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• We perform an ongoing review of most major journals, textbooks, and other online resources. Ongoing scientific information is 
added as new and clinically relevant evidence is released. This is the only point of care medical reference created for portable 
electronic devices in a concise and compact format by physicians and for all practicing clinicians. The goal of this text is to bring all 
the clinically relevant information clinicians need during patient care directly to one's fingertips in a succinct but thorough manner. It 
does so in an abbreviated manner, unlike other major clinical textbooks.  

  
Just like this DEMO, the content of the full text gets transferred to your device by downloading the text file. Upon 
puchase, the link to that page is sent you is where you download them.  You will have your choice of any and all file 
types (epub, PDF, mobi/kindle, iSilo) + free updates for the timeline they choose. We send out full textbook updates 3 
or 4 times a year.   

 
• Each of these file types works on multiple platforms (android, iOS, laptop etc).  This gives you maximal flexibility to 
read your reference book anywhere and everywhere. No internet access is needed once it is downloaded. 

 
• You download and then own these files for life. No expiring files. This includes all of your updates and original 
downloaded file. 
 
• First step is to choose either a 1, 2 or 3 years subscription. Next you will be directed to set up a password to access 
the download page. Then you download whichever version(s) of the text you choose (PDF [adobe], PDB [iSilo], PRC 
[mobi/Kindle] or Epub (my favorite, with tons of free readers to choose from). 

 
• There are no recurring fees or auto-renewals. You pay once. If, later you wish to re-subscribe to keep updated with 
the latest knowledge, you can do so at your leisure. 
 
 

Ethics, Communication, Evidence-Based and Alternative Medicine   
Contents: Ethics | Malpractice / Legal | The Art of Medicine | Doctor - Pt Relationships | Placebo | Pearls | Preventive Med | 
Genetics | Evidence-Based Medicine | Stats | Pharmacotherapy | Orders, Notes, Hospitals & Coding | Complementary & 
Alternative Medicine | Nutraceutical’s (Herbal) | Dietary Supplements | Conversions / Measurements | Disability | Exercise | 
*Herbs* | Spirituality | Quackery | Stress | Healthy Living | Wilderness | Survivalist | Disasters | Environmental and 
Occupational Med | Epidemiology | Travel | Anatomy-Clinical Exam | **PEARLS & MAXIMS** | Terrorism & Bio-Chem-Nuke 
Weapons | Vitamins & Nutrients | Communication | Physical Exam | Wound Care |  

Primary editors are Carl G. Weber, MD Internal Medicine, Jeffrey F. Hankoff, MD Family Medicine and Asma A. Weber, MD Family 
Medicine. 

 

Principles of Medical Ethics 
Links: Basic Definitions (4 Pillars and Other Key Concepts) | Professionalism | Financial Conflicts | Oaths & Codes of Ethics | 
Confidentiality | Competency | Futile Care | Emergency Procedures | Refusal of Care / Against Medical Advice | Impaired 
Physicians | Advanced Care Planning | Informed Consent | Malpractice | See Evidence-Based Medicine: Fraud, Rogue Results | 
Military Medicine | Professional Boundaries & Misconduct | Pregnancy Termination | Withholding / Withdrawing Care | Taking 
Care of Your Family / Self / Other Clinicians / VIP's | 
 
Ethics is the disciplined study of morality. Bioethics concerns morality in the physician-patient (pt) relationship. In medicine, our 
patients (pt's) must be assured of confidentiality and that we will always tell the truth.  Ethics inquires into ethically justified 
behavior via two key questions: what we ought do and what we ought not do.  

The Four Fundamental Virtues of the Doctor–Patient Relationship 

Topics: 1. Beneficence | 2. Nonmaleficence | 3. Autonomy | 4. Justice | Other Important Ethical Considerations: Quality of life 
| Compassion | Character | Paternalism | Moral Pluralism | Rule of Double Effect | Unintended consequences | Iatrogenic 
harm | Truth-telling | Duty to Protect/Warn | Harassment, etc | 

http://clinicalmedconsult.com/


Principlism is a well-established ethical framework for medical decisions in the United States and Western Europe, and it highlights 
cross-cultural differences that occur along 4 dimensions: autonomy, beneficence, nonmaleficence and justice. 

  

Allergy and Immunology 
Contents: General Immunology | Immune Deficiency | Transplantation Medicine | Vaccines / Immunizations | Immune 
Complex Dz | **Common Allergic Disorders** | Drug Reactions | Skin Reactions | Anaphylaxis | Urticaria | Asthma | Allergic 
Rhinitis | Foods | Insect | Latex | MEDS | Angioedema | *INDEX* | See Autoantibodies |  

Primary Editors Vincent  C. Tubliolo MD, Allergist / Internist. And Chris Landon MD, Allergist / Pediatrics. 

Immunology and the Basics of the Immune System 
Links: Intro | Autoimmunity | Immune Cells | Complement | Cytokines & Chemokines | Immunoglobulins | Gell & Coombs | 
Immune Deficiency | Transplantation Immunology | Diagnostic Immunology (SPEP, RIA, RAST, ELISA, IFA, Agglutination, 
Flow Cytometry HLA Typing etc.) | Immune Complex Dz | HLA Typing | Lymphatics | Spleen |    
 
The immune system is adaptive, specific and communicative in that it recognizes and responds to changes in the environment, and it 
displays memory by adapting or altering its response to stimuli that it has encountered previously.  The complexity of the immune 

system is extended by the inherent genetic differences among individuals.  

There are 2 distinct immune systems 

 

Cardiology & Vascular 
Contents: Exam | Murmurs | Athletes & Sudden Death Syndromes | Valves | Endocarditis | ECG’s | *Arrhythmia’s* | A-Fib | 
ACLS / BLS | Palpitations | Pericarditis, Tamponade and Contusion | CAD | Angina | Infarct / ACS | Testing & Interventions | 
Cardioversion | Tumors | Failure (CHF) | Hypotension | Vascular Diseases | Aortic Aneurysm | Peri-Operative Issues/ Eval | 
Syncope | Various | Diagrams & Anatomy | Congenital Heart Defects | Prevention | *Hypertension* | Lipids | MEDS | Healthy 
Living | BNP | CRP | PEDIATRIC | Edema | *INDEX* |  

Primary editor Anthony DeFrance MD, Cardiologist 
• An estimated 48% of U.S. adults had cardiovascular disease — including coronary heart disease, heart failure, hypertension, and 
stroke — as of 2016 (Circulation. 2019;published 31 Jan). The increase in CVD prevalence is largely driven by a change in the way 
hypertension is classified (130/80 mm Hg or higher). Under the new blood pressure threshold, 46% of adults have hypertension, 
compared with 32% under the older threshold. Excluding hypertension, roughly 9% of U.S. adults had CVD in 2016. Coronary heart 
disease annual death rates declined 32% between 2006 and 2016. 
• Cardiovascular disease is the leading cause of death globally, except in high-income countries where, among adults aged 35 to 70 
years, death from cancer is more common (Lancet. 2019 Sep 3;e-pub). The high mortality in poorer countries is likely related to 
poorer access to health care. 

Cardiac Exam 



Links: Hx | Exam (Inspection, Palpation, Percussion) | Auscultation | S1 | S2 & Splitting | S3 | S4 | Timing of Sounds | 
Peripheral & Carotid Pulses | Murmurs | CXR Eval & References | CHF | CXR | Valsalva Maneuver | Ankle Brachial Index (ABI) | 
Vascular Diseases | Pulse Pressure | HJR | JVD | Venous Waveforms | See PFO | Pre-participation Cardiac Hx & Exam | 
Diagrams & Anatomy | Heart Rate | Blood Pressure (BP) Measurement | Cerebral Circulation Diagram | Orthostatics | 
Congenital Heart Defects | 
ICD-10:  
R01.1 Cardiac murmur, unspecified, Cardiac bruit NOS 
R01.2 Other cardiac sounds 
R09.89 Other specified symptoms and signs involving the circulatory and respiratory systems 
R06.00 Dyspnea, unspecified 

  
Basic Cardiology Hx  

Ask about history of coronary artery disease (CAD, PCTA, CABG), past valvular surgery, dyspnea on exertion (DOE), orthopnea, 
paroxysmal nocturia dyspnea (PND), peripheral edema, discomfort with exercise/ exertion, weakness/ fatigue, cold hands/ feet, 
nocturia, faintness/ syncope, h/o joint pains or chorea (St. Vitus' Dance in rheumatic fever), palpitations, skin flushing.  
• ~20–25% of all Westerners have cardiovascular disease (including hypertension), accounting for almost 40% of the mortality from 
all causes. 

Abnormalities Requiring Urgent Evaluation, Even if Asymptomatic 
Mnemonic for recalling the points of auscultation is APE To Man: 

Auscultation Point --> Location, Sound heard 

These are the cardiothoracic reference areas.  Each point of auscultation generally correlates with a cardiac valve. Stenotic 
lesions with be heard at these respective areas, in contrast, regurgitant murmurs can radiate far from the point of origin. 
Aortic --> Right of sternal border in second intercostal space (Base), S2 “dub”. Aortic area (2nd RICS): Pulsation of aortic 
aneurysm.  Thrill from aortic stenosis.  Accentuated aortic valve closure (HTN).  
Pulmonic --> Left of sternal border in second intercostal space (Base), S2 “dub”. Pulmonary area (2nd-3rd LICS): Pulsation of 
increased pressure/flow in PA. Thrill from pulmonary stenosis.  Accentuated pulmonary valve closure (pulmonary HTN).  
Erb’s Point --> Left of sternal border in third intercostal space, S1 and S2 (line of separation between base and apex). 
Tricuspid --> Right of sternal border in fourth intercostal space (Apex), S1 “lub”. Tricuspid area = Precordium = RV area (lower 
half of sternum and subxyphoid area): Sustained systolic lift from RV hypertrophy. Thrill from VSD.  Prominent RV impulse in 
thin pts from fever, anxiety, anemia, hyperthyroidism, pregnancy. 
Mitral --> Midclavicular on left side of chest in fifth intercostal space (Apex), S1 “lub”. Mitral area = Apex = LV area (5th LICS 
just past midclavicular line): Thrill of mitral disease. Palpable S3. 

