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Overview of Abdominal Examination

Examination of(Besides GPE):
¢ Oral cavity
¢ Abdomen

¢ Rectum
Along with Scrotal Examination in Men
As part of pelvic examination in Women

¢ Groin
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Short discussion of Abdominal
Symptomatology

Vomitting

Haematemesis/ Meleana/ Bleeding PR

Alteration of Bowel Habit

Urinary Problems

Lump

Dyspepsia

Pain

¢ LIQORAAAP(LIQOR — Am. Ass. of Alc. Physicians)
Pointing Test

VAS

Radiation vs Referred
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pain band.



Presenter�
Presentation Notes�
The upper four spinal segments are supplied by sensory afferent fibers from the dorsal roots of T1 to T4, and the lower cervical and upper thoracic

sympathetic ganglia. In the ganglia and spinal cord, the fibers communicate withone another superiorly and inferiorly. The mediastinal, thoracic and abdominal organs are also supplied by sensory afferents and parasympathetic efferents via the vagus nerve (CNX). Practically, all the thoracic viscera are served by sensory fibers in these pathways: myocardium, pericardium, aorta, pulmonary artery,esophagus, and mediastinum. Lesions in any of these structures produce pain of the same quality: deep, visceral, and poorly localized. Spinal segments, T5 and T6 receive sensory fibers fromthe lower thoracic wall, the diaphragmaticmuscles and their peritoneal surfaces, the gallbladder, the pancreas, the duodenum, and the stomach. Inflammation in these structures causes deep, visceral, poorly localized pain precisely similar in quality to that from the upper band.�


Anatomical Considerations

Subdivision of the Abdominal Cavity.

Visualizing the internal structures externally (4/ 9/ 4+3) and
some important landmarks(Murphy’s, Castell’s).

Umbilicus is the watershed for superficial lymphatics.

Visceral pain is via sympathetic fibers and is referred over
the abdomen because of shared segmental innervations.
Pain may be referred to distant locations.

Parietal pain is via direct inflammation of Parietal
peritoneum.

Radiation of pain is usually due to spread of inflammation
beyond the initial focus.
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urface anatomy-abdomen. A. Left anterior axillary line. B. Risht midclavicular line, €. surphy's point. D.

McBurney's line and peint. E. Hesselbachs triangle. F. Castell's point.
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Right shoulder

Diaphragm —

Tip of scapula

Gallbladder

Ureter

Inguinal canal

Gallbladder pain
| Diaphragmatic pain

| Ureteric pain

Foregut - pain localize
to epigastric area

Midgut - pain localizes
to periumbilical area

Hindgut - pain localizes
to suprapubic area




Leaking duodenal ulcer

Right paracolic gutter— |}

Pus accumulated In
right iliac fossa




General Condition of the patient

Facial expression

¢ "You should observe thus in acute diseases; first the countenance of the patient, if it be like
those of persons in health, and especially if it be like its usual self, for this is best of all. But
the opposite are the worst, such as these: a sharp nose, hollow eyes, sunken temples; the
ears cold, contracted and their lobes turned outwards; the skin about the forehead rough,
stretched and parched; the color of the face greenish or livid... be it known for certain that the
end is at hand." - Hippocratic facies

Journal of Clinical Oncology, Vol 26, No 21 (July 20), 2008: pp. 3638-3640

Position In bed

Signs of dehydration
Vitals




Inspection of the Abdomen

Positioning of examiner + Point source of
light(overhead bed lamp)

2 Abdominal ContOur(SF’s of Distension) + UmbiIiCUS(Tanyol’s Sign,
Everted/ Tucked in) + Flanks

& Symmetry
¢ Respiratory movement
¢ SKkin - Lesions/ Scars/ VelnSeeriumbiical vs Sides)

¢ Visible lumps/ pulsations/ peristaltic movements

¢ (Cough test + Light percussion = for parietal
peritoneal inflamm.)

¢ (Hernial orifices) 15
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Pfannenstiel — Hysterectomy/
CS

R SC (Kocher’s) —
Cholecystectomy

L SC — Splenectomy

Median — Major Abdominal
Op(Vascular/ Bowel/ Gastric)

Paramedian

Umblical — Lap
Inguinal — Hernia op
RLQ - Appendix op
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Presentation Notes�
Grey Turner Sign-seen with retroperitoneal hemmorhage also�


Palpation of the Abdomen

Warm hands placed flat with forearm at the level of the
abdomen.

