
GENERAL EXAMINATION 

� Inspect from the end of the bed with the patient positioned at
45°, with the chest exposed.

• Look for: 
signs of respiratory distress (e.g. use of accessory muscles)
chest/abdominal movements during respiration
obvious anaemia
cyanosis
iatrogenic Cushing’s syndrome
inspect the pattern of breathing and look for lip pursing

• Measure the respiratory rate (breaths per minute)
• Look around the patient for clues of disease, e.g. inhalers, nebuliser,

sputum pot, oxygen cylinder/mask, peak expiratory flow rate (PEFR)
diary.

INSPECTION 

Hands

• Look for: 
finger clubbing
signs of anaemia
evidence of smoking
peripheral cyanosis

• If finger clubbing is observed, examine the wrist for hypertrophic
pulmonary osteoarthropathy (seen with advanced clubbing).

Respiratory causes of finger clubbing
Suppurative lung disease Lung cancer Alveolitis Mesothelioma
e.g. bronchiectasis, (fibrosing)
cystic fibrosis
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Test for tremor and CO2 retention flap (asterixis)

• Ask the patient to put their arms straight out in front of them and fan
their fingers apart. Look for a fine tremor (this may indicate use of a
�2 adrenoceptor agonist).

• Passively extend the wrists with the arms out-stretched. Involuntary
flexion may represent a CO2 retention flap.

Assess the radial pulse 

(see Cardiovascular System Examination page 1)

Examine cervical and axillary lymph nodes 

(see Lymph Nodes and Breast Examinations pages 84 & 88)

Assess the JVP

(see Cardiovascular System Examination page 3)

• This is raised in right ventricular failure due to pulmonary disease
(cor pulmonale)

Features of Cor Pulmonale

• Raised JVP • Right ventricular heave
• Hepatomegaly • Peripheral/sacral oedema

Eye

• Look for: 
chemosis (oedema of the conjunctiva – may indicate CO2 retention)
anaemia (seen as pallor of the underside of the eyelid)
ptosis (a drooping upper eyelid)
miosis (constricted pupil) seen in Horner’s syndrome associated with
Pancoast’s syndrome

Mouth

• Look under the tongue and at the lips for the blue tinge of central
cyanosis

• Cyanosis is present if the deoxyhaemoglobin concentration is greater
than 5 g/dl

CLINICAL SKILLS FOR MEDICAL STUDENTS: A HANDS-ON GUIDE
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EXAMINE THE PRAECORDIUM (CHEST)

• Look for: 
chest wall deformities (e.g. pectus excavatum/carinatum)
scars anteriorly and posteriorly

• Inspect from the side to assess whether the chest is over-expanded
(barrel chest)

PALPATION

• *Palpate the trachea to assess possible deviation. Gently place the
index and middle fingers on either side of the trachea in the

suprasternal notch.
• Measure the crico-sternal distance: finger

breadth distance between cricoid cartilage
and suprasternal notch.

• Assess amount and symmetry of chest expan-
sion by placing hands as in the diagram
below (the thumbs must be off the chest and
meet in the midline) and asking the patient to
take deep breaths in and out. Note how far
your thumbs separate with each inspiration.
Assess expansion at the front and back.

• Palpate the left parasternal area for a right
ventricular heave (felt in pulmonary
hypertension), by placing your finger
tips in the intercostal spaces just to the
left of the sternum.

• Palpate the apex beat (may be difficult
to feel with hyper-inflated lungs) and
note its position.

• Test for tactile fremitus. Rest the ulnar
aspect of the hand on the chest wall
and ask the patient to say ‘99’. Note any
abnormal vibrations. Do this at least six
times – once in each of the hand posi-
tions illustrated on the diagram. Always
compare left and right sides.

RESPIRATORY SYSTEM
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* Warn the patient that this can be uncomfortable
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PERCUSSION

• Spread out the fingers of one hand and rest the palm and fingers on
the chest wall

• Position your middle finger in an intercostal space
• Strike the middle phalanx of this finger with the tip of the middle

finger of the other hand. This technique needs lots of practice!
• Percuss the supraclavicular regions, the clavicles (tap each clavicle

directly i.e. don’t tap your finger), and the chest wall (in at least six posi-
tions to cover the entire lung fields). The axillae should not be missed. 

� Always compare left with right, by assessing both sides at
each level.

Characteristics of percussion notes

• Normal • Dull
• Hyper-resonant • Stony dull

• Move onto the back. Ask the patient to sit forward and fold their arms
(to ensure the scapulae retract away from the area of percussion).
Start just lateral to the vertebral column, and move laterally as you
work down the back, as illustrated in the diagram below.

CLINICAL SKILLS FOR MEDICAL STUDENTS: A HANDS-ON GUIDE
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The curved lines indicate the “path”
which should be taken during percussion
and auscultation.
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AUSCULTATION (with diaphragm of stethoscope)

• Auscultate the front and back by listening in the same positions in
which you percussed, comparing sides at all times.

• Ask the patient to inspire deeply and then exhale (through their
mouth) in each position of the stethoscope.

• Assess: whether breath sounds are vesicular (normal) or bronchial;
the intensity of the breath sounds; and whether there are any adven-
titious (additional) breath sounds. If any abnormalities are heard,
determine whether they occur on inspiration or expiration.

NB. If you want to experience the sound of auscultating bronchial
breathing, listen over the trachea of a healthy individual.

Remember that patients may become dizzy if they are asked to deeply
inspire and expire for prolonged periods.

Characteristics of breath sounds

• Intensity 
• Pitch
• Ratio of inspiratory: expiratory phase
• Presence/absence of pause between inspiration and expiration
• Presence and timing of adventitious sounds: wheeze (rhonchi),

crepitations (crackles)
• Other sounds: e.g. pleural rub

• Vocal fremitus can be assessed, by asking the patient to say ‘99’ when
you are auscultating. This is more reliable than tactile fremitus. It is not
usually necessary to assess both tactile and vocal fremitus.

� It is helpful to think of the anatomy of the lungs on
percussion, palpation and auscultation to ensure that all lobes

have been covered.

Ensure that you ask to see any chest radiographs (see Radiology chapter
page 107 for interpretation of chest films), lung function test results
(spirometry and peak expiratory flow) and review any sputum pot
contents.

RESPIRATORY SYSTEM
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