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RELEVANCE OF THE TOPIC.
The ability to properly a case history of the disease from the clinical and legal point of view is one of the most important components of the work of a specialist doctor. The need to systematize the knowledge gained and the ability to properly formulate the main provisions of the case history of the disease is a key to the formation of a student of clinical thinking.

THE AIMS OF THE THEME STUDY:
Know (theoretical questions):

1. The case history structure.

2. To teach students to correctly demonstrate the sequence of basic methods of subjective and objective examination of surgical patients.
3. Interpreting the main subjective and objective symptoms, the results of laboratory, instrumental methods of research.
4. To teach to prepare a treatment plan.

5. Select and implement the necessary additional examination techniques (hardware and instrumental) with interpretation of the results.
6. Establish and formulate a diagnosis of the disease using the generalized data analysis of subjective and objective examination and evaluation of laboratory measurements and additional methods of examination.
7. Carry out differential diagnosis with other similar diseases.
Be able to:

1. Demonstrate the basic methods of objective examination of surgical patients.
2. Interpreting the main symptoms.
3. Interpretation datum of additional methods of examination of patients.
4. Make a treatment plan.
5. To draw up a case history based on the results of the patient's examination.
Possess of practical skills:

1. Work with patients.
2. Objective examination of patient.
3. Learn to evaluate the results of clinical, laboratory and biochemical examinations.
4. Inclusion of research data in the history of the disease.
Providing an beginner level of knowledge-skills

	Discipline
	To know
	To be able to

	Anatomy
	The structure of the skin, the subcutaneous basis and deep tissue structures. Anatomical features of the parts of the body, where the pathological process is localized.
	

	Pathological anatomy
	Signs of inflammation at different stages of the pathological process.
	Possess the ability to interpret the symptoms of inflammation.

Diagnose complications of wounds

	Pharmacology
	The main groups of antibiotics, anti-inflammatory and local drugs; their pharmacokinetics and pharmacodynamics.
	To be able to appoint pharmacological preparations

	Surgical diseases
	Conduct a review, possess the palpation techniques, percussion, auscultation and apply them in practice.
	Inspect, diagnose, prescribe treatment.


Tests for checking the initial level of knowledge
1. What does irradiation of pain syndrome mean?

А. Increasing pain

В. Weakening of pain

С. The spread of pain to another place

D. Localization of pain

Е. Induction of pain during the examination

2. A 32 years old patient, on a background of overall health, suddenly had experienced a severe pain in the left side of the chest, shortness of breath. Objectively: respiratory rate 30 per min, cyanosis, auxiliary muscles involved in breathing, chest asymmetry. Above left lung, tympanitis is present, absence of

respiratory sounds, diminished voice trembling. What is the most likely diagnosis?

3. Patient P., 48 years old, contacted a surgeon with complaints of pain in the right half of the chest, shortness of breath, cough, dizziness. An hour ago he fell from the motorcycle and hit the right side of the chest to the edge of the pavement. Objectively: skin and visible mucous membranes are pale, consciousness is dull, AP – 90/60 mm Hg, pulse – 100 beats per min. Breathing in the right part of the chest is weakened, percussion - dullness in the lower parts. Which pathological process may be suspected?

4. A patient, 35 years old, was diagnosed with gastrointestinal bleeding, anaemia Hb 90 g/L and the lowered number of red blood cells to 2.7 x1012. The general condition of the patient is satisfactory. What further examination would be of most informative value to confirm the diagnosis?

5. A patient with a history of peptic ulcer disease had suddenly felt a stab-like epigastric pain, muscle tension of anterior abdominal wall, positive Blumberg’s symptom. Which diagnostic method is the most informative for further diagnosis and treatment strategy?

If you are convinced that your beginner level of knowledge meets the requirements of the entry-level objectives, go on to mastering the theoretical issues of the topic.

CONTENT OF TEACHING

Structural-logical scheme of the topic

















 

Orienting basis of action

In the surgical department, the students under the supervision of the teacher inspect patients and become familiar with the rules of filling the case history.

