
Presenting Symptoms Differential Diagnosis

Bad breath (halitosis) gingival, dental or pharyngeal infection

dry mouth (xerostomia) Sjögren's syndrome (SS), anticholinergic drug use

foul taste in the mouth (cacogeusia) Dental caries, gingivitis, GERD, PUD..

altered taste sensation (dysgeusia) metal toxicity, seafood toxins, nutritional disorders (especially 
zinc deficiency)

Anorexia ( loss of appetite and/or a lack of interest in 
food)

Eating habits, Cancers, psychological and mental health problems, 
systemic illnesses….

Weight loss malignancy and liver disease
dieting, loss of appetite, malabsorption or malnutrition
hyperthyroidism, fever, energetic lifestyle
vomiting, diarrhoea or diuretics
Systemic illnesses

Painful sores in lips, tongue or buccal mucosa deficiencies, including iron, folate, vitamin B12 or C
dermatological disorders, including lichen planus
Chemotherapy
aphthous ulcers
infective stomatitis
inflammatory bowel disease and coeliac disease



Presenting Symptoms Differential Diagnosis

Heartburn ( hot, burning retrosternal discomfort) GORD/GERD

Dyspepsia ( pain or discomfort centred in the upper 
abdomen)

Functional
peptic ulceration
‘Fat intolerance/ gallbladder disease

Odynophagia ( pain on swallowing) oesophageal ulceration or oesophagitis from gastro-
oesophageal reflux or oesophageal infections( 
candidiasis/HSV/CMV)

Abdominal pain ( Visceral abdominal pain vs. Somatic pain) ( 
Primary vs. Refered)

GI Causes
Renal/ Urogenital Causes
Gynecological/Obstetric Causes









Presenting Symptoms Differential Diagnosis

Dysphagia ( Difficulty of Swallowing) Neurological
Neuromuskular
Mechanical

Nausea ( the sensation of feeling sick) GI Causes
Non-GI Causes

Vomiting ( the expulsion of gastric contents via the mouth) GI Causes
Non-GI Causes

Wind and flatulence ( Belching, excessive or offensive 
flatus, abdominal distension and borborygmi (audible 
bowel sounds))

lactase deficiency
intestinal malabsorption
small bowel obstruction or dysmotility
air swallowing (aerophagy)

Abdominal distension 6 F's ( Fat, Flatus, Faeces, Fluid, Fetus, Functional bloating)

Diarrhoea Infectious
Inflammatory
Secretory
osmotic
Functional

Constipation Neurological
Neuromuskular
Mechanical
Functional



Presenting Symptoms) Differential Diagnosis

Bleeding Haematemesis ( the vomiting of blood)
Melaena ( the passage of tarry, shiny black stools with a 
characteristic odour)
Rectal bleeding ( blood is mixed with stool, coats the surface 
of otherwise normal stool or is seen on the toilet paper or in 
the pan) ( Hematochezia)
Fecal occult blood

Jaundice ( yellowish discoloration of the skin, sclerae and 
mucous membranes)

Conjugated Hyperbilirubinemia
Un-Conjugated Hyperbilirubinemia
Mixed Hyperbilirubinemia

Groin swellings and lumps Hernias
lymph nodes
skin and subcutaneous lumps
Saphena varix (a varicosity of the long saphenous vein)
Hydrocoele of the spermatic cord
Undescended testis
Femoral aneurysm 
psoas abscess











Past medical history

• History of a similar problem may suggest the 
diagnosis.

• Medical history can be associated with or the 
cause of/ the risk factor /the precipitating 
factor of the presenting symptoms and illness.

• Ask about previous abdominal surgery.



• Ask about all 
prescribed 
medications, over-
the-counter 
medicines and herbal 
preparations.

• Many drugs affect the 
gastrointestinal tract 
and are hepatotoxic

Drug history:



Family 
History:

• Inherited vs. 
familial 
disorders

• Autoimmune 
disorders

• Risk factors

Social History:

Dietary history

Food intolerances

Alcohol consumption

Smoking

Stress

Foreign travel

Intravenous drug use, Tattoos

Blood transfusions

Sex between men or with prostitutes and 
multiple sexual partners



The physical examination
General examination
Examination sequence
• Note the patient’s demeanour and general appearance.
Are they in pain, cachectic, thin, well nourished or obese?
Record height, weight, waist circumference and body
mass index . Note whether obesity is truncal or
generalised. Look for abdominal striae or loose skin
folds.
• Inspect the patient’s hands for clubbing, koilonychia
(spoon-shaped nails) and signs of chronic liver disease
( including leuconychia (white nails) and palmar
erythema.
• Inspect the mouth, throat and tongue. 
• Ask the patient to look down and retract the upper eyelid to expose the sclera; 
look to see if it is yellow in natural light.
• Examine the cervical, axillary and inguinal lymph nodes.





Abdominal examination

• Examine the patient in good light and warm 
surroundings, positioned comfortably supine with 
the head resting on only one or two pillows to relax 
the abdominal wall muscles. Use extra pillows to 
support a patient with kyphosis or breathlessness.