 
Do this once with the following: diaphragm (larger, flatter side facilitates hearing high pitched sounds including S1 and S2) 
and repeat with the bell (smaller, concave side facilitates hearing low pitched sounds including S3 and S4).  
Give special attention to the intensity of S1 at the apex, to the intensity of S2, and the splitting of S2 in the left second intercostal 
space. 
Identify any extra sounds in systole or diastole.  Listen to each cardiac event with focus on that event, excluding all other cardiac 
sounds, i.e., listen to S1 at all areas determining if it is split, where it is split. 
If splitting changes with respiration and if it is soft or accentuated, then move and repeat for another cardiac event. 
Placing the patient in the left lateral decubitus position will facilitate hearing diastolic filling sounds and mitral valve related murmurs. 
Normal findings: 
S1 is louder than S2 in apex. 
S1 is softer than S2 at base. 



S2 is single over apex. 
S2 is normally split in base and left lower sternal border accentuated by inspiration and becomes single during expiration. 

 

 

 

Clinical Dermatology 
Contents: Anatomy and Function | Basic Care | Morphology, Patterns & Approach | Topical Steroid | Dermatitides | 
INFECTIONS | Nails | Acne | Sports | VARIOUS Lesions | Sweating | Pigmentation | Keloids & Scars | Sun | Malignant / Pre- 
Lesions | Signs of Systemic Dz | Purpura | Livedo Reticularis | Varicose / Cosmetic | Urticaria | Pruritus | Bullous / Blister | 
PROCEDURES | Hair | PEDIATRIC | Ulcers | Warts | Photoaged Skin | Wound Care & Suturing | Xerosis | Allergic Skin Reactions | 
Vulvar | MEDS | Edema | Geriatric | Allergic Drug Reactions | *INDEX* | 

Primary editor Gary S. Novatt, MD, Dermatologist. 
Dermatologic Emergencies: Infections. Acute leprosy reactions. Pemphigus. Henoch-Schonlein purpura.  Acute erythroderma. 
Toxic epidermal necrolysis and streptococcal scalded skin syndrome. Erythema multiforme. Acute primary irritant dermatitis. Severe 
pruritus. Allergic reactions(Anaphylaxis: urticaria and angioedema. Drug reactions). 

Anatomy and Function 
Links: Compliance | Anatomy | Basic Care | Morphology, Patterns & Approach | 

Anatomy & Physiology 

 
Our dermis is the largest organ of the body (making up about 10-15% of the body’s mass), it provides the primary defense against 
external insults to the human body, including chemical, environmental (thermoregulation), infectious and mechanical stressors as 
well as helps maintain fluid status, and it directly impacts our appearance. 



 

 

Clinical Endocrinology 
Contents: Emergencies and Intro | Lipids | Pituitary | Parathyroid | Adrenal | Steroids | Aldosterone | Diabetes Mellitus | 
Hypoglycemia | Obesity | Hirsutism | Thyroid | D. Insipidus | Gynecomastia | Gonads, Autoimmune, Various & MEDS | 
Osteoporosis | Male Hypogonadism | Growth & Puberty | Inborn Errors of Metabolism | Metabolic Syndrome-X & Hyperglycemia 
| Metabolic Bone Dz | PCOS | Electrolytes | Fatigue | *INDEX* |  

Primary editor Lois Jovanovic, MD, Endocrinologist and Diabetologist. 
Endocrine System 

Topics: Functions & Hormones | Endocrine Disrupting Chemicals (EDCs) | EMERGENCIES: Myxedema Coma | Adrenal 
Insufficiency / Crisis | DKA | HHNKS | Pheochromocytoma | 

Endocrine Functions 
Regulate cellular activity for:  
1. Metabolism. 2. Growth.  
3. Development. 4. Homeostasis.  



5. Reproduction.  

Ear, Nose, Mouth & Throat 
Contents: Exam & Anatomy | Mouth & Lips | Tongue | Salivary | Neck Mass | Lymphatics | Taste & Smell | Teeth / Dental | 
Orofacial Pain | TRAUMA | Throat | Ears & Hearing | Nose | Hiccups | Facial Nerve (CN 7) Palsy | Dizziness | Cough | 
*INFECTIONS* | CANCER | Pediatric | Allergic Rhinitis | Salivary Glands | MEDS | Nasolaryngoscopy | Regional Anesthesia & 

Blocks | Tracheostomy | Allergic Rhinitis | Facial Edema | *INDEX* |  
Primary editor R. A. Braganza MD, Otolaryngology, Head & Neck Surgery.  

Exam Techniques   
Link: Nasolaryngoscopy | Anatomy | Ear | Nose | Mouth | Throat | Sinus | Anterior Rhinoscopy and Indirect Laryngoscopy | 
Nasolaryngoscopy | Mucosal (Oral) Bx | 

Tongue 

Links: Anatomy & Codes & Guidelines | Laceration | Glossitis, Common Findings & Other Signs Disease | Geographic Tongue | 
Fissured | Hairy | Tongue Fasciculations, Other Movement Abn's & Tongue-Tie (Ankyloglossia) | Varices, Venous Malformations, 
Pigmented Fungiform Papillae, Median rhomboid glossitis, Swelling, Fibroma | Mouth, Lips, Teeth, Salivary | Taste & Smell 
| Erythematous Oral | Bullous Oral | Stomatitis | White Oral Lesions | Ulcers | Pigmented Oral Lesions | Tongue Laceration | 
Mouth | LIPS | Ranula (Oral Cyst), Dermoid Cyst | See Tongue tie / Ankyloglossia | Strawberry Tongue (Kawasaki’s) |  
According to the National Health and Nutrition Examination Survey, the point prevalence of tongue lesions is 15.5% in U.S. adults, 
the most frequently encountered tongue problems are geographic tongue; fissured tongue; and hairy tongue (Am Fam Physician. 
2010;81:627-634).  
Papillae: The tongue contains 4 types of papillae, the most common type, filiform, are thin and wire shaped and do not contain 
taste buds. On the dorsal, anterior border of the tongue are mushroom shaped papillae, fungiform,these have taste buds located 



near the middle or in a cleft of the papillae.  

  
Actions of Tongue Muscles:  
Inferior Longitudinal: move tip up & down.  
Superior Longitudinal: move tip up & down.  
Transverse: narrow & lengthen tongue.  
Vertical: flatten & depress tongue.  
Genioglossus: Prevents tongue from falling back. 
Styloglossus: Pulls tongue up & back.  
Palatoglossus: Pulls tongue back 
Hyoglossus: Depresses tongue. 

Nerve Supply of Tongue: 
Anterior 2/3: Sensory = lingual.  Motor = Hypoglossal, except palatoglossus which is supplied by pharyngeal plexus. Taste = 
Chorda tympani.  
Posterior 1/3:  Sensory = Glossopharyngeal.  Motor = Hypoglossal, except palatoglossus which is supplied by pharyngeal plexus. 

Taste = Glossopharyngeal.  See Taste |.  

Geriatrics and Death & Dying 
Contents: Intro to Aging | Physiologic Changes | Approach | Prevention | Competency & Driving | Exercise | Rx Meds | Long-
Term Care | Adaptive Equipment | *Geriatric SYNDROMES* | Nutrition | Delirium, Dementia & Memory | Skin Ulcers | Care 
Planning | Palliative | Hospice | Dying Process | *INDEX* | TOC  

Primary editor Erno S. Daniel, MD, PhD, Internal and Geriatric Medicine. 

Introduction to Geriatrics 

Links: Life Expectancy | Aging Theories | Self-reported Health Status & Successful Aging | Physical & Physiologic Changes | 
Approach to Elderly | Geriatric Syndromes | Advanced Care Planning |   

 



Age Related Physiologic Changes Frequently Found 
Links: Info | General | Eyes | Ears / ENT | Skin | Endocrine | Respiratory | CV | GI | Heme/ Immune | Renal | GU | Sexual | 
Musculoskeletal | Nervous System (Neuro and Psych) | Lab Values | Frailty | ADL's | Approach to Elderly Pt | Antiaging 
Strategies | Successful Aging | Intro to Aging | Physiology (Nerves & Muscles) | Aging Theories | Frailty | Geriatric 
Syndromes |  
 
The normal aging process involves the steady decline of organ system function and homeostatic controls. This decline begins around 
the fifth decade, is progressive, and varies among individuals depending on genetic factors, diet, environment and personal habits.  
In the absence of stressors (extreme heat, high altitude, disease), the decline in homeostatic reserve should not cause sx’s or 
impose restrictions on activities of daily living. Biological aging predisposes older individuals to disease and increased mortality risk. 
5 common characteristics of aging:  increasing mortality with age, biochemical composition of tissues change (lipofuscin, protein 
oxidation, extracellular matrix cross linking, altered rates of gene transcription), physiologic capacity decreases (immune, 
pulmonary, cardiovascular reserves), ability to maintain homeostasis diminishes (particularly adaptive processes to physiologic 
stress) and susceptibility / vulnerability to disease increases.   Up to 25% of those >65yo categorize their own health as fair or poor. 
50% of women >50yo are osteopenic, 18% are osteoporotic. Urinary incontinence affects 15-30% of community dwelling elderly.  
Dementia affects 25% of those >85yo and 50% if >95yo.  

