Abdominal Examination

Ayman Abdo 1999

Summariesed from Many physical examination books as well as from the "JAMA evidence based physical examination series"

Positioning the patient :

 The pt must be lying flat on a hard mattress with the head flat or on one pillow.

General :

 Jaundice : Yellow discoloration of the eyes and skin secondary to hyperbilirubinemia . Best observed in natural daylight.

 Weight and wasting : The wt should be recorded and signs if recent wt loss or gin should be looked for.

 Skin :

   -Pigmentation : may be seen in hemochromatosis . It may also be seen in advanced malabsorption.

  -Peutz-Jegherndrome syndrome : Freckle like brown black spots around the mouth and buccal mucosa , and on the fingers and toes may be associated with PJS.

 -Acanthosis Nigricans : Brown to black elevations in the skin mostly seen in the axilla or the side of the neck .

   Causes :

  Idiopathic 

  Obesity

  Endocrine : Diabetes, Acromegaly , 

  Carcinoma : mainly Ca GI tract especially stomach but may be seen in lymphoma as well.

-Hereditary hemorrhagic telangictasia : Small vascular lesions seen on lips and tongue but may be found any where in the skin.

 -Systemic sclerosis : signs of systemic sclerosis 

 -Pophyria cutanea tartda : Fragile vesicles appears on exposed areas of the skin with scaring. Associated mainly with hep C.

 Mental status : Look for signs of hepatic encephalopaty.

 The hands :

   -Nails :

       Leuconychia : white discoloration of the nails secondary to low albumin.

       Clubbing : May be caused by liver cirrhosis , IBD , and celiac disease.

  -Palms : 

 Palmar erythema : reddening of the palms of the hands affecting the thenar and hypothenar eminence.  Is seen in chronic liver disease , pregnancy , hyperthyroidism , RA , polycythemia , febrile illnesses. May be associated with high estrogen levels.

 Anemia : pallor in the palmar creases.

 Dupuytren contractures : visible and palpable thickening in the palmer fascia causing prominent flexion mostly affecting the ring finger. May be familial and is often seen in alcoholics.

Hepatic flap (Asterixis): Stretch out the arms , separate the fingers , and extend the wrist for 15 seconds . It is a jerky irregular flexion extension movement at the wrist or the MCP joints . May be secondary to the interference with the inflow of the joint position sense in the brain stem. Mostly seen in hepatic encephalopathy but may be seen also in advanced CO2 narcosis and uremia, in addition to some other metabolic dirrangements such as hypoglycemia, hypokalemia .

 The Arms : Look for bruising (coagulopathy from liver dis or malabsorption) , petechiae , muscle wasting (good sign for advanced liver dis) , scratch marks , spider naevi .

 The face : 

      The Eyes : Jaundice , anemia , Kayser-Fleischer rings , Xanthelasma (yellowish plaques in the subcutaneous tissue in the periorbital region and are due to deposition of lipids seen with hyperlipidemia which is often seen in cholestatic liver disease), periorbital purpura : a sign of amylodosis .

   The parotids : best felt behind the masseter muscle and in front of the ear. May be a sign of aclcoholics rather than CLD.

 The mouth : Inspect the teeth . Smell for fetor hepaticus (sweet smell specific for advances hepatocellular dysfunction. This is contrasted with the fish like smell of uremia and the sticky smell of Ketosis .

 Gum hypertrophy : May be seen in Vit C dif , leukemia , drugs : phenytoin , Cyclosporin A , and in pregnancy.

 The tongue : look for black tongue , geographical tongue (usually not significant but may be seen in B2 dif) , leukoplakia , glossitis (mainly secondary to atrophy of the tongue papilla leading to a smooth appearance of the tongue and slight erythema. Usually seen In various forms of nutritional deficiencies mainly in alcoholics) , Macroglossia : May be seen in congenital disorders (Down syndrome) , Endocrine disporderes(acromegaly) , tumor infiltration (lymphoma) , or amylodosis. Also look for mouth ulcers : Most common cause is aphtous ulcers which are usually painful and shallow , they are of unknown significance . Other causes include : GI:IBD , celiac dis Rhematological dis : Behcet’s , and riters . Infectios : herpes m syphilis . Drugs : steroids and gold . Trauma . Also look for candidiasis.

 The neck : Feel for cervical nodes . Feel specially for the supraclavicular nodes . Enlargement of the left supraclavicular node in association with stomach Ca is called Troisiers sign.

