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not likely to be accurately stated by themselves, perhaps
from fear, embarrassment or misunderstanding.

General questions as to heredity are frequently unsatis-
factory. Definite interrogations must be put, and where
one is in doubt of the truthfulness of an answer, the de-
sired information may be obtained in a roundabout way,—
e.g., patients will admit that parents have had ‘“nerve
trouble” or “brain trouble,” although they might deny the
presence of insanity. Family tendency to tuberculosis
should be asked for, but it is of greater importance to
know whether the patient has been in close relation, either
at home or in the workshop, with a tuberculous individual.

Important diseases often are forgotten by patients in
giving the personal history, therefore, it is well to ask
specifically regarding the exanthemata, rheumatic fever,
lung fever (pneumonia), St. Vitus’ dance, jaundice, etc.
Inquiries always should be made concerning the use of
alcohol, tobacco, tea, coffee, diet in general, the times and
the methods of eating and sleeping. Inquiries about preg-
nancy and menstruation should be simple and straight-
forward and as a rule the same applies to venereal dis-
ease. Occasionally indirect questions with regard to
venereal diseases are often best. A patient will admit
having had a “strain” or ifrequent or scalding urine, who
will deny gonorrhea.

Present Illness. The first question should always relate
to the first symptom and the time of its occurrence. The
sequence of subsequent symptoms should be carefully in-
vestiﬁted. The patient’s answers often suggest other
subjects important in the differential diagnosis, and the
doctor or student then can show the extent and accuracy
of his medical knowledge by asking enough but not too
much. Individual symptoms (e. g.,, abdominal pain, etc.)
should be analyzed according to their situation, time and
mode of onset, frequency, duration, character and severity,
The mere fact that a patient vomits or expectorates is of
little value. It is important to note the quantity, color,
presence of blood and mucus. Always consider the temi-
perament of the patient and his customary use of lan-


















9
HEAD.

Size, shape (rachitic, hydrocephalic, microcephalic,
asymmetric), fontanelles, tender spots.

Facies. Placid, stupid, anxious, pinched, puffy, adenoid,
alcoholic, hemiatrophic, myxoedematous, acromegalic,
mask-like (paralysis agitans).

Eyes. Pupils (size, equality, shape, reflexes, Argyll-
Robertson), ophthalmoplegia (strabismus, ptosis), nystag-
mus, conjunctivitis, exophthalmos; vision (condition of
retina, hemianopsia, amaurosis). Oedema of lids (pertus-
sis, Bright's disease).

Nose. Hypertrophies, external deformities, tumors, dis-
charge, membrane (culture), ozzna, epistaxis, deviations
and perforation of the septum, spurs, enlarged turbinates,
new growths.

Lips. Color, hare-lip, ulcerations, herpes, fissures.

Breath, I‘oul, alcoholic, urinous; acetone, gas poison-
ing.

Tongue. Protrusion; pale, red, cyanotic, dry, moist,
coated, fissured, scarred, smooth, rough, indented by teeth,
ulcerated, geographical tongue, salivation, stomatitis,
leucoplakia buccalis, mucous patches.

Gums. Color, spongy, he®morrhagic (scurvy), lead line
(lens), pyorrhea, tumors, sordes.

Teeth. Carious, deformed (Hutchinson), number.

First dentition: 6-8 months, two lower Iincisors; 8&-10
months, four upper incisors; 12-14 months, two lower in-
cisors and four molars; 18-20 months, four canines; 28-32
months, four molars. Total, twenty.

Second dentition: 6 years, four molars; 7 years, four
incisors; 8 years, four incisors; 9 years, four bicuspids; 10
years, four bicuspids; 11 years, four canines; 12 years, four
molars; 17-25 years, four wisdom teeth, Total, thirty-two.

Pharynx. Tonsils, palate, adenoids, membrane (culture),
eruptions, thrush, elongated or oedematous uvula, tonsillar
and retropharyngeal abscess, pharyngeal and palatal re-
flexes and paralyses (tabes, diphtheria, bulbar paralysis).

