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History Of Breast lump 
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History Of Nipple Discharge 
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History Of breast pain (Mastalgia) 
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History Of Anorectal pain  

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

History of presenting illness :  

 

1. SOCRATES 

2. Onset , duration  

3.progression  

4. Relation to defecation (before , after , during ) 

5. Does pain make you avoid defecation  

6. Pain free intervals / continuous  

7. Recurrent previous episodes  

8. Diarrhea / constipation , consistency  

9. Bleeding per rectum  

10. Tenesmus  

11. Fecal incontinence 

12. Mucus discharge , itching  

13. Rectal bleeding ( if +ve analyze it ) 

14 . swelling , masses in the perineum  , Hx of 

previous piles .  

15. lower abd. Pain , mouth or perineum ulcers 

(crohn's ) 

16. recent trauma , anal sex , recent colonoscopy . 

17. Chronic diseases ( DM , HIV ) 

18. weight loss , fatigue , loss of appetite , night 

sweats , fever (malignancy ). 
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History Of Bleeding per rectum  

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

History of presenting illness :  

1. Duration ,onset  

2. Frequency  

3. How it was noticed  

4. Timing / its relation to defecation 

5. Bleeding without defecation  

6. Is it with every bowel motion  

7. Amount  

8. Character (mixed with stool ,separate , on toilet 

papers , streaks on surface of stool) 

9. Color of blood , color of stool  

10. Clots  

11. Mucus , itching  

12. Pain (during or after defecation ) 

13.tenesmus ( feeling of incomplete evacuation) 

14. ( if female patient ) bloody stool occur only with 

menstruation (rectal endometriosis ) 

15. Stool consistency (diarrhea , constipation .. ) 

16. Previous similar episodes  

Differential diagnosis : 

- malignancy  

- diverticular diseases  

- IBD 

- bleeding disorders  

- local anal/rectal conditions 

- angiodysplasia   

Malignancy : 

-fever  

- chills/rigors  

- weight loss  

- loss of appetite  

-fatigue  

- night sweats  

- FHx.or personal Hx. Of 

colon Ca , polyps  

- poor fiber diet  

- shape , color of stool 

- bouts of jaundice (mets.)  

 

 Bleeding disorders : 

- known bleeding 

disorder ? 

- bleeding from 

other sites  

- easy bruising  

- drugs ( heparin , 

warfarin ) 

GIT system review : 

- constipation , diarrhea  , soiling  

- nausea , vomiting , hematemesis  

- abd pain , distention  

- any masses or lumps in the perenium  

- Hx. Of hemorrhoids , fissures  

- hx of discharge,  sth. Goes out during defecation 

- tenesmus  

- liver diseases , jaundice  

IBD  (crohn's + UC ): 

 

-alternating diarrhea 

and constipation  

- cramping abd. Pain 

- fever  

- eye problems 

- joint problems  

- mouth , anal ulcers  

- weight loss  

- skin rash , ulceration   

 

 

Diverticulosis : 

 

-known case of case 

of diverticular 

disease . 

- change in bowel 

habit 

- left sided abd. Pain 

that is relieved by 

passing stool or 

flatus . 

 

 

Anal conditions : 

- visible masses , ulcers . 

- anal pain  

- anal discharge  

- recent trauma , anal sex  

 

 - recent trauma  

- recent iatrogenic causes 

(colonoscopy , 

segmoidoscopy ) 

 

 

Don't forget to Check the 

volume status of the patient 

by asking the following : 

- lethargy  

- SOB 

- tachycardia , palpitations  

- dizziness  
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History Of Constipation 
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History Of Diarrhea 
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History Of Dysphagia  

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

History of presenting illness :  

1. For solids/ liquids / both  

2. Which type of food, and which help in easing 

the problem  

3. Level of stuck  

4. Pain (odenophagia) 

5. Intermittent /all the time  

6. Progression over time  

7. Has food ever gone down the wrong way  

8. Previous similar attacks  

 

Differential diagnosis : 

- PUD  -malignancy  -CREST    -Myasthenia Gravis 

-GERD  -pharyngeal pouch  -plummer Vinson syndrome -esophagitis 

-Chagas disease  

- ask about risk factors and complications . 