 The chest : 

   Look for spider nevi : central arteriol from which many smaller vessels originate looking like a spider . Pressure over the center leads to blanching of the whole lesion. They are found in the area drained by the superior vena cava so they can be seen in the upper chest , arms , and neck . The finding of more than 2 lesions is significant . It is most commonly seen with liver cirrhosis secondary to alcohol . May be seen in second trimester of pregnancy. Don’t confuse them with Campbell de Morgan spots which are flat slightly elevated red circular lesions , they do not blanch on pressure , they are very common and not significant.

 Also feel for Gynicomastia : is best felt than seen . Has to do with increased amount of glandular tissue in the breast . Commonly seen in CLD . May be seen with some drugs : Spiromolactone , digoxin .

 The abdomen :

Inspection : 

 Inspect from the front of the bed with pt taking deep breaths 

 Scars of previous operations

 Normally the umbilicus is located within 1 cm of the midpoint between the xiphoid and the symphysis pubis . When there is enlargement of the upper abdominal organs particularly the liver the umbilicus may be pushed downwards .Upwards displacement may be seen with pelvic tumors and in pregnancy . In ascites the umbilicus is shallow and may be everted.

 Distention (Fat , fluid, fetus , flatus , feces)

 Bulging flanks

 Masses

 Hernia

 Dilated veins : detect the direction of flow . If the flow is upwards towards the heart it indicates inferior vena cava obstruction secondary to tumor , thrombosis , or tense ascites. If the direction is downwards away from the heart this indicates superior vena cava obstruction . Rarely , in advanced portal hypertension  may see caput Medusae which are dilated veins that radiates away from the umbilicus.

 Visible pulsation’s

 Visible peristalisis

 Skin lesion : Cullen sign (bluish hue around the umbilicus ) , Turner’s sign ( bluish discoloration of the flanks ) both signs of hemoperitonium secondary to severe hemorrhagic pancreatitis.

 Stria : May be caused by obesity , pregnancy , and cushing syndrome.

Palpation :

 Confirm the position

 Ask the pt if he is painful any where.

 Detect any masses , lumps , pr tenderness.

 Involuntary garding , rigidity , and rebound tenderness are signs of peritonitis.

The liver :

 Methods (suggested by the JAMA series June 1994)After proper inspection of the right upper quadrant , start by palpating the lower edge of the liver. If the pretest probability for hepatomegaly is low and the liver edge is not palpable further testing is nor required. If the edge is felt or the probability of hepatomegaly is high the liver span should be measured. The LR for hepatomegaly given a palpable liver is 2.5, and the false positive rate is about 50 % compared to scintiscan, meaning that not every palpable liver is enlarged . 

 If the liver is felt the following should be documented :

- the location of the edge at the midclavicular line.

- The liver span( this should always be done at the midclavicular line , the upper border of the liver should be percussed , while the lower border should be palpated. You can also use percussion or the “scratch test” to detect the lower border. In this test you place the stethoscope in the epigastrium or right upper quadrant and scratch gently from down upwards until the intensity of the sound becomes greatly enhanced once the finger is across the lower edge of the liver.

- The nature of the edge (tenderness, irregularity, texture)

- The nature of the surface (same).

- Whether the liver is pulsatile ( this could be a useful sign for TR or constrictive pericarditis)

- Assess for the presence of the Riedel’s lobe (a small tongue like projection from the inferior surface of the right lobe ) . May be enlarged and confused with a mass.

Causes of hepatomegaly :

-Liver disease : Acute hepatitis , alcoholic liver dis , infiltrative liver dis, fatty liver , HCC , metastatic dis.

-Congestive : right sided heart failure

-Hematological : Thalacemia  , leukemia ,

-Infectious :    Viral : Hepatitis , EBV,HIV

                        Bacterial : TB, Brucillosis , 

                        Paracitic : Leshmaniasis , malaria 

-Infiltratetive : Amylodosis , lymphoma, sarcoidosis

-Rheumatological dis : SLE , RA

-Endocrine : Acromegaly , Thyrotoxocisis.

The gallbladder :

Occasionally felt as a small rounded structure 

Feel for Murphy’s sign 

1. Courvoisier’s law : If the gallbladder is enlarged and the pt is jaundiced , then the cause of jaundice is unlikely to be a gallstone. This is because a gallbladder with stones is often chronically fibrosed and unable to enlarge.

Causes of gallbladder enlargement :

With jaundice :

- Ca of head of pancreas

- Ca of ampulla

- Mucocele of the gallbladder

   Without Jaundice :

- Ca gallbladder

- Acute cholecystitis

The spleen : 

Method : 

After close inspection

Start by percussion . This could be done by three ways :

 1.Nixon method : Pt is placed in the right lateral position . Percussion is started midway along the costal margin and continued upwards. In normal examination dullness extends no further than 8 cm above the costal margin. If it does then splenomegaly is diagnosed. This sign is 60 % sensitive and 92 % specific.