CONTENT OF TEACHING


A case history for students in the program of general surgery is a training tool for consolidating practical skills to the examination of a surgical patient and proper to draw up the medical documentation. The history of the disease is made according to the scheme approved by the general department meeting.


In the process of the curation, the teacher controls the students' compliance with the rules of deontology, the preservation of medical secrets, helps them to get acquainted on the ligation in operated patients with the condition and dynamics of postoperative wound (local disease status), answers questions that arise in students during the process of the curation.


For a designated period, students must to submit the case history to the teacher.

CASE HISTORY

  I. GENERAL INFORMATION ABOUT THE PATIENT
(passport part)

1) Surname, name, patronymic

2) Age

3) Sex

4) Education

5) Occupation and place of work

6) Address

7) Marital status

8) Date and arrival time to a hospital

9) Has entered a hospital in connection with acute surgical disease or for a planned surgical operation

10) Through how much time after a beginning of disease, trauma?

11) The diagnosis of medical establishment, which has directed the patient

12) Diagnosis on admission

13) Unfolded clinical diagnosis:

The nosological form (title of disease): components of the diagnosis (etiological, pathogenetic, morphological, functional);

Complication of a basic disease;

Concominant diseases.

14) Diagnosis on discharge

15) Date of  discharge

16) The disease was completed (convalescence, improvement, worsening of condition, remained without changes, the patient has died, transported in other medical establishment).

II. SUBJECTIVE EXAMINATION

1. Complaints of the patient

          The student asks, what disturbs the patient, why he called a doctor. At a serious state ask questions so that it was possible to answer with one word or by sign. If the patient without consciousness, is necessary to find out this information from those who escorts him (relatives, friends).

          Determine basic and minor complaints and specify when and in what sequence they have appeared.

          At pains determine localization and their irradiation, intensity, resistance, character (steady, aching, stabbing, cutting, surrounding, shooting, "concentrated", cephalalgia etc.); their connection with a repositioning of a body, motions, taking of food, urination and defecation, physical, mental strain, at different time of year and weather. What facilitates a state of the patient?

2. Interrogation about the given disease

          Find out, when disease began (how much hours before hospitalisation - at acute pathological processes) and how it develops (gradually, suddenly). What has served as the cause of disease? Stages and methods of treatment in medical institutions. Results of treatment, especially at chronic flow of disease.

          At presence at the patient laboratory, instrumental, radiographic and datas of other examinations it is necessary read them. If the patient is unconsciousness or it is the child, ask about flow of disease those who escorts patient in hospital.

III. PERSONAL HISTORY

          The short medical biography, which is found out in the chronological order from the patient or his relatives.

         Where was born, where lives, how develops, studied.

         Appearance of a menses, their regularity, pregnancies, abortions.

          Hygienic conditions, rest, walk, physical culture, bathing, clothes (warm, mild), footwear (warm, spacious, tight); conditions of live, feeding (regularity, quality of meal).

          Labour activity (when starts to work, working conditions earlier and now - sanitary characteristic etc.).

          The marital status.

          The past diseases, traumas, operations in the chronological order. It is necessary to find out and to specify year past tuberculosis, malaria, typhoid, jaundice, diabetes mellitus, venereal diseases, HIDV.

          Administration at treatment of hemotransfusions, antibiotics, hormons. Their complications.

          Heredity. Age and health of the parents, grandfathers, grandmothers, uncles, aunts, brothers, sisters: as they live, whether are alive, were they suffering from diseases, when have died,  the reason of death (malignant tumour, disbolism, mental disturbances).

          Past venereal diseases, tuberculosis.

          Harmful habits (smoking, abuse by alcohol, narcotics and toxic compounds).

IV. SYSTEM REVIEW

Respiratory system.

          The respiration through a nose free, difficult, is impossible (respiration through the mouth). Sensation of dryness in a nose.

          Secretions from a nose: quantity (inappreciable, moderate, major), character (dense, fluid, transparent, purulent, sanious with an odor).

          Nasal bleedings. The causes of originating, how often, duration, quantity of a blood. Methods of stop of a bleeding.

          Larynx: pains at conversation. A voice - sonorous, silent, hoarse, aphonia (duration).

