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Your ICS Unit handbook 

What it is 

General information about the ICS Unit and a brief and easy introduction to the history and examination of 

four body systems 

▪ Cardiovascular 

▪ Respiratory 

▪ Gastrointestinal and Renal 

▪ Neurological 

 

What it isn’t 

It is not a comprehensive textbook of history and physical examination. We recommend that you buy a 

textbook on history and physical examination (see guidebook) or take out a copy from the library 

 

How to use it 

This year we have printed the guidebook for you. To make it work for you, please 

1. Read the relevant chapter prior to the intro lecture to the history and examination of that system 

2. Bring the handbook with you to the intro lecture so you can make notes in it 

3. Take the handbook with you to the clinical sessions in your academy and your GP session so you can 

annotate it further. 

4. Use the ‘feedback boxes’ to write down the feedback you are getting from your peers, hospital and 

GP teachers. You can review this before each ICS session and at the start of LITHE to plan your 

learning during LITHE 

5. Use the patient log at the end of each system chapter to make a note of the patients, their 

presenting symptom and their diagnoses. Reflect on what you have learned from meeting that 

patient and try and identify further learning needs.  

(Do not write the name of the patient, just use F for female and M for male and the age) 

Patient  

 

Presenting 

symptom(s) 

Diagnosis Learning points from history 

and examination 

Plan for further learning 

Example 

F, 75 

Feeling more 

‘puffed’ when 

walking   

Heart failure Need to clarify ‘puffed’,   

Check ankles if suspecting heart 

failure 

Which aspects of the history 

point to heart failure? 

Signs in heart failure? 

1     

6. You could also add patients presented by other students. What did you learn from those patients? 

7. Take this handbook to your LITHE block at the end of Year 2 so you can revise from it and your notes 

▪ Review the patients you saw in ICS. What conditions have you seen, or not seen?  

▪ Try and find patients with the same conditions to see how they are similar and how they differ in 

their presentation, findings and outcomes 

▪ Try and find patients with different conditions to widen your experience 
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WELCOME FROM HEAD OF UNIT  

Welcome to the ‘Introduction to Clinical Skills’ (ICS) Unit.  This is an important part of the curriculum as you will 

learn the essential skills of a doctor - how to talk with and examine patients to find out what is wrong with them.  

This course is an opportunity to apply your understanding of anatomy and physiology to patients’ and to practice 

making diagnoses.  We hope that you will enjoy learning with patients. 

ICS covers 4 systems -cardiovascular, respiratory, abdominal and neurological. For each of these systems, the 

year will be divided into 2 groups. Both groups will receive their teaching in the same week. Your ICS weeks will 

include teaching in the hospital and in a general practice. There are consultation skills sessions timetabled in the 

ICS weeks when you are not at your Academy, and the rest of the time is for iSSC work.  

You will have an introductory lecture to each system in the week preceding each of the clinical weeks. There will 

be an interactive recap for each system when you arrive in your academy and plenty of opportunities to ask 

questions. You will have a chance to practice history taking, examining and presenting cases. 

In each of the weeks you will have one GP session.  Your GP will invite patients with conditions relevant to the 

system you are studying. Throughout the year you will have the same hospital based teachers and GP teacher. 

This means that they can get to know you and provide constructive feedback on how your clinical skills are 

developing over the year. To help you focus and to actively manage your learning needs you may find it useful 

to complete the ‘Log of patients and learning points’. 

You will be attending your GP sessions in groups of four students. This provides you with an opportunity to be 

observed by your peers and receive feedback from them as well as from your GP teacher. This is a good 

opportunity for developing your skills in giving and receiving feedback. We all like telling someone how well they 

are doing but what if they need to change something? And how can you make feedback work for you? Giving 

and receiving feedback is a skill that can be learned like any other skill. Please read the section on ‘feedback’.  

You already had a chance to talk with patients in your GP placement in Year 1. This year you will be building on 

that experience by learning how to take a medical history and how to conduct a medical consultation. At first it 

can seem confusing to understand how history and consultation skills relate to each other. Please read the 

section on communication skills which explains it.   

It can be very stressful to hear stories of illness and suffering and sometimes students, professionals and patients 

can find it hard to give a voice to these experiences and feelings. Art in the form of reflective writing, poetry, 

painting, music and more can facilitate this. You have already had a chance to dip into medical humanities in 

your first year and you may like to explore this further. Please look at the outofourheads website and explore 

how other students have used the creative arts to make sense of their experiences with patients. You can find 

it here http://www.outofourheads.net/oooh/handler.php?p=homepage accessed 30.6.17. 

This handbook has information on learning objectives, assessment, consultation skills, clerking, clinical reasoning 

(making a diagnosis) and what to do if you have any concerns about your teaching. 

The learning objectives have been referenced to the GMC’s ‘Outcomes for graduates’ (i.e. OFG outcome 2, 

13a-c) and vertical themes are identified by their logos. The GMC’s OFG provides the framework for what 

medical schools should be teaching. It is at  

http://www.gmc-uk.org/education/undergraduate/undergrad_outcomes.asp accessed 30.6.17 

We hope that ICS will feed your enthusiasm for becoming a doctor. 

Best wishes 

  
Barbara Laue 

Unit Lead for ICS and GP lead for Years 2&3 

http://www.outofourheads.net/oooh/handler.php?p=homepage
http://www.gmc-uk.org/education/undergraduate/undergrad_outcomes.asp
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KEY DATES 

All students need to attend the entire introduction week and all of their Academy based clinical sessions 

including the GP sessions. Students spend half of each of the clinical skills weeks at their Academy. The 

Academies run their weeks slightly differently – please do not assume a Monday-Wednesday morning or 

Wednesday morning – Friday afternoon schedule, your Academy will confirm your attendance schedule with 

you before you start. 

Registration during each Academy placement will be carried out by Academy administrators. 

During the remainder of this week you will have consultation skills teaching and SSC commitments 

Dates for the clinical weeks 

Year 2 and ICS introduction week   
University buildings, central Bristol 

Week beginning 18th September 2017 

 

Mandatory training               Patient safety  

University of Bristol             You must attend 

Wednesday 20th September 2017 

8am start 

Introduction to Cardiovascular Clinical Skills Week 

Academy 

  25th September to 29th September 2017 

 

Introduction to Respiratory Clinical Skills Week 

Academy 

 23rd October to 27th October 2017 

 

Introduction to GI & Renal Clinical Week 

Academy 

 4th December to 8th December 2017 

 

Introduction to Nervous System Clinical Skills Week 

Academy 

 26th February to 2nd March 2017 

 

Please note: Attendance is compulsory for ICS and will be monitored during the Academy-based ICS sessions. 

Absences will be addressed and you may need to attend catch up teaching sessions. These will be on the first 2 

days of the Revision period on 16th and 17th April 2018. 

Attending the Mandatory Training is compulsory and addresses patient safety.  

Dates for the introductory lectures to the systems 

Date System Venue 

19th September 11.00-13.00 CVS LT E29 

16th October 8.00-10.00 RS Phys Bldg 1.11 Tyndall 

30th November 14.00-16.00 GI/Renal A1.4 St Michaels Hill 

20th February 14.00-16.00 Neuro WMB Great Hall 

Dates for the integrated lectures 

Date System Venue 

TBA CVS integrated LT E29 

3rd November 8.00-10.00 RS integrated LT E29 

15th December 9.00-11.00 GI/Liver  LT E29 

14th December 9.00-11.00 Renal integrated LT E29 

13th February 14.00-16.00 Neuro integrated  LT E29 
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KEY CONTACTS/STUDENT SUPPORT 

While you are on clinical attachment at an Academy, the Academy-based Clinical Leads have immediate 

responsibility. They will meet you regularly during the course and if you have any concerns you should initially 

discuss things with them. Engagement with the University Professional Mentoring Scheme is also an essential 

part of your training. 

Concerns about the general practice attachments can be discussed with Barbara Laue or with your GP Academy 

lead if it concerns a local timetabling problem. You will also be able to talk to the GP you are attached to 

throughout the course. 

Contact details for the Centre for Medical Education staff can be found in your Year 2 handbook.   

For support outside your unit you can contact the Faculty Student Advisor: (0117) 928 8444, healthsciences-

support@bristol.ac.uk.  Full details of student support services are available in your year 2 handbook or via 

www.bristol.ac.uk/studenthelp. 

Unit 
Lead 

Barbara Laue 
Centre for Academic Primary 
Care 
Barbara.Laue@bristol.ac.uk 

Barbara Laue 
Centre for Academic Primary 
Care 
Barbara.Laue@bristol.ac.uk 
 

Unit Administrator 
Jakki Walsh 
0117 331 7084 
medadmin-2@bristol.ac.uk  
GP attachments 
Kirsten Gill  
Tel: 0117 331 4546 
Phc-teaching@bristol.ac.uk 

 
GP Academy Leads Clinical Lead Academy Administrators 

Bath 
Dr Melanie Blackman  
m.blackman@nhs.net 
Tel: 08444 770919 

Jobshare: Dr Veronica Lyell  
v.lyell@nhs.net 
Dr Lukuman Gbadamoshi 
lukuman.gbadamoshi@nhs.net 
Unit Co-ordinators 
Royal United Hospital, Bath 
Tel: 01225 825479/01225 825339 

Maureen Jacobs / Cath Foster 
Tel: 01225 825 479 
ruh-tr.bath-academy@nhs.net 

South 
Bristol 

Claire Pugh 

claire.pugh@uhbristol.nhs.uk 
Tel: 0117 3422256 

Dr Jane Sansom 
 
Tel: 0117 342 2256 

Suzan Fowweather/Niki 
Riley/Teresa Andrews/Philip 
Collings   
Tel: 0117 3423912  
southbristolacademy@UHBristol
.nhs.uk 

North 
Bristol  

Dr Nita Maha 
nitamaha@outlook.com 
Tel: 07852 143757 

Mr Justin Morgan 
Unit Co-ordinator, Southmead 
elaine.monks@nbt.nhs.uk 
  

Elaine Monks 
Tel: 0117 323 2362  
elaine.monks@nbt.nhs.uk  
 

Swindon 
Dr Kate Digby 
phc-teching@bristol.ac.uk 

Dr Anthony Kerry 
Unit Co-ordinator 
Great Western Hospital, Swindon 
Anthony.kerry@gwh.nhs.uk 

Jenny Fotheringham 
Tel: 01793 605 913 
Roshan.printer@gwh.nhs.uk  

Weston 
TBA Contact  

phc-teching@bristol.ac.uk 

Ms Bee Martin      
Unit Co-ordinator 
Weston General Hospital 
beemartin@nhs.net 
Tel: 01934 636363 

Lissette Lock 
Tel: 01934 881319 
Lissette.Lock@nhs.net 
 
 

 

mailto:healthsciences-support@bristol.ac.uk
mailto:healthsciences-support@bristol.ac.uk
http://www.bristol.ac.uk/studenthelp
mailto:Barbera.Laue@bristol.ac.uk
mailto:Barbera.Laue@bristol.ac.uk
mailto:medadmin-2@bristol.ac.uk
mailto:m.blackman@nhs.net
mailto:v.lyell@nhs.net
mailto:lukuman.gbadamoshi@nhs.net
mailto:claire.pugh@uhbristol.nhs.uk
mailto:southbristolacademy@UHBristol.nhs.uk
mailto:southbristolacademy@UHBristol.nhs.uk
mailto:nitamaha@outlook.com
mailto:elaine.monks@nbt.nhs.uk
mailto:elaine.monks@nbt.nhs.uk
mailto:phc-teching@bristol.ac.uk
mailto:Anthony.kerry@gwh.nhs.uk
mailto:Roshan.printer@gwh.nhs.uk
mailto:phc-teching@bristol.ac.uk
mailto:beemartin@nhs.net
mailto:Lissette.Lock@nhs.net
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TRAVEL 

The Curriculum office will pay for the following:  

• One return journey per Basic Clinical Skills Week to a GP practice if it is outside Bristol city limits (Please 
note that Keynsham, Bradley Stoke and Avonmouth are all included within Bristol city limits). 
Placements in North Bristol academy will be reimbursed by the Academy. You can use the link below 
to download a form to complete and then return it (with bus tickets) to Jakki Walsh, Year 2 co-ordinator 
in the Curriculum Office, 1st Floor, Senate House. For GP placement, travel claims should be made 
within 30 days of the end of the placement. The travel expenses claim form can be found at: 
https://www.bris.ac.uk/medical-school/staffstudents/student/forms/expenseclaimformfinal.pdf 

• We do not generally agree the use of taxis but in exceptional circumstances where the cost of a taxi is 

the same or less than the cost of public transport for a group of students travelling together to a GP 

placement then taxi costs will be refundable – with a receipt- but only where agreed with the Year 2 

Coordinator in advance. Transport is provided to Swindon, Bath and Weston for Basic Clinical Skills 

weeks so no reimbursement will be made for travel to this event. 

TEACHING INFORMATION 

LEARNING OUTCOMES  

  

GMC’s Outcomes for Graduates (OFG) describes the learning outcomes medical students need 

to achieve by the end of Year 5 

 

OFG Outcomes for ICS 

Outcome 1   8a, b, g   9a-d   10a,b    Outcome 2   13a-c   14a,b   15a-c   19a,c    

Outcome 3   20a, c-e   21a-c   23i 

By the end of the element you should be able to: 

1. Demonstrate appropriate professional behaviour for a clinical medical student. 

2. Be comfortable talking with and examining patients in a hospital and general practice 

environment. 

3. Take, record and present a basic history from a patient with symptoms referable to 

cardiovascular, respiratory, gastrointestinal, renal and neurological systems sufficient for 

entry to the third year of the course. 

4. Examine a patient and elicit, demonstrate and interpret common physical signs in these 

systems sufficient for entry to the third year of the course. 

5. To practice clinical reasoning - formulating and testing differential diagnoses  

6. Demonstrate communication skills such as active listening and acknowledgement, building 

rapport, information gathering, and appropriate use of open and closed questions. 

7. Demonstrate in your history taking, the integration of physical, social and psychological 

factors both in the causation and effects of disease 

8. Develop yourself as an active learner including reflecting on how you function best in a small 

group learning environment  

9. Gain some insight into the roles of Primary and Secondary Care and critically reflect on how 

they work together based on the patients you are seeing  

https://www.bris.ac.uk/medical-school/staffstudents/student/forms/expenseclaimformfinal.pdf
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ASSESSMENT 

Full attendance of all ICS Unit sessions is compulsory.  
 