General:   Increased body fat (and resultant loss of lean muscle mass, or sarcopenia) (This increases the volume of distribution for 

fat soluble drugs).    
Decr TBW (decr volume of distribution for water soluble drugs). In most, wt increases until age 50yo, stabilizes for 10-15yrs, then 
declines steadily.   
Most have significant decr in weight by 80yo. A low BMI is a risk factor for death, over age 70yo, best to be 23-27 (Vs nl 20-25).   
Ideal body wt for a male = 50kg + 2.3kg/in over 5ft tall.  For female = 45.5kg + 2.3kg/in over 5ft.   
Height decreases steadily after the 4th decade of life.   
Biomarkers of Aging: Loss of strength. Reduced flexibility. Decreased cardiovascular endurance. Reduced resting energy 
expenditure. Lower kidney clearance. Reduced cell-mediated immunity. Increased hearing threshold. Reduced vibratory sensation. 
Compromised near vision and dark accommodation. Reduced taste and smell acuity. Altered hormone levels. Increased 
autoantibodies (Evans W. Rosenberg IH: Biomarkers: The 10 Keys to Prolonged Vitality. New York, Fireside, 1991). 

Eye: Most elderly have impaired upgaze (20-25 deg max), presbyopia (decr accommodation).   Lens opacification (incr susceptibility 

for glare).  Presbyopia |. Decr visual acuity (VA)A, color sensitivity (atrophy of rods in the periphery), depth perception. As incr age 
get atrophy of the radial fibers > constrictor fibers--> decr pupil size and reactivity.   Ther visual threshold (= minimum light 
necessary to see an object) is 100X more in an 80yo compared to a 20yo (in a dark adapted eye).  Most cataracts grow to the left or 
right of center, which is one reason that not everyone with cataracts has to have surgery. Sometimes you might notice older people 
turning their heads one way or another when you talk to them. They're trying to look at you through the clearest part of their eyes. 
The best thing you can do is stand still so they can get a clear look at you. Many times an old person will reach out and grab you by 

the arm. Sometimes it's to lean on you, but more often it's to hold you still so they can see you. 
Arcus Senilis = a narrow, white band of lipid infiltration separated from the limbus by a clear zone that occurs in most >80yo and 

those with elevated triglycerides <40yo.  Corneal arcus are lipid deposits that 
appear as white or grey rings that form around the cornea. The ring usually forms in the superior and inferior regions that have 
greater perfusion and capillary permeability. With time, the arcus may grow and eventually form a complete ring surrounding the 

cornea. Prevalence of corneal arcus is around 20%–35%, more common in men and the African and Southeast Asian ethnicities. 
Generally, cases of corneal arcus also increase with age, reaching an incidence rate of 70% in those above 60 years old. The sign is 
usually benign in those above 50 years, but is associated with higher risk of atherosclerosis in those <50 years. Hence, in the 
younger population, further investigations should be warranted to assess for underlying dyslipidaemia and for possible premature 
CAD. (Significance of corneal arcus. J Pharm Bioallied Sci 2015;7:S14–5) 
• Current evidence is insufficient to determine the balance of benefits and harms of visual acuity screening for the improvement of 
outcomes in older adults according to a position statement and review of available evidence by the USPSTF (Ann Intern Med. 
2009;151:44-58).  
• Among adults aged 71 years and older, more than one-quarter have vision impairment (VI), with older age, less education, and 
lower income associated with all types of VI, according to a study (JAMA Ophthalmology. 2023;published online Jan. 12). 
• Noncorrectable visual problems are linked to lower survival in older adults according to a study (Arch Ophthalmol. 2009;127:1347–
1353)......"Visual impairment predicted mortality by both direct and indirect pathways, particularly for persons younger than 75 
years with noncorrectable visual impairment".... Disability in walking, which can substantially influence general health, represented a 
major indirect pathway." 
• Dynamic changes to tear protein profiles occur with aging (Invest. Ophthalmol. Vis. Sci 2018;59(5)2024-2031). Specifically, IL-8, 
IL-6, and regulated on activation, normal T cell expressed and secreted (RANTES; P < 0.0083) protein as well as matrix 
metalloproteinase (MMP)-1, IL-3, and TNF-a (P < 0.05) correlated positively with aging. MIP-3ß showed an opposite tendency. 
Western blot and ELISA analysis corroborated the array data. OSDI grading did not correlate with aging. 
Midface Aging: The major findings characterizing midface aging are related largely to the soft tissue (Ophthalmic Plast Reconstr 
Surg 2023;39(2)123-131).  There is a decrease in the maxillary and pyriform angle, with changes to the orbital floor position. 
Further, there appears to be an inferior migration of the fat compartments of the midface during aging, exacerbating the hollow of 



the palpebromalar groove and causing a deepening of the nasojugal groove. Changes to the volume of the buccal extension of the 
buccal fat pad exacerbate these changes and contribute to the gestalt changes associated with facial aging. 

 
Ears: Degenerative changes in ossicles, increased obstruction of eustachian tube, atrophy of cochlear hair cells and external 

auditory meatus--> decr High frequency hearing and pitch discrimination (difficulty discriminating words if background noise is 
present).  20% of people over age 50 have tinnitus.   See HEARING Loss & Audiology | Age-Related Voice Changes | 
Presbycusis & Otosclerosis |  
ENT:  See Dizziness | Older pt’s are much more likely to consult physicians for nasal drainage, postnasal drip, gustatory rhinitis, 
and decreased olfactory ability. Non-Allergic Rhinitis | 
• A prospective cohort study of 3000 community-dwelling adults (mean age, 79) who were followed for as long as 9 years found that 
a third of patients had normal hearing (as measured by pure tone audiometry), 40% showed mild hearing loss, 23% had moderate 
loss, and 4% had severe loss at baseline (JAMA Netw Open 2021;4:e2113742). Mean walking distance in 2 minutes was ≈5 m 
shorter for people with severe hearing loss than for those who had normal hearing (≈133 vs. ≈138 m). In a longitudinal analysis, 
those with moderate or severe hearing loss had faster declines in composite physical performance scores than did those with normal 
hearing (for severe vs. no hearing loss, difference of ≈0.1 point annually on a 12-point scale). 
Presyby-larynx: Vocal quality deteriorates with aging. Several anatomic and functional causes are known, such as ossification of 
the laryngeal cartilages, limitation of arytenoid cartilage excursion, incomplete glottic closure, decreased number of collagen and 
elastin fibers, and atrophy of the laryngeal muscles. Vocal quality may deteriorate and may be quantifiable by jitter and shimmer 

scores or by detection of a senile vocal tremor. 
Lips: As people age, the lips flatten and lengthen, decreasing the amount of pink tissue that shows and these changes often lead 
patients to seek lip-augmentation procedures (Arch Facial Plast Surg 2010;12).....But lip procedures can lead to asymmetry, the 
formation of cysts, and an unnatural feel or appearance.....The surgeons say the tissue used in the implants can be removed during 
a face-lift with few complications, leaving no deformities in the contour of the neck, limitations in head movement, neck pain, or 
nerve injuries. 

 
Dental: • Older adults (n=5,631) with more natural teeth are better able to perform everyday tasks such as cooking a meal, making 
a telephone call or going shopping, according to researchers (J Am Geri Soc. 2021; DOI: 10.1111/jgs.17021). Older adults with 10 
natural teeth are 30% more likely to have difficulties with key activities of daily living such as shopping for groceries or working 
around the house or garden compared to those with 20 natural teeth. "Even after taking in factors such as participant's education 
qualification, self-rated health and their parent's education level for example, we still found a positive association between the 
number of natural teeth a person had and their functional ability." 
Olfactory dysfunction: In an older cohort, anosmia was associated with tripled 5-year mortality (PLoS ONE. 
2014;9:e107541).....the researchers tested olfactory function using a validated identification test for odors (rose, leather, orange, 
fish, and peppermint) on 3,005 older U.S. adults (age range, 57–85). After controlling for numerous potentially confounding 
variables, anosmic and hyposmic people were approximately 3.4 times and 1.5 times, respectively, more likely to die during the 
study than normosmic individuals — a “dose-response” relation. Excess risk for death among normosmic people with histories of 
emphysema or COPD, cancer, heart attack, stroke, diabetes, or heart failure actually was lower (1.3–2.2, after adjustment for other 
factors that affect mortality) than excess risk in people with anosmia. The authors do not contend that olfactory dysfunction causes 
mortality but rather that it is a marker for other factors that affect vitality and mortality. They speculate that it is a marker of 
cellular-regeneration capacity or that — as the only cranial nerve directly exposed to the environment — it reflects cumulative toxic 
environmental exposures. 
• Among older adults, poor olfaction is associated with elevated long-term mortality, according to a study (Ann Internal Med. 
2019;published online April 30). Participants with poor olfaction had an increased cumulative risk for death at year 10 (risk ratios, 
1.46 [95 percent confidence interval, 1.27 to 1.67]. 