          Pains in chest: absent, constant, arises periodically, amplifies at motions, respiration, cough, are acute, blunt, prickly, shooting, irradiates.

          Dyspnea: inspiratory, expiratory, mixed, constant at physical exercises, at winching upwards, walking, an expressiveness and duration, dependence on a position of a head (turnings to the left , to the right, throwed back).

          Cough: absent, is inappreciable, strong  constant, paroxysmal.

          Sputum: quantity, dependence of secretion on time and position of a body of the patient; character (mucous, purulent, mucopurulent), odor.

          Hemoptysis: time of appearance, intensity (bleeding, clots of blood in a sputum, colour of a blood (red, dark).

Cardiovascular system.
          The palpitation - attacks, is constant; dependence on excitement, physical strain, position of a body. Fault. Sensation of a pulsing in different parts of a body.

          Pains in heart, under breast bone - irradiation, force, duration, dependence on motions, exercise stress, excitement.

          Edemas (localization, regularity of their appearance).

Organs of digestion.
          Appetite - good, satisfactory, poor, "wolf" hunger. Disgust for this or that meal.

          Dryness in a mouth - thirst, hypersalivation. Quantity of drank fluid.

          Chewing of meal, pain, fatigue.

          Swallowing of firm and fluid meal, its hit in a trachea.

          The transit of firm and fluid meal on an esophagus (free, is difficult, is impossible, is painfull).

          The dyspepsia. An eructation - frequency, cause and time of originating; character (gaseous, by eaten meal, gastric contents); taste (bitter, sweet, sour), odor (is inodorous, rotten eggs, " fecal ").

          Heartburn, nausea (the intensity, duration, after what meal.

          Vomiting - without the cause, on an empty stomach, after a food intake, kind of food. After what time interval? By eaten food. Quantity of vomitive masses, taste (taken food, sour, bitter), odor (it is inodorous, rotten eggs, " fecal "), colour (yellow, clean blood, dark - brown), vomiting by feces (at presence of  transverso-gastric fistula).

          Abdominal pains, their localization (epigastrium - right, left, central; umbilical, on course of small, large intestine; above a pubis).

          Irradiation of a pain (in a chest, spin, loin, along rib etc.), character (constant, paroxysmal, sudden, accrue gradually, acute, cutting, prickly, shooting, " concentrated " etc.). Connected with a food intake, with what, in what time after it? Dependence on a position of a body. Agents, which decreases pain. Night pains.

          Passage of flatus - free, in a lump, does not pass (duration), abdominal distention.

          The defecation (is free, each day, some times per day; after an enema or purgative drugs, effect of a food intake). Tenesmus and императивные desires, incontinence of feces. Pain in range of anus at a defecation. Hemorroids, prolapse of a rectum.

          Feces formed, firm, fluid, "sheep". Colour - usual, глиноподобный, melena, with an admixing of a blood (on a surface, inside), slime (in small, lump), presence глистов. A purulent discharge. The blood is excreted with drops, stream, after the act of defecation.

Urinary system.
          Loin pains - constant; duration and intensity, after what increases, irradiation (in a back, inguinal region, femur, external genital organs). Pains above a pubis, their character and causes of originating, intensifying and weakening. Urination - free, difficult, painless, painful (in the begining of urination, in the end), nicturia (some times), enuresis, urination by drops, character of a jet of urine at the male.

          Quantity of urine, its colour, presence of pus (in the begining of urination, in the end), slime, blood, sand etc.

          Pains in region of testicles, appearance, intensity, irradiation, at the women - pain in region of genital organs, discharge from a vagina.

Support-motional system. 

          Pains in muscles, intermittent cladication. Pains in joints, bones, vertebrae column (during rest, day, night, at motions).

 Nervous system and organs of sensitivity.
          Character (quiet, balance, angry). The attitude to encircling (in family, life, at work).

          The memory (good, weak, is lost). Sleep (severe, quiet, alarming). Insomnia.

OUTLINE FOR PHYSICAL EXAMINATION

V. CONDITION OF PATIENT ON MOMENT OF EXAMINATION

          Condition of the patient (good, satisfactory, medial, serious, very serious, agony).

