstriction). It is also seen in patients
with reduced cardiac output when differential vasoconstriction diverts blood flow from the
skin to other more important organs e.g. the brain, the kidney etc. Peripheral cyanosis is looked
for in the nail bed, tip of the nose, skin of the palm and toes.
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Central cyanosis occurs from inadequate oxygenation of blood in the Ilungs. This may be
due to diseases in the lungs or due to some congenital abnormalities of the heart where venous
blood by-passes the lung and is shunted into the systemic circulation. For central cyanosis one
should look at the tongue and other places as mentioned above. The tongue remains unaffected
in peripheral cyanosis. Very occasionally cyanosis may be due to the presence of abnormal
pigments e.g. methaemoglobin or sulphaemoglobin in the blood stream. In these cases arterial
oxygen tension is normal. This may occur due to taking of drugs such as phenacetin. Carbon
monoxide poisoning produces a generalized cherry-red discolouration.

JAUNDICE is due to icteric tint of the skin, which varies from faint yellow of viral hepatitis

to dark olive greenish yellow of obstructive jaundice. This is due to the presence of excess of
lipid-soluble yellow pigments (mostly the bile pjgments) in the plasma. The places where one
should look for jaundice are — (i) sclera of the eyeball — for this the patient is asked to look
at his feet when the surgeon keeps the palpebral fissure wide open by pulling up the eyelid,
(i) nail bed, (iii) lobule of the ear, (iv) tip of the nose, (v) under-surface of the tongue etc.
When the jaundice is deep and long standing, a distinct greenish colour becomes evident in the
sclerae and in the skin due to the development of appreciable quantities of biliverdin. Scratch
marks may be prominent in the skin in obstructive jaundice as a result of pruritus which is
believed to be due to retention of bile acids.

jaundice may be confused with hypercarotinaemia in which yellow pigment of carotene is
inequally distributed and is particularly seen in the face, palms and soles but not in the sclerae.
Such hypercarotinaemia may occur occasionally in vegetarians and in those who eat excessive
quantities of raw carrot.

SKIN ERUPTION. — Under this heading comes macules, papules, vesicles, pustules, wheals
etc.

Macules — are alterations in the colour of the skin, which are seen but not felt. They may
be due to capillary naevi or erythemas which disappear on pressure, whereas purpuric macules
do not blanch when pressed. Papules — are solid projections from the surface of the skin. It
may be epidermal papule, e.g. a wart or a dermal papule, which will become less prominent if
the skin is stretched, e.g. a granuloma of tuberculosis, reticulosis or sarcoidosis. Vesicles — are
elevations of horny layer of the epidermis by collection of transparent or milky fluid within
them. Pustules — are similar elevations of the skin as vesicles, but these contain pus instead of
fluid within them. Wheal — is a flat oedematous elevation of the skin frequently accompanied
by itching. It is the typical lesion of urticaria and may be seen in sensitive persons provoked
by irritation of the skin.

PULSE.— This is an important index of severity of illness. Pulse gives a good indication as
to the severity of acute appendicitis and thyrotoxicosis. Generally it gives a good indication of
the cardio-vascular condition of the patient. Abnormalities of the heart and the vascular system,
e.g. hypertension and hypotension are also revealed in pulse. Shock, fever and thyrotoxicosis
are a few conditions, which are well reflected in pulse. Following points are particularly noted
in pulse :— (a) Rate — fast or slow, (b) Rhythim — regular or irregular, (c) Tension and force
which indicate diastolic and systolic blood pressure respectively, (d) Volume which indicates
pulse pressure, (e) Character e.g. Water-hammer pulse of aortic regurgitation or thyrotoxicosis,
pulsus paradoxus of pericardial effusion etc. and (f) condition of arterial wall e.g. atherosclerotic
thickening etc.

RESPIRATION.— The students will gradually learn the importance of respiration as a finding
not only for diagnosis, but also to assess the condition of the patient under anaesthesia and in
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early postoperative days. Tachypnoea (fast breathing) is seen in fever, shock, hypoxia, cerebral
disturbances, metabolic acidosis, tetany, hysteria etc. Slow and' deep respiration is an ominous
sign in cerebral compression. Also note if there is any irregular breathing e.g. Cheyne-Stokes
respiration. In  Cheyne-Stokes  respiration there is gradual deepening of respiration or
overventilation alternating with short periods of apnoea.

TEMPERATURE.— This is normally taken in the mouth or in the axilla of the patient. The
temperature of the mouth is about 1°F higher than that of the axilla. Fever or high temperature
is come across in various conditions, which the students will be more conversant in medical
ward. But broadly, the students should know that there are three types of fever — the continued,
the remittent and the intermittent. When the fever does not fluctuate for more than 1°C during
24 hours, but at no time touches the normal, it is described as continued. When the daily
fluctuations exceed 2°C it is remittent and when the fever is present only for a few hours
during the day, it is called intermittent. When a paroxysm of intermittent fever occurs daily, it
is called gquotidian, when on alternate days it is called tertian and when two days intervene
between the consecutive attacks, it is called quartan.

B. LOCAL EXAMINATION.— This is the most important part in the physical examination,
as a careful local examination will give a definite clue to arrive at a diagnosis. By 'Local
examination' we mean examination of the affected region. This should be done by inspection
(looking at the affected part of the body), palpation (feeling of the affected part by the hands of
the surgeon), percussion (listening to the tapping note with a finger on a finger placed on the
affected part), auscultation (listening to the sounds produced within the body with the help of
a stethoscope), movements (of the joints concerned), measurement (of the part of the body
concerned) and examination of the lymph nodes draining the affected area. Detailed description
of these examinations are discussed in subsequent chapters.

Inspection of the part should be carried out after complete exposure. It should be compared
with the corresponding mnormal side, whenever possible. The importance of proper inspection
cannot be overemphasized, as many of the surgical conditions can be diagnosed by looking at
it with well-trained eyes. It is said that eyes do not see what mind does not know. So a thorough
knowledge of the whole subject is essential before one can train one's eyes for such good
inspection.

Palpation will not only corroborate the findings seen in inspection, but also added
informations with trained hands may not require any further examination to come to a diagnosis.

Percussion and Auscultation are not so important as in the medical side for clinical diagnosis
of surgical diseases. These are only important in a few surgical conditions, which will be
discussed later in appropriate chapters.

Movements and Measurements are important particularly in orthopaedic cases, in fractures
and in injuries of different nerves.

Local examination is never complete without the examination of the draining lymph nodes.
More often than not the students forget to do this valuable examination and fail to diagnose
many important cases.

C.  GENERAL EXAMINATION.— In chronic cases, one should always examine the patient
as a whole, after completing the local examination. In acute cases, this examination may be
omitted to save the valuable time. But even in acute cases, certain general examinations should
be carried out either for anaesthetic sake or for treatment point of view. General examination
is required mainly for the following purposes —
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1)  For the diagnosis and differential diagnosis.— For example, in case of retention of urine,
one should examine the knee and ankle jerks and pupillary reflexes (Argyll Robertson pupil)
to come to a diagnosis of Tabes dorsalis. Similarly examination of the chest or spine should be
carried out in an otherwise obscure abdominal pain to find out basal pleurisy or -caries spine
as the cause of pain. Sometimes the patient complains of pain in the knee when the pathology
lies in the hip joint. Cases are on record when teen-aged boy with the complain of pain in the
right iliac fossa was referred to the hospital by the general physician as a case of acute
appendicitis. Only after examination of the scrotum, the surgeon found torsion of the testis as
the cause of pain and not appendicitis.

2) For selecting the type of anaesthetic.— The anaesthetist should always examine the
patient generally, particularly the heart and lungs to select the proper anaesthetic. Sometimes
the operation should be performed under local anaesthesia in old and cardiac patients.

3) To determine the nature of the operation.— In case of an inguinal hernia, one should
examine the chest to exclude a cause of chronic cough, for enlarged prostate or for stricture of
urethra as an organic cause of an obstruction to the outflow of urine and to exclude constipation
as cause for increased abdominal pressure to initiate hernia. So patients with these conditions,
if operated on, will definitely come back with recurrence of hernia. At the same time, the surgeon
should look for the tone of the abdominal muscles to determine whether herniorrhaphy or
hernioplasty will give the best result.

4)  To determine the prognosis.— In a case of gastric cancer, if general examination reveals
involvement of the supraclavicular glands, the prognosis is obviously grave. Similarly cancer
of the breast, if shows secondary metastases in bones and lungs, is considered to be in the last
stage.

A list is given below to remember the points to be examined under the heading of 'general
examination':

Head and neck

1) Cranial nerves — particularly the 3rd, 4th, 5th, 6th, 7th, 9th, 11th and 12th cranial
nerves should be examined.

2)  Eyes.— Tests are done to know the visual field, condition of the conjunctiva and pupils
(equality, reaction to light and accommodation reflex)) movements of the eye and ophthalmic
examination of the fundi.