PUD : 

- indigestion 

- heartburn  

- regurgitation  

- abd. Pain  

Malignancy : 

- early statiety  

- fever , weight loss , loss of appetite 

, fatigue .  

-hematemesis , melena  

GERD , Pharyngeal pouch : 

- heartburn  

- hoarseness of voice    

- post nasal drip  

- when drinking  gurgle  

Complications : 

- chest pain / cough / hemoptysis / SOB  -halitosis 

- wheezes /breathing sounds     - aspiration of food  

- fever        - sore throat  

- hoarsness of voice  

Plummer Vinson synd. 

-on iron tablet  

Hx. Of iron def. anemia  

- glossitis  

 

( triad of dysphagia + 

glossitis + iron def. 

anemia)  

Esophagitis  

-Hx of chronic 

diseases like 

DM , HIV , 

cancer , or on 

steroids 

(candida)  

- drug Hx. 

CREST synd 

-dysphagia  

- skin tightness  

- raynaud  

- finger tip ulceration  

- telangectasia  

- sclerodactylel  

Myasthenia Gravis 

. at the end of day 

become worse , 

more fatigue  

.ptosis/ diplopia   

Chagas 

disease  

Hx of 

recent 

foreign 

travel  
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Risk factors and other association : 

-Hx .of neck masses , goiter , lumps , L.N 

-Hx of radiation  

-Hx. Of NG tube , trauma , previous surgeries  , previous Hx. Of corrosives ingestion . 

- drug Hx. 

- Hx. Of cardiac problems , palpitations , L.V enlargement . 

- Hx. Of CVA , DM . 
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History of Hematemesis (Vomiting blood) 
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History Of Jaundice 
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History Of Epigastric Abdominal Pain 
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History Of RIF Pain 
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History Of Leg Pain 
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History Of Neck lump 
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History Of Ulcer 
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◘ Topics to practice on your own: 

 

1. History Of neck pain (think of: Cervical rib, 

pharyngeal abscess, trauma, rheumatoid 

disease, cervical disc, neck mass). 

 

2. History of Fecal incontinence (Think of: Pelvic 

surgery, anal sex, explosive diarrhea, 

neurological problem). 

 

 

3. History of Axillary swelling (Think of: Lymph 

node infection, lymph node metastasis, breast 

CA, sebaceous cyst, lipoma). 



 

O
SC

E 
M

as
te

r 

3
6 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

O
SC

E 
M

as
te

r 

3
7 

 

Abdominal Examination Station 

1. Introduce yourself.  

2. Ask for permission.  

3. Ask for a chaperon.  

4. Ensure the privacy.  

5. Explain to the patient what you want to do.  

6. Proper exposure? (From the nipples to mid thighs).  

7. Position of the patient? It should be flat.  

8. General observation of the patient (looks well? , conscious? , oriented? , breath 

comfortably? , not in pain? , not pale, jaundiced or cyanosed? , if there is any IV lines, 

dressings, masks or drains? .. ).  

9. Inspection (from the foot of the bed):  

move with respiration? ,  

visible pulsations? ,  

any deformity (scoliosis or kyphoscoliosis)? ,  

any scars? ,  

change in color of the skin? ,  

caput medusa? ,  

dilated visible veins? ,  

visible masses or swellings? ,  

Distended abdomen or full flanks? ,  

symmetrical? ,  

umbilicus (central and inverted)?! ,  

striae? (sign of weight loss) ,  

Stomas? ,  

gynecomastia and spider neavi in liver disease? ,  

Peripheral Odema?  