Satisfactory completion of the ICS Unit is mandatory for progression to year 3.  
 

There will be summative assessment for 

• Attendance 

• Professional Behaviour (Appearance, Punctuality, Attitudes and Behaviour) 

Summative assessments for clinical skills will be in Year 3. Assessment in the ICS Unit is mostly formative to 

give you feedback on your progress and support if needed. There will be formative assessment for 

• Clinical and Consultation Skills 
 

Formative feedback is provided in the hospital, general practice and in the consultation skills sessions. 
 

Self-Assessment 

It is equally important for you to reflect on your own progress through the course. If you have any concerns 

with your performance, please discuss them with your tutors, GP teacher, Clinical Lead or Student Support   
 

Extenuating Circumstances 

If you feel that your attendance or performance has been affected by personal, family or health 

problems you should complete an extenuating circumstances form. For more information, please see  

https://www.bris.ac.uk/medical-school/staffstudents/support/  

Overall Year 2 assessment info here  

https://www.bris.ac.uk/medical-school/staffstudents/assessments/students/year2  

PROFESSIONAL BEHAVIOUR 

Being a student in the clinical environment is different from being a student within the University, the need to 

be professional at all times is our message! So please: 

• Follow the University dress code  

• Avoid talking in loud voices in General Practices and Hospitals  

• Do not talk about patients or actor scenarios outside the clinical area 

• Do not use patients’ names in your clinical presentations (confidentiality) 

• Take great care that any written material about patients is disposed of in confidential waste  

• Always introduce yourself to a senior nurse/ward manager when you go to the wards 

• Make sure your mobile is switched off during teaching sessions and when you are with patients 

We expect that students will act within the limits of their competence.  Under no circumstances should 

students be performing procedures, examinations or investigations they have not been explicitly trained to do.  

 

You should adhere to the professional code of practice at all times which can be found in Appendix 

A of Rules, Policies & Procedures, available via Blackboard: MBChB Medicine Documents & Forms, incl.  

• Treating all patients with respect (including respecting confidentiality) 

• Treating all staff and colleagues with respect (including not disrupting their teaching) 

• Attending all teaching on time and adhering to the clinical dress code 

• Being honest and handing in all required paperwork/assessments to deadlines 

• Taking care of your health and seeking help if your health may impact on patient care  

 

 

https://www.bris.ac.uk/medical-school/staffstudents/support/
https://www.bris.ac.uk/medical-school/staffstudents/assessments/students/year2
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You are expected to 

• arrive on time for the sessions 

• communicate promptly if you are unable to attend (academy and GP) 

• show professional behaviour towards patients, staff and peers 

• actively contribute to the sessions 

• give constructive feedback to your peers and your teacher 

• reflect on your own learning and actively plan further learning 

ATTENDANCE REQUIREMENTS  

Attendance for all sessions in ICS is compulsory.  If you are ill or otherwise unable to attend a session, please 

inform your academy and Jakki Walsh medadmin-2@bristol.ac.uk, the Year 2 administrator. If you are due to 

attend a GP session you must inform your GP as well or email phc-teaching@bristol.ac.uk and Primary Care will 

let the GP know.   

Absences will be addressed and you may need to attend catch up teaching sessions. These will be on the first 2 

days of the Revision period on 16th and 17th April 2018. 

PROFESSIONAL INDEMNITY 

Students are reminded that they are strongly advised to become members of one of the medical defence 

organisations - MPS or MDU. This is free and provides benefits for professional activities in non-NHS-owned 

establishments such as hospices and GP surgeries. You should protect yourselves against this risk. 

HEALTH AND SAFETY 

Because of the nature of the clinical work students will be doing, the Faculty of Medicine & Dentistry requires 

its students to be protected against those infectious diseases from which they may be at risk and against which 

satisfactory protection is available.  It is essential that students adhere to the programme of immunisation 

arranged for them by the Occupational Health Service, and entry to the clinical course depends on its satisfactory 

completion. 

You must be immune to Hepatitis B when you attend any clinical attachments.  You should have had a check-

up for this with occupational health. If you are not immune to Hepatitis B you must get in touch with 

occupational health. 

CONSENT 

Approaching a patient and asking whether they are happy seeing you is a skill that you will be learning in ICS. Be 

prepared that this can be challenging and emotionally stressful.  

You need to give patients clear information about who you are, what you are planning to do and how long it will 

take.   Some patients are very easy to chat to and welcome the break in an otherwise ‘non-exciting’ time. For 

year 2, we aim to recruit patients who are easy for you to approach and chat to.  It is verbal consent you are 

seeking when you go to a patient to take a history or examine them for learning purposes. The patients have 

rights to know what you will be doing and to refuse. Have a look at GMC ‘Duties of a doctor’ which refers to 

consent. You can read it here  

http://www.gmc-uk.org/guidance/good_medical_practice/duties_of_a_doctor.asp  

  

mailto:phc-teaching@bristol.ac.uk
http://www.gmc-uk.org/guidance/good_medical_practice/duties_of_a_doctor.asp
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No intimate examinations in Year 2 

Please note that in the ICS course, you will not do any form of intimate examination of patients (external or 

internal examination of genitalia, urethra, anus or rectum). You must not insert a urinary catheter in a patient. 

GP PLACEMENTS   

What to expect from your GP teachers  

• To be welcoming  

• To be enthusiastic and encouraging in their teaching 

• To start the sessions on time 

• To invite 2 or more patients/session 

• To observe you directly when you are consulting with patients and examining them 

• To give you feedback during the sessions and individually at the end of your last GP session 

Please let your Academy administrator or GP Academy lead know promptly if you have concerns about 

your GP teaching or teacher or contact Barbara Laue Barbara.laue@bristol.ac.uk , the Year 2 GP lead. 

 

RECOMMENDED READING 

We recommend the following textbooks for clinical skills: 

1. McLeod’s Clinical Examination’ (Douglas, Nicol and Robertson, Elsevier). 

2. McLeod’s Clinical Diagnosis 

For factual information you may also find the ‘Oxford Handbook of Clinical Medicine’ (Longmore et al, Oxford 

University Press) helpful.    

You may find this article interesting: Haidet P, Paterniti DA. “Building” a history rather than “taking” one. A 

perspective on information sharing during the medical interview. Arch Intern Med 2003, 163: 1134-1140  

 

We aim to place the PowerPoint presentations from the clinical lectures on blackboard. 

FEEDBACK  

Feedback is very important for both, students and teachers. It will help you to make sense of what you have 

learned and to plan more learning. It helps us to continue to improve your learning experience in ICS. We take 

your comments seriously and act on negative feedback. 

You will have feedback from hospital doctors, nurses, GPs and admin staff.  If you feel you have not had sufficient 

feedback on your performance ask for more and discuss this with your ICS hospital teachers and/or GP teacher. 

Clinical Placements During the course you will be asked to complete two ICS Clinical Placement Feedback Forms 

to provide feedback to your teachers. Your feedback is vital as it enables us to give feedback to teachers and 

make improvements to the course.   

GP Attachments You will be sent an email by Primary Care with an address for an online evaluation form for 

your GP attachments. If there is no internet access in your surgery your GP teacher will give you a paper form to 

complete and all students in your group should put their evaluation forms into the envelope provided by their 

GP, seal it and ask the GP to post it. 

  

mailto:Barbara.laue@bristol.ac.uk
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FEEDBACK –  THE ‘FEEDBACK GAP’  

We all instinctively know that feedback is important and students are keen to receive it. But have you ever 

stopped to think what ‘feedback’ actually is?  

The original concept of feedback came from engineering which saw ‘feedback’ as the control of any mechanical 

system through monitoring its output and feeding that information back into the system. In education, it became 

synonymous with ‘telling’, the one-way transmission from teacher to student. The student was seen as a passive 

recipient but expected to act on the feedback.  

Feedback is the aspect of course that consistently gets the worst review by students despite considerable effort 

to provide timely feedback for students and training teachers to give feedback effectively. That seems a bit 

paradoxical and has been termed ‘the feedback gap’. So, what might be the reason for that? 

FEEDBACK – THEORIES FOR UNDERSTANDING THE FEEDBACK PROCESS 

Adult learners 

There are several theories that are helping to illuminate the ‘feedback gap’. Adult learning theory tells us that 

adults have their own ideas about their learning needs. Treating students as passive recipients of feedback 

ignores their adult learning needs and capabilities. Students have their own ideas about what went well and 

what needs improving. It is important to include this ‘self-evaluation’ in the feedback process. 

 

Feedback components - Appreciation, Evaluation, Coaching 

It is also helpful to unpack the ‘black box’ of feedback and consider what elements make up ‘feedback’. There 

are three key elements in feedback; Appreciation gives us a pat on the back ‘I know how hard you have been 

working…’. Evaluation tells us where we stand ‘When you percussed this patient’s chest you did not go side to 

side, you went down one side then the other…’ and ‘Coaching’ tells us how to do better ‘When you percuss the 

chest it is best to go from side to side to compare the sound…’ Feedback sits at that intersection of wanting 

appreciation and wanting to hear how we can do better. That can be an uncomfortable place; we want to hear 

how to improve but we also want appreciation for our efforts.  

 

‘Growth’ or ‘fixed’ mindset1 

The ‘mindset’ literature has shed some light on why we may feel ambivalent about the process. Psychological 

research has found that people seem to have one of two different perspectives or ‘mindsets’ that guide how 

they view their innate ability, intelligence and personal characteristics. Those with a ‘growth’ mindset believe 

that ability can be cultivated and enhanced through application and learning which in turn improves motivation. 

In contrast, those with a ‘fixed’ mindset believe that they have a certain amount of intelligence and talent that 

cannot be significantly developed through effort. They are also motivated to learn but less resilient and less 

likely to continue. 

These implicit beliefs about ourselves influence how we receive feedback. People with a ‘fixed’ mindset can 

experience constructive feedback as a threat to their identity and become defensive. Defence mechanism may 

include dismissing the feedback as irrelevant and avoiding learning experiences. Those with a ‘growth’ mindset 

are better able to respond to the challenge of constructive feedback as it is not experienced as an identity threat.   

To find out more about the ‘mindset’ concept and to gain more insight into your own personal beliefs and 

behaviours you may like to read Carol Dweck. 

Learning relationships 

Education research has shown that the learning relationships students have with their tutors are important. It 

takes time for relationships and trust to develop. Relatively short rotations in the clinical years which are typical 
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for UK medical schools including MB16 at Bristol make it more difficult for students to have meaningful learning 

relationships with their tutors.   
 

Studies have shown that students ‘smile and file’ if feedback is positive and ‘grin and bin’ if it is negative. 

Students are also less satisfied when the feedback is ‘constructive’ and they need to make changes even though 

they are keen to improve. If the learning relationships are poorly developed it is easier for the students to dismiss 

the feedback ‘as the tutor didn’t know them very well. This means that feedback has relatively little effect on 

changing students’ behaviour.  

Short clinical rotations mean that students are transient to clinical teams and not well embedded. This often 

means that clinical assessments focus on ‘assessments of learning or of performance’, looking whether the 

student has reached a set goal rather than ‘assessment for learning’ highlighting how the student could improve. 

This can result in students feeling more pressure and becoming more defensive. As a result, learning can be 

impaired and less fun. In contrast, environments where students are more embedded in the clinical team and 

have a well-established relationship with their teacher the same assessment activity is more likely to be 

experienced as ‘assessment for learning’.  

FEEDBACK – LEARNING FROM IT AND MAKING IT WORK FOR YOU 2 

Here are practical tips to make feedback work for you 

 

1. Self-evaluation – Making feedback more effective 

This is often a ‘global’ judgement ‘I think this consultation was ok’. To make it more useful as a stepping 

stone for improvement, try breaking it down into smaller steps and think about the different tasks you 

were trying to accomplish in that consultation. For example, you could focus on how comprehensive 

your history was; did you forget anything? Or whether you picked up all the signs on examination etc.  

• What am I good at? Why do I think that? What is the evidence? 

• What do I find challenging? What don’t I understand?  

• Who could I ask for feedback?  

• What do my peers think about my skills? 

• What feedback have I had and from whom? 

• How does the feedback I have received compare with what I think about myself? How reliable is my 

self-evaluation? 

 

2. Being open to external feedback and  

Although self-evaluation is an important step in our development, we all have blind spots and it is good 

to hear from others what they observe, good or bad, and be receptive to their ideas. 

  

3. Receiving feedback effectively  

• Listen carefully 

• Thank the person giving you feedback 

• Ask for clarification if needed 

• If the feedback is too general, probe for specifics ‘I am not quite sure what you mean by saying that 

my ‘history taking is good’. What is good and how could I do even better? 

• Ask the person for suggestions how to improve. What do I need to do to get to expert level? 

• Reflect on the feedback and keep notes so you can revisit this and see how you are progressing 

• Make it a dialogue, ask questions, rather than being a passive recipient. You may disagree with the 

feedback giver. You can challenge their perception and ask for further clarifications and examples. What 

did they notice to reach that conclusion?  
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4. Ask for feedback – take the initiative 

Feedback can be implicit in some teaching sessions. It is also a good idea to ask for it where this is not 

the case. You could for example team up with another student and take turns to observe or to clerk 

and give each other feedback. 

 

5. Feed forward – reflect on the feedback and make a learning plan  

Often, we receive feedback and move on without stopping to think about it. Feedback will work better 

for you if you take a moment to reflect on it. You may also find it helpful to write down the feedback, 

your reflections on it and any tips.  Use the ‘Pearls and Pills’ boxes provided at the end of each clinical 

chapter in this guidebook. Here are some sentences that might help you to start your reflection about 

the feedback that you have received. 

• Does it make sense? The part of the feedback that puzzles me the most... 

• The comment that rang the truest for me was... 

• What surprised me… 

• I don’t get what you mean when you say… 

• I would welcome some advice on... 

• How could I act on those suggestions? 

 

GOOD RULES FOR GIVING FEEDBACK 3  

You will be asked to provide feedback for other students and need to know how to do this. Giving feedback is a 

professional skill that all health professionals need to develop.  