2. Castell’s method : Pt is in supine position. Percussion is performed at the lowest intercostal space at the left anterior axillary line in both inspiration and expiration.  In normal examination the tone at this area should be resonant throughout. If the percussion is dull or becomes dull on full inspiration. This test is 82 % sensitive and 84 % specific.

3. Percussion of Traube’s space : This sign was initial described to detect pleural effusion not splenomegaly . Traube’s space is bounded superiorly by by the sixth rib , the midaxillary line laterally , and the left costal margin inferiorly. Normally percussion in this space is resonant . If its dull splenomegaly is diagnosed. This test is 60 % sensitive and 70 % specific.

 Palpation of the spleen : palpation by any method when done as routine screen from charts showed a sensitivity of 25 % and a specificity of 90 % . When looked at in a study the sensitivity was up to 70 % with specificity of around 95 %.

 Two handed palpation with pt in right lateral position.

 One handed palpation with pt supine

 Hooking maneuver with pt supine.

Summary : If the pretest probability is low <10 % the physical exam is not sensitive enough to reliably role out splenomegaly. If the suspicion is more than 10 % then start with percussion using Castell sign . If percussion is negative and the clinical suspicion is low then stop here. If the clinical suspicion Is still high then go to ultrasound as palpation is unlikely to be useful. If the percussion is positive then proceed with palpation . If this is positive then the diagnosis is established if negative then do ultrasound ( as suggested by the JAMA series Nov 1993)

                                              Suspicion of splenomegaly


                       Less than 10 %                          More than 10 %


Physical exam is not                                      Start with percussion                                            

Sensitive enough to help                                                                

                                                           Resonant                           Dull


                                                                                                      Palpation

          Low clinical suspicion                         High          


                              Stop                                   U/S

Notes :

-Always begin at the right lower abdomen

-Don’t palpate too deep

-If the spleen is not felt one must put the pt in the right lateral position and confirm this finding.

Slenomegaly by us is defined as a cephalocudal diameter of more than 13 cm.

-When the spleen is enlerged it displaces the stomach but can not displace the spine , the ribs , the diaphragm , or the kindeys and so follows the projection of the bony portion of the left 10th rib from the rib cage into the abdomen.

-Causes of splenomegaly :

     Congestive : Portal hypertention 

     Hematological : Thalacemia , Herideraty spherocytosis , leukemia ,

     Infectious : Viral : EBV,HIV

                        Bacterial : TB, Brucillosis , 

                        Paracitic : Leshmaniasis , malaria 

     Infiltrative : Amylodosis , lymphoma, sarcoidosis

     Reumatological dis : SLE , RA

     Endocrine : Acromegaly , Thyrotoxocisis.

Causes of massive splenomegaly :

   Kala-Azar

   Gauchers dis

    Mylofibrosis

    Thalacemia  

The kidneys :

Methods :

The bimanual method Is the best 

Balottment is then tried . The posterior hand pushes the kidney forward and the anterior hand feels.

The major distinguishing features between kidney and spleen are :

- You can not go above the spleen

- The spleen moves with respiration

- The kidney is balottable

- The spleen has a notch

- The percussion is dull over the spleen but resonant in the middle of the kidney

Other masses:

 One may feel a pancreatic pseudocyst 

  A sigmoid colon full of stool(usually the stool is indentable), or other intra-abdominal masses.

 May also feel the abdominal aorta. If any pulsatile mass is felt then it should be determined if the pulsation’s are originating from the mass or it is transmitted . Two finger should be placed at the sides of the mass. If the pulsation seems to come towards the finger it is likely transmitted , while if it seems expansile it suggests a vascular lesion.

 Feel the abdominal wall . If you feel a mass try to determine if it is a deep mass or just an abdominal wall mass by asking the pt to make some sit-ups . If the mass disappears or gets smaller in size this suggests an intra abdominal mass , if it remains the same or enlarges it suggests an abdominal wall mass.

 Similarly , this may be used to assess whether  an abdominal pain may be abdominal wall in origin by stretching the abdominal wall muscles . If the pain is worse this suggests abdominal wall origin if not it suggests internal pain.

Percussion :

 Define the liver lower border by percussion if you can not feal the edge. Also percuss for liver span.

 The most important role for percusion is the detection of ascites .