◘ Cough reflex:  ask the patient to cough and look at the umbilicus and the groin, this is 

called cough reflex used to examin hernias, and ask the patient to stand so the hernia may be 

expelled.  
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►After this step you have to mention that you should take the vital signs (Temp., BP, Pulse 

Rate, and respiratory rate). You also have to say that you want to do an examination of the 

hands  (signs of liver failure: jaundice, clubbing, dupetryn contracture, thenar and hypothenar 

wasting, flapping tremor, palmar erythema, leukonychia..),  and also the mouth and eyes 

(ulcers, cyanosis, haydration status (pink tounge and sunken eyes), jaundice, conjunctiva 

palor .. etc).  

10. now, you have to proceed with “Palpation of the abdomen”:  

Before starting, you have to warm your hands, then ask the patient if there is any pain and in 

which areas, if so, examine them the last!  

Start from the right iliac fossa, clock wise, and don’t forget to maintain eye contact with the 

patient!  

You are doing palpation to check for: any masses (superficial and deep), any tenderness, any 

guarding or rigidity, any fluids accumulation, any enlargement of the internal organs, and the 

temperature.   

There are 3 types of palpation: 

A- Superficial palpation: here you are looking for any superficial masses or tenderness.   

B- Deep palpation: here you have to tell the patient that you want to press deeper. You are 

looking here for any tenderness or deep masses.  

Note: if there is abdominal guarding, you can overcome it by tact, or by flexion of the neck or 

the knees, so the abdominal muscles will be relaxed.  

You can ask the patient to strain or to extend his neck,  so you can differentiate between 

deep and superficial masses.  

► Special signs to do:  

Murphy’s sign (Deep palpation in the right upper quadrent while the patient taking deep 

breath >> for cholecystitis)  

Rovesing’s sign (deep palpation in left iliac fossa illicit pain in right iliac fossa if positive, >> for 

appendicitis) (additional signs, just to mention: Psoas sign, Obturator sign). 

 

C- Organomegaly: for the liver, spleen and kidneys.  

for liver: start from the right iliac fossa, going upward, with deep press with each inspiration 

and moving up 2 cm after each press (say that you can’t feel the edge of the liver).  

It is possible to do the liver span at this stage! (by percussion).  

For spleen: start from the right iliac fossa, and go diagonally as the same way for the liver. 

The spleen should be enlarged as 3 times as its original size to be palpable.  

For the kidney: use your both hands (bimanual method).  
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After finishing palpation you have to summarize! No masses, no tenderness, and no 

organomegaly.  

How to differentiate between the kidney and the spleen by palpation: (A very common 
question!! )  
1. kidney is BALOTTABLE, spleen is NOT 
2. NOTCH ON ANTERIOR BORDER - palpable in spleen, not in kidney 
3. Spleen enlarges diagonally towards RLQ, while the kidney enlarges inferiorly 
4. Kidney can be resonant to percussion (d/t overlying bowel), spleen should be DULL 
5. UPPER EDGE of spleen NOT palpable, upper edge of kidney is 
6. SPLENIC RUB on auscultation (have patient breath in and out) and kidney it’s not 

11. Percussion of the abdomen:  
percuss all over the abdomen, the percussion note should be “Tympanic”, and if you suspect 
ascitis you have to do shifting dullness and transmitting thrill.  
You can do the liver span in this step!  

12. now Auscultation:  
inferior and lateral to the umbilicus, wait for 15-30 seconds, if you didn’t hear anything, wait 
for 1 min, then 2 min >> you have to hear at least 1 time for bowel sounds.  
You also have to auscultate for aortic bruits (above the umbilicus0, renal artery bruits (above 
and lateral to the umbilicus), iliac bruits (below and lateral to the umbilicus), and hepatic and 
splenic rub or bruits.  
do “succession splash” if you suspect delayed gastric emptying! Place your hands on the 
pelvis ans shake the abdomen.  
Here you have to summarize after finishing this (normal bowel sounds, no arterial bruits, and 
no rubs).  