Most of us tend to find it easier to give positive feedback than to criticise somebody. That is probably because 

it feels uncomfortable to hear something negative and we don’t want to hurt somebody else’s feelings. It is 

therefore important to give feedback in such a way that the receiver doesn’t become defensive and can ‘hear’ 

what we are saying. This is sometimes referred to as ‘constructive’ feedback. A lot of research has been done 

and there are some evidence based ‘ground rules’ for feedback giving.  

Try and stick with these rules in your small groups. When you are observing, please write down your 

observations as you go along. It can be very difficult to be specific without making notes. It is nice for a person 

to hear ‘That was a great consultation’ but if you can’t specifically tell them what you observed that was ‘great’ 

they are less likely to learn from the feedback. 

1. Feedback should be directed at behaviour not the person 

Poor:  ‘I think you were very nervous when you started the consultation’ 

Good: ‘I noticed that you looked at the floor and were playing with your biro when the patient was talking.’ 

2. Feedback should be descriptive and specific – what did you observe? 
Poor: ‘You seemed to struggle with the history taking’ 
Good:  ‘I noticed that you returned to asking questions about the symptoms at the end of the consultation’ 

3. Feedback should be non-judgemental 
Poor: ‘Building rapport isn’t really your strength’ 
Good: ‘I noticed that you made very little eye contact with the patient’. How did that affect the patient? 

4. The ‘Feedback sandwich’ 
Make sure you highlight the positives. It is easier to accept negative feedback if it is balanced by positive 
feedback. Try to end on a positive note. 

5. Offer ideas and suggestions rather than advice 
Poor: ‘You should always introduce yourself before you start your history taking’ 
Good: ‘I wonder whether the consultation would have gone differently if you had introduced yourself at the 

start’ 
6. Be aware of your body language; is it leaking a message that is different to the verbal one? 
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References: 

1Dweck, Carole S., Mindset-changing the way you think to fulfil your potential 

2 Algiraigri, AH, Ten tips for receiving feedback effectively in clinical practice, Med Educ Online 2014; 19: 25141 
at  http://dx.doi.org/10.3402/meo.v19.25141 accessed 2.8.17 

3Ende, J, Feedback in clinical medical education, JAMA 1983; 250:777-781)  

 

Please make use of the resources in this guidebook 

At the end of this guidebook is a ‘student self-assessment’ form. This has space for your assessment and the 

feedback from your GP teacher. Please complete it and take it along to the last session. Your GP will give you 

individual feedback. Please write it down on your form and keep it. You could upload it into your ePortfolio and 

revisit it from time to time to see how you have progressed. 

 

 

 

Great mix between teaching and practicing techniques, 

and seeing patients. Teacher was very friendly and 

helpful, made the sessions really fun! 

 

 

He really thought about which patients would be good for us to see 

and gave us really good feedback all through the sessions.  He 

taught me a lot about the importance of being human with patients 

 

http://dx.doi.org/10.3402/meo.v19.25141


 

14 

 

CLINICAL REASONING –  MAKING A DIAGNOSIS 4  

Clinical reasoning is an important part of any consultation. It is the process that leads us to a diagnosis 

and helps us make decisions about investigations and management. This process is often implicit and 

not easily visible to observers.  

You need to get a good understanding of clinical reasoning at this stage as a foundation to 

interpreting signs and symptoms when body systems go wrong. This ‘thinking about thinking’ is 

called ‘metacognition’ and is an important activity for doctors. 

The diagnostic process often starts with the ‘presenting complaint’. You will very quickly become 

aware that symptoms are not very specific. For example, shortness of breath has many causes 

including a long list of cardiac and respiratory problems, anaemia, anxiety, acidosis and more. So, how 

can symptoms lead us to a diagnosis? Experienced doctors look for patterns or combinations of 

symptoms. If shortness of breath (SOB) was associated with left sided chest pain radiating into the left 

arm and had started acutely, acute cardiac ischaemia would top the list of differential diagnoses.  As 

you progress through your studies you will clerk many patients and come to recognise typical 

combinations of symptoms. We call this ‘pattern recognition’. These typical patterns have also been 

called ‘illness scripts’. They work like reverse coding. When you come across a familiar pattern, the 

code or ‘illness script’ is triggered and the knowledge and diagnosis related to that script is activated. 

This process has also been described as ‘fast thinking’ or ‘intuitive.  

Quite often the presenting patterns are not so typical and we fall back on slower analytical processes 

or ‘slow thinking’.  Commonly employed thinking processes are ‘inductive’ and ‘probalistic’ reasoning. 

In ‘inductive reasoning’ we draw conclusions from specific observations. Mr. Bird has been admitted 

with SOB. We already know that SOB on its own has a poor predictive value and we therefore look for 

other clues. We find that he has a tachycardia of 100 beats per minute and has recently been on a 

flight for 10 hours. He has no chest pain, no other signs and no other history. The diagnostic math 

now looks like this: SOB + tachycardia + risk factor for deep vein thrombosis with no other 

history=pulmonary embolus (PE). We can’t be 100% sure that Mr. Bird definitely has a PE but it makes 

that diagnosis likely and as this is a very serious condition we need to properly confirm or exclude it 

through some tests.  

‘Probalistic reasoning’ is another analytical process we draw on, often subconsciously. Experienced 

doctors have a ‘feel’ for the patient groups they care for and draw on their knowledge of age, gender, 

ethnicity and the prevalence of conditions in that group. For example, if a GP working in an inner-city 

practice in Bristol with high deprivation and a high percentage of refugees saw a patient with a cough 

she would place Tuberculosis higher on the list of differential diagnoses than a GP seeing a patient in 

affluent Stoke Bishop with the same symptom. 

‘ILLNESS SCRIPTS ’ AS ORGANISING PRINCIPLE FOR YOUR CLINICAL LEARNING 

We learn about signs, symptoms and conditions and store them in our memory. As you can imagine, 

there is a lot of information to take in. If we learn this as simple lists it is likely to be stored in our 

short-term memory which has limited capacity. It may also take longer to retrieve the information 

because we are searching through lots of lists.  So, what can we do to improve retrieval of what we 

have learned? To overcome the problem of memory capacity and retrieval clinicians ‘chunk’ 

information into larger meaningful units or ‘illness scripts’. We have already learned that ‘illness 

scripts’ facilitate ‘fast thinking’. Using precise medical language in our clinical reasoning, presentations 

and writing helps us to identify and develop meaningful ‘illness scripts’. 
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Consider these two verbal presentations (away from the bedside): 

A I saw a 58-year-old woman who recently retired from working in a bank. She woke up with pain in 

her right side which came and went and she couldn’t lie still. She vomited. She had eaten a large 

portion of fish and chips late that evening. She passed urine normally but it was much darker in colour 

thank normal. She had no diarrhoea. She has not had this before but says that her mother had the 

same problem when she was her age. She has not had a period for 8 years. She would like to lose 

some weight. She lives with her husband, the children have left home 

B A 58-year-old retired overweight woman presented with a first episode of acute onset right sided 

colicky abdominal pain and dark urine after a fatty meal (=biliary colic = illness script) 

Precise medical language uses ‘semantic qualifiers’. In presentation B the descriptive language from 

presentation A ‘pain in her right side which came and went and she couldn’t lie still’ has been 

translated into ‘colicky pain’. ‘Colicky’ is the ‘semantic qualifier’ which adds precision to the account. 

‘Colicky’ belongs to a set of diagnoses and problems that can now be more easily and quickly accessed 

in the long-term memory including for example biliary and renal colic.  

Accessing   illness scripts during our history taking means it can inform our reasoning and further 

questioning. For example, biliary colic is commonly caused by a stone blocking the outlet of the cystic 

duct. This can cause bilirubin to rise in the blood with increased excretion via the kidneys making the 

urine look dark. If the patient hadn’t volunteered that information we could have asked about the 

urine specifically to help us differentiate between the causes of right sided colicky abdominal pain.  

Medically meaningful ‘chunks of information’ or ‘illness scripts’ are thought to be stored in long term 

working memory which has better capacity than our short-term memory which tends to be activated 

for ‘cramming facts’ but is less efficient at retaining information. 

COGNITIVE ERRORS AND HOW TO AVOID THEM 

Clinicians aren’t usually fully aware of the thinking processes they use, much of it happens 

subconsciously. ‘Fast’ or ‘intuitive’ thinking is more automatic and effortless and helps us deal with 

high numbers of patients. But it is also more prone to cognitive biases and errors. Sound clinical 

reasoning is directly linked to patient safety and quality of care. It is therefore a good idea to have 

some understanding of the different types of cognitive errors and how to avoid them. 

Anchoring 

A patient presenting with ‘chest pain’ may make us leap to an early assumption that this is a heart 

problem and seek confirmation of this through further questions including ‘closed questions’. Without 

considering other diagnoses at this stage we could misdiagnose chest pain as a heart problem when in 

fact the symptoms are caused b, for example, a pulmonary embolus. 

Availability bias 

If a condition or conditions are in the forefront of our mind, for example if we have just been on a 

study day about epilepsy, we may be more likely to attribute a ‘black out’ to epilepsy 

Premature closure 

Tendency to prematurely close the diagnostic process before other possibilities have been fully 

explored.  

 

There are many other types of cognitive error, read more in this BMJ booklet 

Reference: 
4Cooper, N and Frain, J (Eds.). ABC of clinical reasoning. BMJ Books; Wiley Blackwell, 2017 
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Content and process of the consultation

Medical model

▪ History

▪ Examination

▪ Hypothesis

▪ Tests

▪ Diagnosis

▪ Treatment

The patient model 
(Helman)

▪What has happened?

▪Why has it happened?

▪Why to me?

▪Why now?

▪What if nothing were 
done?

▪What should I do?

▪Who should I consult?

Content of the consultation

Cambridge/Calgary Guide

▪Initiating the session

▪Gathering information

▪Providing structure

▪Building the relationship

▪Explanation and planning

▪Negotiation and discussion

▪Closing the session

Process of the consultation

Creating meaning

CONSULTATION SKILLS 

The year 2 GP attachment is an excellent opportunity for you to practice what you will be learning in 

the communication skills sessions at the University and to build on your experience of talking with 

patients from Year 1. Please bring your communication skills handbook to the GP sessions.  You and 

your GP Teacher may find it helpful to use this book to discuss how your skills are progressing. 

  

 

 

 

 

 

 

 

 

 

MEDICAL HISTORY TAKING AND CONSULTATION SKILLS 

Students can feel confused by the apparently conflicting models of medical history taking (Presenting 

complaint, PMH etc) and the Cambridge-Calgary consultation skills guide (CCG).  Here are some 

diagrams to highlight the relationship between the two. 

▪ The medical history template relates to the content you are trying to find out 

▪ The CCG is a model of the process of gathering this information effectively through 

establishing rapport and communicating effectively. 

 

 

 

 

 

 

 

 

 

 

Adapted from  Kurtz, S, Silverman, J and Benson, J (2003) Marrying content and process in clinical method  teaching: 
enhancing the Calgary-Cambridge Guides, Academic Medicine, Vol. 78, No. 8 

 

closed 

Key consultation skills to practice 

▪ Attentive listening, picking up cues  
▪ Open and closed questions 

o Open questions tend to begin with ‘What, where, when and how’ 
o Closed questions tend to start with ‘Have you, did you, could you…’ 
o Questions starting with ‘Why’ are difficult for patients, better to say 

 ‘What made you think that?’ than ‘Why did you think that?’ 

▪ Jargon free language  
▪ ICE – ideas, concerns and expectations. Very important to understand where the patient is 

coming from 
▪ Clarification  - what did the patient mean by saying ‘couldn’t breathe’ 
▪ Summarising – This helps you to review the information you have already gathered and 

the patient can tell you whether you understood correctly and what information is still 
missing.  

▪ Empathy ‘I am sorry to hear that’, ‘That must have been difficult for you’ 
▪  
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In Year 2 you learn how to take a systematic and comprehensive history and carry out an equally 

systematic and comprehensive examination. This familiarises you with all aspects of history and 

examination and should be “burned into your hard disc” for you to refer to whenever necessary. 

Sticking to a list can have disadvantages. It does not encourage you to be flexible with your questions. 

This can sometimes lead to inappropriate questions. Here is an example: 

Student: “Are there any diseases running in the family, for example heart attacks?” 

Patient:  “My mother has had a problem with her memory for some time and last week we were told 

that she definitely has Alzheimer’s”. 

Student:   “Do you smoke?” 

The student was following a list rather than responding to the information or “cue” from the patient 

(mother with Alzheimer’s). A ‘cue’ is like a window into the patient’s thinking or personal concerns. 

Spotting and responding to them makes consultations more effective and can also save time. A 

diagnosis of Alzheimer’s disease is distressing and has many implications. It would have been more 

helpful to the patient if the student had expressed empathy at that point. 

Student:    “That must have been a shock for you. Would you like to talk about it?” 

We all need a list when we start out with learning how to take a history but don’t follow it rigidly for 

too long. Try taking a history without a list and without writing anything down. This will help you focus 

more on what the patient is saying and what might be important to the patient. Try summarising and 

filling in the gaps with the help of the patient, your peers and GP. Students find that this can really 

boost their confidence. 

 

Traditional 
workup

History, 
Examination 
Tests

Bringing together the patient and doctor agenda

Doctor agenda

Clinical diagnosis

Management Plan

Shared decision making and negotiation

Understanding of 
illness, 

Beliefs, 

Expectations 

Feelings, fears, 

Effect on life

Meaning of illness for patient

Why me?

Why now?

What can 
be done?

What is the diagnosis?

What tests should I 
order?

What if I miss 
something serious?

Safety netting
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From “check listing” to “problem solving” and whole person care (WPC) 

It is easy to see that asking one medical question after another, without taking account of the 

patient’s responses, can hinder our interaction with patients.  

Here are some questions to ask yourself to make sense of the information you are gathering. (From 

Murtagh, J. 1997. General Practice, McGraw-Hill Book Company, Australia PTY Limited). Keep these 

questions in mind while you are taking the history and systematically consider them when you feel 

you have come to the end of the information gathering stage. 