Inspection

Examination sequence:

• Look at the teeth, tongue and buccal mucosa; 
check for mouth ulcers. 

• Note any smell, including alcohol, fetor hepaticus, 
uraemia, melaena or ketones.

• Expose the abdomen from the xiphisternum to the 
symphysis pubis, leaving the chest and legs covered.



• The normal abdomen is flat or slightly scaphoid and 
symmetrical. At rest, respiration is principally 
diaphragmatic; the abdominal wall moves out and 
the liver, spleen and kidneys move downwards 
during inspiration. The umbilicus is usually 
inverted.



• Skin: seborrhoeic warts, haemangiomas (Campbell de Morgan spots), 
striae, bruising or scratch marks.

• Visible veins: caput medusae, collateral veins.

• Abdominal swelling: ascites, r intestinal obstruction, urinary 
retention, mass, an enlarged organ such as the liver.

• Abdominal scars and stomas





Palpation

Superficial Palpation

Deep Palpation

Palpation for Masses and Organo-megaly ( Hepatomegaly, Splenomegaly, 
Enlarged Kidneys)



Examination sequence:
• Ensure your hands are warm and clean.
• If the bed is low, kneel beside it but avoid touching the
floor to prevent infection.
• Ask the patient to show you where any pain is and to
report any tenderness during palpation.
• Ask the patient to place their arms by their sides to help
relax the abdominal wall.
•Use your right hand, keeping it flat and in contact with the
abdominal wall.
• Observe the patient’s face throughout for any sign of
discomfort.



• Begin with light superficial palpation away from any site of 
pain. 

• Palpate each region in turn, and then repeat with deeper 
palpation.

• Test abdominal muscle tone using light, dipping finger 
movements.

• Describe any mass. Describe its site, size, surface, shape 
and consistency, and note whether it moves on respiration. Is 
the mass fixed or mobile? 

• To determine if a mass is superficial and in the abdominal 
wall rather than within the abdominal cavity, ask the patient 
to tense their abdominal muscles by lifting their head. An 
abdominal wall mass will still be palpable, whereas an intra-
abdominal mass will not.

• Decide whether the mass is an enlarged abdominal organ 
or separate from the solid organs.



Tenderness



Palpable mass





Enlarged organs
Hepatomegaly
Liver palpation
Examination sequence:
• Place your hand flat on the skin of the right iliac fossa.
• Point your fingers upwards and your index and middle
fingers lateral to the rectus muscle, so that your fingertips
lie parallel to the rectus sheath. Keep your hand
stationary.
• Ask the patient to breathe in deeply through the mouth.
• Feel for the liver edge as it descends on inspiration.
• Move your hand progressively up the abdomen,
1 cm at a time, between each breath the patient
takes, until you reach the costal margin or detect the
liver edge.
• If you feel a liver edge, describe:
 • size
 • surface: smooth or irregular 
 •edge: smooth or irregular; define the medial border
 • consistency: soft or hard
 • tenderness 
 • pulsatility. 
• To examine for gallbladder tenderness, ask the patient to breathe in deeply, 

then gently palpate the right upper quadrant in the mid-clavicular line.









Splenomegaly
Examination sequence

• Place your hand over the patient’s umbilicus. With your

hand stationary, ask the patient to inhale deeply through

the mouth.

• Feel for the splenic edge as it descends on inspiration.

• Move your hand diagonally upwards towards the left

hypochondrium , 1 cm at a time between each

breath the patient takes.

• Feel the costal margin along its length, as the position of

the spleen tip is variable.

• If you cannot feel the splenic edge, palpate with your right

hand, placing your left hand behind the patient’s left lower ribs and pulling the ribcage 
forward , or ask the patient to roll towards you and on to their right side and repeat the 
above.

• Feel along the left costal margin and percuss over the lateral chest wall. The normal 
spleen causes dullness to percussion posterior to the left mid-axillary line beneath the 
9th–11th ribs.





percussion

• General percussion

• Liver percussion

• Ascites percussion



General percussion

• Tympanic vs. dull



Liver Percussion
Examination sequence:

• Ask the patient to hold their breath in full expiration.
• Percuss downwards from the right fifth intercostal space in the mid-

clavicular line, listening for dullness indicating the upper border of the 
liver. 

• Measure the distance in centimeters below the costal margin in the 
mid-clavicular line or from the upper border of dullness to the palpable 
liver edge.



Ascites
Examination sequence

Shifting dullness

• With the patient supine, percuss from the midline out to the flanks. Note any 
change from resonant to dull, along with areas of dullness and resonance.

• Keep your finger on the site of dullness in the flank and ask the patient to turn on 
to their opposite side. 

• Pause for 10 seconds to allow any ascites to gravitate, then percuss again. If the 
area of dullness is now resonant, shifting dullness is present, indicating ascites.

Fluid thrill 

• If the abdomen is tensely distended and you are uncertain whether ascites is 
present, feel for a fluid thrill. 

• Place the palm of your left hand flat against the left side of the patient’s 
abdomen and flick a finger of your right hand against the right side of the 
abdomen. 