          Consciousness (Alert, clouded, comatose, confused, unconsciousness). A position in a bed (fissile, passive, enforced). The expression of face (usual,  characterizes suffering, boredom, pavor, anger, myxedematous, Basedow’s face,    Hippocratic face). An eyes, colour, scleras, nystagmus, strabismus; waist, dilatation of pupils, blephoroptosis.

          Saddle-like nose. Respiratory motions of wings of a nose.

          Constitution of a body (constitutional type): normosthenic, asthenic, hypersthenic. Anthropometric data: height, volume of a chest, weight of a body.

          Temperature of a body: the constant, remittent - daily oscillations up to 2C and more, intermittent - sudden rising up to 39-40C and drop to normal figures.

VI. EXAMINATION of the PATIENT ON SYSTEMS

          Skin. Colour (light pink, cyanotic, ground colour, yellowish, yellow, bronze, liver spots). Presence of scars, their localization, sizes, rashes, tumours, hemorrhages, inherent maculae, erythema, roseolas, petechias. An elastance of a skin. Wounds, ulcers, their localization, characteristic.

          Sweating (usual, hidroschesis, hyperhidrosis). Regions of skin with  hyperhidrosis.

          Pilosis (is advanced for man's, female type, hypertrichosis). Abaissement of a hair wide-spread, restricted, brittleness of a hair.

          Nails (view, elastance).

          State of gingives (colour, density, hemorrhagies).

          Tongue - wet, dry, turgent, is impose white, grey, ground fur; colour - pink, crimson; a view - lacquer, presence of fissuress, ulcers. Teeth. Tonsils - sizes, colour, edema. A Gotic and forcipate palate.

          Odour from a mouth (absent, putrifactive, smells as urine, acetone).

          Hypodermic fat: depth of a layer (dermal tuck), character of its allocation. Presence of edemas, their localization.  

          Mammary glands. Symmetry, sizes, form, state of a skin. A nipple and areola. In a vertical and horizontal position. At the patient at a palpation of a mammary gland is determined development of a fat tissue, character of glandular lobules, presence of indurations and edemas, their sizes, localization on quadrants, mobility, accreting with encircling tissues, tenderness. Discharges from a nipple (serous, hemorrhagic, mucous etc.).

          Lymphatic nodes: submental, submandibular, posterior mandibular, posterior cervical, supraclavicular and subclavial, inguinal, in limits of a mammary glands, cubital, inguinal, femoral. Sizes, density, accreting among themselves and encircling tissues, mobility, tenderness.

          Muscles. General development (good, satisfactory, unsatisfactory), tension (usual, decreased, increased). At a palpation - tenderness, presence of induration, edemas, atrophies, hypertrophies.

          Thyroid gland. Sizes. The form of increasing (diffuse, nodal, mixed). A consistence, surface, tenderness at a palpation, shift at a swallowing, accreting with encircling tissues. Presence of noise at auscultation.

          Bones. Symmetry of bones of extremities (congenital abnormalities, deformity owing to a trauma). Tenderness at a palpation, percussion and load on an axis. 

          Fingers - as drum-type sticks, sign " of a dead finger " (cyanotic, cold, the sensitivity is lost). A tremor, consensual motions.

          Joints. Deformity (thickening, edema, presence of diverticules, fluctuation).     Activity in joints: active, passive (usual, restricted, exuberant). Tenderness at motions, palpation.

          Respiratory organs. The form of a chest (narrow, barrel, cylindrical,

 "chicken" and others). A position of scapulas (adjoin to a chest, lag behind).

          Type of respiration (thoracic, abdominal, mixed). Participation of both halves of chest in respiration. A respiratory rhythm, frequency in 1 minute. Respiration of Cheyn-Stokes, Kussmaul, Biot.

          State of intercostal spaces at deep respiration (retraction, diverticulum).

          Palpation of a chest (tenderness, edema, induration). The local fremitus (not changed, decreased, increased).

          Comparative percussion. A sound (pulmonary, box-band, tympanitic). A topographical percussion. Height of stand of apexes in front and above a clavicle.