Light palpation then deep palpation(site of pointing test last)
Relaxation techniques
Last resort — Nicholson’s maneuver

ASSsessS:
+ Hyperesthesia
o Direction of flow of distended veins(If present)

¢ Tenderness + Rebound Tenderness + Renal
Punch(Murphy’s)/ Renal Angle Test

¢ Involuntary Muscle Rigidity

¢ Distension — Symmetric (5F’s) vs Asymmetric (Organ)

o Lump(s) [Discussed in separate slide]

+ (Hernial sites) 20




1. Initially,
Patient's hand
underneath
Examiners
hand.

2. Examiner
gently slips
hand under
patient’s
hand.




Cope’s Pinch

Underlying
organ inflamm.

2-3 sites/ quad

Low
sensitivity(7%)



————=D> Direction of flow
Slow

Testing Direction of Blood Flow in Superficial Veins. A. The examiner presses
the blood from the veins with his index fingers in apposition. B. The index fingers are slid apart,
milking the blood from the intervening segment of vein. €. The pressure upon one end of the
segment is then released to observe the time of refilling from that direction. D. The procedure
IS repeated and the other end released first. The flow of blood is in the direction of the faster

flow.
| \—Tho raco-

epigastric ESl\WAL\16T: 1k
vem .y
SVCO - Reversal of flow above umbilicus

Superficial IVCO — Reversal of flow below umbilicus
epigastric
vein

Axillary
vein

Femoral
vein




Hyperesthesia, Tenderness on
palpation & Renal punch localize
diseased viscus.

Rebound Tenderness, Involuntary
muscle rigidity( + Cough test +
Light percussion + Jar
Tenderness/ Markle sign) identify
parietal peritoneum involvement.


Presenter�
Presentation Notes�
Markle sign when tense abdomen prevents examination of rebound tenderness. More sensitive than rebound tenderness,especially in the pelvis.

Patient stands on toes and drops down to the heels.�


Shifting dullness

Tympany
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l[dentifying a solid organ or mass in
presence of Ascites

Brief jabbing motion with hand en-
masse towards the anticipated

structure.

May not be possible in a case of tense ascites.
May cause discomfort to the patient
Organs like an enlarged liver may be ballottable.




Palpation of Liver

£ ff )

Costal margin
Liver edge

Mild enlargement

Normal technique

For an obese
Individual, stand
behind and to the
right.

28
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Presentation Notes�
Bimual examination = hooking technique�


Palpable lower border of liver is not
synonymous with hepatomegaly.

Percussion for the upper border of
Iiver + Confirmation of the lower
oorder liver.

(An initial Scratch test may be performed which gives

rough boundaries for upper and lower borders of liver.
Done in mid-clavicular line with stethoscope placed on
epigastrium. Increased tone heard over liver)
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Surface palpable~
below costal margin

costal
margin

Rotation of liver Rotation of liver
on AP axis on transverse axis
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Presentation Notes�
Normally liver is not palpable because of negative inrathoracic pressure and positive intraabdominal pressure, besides being suspended from the coronary ligaments and the hepatic vessels(attached to the prevertebral fascia)�


Palpation of spleen

e | Marked enlargement

Before palpation, percussion over Castell’s point f/b Traube’s
Space(6™ Rib, Ant Axillary Line, Costal Margin) during
Inspiration & Expiration — If tympanic in both, minimal
chance of splenomegaly.

Interpretation: Tympanic on expiration, Dull on Inspiration =
Mild, Dull on both = Mod/marked

32




Palpation in Right
Lateral Decubitus
position and Supine
position

Compared to hepatomegaly, a
palpable spleen is always

considered enlarged.