• If you feel a ripple against your left hand, ask an assistant or the patient to place 
the edge of their hand on the midline of the abdomen. This prevents transmission 
of the impulse via the skin rather than through the ascites. If you still feel a ripple 
against your left hand, a fluid thrill is present (detected only in gross ascites).







Auscultation
Examination sequence

• With the patient supine, place your stethoscope diaphragm to the right 
of the umbilicus and do not move it.

• Listen for up to 2 minutes before concluding that bowel sounds are 
absent. 

• Listen above the umbilicus over the aorta for arterial bruits.

• Now listen 2–3 cm above and lateral to the umbilicus for bruits from 
renal artery stenosis. 

• Listen over the liver for bruits. 

• Test for a succussion splash; this sounds like a half-filled water bottle 
being shaken. Explain the procedure to the patient, then shake their 
abdomen by rocking their pelvis using both hands.



Important examination parts

• Hernias  examination

• Rectal examination

• Proctoscopy



Hernias  examination

• The inguinal canal extends from

the pubic tubercle

to the anterior superior iliac spine.

It has an internal ring 

at the mid-inguinal point 

(midway between the pubic symphysis

and the anterior superior iliac spine)

and an external ring at the pubic tubercle. 

• The femoral canal lies below

the inguinal ligament and lateral to the pubic tubercle



Examination sequence 

• Examine the groin with the patient standing upright.
• Inspect the inguinal and femoral canals and the scrotum for any lumps or bulges. 
• Ask the patient to cough; look for an impulse over the femoral or inguinal canal 
and scrotum. 
• Identify the anatomical relationships between the bulge, the pubic tubercle and 
the inguinal ligament to distinguish a femoral from an inguinal hernia. 
• Palpate the external inguinal ring and along the inguinal canal for possible muscle 
defects. Ask the patient to cough and feel for a cough impulse. 
• Now ask the patient to lie down and establish whether the hernia reduces 
spontaneously. 
• If so, press two fingers over the internal inguinal ring at the mid-inguinal point 
and ask the patient to cough or stand up while you maintain pressure over the 
internal inguinal ring. If the hernia reappears, it is a direct hernia. If it can be 
prevented from reappearing, it is an indirect inguinal hernia. 
• Examine the opposite side to exclude the possibility of asymptomatic hernias.





Rectal examination

• Digital examination of the 
rectum is important.

• Do not avoid it because 
you or the patient finds it 
disagreeable.

• The patient’s verbal 
consent is needed, 
however, and the 
examination should be 
carried out in the presence 
of a chaperone.



Examination sequence 

• Explain what you are going to do and why it is necessary, and ask for permission 
to proceed. Tell the patient that the examination may be uncomfortable but 
should not be painful.

• Offer a chaperone; record a refusal. Make a note of the name of the chaperone. 

• Position the patient in the left lateral position with their buttocks at the edge of 
the couch, their knees drawn up to their chest and their heels clear of the 
perineum.

• Put on gloves and examine the perianal skin, using an effective light source. 

• Look for skin lesions, external haemorrhoids, fissures and fistulae. 

• Lubricate your index finger with water-based gel. 

• Place the pulp of your forefinger on the anal margin and apply steady pressure 
on the sphincter to push your finger gently through the anal canal into the rectum 
.



• If anal spasm occurs, ask the patient to breathe in deeply and relax. If necessary, 
use a local anaesthetic suppository or gel before trying again. If pain persists, 
examination under general anaesthesia may be necessary. 

• Ask the patient to squeeze your finger with their anal muscles and note any 
weakness of sphincter contraction.

• Palpate systematically around the entire rectum; note any abnormality and 
examine any mass . Record the percentage of the rectal circumference involved by 
disease and its distance from the anus. 

• Identify the uterine cervix in women and the prostate in men; assess the size, 
shape and consistency of the prostate and note any tenderness. 

• If the rectum contains faeces and you are in doubt about palpable masses, repeat 
the examination after the patient has defecated.

• Slowly withdraw your finger. Examine it for stool colour and the presence of 
blood or mucus.







Proctoscopy
• Proctoscopy is visual examination of the anal canal; it is an invasive 

procedure and should only be practised after appropriate training. Always 
undertake digital rectal examination first. If examination of the rectal mucosa 
is required, perform flexible sigmoidoscopy rather than proctoscopy.

• Examination sequence

• Place the patient in the left lateral position, as for digital rectal examination.

• With gloved hands, separate the buttocks with the forefinger and thumb of one 
hand. With your other hand, gently insert a lubricated proctoscope with its 
obturator in place into the anal canal and rectum in the direction of the 
umbilicus.

• Remove the obturator and carefully examine the anal canal under good 
illumination, noting any abnormality. Check for fissures, particularly if the patient 
reports pain during the procedure. 

• Ask the patient to strain down as you slowly withdraw the instrument to detect 
any degree of rectal prolapse and the presence and severity of any 
haemorrhoids.



Investigations

• Selecting the relevant investigation depends on the clinical problem 
revealed on history and examination. Investigations are costly and 
many carry risks, so choose tests capable of distinguishing the likely 
diagnoses and prioritise the most decisive ones.

















Thank you