Larynx. Voice changes from the normal, indicating the
need of laryngoscopic examination,

Ear. Hearing, discharge, examination of canal (foreign












II

Palpation. Position, outline and mobility of liver, gall-
bladder, stomach, appendix, spleen, kidneys, bladder;
tumors (see below); relation to inflated colon, stomach
and to other organs. Tenderness: seat, superficial or deecp;
resistance, friction, fluctuation wave (true and false),
splashing, pulsation (aorta).

Percussion. OQutline of liver, gall bladder, spleen, stom-
ach, bladder, uterus and tumors. Modifications due to dis-
tended intestines and free gas in the peritoneal cavity.
Differentiation between ascites and cysts; condition of
flanks, movable dulness, curve of dulness.

Auscultation. Arteries, foetal heart, placental bruit,
splashing, gurgling.

Rectum. Piles, fissure, ulcer, abscess, fistula, pilonidal
sinus, impacted faces, stricture, prolapse, intussusception;
uterus, prostate, tumors, relation to neighboring organs.

Genitals. Testes, epididymis, spermatic cord, varicocele,
hydrocele, tumors; penis, glans, phimosis, ulcerations,
urethra, character of the stream; discharge (urethritis, bal-
anitis), prostate (vesiculae seminales); vagina, introitus
(urethral caruncle), hymen, perineum, malformations;
uterus; cervix, body; tubes, ovaries, tumors; discharge from
urethra, vagina, uterus.

Extremities. Deformities, congenital and acquired. Con-
ditions due to mal-nutrition and disease (clubbed fingers),
oedema, flat-foot, tenderness (meuritis, trichinosis).

Spine. Curvatures, mobility, tender points, meningitis,
spina bifida.

Tumors. Location, shape, size, color, consistency, sur-
face, tenderness, mobility (by respiration, by hand), dul-
ness, pulsation, relation to organs.

NERVOUS SYSTEM.

I. General Appearance. Stigmata; asymmetry of head
and face; ears; palate. General faulty development; nutri-
tion.

2. Mental Condition. Intelligent, emotional (hysteri-
cal), special defects, psychoses, hallucinations, hypochon-
driasis, delirium, apathy, stupor.

3. Motion,

1. Paresis or paralysis (flaccid or spastic), as re-
lated to lesions of: a, brain; b, cord;
































































































EXAMINATION OF SEROUS FLUIDS.

Cerebro-spinal Fluid. Note the clearness or turbidity.
Examine sediment for leucocytes. Stain sediment and
determine differential count of leucocytes.

Exudates and Transfusions in Pleural or Peritoneal
cavities. Color. Pale, straw, orange, red, opalescent, bile
stained (iodine test).

Specific gravity. Effusions 1008-1018. Exudations 1016-
1026.

Albumin. Effusions 0.z per cent to 2.0 per cent. Exuda-
tions, 2.0 per cent to 6.0 per cent.

Nucleo-proteid and Mucin. Serous fluids give a marked
precipitate with acetic acid. Note the amount of fibrin
(clot).

Sediment. The sediment of exudates shows leucocytes,
—that of transfusions shows a few epithelial cells, gran-
ules of fat, cholesterin.

Cyto-diagnosis. 1. Place fluid in thoroughly clean cen-
trifuge tubes and centrifugalize at least five minutes,

2. Pour off supernatant fluid by inverting the tube.

3. Suspend the sediment in the remaining drops of
fluid by stirring with platinum loop.

4. Spread a drop of the mixture on a perfectly clean
cover-slip with the platinum loop.

5. Allow the preparation to dry spontaneously. (Do
not heat.)

6. Stain with a fluid made as follows:

Wright’s modification of Leishman’s stain, 3

parts,

Pure methyl alcohol, 1 part.

Allow this to remain on the preparation from
twenty to forty-five seconds, then dilute it with
eight or ten drops of water and allow it to stand
one or two minutes.