1. Can you summarise what you have been told so far? 

2. Does it tell a story from beginning to end? 

3. Is the story unique to the individual and their situation? 

4. Can you tell what the probable diagnosis is (main problem)? 

5. And what is less likely (differential diagnosis)? 

6. What is the worst thing it could be (What you must not miss, red flags)? 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

7. Do you know what the patient thinks is wrong and worries about?  
(ICE Ideas, concerns and expectations; see above) 

                    → the key to a happy consultation 

              

 

 

Dr Jones always tried to put himself in his patient’s shoes 

by Harry Apperley 

http://www.outofourheads.net/oooh/handler.php?id=578  

 

 

http://www.outofourheads.net/
http://www.outofourheads.net/
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YEAR 2 ICS GP ATTACHMENT - SELF ASSESSMENT FORM 2017-18 

Your GP will be giving you individual feedback at the end of the last session. You may find it helpful to 

reflect on your own progress and write this down prior to the last session. Please bring this form to 

the last session and write down your teacher’s comments. Have a go at writing a learning plan for 

yourself. This form is for you to keep. Add it to your ePortfolio 

 

Date 

Name 

How am I doing? 
 

My comments GP teacher’s comments 

History taking and 
consultation skills 

  

Clinical examination 
skills 

  

Knowledge   

‘Putting it all together’ 

-Making sense of the 

information   

-Making a diagnosis 

  

Learning plan 

 

Skills  

What do I need to 

practice more?  

How can I get this 

practice?   

 

 

 

 

Knowledge 

What else do I need to 
read/check out/disc? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 



 

 

PLEASE RETURN THIS FORM TO THE PHC TEACHING OFFICE (address below) 

Student Evaluation of the Year 2 GP teaching sessions in 2017-18 

Please complete this form at the end of your last session with your GP teacher.   

Academy 

GP’s Name and Practice (please print clearly or use stamp) 

 Yes No Comment 

Our GP teacher made us 

feel welcome 

   

Our GP was an 
enthusiastic teacher 

   

Our sessions were well 
organised (started on 
time, well planned, well 
structured) 

   

We saw 2 or more 

patients in each  

session 

   

The GP teacher 
observed me taking a 
history and examining a 
patient 

   

The GP teacher 
commented on our skills 
during the sessions 

   

The GP teacher gave me 

individual 

feedback at the end of 
the last session 

   

I found the feedback 

from my GP 

teacher helpful 

   

What was good about the sessions in this practice? 

 

 

How could this GP Teacher improve the sessions? 

 

 

 

What do you think about learning clinical skills in a General Practice setting? 

 

 

 

Thank you for taking the time to complete this form. 

Please place your form and those from the other students in the envelope provided by your GP teacher and seal the envelope. 

Please ask your GP teacher to post it to the Primary Health Care Teaching Office, Faculty of Health Sciences, UoB, 1st Floor, 

South Wing, Senate House, Tyndall Avenue, Bristol BS8 1TH 

 

We will be emailing you a link to the online version of this feedback 

near the end of ICS 
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INTRODUCTION TO CLINICAL MEDICINE 

 

 

 

 

 
The time you have in the Introduction to Clinical Skills (ICS) unit provides you with a taster of what is involved in 

being a student in the clinical environment as well as an insight into what it is like being a doctor. We want you to 

enjoy clinical medicine and be prepared for learning with patients and their relatives and other health professionals.  
 

The ICS Unit comprises learning clinical skills within hospital & general practice, and in university based consultation 

skills sessions.  This unit also includes teaching in the 3D themes - Disability, Diversity and Disadvantage (one of the 

vertical themes). 

 

Each block will concentrate on a different body system or systems, and is designed to follow on and relate to the 

Systems teaching that you have had at the University.  You will be attached to the same hospital and general practice 

throughout the course. The Unit Coordinator and Teaching Administrator for your hospital will meet you at the 

beginning of each clinical week and give you a time table. The clinical weeks are a mixture of small group learning, 

practice with patient actors, and patients on the wards and in GP practices.  You will have a lot of support and 

supervision during these weeks. 

A DIFFERENT APPROACH TO LEARNING  

To provide you with effective learning in ICS we are using the educational approaches of ‘scaffolding’ and ‘flipped 

classroom’. ‘Scaffolding’ means that initial information will provide simple structures for a topic which are then 

revisited and fleshed out in subsequent sessions. ‘Flipped classroom’ refers to the fact that our understanding in 

lectures is enhanced if we already have some knowledge of the topic.   

 

We therefore invite you to read the relevant system chapter in this guidebook prior to coming to the introductory 

lecture on history and examination for that system. The clinical chapters aim to provide readable coverage of the 

four systems studied in ICS.  So, your ‘scaffolding’ could look like this 

1. Read relevant chapter in the ICS guidebook 

2. Attend intro lecture to history and examination of that system 

3. Interactive seminar sized recap of history and examination to the system 

4. Practice with actors and patients 

5. Presenting a patient whom you have clerked 

▪ Reading each chapter before the lecture will make you more aware of any aspects you find difficult to 

understand or confusing and you will have a chance to ask the lecturers. 

▪ Please also answer the questions in ‘thought bubbles’ in the clinical chapters. They should help you to work 

through the new information and make it stick better.  

▪ Please bring this Workbook with you during your ICS weeks. 

This structured approach is time efficient. Reflect on how it works for you. Developing efficient and effective learning 

habits is vital for working in clinical medicine, so, try and get into good habits now. 

 

When you see patients, get into the habit of thinking about what questions are raised by the information their 

clinical stories provide.  Be one of those doctors that do not just learn for exams, learn to make yourself the best 

doctor you can for the sake of the patient, your personal enjoyment and job satisfaction! 

 
 

“Let the young know they will never find a more interesting, more instructive book than the patient himself”.   

Giorgio Baglivi (1668-1707) doctor, medical researcher, anatomist and pathologist 
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COMMON CONCERNS ON MEETING PATIENTS 

Seeing patients in Yr 2 and Yr 3 is frequently a worrying experience for medical students and this is why in Year 2 we 

usually arrange for you to work in small groups and under close supervision. Everyone who teaches you can 

remember that starting in the wards is not always easy. The following thoughts may go through your minds: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

What happens if the 

patient says they don’t 

want to let me see 

them? 

Most patients in hospital are pleased to spend time with 

medical students. Those who say no usually feel too unwell 

or may have been approached by numerous medical 

students already. The fact they say no has nothing to do 

with you.  

What happens if the 

patient suddenly 

becomes ill when I am 

seeing them? 

This is unlikely to happen in Year 2 as we aim to select 

patients who are medically stable.  If a patient did appear 

to become unwell when you see them you just need to find 

a doctor or nurse on the ward and tell them. Another 

important point is that you should check with 

nursing/medical staff in the ward before you approach a 

patient in order to ensure that the patient is not too ill to 

be seen.  

Will I remember to ask 

the right questions?   

 

When you start practicing taking a history your mind may 

be swimming with all the questions you need to ask.  You 

will forget some things when you start out, we all do.  The 

most important thing is to ask open questions, and practice 

active listening skills.  You will remember more with time 

and practice.  You may want to take a crib sheet with you 

when you start. 

What happens if I can’t 

see the patient I have 

been assigned? 

You may find that the patient you have been assigned is off 

the ward having an investigation, surrounded by relatives 

or has become too unwell. For you, this can be frustrating.  

However, don’t panic!  Speak with the doctors or nurses on 

the ward, they will be able to suggest an alternative patient 

for you.   
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Why can’t I do this…?! 

The change from University-based lectures or small group 

tutorials to learning clinical skills is not easy and it takes 

time for the brain to adapt.  A classic example is where you 

are around a bed and in turn you listen to a patient’s heart 

murmur like aortic stenosis or regurgitation. You are the 

only one who cannot hear the murmur, you feel awful and 

embarrassed but don’t! We have all been there. Everyone 

has difficulty learning these new skills though they do not 

always admit it. 

Sometimes I don’t feel 

nurses like me being on 

the wards 

Another issue that students can bring up with us when they 

first go into the wards is that staff may appear 

unwelcoming. We hope this does not happen. Again, as 

much as possible, we pre-warn the wards that you are 

coming. However, there are many health professionals 

working on the wards on different shifts and 

communication is not always 100%.  If you have a negative 

experience on a ward, for any reason, please inform your 

course administrator.  

Why do I seem to get 

upset by things that 

happen in clinical 

medicine and my 

colleagues seem to be 

able to switch off? 

The first thing to remember is that everyone gets upset at 

times, but some people tend to hide their feelings.  All of 

us at times will be upset by events that happen in our 

everyday work even as senior doctors. For students first 

entering wards and general practices, it can be particularly 

stressful.  Remember to talk to your trusted friends and 

clinical teachers.   Claire Moszoro and Amy Wilkinson-

Tough are the Faculty student advisors healthsciences-

support@bristol.ac.uk and are there for you and your 

colleagues.  

mailto:healthsciences-support@bristol.ac.uk
mailto:healthsciences-support@bristol.ac.uk
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HOW DO I DOCUMENT MY CLERKING? 

When you first start out, you may find it difficult to remember all the answers to the questions you ask.  It is 

absolutely fine to jot down some notes while you are talking to the patient.  However, it is best to avoid writing 

copious notes during the history and examination as it is really important to maintain good eye-contact with the 

patient and you may miss subtle clues.   

 

This is one example of how a history may be laid out in the patient notes: 
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HISTORY & EXAMINATION 

 
Medical students are taught a ‘standardised’ approach to history-taking and examination. However, you may be 

taught slightly different techniques by different doctors.  In practice, it is important to remember that there is more 

than one correct technique to identify the clinical signs.  You just need to find one of the correct ways that suits you 

and be able to justify why you are doing it that way.   

 

 

CARDIOVASCULAR SYSTEM 

 

Hippocrates, the Bristol Medical School website, has a great section on history, examination and investigation of the 

CVS. Don’t miss the CVS examination video. 

http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/cardiology/ accessed 26.8.16 

 

Introduction 
Heart disease is a common cause of morbidity and mortality.  You are likely to meet patients with a range of heart 

problems including: 

• Myocardial infarction 

• Angina 

• Heart rhythm abnormalities including atrial fibrillation 

• ‘Heart failure’  

• Heart valve disease 

 

History 
 

You will be meeting patients with the following cardiovascular symptoms: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Chest 

pain 

Shortness 

of breath 

Paroxysmal nocturnal 

dyspnoea (PND): 

waking up at night 

gasping for breath 

Palpitations 

Dizziness, or 

blackouts 

(syncope) 

Ankle 

swelling 

Orthopnoea: 

breathlessness 

on lying flat 

http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/cardiology/
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Below is a suggested history taking schema, the format of which applies to most history taking scenarios.  However, 

the questions asked and the focus of the history will vary depending on the presenting complaint.   

 

1. Introduction and consent 

• Introduce yourself, explain why you are seeing the patient and approximately how long you will be. 

• Obtain verbal consent. 

• Ensure the patient is comfortable and, reassure them that you can stop at any time. 
 

2. Patient details 

• Ask the patient their name, age and occupation. 
 

3. Presenting complaint 

• ‘What brought you to hospital today?’ 

• This should be written down in the patient’s own words, e.g. ‘shortness of breath’, or ‘collapse’    
  

 

4. History of presenting complaint 

• Starting with open questions (see pages 15-17), ask more detail about what has brought the patient into 
hospital.  An example of an open question could be “could you tell me more about that?” 

 

 

 

 

 

 

 

  

SOCRATES is a useful acronym to help you remember the questions to ask 

when a patient presents with pain... 

S ight 

O nset: when did the pain start?  Was it sudden or gradual? 

C haracter: what does the pain feel like? 

R adiation: does the pain move anywhere? 

A ssociated symptoms: is there nausea, or sweating, or breathlessness? 

T iming: has the patient experienced this pain before?  How long did it last? 

E xacerbating/relieving factors: what makes the pain better or worse? 

S everity: on a scale of 1-10 

TIP: It can be useful to summarise with the patient at 

this point to check you have all the information you 

need... 
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5. SYSTEMS REVIEW 

•  ‘I just want to ask you a few questions about your general health...’ 

• The order in which you ask these questions will depend upon the presenting complaint. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

CARDIOVASCULAR 

• Chest pain 

• Palpitations 

• Orthopnoea  

• Paroxysmal nocturnal dyspnoea  

• Ankle swelling 

RESPIRATORY 

• Shortness of breath 

• Cough: is the cough productive of 

sputum?  If so, how much and what 

colour is it? 

• Wheeze 

• Haemoptysis 

GASTROINTESTINAL 

• Difficulty swallowing (dysphagia)  

• Nausea and vomiting: if the patient is 

vomiting is there blood present 

(haematemesis?) 

• Heartburn/indigestion 

• Abdominal pain 

• Change in bowel habit: 

diarrhoea/constipation/blood in stool 

• Weight loss and loss of appetite 

GENITOURINARY/RENAL 

• Frequency 

• Urgency 

• Dysuria (pain on passing urine) 

• Nocturia (passing urine more than 
2-3 times per night) 

• Haematuria (blood in urine) 

• Loin pain 

• Hesitancy and poor stream 

 

NEUROLOGICAL 

• Headaches 

• Fits, faints and funny turns 

• Dizziness and vertigo 

• Weakness 

• Altered sensations  (paraesthesiae): 

‘pins and needles’, numbness 

• Involuntary movements: 

twitches/tremors/tics  

• Hearing and balance 

• Vision 

• Speech 

• Personality 

• Memory 

PLUS, don’t forget: 

1. Fever 
2. Fatigue 
3. Pain and stiffness in 

joints 
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6. Past medical history 

• What other medical problems does the patient currently have, or has had in the past? 

• Has the patient had any mental health problems? 

• Has the patient been admitted to hospital previously?  When and why? 

• Has the patient had any operations previously? 

•  ‘Do you see your GP regularly for anything?’ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7.  Drug history 

• It is really important to ask the patient which medications they take at home, and whether any of these 
have been stopped or changed since their admission.  They may also know whether they have started 
any new medications since their admission.  

• Remember to ask specifically about: 
o Over the counter medications or herbal remedies 
o Sprays and puffers 

• You can then check this information against the patient’s drug chart. 

• In General Practice, all records are computerised and you can easily see a list of medications on the 
screen. Always important to check that the list is correct and what the patient is taking now 

• Consider adherence – Is the patient actually taking the medication?  If no, what is the reason,  stopping 
them? 

 

8. Allergies  

• Does the patient have allergies, including to any medications?   

• If so, what happens: do they develop a rash or anaphylaxis?  Or is the reaction a side-effect such as 
nausea or vomiting? 