3) Mouth and pharynx.— Teeth and gum, movement of soft palate, the tongue and its
undersurface, tonsils and lips for colour, pigmentation (seen in Peutz-Zegher syndrome) and
eruptions.

4) Movements of the neck, neck veins and lymph nodes of the neck, carotid pulses and
the thyroid gland.

Upper limbs

I) General examination of the arms and hand with particular reference to their vascular
supply and nerve supply (Power, tone, reflexes and sensations). 2) Axillae and lymph nodes. 3)
Joints. 4) Finger nails — clubbing or koilonychia.

Thorax

1) Type of chest. 2) Breasts. 3) Presence of any dilated vessels and pulsations. 4) Position of
the trachea. 5) Apex beat. 6) Lungs — as a whole, ie. inspection, palpation, percussion and
auscultation. 7) The heart should be examined as a whole, ie. palpation, percussion and
auscultation.
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Abdomen

1) Abdominal wall — position of the umbilicus, presence of scars, dilated vessels etc. 2)
Abdominal reflexes. 3) Visible peristalsis or pulsation. 4) Generalized palpation, percussion and
auscultation. 5) Hernial orifices. 6) Genitalia. 7) Inguinal glands. 8) Rectal examination. 9)
Gynaecological examination, if required.

Lower limbs

1) General Examination of legs and feet — with particular reference to the vascular supply
and nerve supply (Power, tone, reflexes and sensation). 2) Varicose vein. 3) Oedema. 4) Joints.

Examination of the external genitalia
Sputum, vomit, urine, stool should be examined by naked eye and under microscope, if
required.

PROVISIONAL DIAGNOSIS

At this stage the clinician should be able to make a provisional diagnosis. He should also
keep in mind the differential diagnosis. He will now require a few investigations to come to
the proper clinical diagnosis. The students should know how to diagnose common diseases
first and then he should think for possibility of rare diseases. A word of the caution will not be
irrelevant here that ' if you diagnose a rare disease, you will be rarely correct'.

SPECIAL INVESTIGATIONS

Besides the routine examination of the blood, urine and stool, a few special investigations
depending upon the provisional diagnosis will be required to arrive at a proper diagnosis.
These are discussed in details in appropriate chapters.

CLINICAL DIAGNOSIS

After getting the reports of special investigations, the clinician should be able to give proper
clinical diagnosis. By this we mean that not only the ailing organ is identified, but the type of
pathological process at work and its extent in different directions is also understood. As for
example, in carcinoma of the breast, one should mention under this heading the clinical stage
of the disease and the various structures involved in metastasis. Similarly in case of inguinal
hernia, the clinician should not only mention that whether it is direct or indirect, reducible or
irreducible, but also should mention its content — either the intestine or omentum or a portion
of urinary bladder.

TREATMENT

The students should record under this heading the details of medical treatment and the
surgical treatment which the patient has received. While writing medical treatment the students
should clearly mention the drugs given to the patient, their doses and duration of the treatment.
In surgical treatment they should clearly mention the type of anaesthesia given and type of
operation performed. In the operation note, the students should describe the operation under
following headings : —

(i) Type of anaesthesia and anaesthetics used; (if) Name of the anaesthetist; (iii) Name of
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the surgeons; (iv) Position of the patient on the operation table; (v) The type of incision made;
(vi) Technique of operation; (vii) Closure; (viii) Drainage — given or not.

PROGRESS

Daily progress of the patient starting from the time the patient came out of the operation
theatre should be clearly noted. Students should also mention if any investigation performed
during the postoperative period, the dressings done during the period, condition of the wound
etc.

FOLLOW-UP

This resumes when the patient is discharged from the hospital and extends till he starts
his normal active life. The students should learn how to make a discharge certificate mentioning
in nutshell the diagnosis, special investigations performed, the treatment received and the
postoperative advice. He should also mention the date when the patient should report to the
outpatient clinic to let the surgeon know his progress and his complaints. Now the students
should make a record of the days the patient came for follow-up and the advice given by the
surgeon. r

TERMINATION

To terminate the history sheet of the patient, the students should mention whether the
patient was completely cured when his follow-up period ended or the patient was relieved of
his symptoms but not cured or whether the patient died during his stay in hospital or in follow-
up period. In case of death, the student should mention the cause of death and also make a
note of the result of the postmortem examination, if carried out.
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A FEW SPECIAL
SYMPTOMS AND SIGNS

A few symptoms and signs are described in this chapter which I feel deserve special mention
and are not thoroughly dealt with elsewhere.

PAIN

This is a very common symptom and all of us must have experienced pain sometime or
the other. The word 'pain' is derived from Latin word 'poena' which means penalty or
punishment. Pain should not be confused with 'tenderness'. The patient feels 'pain', while the
doctor elicits 'tenderness'. Tenderness means pain which occurs in response to a stimulus given
by somebody (usually from the doctor). So pain is a symptom and tenderness is a sign. Basically
four types of pain are noticed— 1. Superficial, 2. Segmental, 3. Deep or visceral and 4.
Psychogenic or central.

1. SUPERFICIAL PAIN.— This occurs due to direct irritation of the peripheral nerve endings
in the superficial tissue. Such irritation may be by chemical or mechanical or thermal or electrical.
The superficial pain is sharp and can be pointed with a finger tip.

2. SEGMENTAL PAIN.— This occurs due to irritation of a sensory nerve trunk or root.
This is located in a particular dermatome of the body supplied by the affected sensory nerve
trunk or root.

3. DEEP PAIN.— This pain occurs due to irritation of deep structures of the body e.g. the
deep fascia, the muscles, the tendons, the bones, the joints and the viscera. The pain sensation
from the affected structure is conveyed to the brain either by somatic nerve or by the autonomic
nervous system. The deep pain is vague compared to the superficial pain and may be one of
the various types which are described below. The deep pain is vaguely localized in comparison
to the superficial pain. The deep pain may be referred to some other area of the body due to
common area of representation in the spinal cord (supplied by the same segment). The deep
pain may cause involuntary spasm of the skeletal muscles supplied by the same spinal cord
segment.

4, PSYCHOGENIC PAIN.— In this condition pain arises from the brain, which may be a
functional pain either emotional or hysterical or due to lesions in the thalamus or spinothalamic
tract or due to causalgia.

Majority of the surgical patients come to the surgeon with the complaint of pain. A careful
history must be taken about pain so that it may help to reach the diagnosis. If careful history is
not taken about pain, it may frequently confuse the clinician to make wrong diagnosis. The
followings are the various points which must be asked to know the cause of pain.

Original site of pain.— The patient should be asked to locate the site of pain with his
finger tip. It must be remembered that when the patient comes to the surgeon the site of pain
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may have changed. But it is highly important to know the original site of pain — ‘'where did
the pain start ?' In many cases, particularly in abdominal pain, the patient may not be able to
point with a finger tip, instead he uses his whole hand. So exact localization may not be possible
particularly in case of deep pain originating in thoracic or abdominal viscus. A patient with
acute appendicitis when brought to the surgeon may locate pain at the right iliac fossa. But
when he is asked 'where did the pain start ?' His answer is often 'in the umbilical region' and
now it is in the right iliac fossa. This simple history is highly important to come to the diagnosis
of acute appendicitis and this history only differentiates this condition from many others.

Origin and mode of onset.— It may be possible to know from the patient the time of onset
of pain and mode of onset. A long continued pain with insidious onset indicates chronic nature
of the disease e.g. chronic pancreatitis, chronic peptic ulcer, subacute appendicitis etc. Whereas
recent onset of pain with sudden arrival indicates acute nature of the disease e.g. acute
pancreatitis, acute appendicitis, rupture of aneurysm etc.

Enquire into 'how did the pain start ? When the pain starts after a trauma the cause of the
pain must be traumatic e.g. a sprain, or a fracture or dislocation or rupture of kidney or rupture
of liver etc.

Severity.— This of course is not so important to come to a diagnosis. Individuals often
react differently to pain. A severe pain to one person may be simple dull ache to another.
However a few diseases are known to produce severe pain e.g. acute pancreatitis, biliary colic,
perforated peptic ulcer, dissecting aneurysm of aorta etc.

Nature of the pain.— It is of great importance to know the character or nature of the pain.
It often helps to come to a diagnosis. On the other hand patients may find it very difficult to
describe the nature of their pain. The various types of pain are described below : —

(i) VAGUE ACHING PAIN.— This is a mild continuous pain which has no other specific
features.

(i) BURNING PAIN.— It is almost like a burning sensation caused by contact with a hot
object. Burning pain is typically experienced in case of peptic ulcer or reflux oesophagitis.

(iii) THROBBING PAIN.— It is a type of throbbing sensation which is typically felt in case
of pyogenic abscesses.

(iv) SCALDING PAIN.— It is also a type of burning sensation which is particularly felt
during micturition in presence of cystitis, acute pyelonephritis or urethritis.