Presenter�
Presentation Notes�
Posterior bimaual under thorax: Middleton method�


Other organs which might be
palpable

Kidney

Receiving

hand

Pushing
hand
Stomach
Pancreas
Colon
Gall Bladder

¢ Murphy’s point

34
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Presentation Notes�
Causes of palpable GB: mucocele/empyema…Ca pancreas(Courvoisier’s Law – Palpable gallbladder in a jaundiced patient is NOT due to calculous cholecystitis) Exceptions – double impaction of stones, calculus in ampulla of vater in pancreas, mucocele d/t to stone in cystic duct, oriental cholangiohepatitis(clonorchis) GUY MALLET’s SIGN(with hips & knees flexed, epigastrium and left subcostal area deeply palpated - pancreatitis)�


Examination of a Mass

Local:
Local: :
. o Palpation
+ Inspection
: Temperature/ Tenderness

Location/ Number/ .

Color/ Surface/ Size/ Shape/ Surface/ Extent/

. : Edge/ Consistency

Overlying skin/ Shape e . .

_ I Fixation to overlying skin &
Size/ Edge/ Pulsatility underlying structures
Movement with Rising test

* Respiration Fluctuation

* (Swallowing) Translucency

* (Protrusion of tongue) Reducibility & compressibility
Peristaltic movement Pulsatility
Cough Impulse Cough impulse
(Pressure effect) + Regional Lymph Nodes

+ Percussion/ Auscultation
o (Pressure effect)
o (Peripheral Mass - Movement of limb) 36




Umbilicus

J l

Distribution of dullness
with ovarian cyst




Tense
abdominal
muscles

Palpation of intraabdominal mass

Tense
abdominal

' muscles
t

Palpation of mass in abdominal wall




Percussion & Auscultation of the
Abdomen

Auscultation used for:

¢ Noisy vs silent Abdomen

o (Scratch test for Liver borders)
¢ (Abdominal Bruits)

Percussion used for:

¢ Eliciting signs of parietal
peritoneum inflamm.(alongwith
Cough test)

¢ Delineating the extent of Liver
¢ Checking for Splenomegaly




Bruit of pancreatic carcinoma
Hepatic rubs and bruits Splenic friction rub

Murmurs from
abdominal aorta

Murmur of renal artery

-Femoral bruit




Rectal Examination(Male)

Positioning(LL, Litho, KC, KE)
Detailed explanation of procedure
Inspection & palpation of perineum

Then PR and Assess:
+ Sphincter tone(By asking the patient to contract voluntarily)
+ Presence of pain(Usually PR exam is painless) Prostate
o Seminal Vesicles(If enlarged)
+ Rectovesical Pouch(Blumer’s shelf)
+ Bleeding(Smearing of examining fingers)
Movements while performing PR(LL position) — Post wall,

90 degrees clockwise, 180 degrees anticlockwise & then 90
degrees anticlockwise

41
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Presentation Notes�
PR contraindicated in febrile neutropenia�
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Presenter�
Presentation Notes�
Goodsall’s rule: anterior fistula direct, posterior fistula curved in posterior midline. Exception: anterior fistual beyond 3 cm.

Men: Rectovesical pouch within 7.5 cm, Women: Rectouterine puch within 5.5 cm�
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Fig. 918 Comparison of Lengths of Rectosigmoid Segments with Rigid Examining
Instruments. All lengths are drawn to scale. A. The rectosigmoid is shown with the
anal canal of 4 cm, the rectum and valves of Houston of 12 cm, and the lower part of the
sigmoid colon, whose total length i1s 40 cm. B. An average index finger, 10 cm /ong and
22 mm in diameter. €. A typical anoscope, 9 cm, with an added 7 cm of curved obturator.
D. A proctoscope of 15 cm. E. Rigid sigmoidoscope of 25 cm. The fiberoptic flexible
instruments are considerably longer.
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A. Rectal B. Thrombosed external C. Internal D. Fistula
prolapse hemaorrhoid hemorrhoid in ano

Some External Anal Findings. A. Rectal Prolapse appears as a red doughnut
of most rectal mucosa protruding through the anus. B. Thrombosed External Hemorrhoids are
semispheric masses of erythematous skin at the mucocutaneous junction with the anus. C.
Internal Hemorrhoids are mucosal masses sometimes seen through the retracted anus. D.
Fistulous Opening in the skin is accompanied by a papule of hypertrophied skin on the margin

of the orifice.
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