• Has this been recorded in the patient’s records? 
 

9. Family History 

• It can be useful to draw a family tree including parents, siblings and children.   

• It is important to find out if there are any specific conditions that run in the family, but also some more 
details about the family members.  This will give you an indication of a patient’s support network. 

  

You are likely to come across a number of acronyms used to 

remember questions to ask in the past medical history.  Here 

is one example: 

MI 

Jaundice 

TB 

Hepatitis 

Rheumatic fever 

Epilepsy 

Asthma  

Diabetes 

Stroke/mini-stroke (TIA) 
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10. Social history 
 

• Smoking: this can be quantified in terms of pack years.  Smoking 20 cigarettes per day for 1 year = one 
pack year.  For example, smoking 15 cigarettes per day for 30 years is 22.5 pack years. 

• Alcohol: quantify this in terms of units per week. 

• Recreational drugs 

• Additional questions: depending on the presenting complaint it may be appropriate to ask about pets, 
and occupational exposures such as asbestos.   
 

• Living situation: 
o Who lives at home with the patient, or do they live alone? 
o What is their home like? 

➢ Do they live in a house, a flat or bungalow?  Do they have stairs? 
o What is the patient’s mobility like?   

➢ Does the patient walk independently, with a stick or a frame? 
➢ Can they get out and about? 
➢ Can they climb stairs? 

o How do they cope with their activities of daily living (ADLs)?  
➢ Consider self-care including washing and dressing, cooking, cleaning and shopping.   

o What is their social network? 
o Does the patient drive? 
o Does the patient have any carers? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

TIP: At this point, check that you are happy with all the 

information you have collected before moving on to the 

examination...  It may be useful to ask the patient what has 

happened to them since they have been in hospital. 

TIP: Do make sure that you explore each presenting 

symptom in depth. For example it is not sufficient to know 

that the patient had an episode of chest pain. Finding out 

details of site, nature, duration, radiation etc. will be 

important for formulating a diagnosis – does it sound like a 

cardiac cause or more like a musculoskeletal on etc? 



 

30 

 

Examination 
 

Once you have obtained verbal consent from the patient you should ask them whether they would like a chaperone 

present.  Make sure the patient is comfortable; position them semi-supine at an angle of 450.  Ask the patient to 

remove any clothing to expose the chest for examination but leave a loose cover over the chest if they are women or 

if it is cold as you are going to start with a general inspection followed by looking at the hands. 
 

Before you start, make sure you wash your hands. 
 

You will notice within all the systems we follow the following order: 

 
1. Observation around the bed 

Look for clues to help you work out what is going on – you might see oxygen masks, GTN spray or other 

medications 

 
2. General appearance 

Look at the patient from the end of the bed: 
a. Do they appear to be in pain? 
b. Do they look unwell?   
c. Do they have any obvious scars such as a midline sternotomy scar from heart surgery? 
d. Are there any drips, inhalers, oxygen? 

  
3. Hands and nails 

Look for: 
a. Clubbing.  Here there is loss of the angle between the nail and the nail bed.   

 
 
 

 
 
  

Inspection Palpation Percussion Auscultation

Causes of clubbing include: 

 

Cardiac: endocarditis, cyanotic congenital heart 

disease, atrial myxoma. 

 

Thoracic: bronchial carcinoma, chronic lung 

suppuration (empyema/abscess, bronchiectasis, cystic 

fibrosis), fibrosing alveolitis. 
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b. Capillary refill time: press the nail bed of a finger, measure the time it takes to return to the normal 

colour. It should be less than 3 seconds. 
c. Tar staining of the fingers 
d. Splinter haemorrhages (these can be caused by infective endocarditis or trauma) 

 

 
 

e. RARE signs of infective endocarditis include Osler’s nodes and Janeway lesions. 
 

f. Dupuytren’s contracture.  This is a localised formation of scar tissue beneath the skin of the palm of 
the hand.  
 

 
 
 
 
 
 
 
 
 

 
 

4. Radial pulse.  Here it is important to assess the rate and rhythm.  For the rate, count for 15 seconds and 
multiply by 4.  Is the rhythm regular, irregularly irregular or regularly irregular?  If irregular, you should feel 
the pulse for at least 30 seconds.   
 

 

 

 

 

 

 

 

 

5. Respiratory rate.  Count the respiratory rate by finding the number of breaths every 15 seconds and 
multiplying by 4.  This is an important indication of how well or unwell a patient is. 
 

6. Assess for collapsing pulse (this is a sign of aortic regurgitation).  Lift the patient’s arm up into the air with 
your palm over the radial pulse.  If there is a collapsing pulse you will literally feel the pulse fall away against 
your fingers.  It is important to do this for at least 30 seconds, otherwise you may miss the sign. 

  

Associations of Dupuytren’s contracture include: 

1. Increasing age 

2. Family history 

3. Smoking 

4. Alcohol excess and cirrhosis 

5. Diabetes 

6. Trauma, including use of pneumatic drill 

 

Q. 1 In which 

condition might you 

find an irregularly 

irregular pulse? 
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7. Radio-radial delay and radio-femoral delay (including both femoral pulses) 
 

8. Blood pressure 
Blood pressure measurement is an important skill to start to develop competence in.   

More information here http://bhsoc.org/latest-guidelines/how-to-measure-blood-pressure/ accessed 

26.8.16 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
9. Face: assess for pallor and malar flush (this is a sign of mitral stenosis) 

 
10. Eyes: assess for xanthelasmata and corneal arcus.  Fundoscopy can be used to assess for hypertensive or 

diabetic retinopathy.  Corneal arcus is a sign of ageing and not associated with hyperlipidaemia 
 

 
 
 
 
 
 

11. Mouth (stick out tongue): central cyanosis 
 

  

General tips: 

• The patient must be rested for at least 5 minutes before having their blood pressure 

taken 

• Ensure that the arm is supported at the level of the heart   

• The bladder or the sphygmomanometer should be over the brachial artery (there is 

usually a marker for the artery) and it covers about 80% of the arm circumference 

• Put the right-sized cuff on tightly enough so it does not slip off 

• Palpate the brachial artery 

• Pump up the cuff while keeping your finger on the pulse. When you can no longer feel 

pulsation go up another 30 mmHg 

• Then put your stethoscope over the artery 

• Slowly lower the pressure 2-3 mm/second listening for when the first noise appears (1st 

Korotkoff sound) 

• This is the systolic pressure. Record to the nearest 2mm/Hg 

• Let the pressure drop again 

• Keep going down until the sounds disappear altogether (5th Korotkoff sound).  This is 

the diastolic pressure 

 

Above: bilateral xanthelasmata (left), corneal arcus (right) 

http://bhsoc.org/latest-guidelines/how-to-measure-blood-pressure/
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12. Neck 
a) Palpate the carotid pulse.  Here you can assess the volume and character of the pulse.   

 

b) Assess the jugular venous pressure (JVP).   

 
 

13. Chest 
a) Inspection: particularly look for scars such as midline sternotomy scars (below), lateral thoracotomy 

scars or pacemakers.    
 
 

 
  

This can be a difficult sign to illicit.  It is really 

important that the patient is reclined at an 

angle of 45 degrees.  The JVP gives a proxy 

measure of right atrial pressure, and the most 

common cause of an elevated JVP is heart 

failure.  We look for the internal jugular which 

has a pulsation visible behind the 

sternocleidomastoid muscle. The JVP is 

measured vertically from the sternal angle and 

should be less than 4cm high. 

Q. 2 Which 

operations might this 

patient have 

undergone? 

 



 

34 

 

b) Palpation 

• Palpate the apex beat (remember that the normal position is the 5th intercostal space in the mid-
clavicular line).   

• If it is difficult to feel at first, you can ask the patient to lean to their left side.   

• Feel for thrills and heaves 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

c) Auscultation 

• Try to identify the first and second heat sounds.  Listening to the heart takes practice and is a 
difficult skill to master.  You will need to listen to lots of ’healthy’ hearts first to work out what 
normal heart sounds should be.   

• We listen in 4 key areas: 
 

 
 

 

 

 

 

 

  

The first heart sound, or lub, is S1. It is produced when the tricuspid and mitral valves 

simultaneously close. S1 marks the onset of systole, or ventricular contraction.  

 

The simultaneous closing of the pulmonary and aortic valves produces S2, or dub. S2 marks the 

end of systole. The brief silent period between S2 and S1 represents diastole, or ventricular 

relaxation. During diastole the ventricles fill with blood coming from the atria.  

 

1. Mitral area 

5th intercostal space mid-clavicular line 

2. Tricuspid area 

4th inter costal space left sternal edge 

3. Pulmonary area 

2nd inter costal space left sternal edge 

4. Aortic area 

2nd inter costal space right sternal edge 

 

Q. 3 What 

is a thrill? 

Q. 4 What 

is a 

heave? 
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• Then, listen to see if you can hear any added sounds or murmurs.  If you think you hear a murmur, 
try palpating the carotid pulse at the same time to work out whether the murmur starts with the 
pulse (systolic murmur). 

• Once you have listened with the diaphragm over each area then roll the patient into the left lateral 
position and listen over the apex with the bell (for mitral stenosis). 
 

14. Help the patient to sit upright.  Ask the patient to hold their breath, and listen over the carotids for bruits 
and radiation of aortic stenosis.   

15. Ask the patient to breathe all the way out and then hold their breath.  Listen over the left sternal edge for 
the blowing diastolic sound of aortic regurgitation. 

 
 
  
 
 
 
 
 
 
 
 

16. Feel at the base of the spine for sacral oedema. 
 

17. Listen at the bases of the lungs for any crackles (this can be a sign of pulmonary oedema).  Crackles are 
usually an inspiratory sound and may be coarse or fine (see page  43). 
 

18. Bruits: a bruit represents turbulent blood flow.  Listen inferior to the umbilicus and to either side for renal 
artery bruits.  Also listen for over the femoral arteries and aorta for bruits. 
 

19. With the patient sitting back again, examine the feet and ankles for: 
 

a. Signs of ischaemia: blue toes and feet, loss of hairs on the front of the legs, ulcers. 
a. Venous disease: brown pigmentation from haemosiderin, dilated large and small veins, ulcers. 
b. Peripheral oedema.  This can be uncomfortable so warn the patient and be gentle. Use your index 

+/- middle finger and press where there is swelling and see if there is an impression of the pressure 
when you lift your fingers up. 

 

 

 

 

 

 

 

 

c. Palpate the dorsalis pedis and posterior tibial pulses.   
You have completed the cardiovascular examination. Thank the patient and help them to get dressed.  Remember to 

wash your hands.   

 

  

Q. 5 Can you think why 

this murmur might be 

louder at the end of 

expiration? 

Q. 6 What causes 

peripheral 

oedema? 
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Here is an example of documentation of the cardiovascular examination: 

 
  

What next?! 
You should write up your findings 

and think carefully what the 

symptoms the patient is 

describing mean, how this fits with 

the examination findings and what 

this might all mean…  
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Cardiac investigations: a brief note 
 

The electrocardiogram (ECG) 

You will be shown ECGs during your attachment, and hopefully you will remember some of the cardiac 

neurophysiology you have learnt.  

 

 

 

 

 

 

 

 

 
 

This is a picture of an ECG with a normal (sinus) rhythm: 

 

 
  

 

P wave = …………………………………… 

 

PR interval = …………………………………… 

 

QRS complex = ……………………………………… 

 

ST segment = ………………………………………… 

 

T wave = ……………………………………………… 

 

QT interval = ………………………………………… 

Q. 7 Here is an isolated complex with 

all the components illustrated.  See if 

you can remember what each 

component represents… 
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Q. 8 This ECG shows an 

inferior myocardial 

infarction.  What has 

happened to the ST 

segments and which ST 

segments are abnormal? 
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CVS week  Log of patients seen or discussed (hospital and GP) – learning points  

Please use this form to work through the problems you see in this week. Keep this form, use it for revision and revisit it 

during LITHE. You should be building up a list of patients with common presentations and problems.  

Please ensure confidentiality by not using patient names or initials   

Patient  
 

Presenting 

symptom(s) 

Diagnosis Learning points from history 

and examination 

Plan for further learning 

Example 

F, 75 

Feeling more 

‘puffed’ when 

walking   

Heart failure Need to clarify ‘puffed’,   

Check ankles if suspecting heart failure 

Which aspects of the history 

point to heart failure? 

What signs in CCF? 

1  

 

 

 

   

2  

 

 

 

 

   

3  

 

 

 

 

   

4  

 

 

 

 

   

5  
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CVS –  PEARLS AND PILLS 

‘PEARLS’ from Teaching Fellows, Consultants and GP Teachers to the whole group  

Tips how to do things well, pitfalls to avoid, key points to remember… 

• History and examination skills 

• Consultation skills 

• Presenting skills 

• Other, i.e. ECG reading 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘PILLS’ Specific feedback from Teaching Fellows, Consultants, GP Teachers, students, ward staff, patients 

How to do things better and how to organise that learning 
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RESPIRATORY SYSTEM 

RS examination video in Hippocrates 

https://www.ole.bris.ac.uk/bbcswebdav/institution/Faculty%20of%20Health%20Sciences/MB%20ChB%20Medicine/Year%20

5%20Medicine%20and%20Surgery/systems%20examination%20videos/respiratory.mp4  

 

Introduction 
Respiratory disease is a common cause for GP consultations and hospital admissions. The respiratory diagnoses that 

you are most likely to encounter are: 

• Chronic obstructive pulmonary disease (COPD) 

• Asthma 

• Pneumonia 
 

Other diagnoses in the population that you may also see are: 

• Lung cancer 

• Pulmonary fibrosis 

• Pulmonary embolism 
 

History 
Patients may have the following respiratory symptoms: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Before you start, re-read pages 28-31 – all the information you learnt about cardiovascular system history taking is 

relevant here.   

 

As you can see, breathlessness is both a respiratory and cardiovascular symptom.  Pulmonary embolism, 

pneumothorax and pneumonia can produce pleuritic chest pain which is a tight sharp pain on breathing in.  Chest 

tightness may occur during acute asthma.  
 

Particular questions to focus on include smoking (pack years), occupational exposures, previous asbestos exposure, 

and history of lung disease.  It is also important to find out the patient’s exercise tolerance, and what they are unable 

to do because of their breathlessness. 