(v) PINS AND NEEDLES SENSATION - is typically felt in case of injury to the peripheral
sensory nerve. As if pins and needles are being pricked in that area of the skin supplied by the
affected sensory nerve.

(v  SHOOTING PAIN — is typically felt in case of sciatica when pain shoots along the
course of the sciatic nerve.

(vii) STABBING PAIN — is a sudden, severe, sharp and short-lived pain. This is typically
felt in acute perforation of peptic ulcer.

(viii) CONSTRICTING PAIN — means as if something is encircling and compressing from
all directions the relevant part. The pain is often expressed as an iron band tightening around
the chest. It is typical of angina pectoris.

(ix) DISTENSION.— This type of pain is experienced in diseases of any structure encircled
or restricted by a wall e.g. a hollow viscus. When tension increases inside such hollow viscus it
causes a pain which is typically described by the patient as a feeling of distension or 'tightness'.

(x) COLIC.— A colicky pain occurs when the muscular wall of a hollow tube is attempting
to force certain content of the tube out of it. A colicky pain has two features. Firstly the pain
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appears suddenly and it goes off as suddenly as it came. Secondly the pain is of griping nature,
may not be very excruciating and it is often associated with vomiting and sweating. Usually
four types of colics are seen in surgical practice—ureteric colic, biliary colic, intestinal colic and
appendicular colic.

(xi)  TWISTING PAIN — is a type of sensation as if something is twisting inside the body.
Such sensation is often felt in case of volvulus of intestine, torsion of testis or ovarian cyst.

(xii) JUST A PAIN.— Often a patient may not describe his pain. He often says that 'it is
just a pain' and cannot describe the nature of the pain.

Progression of the pain.— Now the patient should be asked 'how is the pain progressing ?'

(@ The pain may begin in a weak note and gradually reaches a peak or a plateau and then
gradually declines, (b) It may begin at its maximum intensity and remains at this level till it
disappears, (c) The severity of pain may fluctuate — its intensity may increase and decrease at
intervals. This should be depicted in a graph.

Duration of the pain.— Duration of pain means the period from the time of onset to the
time of disappearance. Characteristically the griping pain of intestinal colic is felt for less than
a minute. The pain of angina of effort ceases within 5 minutes of resting, whereas that of a
myocardial infarct may continue for hours.

Movements of pain.— Pain may move from one place to the other and 3 types of such
movements are noticed — (i) radiation, (ii) referred and (iii) shifting or migration of pain.

(i) RADIATION OF PAIN.— This means extension of the pain to another site whilst the
original pain persists at its original site. The radiation of pain has almost the same character.
The typical example is when a duodenal ulcer penetrates posteriorly. The pain in the epigastrium
remains but at the same time the pain spreads or radiates to the back.

(ii) REFERRED PAIN .— When pain is felt at a distance from its source and there is no pain
at the site of disease, it is called a referred pain. Irritation or inflammation of the diaphragm
causes pain at the tip of the shoulder. Referred pain occurs when the central nervous system
fails to differentiate between visceral and somatic sensory impulses from the same segment. In
this case diaphragm is supplied by phrenic nerve (C3, 4 and 5) and the cutaneous supply of
the shoulder is also C4 and C5. Diseases of the hip joint may be referred to the knee joint as
both these joints are supplied by the articulate branches of the femoral nerve, obturator nerve
and sciatic nerve.

(iii) SHIFTING OR MIGRATION OF PAIN.— In this condition pain is felt at one site in the
beginning and then the pain is shifted to another site and the original pain disappears. This
occurs when an abdominal viscus becomes diseased, the original pain is experienced at the site
of distribution of the same somatic segment. But when the parietal peritoneum overlying the
viscus is involved with the disease, the pain is experienced at the local site of the viscus. In
case of acute appendicitis pain is first felt at the umbilical region which is also supplied by the
T9 and 10 as the appendix, but later on pain is felt in the right iliac fossa when the parietal
peritoneum above the appendix becomes inflamed.

Special times of occurrence.— The patient should be asked if there is any special time of
appearance of pain. Often patients with acute appendicitis give history that they feel pain on
waking up in the morning, in fact pain awakens the patient. In case of duodenal ulcer pain is
often complained at 4 p.m. in the afternoon and in the early morning at about 2 to 3 am. This
is 'hunger pain' and felt when food has passed out of the stomach and the stomach is empty.
Migraine may occur especially in the morning, either every week end or during menstruation.
Headache of frontal sinusitis is often at its peak a few hours after rising.
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Periodicity of pain.— This is often characteristic in certain diseases. Sometimes an interval
of days, weeks, months or even years may elapse between two painful attacks. Particularly in
peptic ulcer, a periodicity is noticed and pain recurs in episodes lasting for 1 to several weeks,
interspersed with pain free intervals of weeks or months. Trigeminal neuralgia often shows
such periodicity and pain free intervals often last for months.

Precipitating or aggravating factors.— This history is of great importance to come to a
diagnosis. Alimentary tract pains may be made worse by eating particular types of foods.
Musculoskeletal pains are often aggravated by joint movements. But certain typical factors should
be given high consideration. Pain of appendicitis often gets worse on jolting, running and moving
up the stairs. These movements also aggravate the pain of ureteric or vesical calculus. Pain of
reflux oesophagitis often becomes aggravated when the patient stoops. Pain of acute pancreatitis
becomes worse when the patient lies down. Pain of peptic ulcer gets worse by ingestion of hot
spicy food and drink. Pain of disc prolapse often gets aggravated on lifting weight from stooping
position.

Relieving factors.— Many pains subside spontaneously and the patient's statement must
be carefully considered. Pain of peptic ulcer is often relieved by alkalies and antacids in 5 to 15
minutes but such relief neither appears immediately nor after 1 hour. Pain of acute pancreatitis
is sometimes relieved to certain extent by sitting up in the bed in leaning forward position and
the patient prefers to sit up even althroughout the night. Pain of reflux oesophagitis due to
sliding hiatus hernia is often relieved in propped up position. Colicky pain of intestinal
obstruction often gets relieved on passing flatus. In perforative peritonitis any movement of
the abdomen causes aggravation of pain and the patient gets some relief if he lies still.

Associated symptoms.— Severe pain may be associated with pallor, sweating, vomiting and
increase in pulse rate. Colicky pain is often associated with sweating, vomiting and clammy
extremities. Migraine is often preceded by visual disturbances and accompanied by vomiting.
Pain of acute pyelonephritis may be associated with rigor and high fever. Ureteric colic may be
accompanied by haematuria. Biliary colic is often associated with presence of jaundice and
pale stool. Excessive sweating and cold extremities are very common associated symptoms of
leaking abdominal aneurysm, dissecting aneurysm, haemorrhagic pancreatitis etc.

Conclusion.— So it is clear now that pain is a very important symptom in surgical cases
and a careful history of the details of the pain may give very valuable clue to come to a
diagnosis.

VOMITING

History of vomiting itself is not diagnostic of any condition. Vomiting may occur due to a
wide variety of local and systemic disorders. Vomiting may occur from simple gastric irritation.
Vomiting may occur in functional and organic disorders of the nervous system e.g. fear, motion
sickness, migraine, labyrinthine disorders, meningitis and intracranial tumour. Vomiting may
occur from severe pain as in any colic. Amongst systemic conditions pregnancy, renal failure
and metabolic disorders e.g. diabetic ketoacidosis or hyperparathyroidism are important. A few
drugs may cause vomiting e.g. digoxin, morphine etc.

In surgical practice vomiting may occur in peptic ulceration, pyloric stenosis (gastric outlet
obstruction), acute cholecystitis, acute, pancreatitis and intestinal obstruction. In some cases of
intracranial tumour the vomiting is an important symptom.

Enquiry should be made about the frequency of vomiting, the time of day at which it
occurs and also about the taste, colour, quantity and smell of the vomitus.
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The vomitus may he of the following types —

1. The vomitus may contain recent ingested material. Such vomitus may be acid in reaction
when it is probably due to gastric outlet obstruction. If such vomitus is not acid in reaction the
cause may be achalasia of the oesophagus, benign or malignant stricture of the oesophagus.

2. Vomit may contain bile to give yellow colouration of the vomitus.

3. Vomit containing upper small bowel contents may be green in colour.

4. Faeculent vomitus contains lower small bowel contents, brown and of faecal odour.
This is characteristic of advanced low small bowel obstruction.

5. Vomit may contain faeces. This may be due to abnormal communication between the
stomach and transverse colon (gastrocolic fistula as a complication of gastric ulcer).

6.  Vomit containing blood may be of various types. The bleeding may be copious. The
vomit may present pure blood or clots. Such bleeding may come from gastric wulcer or
oesophageal varices. The blood in the vomit may be altered to blackish or dark brown in colour
in contact with gastric juice. This is due to conversion of haemoglobin to haematin. This altered
blood gives the vomitus a 'coffee-ground' appearance. Medicine containing iron or red wine
may give rise to this type of vomitus. It must be remembered that blood in the vomit may
have come from the nose or lungs which have been swallowed.

