YEAR 2 PHYSICAL DIAGNOSIS FINAL PRACTICAL
PERFORMANCE CHECKLIST

                                                                             SP ID #____________Observer ID #___________

	INTRODUCTION
	(

	1
	Greets patient using proper family name, e.g. Mr. Smith
	

	2
	Introduces self
	

	3
	Explains role and position (e.g. student Dr. studying to be a physician)
	

	4
	Sits at patient level
	

	5
	Puts patient at ease
	

	6
	Defines purpose of visit
	

	7
	Assures privacy before beginning the interview
	

	8
	Inquires into patient’s comforts and needs before beginning
	

	BEGINNING THE INTERVIEW

	9
	Considers patient’s comfort and self-respect during the interview 
	

	10
	Asks patient open-ended, non-directive questions about major area of complaint
	

	11
	Strikes a balance between allowing patient to describe his/her problems in is/her own words while directing questions to obtain a clear and accurate history (e.g. moves from open-ended to closed-ended questions)
	

	12
	Recognizes and interprets non-verbal clues, as evidenced by reacting to the patient’s facial expression, body position, and gestures
	

	COMPLETION OF HISTORY CONTENT

	13
	Uses transition statements when moving to past, family, social histories or review of systems 
	

	14
	Summarizes the history when the story has become relatively clear, seeking confirmation and clarification from the patient.  Example: “I’d like to go over my facts once more with you, Mr. Smith.  Your main problem is this chest pain which seems to come on with exertion.  Do I have that right or are there other details I’ve left out?”
	

	15
	Seeks adequate verification of data (e.g. complaints, not diagnosis; what happened with drug allergies)
	

	16
	Asks questions that are concise, easily understandable, and free from jargon (unless defined for the pt.)
	


	SENSITIVITY TO THERAPEUTIC RELATIONSHIP

	17
	Maintains good eye contact during the interview
	

	18
	Listens to patient responses 
	

	19
	Provides adequate time for patient response
	

	20
	Does not interrupt patient
	

	21
	Is responsive to possible concerns expressed by the patient, regardless of whether such concerns are immediately relevant to the patient’s present physical problems 
	

	22
	Provides intermittent positive social reinforcement & feedback (e.g. occasional smile, nodding the head, praising the patient for proper healthcare technique)
	

	23
	Asked a final question to see if patient has any other questions/concerns
	

	24
	Proceeded through HPI to PMH to SH in an orderly manner
	

	25
	Transitions smoothly into the PE (e.g. I’d like to examine you now. “Will you please…”
	


	PRESENT ILLNESS CONTENT

	26
	Elicits Chief Complaint(s)
	

	27
	Pursues chronology of each complaint in common terms, and traces its progression to the present
	

	28
	Pursues complaints by documenting:  

Onset and duration
	

	29
	Palliative/provocative (aggravating & alleviating factors, results of past evaluations of treatments)
	

	30
	Quality
	

	31
	Region (location, radiation)
	

	32
	Severity
	

	33
	Temporal (how or have the symptoms changed over time)
	

	34
	Associated symptoms
	

	35
	Attribution (what does patient think is causing problem)
	

	36
	Asks pertinent negatives 
	

	COMPLETION OF HISTORY CONTENT

	37
	Covers PMH including Past medical illnesses and chronic illnesses
	

	38
	Previous hospitalizations, past surgeries
	

	39
	Current medications
	

	40
	OTC and complementary and alternative medicines
	

	41
	Allergies
	

	42
	Immunizations
	

	43
	Covers Family history including symptoms or illnesses similar to the present complaint(s)
	

	44
	Inheritable and familial diseases (including diabetes, HTN, heart, cancer, Sudden death)
	


	COVERS SOCIAL HISTORY

	45
	Patient living arrangement (who lives with you)
	

	46
	Patient family situation (married, children, etc)
	

	47
	Recent life changes or stressors
	

	48
	Does the patient smoke? If so, does patient want to quit?
	

	49
	Does the patient drink alcohol (if yes, must ask frequency and quantity)
	

	50
	Does patient use recreational drugs (if yes, must ask type and frequency)
	

	51
	Does the patient engage in regular physical activity or exercise
	

	52
	Nutrition: asks about patients usual type and amount of foods or on a “special” diet (e.g. vegetarian, lactose free, food allergen avoidance
	

	53
	Sexual Health Assessment:  “Are you sexually active with a partner?” Asks about risks for STDs
	

	54
	Interpersonal violence assessment (Do you feel safe in your home, relationship, at work?)
	

	55
	Takes an occupational history including past and present workplaces 
	

	56
	Asks about occupational exposures
	

	57
	Asks about environmental (home, hobbies, neighborhood) exposures
	


	REVIEW OF SYSTEMS:
Asks enough questions in the following areas to exclude major problems.