Shortness of 

breath 

(dyspnoea) 

Chest pain 

Cough 

Sputum 

Haemoptysis 

(coughing up 

blood) 

Wheeze 

Stridor 

https://www.ole.bris.ac.uk/bbcswebdav/institution/Faculty%20of%20Health%20Sciences/MB%20ChB%20Medicine/Year%205%20Medicine%20and%20Surgery/systems%20examination%20videos/respiratory.mp4
https://www.ole.bris.ac.uk/bbcswebdav/institution/Faculty%20of%20Health%20Sciences/MB%20ChB%20Medicine/Year%205%20Medicine%20and%20Surgery/systems%20examination%20videos/respiratory.mp4
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1. Introduction and consent 

• Introduce yourself, obtain verbal consent and ensure that the patient is comfortable.   

 

2. Patient details 

• Ask the patient their name, age and occupation. 

 

3. Presenting complaint 

• For example, ‘cough’, ‘difficulty breathing”. 

 

4. History of presenting complaint 

 

5. Systems review 

•  The order in which you ask these questions will depend upon the presenting complaint. 

 

6. Past medical history 

• What other medical problems does the patient currently have, or has had in the past?  

Has the patient been admitted to hospital previously?  Has the patient had any 

operations previously? ‘Do you see your GP regularly for anything?’ 

 

7. Drug history 

• Remember to ask specifically about: 

o Over the counter medications or herbal remedies 

o Sprays and puffers 

 

 

 

8. Allergies  

• Does the patient have allergies, including to any medications?   

• If so, what happens: do they develop a rash or anaphylaxis?  Or is the reaction a side-

effect such as nausea or vomiting? 

 

9. Family History 

• It is important to find out if there are any specific conditions that run in the family. 

 

10. Social history 

• Smoking: this can be quantified in terms of pack years.  Smoking 20 cigarettes per day 

for 1 year = one pack year. 

• Alcohol and recreational drugs. 

• Occupation: does the patient have any occupational exposures e.g. asbestos, chemicals, 

dusts. 

• Who lives at home with the patient, or do they live alone? 

• Do they live in a house, a flat or bungalow?  Do they have stairs? 

• What is the patient’s mobility like?   

• How do they cope with their activities of daily living (ADLs)?  

 

See page 25 for all the 

details of the questions 

to ask in a systems 

review… 

 

See page 26 for a 

reminder of the 

‘MJ THREADS’ 

acronym… 
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Respiratory examination 
 

As before, obtain verbal consent, ensure the patient is at an angle of 450and there is adequate exposure.  Before you 

start, make sure you wash your hands. 

 

1. Observation around the bed 
Look for clues to help you work out what is going on – you might see oxygen masks, inhalers, nebulisers or 

other medications. 

 
2. General appearance 

Look at the patient from the end of the bed: 
a. Do they appear to be in pain?  Do they look unwell?   
b. Are there any drips, inhalers, oxygen? 
c. Is the patient thin, do they look cachectic? 
d. Is the patient cyanosed? 
e. Is the patient breathless at rest or on moving around the bed? 
f. Are they using any accessory muscles such as sternocleidomastoid?  
g. Is there a sputum pot?  If so, what is in it? 

 
 
 
 
 
 
 
 

3. Hands and nails 
Look for: 

a. Clubbing (see page 28) 
b. Capillary refill time (see page 29) 
c. Tar staining of the fingers 
d. Dupuytren’s contracture (see page 29) 
e. Peripheral cyanosis 

 
4. CO2 flap: Looking for a flap of the hands involves asking the patient to stretch out their arms and 

hyperextend their wrists so their hands are up in the air. You look for a coarse bobbing downward and 
upward movement of their hands. This is found in CO2 retention as well as liver failure.   

 

 
 
 

5. Radial pulse.  For the rate, count for 15 seconds and multiply by 4 (see page 29). 

Q. 1 What is 

cachexia? 
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6. Respiratory rate.  Count the respiratory rate by counting the number of breaths for 15 seconds and 
multiplying by 4.  This is an important indication of how well or unwell a patient is.  Normal values are 14-
16/minute.  
 
 
 
 
 
 

 
 

 
 

 

7. Face: assess for pallor.  Is there drooping of the eyelid (ptosis) or a smaller pupil on one side indicative of a 
Horner’s syndrome (interruption of the sympathetic chain, this can occur because of lung cancer at the lung 
apex). 
 

 

 

 

 

 

 

 

8. Mouth (stick out tongue): assess for central cyanosis. 
 

9. Neck:  
a. Assess the jugular venous pressure (JVP) (see page 31).   
b. Are the neck veins dilated? Superior vena cava obstruction from a lung cancer invading the 

mediastinum causes obstruction to blood flow into the right atrium and congested head, neck and 
arm veins. 

c. Lymph node examination in the neck.  This is done from behind the patient:  
 

 
 

 

Q. 2 Can you think of 

any causes of a 

raised respiratory 

rate? 

Q. 3 Can you think of 

any other causes of 

Horner’s syndrome? 
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10. Anterior chest 
a. Inspection 

• Particularly look for chest wall abnormalities such as a ‘barrel’ chest where the anterior-
posterior diameter is increased 

• Is the chest wall movement symmetrical? 
 

 

 

 

 

 

 

 

b. Palpation 

• Palpation of the trachea.  Carry out palpation of the suprastenal notch to see if the trachea is 
central.  Explain to the patient that this may be slightly uncomfortable. 

 

 
 

• Assess the cricosternal distance using your fingers.   

• Palpate the apex beat. 
 
 
 

 

 

 

 

 

 

Q. 6 Why is the apex 

beat important in a 

respiratory 

examination? 

Q. 4 Think of as many 

causes of 

lymphadeopathy in the 

head and neck area as 

you can... 

Q. 5 What might 

cause tracheal 

deviation? 
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• Assess chest expansion: place your hands around the bottom of the chest and measure between 
end expiration and deep inspiration. The thumbs should move apart by about 5cm. The diagram 
below shows this technique at the front of the chest: 

 
 

• Feel for tactile vocal fremitus.  Place the edge of your hands on the front of the patient’s chest 
and ask them to say ‘99’.  Repeat this with the hands placed more laterally.  Increased fremitus 
may be felt if there is underlying consolidation.    
 

c. Percussion: this is a technique that at first is tricky to pick up but it will improve with practice.  Position 
your left hand on the chest wall with your fingers slightly separated and your middle finger pressing 
firmly against the chest wall. With the other hand, slightly flex your distal and middle interphalangeal 
joints and with the tip of the middle finger, tap the middle phalanx of the middle finger on the chest wall 
using a swinging motion from the right wrist.  Tap with your dominant hand.   
 

 
 

It is important to assess this from side to side to compare and help you pick up pathology.  You should 

assess 4-5 areas each side.  You will find dullness over the heart unless there is hyperinflation of the 

lungs.  You are looking for areas of unexpected dullness or hyper resonance. 
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d. Auscultation: 

• Place your stethoscope on the patient’s chest asking them to take a deep breath in through their 
mouth each time your stethoscope is placed on their chest. 

• Again move side to side before you move down. 

• Don’t forget to listen in the apices and at the axillae.  You will need to listen in at least 4-5 places 
each side.   

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
  

You may hear: 

• Normal (vesicular) breath sounds. 

• Bronchial breathing (these are harsh breath sounds caused by underlying 
consolidation. 

• Added sounds: 
o Wheeze (an expiratory sound) 
o Crackles (usually inspiratory) 
o Pleural rub (either inspiratory or expiratory) 
o Stridor (inspiratory) 

 

Q. 9 What are the 

causes of 

crackles? 

Q. 10 In which 

conditions might 

you hear a wheeze? 

Q. 11 What is a 

pleural rub? 

Q. 7 Suggest one 

cause of hyper-

resonance? 

Q. 8 Suggest one 

cause of dullness 

to percussion? 
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• Assess vocal resonance: ask the patient to say ‘99’ every time you place your stethoscope on 
your chest.  This works on a similar principle as tactile vocal fremitus. 
 

 

11. Posterior chest 
a. Inspection 

• Look for scars posteriorly including lateral thoracotomy scars.  Observe chest expansion.   
 

b. Palpation 

• Assess chest expansion: as before, place your hands around the bottom of the chest and 
measure between end expiration and deep inspiration. The diagram below shows this technique 
at the back of the chest: 

 

 
• Feel for tactile vocal fremitus.  As before, place your hands with the edge on the back of the 

patient’s chest and ask them to say ‘99’.  Repeat this with the hands placed more laterally.   
 

c. Percussion: follow the technique above.  You will need to percuss in at least 4-5 places each side 
anteriorly and posteriorly.   
 

d. Auscultation: 

• Follow the technique above. 

• You will need to listen in at least 5-6 places each side.   

• Assess vocal resonance 
 

You have completed the respiratory examination. Thank the patient and help them to get dressed.  Remember to 

wash your hands.  
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Here is an example of documentation of the respiratory examination: 
 

 
 

 

 

 

 

 

  



 

50 

 

Respiratory investigations: a brief note 
 

Chest X Rays 

This will be covered in more detail in the respiratory system ICS.   

 

 

 

 

 

 

 
 

 

Peak flow meters 

During your course, you will probably see a peak flow meter (spirometry may also be included) as well as looking at 

inhalers and learn the correct technique for using both of these.  This patient is demonstrating the use of a peak flow 

meter: 

 

 
 

 
 

  

Normal CXR 

Left sided pneumothorax 



 

51 

 

RS week  Log of patients seen or discussed (hospital and GP) – learning points  

Please use this form to work through the problems you see in this week. Keep this form, use it for revision and revisit it 

during LITHE. You should be building up a list of patients with common presentations and problems.  

Please ensure confidentiality by not using patient names or initials   

Patient  
  

Presenting 

symptom(s) 

Diagnosis Learning points from history 

and examination 

Plan for further learning 

Example 

M, 68 

Feeling more 

‘puffed’ when 

walking   

COPD Lungs may sound normal even if the 

patient reports being ‘puffed’ 

Which aspects of the history 

point to COPD? 

How do I diagnose COPD? 

1  

 

 

 

   

2  

 

 

 

 

   

3  

 

 

 

 

   

4  

 

 

 

 

   

5  
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RS- PEARLS AND PILLS 

 

‘PEARLS’ from Teaching Fellows, Consultants and GP Teachers to the whole group  
Tips how to do things well, pitfalls to avoid, key points to remember… 

• History and examination skills 

• Consultation skills 

• Presenting skills 

• Other, i.e. spirometry 

 

 

 

 

 

 

 

 

 

 

 

 

‘PILLS’ Specific feedback from Teaching Fellows, Consultants, GP Teachers, students, ward staff, patients 

How to do things better and how to organise that learning 
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GASTROINTESTINAL AND RENAL SYSTEMS  

 

Abdominal examination video in Hippocrates http://www.bristol.ac.uk/medical-

school/hippocrates/medsurg/gastrointestinal/Introduction accessed 25.8.16 

 

The patients and their diseases you will meet in hospital and general practice during your attachment are as follows: 
 

• Chronic liver disease 

• Peptic ulceration  

• Upper and lower gastrointestinal bleeding 

• Malignancy, particularly bowel cancer 

• Urinary tract infection 

• Acute and chronic renal impairment from different causes 

 

History 
You will be meeting patients with the following GI and urinary symptoms: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

Before you start, re-read all the information you learnt about cardiovascular and respiratory history taking, systems 

review and MJTHREADS     
 

 

Abdominal pain Vomiting 
Weight loss 

Diarrhoe

a 

Constipation 

Dysphagia 

(difficulty 

swallowing) 

Rectal 

bleeding 

Urinary 

frequency Poor urinary 

stream, hesitancy, 

dribbling 

Urinary 

incontinence 

Haematuria 

http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/gastrointestinal/Introduction%20accessed%2025.8.16
http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/gastrointestinal/Introduction%20accessed%2025.8.16
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1. Introduction and consent 

• Introduce yourself, obtain verbal consent and ensure that the patient is comfortable.   

2. Patient details 

• Ask the patient their name, age and occupation. 

3. Presenting complaint 

• For example, ‘abdominal pain’, ‘change in bowel habit’   

4. History of presenting complaint 

5. Systems review 

•  The order in which you ask these questions will depend upon the presenting complaint. 

6. Past medical history 

• Has the patient been admitted to hospital previously?  Has the patient had any 

operations previously? ‘Do you see your GP regularly for anything?’ 

 

 

 

 

7. Drug history 

• Remember to ask specifically about over the counter medications, herbal remedies, sprays and 

puffers. 

8. Allergies  

• Does the patient have allergies, including to any medications?   

• If so, what happens: do they develop a rash or anaphylaxis?  Or is the reaction a side-

effect such as nausea or vomiting? 

9. Family History 

• It is important to find out if there are any specific conditions that run in the family e.g. 

bowel cancer. 

10. Social history 

• Smoking: this can be quantified in terms of pack years.   

• Alcohol and recreational drugs. 

• Who lives at home with the patient, or do they live alone? 

• Do they live in a house, a flat or bungalow?  Do they have stairs? 

• What is the patient’s mobility like?   

• How do they cope with their activities of daily living (ADLs)?  

 

See page 27 for all 

the details of the 

questions to ask in a 

systems review… 

See page 28 for a 

reminder of the 

‘MJ THREADS’ 
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Gastrointestinal examination 
As before, obtain verbal consent and there is adequate exposure.  It is vital to ask the patient whether they are in 

any pain before you start. 
 

Before you start, make sure you wash your hands. 

 

1. Observation around the bed 
Look for clues to help you work out what is going on – you might see oxygen masks, medications or a ‘nil by 

mouth’ sign. 

 
2. General appearance 

Look at the patient from the end of the bed: 
a. Do they appear to be in pain? 
b. Do they look unwell?   
c. Are there any drips or oxygen? 
d. Is the cachectic, well-nourished or obese? 
e. Is the patient obviously jaundiced? Or is there pallor? 

 
3. Hands and nails 

Look for: 
a. Clubbing (see page 28) 
b. Koilonychia (spoon shaped nails)  

 

 
 

c. Leukonychia (white nails) 
 

 
 
 
  

Q. 1 What causes 

koilonychia? 