ITCHING

Itching or pruritus is not a very significant symptom so far as surgical conditions are
concerned. The various causes of pruritus are mentioned below —

1. SKIN  DISEASES.— Certain skin diseases cause pruritus and the patients should be
advised to take physician's advise to cure these. Before any operation is performed such skin
conditions must be cured first until and unless the surgical condition deserves immediate
operative interference. These skin conditions are urticaria, scabies and eczema.

2. GENERALIZED DISEASES. — Persistent pruritus in the absence of obvious skin disease
may be due to certain generalized diseases e.g. thyrotoxicosis, obstructive jaundice, renal failure
(uraemia), hepatic failure, lymphoma and other malignancies. However in old people with dry
skin pruritus is common and is of no systemic significance. Diabetes mellitus is known to
produce pruritus vulvae and pruritus ani.

3. LOCAL IRRITATION.— Certain conditions of the anal canal may cause pruritus of the
perianal region. These are discussed in the chapter of 'Examination of Rectum and Anal Canal'
Local irritation by dirty under-clothes may also cause pruritus from local irritation. Fleas and
mosquitoes also cause local irritation for itching. Threadworm is particularly known to cause
pruritus ani.

4. DRUG INDUCED.— Certain drugs may cause pruritus. Majority of these cases are due
to allergic hypersensitivity and vary from person to person.

HICCUP

Hiccup is caused by spasmodic contractions of the diaphragm. Majority of these hiccups
are of no significance and have been experienced by almost all of us without the presence of
any organic disease. Three groups of hiccups are of some surgical importance and deserve
mention. The first group occurs in early postoperative period and signifies upward pressure on the
undersurface of the diaphragm due to increased abdominal pressure. This is often caused by
dilated stomach or dilated coils of small intestine due to paralytic ileus or due to some intestinal
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obstruction. Obviously such hiccup requires introduction of a nasogastric tube and aspiration
through such tube will cause diminution of intra-abdominal pressure and hiccup is relieved.
Sometimes injection of pethidine or siquil may be required.

The second group is often due to peritonitis involving the diaphragmatic peritoneum. This
sometimes causes repeated hiccup.

The third group is a common accompaniment of advanced renal failure. So in any case of
hiccup the patient should be asked to protrude his tongue and brown dry tongue should indicate
renal failure and immediate investigations should be performed in this line.

ABNORMAL SUPERFICIAL VEINS (VISIBLE VEINS)

When venous pressure is within normal limits with the head resting on a pillow, the external
jugular vein is either invisible or visible only for a short distance above the clavicle. Only
when there is raised venous pressure, engorgement of the external jugular vein occurs. Bilateral
engorgement of neck veins indicates too much intravenous fluid infusion or myocardial failure.
Unilateral engorgement may be due to pressure on the vein by enlarged lymph nodes, a tumour
or a subclavian aneurysm. Bilateral or unilateral engorgement may also be due to presence of
retrosternal goitre or due to something obstructing the superior vena cava.

Radiating veins from the umbilicus in the abdominal wall indicates obstruction to the portal
venous system and this is known as the caput medusae.

Sometimes engorged superficial veins may be seen in the flank extending from the axilla to
the groin. These are called inguino-axillary veins and engorgement of such vein indicates
obstruction of the inferior vena cava. In this case veins of both sides will be prominent. When
vein of one side is affected, it indicates blockage of the common iliac or external iliac vein of that
side.

For varicose veins of the lower limbs see chapter 7.

TONGUE

Examination of the tongue is quite important. Importance is probably much more in case
of medical diseases, yet there is quite a big list of surgical cases in which examination of tongue
is quite important.

The patient is always asked in 'general survey' to protrude the tongue for examination.
Inability to protrude the tongue is due to ankyloglossia, tongue-tie (in case of children) or
advance carcinoma of the tongue involving the floor of the mouth (in old age). While protruding
the tongue the tongue may deviate to omne side. Such deviation is due to hemiplegia of the
tongue due to involvement its motor nerve supply the hypoglossal nerve mostly by
carcinomatous lesion.

The tongue may be quite large (macroglossia). Such large tongue may be due to acromegaly,
cretinism (in children), myxoedema, lymphangioma, cavernous haemangioma and amyloidosis.

Tremor of the tongue after its protrusion is a very characteristic feature of primary
thyrotoxicosis though delirium tremens and perkinsonism are other rare causes.

COLOUR of the tongue is highly important. Its particularly reach blood supply with a
capillary network close to the surface has made the colour of the tongue dark red. Pale tongue
(pallor) is seen in severe anaemia. Discolouration of the tongue may be due to ingestion of
colour foods e.g. lozenge, chocolates and certain fruits (black cherries or black berries). For
other causes of pathological change of colour see chapter 24.
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Moistness is an indication of the state of hydration of the body. Dry tongue means the
water content of the body is below standard and the patient is dehydrated. A dry, brown tongue
may be found in later stages of severe illness, in acute intestinal obstruction and in advanced
uraemia.

Furring on the dorsum of the tongue is of little value as an indication of disease. It is often
found in heavy smokers. A brown fur, the 'black hairy tongue' is due to a fungus infection.
Furring may also result from local infection of the mouth (stomatitis), local infection of nose or
throat (tonsillitis) or from the infection of the lungs (bronchitis or pneumonia).

Examination of papillae of the tongue is quite important. Generalized atrophy of papillae
which produces a smooth and bald tongue is characteristic of vitamin B12 deficiency, iron-
deficiency anaemia or certain gastrointestinal disorders. In chronic superficial glossitis, whitish
opaque areas of thickened epithelium (known as leukoplakia) are seen separated by intervening
smooth and scarred areas, with no normal papillae seen on the dorsum of the tongue. In
congenital fissuring the papillae are normal but the surface is interrupted by numerous irregular
folds which run horizontally. In median rhomboid glossitis a lozenge-shaped area of loss of
papillae and fissuring is seen in the midline anterior to the foramen caecum. It feels nodular
and must be distinguished from lingual thyroid or carcinoma.

The sides and undersurface of the tongue should always be examined with a spatula to
retract the cheeks and lips. Look for ulcers, which are often seen at the margins of the tongues.
For details of findings of these examinations see chapter 24.

NAILS

Examination of the nails is important, though more so in medical cases. Well manicured
nails are things of beauty and social asset. Injury is the most common cause of changes in the
nails and may permanently impair their growths. A transverse groove at a similar level of each
of the nails indicates a systemic disturbance and previous illness. Splinter haemorrhages under
the nails are manifestations of systemic vasculitis caused by
immune complexes which may cause haemorrhages in the skin
and retina also. Multiple splinter haemorrhages suggest infective
endocarditis. Long standing iron deficiency may make the nails M)
brittle, then flat and ultimately spoon shaped (koilonychia), so
this type of nail is seen in advanced cases of anaemia and in
Plummer-Vinson syndrome. Nails may be pitted in psoriasis
which may also discolour and deform the nails which is often 2
confused with fungal infection. Small isolated white patches are
often seen in the nails of normal persons. Whitening of the nail
bed (Terry’s mnail) is a manifestation of hypoalbuminaemia. Bitten (Y ' 3
nails suggest anxiety neurosis. In clubbing of the fingers, the
tissues at the base of the nail are thickened and the angle between
the nail base and the adjacent skin of the finger is obliterated.

There is swelling of the terminal phalanges which is due to Fig.2.1. 1.— Normal nail;
interstitial oedema and dilatations of the arterioles and capillaries. 2.— Clubbing; 3.— Koilonychia.
One can elicit fluctuation of the nail bed. The nail itself loses its

longitudinal ridges and becomes convex from above downwards as well as from side-to-side.
In advanced degree of clubbing there is swelling of the subcutaneous tissue over the base of
the nail which causes the overlying skin to become tense, shiny and red. Gross degree of clubbing
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is found in association with severe chronic cyanosis, in congenital heart disease and in
association with chronic suppuration within the chest e.g. bronchiectasis and empyema. Lesser
degree of clubbing may be found in carcinoma of the lung, pulmonary tuberculosis and in
certain chronic abdominal conditions e.g. polyposis of the colon, Crohn's disease and ulcerative
colitis. Clubbing is also an important sign of subacute bacterial endocarditis when it may be
associated with Osier's nodes, which are transient tender swellings in the pulp of the fingers
and toes. Nail bed infarcts may occur in vasculitis especially in systemic lupus erythematosus
and in polyarteritis.