► NOTE: before finishing your exam, you should say: “I have to do DRE (digital rectal 
examination), and also examine the hernial orifices and the genitals, peripheral edema and 
lymph nodes”.   

By doing the previous steps, you have accomplished at least 20/25 marks Ensha’allah   
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The rest of the marks will be on the discussion of the questions. 
► some questions that have been discussed in this station include:   
Q1: mention some causes of hepatomegaly/splenomegaly? Presented in Macleod’s.  
Q2: causes of abdominal distension? Mentioned in Macleod’s!  
Q3: Causes og UGIB/LGIB?  
Q4: Causes of ascitis/diarrhea/constipation? In Macleod’s  
Q5: stigmata of chronic liver disease? In Macleod’s 
Q6: Causes of Jaundice? In Macleod’s  

NOTE: these are not the only questions to be asked! Expect anything   
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Chest Examination Station 

1. Introduce yourself.  

2. Ask for permission.  

3. Ask for a chaperon.  

4. Ensure the privacy.  

5. Explain to the patient what you want to do.  

6. Proper exposure? (From waist upward).  

7. Position of the patient? It should be 45 degree.  

8. General observation of the patient (looks well? , conscious? , oriented? , breath 

comfortably? , not in pain? , not pale, jaundiced or cyanosed? , if there is any IV lines, 

dressings, masks or drains? .. ).  

9. Inspection (from the foot of the bed):  

move with respiration? ,  

Symmetrical? ,  

Use of accessory respiratory muscles? ,  

Hair distribuation? ,  

visible pulsations? ,  

any deformity (scoliosis or kyphoscoliosis, pectus craniatum or excavatum)? ,  

any scars? ,  

change in color of the skin? ,  

spider naevi? ,  

dilated visible veins? ,  

visible masses or swellings? ,  

Barrel chest? Pigeonchest? ,  

Nipples? ,  

striae? (sign of weight loss) ,  

Stomas (tracheostomy)? ,  

gynecomastia and spider neavi in liver disease? ,  

Peripheral Odema?  

►After this step you have to mention that you should take the vital signs (Temp., BP, Pulse 

Rate, and respiratory rate). You also have to say that you want to do an examination of the 

hands  (Cyanosis, clubbing, palmer erythema, ...),  and also the mouth and eyes.  
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► Palpation:   

• do the examination of head and neck lymph nodes (they are 7 groups: supraclavicular, 

anterior, middle and posterior in the neck, submental, submandibular, postaricular and 

occipital).  

• superfacial palpation: look for masses, subcutaneous emphysema, tenderness, apex beat.  

• check for Tactile Vocal Fremitus, compare both sides each one with the other. (comment on 

any abnormality).   

• Chest expansion (enclose the chest by both of your hands and make 2 skin folds, then ask 

the patient to take deep breath – it should move 3-5 cm). remember to do all things 

anteriorly and posteriorly. (comment if there is decrease or limitation).  

• examination for tracheal deviation (use your middle 3 fingers).  

► Percussion: lung Apices, over the clavicles, and 4-5 areas on the chest and the axilla. 

(compare each side with the other).  comment if there is any dullness, or hyperresonance).  

► Auscultation: auscultate the lungs on 7 areas. (comment if it is vesicular or bronchial 

breathing, and if there is decrease air entry).   

► by doing these steps you have achieved at least 20/25 of this station. Now I will let you 

read some questions that have been asked in this station: 
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1. Wash hands (or wear gloves).  

2. Introduce yourself.  

3. Explain what you want to do and gain consent. 

4. Ensure the privacy and ask for a chaperon.   

5. Exposure should be from the shoulders upward.  

6. General observation of the patient (looks well/ill/Anxious/Restless/irritable?, 

conscious?, oriented?, not in pain?, not in respiratory distress/tachypnic due to 

thyroid enlargement compressing the trachea?, sweaty?, wasted (weight loss)? Hair 

loss? 