Q. 2 What 

causes 

leukonychia? 
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d. Palmar erythema 
 

 
 

e. Dupuytren’s contracture (see page 29) 
 

4. Liver flap: Looking for a flap of the hands involves asking the patient to stretch out their arms and 
hyperextend their wrists so their hands are up in the air. You look for a coarse bobbing downward and 
upward movement of their hands. This is found in liver failure and also chronic CO2 retention (see page 39). 

 

5. Radial pulse.  For the rate, count for 15 seconds and multiply by 4 (see page 29). 
 

6. Eyes: 
a. Jaundice is usually first noted in the usually white sclera when it starts to turn yellow.   

 

 
 

b. Look for pallor in the inside of the retracted lid.  Pull the lower eye lid down while getting the patient to 
look upwards. 

 

 

 
 

 

 

 

 

  

  

Causes of palmar erythema include: 

1. Chronic liver disease 

2. Idiopathic - normals 

3. Pregnancy 

4. Polycythaemia 

5. Thyrotoxicosis 

6. Sarcoidosis 

Q. 3 What causes 

conjunctival 

pallor? 
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7. Mouth: Look for: 
a. Angular stomatitis: bilateral fissures in the corners of the mouth. 

 
b. Glossitis: smooth, swollen and tender tongue 

 

 
 

 

 

 

c. Dry mucus membranes 
d. Oral (apthous) ulcers  
e. Candidal infection (white patches signifying a fungal infection) 
f. Rarely, you may see telangectasia which are found in a condition called hereditary haemorrhagic 

telangiectasia, or brown discolouration of the lips found in Addison’s disease and Peutz-Jegher 
syndrome. 
 

 
 
 
 

 
 

Q. 4 What 

causes angular 

stomatitis? 

Q. 5 What 

causes glossitis? 

 

 

 

 

 

 

 

 

Hereditary haemorrhagic telangiectasia Peutz-Jegher syndrome 
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8. Neck:  

• Palpate the lymph nodes in the neck (page 40).   

• Particularly palpate for a left supraclavicular lymph node (Virchow’s node); this is found in gastric 
cancer.  
 

9. Chest 
a. Look for spider naevi.  They are differentiated from other ‘spots’ by compressing them with a 

fingertip.  The whole of the naevus will blanch and then blood will return to the arteriole from the 
outside inwards. More than 5 is associated with liver disease (especially secondary to alcohol 
consumption). 
 

 
 

  You may also see the following red lesions: 

 

 
 

 

 

 

b. Look for gynaecomastia in men.  This is associated with liver cirrhosis as the liver is involved in 
oestrogen metabolism. 

 

10. Abdomen 
 

 

 

 

 

 

 

 

 

 

  

Tip: at this point, it is vital to position the patient so they are lying flat, 

perhaps with one pillow behind their head and their arms by their sides.  

This ensures that the abdominal muscles are relaxed.  For some people 

with back problems, heart failure or chest disease, lying flat may be not 

possible as it exacerbates their symptoms hence ask them how flat they 

can comfortably lie and note this in your examination findings.  

 

Campbell de Morgan spots Petechial haemorrhages 
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a. Inspection:  Look for: 

• Abdominal distension  

• Scars  

• Excoriation (scratch marks): if the patient has renal or liver failure, they may develop severe 
itching.   

• Striae 

• Caput medusae 
 

 

 
 
 
 
 
 

• It can be helpful at this stage to ask the patient to take a deep breath in and out, and to 
cough.  If they have severe pain or peritonitis, this will become apparent.   
 

b. Palpation: At this stage, make sure you are at the same eye-level as the patient, and look at their 
face to see if they are in pain, not at their abdomen! 

• If the patient is in pain, start AWAY from the site of the pain. 

• Examine the 9 areas of the abdomen, first superficially and then more deeply: 
 

 
 
 

• You may here the abdomen referred to in terms of 4 quadrants (left and right upper and left 
and right lower quadrants).  However you should get used to examining in all 9 areas.   

 

 

 

 

 

 

  

Q. 6 What is 

caput 

medusae? 

Does the patient 

have any pain? 

The hypogastric region is also called 

the suprapubic area 

Tip: superficial palpation demonstrates any 

tenderness or obvious masses. For deep palpation 

you are looking for deep areas of pain, masses 

and any palpable organs or masses. 
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• Next, palpate the liver.  Start in the right iliac fossa with your hand parallel with the costal 
margin.  Ask the patient to breathe in and out.  If the liver is grossly enlarged, its lower edge 
will move downwards and bump against the side of your index finger.  If nothing abnormal is 
felt, repeat the process after moving your hand upwards.  Move up inch by inch until the 
costal margin is reached.   

 

 

 

 

 

  
 
 
 
 
 
 

• Next, palpate the spleen.  Start in the right iliac fossa and work towards the spleen in the left 
hypochondrium.  Again, start with your hand in the right iliac fossa.  Ask the patient to take a 
deep breath in.  If nothing is felt more towards the left hypochondrium.  If you still can’t feel 
the spleen ask the patient to roll towards you.  This occasionally lifts a slightly enlarged 
spleen far enough forward to make it palpable. 
 

 

 

 

 

 

 

 

 

 

 

  

Q. 7 Can you think 

of some causes of  

hepatomegaly? 

If you feel pain you need to note its site, whether it is associated with any ‘guarding’ 

(where the patient’s muscles clench), or whether there is any ‘rebound tenderness’.  

Rebound tenderness is when sudden withdrawal of manual pressure causes an 

exacerbation of the pain. 

If you feel a mass you should note its site, size, consistency (hard, rubbery, fluid filled, 

etc), whether you can get above or below it, shape and pulsatility.  Are there any 

signs of inflammation such as redness, warmth, pain and swelling? 

Q. 8 Can you think 

any causes of 

splenomegaly? 
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• Palpate the kidneys.  Normal kidneys are usually impalpable except in very thin people.  To 
feel the kidneys you need to use ‘bi-manual palpation’.  Place one hand on the flank and the 
other round the patient’s back and try to‘ballot’ the kidney up and down.  Repeat on the 
other side. 

 

 
 

• Feel for an abdominal aortic aneurysm (AAA).  To do this you need to palpate above the 
umbilicus just to the left of the midline.  In a slim person it is normal to be able to feel the 
aorta pulsating, but if there is an AAA present, it will be expansile against your hands.  In 
order to feel for expansion, both hands must be placed on either side of the mass to confirm 
that the hands are pushed apart as well as being pushed upwards.   

 

• Feel for inguinal hernias, including palpating for a cough impulse.   
 
 

c. Percussion:   

• Percuss the liver and spleen.  This is to confirm the presence of organomegaly (if you found 
it during palpation) or to double check their absence.  Again start in the right iliac fossa and 
work upwards towards the right costal margin for the liver and the left costal margin for the 
spleen.   
 

 

 

 

 

 

 

 

 

• Then, assess for shifting dullness.  Starting at the umbilicus, percuss away from you towards 
the flank, until the percussion note becomes dull.  Keeping your finger on this point, ask the 
patient to roll towards you, then percuss back towards the umbilicus.  If the dull point is now 
resonant, there is shifting dullness.  This represents excess fluid in the peritoneal cavity 
(ascites).   

 

Tip: If someone has a hyperexpanded chest 

they may have a palpable liver due to the 

lungs ‘pushing’ the liver down.  If you 

percuss out the top border you will be able 

to differentiate between this and true 

hepatomegaly.   
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d. Auscultation: Listen for: 

• Bowel sounds: decide whether bowel sounds are present or absent. You should listen for up 
to a minute if you don’t hear anything.   

 

 

 

 

 

 

 

 

• Bruits: a bruit represents turbulent blood flow.  Listen inferior to the umbilicus and to either 
side for renal artery bruits.   

 

To complete the examination you should examine for hernias, examine the external genitalia and perform a digital 

rectal examination.  You should not do these at this stage of your training, but you should mention that you would 

like to do them if you are examining in front of a consultant. 

 

You have completed the abdominal examination. Thank the patient and help them to get dressed.  Remember to 

wash your hands.  

 

 

 

 

 

 

 

 

  

Q. 9 Can you think 

of any causes of 

ascites? 

Bowel sounds may be: 

• Absent: this is a sign that normal bowel peristalsis has ceased. 

• Normal: this will sound like gurgling when you listen to it. 

• Tinkling: this is a high pitched sound produced by distended bowel associated with 

mechanical intestinal obstruction. 
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Here is an example of documentation of the abdominal examination: 
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Gastrointestinal and renal investigations: a brief note 
The investigations will be covered in much more detail in LITHE, but it is useful to think about the investigations you 

may come across during the ICS unit.  

 

Abdominal x-rays 

Abdominal x-rays can be helpful in detecting some conditions, including bowel obstruction: 
 
 
 

 
 
 
 
Urine testing 
Standard urine test strips will indicate the presence of white blood cells, nitrites, red blood cells and ketones in 
urine.  You will learn more detail on urinalysis during ICS and LITHE. 
  

Normal AXR 

Large bowel 

obstruction 
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GI/Renal week  Log of patients seen or discussed (hospital and GP) – learning points  

 

Please use this form to work through the problems you see in this week. Keep this form, use it for revision and revisit it 

during LITHE. You should be building up a list of patients with common presentations and problems.  

Please ensure confidentiality by not using patient names or initials   

Patient  

 

Presenting 

symptom(s) 

Diagnosis Learning points from history 

and examination 

Plan for further learning 

Example 

F, 56 

Gone yellow Gallstones Presence or absence of abdominal pain 

Check for signs of liver disease 

Typical history of biliary 

colic? Typical history for Ca 

head of pancreas? 

1  

 

 

 

 

   

2  

 

 

 

   

3  

 

 

 

 

   

4  

 

 

 

 

   

5  
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GI/RENAL ‘PEARLS AND  PILLS’  

 

‘PEARLS’ from Teaching Fellows, Consultants and GP Teachers to the whole group  

Tips how to do things well, pitfalls to avoid, key points to remember… 

• History and examination skills 

• Consultation skills 

• Presenting skills 

• Other, i.e. nasogastric tube, endoscopy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘PILLS’ Specific feedback from Teaching Fellows, Consultants, GP Teachers, students, ward staff, patients 

• How to do things better and how to organise that learning 
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NERVOUS SYSTEM 

For videos of neurological examinations see Hippocrates http://www.bristol.ac.uk/medical-

school/hippocrates/medsurg/neurology/  

 

Introduction 
You may meet patients in hospital and your GP attachments with: 

• Headache 

• Stroke and Transient Ischaemic Attack (TIA) 

• Dementia/cognitive impairment 

• Parkinson’s Disease 

• Epilepsy 

• Multiple Sclerosis 
 

History 
The neurological symptoms you will be finding out more about from patients for this course are: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This list of definitions may help you: 

 

Expressive dysphasia Difficulty getting the right words out 

Receptive dysphasia Difficulty understanding speech 

Dysarthria Difficulty speaking due to difficulties to articulate, slurred 
speech 

Dysphagia Difficulty swallowing 

 

Before you start, re-read all the information you learnt about cardiovascular, respiratory and gastrointestinal history 

taking  
  

Headache 

Loss of 

consciousness 

Dizziness 

Weakness 

Fits 

Headache 

Memory 

loss 

http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/neurology/
http://www.bristol.ac.uk/medical-school/hippocrates/medsurg/neurology/
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1. Introduction and consent 

• Introduce yourself, obtain verbal consent and ensure that the patient is comfortable.   

 

2. Patient details 

• Ask the patient their name, age and occupation. 

3. Presenting complaint 

• For example, ‘headache’, ‘weak left arm’   

4. History of presenting complaint 

 

5. Systems review 

•  The order in which you ask these questions will depend upon the presenting complaint. 

 

6. Past medical history 

• Has the patient been admitted to hospital previously?  Has the patient had any 

operations previously? ‘Do you see your GP regularly for anything?’ 

7. Drug history 

• Remember to ask specifically about over the counter medications, herbal remedies, sprays and 

puffers. 

8. Allergies  

• Does the patient have allergies, including to any medications?   

• If so, what happens: do they develop a rash or anaphylaxis?  Or is the reaction a side-

effect such as nausea or vomiting? 

9. Family History 

• It is important to find out if there are any specific conditions that run in the family e.g. 

epilepsy 

10. Social history 

• Smoking: this can be quantified in terms of pack years.   

• Alcohol and recreational drugs. 

• Who lives at home with the patient, or do they live alone? 

• Do they live in a house, a flat or bungalow?  Do they have stairs? 

• What is the patient’s mobility like?   

• How do they cope with their activities of daily living (ADLs)?  

 

Go back and re-check   

questions to ask in a 

systems review… 

Remind yourself 

about MJTHREADS 

‘MJ THREADS’ 
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Examination 
Students often feel daunted when they start learning the neurological examination.  However, the key questions to 

ask yourself when you start are: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Upper limb examination 
It is important to remember both for the upper and lower limb examinations, that it is important to compare each 
test from side to side to assess whether there is any asymmetry.   
 

1. Inspection: you may see: 

• Muscle wasting 

• Fasciculation (involuntary flickering of the muscles) 

• Contractures 

• Scars 

• Tremor 
 

 
 
 
 
 

  

1. Where is the lesion? 
2. What might the lesion be? 

Q. 1 What are the 

features of a) an upper 

and b) a lower motor 

neuron lesion? 

 

Q. 2 Which 

operation has this 

patient had? 
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2. Pronator drift: ask the patient to outstretch their arms with their palms facing upwards and close their eyes.  

Downward drift and pronation of the hand may indicate a pyramidal lesion. 
 

 
 

3. Tone 

• Ask the patient to relax their arms, and let you take the weight. 

• Take the patient’s hand as if you are about to shake hands, and rapidly flex and extend the wrist, 
rotate the wrist, and then flex and extend the elbow.  

 
 
 
 
 
 
 
 
 
 
 
 

4. Power: Again, compare sides and oppose like with like.  Isolate each joint one at a time.  Movements to test 
include: 

a. Shoulder adduction and abduction  
b. Elbow flexion and extension  
c. Wrist flexion and extensions  
d. Finger abduction and adduction 
e. Finger flexion  
f. Thumb abduction 

 
 
 
 
 
 
 
 
 
 
 

  

Tone may be: 

Increased: an upper motor neurone lesion 

Decreased: a lower motor neurone lesion 

Normal 

 

MRC grading for power: 

• 5 = normal  

• 4+ = active movement against resistance (not quite normal)  

• 4 = some power  

• 3 = active movement against gravity (overcomes gravity) 

• 2 = cannot overcome gravity (some active movement) 

• 1 = very little power (flicker) 

• 0 = no power (no muscle contraction) 
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5. Reflexes 
It is very important to position the limbs being tested in a supported relaxed state. Hold the tendon hammer 

towards the end and let it gently drop on the slightly stretched tendon like a pendulum. 