Geriatric Skin:   Links: PP | Skin Tears / Avulsion | Photoaged Skin & Malignancies | Herpes Zoster | Skin Ulcers | 

Seborrheic Dermatitis | Xerosis /  Dry skin | 



The aging skin manifests as incr wrinkling, atrophy of sweat glands, canities (gray hair), decr dermal collagen/ elastin/ ground 
substance. Loss of SC fat. Aging of the skin is caused by a combination of genetic factors (natural aging) and excessive sun exposure 
(photoaging). Natural aging appears as fine wrinkles, skin laxity, and sagging; photoaging produces coarse wrinkles. Both processes 
result, at least in part, from declines in types I and III collagen in the dermis.  Aged skin is associated with loss of papillary dermis, 
leading to a decrease in volume and loss of rete ridges. Many attempts to prevent or reverse skin aging focus on fibroblasts. 
Subclasses of fibroblasts behave differently. With age, keratinocytes mature and turn over at a slower rate.....This results in 
impaired wound healing. Wound healing is also impaired due to both decreased speed and ability of fibroblast replication, altered 
vascular response, and altered levels of enzymes, including matrix metalloproteins. 

 
• Dermatological disorders are extremely common in older individuals, according to a study (J Am Geri Soc. 2020;published 
online Aug. 4). Nearly 80% of older adults had at least one skin disease that required further treatment or follow-up. Of these 
individuals, more than one-third (39.1%) had three or more simultaneous skin diseases. Compared with women, skin diseases were 
more common in men. Tinea pedis (48.6%), onychomycosis (29.9%), rosacea (25.6%), actinic keratosis (22.3%), and asteatotic 
eczema (20.8%) were the most common skin diseases. There were associations between skin diseases and socioeconomic status and 
living status. 
• Several factors are influenced during aging. The gravity of the earth constantly pulls on our facial skin....causes skin and muscle to 
sag. Lack of estrogen after menopause diminishes production of collagen, causing sudden changes in the skin and resulting in more 
skin laxity, wrinkles, and dryness. Even people who have never exposed their faces to the sun will have some sagging. This sagging 
is referred to clinically as elastosis, which means “loss of elasticity.”  If you pinch the skin of a 50-year-old person’s cheek, it does 
not snap back as fast as that of a 20-year-old.  Individual bone structure plays a role as someone with a strong, prominent jawbone 
may appear younger than someone with a less prominent jawbone. High cheekbones can soften the appearance of cheek elastosis. 
• Expression Lines: Individuals develop lines from their unique consistent and repetitive facial movements. “Smile” lines occur in the 
nasolabial area. “Frown” lines may also occur in the forehead, eye, and chin areas. Any repetitive movement of a facial expression 
eventually causes a crease to occur. “Eye smilers” smile and squint at the same time, creating additional eye lines. Squint lines also 

occur around the eyes from squinting due to sun exposure, light exposure, or facial expression.  
• Smokers often get “smoker’s lines” around the mouth and eyes from continually moving these areas during smoking activities. 
Smoking also causes free radicals that impair collagen production.  Sleeping on one side or directly on the face, will eventually create 
lines and elasticity problems. Advise clients to sleep on their backs as much as possible, thus helping to avoid “sleep creases” that 
when they happen repetitively have a strong effect on the aging symptoms of the face.  
• Wrinkles are usually seen before sagging or elastosis. Criss-cross wrinkling, wrinkles not in the normal facial expression, and 
severe elastosis are all symptoms of sun and extrinsic damage. Prevention of sun exposure is the biggest preventable factor in 
avoidance of prematurely aging skin. Daily use of broad-spectrum sunscreen is paramount. 
• Hyperpigmentation (dark splotching) is both a long- and short-term cosmetic problem caused by the sun. Solar lentigines are sun-
related freckles, this begins in the late teens and early 20s and gets continually worse. It starts as a speckly discoloration, known as 
mottling, caused by deposits of melanin.  Also known as “liver spots,” but have nothing to do with the liver and everything to do 
with cumulative sun exposure. The face, hands, and arms are areas that have been chronically exposed to the sun for many years. 
Hence the pigmentation is much worse in these areas.  
• Dermatoheliosis is the medical term describing long-term damage to the skin caused by sun exposure. The skin is severely affected 
by long-term exposure. Collagen and elastin fibrils collapse due to cumulative effects of cell damage from repeated sun exposure, 
causing the support system for the skin also to collapse. Esthetically, this results in deep wrinkling of the skin, sagging, and 
elastosis. This gives the skin a “leathery” appearance and feel. The epidermis of sun-damaged skin becomes progressively thinner, 
and the dermis slowly begins to atrophy, or collapse, and fall apart.  On the dorsum of the hands and forearm, one will bruise much 
easier (solar purpura). 
• Aging and decreased cutaneous immunity may be due to insufficient tumor necrosis factor that affects the ability of T lymphocytes 
to migrate to the skin (J Exp Med 2009;206:1929).  
• Aging-related changes in skin may be accelerated by such environmental factors as smoking, chronic ultraviolet (UV) radiation 
exposure (photoaging) and functional melanocortin-1 receptor (MC1R)-gene variants (J Invest Dermatol 2010;130:1107). 
....mutations of MC1R produce different skin phenotypes, such as red hair, fair skin, lentigines, freckles, sun-sensitivity, low tanning 
ability, and risk for skin cancers (including melanoma). 
• A possible target for slowing the aging of skin may emerge from exploration of differences in papillary and reticular fibroblasts (J 
Invest Dermatol 2012;132:2565)....Fibroblasts in the papillary dermis appear and behave differently from fibroblasts in the reticular 
dermis..... Reticular fibroblasts were more prone to overexpress genes in pathways controlling smooth muscle contraction, 
cytoskeletal organization, cell motility, and neuronal development. Papillary fibroblasts were more prone to overexpress genes 
related to complement activation, host defense, and immune response. Matrix Gla protein appeared to be the most promising marker 
for immunohistochemical differentiation, being almost exclusively expressed in the reticular dermis. 
Sitter's Sign: A common problem in elderly, thin, frail, relatively immobile men of Asian descent. Most patients correctly attribute 
the problem to prolonged stints of sitting and complain for the most part only when plaques are sore. Elderly men often develop 
rough skin near the gluteal fold associated with immobility. This disorder is called senile gluteal dermatosis (SGD) or 
hyperkeratotic lichenified skin lesion of the gluteal region.  Poorly defined brown to grey plaques develop slowly on the gluteal cleft 



and, often, also on the adjacent buttocks. These may be asymptomatic or tender when sitting, but sometimes they itch instead. 

 
• Data on 162 consecutive outpatients with SGC found that the patients had brownish scaly plaques on the gluteal cleft and each 
side of the buttocks, roughly in the shape of triangles (Int J Dermatol 2014;53:51). Mean body-mass index was 21.7. Plaques were 
most common over the ischial tuberosities but not necessarily over the coccygeal apex. In about 15% of patients, skin lesions 
occurred on the buttocks but not on the gluteal fold, and on only one buttock in some. Hyperkeratotic ridges were noted in 53%, and 
4 patients had ulcers of various depths. Inflammation with features of psoriasis was noted in 10 patients. Most patients also had 
systemic diseases such as hypertension, diabetes, neurologic disorders, spine or knee problems, or congestive heart failure. The root 
causes seemed to be prolonged sitting, pressure, friction, and, on average, a low mean body mass. Biopsy specimens showed 
psoriasiform epidermal hyperplasia with elongation of the rete ridges. Most specimens showed scant inflammation. Most patients 
were dissatisfied with prescribed topical treatments (corticosteroids, urea, or salicylic acid). Pressure-relieving devices, such as donut 
cushions or air or water-filled cushions, worked better. 
• A review article on the anti-aging effects of probiotics suggests the benefits included restoring an acidic pH of the skin (potentially 
decreasing the activity of enzymes associated with aging), countering oxidative stress by protecting against reactive oxygen species 
formation, attenuating photo-aging, improving the effectiveness of the skin as a barrier, and improving hair quality (J Drugs 
Dermatol 2016;15(1)9-1). The reports reviewed in this manuscript demonstrate that probiotics can restore acidic skin pH, alleviate 
oxidative stress, attenuate photoaging, improve skin barrier function, and enhance hair quality. 

• A study on 161 residents (75%, female, average age 87.1 years) of two care facilities in New Zealand found that 81.8% were 
found to have at least one significant skin condition (BMJ Open. 2015;5(12)e009941). The most common disorders were 
onychomycosis 42 (47.7%), basal cell carcinoma 13 (14.8%), asteatotic eczema 11 (12.5%) and squamous cell carcinoma in situ 9 
(10.2%). Other findings were invasive squamous cell carcinoma 7 (8%), bullous pemphigoid 2 (2.3%), melanoma 2 (2.3%), lichen 
sclerosus 2 (2.3%) and carcinoma of the breast 1 (1.1%). Inflammatory disease was more common in those with little physical 
disability compared with those with serious physical disability (OR 3.69; 95% CI 1.1 to 12.6, p=0.04). No significant association was 
found between skin disease and cognitive impairment. 

Skin Tears / Avulsion 

A skin tear is a separation of the epidermis and dermis secondary to friction or a shearing force. Aging has also been to shown to 
decrease skin elastin fibers and loss of dermal and epidermal thickness, further predisposing the elderly to skin tears. 