7. Say you need to take the vital signs. (Tchycardia and increased BP in hyperthyroid).  

Thyroid gland examination is of 2 parts:  

Examination of the thyroid status and examination of the thyroid as a mass.  

First, we start with the thyroid status:  

8. Hands:  

a. Examine the pulse (tachy/bradycardia, Irregular irregularity may indicates AF, a 

complication of thyrotoxicosis).  

b. moisture (sweaty), palmar erythema, warmth.  

c. fine tremor.  

d. reflexes in the arm (exaggerated in hyper, slow in hypo).  

9. Eyes:  

a. Lid retraction.  

b. lid lag (ask the patient to close and open his eyes once, and follow the lids 

movement, it will be slow).  

c. Exopthalmus (bulging of the eyes, the patient can look upward without wrinkles).  

d. opthalmoplegia.  

e. chemosis (redness of the eyes).  

10. Legs:  

a. pretibial myxedema (red, thickened swelling above the lateral malleoli).  

b. reflexes in the legs.  

Now, we start with the thyroid exam as a Mass:  

11. You start with Inspection, if there is swelling in the neck you have to comment on it 

regarding:  
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a. site of the swelling.  

b. approximate size.  

c. shape of it, if it can be assessed.  

d. color of the overlying skin.  

e. movement of it with swelling and tongue protrusion.  

f. if there is any lumps or masses anywhere else.  

 

12. Now we move to Palpation: start anteriorly and then from behind the patient:  

a. Size of the swelling or lump.  

b. Site of the swelling and if it extends anywhere (to the mediastinum for example).  

c. Shape of the mass: symmetrical or not, spherical, oval, regular or irregular.  

d. Surface: smooth, rough, bosselated, irregular.  

e. Temperature.  

f. Tenderness.  

g. Translucency (Transillumination). 

h. Thrill or pulsation. 

i. Fluctuation. 

j. Mobility/Fixation.  

k. Consistency: stony hard, firm, rubbery, spongy, soft.   

l. if the trachea can be palpated, then assess it for any deviation.  

 

► Then posteriorly:  

a. flex the head and examine the mass again.  

b. examine the lymph nodes: submental, submandibular, anterior, middle and 

posterior cervical, and supraclavicular.  

 

13. Percussion:  

a. for extension of the mass into the chest (retrosternal extension).  

b. percussion over the mass itself (dull if fluid filled cysts or solid mass, resonant if gas 

filled cysts).  

 

14. Auscultation: listen to the lump using the stethoscope for any possible bruits (a bruit 

may indicate AV fistula).  

 

 

4S , 4T , FMC 
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1. Investigations you want to do?  

a. CBC 

b. TSH, fT4 

c. Autoantibodies (antimicrosomal, anti-peroxidase, and 

antithyroglobuline antibodies, anti-TSH antibodies).  

d. Ultrasound.  

e. FNA.  

f. Radioactive Iodine.  

g. CT or MRI (for mets and extension).  

h. CXR  

i. ECG  
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15. Wash hands (or wear gloves).  

16. Introduce yourself.  

17. Explain what you want to do and gain consent. 

18. Ensure the privacy and ask for a chaperon.   

19. Exposure should be from the knees down.  

20. General observation of the patient (looks well?, conscious?, oriented?, not in pain?, 

not in respiratory distress?, any leg or feet dressings?).  

21. Say you need to take the vital signs.  

 

22. Now you can start examining the lower limbs: we start with inspection:  

compare both lower limbs by the mean of:  

1. Color: redness, pale, cyanosed.  

2. Hair distribution.  

3. Any deformities?  

4. Any scars?  

5. Amputations?  

6. Dilated veins?  

7. Black discoloration of the toes? (Gangrene, ischemia).  

8. Nail changes?  

9. Inspect the dorsal aspect and between the toes. Compare both legs and feet.  

 

 

23. If there is any ULCER you have to examine it for:  

1. Site (where it is located, … venous ulcers usually on the gaioter area, while arterial 

ulcers usually on the sides of the feet, but can be anywhere).  