 

• Ask the patient to relax and let the limb go floppy  

• There are 3 reflexes to test in the upper limb… 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 
 
 

Tip: if reflexes are difficult to elicit, you can use a 

technique called reinforcement.  In the upper limb 

you can ask the patient to clench their teeth at the 

same time as you tap the tendon hammer. 

Biceps: put your finger on 

the biceps tendon and tap 

with the hammer 

Triceps: support the 

patient’s forearm with 

one hand and tap over 

the triceps tendon 

Supinator: put your 

finger over the lower 

end of the radius just 

above the wrist 

(supinator tendon) and 

tap with the hammer 

 

Q. 3 What are the 

nerve roots for the 

upper limb reflexes? 

Reflexes may be 

absent, diminished, 

normal or increased 

(hyper-reflexia) 

 



 

72 

 

6. Co-ordination 
There are 2 key tests of co-ordination in the upper limb: 
 

a. Finger-nose test: the patient touches their nose with their index finger, and repeatedly moves 
between their nose and your index finger.  Note whether the patient has ‘past-pointing’ – a sign of a 
cerebellar problem associated with increasing wobbliness of the finger as it approaches its 
destination.  

  
b. Assessment for dysdiadochokinesis: ask the patient to flip one hand backwards and forwards rapidly 

onto the other.  It may be easiest to demonstrate this yourself. 
 

7. Sensation 
There are a number of different ways of assessing sensation depending on the type of lesion you suspect.  
This is a good screening tool.  It is important to compare the sensation with ‘normal’ each time, touching the 
patient’s sternum to ensure they can feel the sensation at baseline.  The patient should have their eyes 
closed for each specific test.   
 
Move from side to side in a dermatomal distribution, asking the patient if they can feel the sensation and if 
it is the same on both sides… 
 

 
 
 
 
 

 
 
 

 
  

Dermatomes of the upper limb 

C7 is the middle 

finger (‘C7 points 

to heaven’) 
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You need to test all of the following modalities: 
 

1. Fine touch (cotton wool)  
 
2. Coarse touch (neuro tip) 

Ask the patient to tell you if it is sharp or dull 
3. Pain     

 
4. Vibration (tuning fork) – Start with most distal bony prominences → work proximally 

 
5. Proprioception – demonstrate up and down movements with the patient’s fingertip, and ask 

them to tell you whether you are moving their index finger up or down.   
 
 
 

 

 

 

 

 

 

 

 

 

 

Lower limb examination 
The schema for lower limb examination is very similar to that of the upper limb, with a few key modifications… 
 

1. Inspection: again, you may see: 

• Muscle wasting 

• Fasciculation (involuntary flickering of the muscles) 

• Contractures 

• Scars 

• Tremor 
 

2. Tone 

• Ask the patient to relax their legs, and let you take the weight. 

• Move the patient’s leg from side to side, then rapidly lift up the knee. 
 

• Next, assess for ankle clonus.  Rotate the heel, then suddenly dorsiflex the ankle.  Clonus is 
demonstrated by sustained, rapid movement of the ankle.  A few beats of clonus may be 
physiological, but more than 5 beats indicates an upper motor neuron lesion.  

  

Q. 4 Which of these 

modalities are carried in 

the dorsal columns and 

which in the 

spinothalamic tracts? 
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3. Power: Again, compare sides and oppose like with like.  Isolate each joint one at a time.  Movements to test 
include: 
 

a. Hip adduction and abduction  
b. Hip flexion and extension  
c. Knee flexion and extension 
d. Ankle dorsiflexion and plantarflexion 
e. Great toe extension 

 
4. Reflexes 

Again, make sure the patient is relaxed, and remember to have a good swinging ‘arc’ of the tendon hammer.   

 

• There are 3 reflexes to test in the lower limb… 
 

 
 
 
 

 
 
 

 
 
  

Knee jerk: support the knee with your arm to 

achieve relaxation and tap the infrapatellar 

tendon with the hammer (should cause 

contraction of quadriceps and extension of 

knee). 

Ankle jerk: hold the patient’s foot in dorsiflexion. The 

knee should be bent and the thigh externally rotated. Tap 

the Achilles tendon with the hammer (should cause 

contraction of the gastrocnemius muscle and plantar 

flexion of the foot). 

Plantar: scrape the lateral aspect of 

the sole moving in towards the toes 

using an orange stick (should cause 

flexion of the big toe in health) 

Q. 5 What are 

the nerve roots 

for the lower 

limb reflexes? 
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5. Co-ordination 
To test co-ordination, perform the heel-shin test.  Ask the patient to put one ankle on the opposite knee and 
rapidly run their ankle up and down the shin.  Repeat on the other side.   

 
6. Sensation 

Again, as with the upper limb it is important to compare the sensation with ‘normal’ each time, touching the 
patient’s sternum to ensure they can feel the sensation at baseline.  The patient should have their eyes 
closed for each specific test.   
 
Move from side to side in a dermatomal distribution, asking the patient if they can feel the sensation and if 
it is the same on both sides… 
 
 
 

 
  

Tip: as with the upper limb, if reflexes are difficult to 

elicit, you can use reinforcement.  Ask the patient to flex 

their interlocked fingers and pull one hand against the 

other as you tap the tendon hammer as shown in the 

picture below.  This is called the Jendrassik manoeuvre. 

Q. 6 What causes an 

extensor plantar 

response? 
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You need to test all of the following modalities: 

 
1. Fine touch (cotton wool)  
 
2. Coarse touch  (neuro tip) 

Ask the patient to tell you if it is sharp or dull 
3. Pain     

 
4. Vibration (tuning fork) – Start with most distal bony prominences → work proximally 

 
5. Proprioception – demonstrate up and down movements with the patient’s fingertip, and ask 

them to tell you whether you are moving their index finger up or down.   
 

7. Gait 
Ask the patient to walk to a defined point and back to you.  Look for a normal pattern of walking and arm 
swing. 
 
Examples of abnormal gait include: 

• Festinant (‘shuffling’) gait seen in Parkinson’s disease. 

• Foot-drop  

• Hemiplegic gait  

• Ataxic gait 
 
 

 
 
 
 
 
 
 

8. Romberg’s test 
Ask the patient to stand with their feet together and to close their eyes.   
 
 

Dermatomes of the lower limb 

Q. 7 What causes a 

hemiplegic gait? 
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Pattern recognition 
An important skill in neurological examination is identifying patterns in clinical signs and symptoms.  Here is a 
summary table illustrating findings that may be present in upper and lower motor neuron lesions: 

 
 

Upper Motor Neuron Lesion  Lower Motor Neuron Lesion  

Tone  Hypertonia  Hypotonic  

Reflexes  Hyper-reflexia  Hyporeflexia  

Plantars  Extensor plantar response  Flexor plantar response  

Weakness  Weakness  Weakness  

Clonus  May have clonus  No clonus  

Fasciculations  No fasciculations  May have fasciculations (not 
always)  

 

Cranial nerve examination 
For the cranial nerve examination, it is important to have the patient at the same eye-level as your own.  It may be 
easier to ask the patient to sit at the edge of the bed for this.   

 
General inspection:  

• Ptosis (III) 

• Facial droop or asymmetry (VII) 

• Coarse voice (X) 

• Articulation of  words (V, VII, X, XII) 

• Abnormal eye position (III, IV, VI) 

• Abnormal or asymmetrical pupils (II, III) 
 

OLFACTORY (I) - ‘have you noticed any changes in taste or smell recently?’   

 

OPTIC (II) - there are a number of components to this: 

1. Visual acuity: ask the patient to cover one eye and read a line from an ID badge or newspaper .  Then repeat 
with the other eye.   

 
 
 
 
 
 
 
  

Visual acuity can be 

formally assessed 

using a Snellen Chart 
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2. Visual fields  
Sit directly in front of the patient, approximately one arm’s length away.  Using a red ‘neuro tip’, assess the 
peripheral fields of each eye.   

 

• Ask patient to cover one eye then the other → ‘Look directly at my nose and tell me when you can see 
my fingers wiggling’ 

 

 
 

3. Pupillary reflexes 
 

a) Assess papillary reaction to light in each eye, looking for the direct and consensual responses.  
b) Assess accommodation by asking the patient to focus on a point in the distance and then your pen torch 

just in front of their face.   
 

4. Fundoscopy 
In a neurological examination, it is important to look for papilloedema: 
 

 
 
 
 

 
OCCULOMOTOR, TROCHLEAR AND ABDUCENS (III, IV, VI) 

• Ask the patient to follow your finger in an ‘H’ movement in front of their face.   

• It may be useful to place your hand lightly on the patient’s head to ensure they keep their head still.  

•  Ask the patient if they experience any double vision and look for nystagmus. 

Q. 8 What is 

papilloedema? 
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TRIGEMINAL (V) 

• Assess sensation by touching cotton wool on the 3 divisions of the trigeminal nerve on each side of the face:  
 

 
 
 

• Ask the patient if they can feel it and if it feels the same on both sides. 
 
 
 
 
 
 
 
 
 
 
 

• Next, ask the patient to clench their teeth and feel the masseter and temporalis muscles.   
 
FACIAL (VII) 
Ask the patient to perform the following facial movements: 

• ‘Raise your eyebrows’ 

• ‘Try to keep your eyes closed and don’t let me open them’  

• ‘Puff out your cheeks’  

• ‘Show me your teeth’ 
  

Q. 9 What is 

nystagmus? 

Q. 10 Which reflex do we 

not test routinely test 

but is part of trigeminal 

nerve assessment? 
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VESTIBULOCOCHLEAR (VIII) 

• A gross assessment of hearing can be performed by rubbing your finger against the tragus whilst whispering 
a number in the patient’s other ear, and asking them to repeat the number.  Repeat with the other ear.   

 
GLOSSOPHARYNGEAL (IX)/VAGUS (X) 

• Ask the patient whether they have noticed any difficulty in swallowing. 

• Ask the patient to open their mouth and say ‘aah’.  Look with a pen torch for any uvula asymmetry 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Please note that we would not expect you to perform the gag reflex routinely.   
 
 
ACCESSORY (XI) 

• Assess the sternocleidomastoids by asking the patient to turn their head into your hand on each side.   

• Assess trapezius by asking the patient to shrug their shoulders and pushing down against them.   
 
HYPOGLOSSAL (XII) 

• Ask the patient to stick out their tongue.  Look for fasciculation and deviation.   
 
 

 
 
 

• Ask the patient to push their tongue into their cheek and press against it.   
 

  

Q. 11 In which 

direction will the 

uvula deviate if there 

is a left sided lesion? 

Q. 12 Which side is 

the lesion in this 

patient’s case? 
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And finally… 

 

Speech assessment 

From talking to the patient dysarthria or dysphasia may be obvious already, but to formally assess speech ask the 

patient to do the following: 

 

• “Touch your chin then your nose and then your ear”.  Impairment of comprehension indicates receptive 
dysphasia. 

 

 

 

 

 

 

 

 

• Ask the patient to name two objects you point at. Impairment in naming objects as well as poor free speech 
indicates expressive dysphasia.   

 

 

 

 

 

 

 

 

 

 

• Ask the patient to say “British Constitution” or “West Register St”. Difficulty in saying these indicates 
problems with articulation (dysarthria). 

 
 

 

 

 

 

 

 

 

 

 

  

Q. 13 Which area of 

the brain is affected 

in receptive 

dysphasia? 

Q. 14 Which area of 

the brain is affected 

in expressive 

dysphasia? 
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Here is an example of documentation of the neurological examination: 
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Here is an example of documentation of the whole systems examination: 
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Neuro week  Log of patients seen or discussed (hospital and GP) – learning points  

 

Please use this form to work through the problems you see in this week. Keep this form, use it for revision and revisit it 

during LITHE. You should be building up a list of patients with common presentations and problems.  

Please ensure confidentiality by not using patient names or initials   

Patient  Presenting 

symptom(s) 

Diagnosis Learning points from history 

and examination 

Plan for further learning 

Example 

M, 43 

Lopsided 

smile 

Bell’s palsy Speed of onset of symptoms and 

duration 

How to differentiate between 

Bell’s palsy and stroke? 

Revise cranial nerve exam. 

1  

 

 

 

 

   

2  

 

 

 

 

   

3  

 

 

 

 

   

4  

 

 

 

 

   

5  
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NEURO  ‘PEARLS AND PILLS’  

 

‘PEARLS’ from Teaching Fellows, Consultants and GP Teachers to the whole group  
Tips how to do things well, pitfalls to avoid, key points to remember… 

• History and examination skills 

• Consultation skills 

• Presenting skills 

• Other, i.e. EEG, CT 

 

 

 

 

 

 

 

 

 

‘PILLS’ Specific feedback from Teaching Fellows, Consultants, GP Teachers, students, ward staff, patients 

How to do things better and how to organise that learning 
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PRESENTATION SKILLS 

 

You have probably heard of TED talks? Here is a fab little book giving away the secrets of TED speakers 

Gallo, C, Talk like TED: The 9 public speaking secrets of the world’s top minds 

 

Presenting your history and examination findings is a challenging but vital part of the process.  This is a skill that  

takes a bit of practice, and it is worth starting early!  Every time you see a patient, practice presenting your findings 

to a fellow student, ward doctor or teaching fellow. 

 

Here are a few tips to help you get started:

Pay attention to the non-

verbal communication skills: 

good eye contact and a 

confident posture are 

essential 

Speak clearly and 

concisely 

You are trying to tell a story from the 

patient’s history and examination 

findings; think about what you are 

trying to convey to the listener.  Try to 

see if you can fix the case in the mind 

of the person listening 

As you practice more, you will begin 

to learn which are the most 

important details to include.  You 

may hear this referred to as the 

“relevant positives and negatives” 
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Pocket Guide to History & Examination (Prof A Levy) 

This is used in medical units from Year 3 and beyond:  

 

 
 

 
 

 