 In pt suspected to have ascites history of increased abdominal girth (87 % sensitive ) and ankle edema (90 % sensitive)are the two most important features . In addition history of liver disease or heart failure is important.

 Bulging flanks had 80 % sensitivity and Dullness in the flanks had an 84 % sensitivity in detection of ascites compared to ultrasound. But both has about 60 % specificity.

 Shifting dullness: has a 70 % sensitivity and a 70% specificity .

 Fluid thrill : only seen in massive ascites. Has 90 % specificity and only 60 % sensitivity.

 The “puddle sign” is difficult to perform and less sensitive and specific. Pt should be placed face down supporting himself with his knees and forearms . The stethoscope is placed over the most dependant portion of the abdomen.  Two ways are described : one is to percuss in the flank and gradually move the stethoscope upwards towards the opposite flank and try to detect a change in tone . the other is to keep the stethoscope still and move the percussing finger gradually towards the stethoscope again detecting a sharp change in the tone . Guarino modefied this test by suggesting to perform it with the pt sitting or standing ( to allow the fluid to gravitate to the pelvis) , fix the stethoscope immediately above the pubic crest and apply percussion at three different lines from the subcostal margins downwards towards the pelvis again detecting tone changes (Sapira).

 Summary : the most useful symptoms and signs to role out ascites (useful to exclude the Dx) are : absence of history of increased abdominal girth or peripheral edema ,absence of flank dullness , and absence of flank bulging  (as they are the most sensitive ).

 Summary : the most useful symptoms and signs to diagnose ascites are : a positive fluid wave , shifting dullness , and peripheral edema (As they are the more specific signs). (suggested approach by the JAMA series , May 1992)

 Special tests to detect appendicitis :

- Psoas sign : With the right hip flexed to 90 ask the pt to flex further against resistance.

- Obtorator sign : With the hip and knee flexed , internaly rotate the the right hip stretching the obtorator muscle.

- Both signs are 95 % specific but only 20 % sensetive for appendicitis .

Auscultation :

 Bowel sounds : Should be listened for in all four quadrants . Some say that you should listen before palpation.

 Should be commented on in terms of present or absent .

 If no bowel sounds are heard for more than 3 min this may indicate paralytic ilius. If bowel sounds are exaggerated it may signify intestinal obstruction.

 Friction rub : may be heard with liver capsule inflammation . This may be seen with liver mets , liver infarction , post liver biopsy and other conditions.

 Venous hums : Heard between the xiphisternum and the umbilicus rarely in cases of portal hypertension. It is secondary to increased blood flow in the falciform ligament.

 Bruits : Rarely , an arterial bruit may be heard over the liver . It is seen most commonly with hepatocellular carcinoma . But may be seen in acute alcoholic hapatitis and after liver biopsy. Also , a bruit in the epigastrium may be heard in cases of mesenteric ischemia.

 Listen for systolic and diastolic briuts.

 The suscussion splash should be listened for if obstruction is suspected . It is typical to be heard in gastric outlet obstruction even 3 hours after the last meal . There has to be an air fluid level for a splash to be heard.

Rectal examination :

 The abdominal examination is not complete without performing a rectal exam.

 Inspect first for : hemorrhoids , skin tags ,rectal prolapse, anal fissures , fistulas , anal warts , and Ca anus.

 Rectal exam for anal tone , rectal masses , prostate , and cervical masses.

Nutritional status assessment :

Use the Subjective global assessment (SGA)

1. Weight loss in the 6 months prior to the examination : 

· How much lost : more than 10 % in 6 months is significant.

· Wt changes in the last few weeks : continuace wt loss , or regaining ?

2. Diatary intake in relation to usual pattern :

· Amount of food and quality of food .

3. Presence of significant GI symptoms :

· Diarrhea , nausea , vomiting , anorexia

4. Functional capacity and energy 

5. Physical exam : 

· Loss of subcutaneous fat : around triceps , midaxillary line , deltoid , palms.

· Muscle waisting : Mainly quads and deltoids (squaring of the shoulders)

· Ankle or sacral edema and ascites.

This is a powerful predictor of malnutrition and of postoperative complications.

Adding a serum albumin level increases the sensetivity.

Does this patient have an alcohol problem:

· Use the CAGE questionnaire :

1. Have you ever felt that you need to cut down on your drinking ?

2. Have people annoyed you by criticizing your drinking ?

3. Have you ever fel guilty about your drinking ?

4. Have you had an eye opener ?

· It is very good for detecting major drinking problems (heavy drimking)

· Not been tested in moderate to mild drinking.

· The AUDIT questionnaire is a better test for the moderate to mild drinkers .
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