Check if the majority ( MORE than HALF) of items in each group are completed.

E.g. (need 3) means the student needs a minimum of 3 hits on the checklist item for credit.

	58
	General – fever, chills, night sweats, weight loss, malaise (need 3)
	

	59
	Skin– itching, rash, lump and bumps, hair and/or nail changes (need 3)
	

	60
	Eyes – vision, pain, discharge (need 2)
	

	61
	Ears – hearing, pain, discharge (need 2)
	

	62
	Nose, Throat, Sinus – smell, pain, discharge, hoarseness, nose bleeds (need 3)
	

	63
	Dentition – decay, gum disease, last dental visit (need 2)
	

	64
	Respiratory – cough, sputum, dyspnea, wheezing, coughing blood, TB skin test status (need 4)
	

	65
	Cardiovascular – chest pain, angina, dyspnea on exertion, or orthopnea, paroxysmal nocturnal dyspnea, edema, claudication, syncope (need 5)
	

	66
	Gastrointestinal – nausea, vomiting, hematemesis, diarrhea, constipation, melena, rectal bleeding, change in bowel habits, hemorrhoids, jaundice, pain, food intolerance, stool test for blood (need 7)
	

	67
	Hematopoietic – anemia, bleeding, adenopathy, bruising (need 3)
	

	68
	Urinary Tract – dysuria, hematuria, frequency, polyuria, urgency, hesitancy, incontinence, renal stones, nocturia, infection  (need 6)
	

	69a
	Male Reproductive – penile discharge, STD history, testicular pain or mass, infertility, impotence, libido (need 4)
	

	69b
	Female Reproductive – menarche, last period, age of menopause, postmenopausal symptoms, postmenopausal bleeding, abnormal periods, intermenstrual and/or post-coital bleeding, STD history, last Pap test, OB-Hx, discharge, odor, infertility, libido, method of contraception  

Breasts – lumps, nipple discharge, family hx. of breast Ca, does she self exam (need 10)
	

	70
	Endocrine – goiter, heat-cold intolerance, polydypsia (need 2)
	

	71
	Musculoskeletal – joint pain, edema, heat, redness, stiffness, deformity, muscle pain, tenderness, fatigue(e.g. with arthritis), atrophy. (need 6)
	

	72
	Central Nervous – headache, syncope, vertigo, seizures, loss of vision, diplopia, paralysis,  weakness in any limbs, tremor, ataxia, memory loss (need 6)
	

	73
	Psychiatric-hyperventilation, nervousness, sadness, “ever suicidal?” (need 3)
	

	Comments:

	

	

	


	INITIATES PHYSICAL EXAM

	74
	Washes hands before starting exam
	

	75
	Verbalizes comment on patient’s general Appearance 

“How’s the A/C?”
	

	76
	Verbalizes comment on patient’s level of Comfort
	

	VITAL SIGNS

	77
	Measures blood pressure placing cuff snugly in correct position, arm supported and at proper height.
	

	78
	Palpates and compares radial pulses and counts one radial pulse for 15 seconds 
	

	79
	Measures and comments on respiratory rate for 15 seconds
	

	HEENT (INCLUDING CRANIAL NERVES)

	80
	Skull
	Palpates scalp feeling cranial bones bilaterally
	

	81
	
	Inspects hair by separating roots
	

	82
	
	wrinkle forehead, show teeth, protrude tongue (cranial nerve exam)
	

	83
	Eye--1

“SASSy 

SCHool teacher

caught my Eye”
	Inspects external eye (lids, cornea, conjunctiva) move eyelids up & down 
	

	84
	
	SASS => pupil/eye Size, Alignment, Shape, Symmetry.
	

	85
	
	Snellen chart for visual acuity  
	

	86
	
	Confrontation to verify visual fields 
	

	87
	
	H Pattern to verify extraocular eye movements six directions for gaze and convergence
	

	88
	Eye--2

“In front of patient,

stand with Apple and

Opthalmoscope in 

hands. 