The inferior border of lungs on all lines from both sites. Mobility of pulmonary edge (on what line?).

          Comparative auscultation. Respiration is vesicular, bronchial, amphoric etc. Rales moist, dry, their localization. A pleural murmur its character.

           Organs of a blood circulation.  Take and compare puls on two sites on such arterias: radial, external carotid, brachial, femoral, popliteal, posterior tibial, dorsal arteria of foot. The characteristic of puls (frequency in 1 min., rhythm, rate, tension), characteristic of arterial trunks (density of walls, presence of dilatations, visible pulsation).

          Arterial pressure (minimal, maximal, pulsing). A venous pressure. Presence of dilatated veins on chest, forward abdominal wall - "Medusae head". Dilatation of surface veins on the lower extremities. Induration and tenderness on course of veins. A pulsation of external jugular veins.

          Examination of region of heart. A cardial humpback. An apical cardial beat, its force, localization.

          At a palpation of region of heart is determined apical cardial beat and its force (not reinforced, superducting, jarring a chest wall).

          Percussion – the borders of relative and absolute cardiac dullness (right, left-hand, upper).

          Auscultation. Cardiac sounds (clear, dead, stressed, forcipate, bifurcated), abaissement. A cantering rhythm. Murmurs.

          Gastrointestinal tract. Presence of scars on a skin of a forward abdominal wall (form, sizes). The form of a abdomen (spherical, retracted belly, frog belly, diverticules of separate fields). Participation of a forward abdominal wall in the respiration; pains at respiration or at cough.

          Surface comparative palpation. Local muscular defance at palpation or general (" acute abdomen "), tenderness, presence of a Stchetkin-Blumberg’s sign , presence of indurations, tumours in an abdominal wall and in abdominal cavity.

          State of umbilical, inguinal and femoral rings. A divarication of recti.

          Deep methodical sliding palpation.

          Sigmoid colon - localization, form, consistence, mobility, tenderness, rumble. A caecum - same datas.

          Ascending, descending and transverse colon (tenderness, mobility, consistence, rumble). Presence of tumours.

          Stomach. The inferior border (at palpation, percussion, percussion and auscultation, splashing sound). Tenderness (localized, general), visible peristalsis at a palpation.

          Liver. Features of edge of a liver (acute, blunt, rounded, firm, mild, tuberous, sleek).

          The gallbladder - at a palpation is not determined. Tenderness in a Kere’s point. The gallbladder is palpated - localization, sizes, mobility, consistence, tenderness. A Curvuasie’s sign. Presence an infiltrate.

          Pancreas (tenderess, infiltrate).

          Spleen. Sizes, borders, consistence (mild, dense), surface (sleek, tuberous), tenderness. Determination of sizes at percussion.

          Definition of fluid in abdominal cavity at a percussion. Percussion - definition of a dullness at presence of an edema, fluid, gas in abdominal, in dilatated loops of intestine.

          Auscultation (presence of intestinal sounds, quantity, localization, intensity).

          Anus and rectum. At examination is determined eternal hemorrhoids, prolapsus recti; condylomas, fistula, fractures. Digital examination (tone of a sphincter, presence of thrombosed hemorrhoids, infiltrates, tumours, masses).

          External genital organs. The form and sizes of a scrotum, elastance of a skin, edema, presence of testicles, their quantity, density, tenderness. Epididymis, their quantity, tenderness at a palpation, connection with encircling tissues. A spermatic cord. Presence of dilatated veins, attitude to the external inguinal ring, digital examination.

          Urinary system. Kidneys. A palpation in laying and standing a position of the patient - quantity, localization, mobility, surface (sleek, tuberous), tenderness. A Pasternatskiy’s sign.

          Urinary bladder. A visible diverticuls above a pubis. Palpation: tumours (sizes, tenderness); a surface - sleek, tuberous, percussion - dullness.

          Sensitivity (algesthesia, tactile sense, temperature sense). Hypesthesia, hyperesthesia. Paresis, paralyses, hyperkinesias.