PITTING ON PRESSURE

To confirm a suspicion of a subcutaneous oedema, the cardinal sign is the indentation or
pitting made on the skin by firm pressure maintained for a few seconds by the examiner's
fingers or thumb. The pitting may persist for several minutes until it is obliterated by slow
reaccumulation of the displaced fluid. So 'pitting on pressure' is a sign to detect subcutaneous
oedema. Oedema may be generalized or local. Generalized oedema is often due to disorder of
the heart, kidneys, liver, gut or diet. Local oedema is more of surgical importance and may be
due to venous or lymphatic obstruction, allergy or inflammation. Oedema due to endocrine
disorders  particularly myxoedema is also local oedema. Pretibial myxoedema may be
occasionally seen in thyrotoxicosis patients who are overzealously treated so that the patient is
now symptom-free but presents with pretibial myxoedema (myxoedema in the subcutaneous
tissue in front of the tibia) and probably persistent exophthalmos. The venous causes of oedema
have been well discussed in the chapter of 'Examination of varicose veins'. Localized oedema
from lymphatic causes has been described in the chapter of 'Examination of the lymphatic
system". Inflammatory causes are of main concern in surgical practice and in fact any
inflammation starting from the bone to the skin causes oedema of variable extent.

CREPITUS

Two types of crepitus are seen in surgical cases — (1) ‘Grating sensation’ in case of bone and
joint pathologies and (2) 'Crackling sensation' due to presence of air in the subcutaneous tissue.

1) Various types of grating sensation (crepitus) which are come across in different bone
and joint pathologies are as follows : —

BONE CREPITUS — can be heard when two fragments of a fracture are moved against each
other. This examination has almost become obsolete as it induces pain and as facilities of X-ray
examination are available almost in all rural health centres.

JOINT CREPITUS — can be obtained when the affected joint is passively moved with one
hand, while with the other hand placed on the joint is used to feel the crepitus. Joint crepitus
are of three varieties — (i) Fine crepitations which are present in many subacute and chronic

joint pathologies, (ii) Irregular coarse crepitations are detected in osteoarthritis, (iii) ‘A click' is
a sign of loose body or displaced cartilage in the joint.

CREPITUS OF BURSITIS.— This is occasionally heard when the lining of the bursa is rough or
the fluid in the bursa contains small loose fibrinous particles.

CREPITUS OF TENOSYNOVITIS — is detected in a case of tenosynovitis, the typical example of
which is De Quervain's disease at the lateral aspect of the wrist joint. The wrist joint is held
tight and the patient is asked to open and close his fist, a crepitus is felt at the lateral aspect of
the wrist joint just above radial styloid process at a point where the extensor pollicis brevis
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and abductor pollicis longus cross the extensor carpi radialis longus and brevis (see Fig. 15.18).

) Crepitus of subcutaneous emphysema.— In certain conditions a 'crackling sensation' is
felt by the examining fingers due to presence of air in the subcutaneous tissue. If a stethoscope
is placed over the area this crackling can be heard better. There are various causes which may
give rise to subcutaneous emphysema (air bubbles in the subcutaneous tissue). These are as
follows :: —

@) TRAUMATIC.— Fracture of ribs may injure the lung and air from the lung may
extravasate into the subcutaneous tissue to cause subcutaneous emphysema. Fracture of nasal
air sinus may cause subcutaneous emphysema of the face. Compressed air may perforate the
thin bone at the apex of a tooth root in case of dental treatment allowing air to escape into the
soft tissues. Similarly following tracheostomy such subcutaneous emphysema may be noticed.

(i) INFECTIVE.— In gas gangrene subcutaneous crepitus is always detected.

(iii) OPERATIVE.— Air may become imprisoned during closure of an operative wound or
traumatic wound. Subcutaneous crepitus from such condition may elude the surgeon to wrongly
consider it to be due to gas gangrene.

(ivy MEDIASTINAL EMPHYSEMA and later on subcutaneous emphysema of the neck, face and
chest wall may complicate rupture of oesophagus (see chapter 31).

FAECES

Examination of the faeces is an important investigation, which is often ignored nowadays.
In all bowel disturbance cases, the stool should be examined.

Naked eye inspection.— The following points should be noted — 1. THE AMOUNT.— Note
whether the stool is copious or scanty and whether it is liquid or semiformed or formed or
hard. 2. COLOUR.— Black stools are due to presence of haemorrhage in the intestine or due to
ingestion of iron or bismuth. In case of haemorrhage high up in the intestine, the stools become
dark, tarry-looking and offensive. Pale-coloured stools are due to failure of entrance of bile
into the intestine e.g. obstructive jaundice or due to rapid passage of stool through the intestine
as in diarrhoea or due to abnormally high content of fat as in malabsorption syndrome or
chronic pancreatitis. 3. ODOUR.— Stools of jaundice are very offensive. The stools of acute
bacillary dysentery are almost odourless, while those of amoebic dysentery have a characteristic
odour like that of semen.

4. ABNORMAL STOOLS.— (i) Slimy stools are due to presence of excess of mucus and
are often due to disorder of large bowel.

(ii) Purulent stools are found in severe dysentery or ulcerative colitis.

(iif) Blood in stools may be of different types—(a) Bleeding from stomach and upper G.I
tract.— When blood comes from high in the intestinal tract e.g. gastric ulcer or duodenal ulcer,
the stools are black and tarry (sticky). This is known as melaena. The patients taking iron or
bismuth also pass this type of stool but not sticky and are usually well formed, (b) Stools with
dark red fragmented clots are seen when there is bleeding in the small intestine e.g. from
Meckel's diverticulum. But in case of massive gastroduodenal haemorrhage this type of stool
may be found, (c) When bleeding is from large intestine the stools look dark red and jelly-like,

(d) Blood arising from rectum and anal canal.— In this case faeces contain bright red blood
either mixed or coating it.
(iv) Steatorrhoea.— The stools of steatorrhoea are very large, pale, porridge-like and

sometime frothy. These are apt to stick to the sides of lavatory pan and are difficult to flush
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away. This is also malodourous. Pancreatic insufficiency is the main cause, but there are also
other causes which are described in the appropriate chapters.

(v)  Pipe-stem stool.— This is seen in carcinomatous stricture of the rectum particularly in
the annulus variety at the rectosigmoid junction.

(vi) Tooth-paste stool.— This is occasionally seen in Hirschsprung's disease. The faeces
are expressed as tooth-paste from a tube.

(vii) Meconium.— This is scanty, semiliquid, greenish black, odourless, sticky faeces passed
by new-born babies during first 3 days of life. After 7 days the stool becomes pale and putty-
like in case of bottle-fed baby and thin yellow paste-type in case of breast-fed baby.
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EXAMINATION OF A
LUMP OR A SWELLING

A ‘Lump’ is a vague mass of body tissue.

A ‘Swelling’ is a vague term which denotes any
enlargement or protuberance in the body due to any
cause. According to cause, a swelling may be congenital,
traumatic, inflammatory, neoplastic or miscellaneous.

A ‘Tumour’ or ‘Neoplasm’ is a growth of new cells

which proliferate independent of the need of the body.
While benign  tumour proliferates slowly with little
evidence of mitosis and invasiveness to the surrounding
tissues,  malignant  tumour  proliferates  fast  with
invasiveness and mitosis.

HISTORY.— It is recorded as described in Chapter
1 with particular reference to the following points :

1. Duration. 'How long is the lump present
there?’ That means, you should ask the patient, 'When
was the lump first noticed?' In case of congenital

swellings, e.g. cystic hygroma, meningocele, they are ,, ;4 " Sacrococcygeal teratoma usually
likely to be present since birth. One thing must be presents since birth. Rudimentary hand is
remembered that there is heaven and hell difference seen in the tumour which develops from the

between 'The lump was first noticed two months ago' totipotent cells.

and 'The lump
first appeared
two months ago'.
The former is the
patient's  finding
and very often
they feel its

existence later
than it actually
appeared. A
painless lump

may be present
for a long time
without the
patient's know-

Figs.3.2 & 3.3. — Keloids have developed in the scars of vaccination and ear pricks. ledge.
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Lumps with shorter duration and pain are mostly inflammatory (acute), whereas those with
longer duration and without pain are possibly neoplastic (benign). But the swellings with longer
duration and with slight pain may be chronic inflammatory swellings whereas swellings with
shorter duration may be neoplastic, mostly malignant.

2. Mode of onset.— 'How did the swelling start'? It may have appeared just after a
trauma (e.g. fractured displacement of the bone, dislocation of the joint or haematoma) or may
have developed spontaneously and grown rapidly with severe pain (inflammation) or was noticed
casually and the swelling was gradually increasing in size (neoplasm). Sometimes swelling may
occur from pre-existing conditions, e.g. keloid may start from a scar of burn or otherwise (Fig.3.2)
or even from a pin prick in the ear (Fig. 3.3). Malignant melanoma generally develops from a
benign naevus or a birth mark.

The neoplasms are mostly noticed casually and the patient says, T felt it during washing'
Or 'Someone else noticed it first and drew my attention. These swellings are more dangerous
and should invite more careful examination than those which are painful and mostly inflammatory
or traumatic.

3. Other symptoms associated with the lump.— PAIN is by far the most important symptom,
which brings the patient to the doctor. Sometimes there may be other symptoms associated with
the lump, such as difficulty in respiration, difficulty in swallowing, interfering with any movement,
disfiguring etc. The patient will
definitely —give the history of
pain, but he may not give the
history of other symptoms. So he
must be asked relevant questions
to find out if any symptom is
associated with the lump.