Flashlight in mouth”
	APPLE(Red reflex from 1-2 feet in front of patient
	

	89
	
	FLASHLIGHT(Pupillary light reflex: direct and consensual response and accommodation
	

	90
	
	Uses OPHTHALMOSCOPE correctly, 

· patient at proper height, 

· right hand for the right eye, left hand for the left eye, 

· finger on lens adjustment
· opposite hand on patient’s forehead
· Inspects optic nerve/disc  with COMMENTS

· Traces vessels into all four quadrants with COMMENTS 

· macula check( patient looks directly into light
	

	91
	
	
	

	92
	
	
	

	93
	Ear
	External ear check( pull on pinna and push on tragus
	

	94
	
	Whisper into each ear with opposite ear plugged (auditory acuity)
	

	95
	
	Perform Rinne test with 512 cps tuning fork
	

	96
	
	PerformWeber test with 512 cps tuning fork
	

	97
	
	Check ear canal with otoscope, stabilizing the patient’s head to avoid causing  pain
	

	98
	Nose
	Inspects the nasal vaults with otoscope very gently lift tip of  nose 
	

	99
	Transition w/fingers:

(Nose(Sinuses(
Temples/Jaw(Mouth)
	Palpates or percusses the frontal and maxillary sinsuses for tenderness
	

	100
	
	Bilaterally palpates temporalis and masseter muscles while asking patient to clench teeth
	

	101
	Mouth
	Inspects and comments on lips, gums, tongue, teeth, buccal mucosa, floor of mouth
	

	102
	
	Asks patient to phonate (say “aahhh”) to observe uvula
	

	103
	
	With gloved hands and gauze pad, holds tongue and palpates lateral borders to the tip
	

	104
	
	With gloved hands performs bimanual palpation of the floor of the mouth
	


	NECK

	105
	Asks patient to shrug shoulders against resistance (student pressing down)
	

	106
	Tests range of motion of neck to sides, forward and back with hand on neck to feel for crepitance
	

	107
	Palpates 6 or more neck node groups, including 

· (3) occipital, posterior auricular, preauricular
· (3) tonsillar, sub-maxillary, sub-mental
· cervical: (3) superficial, posterior, deep 

· (1) supraclavicular 
	

	108/

109
	Palpates
	thyroid
	anteriorly OR posteriorly
	

	
	
	
	isthmus
	

	
	
	
	one lobe and then the other
	

	
	
	
	with swallowing.
	

	
	
	trachea (segue to lungs…) 
	noting position (is it central?)
	

	LUNGS

	110
	Inspects thorax 
	normal breathing
	via respiratory pattern/rhythm/accessory muscles
	

	111
	
	symmetry
	via breath posterior chest expansion
	

	112/

113
	Demonstrates
	tactile fremitus
	ball of hand
	“99”
	

	
	
	whispered

pectoriloquy
	scope
	“99”
	

	
	
	egophony
	scope
	“eeeeeeeee".
	

	
	
	bronchophony
	scope
	“99”
	

	114
	Percusses 

	for
estimated 

diaphragm level


 
	

	115
	
	posterior 

lung fields
	

	116
	
	anterior 

lung fields
	

	117
	
	lateral 


lung fields
	

	118
	Has patient breathe deeply with open mouth during auscultation
	

	119
	Auscultates 


	posterior 

lung fields

	

	120
	
	anterior

lung fields
	

	121
	
	lateral


lung fields
	

	HEART (Examiner at patient’s Right side; patient at 45 degrees)

	122
	Neck vessels
	Observes (with flashlight) and comments on neck veins
	

	123
	
	Auscultates carotid arteries
	

	124
	
	Palpates carotid arteries – one at a time.
	