The prevalence rate of skin tears in nursing homes ranges between 14% and 24% (Ostomy/wound 
management 2006;52:38-40).The most common location for skin tears is the upper extremities, with 80% of skin tears occurring 
there. Other common areas for skin tears are the lower extremities, back, and buttocks. Common in elderly pt’s who have frail skin. 
Most often in the upper extremities. Nearly 50% have no apparent cause. Even the simplest movement can result in damage to the 
skin. Turning or lifting can create friction and shearing forces that may injure the skin. Delicate skin can tear when adhesive 
dressings or tape are removed. Even ambulating or transferring pt’s may present a problem if they bump into objects such as chairs, 
beds, or tables. Best to close with closure tapes, as such injuries cannot be closed with sutures. The goal is to provide approximation 
of the avulsed skin and apply pressure to avoid skin flap movement or fluid accumulation under the avulsion.  The skin edges are 
uncurled, stretched, and anatomically replaced. A compression dressing, such as an elastic bandage can be applied to minimize flap 
movement and decrease fluid buildup under the flap. 
1. Apply Steri-Strips perpendicular to the wound in order to approximate skin edges. 
2. Place sutures through both the applied Steri-Strips and skin and knot the suture. 
This technique will help prevent the suture from tearing the skin as the tension of the suture will be distributed across the surface 
area of the Steri-Strips (J Emeg Med. 2011;40(3):322-323). 
Etiology /Risks: most from minor trauma such as bumping into objects, transfer, falls, and tape removal, but up to half occur 
without apparent cause (Ostomy Wound Manage 1998;44:14S-24S).  
3 categories: Category I tears: skin tear without tissue loss. Subdivided into linear tears and flaps. Linear tears are when the 
epidermis and dermis are pulled together, whereas flaps are epidermal tears that completely cover the dermis to within 1 mm of the 
wound edge.  
Category II tears:  tears that are associated with partial tissue loss. These can also be subdivided into scant and moderate. Scant 
loss occurs with loss of less than 25% of epidermal flap. Moderate loss occurs with loss of more than 25% of the epidermal flap.  



Category III tears: defined as skin tears with complete tissue loss. These tears are characterized by a complete absence of the 

epidermal flap.   
• In a global study, the International Skin Tear Advisory Panel (ISTAP) Classification System, which divides skin tears into three 
categories related to the degree of skin loss, was found to have high diagnostic accuracy (Br J Dermatol 2019 Oct 12;EPub Ahead of 
Print). Testing in 1601 healthcare professionals using 24 skin tear photographs revealed a good agreement with the reference 
standard along with good sensitivity and inter-rater reliability. The ISTAP Classification System should be used in clinical practice and 
research for systematic skin tear assessment and reporting. Sensitivity ranged from 0·74 (95% CI 0·73-0·75) to 0·88 (95% CI 0·87-
0·88). The inter-rater reliability was 0·57 (95% CI 0·57-0·57). 
Tx:  Petrolatum ointment, nonadherent dressings, hydrogels, petroleum-based gauze and collagen dressings, transparent films and 
foams, hydrocolloids, and Steri-Strips may be used.  Protect the skin from further injury and possible infection as well as provide an 
optimal moist environment to promote healing.   
Step #1:  First gently cleaning the skin tears with 0.9% normal saline or a nontoxic wound cleanser and then allowing the area to 
dry.   Allow the area to air-dry or pat carefully to dry.  
Step #2:  Approximate the skin tear flap/tissue, if present, as closely as possible.  A moist dressing should be applied and a 
nonadherent (Telfa gauze) dressing should be secured with gauze or tubular nonadhesive wrap. Change q3 days PRN. Avoid any 
product with an adhesive backing to avoid further trauma. The dressing should be removed opposite to the direction of the tear at 

the time of the application.  
• Use LET to stop the bleeding and for pain. Use a q tip to help unroll the edges and put it back to the edges. Then dermabond it.  
Skin tears and road rash: Apply topical lidocaine jelly liberally to the skin tear area and allow to sit on the wound for 10-15 
minutes with loose gauze over the area. The jelly will anesthetize the area so that the patient can tolerate manipulation of the skin. 
It will also allow the flap to rehydrate. The inactive ingredient hydroxypropylmethylcellulose, also known as hypromellose, is a water-
soluble solution that retains water and creates lubrication, and acts as emulsifier. Gently irrigate the wound and reapply another 
small layer of lidocaine jelly. This allows the provider to unroll and slide the flap over the open area for optimal wound coverage. 
Clean off the remaining lidocaine jelly before applying steri-strips or repair the wound per routine. The maximum recommended dose 
of lidocaine is 4.5 mg/kg. This means on average you can safely use up to 15 mL of 2% lidocaine jelly in the average 70 kg adult. 
Options include: a hydrogel, foam, petroleum-based protective ointment, or Steri-Strips. Hydrogels generally need to be changed 
daily, whereas hydrocolloids (Tegaderm) are changed weekly or as needed (caution as allows exudate underneath). Foams are also 
changed weekly. Transparent films have been shown to exacerbate skin tears by causing pooling of fluids in the wound. Further 
removal of the adhesive found in the film can cause additional injuries. A hydrogel sheet can be applied gently to the periwound skin 
and is better at managing fluids from the skin wound. The hydrogel also has the benefit of atraumatic application and removal.  
Octylcyanoacrylate (OCA) was a superior hemostatic agent and caused fewer foreign body reactions when compared to the 
hydrocolloid dressing and both equally effective at promoting reepithelialization (Wound Repair Regen 2003;11:181-187). 
Steri-Strips: A nonocclusive dressing such as Steri-Strip healed more quickly than those dressed with occlusive dressings (Int J 
Nurs Pract 1998;4:25-32)....other benefits include its ease of application and ease of removal. Topical ointments can penetrate the 



wound, and drainage can pass through to the outer absorbent dressing of choice. The base dressing, therefore, can be left in place 

over the wound for 7 to 10 days, whereas the cover dressing can be changed as needed. Taping (Steri-strips) | 

Step #3: Secure nonadherent dressings with a gauze, Coban or tubular nonadhesive wrap.  Change dressings according to the 
manufacturer's recommendations. For example, hydrogels are generally changed every day; hydrocolloids, weekly or as needed; and 
foams, weekly or as needed.  
Step #4: The type of skin tear should be documented. Educate the pt and family (and staff, if necessary) on how to avoid skin tears 

in the future and make sure prevention strategies are initiated.  
PV:  minimize conditions that predispose the epidermis to injury. Minor trauma is protected against by padding bed rails, wheelchair 
arms, and leg supports; having patients wear long sleeves and pants; and placing patients in a well-lit environment. Skin sleeves 
and padded side rails for high-risk patients, gentle skin cleansers, and application of skin lotion.  Proper positioning, turning, lifting 
when transferring patients, gentle handling of skin, avoidance of harsh movements, and use of pillows to support extremities. Use of 
ceiling-mounted lifts that help transfer patients (eg, the Guldmann ceiling-mounted hoist system).  Using paper tape or nonadherent 
dressings. Educate on the importance of carefully handling elderly pt’s with frail skin. Any harsh movement or pulling can create a 
skin tear.  Encourage proper positioning, turning, lifting, and transferring techniques to prevent friction or shear. A lift sheet should 
be used to move and turn pt’s. If the pt is being cared for at home, make sure the home health care assistants and the pt’s family 
caregivers understand these techniques.   Provide padding to bed rails, wheelchair arm and leg supports, and any other equipment 
that may be utilized to protect the pt from accidentally bumping into a hard surface.   Use pillows and blankets to support arms and 
legs.   Recommend that pt’s wear long sleeves and pants for added protection.   Use paper tape or a nonadherent dressing on frail 
skin and gently remove it. Or use stockinette, gauze wrap, or any other similar type of wrap instead of tape to secure dressings and 
drains.   Apply a moisturizing agent to dry skin to keep it adequately hydrated. Creams are better than lotions.  Provide a well-lit 
environment to minimize the risk of pt’s bumping into equipment or furniture. 
**REF (The current management of skin tears. Am J Emerg Med 2009;27:6) 

 

Gastroenterology 
Contents: Intro | Abd Pain, Exam & Gut D/o’s | Hernias | Spleen | Biliary | Liver | Diarrhea / Enteritis | Malabsorption | 
Stomach / Esophagus | GI Bleed | Colon / Rectum / Anus | Colorectal Ca & Polyps | Inflammatory Bowel (IBD) / Colitis | 
Constipation | Irritable Bowel (IBS) | MEDS | PEDIATRIC | Gallbladder | Pancreas | Bowels (Small & Large) | CANCER | Ascites 
| Hiccups | Nausea & Vomiting | Enteral Supplements | Infections | Surgical | Belching, Bloating & Gas | *INDEX* |  

Primary editor Brent J. Kovacs MD, Gastroenterologist. 