4. Pain.— Pain is an
important and frequent com-
plaint of traumatic and
inflammatory  swellings, = whereas
pain is conspicuously absent in
neoplastic  swellings  particularly
in early stage. If the patient
complains of pain associated with
the lump, the surgeon should
know precisely its nature, site and

time of onset — whether appear-
ed before the swelling or after it.
Fig.3.4 .— Keloids have developed from scars of healed boils. Nature of the pain.___ Whether
the pain is throbbing which
suggests inflammation leading to suppuration; or burning; or stabbing ie. the pain is sudden,
sharp, severe and of short duration; or distending; or aching type.

Site.— Sometimes the pain is referred to some other site than the affected one. As for
example, in case of affection of the hip joint, the pain may be referred to the corresponding knee
joint. But most often the pain is localized to the site of the swelling.

Time of onset.— It is very important to know whether the pain preceded the swelling or
the swelling preceded the pain. In the case of inflammation pain always appears before the
swelling, but in case of tumours (both benign and malignant) swelling appears long before the
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patient will complain of pain. It cannot be impressed too strongly that most malignant tumours
be it in the stomach, kidney, rectum or breast, are painless to start with. Pain only appears due to
involvement of the nerves, deep infiltration, ulceration, fungation or associated inflammation
and often indicates inoperability. The only exception is osteosarcoma in which mild pain is
usually the first symptom and precedes the appearance of swelling.

5. Progress of the swelling.— 'Has the lump changed its size since it was first noticed'?
Benign growths grow in size very slowly and sometimes may remain static for a long time.
Malignant tumours grow very quickly. Sometimes the swelling suddenly increases in size after
remaining stationery for a long period — this suggests malignant transformation of a benign
growth. If the swelling decreases in size — this suggests inflammatory lesion. The patient should
also be asked whether he has noticed any change in the surface or in consistency of the swelling.

6.  Exact site. — Mostly the site of the swelling is obvious on inspection. In case of a huge
swelling, the surgeon may be confused from which structure the swelling appeared. In these instances
the patient may help the surgeon by telling him the exact site from which the swelling originated.

7. Fever.— Enquiry must be made whether the patient ran temperature alongwith the
swelling or not. This suggests inflammatory swelling. Abscess
anywhere in the body may be associated with rise of body temperature
— typical examples being axillary abscess, gluteal abscess, ischiorectal
abscess etc. Pyogenic lymphadenitis is often associated with fever.

Sometimes Hodgkin's disease, renal carcinoma etc. are also associated
with peculiar fever.

8.  Presence of other lumps.— 'Whether the patient ever had or
has any other lump'? Neurofibromatosis, diaphyseal aclasis etc. will
always have multiple swellings. Similarly Hodgkin's disease generally
shows multiple lymphoglandular enlargements. Abscesses may occur
one after the other.

9. Secondary changes.— Some swellings present secondary

changes such as softening, ulceration, fungation, inflammatory changes
etc. The patients should be asked for the secondary changes specifically.

10.  Impairment of function — particularly of the limb or spine  Fig-3.5.— Multiple swellings
of neurofibromatosis (Von

may be associated with a swelling near about. Enquire about the nature
Recklinghausen’s disease).

of loss of movement and intensity of it and how much of it is due to
the swelling. An osteosarcoma near knee joint may cause partial or total loss of knee movement.
Similarly a cold abscess from caries spine will cause limitation of movement of the spine.

11.  Recurrence of the swelling.— If the swelling recurs after removal, this often indicates
malignant change in a benign growth or the primary tumour was a malignant one. Certain other
swellings are notoriously known to recur e.g. Paget's recurrent fibroid. Cystic swelling may
recur if the cyst wall is not completely removed.

12. Loss of body weight.— Appearance of swelling may be associated with loss of body
weight. This indicates that the swelling may be either a malignant growth or a cold abscess with
generalized tuberculosis.

13.  Past history.— This may reveal presence of similar swelling or recurrence of swelling.
Past history of syphilis or tuberculosis may offer clue to the present swelling.

14.  Personal history.— Habit of eating betel leaf, betel nut, slaked lime or tobacco, may be
the aetiological factor for growth in the mouth, tongue, cheek or lip. 'Chutta Cancer' of hard
palate is seen in women who smoke cigars with the burning ends in their mouths. 'Khaini
Cancer' occurs due to mixture of lime and tobacco kept in the gingivolabial sulcus.
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15. Family history. This is quite important, as many diseases have familial incidence.
Tuberculosis, Von Recklinghausen's disease, many malignant tumours often recur among family
members.

PHYSICAL EXAMINATION

GENERAL
SURVEY.— When a
patient presents
with a swelling, the
patient should Dbe
looked at as a
whole. Cachexia or
malnutrition may
be obvious in first
look. The attitude
of the patient is also
very important.
Abnormal  attitude
may be either due
to a swelling like
osteosarcoma  pre-

ssing on the nerve
leading to pare-
sis or paralysis of
the distal limb or
the swelling may
be a displaced
fracture or dislo-
cation and the
limb assumes
abnormal atti-
tude due to that.
Raised tempe-
rature and pulse
rate are always
associated with
inflammatory
swelling.

) LOCAL
EXAMI-
NATION

ar INSPEC-
Fig.3.7 .— A case of keloid in its TION.— It must

typical position over the chest wall Fig.3.8 . — Shows the typical site of the dermoid j-,. ,,membered
following a small abscess. cyst at the outer canthus of the eye. that a good
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clinician always spends some time in observation. The
students should make it a practice and should not hasten
to touch the swelling as soon as he sees it.

In inspection the following points should be precisely
noticed : —

1. Situation. A few swellings are peculiar in their
positions such as dermoid cysts are mostly seen in the
midline of the body or on the line of fusion of embryonic
processes e.g. at the outer canthus of the eye — that means
on the line of fusion between the fronto-nasal process
and the maxillary process (Fig. 3.8) or behind the ear
(Fig. 3.9) (post auricular dermoid) — on the line of fusion
of the mesodermal hillocks which form the pinna.

One must always note the extent of the swelling in

vertical and horizontal directions on the case note.
2. Colour. Colour of the swelling sometimes gives Fig.3.9. — Post-auricular dermoid,

a definite hint to the diagnosis. Black colour of benign

naevus and melanoma, red or purple colour of haemangioma (Fig. 3.53) (according to whether it is

an arterial or venous haemangioma), bluish colour of ranula are obvious and diagnostic.

3. Shape. The shape of the swelling must be noted — whether it is ovoid, pear-shaped,
kidney-shaped, spherical or irregular. Sometimes the students, by mistake, utter the term 'circular'
to describe the shape of the swelling. A swelling cannot be circular as we do not know about
the deeper dimension of the swelling. So it is wiser to say 'spherical' to describe this swelling.

4. Size. To have first hand knowledge about the swelling, one must know the size of the
swelling. On inspection, we shall miss the deeper dimension, but shall have the other two
dimensions. These must be mentioned clearly in your history sheet the vertical and horizontal
dimensions.

5.
On inspection, it
may be difficult
to have a clear
idea  about the
surface  of  the
swelling. But in
certain  swellings,
the surface may
be very much

obvious and

diagnostic, e.g.

Fig.3.10. — Papilloma. Fig.3.11 .— Cauliflower surface of cauliflower sur-
squamous cell carcinoma. face of squamous

cell carcinoma,

irregular numerous branched surface of a papilloma etc.

6.  Edge.— The edge of the swelling may be clearly defined or indistinct. The swelling
may be pedunculated or sessile.

7. Number.— This is important as this may give a clue to the diagnosis. Some swellings
are always multiple, such as diaphyseal aclasis, neurofibromatosis, multiple glandular swellings
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etc. Some swellings are more known to be solitary, e.g. lipoma, dermoid cyst etc.

8.  Pulsation.— The swellings, arising from the arteries, are pulsatile, e.g. aneurysms and
vascular growths, such as carotid body tumour. The swellings, which lie just superficial to the
artery in close relation with it, will be pulsatile. This pulsation is called transmitted pulsation,
whereas those which originate from the arterial walls give rise to expansile pulsation.

9. Peristalsis.— Certain swellings are associated with visible peristalsis e.g. congenital
hypertrophic pyloric stenosis. A few swellings cause intestinal obstruction and thus show visible
peristalsis.

10. Movement with respiration.— Certain swellings arising from the upper abdominal viscera
move with respiration e.g. those arising from liver, spleen, stomach, gallbladder, hepatic and
splenic flexures of the transverse colon.

11.  Impulse on coughing. — The
swellings, which are in continuity with the
abdominal cavity, the pleural -cavity, the
spinal canal or the cranial cavity, will give
rise to impulse on coughing. The patient
is asked to cough and the swelling will be
seen giving rise to an impulse while the
patient is coughing. In case of children,
crying will work as coughing.