2. Size (estimate it by inspection, be logical).  

3. Shape (circular, Oval, regular or irregular).  

4. Color (here you will be describing the “Floor” of the ulcer … remember the floor is 

what you can see … Red, yellow, black …).  

5. Discharge (comment if there is any discharge and its color … blood, pus or serous). 

6. Edge of the Ulcer (Sloping >> indicates healing venous ulcer, punched out >> 

indicates syphilitic, trophic, arterial ischemia or leprosy, undermined >> TB, Rolled >> 

basal cell CA “Rodent ulcer”, Everted >> squamous cell CA).  

7. Margin: which is the skin just around the ulcer edge (pinkish may indicate healing).  

8. Surrounding skin: redness, necrosis …  
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9. Depth: by millimeter. And measure the dimensions.  

10. Feel the temperature around the ulcer.  

11. Milking the ulcer for any discharge.  

12. Base of the ulcer: feel the base by your fingers (any tenderness?, what are you 

feeling? Bone? Tendon? Soft tissue?) 

13. Examine the edge again by palpation to see what type it is (if you can go 

underneath the skin).   

 

24. Feel both limbs temperature, examine inguinal lymph nodes.   

25. Check for odema, If there is swelling, take the diameter, compare both legs.  

26. Feel the pulses: Dorsalis pedis pulse (against the navecular bone, abscent in 2-3% in 

young healthy individuals), Tibialis posterior pulse (2 cm inferior and posterior to the 

medial malleolus), popliteal pulse (flex the leg at the knee and palpate it using both 

hands), femoral pulse (just below the mid-point of the inguinal ligament), Abdominal 

Aortic pulsation (in the abdomen.  

27. Check for capillary refill: normally < 2 seconds, prolongation may suggest PVD.  

28. Buerger’s test: if the capillary refill is abnormal, then raise the leg of the patient to 45 

degrees while he is in supine position, and wait for 30 seconds, if it become pale >> 

then this may indicate PVD (the normal is to stay pinkish), then ask the patient to sit 

on the side of the bed and hang his legs, if it becomes cyanosed before going back 

pinkish this may indicate PAD.  

29. Check for radio-femoral delay: palpate the radial and femoral pulse ipsilaterally at the 

same time, you should feel the pulse ate the same time, any delay may indicate 

pathology like coarctation of the aorta.  

30. Check the Ankle-Brachial index, which can predict the severity of the PAD (how: 

measurer the blood pressure at the brachial artery and at the ankle, a normal ankle-

brachial index is 1.0 to 1.4 , 0.9 or less, 1.4 or higher is abnormal and means a higher 

chance of having narrowed arteries in other parts of the body. A value of 0.91 to 1.00 

is considered borderline abnormal.  

Now say that you want to examine for the following things. If he says skip, then skip.  

31. Now you have to examine the sensation:  

1. Light touch sensation: use a wisp of cotton wool and gently touch, patient’s eyes 

should be closed, start distally and go proximally, compare both lower limbs by asking 

the patient where he feels more.  
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2. Pin-prick sensation: the same as the previous one but use the sharp end of a neuro-

tip.  

3. Vibration sensation: tap the tuning fork and place it on the foot while the patient’s 

eyes are closed and ask the patient if he can feel it, if yes >> tap it again and put it on 

the distal part of the great toe and ask him the same question, if he can’t feel >> start 

going proximally with the same maneuver.  

 

 

32. Test for Proprioception: hold the distal part of the great toe, demonstrate movement 

of the toe upwards and downwards to the patient while watching, ask the patient to 

close his/her eyes and do a movement to a certain direction, and then ask him toward 

where you moved it.  

33. Ankle jerk reflex: dorsiflex the foot and tap the Achilles tendon and observe the 

contraction in the calf (normal reflex).  