Evaluation of the Abdomen 
Step #1 Hx: Need a painstakingly detailed hx.  Start with a detailed review of the chronological order of events.  Location, quality, 
intensity, duration, aggravating / alleviating factors, radiation, previous episodes, pain scale 1-10.  Dysuria, BRBPR (bright-red-
blood-per-rectum), N/V/D/C, F/C, PMHx (cardio-pulmonary), meds, ETOH use, GYN Hx (sexually active, LMP, vag d/c), drug 

allergies.   
Key Historical clues: previous surgery – adhesions suggest causes of obstruction. Known IBD. Peptic ulcer disease and perforation: 
use of NSAIDs, steroids. Previous appendectomy excludes appendicitis. Warfarin – psoas/retroperitoneal hematoma. Known AAA. 
Immunosuppression. 
Onset & duration to max pain:   

Minutes--> renal colic (flank or groin depending on level of obstruction, paroxysms last 20-60 min), ruptured viscous, dissection.   
Minutes to hours--> pancreatitis, cholecystitis.   
Hours--> appy, diverticulitis.    
Pain improved by eating (PUD), sitting up (pancreatic), lying still (peritonitis).   
Pain worse by eating can be GB, mesenteric ischemia, pancreatic or GERD.  
Pain that is aggravated by movement, and that makes the patient lie still is characteristic of an inflammatory process. With 
cholecystitis or pancreatitis the patient lies absolutely still. 
Colic, pain that waxes and wanes, indicates pressure changes in a hollow viscus such as the biliary system or ureter; it is brought on 
by obstruction, usually from a stone. The response to colicky pain is characterized by an inability to get comfortable and by writhing 
around or pacing the floor. 
Volume status: look for raised HR, low BP on sitting or standing suggests significant hypovolemia, e.g. acute hemorrhage and blood 
loss (GI bleed, leaking AAA) or volume loss into obstructed bowel. Dehydration suggests peritonitis, small bowel obstruction, DKA, 
high Ca. 
Rigid abdomen: contraction of abdominal muscles. Abdomen feels hard like a wooden board. Suggests perforation and peritonism. 
Guarding: an involuntary contraction of the abdominal muscles due to underlying peritoneal inflammation. The best way to elicit the 
sign is to examine the abdomen gently with the patient distracted. The examining hand will feel the reflex contraction of the 



abdominal wall muscles like a patellar reflex. This is an important sign. It is very hard to fake and it will help distinguish between 
genuine pathology and the anxious patient. If you press suddenly or hard enough on any abdomen, the patient will contract the 
abdominal muscles...This is not guarding. 
Rebound tenderness: means that there is more pain when pressure on the tender area is released. It occurs when the tissue that 
lines the abdominal cavity (the peritoneum) is irritated, inflamed, or infected aka peritonitis. It should not be tested for as there are 
many false positives (low specificity) and it is a cruel thing to do to a patient with genuine peritoneal inflammation. It gives very little 
additional value, particularly in the presence of local tenderness and/or rigidity in patients with acute abdominal pain. 
Fever: >38°C suggests infective or inflammatory process. 
Jaundice: common bile duct obstruction, liver failure, gallstones, hemolysis. 

Radiation of Pain:  Referred pain is usually aching, close to the surface and has associated incr muscle tone and hyperalgesia.  

Ex: gallbladder enters at T5-10, pain is perceived in the scapula, do not get localized RUQ pain until inflammation affects the parietal 
peritoneum.  
Diffuse pain--> visceral pain or un contained peritonitis.   
Biliary colic, spleen-->  ipsilateral scapula.   
Renal colic--> ipsilateral testicle/ groin.   
Pancreatitis-->  back, improves if lean forward, worse to lay back.   

Parietal Pain: due to parietal peritoneal irritation, perceived through segmental somatic fibers.  Causes reflex involuntary muscle 

wall rigidity, hypesthesia of the skin--> dull steady ache.   

Visceral Pain: early pain, dull crampy, poorly localized secondary to distention/ compression or ischemia of autonomic "stretch" 

receptors on serosal surfaces.  On mucosal surface from substance P released in response to ischemia or inflammation.   

Somatic Pain: sharp, well-localized pain secondary to activation of parietal peritoneum receptors. 

Carnett test: a physical finding that helps to distinguish abdominal wall pain from intraperitoneal pain. Patients should fold their 
arms across their chest and raise their head off the pillow while the physician palpates the abdomen. If focal tenderness improves or 
disappears, the etiology is likely visceral in origin. However, if the tenderness is worse with this motion, the origin is the abdominal 
wall. Abdominal wall tenderness can be due to a muscle injury, trapped nerve, or hernia. Resolution of the pain after a trigger point 
injection with 1% Xylocaine with or without 20 to 40 mg triamcinolone confirms that the origin was in the abdominal wall. 

Referred Pain: pain felt distant to diseased organ because of common embryologic origin.  Ex: Diaphragmatic irritation --> pain 

in lateral neck or shoulder.  Pneumonia --> pain in RUQ or LUQ.  AMI --> epigastric pain.  

 
Terminology 

Right Upper Quadrant (RUQ), Right Lower Quadrant (RLQ), Left Upper Quadrant (LUQ), Left Lower Quadrant (LLQ).   
Midline: Epigastric, Periumbilical, Suprapubic.  

Vomiting: the more proximal the obstruction, the earlier onset and incr frequency.   May not occur with distal colonic obstruction 

and competent ileocecal valve.   
Bilious--> nonspecific.   
Food-->  upper obstruction.    
Retching--> torsion of viscus.    
Feculent--> pathognomonic for intestinal obstruction (due to overgrowth of bacteria in stagnant small bowel, not regurgitation of 
feces).    
Anorexia--> before pain is characteristic of appy. 
Diarrhea--> VGE (viral gastroenteritis), appy in child, early/ partial SB obstruction, acute diverticulitis.     
Constipation/ obstipation--> paralytic ileus, acute appy. 
Patterns of acute abdominal pain: 
A) Rapid onset and rapid decline: Many causes of abdominal pain subside spontaneously with time (Ex: gastroenteritis).  
B) Colicky:  the pain progresses and remits over time. Examples include intestinal, renal, and biliary pain (colic). The time course 
may vary widely from minutes in intestinal and renal pain to days, weeks, or even months in biliary pain.  
C) Progressive: Seen in acute appendicitis or diverticulitis.  
D) Catastrophic onset: See in things such as ruptured abdominal aortic aneurysm. 
Causes of Acute Abdominal Pain in Patients Presenting to an Emergency Department (N = 1190): 
Br J Surg 1989;76:1121-5 
CAUSE PATIENTS (%)  
Nonspecific abdominal pain 35.  
Appendicitis 17.  
Bowel obstruction 15.  
Urologic disease 6.  
Biliary disease 5.  
Diverticular disease 4.  
Pancreatitis 2.  
Medical illness 1.  
Other 15. 



Pearls & Warnings: Belching, bloating and nausea are not specific for any condition.  Fatty foods do not worsen GB sx’s.  Spicy 

foods do not worsen PUD.  Giving narcotics or NSAIDs does not alter/ delay the dx in adults or children (JAMA 2006;296:1764-
74)….. even though it may alter the physical exam.  
Change in bowel habit – think of colorectal cancer.  
Dark-red rectal bleeding could be caused by colorectal cancer or colitis.  
Lethargy and shortness of breath may indicate anemia due to GI pathology. 
Weight loss and anorexia – think of abdominal malignancy.  
Black stool indicates upper GI bleeding.  
Sudden onset of severe abdominal pain may be a life-threatening perforation.  
A severe attack of ulcerative colitis with fever and abdominal pain may be life-threatening.  
A patient who is unwell soon after colorectal surgery has an anastomotic leak until proved otherwise.  
Lethargy in a patient with an ileostomy may herald dehydration and renal failure.  
Not all abdominal symptoms are caused by GI disease Abdominal distention in a patient with liver disease is worrying.  
Clinical deterioration in a patient with ascites – think of spontaneous bacterial peritonitis.  
Jaundice in the elderly is commonly malignant.  
A patient with liver disease who has difficulty concentrating may have early encephalopathy.  
Drowsiness in a patient with cirrhosis may have a life-threatening cause.  

Pallor and tachycardia in a cirrhotic patient may signal a variceal bleed, even without hematemesis or melena.  
Bruising in a patient with liver disease could mean deteriorating liver function.  
Generalized itch can be due to biliary obstruction, even in the absence of jaundice.  
Intermittent right upper quadrant pain and fever with jaundice – suspect cholangitis.  
Continuous abdominal pain and fever with retching – examine for guarding in the right upper quadrant.  
Source: (Alarm Bells in Medicine by Nadeem Ali. 2005 by Blackwell Publishing Ltd) 

The Abd Exam 
Topics: Intro | Inspection | Palpation | Pearls | See Urol module for Prostate / Digital rectal examination (DRE) | See 
Eval, Exam & Pearls | Ddx-by location | Abd Pain, Exam & Gut D/o’s | Jaundice |   

 

Hematology-Oncology 
Contents: **Cancer** | Venous Thromboembolism (VTE) | Warfarin | Hypercoagulability | Bruising | Bleeding | Platelets | 
DIC | Blood Products | Electrophoresis & Protein | Peripheral Smears | WBCs | Erythrocytes (RBC’s) | Anemia(s) | Porphyria | 
Lead | Sickle Cell | Bone Marrow Transplant | Edema | Anticoagulants | *INDEX* | TOC |  

Primary editors Greg Newman, MD and Ra’id Marji, MD, Hematologist-Oncologists 
Hematology deals with the normal functions and d/o’s of the formed elements in the blood (erythrocytes, leukocytes, and platelets) 
and the plasma factors governing hemostasis.  Oncology deals with cancers. 
Common Indications for a Hematology Consultation 
Decreased hemoglobin concentration (anemia). Increased hemoglobin concentration (polycythemia). Elevated serum ferritin level. 
Accelerated sedimentation rate. Leukopenia or neutropenia. Immature granulocytes or nucleated red cells in the blood. 
Pancytopenia. Granulocytosis (neutrophilia, eosinophilia, basophilia, or mastocytosis). Monocytosis. Lymphocytosis. 

Lymphadenopathy. Splenomegaly. Hypergammaglobulinemia: monoclonal or polyclonal. Purpura. Thrombocytopenia. 
Thrombocytosis. Exaggerated bleeding (spontaneous or trauma related). Prolonged partial thromboplastin or prothrombin (PT, PTT) 
coagulation times. Venous thromboembolism. Thrombophilia. Obstetrical adverse events (Ex: recurrent fetal loss, stillbirth, and 
HELLP syndrome = Hemolytic anemia, elevated liver enzymes, and low platelet count). 