12. Movement on deglutition.— A
few swellings which are fixed to the larynx
or trachea move during deglutition e.g.
thyroid swellings, thyroglossal cysts,
subhyoid bursitis and pre-or paratracheal
lymph node enlargement.

13.  Movement w ith protrusion of the
tongue.— A thyroglossal cyst moves up
along with protrusion of the tongue
showing its intimate relation with the
thyroglossal tract.

14. Skin over the swelling.— This
will be red and oedematous, where the
swelling is an inflammatory one. The skin
becomes tense, glossy with venous promi-
nence, where the swelling is a sarcoma with
rapid growth. Presence of a black punctum

over a cutaneous swelling indicates

Fig.3.12.— Sarcoma of the left humerus interfering with sebaceous cyst. Pigmentation of the skin is
venous return of the upper limb leading to excessive seen in moles, naevi or after repeated
oedema and wrist drop from nerve involvement. exposures to deep X-rays. Presence of scar

indicates either previous operation (when

the scar is a linear one with suture marks), injury (a regular scar) or previous suppuration (when

the scar is puckered, broad and irregular). Sometimes the skin over a growth looks like the peel

of an orange — Peau d' orange (Fig. 30.9) which is due to oedematous swelling from blockage of

small lymphatics draining the skin. This is most peculiarly seen in breast carcinoma. Presence

of ulcer on the skin over the swelling is examined as discussed in the next Chapter.
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15. Any pressure effect.— It is always essential to conclude the inspection by examining the
limb distal to the swelling. In many cases this will give suggestion as to what may be the diagnosis.
An axillary swelling with oedema of the upper limb means the swelling is probably arising from
the lymph nodes. Wasting of the distal limb indicates the swelling to be a traumatic one and the
wasting is due to either non-use of the limb or due to injury to the nerves. Sometimes a swelling
may be seen in the neck with venous engorgement. This should immediately give rise to suspicion
of possibility of retro-sternal prolongation of the swelling, giving rise to venous obstruction.

B. PALPATION .— This is the most important part of local examination which will not
only corroborate the findings of inspection, but also will explore some other findings, which will
give a definite clue to the diagnosis. The students must be very methodical in this examination
and follow a definite order, which is given below, so that they would not miss any important
examination. The students should also be very gentle in palpation not to hurt the patients and a
few swellings may be malignant and may well spread into the system due to reckless handling.

1.  Temperature.— Local temperature is raised due to excessive vascularity of the swelling.
It may be due to infection or due to well-vascularised tumour (e.g. sarcoma).

This examination should be done first in palpation, as manipulation of the swelling during
subsequent examinations may increase the temperature without any definite reason. Temperature
of the swelling is best felt by the back of the fingers. (Fig. 3.13)

2.  Tenderness.— It must be remembered that this is a sign, which is elicited by the clinician.
When the patient complains of pain due to the pressure exerted by the clinician, the swelling is
said to be 'tender'. To elicit tenderness, one should be very gentle and should not give too much
pain to the patient. It is a good practice to keep
an eye on the patient's facial expression while
palpating the swelling to note whether this is
giving rise to pain or not. Inflammatory swellings
are mostly tender, whereas neoplastic swellings
are not tender.

3.  Size, Shape and Extent.— By palpation,
one can have an idea about the deeper dimension
of the swelling, which remains unknown in
inspection. The vertical and horizontal
dimensions of the swelling are also better clarified
by palpation. It is a good practice to mention in
cm  the vertical and horizontal diameters and
should be sketched on the history sheet clearly
indicating the position of the swelling as well.

The clinician should always try to find out
the whole extent of the swelling. If a portion of
the swelling disappears behind a bone, it should

be clearly mentioned and its importance cannot

Fig.3.13. — Showing how to feel for local
temperature with the back of the fingers which is
more sensitive than the palmar surface.

be too impressed to the students.

4. Surface.— With the palmar surfaces of
the fingers, the clinician should palpate the
surface of the swelling to its entirety. The surface of a swelling may be smooth (cyst), lobular
with smooth bumps (lipoma), nodular (a mass of matted lymph nodes) or irregular and rough
(carcinoma). Sometimes the surface of the lump may be varied according to variable consistency.

5. Edge.— Very carefully, the edge or margin of the swelling is palpated. It may be well
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defined or indistinct — merging imper-
ceptibly into the surrounding structures.
Broadly  speaking, neoplastic  swellings
and chronic inflammatory swellings have
well-defined  margins.  Benign  growths
generally have smooth margins whereas
malignant growths have irregular
margins. Acute inflammatory swellings
have ill-defined or indistinct margins.

The margins are palpated by the tips
of the fingers. Swellings with well-defined
margins tend to slip away from the finger.
Benign tumour such as lipoma is often
confusing with a cyst. The benign tumour
has a smooth margin, so has a cyst. The
most important finding, which
differentiates benign tumour like lipoma
from the cyst is that the margin of the
former slips away from the palpating

finger, but does not yield to it, whereas the

margin of the latter yields to the palpating
Fig.3.14.— Shows how to feel the margin of a swelling. The

margin of a cyst yields to the palpating finger and does not
slip away (cf. lipoma).

fingers and cannot slip away from the
examining finger (Slip sign in Fig.3.15).
6.

of a lump may vary from very soft to very hard. It depends on what it is made up of. When
the swelling is of UNIFORM consistency, it gives a clue as to which anatomical structure it is
derived from. It may be soft e.g. lipoma; cystic e.g. cysts and chronic abscesses; firm e.g. fibroma;
hard but yielding e.g. chondroma, bony hard e.g. osteoma or stony hard e.g. carcinoma. The
consistencies, just described, are all solid except the cystic one, which contains liquid within it.
It should be borne in mind that consistency of a solid swelling may also be soft as seen in case
of a lipoma. In case of gaseous swellings, e.g. gas gangrene, surgical emphysema, a crepitus

Fig.3.15. — Slip sign.— When the edge of a swelling is palpated, Fig.3.16.— Correct method of eliciting

the margin of the solid swelling does not yield to the palpating fluctuation. The fingers of the hand ‘P’

finger but slips away from it; but in case of a cystic swelling the will remain passive and perceive the

edge yields to the pressure of the palpating finger and does not movement of the fluid displaced by the
slip away. finger of the hand ‘D".
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may be heard. Sometimes the swelling may be of VARIABLE consistency. This variability often
indicates malignancy — either carcinoma or sarcoma.

While palpating for consistency, one must
look for whether the swelling is getting moulded
or not to pressure. It indicates that the content is
a pultaceous or putty-like material. So the
swelling must be a sebaceous cyst or a dermoid
cyst or even an abdominal (colonic) swelling
containing faecal mass. Sometimes the swelling
pits on pressure. This means that there is
oedematous tissue and most often the swelling is
an inflammatory one.

7. Fluctuation. — A swelling fluctuates,
when it contains liquid or gas. This test should
be carried out by one finger of each hand. Sudden
pressure is applied on one pole of the swelling.

This will increase pressure within the cavity of

the swelling and will be transmitted equally at

right angles to all parts of its wall. If another ) . .
Fig.3.17.— Implantation dermoid at the dorsum

of the left hand near the web between the index
and the middle fingers.

finger of the other hand is placed on the opposite
pole of the swelling, the finger will be raised
passively due to increased pressure within the
swelling. This means that the swelling is fluctuating.

6] This test should always be performed in two planes at right angles to each other. A fleshy muscle
(e.g. quadriceps femoris) sometimes shows fluctuation at right angle to its fibres, but not along
the line of its fibres, (ii) The two
fingers should be kept as far apart as
the size of the swelling will allow.
(iii) In case of the swelling, which
is freely movable, it should be held
fixed with the thumb and fore-
finger of one hand, while the
swelling is compressed on the
other pole by the thumb and
fingers of the other hand. The
thumb  and fore-ffinger, = which
have ~ been used to fix the  Fjg318.— Shows the method of eliciting fluctuation in case of a
swelling, will feel increase of small swelling. In the first figure it is shown how a small swelling may
pressure  within  the  swelling  be displaced as a whole by the displacing finger (D) and it shifts towards
passively. Very often fluctuation the watching finger (W) to elicit a false sense of fluctuation even when
is elicited in this manner in case the swelling is a solid one. The second figure is the correct method of
eliciting fluctuation in case of a small swelling. Two fingers of the left
hand (watching fingers “W’) are placed on two sides of the swelling
and the index finger of the right hand (displacing finger ‘D’) is pressed

on the swelling to displace the fluid within the swelling.