	125
	Precordium
	Inspects and comments on precordium (large A/P(COPD)
	

	126
	
	Palpates precordium for impulses, lifts and thrills
	

	127
	
	Point of Maximum Intensity (PMI)( Note location, size and quality  
	

	128
	Auscultates
	aortic valve
	with diaphragm of stethescope
	

	129
	
	pulmonic valve
	diaphragm
	

	130
	
	tricuspid valve
	diaphragm
	

	131
	
	mitral valve
	diaphragm
	

	132
	
	left sternal border 

and heart apex
	with bell and diaphragm
	


	ABDOMEN (Patient SUPINE, Examiner at patient’s Right side)

	133
	Positions patient supine, hands at side, muscles relaxed, appropriately draped
	

	134
	Inspects
	Comments on shape, masses, skin, veins
	

	
	
	Have patient do “crunch/sit-up” for hernia check
	

	135
	Auscultates 
	before palpation or percussion
	

	136
	
	all 4 quadrants for bowel sounds and make comments 
	

	
	
	epigastrium for aortic and renal bruits and make comments
	

	137
	Percusses 
	all 4 quadrants
	

	138
	
	liver in midclavicular line
	

	
	
	marks upper and lower liver borders
	

	139
	
	measures liver span
	

	
	
	for splenomegaly in midclavicular line
	

	140
	Palpates 
	superficially, then deeply all 4 quadrants, watching the patient’s face
	

	141
	
	to find liver edge (either hooking or wave techniques)
	

	
	
	for spleen in left upper quadrant with patient in right lateral decubitus position
	

	NEUROLOGIC AND EXTEMITIES EXAM

	142
	Comments on patient cognitive function and lucidity 
	

	143
	Inspects and comments on both hands (nails, dorsum, palms)
	

	144
	Bilaterally compares muscle tone of upper limbs at elbow OR wrist by passive movement 
	

	145
	Upper limb power against resistance check:

(flexion and extension)
	Upper arms – abduction and adduction
	

	146
	
	Forearms – flexion and extension
	

	147
	
	Wrists – flexion and extension
	

	148
	
	Fingers – flexion and extension
	

	149
	Upper limb reflex check
	Tests Biceps reflex
	

	150
	
	Tests Triceps reflex
	

	151
	
	Tests Brachioradialis reflex
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UPPER LIMB
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( ( ( ( ( (

LOWER LIMB
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	152
	Inspects legs and between toes with clothing removed makes comment
	

	153
	Bilaterally compares muscle tone of lower limbs at knee by passive movement 
	

	154
	Lower limb power against resistance check:

(flexion and extension)
	Hip - flexion and extension
	

	155
	
	Knee –flexion and extension
	

	156
	
	Ankle–dorsiflexion and plantar flexion
	

	157
	Lower limb reflex check
	Tests Patellar reflex
	

	158
	
	Tests Achilles reflex
	

	159
	
	Tests plantar reflex
	

	160
	Tests light touch and sharp touch at two points on each side of face and on at least one location on all limbs.  Compares sides.
	

	161
	Other Lower Limb Tests 
	Tests position sense in the feet, holding big toe at sides
	

	162
	
	Tests vibration in feet using 128 cps tuning fork
	

	167
	
	Tests peripheral pitting edema by firm, gentle, pressing over anterior tibia OR ankle for (5)five seconds
	


	163
	Cerebellar function check via ANY ONE test such as finger tap, foot tap, finger to nose, rapid alternating hand movements, heel to shin, tandem walk
	

	164
	Lower limb pulse checks
	Femoral
	

	165
	
	Popliteal
	

	166
	
	Dorsalis pedis
	

	PATIENT SITTING, Examiner BEHIND PATIENT’S BACK

	168
	Checks for spinal point tenderness
	

	169
	Checks for costo-vertebral angle tenderness
	

	PATIENT STANDING

	170
	Checks the spine for abnormal curvature (scoliosis, kyphosis, lordosis)
	

	NOTE: Items 174 and 175, below, may be performed simultaneously

	171
	Standing/walking tests
	Check for Pronator Drift – 

· Palms supine 

· Arms extended 

· Eyes closed. 

· Hold for 15 seconds
	

	172
	
	Has patient perform Romberg test
· Arms at side 

· Eyes closed
· Note any swaying
	

	173
	
	Observes patient performing 4 walks
· Normal walk

· Tip toe walk

· Heel walk

· Tandem walk
	

	COMMENTS:



	

	

	

	


Year II Clinical Medicine 

Physical Diagnosis Final Examination


Problem list

1. __________________________

2. __________________________

3. __________________________

 __________________________

Please list 3 differential diagnoses for Problem 1 above.

a. __________________________

b. __________________________

c. __________________________

Place Student Label Here








Place Name Label Here