7. Wash carefully with water.

8. Dry over a flame, holding the cover-slip in the
fingers.

9. Mount in cedar oil or xylol balsam and examine with
an oil-immersion lens.
Bacteria as well as cells are stained by this method.
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INTESTINAL CONTENTS.

Obtain faeces without artificial aid, as cathartics ur
enema.

Quantity and Frequency. Dejections vary according to
habit and the character of the food; weight is normally
120-250 g. In starvation they are reduced to a minimum.
Stools may be numerous but without facal matter. In
diarrhcea from the lower colon (dysentery) the stools are
small and frequent; in that from the small intestine or
upper colon—large, but relatively infrequent.

Consistency and Form. . The longer the stools remain in
the rectum, the harder and dryer they become. Frothy
stools are indicative of excessive intestinal fermentation.

Reaction. Normally neutral, faintly acid or alkaline.
The superficial reaction is often different from that of the
central portion. Cholera and typhoid stools are alkaline.
Carbohydrate and milk diets give an acid reaction.

Color. The normal brown color is due to hydrobilirubin
(urobilin). Infants’ stools are normally bright or golden
yellow. On standing they may soon change their color.
Color varies with,—

1. Food—light with milk or bread; dark, with black-
berries, red wine and exclusive meat diet, etc.; green with
green vegetables.

2. Drugs—green, calomel; black, bismuth; black, iron—
though perhaps only on standing.

3. Blood. If originating in stomach 500 c. c. give tarry
stools.

4. Bile—clay-colored from diminished secretion or ob-
struction to the flow of bile and also from unabsorbed fat.
The green color of stools depending on bile is pathological
and is due to bilirubin. .

Odor. Of importance in infants. Normally slightly
sour. Foul in proteid putrefaction. Sour in acid fermen-
tation. Odorless in cholera infantum.

Bile. The presence of bile in the stools may be deter-
mined by the following test: Mix thoroughly a portion
of feces, equivalent to a walnut in size, with 100 c. c. of
a concentrated aqueous solution of corrosive sublimate.
Set aside for twenty-four hours in a wide-mouthed cov-
ered glass dish. All particles containing hydrobilirubin
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are colored red, while simultaneously all particles with
bilirubin assume a green shade.

Mucus. Mucus in the stools is as a rule indicative of
inflammation of the large intestine. It may occur as
jelly-like particles intimately mixed with the faeces, seen
in acute colitis and dysentery, or as membranous flakes
and shreds, seen in chronic colitis and especially in the
type known as “colica mucosa.” It is recognized micro-
scopically as follows: Under the microscope the mucus
particles show no structure, and can thus be distinguished
from gelatinous food particles which may resemble mucus
macroscopically., The particles or shreds often contain
numerous epithelial cells (“mucous colitis”) or masses of
leucocytes (acute colitis and dysentery). |

Blood. Fresh blood may occur in the faeces fron
haemorrhoids, in dysentery or acute colitis, or from ulcer
of the intestine. It may be recognized by the color which
it gives to the stool or in many cases only by the finding
of the corpuscles in microscopic examination. If the
blood comes from high up in the alimentary tract it is
often changed, giving a dark color to the faeces,—often
giving the so-called “tarry stool.” In such cases its pres-
ence is recognized by the guaiac test. (See p. 26).
Blood may often be present to this test where no sug-
gestion of its presence is given by the color of the faeces.
This is called “occult bleeding.”

In cases of occult bleeding where a positive blood test
is obtained it is best to exclude meat from the diet, espe-
cially where diarrhoea is present, and repeat the test.

Pus. Considerable amounts come from abscesses which
rupture into the large intestine. Pus from above the
caecum is usually digested. ‘Numerous leucocytes in the
faeces indicate inflammation of the intestine. In dysen-
tery the small numerous stools often consist entirely of
mucus, pus and blood.

Tubercle Bacilli., The diagnosis of intestinal tubercu-
losis is only justifiable when the tubercle bacilli are pres-
ent in flocculi of mucus which have been isolated from the
stool and washed in water.

Intestinal Parasites. The commoner parasites are:




