of hydrocele, (iv) In case of wvery
small  swelling, which  cannot
accommodate  two  fingers, this
test can be performed by simply

pressing the swelling at its centre. The swelling containing fluid, will be softer at the centre than
its periphery, while a solid swelling will be firmer at the centre than its periphery. This test is
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known as Paget’s test. Another method is to keep two fingers of the left hand on the swelling so
as to fix it and are called 'watching fingers'. Right index finger is used ('displacing finger') to
press on the swelling to displace fluid inside the swelling which is felt by the 'watching fingers'.
This test should be done in two planes at right angles to one another as the conventional method.
The students should not try to perform traditional fluctuation test on a small swelling, as pressure
exerted by one finger, will simply displace the swelling and fluctuation test cannot be performed,

(v) For very large swelling more than one finger of each hand are used. Two or even three fingers
may be used for providing pressure (displacing fingers) and palmar aspect of four fingers of the
other hand may be used to perceive the movement of displaced fluid (watching fingers), (vi) Very

Fig.3.19. Testing for

translucency.

soft swellings sometimes yield false positive sense in fluctuation test.
The swellings which can be included in this list are : lipoma,
myxoma, soft fibroma, vascular sarcoma etc. But if the
students become careful while performing the fluctuation test,
they will easily realise that these swellings yield to pressure,
but fail to expand in other parts of the swelling like a true
fluctuant swelling.
8. Fluid thrill. — In case of a swelling containing fluid,
a percussion wave is seen to be conducted to its other poles
when one pole of it is tapped as done in percussion. In case
of a big swelling, this can be demonstrated by tapping the
swelling on one side with two fingers while the percussion
wave is felt on the other side of the swelling with palmar
aspect of the hand. In case of a small swelling, three fingers
are placed on the swelling and the middle finger is tapped
with a finger of the other hand (as done in percussion), the
percussion wave is felt by other two fingers on each side.

Figs.3.20. & 3.21 . — Note how to examine for impulse on coughing in case of an adult and a child.
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9. Translucency.— This means that the swelling can transmit light through it. For this,
it must contain clear fluid, e.g. water, serum, lymph, plasma or highly refractile fat. A swelling
may be fluctuant as it contains fluid, but may not be translucent when it contains opaque
fluid, such as blood or pultaceous material (dermoid or sebaceous cyst). To carry out this test,
darkness is essential. In day time, this can be achieved by a roll of paper, which is held on
one side of the swelling, while a torch light is held on the other side of the swelling. The
swelling will be seen to transmit the light, if it is a translucent swelling. The torch light should
not be kept on the surface of the swelling, but on one side of the
swelling, while the roll of paper on the other side so that the
whole swelling intervenes between the light and the roll of paper.

This will eliminate the possibility of false positive results.

10. Impulse on coughing.— In palpation, this test corroborates
the finding detected in inspection. The swellings, which are likely to
give rise to impulse on coughing, are: (i) those, which are in continuity
with the abdominal cavity (e.g. herniae, ilio-psoas and lumbar
abscesses), (ii) those, which are in continuity with the pleural cavity
(e.g. empyema necessitatis) and (iii) those, which are in continuity
with the spinal canal or cranial cavity (spinal or cranial meningocele).

The swelling is grasped and the patient is asked to cough. An
impulse is felt by the grasping hand. Due to coughing, pressure is
increased within the abdominal, pleural, spinal and cranial cavities.

This increase in pressure is transmitted to the swelling, where the

impulse is felt. In case of children, this examination is performed when Fig.3.22.— Testing for com-
they cry. pressibility in case of haeman-

11.  Redueibility.— This means that the swelling reduces and gioma of the upper eye lid.
ultimately disappears when it is pressed upon. This is a feature of
hernia. Lymph, varix, varicocele, saphena varix, meningocele etc. are also reducible partly or
completely.

12. Compressibility.— In contradistinction to redueibility, compressibility means the swelling
can be compressed, but would not be disappeared completely. The compressible swellings may not
have connections with the abdominal, pleural, spinal or cranial cavity. These swellings are liquid-
filled and are mostly vascular malformations e.g. arterial, capillary or venous haemangiomas.
Lymphangiomas are also compressible. The most important differentiating feature between a
compressible swelling and a reducible swelling is that in
case of the latter, the swelling completely disappears as
the contents are displaced into the cavities from where
they have come out and may not come back until and
unless an opposite force, such as coughing or gravity is
applied. But in case of the former, the contents are not
actually displaced, so the swelling immediately reappears as
soon as the pressure is taken off.

13.  Pulsatility.— A swelling may be pulsatile (i) if it

arises from an artery (expansile pulsation), (i) if it lies v-ery
close to an artery (transmitted pulsation) or (iii) if the
swelling is a very vascular one (telangiectatic sarcoma). It Fig.3.23.— Demonstration whether the
is very easy to detect whether a swelling is pulsatile or not, pulsation is expansile or transmitted in
yet the students miss this test and land up with great nature.
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disaster (an  aneu-
rysm is  sometimes
incised by  mistake
considering it to be an
abscess).

Two fingers, one
from each hand, are
placed on the swel-
ling as far apart as
possible  (Fig.3.23). If
the two fingers are
raised with each

throb of the artery,

Figs.3.24 & 3.25. — Diagnostic representation of expansile and transmitted pulsation.
the swelling is a

‘An’ is aneurysm & ‘A’ is an artery. “T” is the tumour. See the text.
pulsatile one. When

the two fingers are not only raised, but also separated with each beat of the artery, the pulsation
is said to be an ‘expansile’ one. When the two fingers are only raised, but not separated, the
pulsation is said to be ‘transmitted’. In case of pulsatile swelling of the abdomen, the patient is
placed in the knee-elbow position to determine whether it is an aneurysm of the abdominal
aorta or a tumour lying in front of the abdominal aorta (transmitted pulsation). In case of the
latter in this position pulsation ceases.

14. Fixity to the overlying skin.— The swellings, which originate from the skin (e.g.
papilloma, epithelioma, sebaceous cyst etc) will be obviously fixed to the skin. They will
invariably move along with the skin unless they are fixed to underlying structures by malignant
infiltration (e.g. epithelioma).

In case of the subjacent swellings, the students should learn how to know whether the
swelling is attached to the skin or not. For this, one can do one of the following tests : (i) The
skin is made to move over the swelling. If it is fixed to the skin, the skin will not move, (ii) The
skin over the swelling is pinched up in different parts. When the skin is not fixed, it can be easily
pinched up, which may not be possible when the swelling is fixed to the skin.

15. Relations to surrounding structures.— Clinically, the students should try to make out
firstly the structure from which the swelling is originating and secondly whether the swelling
is confined to its original structure or has invaded the other structures.

The tumours, arising from the subcutaneous tissue, are free from the overlying skin and from
the underlying contracted muscle. If a lipoma is pushed sideways, the skin will be seen puckering
in some places over the tumour. This is due to the presence of some fibrous strands, extending
from the capsule of the tumour to the overlying skin. The students often mistake in finding out
whether the tumour is fixed to the underlying structure or not. Even if the tumour is fixed to the
underlying deep fascia and muscle, the tumour can be moved sideways. But if the underlying muscle
is made taut, the tumour cannot be moved if it is fixed to the muscle.

The tumours, arising from the deep fascia, will not be as mobile as those arising from the
subcutaneous tissue. But it is very difficult to find out whether the tumour is fixed to the deep
fascia or not as this fascia cannot be made taut apart from the muscle.

In case of the tumours arising from the muscle, the swelling can be moved with the muscle
relaxed. To know that the tumour is fixed to the muscle, the patient should be asked to carry
out such movement against resistance to throw the particular muscle into contraction. When the
tumour is arising from overlying subcutaneous tissue, but is fixed to the muscle, the tumour will
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FIGURES SHOWING HOW TO MAKE A MUSCLE TAUT BY PUTTING IT INTO
CONTRACTION AGAINST RESISTANCE

Fig.3.29. — Biceps Brachii.

Fig.3.30.— Triceps

Fig.3.27.— Latissimus Dorsi.

Fig.3.31 .— Flexors of the wrist.

f

Fig.3.28. — Pectoralis major. Fig.3.32 . — Extensors of the wrist.
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FIGURES SHOWING HOW TO MAKE A MUSCLE TAUT BY PUTTING IT INTO
CONTRACTION AGAINST RESISTANCE

Fig.3.36. — The Hamstrings.

Fig.3.34 .— Gluteus maximus.

Fig.3.37.— Adductors of the thigh.

Fig.3.35 . — Gluteus medius. Fig.3.38. — Extensors of the ankle.

See the chapter of "Examination of Peripheral
Nerve Lesions” for the actions of Trapezius, the
Deltoid, the Serratus anterior and Brachioradialis and
the chapter of “Examination of the Neck" for that of
the Sternomastoid muscle. Any other muscle can be
tested in the same way.

Fig.3.39, — Flexors of the ankle.
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be more prominent and cannot be
moved along the line of the muscle
fibres. If the tumour is incorporated
in the muscle, it will be fixed and
its size will be diminished as soon as
the muscle becomes taut. If the
tumour lies deep to the muscle, it
will virtually disappear, as soon as

Fig.3.40.— Shows how

the swelling in connection

with the tendon moves