Cancer 
Links: Definitions & Info | Warning Signs & Physiology | Screening & Types | Causes / Incidence / Prognosis | Risks & 

PREVENTION | Tumor Markers | Ca of Unknown Primary | METS | Fatigue | Wasting & Wt loss | Derm Signs | Radiation 

Therapy | Oncology EMERGENCIES | Paraneoplastic Syndromes | Cancer Tx & CHEMO AGENTS | Supportive Agents | 

Leukemia | Lymphoma | Myelodysplastic & Proliferative | Plasma Cell Dyscrasias (MM, Amyloid...) | Thymic | Nasopharyngeal 

| PEDIATRIC | Neutropenic fever | GI | Bone & Sarcoma | Amyloid | Multiple Myeloma | Lymphadenopathy | Urologic | Gyn 

(Breast, Cervical, Ovarian) | Lung | Skin | Chemo Toxicity | Thyroid | Brain Tumors | Chemo agents in Alphabetical Order | 

Adrenal Mass / Carcinomas | Survivors | 

Anemia 
Links: Definitions, Pancytopenia, S/s | Elderly & ICD-10 | Classification & Other Causes | Hospitalization & Heart Failure | W/u & 
LABS Ddx (Ranges, Retic, H/H, MCV, MCH & MCHC, RDW, Fe, Ferritin, Transferrin, TSAT, TIBC, Haptoglobin) | BM 
Sampling & Hemopoiesis | Normocytic | Hypoproliferative Anemias: ACD (Chronic Disease-Inflammation) & Anemia from CKD | 
Megaloblastic (B12 / Pernicious & Folate) | Thalassemia | Iron (IDA) | Sports | Fanconi | Prematurity & Eval of 
Hemoglobinopathies | Pyridoxine | Peds Hypoplastic | Adult Pancytopenia | Aplastic | Hemolytic (Spherocytosis, G6PD, PNH, 

Autoimmune, Pyruvate Kinase Def, Cold Agglutinin, Microangiopathic etc) | Porphyria | Lead | Sickle Cell | Erythropoietin 
- EPO | Myelodysplastic Syndrome | Infants | **Anemia Ddx by Labs** | Blood / Transfusions | G6PD  Deficiency | Chemo 
Induced Anemia |  See Anemia of CKD | Fatigue | 
• Anemia affects roughly a third of the world's population; half the cases are due to iron deficiency (IDA) (Lancet 2015 Aug 24;EPub 
Ahead of Print).  
Female: Hb <12g/dL, HCT<37%.    
Male: Hb <13.4, HCT<40%.    
Values are 0.5g/dL lower in blacks.  Add 4% to correct for each 1000m of altitude.  It is a sign, not a dz, = reduction in volume of 
RBC (HCT) or concentration (Hb = Hb).  0.8% RBC's lost each day to senescence (120 day RBC lifespan), the majority is recycled. A 
70kg (154lb) man with a blood volume of 5L replaces 50ml of whole blood.   Daily we all will lose 1mg elemental Fe to outside world 
(cell shedding renal/GI/skin), 2mg if menstruating, 5mg/d if pregnant.  61% Fe stored in circulating RBC's, 24% in ferritin & 
hemosiderin (storage pool), 1% bound to transferrin, 14% in myoglobin, cytochrome and heme proteins.    
Ddx: volume overload, sequestration/ destruction (splenomegaly).  



Pancytopenia: Has a decrease in all 3 blood cell types (RBC, WBC and PLT). Indicative of bone-marrow failure.  The most 
typical causes include myelodysplastic syndrome (can be seen years after chemo & radiotherapy for cancer), leukemia, aplastic 
anemia and immune-mediated effects of immune diseases, such as systemic lupus erythematous (SLE) or Evans syndrome (AIHA = 
Autoimmune + TTP). Amyloidosis | B12 defic | Aplastic | Myelodysplastic Syndrome | Leukemia | 
• In myelodysplastic syndromes, BM bx often shows up to 90% cellularity. Trilineage dysplasia, monosomy 7 clone (cytogenetic 
analysis). Myeloblast count count <20% (Vs >/=20% in AML). (NEJM Knowledge+. https://myknowledgeplus.nejm.org/ Accessed 26 
July 2023). If no blasts or dysplasia finding on the peripheral smear this raises the possibility of aplastic anemia, which often has a 
high MCV, but may be normal. Confirmation requires a BM bx. Hemolytic anemia’s (have high retic count) do not cause 
pancytophenia. 
Info: Modern instruments count RBC’s, WBC’s and PLT’s with a Coulter counter which generates an electrical pulse when a cell 
passes through a small aperture surrounded by electrodes, the height of the pulse indicates the cell volume. 
S/s: Loss of oxygen-carrying capacity of the blood results in a myriad of nonspecific but well known symptoms such as fatigue, 
headache and listlessness, and tachycardia. Pale skin and conjunctival pallor are common signs. When the hemoglobin (Hgb) falls 
below 4 g/dL the palmar creases lose their pink color, a hallmark of severe anemia. Shortness of breath is an underappreciated 
manifestation of moderate to severe anemia, reflecting insufficient tissue oxygenation.  In organ systems where the circulation is 
compromised from underlying vascular disease, anemia may precipitate dramatic symptoms, resulting in decompensation of a 
previously marginally compensated state. Thus in patients with underlying coronary artery disease (CAD), angina or myocardial 
infarction (MI) may occur, and marginally compensated heart failure may become full blown. In the presence of asymptomatic 
cerebrovascular disease, a complete hemiparesis may develop which reverts with transfusion and restoration of oxygenation. 
(Rounds 1000 Internal Medicine Pearls. Lewis Landsberg, MD. 2016 by Wolters Kluwer Health) 
The National Cancer Institute Anemia Scale proposed the following grading scale for anemia: 
Grade 0 = Normal limits = hemoglobin 12–16 g/dL for women and 14–18 g/dL for men 
Grade 1 = Mild = 10–12 g/dL for women and 10–14 g/dL for men 

Grade 2 = Moderate = 8–10 g/dL 
Grade 3 = Severe = 6.5–8 g/dL 
Grade 4 = Life threatening = <6.5 g/dL 
Grade 5 = Death (National Comprehensive Cancer Network. Version 2, 2018. Available from: https://www.nccn.org. Accessed March 
11, 2022) 
AnemoCheck Home: FDA cleared in 2023, an at-home hemoglobin test kit for individuals with anemia due to nutritional deficiency 
(iron deficiency anemia, vitamin B12 deficiency anemia, and folate deficiency anemia), sickle cell disease, and thalassemia. A single-
use, disposable diagnostic test that uses a finger stick blood sample to assess hemoglobin levels. After the blood is mixed with the 
test solution, the user then matches the color of the sample to a provided color card; each color correlates to a hemoglobin level.  
The FDA clearance was based on studies demonstrating that the sensitivity and specificity of the color-based test were comparable to 
hematology analyzers used in hospitals, clinics, and commercial laboratories. 

Elderly Pt’s with Anemia: 
There is no age-associated decrease in hemoglobin in healthy men and women. In the United States, 10.6% of adults aged 65 years 
or older have anemia. Nutritional deficiencies and idiopathic anemia of aging are the most common causes of anemia, accounting for 
approximately two thirds of cases. These leading causes are followed by anemia related to chronic inflammation and chronic kidney 
disease. Anemia in elderly persons is typically normocytic and mild with hemoglobin levels varying between 10-12 g/dL in the 
majority (90%) of anemic individuals.  See Heme/ Immune | 
• Anemia in community-dwelling older adults is associated with an increased risk of hospitalization and death (Blood 2006;107:3841-
3846) (reverse J-shaped relationship between hemoglobin and all-cause mortality).  
• A community-based study suggests that anemia has a negative impact on mental health (executive function) in older adults (J Am 

Geriatr Soc. 2006;54:1429-1435).  
• Anemia (Hb <120 g/L for women or 130 g/L for men) in the elderly increases mortality risk to a greater extent than comorbidity 

alone can explain according to a population-based study (CMAJ 2009;online ahead of print July 24)....Mortality risk rose at least 41% 
with presence of anemia at age 85 and more than doubled with new-onset anemia thereafter despite adjustment for comorbid 
diseases, gender, education level, income, long-term care facility residence, C-reactive protein level, and creatinine 
clearance.......Chronic disease could be "an important first step in the causal pathway from chronic disease to functional decline, with 
anemia as an intermediate step" rather than simply a confounder, they noted. 
Prevalence: The prevalence of anemia in the elderly is estimated to range from 2.9% to 61% in men and 3.3% and 41% in women 
(Am J Med 2004;116:S7A:50S-57S).   
• In the US, at least 20% those >age 85 are anemic (Blood 2004;104:2214-2215,2263-2268), nutrient deficiency (folate, B12, or 
iron), anemia of chronic inflammation and/or chronic renal disease, and unexplained anemia were implicated in one third of cases 
each.  In most cases, the anemia was mild, just 2.8% of women and 1.6% of men had Hb <11 g/dL.  
Etiology: (Clin Geri 2009;17:25-28) 
Iron Deficient Erythropoiesis: (Anemia of chronic disease [ACD] and iron deficiency). 30-45%. 
Vit B12 or Folate Defic: 5-15%. 
Renal Disease: 5-15%. 
Myelodysplasia (MDS): 5%. Likely higher as many do not undergo BM bx in eval due to the discomfort of the procedure and 
perceived lack of effective tx. 
Other (no explanation): 15-35%. Older men and women with low testosterone levels are at higher risk of anemia (Arch Intern 
Med 2006;166:1380-8). 
See: W/u & LABS Ddx | 
Tx: Directed at underlying cause. Avoid indiscriminate iron supplements if normal iron stores as iron overload can harmful for pt’s 
with ACD or MDS.  
Erythropoietin therapy (20,000 U SQ qwk titrated to achieve a target Hb level between 13 and 13.9 g/dL) safely improved fatigue 
and other aspects of quality of life (QOL) in older people with chronic anemia according to a RCT (J Am Geriatr Soc. 2007;55:1557-
1565) (Mean age was 76.1 ± 7.2 years, mean baseline Hb was 10.5 ± 0.9 g/dL, an increase in Hb levels of more than 2 g/dL 
occurred in 67%). 
• Low-quality evidence suggests that oral iron in anemic adults without chronic kidney disease might decrease the proportion of 
people who require blood transfusion, and no evidence indicates that it decreases mortality (Cochrane Review. Published Online: 31 



DEC 2014). Oral iron might be useful in adults who can tolerate the adverse events, which are usually mild. No evidence can be 
found to show any advantage of one iron preparation or regimen over another. 
 