34. Examine the gait of the patient: symmetry and balance.  

 

 

 

1. Investigations you want to do?  

a. CBC: for Leukocytosis.  

b. random and fasting blood sugar, and HbA1c.  

c. X-Ray of the leg: Osteomylitis and gas gangrene.  

d. swab for culture.  

e. Doppler U/S.  

 

2. Management of DF?  

1. Life style: well-fitting shoes, don’t use very hot water, avoid close contact to heaters, 

good care for nails, don’t walk bare foot, avoid tight socks.  

2. Good control of DM: compliance with medication, daily check and DM diet! 

3. If there is an Ulcer: local debridement of the necrotic tissue and if abscess >> incision 

and drainage. Cleaning and dry dressing every day or every other day.  

4. Antibiotics (if ulcer and infection): Ampicillin, Gentamicine,and Metronidazole.   
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Remember: if you have findings 

of venous and arterial ulcer then 

>> it’s “Mixed ulcer”  

• Causes of infections include:  

1. Staph. Aureus 

2. Staph Epidermidis 

3. Strep pyogens 

4. Pseudomonas 

5. E. coli 
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Lump examination (anywhere in the body) 

1. Introduce yourself.  

2. Ask for permission.  

3. Ask for a chaperon.  

4. Ensure the privacy.  

5. Explain to the patient what you want to do.  

6. Proper exposure?  (of the mass and the area of the possible lymphatic drainage).   

7. General observation of the patient (looks well? , conscious? , oriented? , breath 

comfortably? , not in pain? , not pale, jaundiced or cyanosed? , if there is any IV lines, 

dressings, masks or drains? .. ). 

 

► Inspection:   
1. Location/position 

2. Contour (regular or irregular) 

3. Pulsation (aneurism or high blood flow)  

4. Colour of skin (red, pigmented, etc) 

5. Abnormalities in skin (peau d’orange)  

6. Abnormal vessels  

7. Number.  

8. Size and shape.  

9. Cough impulse: ask the patient to cough and observe if there is any change in size.  

10. If the mass in the groin or scrotum, ask the patient to stand and observe any change in 

mass size.  

 

► Palpation:  
Ask the patient if there is any tenderness.  

1. Cough impulse.   

2. Consistency (Soft, firm, hard, rubbery; uniform, varied, lobulated).  

3. Emptying.   

4. Fluctuation.  

5. Position (measured from a landmark)  

6. Surface (smooth, rough, irregular) 



 

O
SC

E 
M

as
te

r 

5
7 

 

7. Shape.   

8. Size (tape measure) 

9. Tenderness.   

10. Temperature.  

11. Thrill or pulsation.  

12.  Move (plane of attachment)  

13. Skin Tethering (attempt to pick up a fold of skin over the swelling and compare with other 

side)  

14. Deeper structures (attempt to move the swelling in different planes relative to 

surrounding tissues)  

15. Muscles and tendons (palpate the swelling whilst asking the patient to use the relevant 

muscle)  

16. Specific Tests: Transillumination (if you suspect the mass is filled with clear fluid, eg a 

hydrocoele).  

◘ Examine the regional lymph nodes. Mention that you want to do DRE (digital rectal exam) if 

the mass is pelvic or in the groin.  

 

► Percussion and Auscultation:  
• Percussion of the mass: to check if solid, cystic or stony hard.  

• Auscultation (for bruits or bowel sounds)  

 

 

 

 

 

 

 

 

 

 

 

► Give 3 possible 

causes of the mass?  


	History Of Breast lump
	History Of Nipple Discharge
	History Of breast pain (Mastalgia)
	History Of Anorectal pain
	History Of Bleeding per rectum
	History Of Constipation
	History Of Diarrhea
	History Of Dysphagia
	History of Hematemesis (Vomiting blood)
	History Of Jaundice
	History Of Epigastric Abdominal Pain
	History Of RIF Pain
	History Of Leg Pain
	History Of Neck lump
	History Of Ulcer