VII. LOCUS MORBI

          At carrying out of detailed examination of a place of the main surgical disease (the region of a neck, face, chest, abdominal cavity, extremities) is necessary to follow the same sequence, as well as at examination of the patient: visual examination, palpation, percussion, auscultation. For example, detailed  description of localization of the wound, its sizes,  state of encircling tissues, lips, bottom of a wound, character and quantity of secretions. Are estimated functional disturbances (amplitude and pain is determined at active and passive motions), sensitivity etc.

VIII. DIAGNOSIC IMPRESSION

          Is founded on the complaints of the patient and signs of disease received at the review, palpation, percussion, auscultation.

IX. LABORATORY ANALYSES

          Blood group on system antigens АВО and Rh - factor. Analysis of a blood (quantity of erythrocytes, haemoglobin, color parameter, hematocrit, quantity of leucocytes, thrombocytes, BST) and on RW and AIDS.

          Biochemical analysis of a blood (Saccharum, bilirubin, коагулограмма, blood proteins, filtrate nitrogen and urea, creatinine, electrolytes (sodium, potassium, calcium), diastase etc. Parameters of acid-base equilibrium, VCP, VCB, ГО, DCB, DCP.

          Analysis of a gastric juice. Duodenal tubage.

Analysis of urine (quantity, colour, specific gravity, reaction, presence of protein, sugar, leucocytes, erythrocytes, salt, bacteria etc.). Quantity of urine for one day.

          Analysis of a feces, sputum etc.

X. X-RAY EXAMINATION

          Roentgenoscopy and -graphy of lungs, stomach, esophagus, intestine, cholecystography, intravenous and bottom-up urography, fistulography, retropneumoperitoneography, pneumomediastinography, angiography etc.

XI. INSTRUMENTAL EXAMINATION

          Bronchoscopy, esophagoscopy, fibrogastroscopy, laparoscopy, chromocystoscopy, proctoscopy, proctosigmoidoscopy, colonoscopy, electrocardiography etc.

XII. CLINICAL DIAGNOSIS

          Its substantiation is conducted with the count of clinical datas (previous diagnosis) both results of laboratory and instrumental datas.

ХІІІ. TREATMENT

1.Conservative (pathogenetic, symptomatic).

2. Surgical: its substantiation, preparation for surgery, degree of operating risk, choice of an anesthesia. Necessary to underline, that to the patient the character of operating risk is clarified, the plan of an operation and possible consequences of an operative measure is possible. There should be a record about the consent of the patient to operation. Operative record.

3. Blood transfusion record: the indications, blood group, Rh-factor of the patient, donor; a method transfusion, tests on individual and rhesus - compatibility, taking of temperature, analysis of urine.

XIV. DIARY

1. Date. A general state of the patient (dream, appetite, state of cardiovascular, respiratory systems and organs of a gastrointestinal tract). Physiological excretions.

2. Dressing, state of a bandage, quantity and character of secretions. A view of a wound (presence of necrotic tissues, granulations etc.). During dressing is conducted: erasion introduction whether drainages, tampones with antiseptic drugs, hypertonic salt solution, oinments etc.

XV. TREATMENT SHEET

1. Regimen.

2. Diet (table № ____).

3. Assignment of medicamental drugs (prescriptions).

4. Introduction of blood substitutes, detoxicating drugs.

5. Physiotherapeutic procedures. 

6. Additional examinations etc.

The signature of the doctor (student)

XVI. CLINICAL DIAGNOSIS

а) Basic________________________________________

_______________________________________ ___________________ 

b) Complications ___________________________________

___________________________________________________________

с) Concominant _______________________________________ ________

__________________________________________________________

Example of clinical diagnosis:

а) Basic: an acute suppurative tenosynovitis of 2 finger of a dextral hand. 

b) Complication:  lymphangitis, lymphadenitis. 

с) Concomitant: an idiopathic hypertensia, II stage.

XVII. PROPHYLAXIS OF DISEASE

ХVIII. RECORD ON DISCHARGE

          The specification from a case history is specified: a surname, name and patronymic of the patient, the age, date of hospitalization, has arrived by plan or by emergency (in this case what is the time has passed from a beginning of illness), who has directed the patient and with what diagnosis. In connection with what disease the patient was treated in surgical department.

          Results of laboratory and clinical examination of the patient. Flow of disease. Conservative and surgical treatment, its results. The references of the rather further life (diet, medicines, physiotherapy and other methods of treatment, exercise stress and provision of employment).

  QUESTIONS FOR SELF-CONTROL:  

1. General information about the patient.

2. The order of grouping and detailing of probable complaints of the patient.

3. The history of life.

4. Local status.

5. What includes the previous diagnosis.

6. What is included in the patient survey plan.

7. Clinical diagnosis and its substantiation.

8. Plan of treatment.

9. Prognosis of the disease.

10.  Epicrisis.

SYSTEM OF TRAINING TASKS


On the last lesson teacher with each student individually - deals with the analysis of written case history.


At the end of the analysis and protection of the case history, the teacher gives each student a general assessment for the medical history.

Test control

1. Gastroscopy is:

А. Roentgenoscopic examination of the stomach.

B. Endoscopic examination of the stomach.

C. Laparoscopic examination of the stomach.

D. Contrast radiography of the stomach.

E. Microscopy of the gastric mucosa.

2. In case of suspicion of perforation of a hollow organ - the main method research is:

А. Colonoscopy.

B. Review X-ray of the abdominal cavity.

C. Ultrasound.

D. Irrigoscopy.

E. Computer tomography.

3. The main research method for the diagnosis of calculous cholecystitis:

А. Ultrasound.

B. Determination of bilirubin in the blood.

C. Determination of bilirubin in feces.

D. Fibrogastroduodenoscopy.

E. Clinical blood test.

4. What does the physical examination methods involve?

А. Palpation.
B. Roentgenoscopy.

C. Computer tomography.

D. Clinical blood test.

E. Clinical analysis of urine.

5. Laboratory research methods include:

А. Fibrogastroscopy.

B. X-ray.

C. Test of Henelt.

D. Ultrasound.

E. Clinical blood test.

List of the theoretical questions

1. The case history structure.

2. To teach students to correctly demonstrate the sequence of basic methods of subjective and objective examination of surgical patients.
3. Interpreting the main subjective and objective symptoms, the results of laboratory, instrumental methods of research.
4. To teach to prepare a treatment plan.

5. Select and implement the necessary additional examination techniques (hardware and instrumental) with interpretation of the results.
6. Establish and formulate a diagnosis of the disease using the generalized data analysis of subjective and objective examination and evaluation of laboratory measurements and additional methods of examination.
7. Carry out differential diagnosis with other similar diseases.
The list of practical skills

1. Work with patients.
2. Objective examination of patient.
3. Learn to evaluate the results of clinical, laboratory and biochemical examinations.
4. Inclusion of research data in the history of the disease.
The main sources of information

1. Chan PD, Winkle PJ. Current Clinical Strategies. History and Physical Examination. 10-th Edition. – Digital Book and Updates. – Laguna Hills, California, Current Clinical Strategies, Publishing, 2005.

2. Загальна хірургія” За ред. М.Д. Желіби, С.Д. Хіміча, /Сипливий В.О, Петренко Г.Д і співавт./ Київ, Медицина, 2010, 455

3. МОЗ України Наказ від 14.02.2012 №110 Про затвердження форм первинної облікової документації та Інструкцій щодо їх заповнення, що використовуються у закладах охорони здоров’я незалежно від форми власності та підпорядкування.

Additional literature:
1. Kovalyova O., Ashcheulova T., Propedeutics to internal medicine. Part 1. – Vinnytsya: Nova Knyga, 2006. – 424p.

2. Stefanov O. Kucher V., Pharmacology With General Prescription. Text – book for English-speaking medical students. – K.:Engl., 2004. – 156p.

3. Case History Disease for 3rd year students. – Ternopil.: Engl., 2003, 49p.

4. Курс лекцій з загальної хірургії за ред. О.І. Дронова, В.О. Сипливого, І.О. Ковальської, О.А. Скомаровського, Є.А. Крючиної Київ, МВЦ «Медінформ», 2011 – 487 с.
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