ICU - Fluids - Electrolytes - Nutrition  
Contents: Admitting Dx's & General Intro | Electrolytes | Fluids | Dehydration | Shock | Nutrition | Nutritional Support | 
Common Conversions | Therapeutic Levels | Hypoxemia | Hypoxia | Pulse Oximetry | Hypercapnia | Intubation | Mechanical 
Ventilation | Sedation | Vascular Access | PA Cath Patterns | Acid-Base Physiology | Admission and Notes | Healthy Living | 
Common Nutrients / Vitamins / Minerals | Orders & Notes | Withholding / Withdrawing Care | Delirium in Hospitalized pt’s | 
*INDEX* | Pulmonary | 

Primary editor Andy S. Binder, MD, Pulmonologist, Critical Care. 
Most Common Reasons for ICU-CCU Admissions 

1. Respiratory failure: ARDS. Pneumonia. Acute Respiratory Failure. Exacerbation of chronic lung disease (Asthma, COPD, 
Bronchiectasis). Pulmonary Embolism. 
2. Shock: Hypovolemic (GI  Bleed and Diarrhea (C.diff, Enteritis etc.). Cardiogenic (Acute MI / Infarct). Distributive (Sepsis and 
Anaphylaxis). Obstructive (massive Pulmonary Embolism. Tamponade. Adrenal Insufficiency / Crisis |  
3. Cardiac disease: Acute MI / Unstable Angina. Heart Failure (CHF). Valvular Heart Disease. Hypertension Emergency.  
Arrhythmia’s with hemodynamic instability (see cardiology module). 
4. TRAUMA: massive, involving multiple organs. Rhabdomyolysis |  See TRAUMA | 
5. Burns. 
6. CNS injury: Stroke. Head injury. Hemorrhage (Subdural / Epidural). Status Epilepticus. Coma. Delirium. 
7. Infections: Septic shock. Toxic Shock Syndrome. Meningitis. Neutropenic fever. Endocarditis. Diarrhea (C.diff, Enteritis etc.) | 
8. Metabolic derangements: Acute Renal Failure / uremia. Diabetic ketoacidosis (DKA) and HHNKS. Severe Hyponatremia or 
Hypernatremia. Severe Hypokalemia or Hyperkalemia. Severe Hypophosphatemia. Intentional or accidental poisoning (See Trauma-
Tox module for Toxidromes).  

9. GI diseases: GI Hemorrhage. Acute Liver Failure / Encephalopathy. GI / Stress Ulcer Prophylaxis | 
10. Hematologic disease:  Anemias.  Thrombocytopenia. TTP-HUS.  DIC. VTE Prophylaxis | 
11. Psychiatric diseases: Suicide attempt. Neuroleptic Malignant Syndrome.  
12. Postoperative Crises: Post-Op Confusion | Hypotension | Fever & Infections | Oliguria & Short-of-Breath | Hyponatremia & 
Other Pearls | 
In the U.S., 10% to 20% of patients admitted to an ICU will die in the ICU. Talking to Patient and Family |  

General Notes 
Topics: Info, Errors, Sleep | Care post-ICU hospitalization | ICU Errors | Pregnancy | GI Ulcer Prophylaxis | Dyspnea | 
Cardiac | Critical care E/M Procedure codes | Isolated ICU patients  | Admissions Orders and Daily Eval / Notes |See Futile Care 
|  See Talking to Family | Hospital-Acquired Infection (HAI) | Intraabdominal hypertension (IAH) and Abdominal Compartment 
Syndrome | Delirium in Hospitalized pt’s | Glucose Control & GIK | 
 

Vascular Access & Testing 

Links: Info | Venipuncture: Adult | Child | Femoral | Peripheral IV | Capillary Sample | U/s Guided & PICC & Midline catheter | 
Umbilical Lines | Venous Cutdown | Arterial Lines | Central Lines | Vascular Anatomy | EJ | IJ | SC | Femoral | PA Cath | 
Pulmonary & Cardiac Parameters | PA Cath Patterns | CVP | Catheter Sizes & Flushing | Complications: Infection & Clots | 
Catheter Infection / Sepsis | Hypodermoclysis/ Other | Implantable Devices (Ports) | Interosseous (IO) Line | Sedation | 
Placement | Peripherally Inserted Central Catheter (PICC lines) | See Superficial Thrombophlebitis | IV / IO Access | 
Arterial Blood Gas (ABG) | Typical Injections | Dialysis Access | 
 
Intravascular lines are indicated when access to the venous or arterial circulations is necessary.  
Flow rates through typical peripheral venous cannulae: 
Size  Color  Flow rate (ml/min)  Uses 
14 G  Orange.  250 mL/min.  Major hemorrhage, rapid large-volume fluid replacement. 

16 G  Grey.  180 mL/min.  Trauma, major surgery, GI bleeds, high-fluid volumes. 
18 G  Green.  90 mL/min.  Blood products, irritant medications, contrast study. 
20 G  Pink.  60 mL/min.  General use, maintenance fluids, IV antibiotics. 
21 G Deep Green. 21 mL/min. 
22 G  Blue-Black.  36 mL/min.  Small or fragile veins/back of hand. 
23 G 16 mL/min.  
• Bedside procedures (PICCs, LP's, central lines) were less painful when lidocaine (2 mL of 1%) was dripped on the skin before 
subcutaneous lidocaine injections (Chest 2018 Oct;154:773). Previous research has shown that nerve fibers transmit pain sensation 
more slowly when they are “occupied” with other stimuli, such as vibration or cold. With the hypothesis that a cool, wet stimulus on 
the skin would attenuate pain. 

Venipuncture 

Venepuncture is the introduction of a needle into a vein to obtain a blood sample for hematological, biochemical, or microbiological 
analysis. Usually, the antecubital veins are the veins of choice because of ease of access. Blood values remain constant no matter 
which venipuncture site is selected, so long as it is venous and not arterial blood.  
Equipment:  Vacutainers are the most commonly used devices. A needle and syringe can also be used.  Butterfly needles are 
particularly useful for veins that are smaller in size. Antiseptic cleaning solution. Bandages. Collection tubes (evacuated tubes). 
Gauze pads. Gloves. Needles (20 to 23g [21 is most common])(1- to 1.5-in. long). Sharps disposal container. Syringes with transfer 
device. Tourniquet. See Blood Tubes |  
Step #1: Position and tighten a tourniquet on the upper arm to produce venous congestion…. to identify a suitable vein and palpate 
it .  A blood pressure cuff can be inflated to a point between systolic and diastolic pressure values can be used. The vein should feel 
‘springy’ to touch and be easily compressible (and not have a palpable pulse). Never leave a tourniquet on for more than 90 seconds. 



Step #2: Ask the pt to close the fist in the 
designated arm. Select an accessible vein.  Look for the faint bluish color of a vein under the skin, or better yet, feel for a vein with 
the tip of the index finger.  Carefully palpate the arm 2 or 3 times if necessary. A vein suitable for venipuncture may be obscured 
(eg, by hair) and may therefore be missed on initial examination. Occasionally, slapping repeatedly over the vein with the pads of 
the first and second fingers will help to distend a faint vein, or the pt can dangle the arm over the side of the bed to achieve the 
same result.  
2a  Remove tourniquet and clean the area with alcohol prep pads/ChloraPrep. Cleanse the puncture site and dry it properly with 
sterile gauze. Povidone-iodine must dry thoroughly.  Ensure all equipment is to hand, particularly the sharps bin. Don non-sterile 
gloves and reapply tourniquet. 

Step #3: Puncture the vein according to accepted technique. Usually, for an adult, anything 
smaller than a number 21-gauge needle might make blood withdrawal somewhat more difficult. A vacutainer system syringe or 
butterfly system may be used. Grasp the syringe or Vacutainer in the dominant hand while palpating the vein with the index finger of 
the other hand. Exert traction on the vein by pulling distally (toward the operator) on the skin next to the puncture site. Align the 
needle with the course of the vein, and make sure that the bevel is facing up. With a quick but smooth motion, push the needle 
through the skin at an angle of about 10-20 degrees. Then carefully advance the needle into the lumen of the vein with a smooth 
motion. If venous blood is not obtained on the first attempt, reassess the course of the vein. Try palpating the vein proximal to the 
needle site. Withdraw the needle to just below the skin, and attempt a second venipuncture. Do not thrust blindly at a bluish mark 
on the pt's arm without first palpating the area to confirm that a patent vein is underneath.  
• Use your non-dominant hand, hold some gauze in your palm, and apply manual traction to the skin below the vein to immobilize it. 
Insert the needle into the vein, in the direction of the vein at an angle of around 30° to the skin’s surface, and check for flashback. 
• If there is no flashback, try moving the needle slightly further in or pulling it back a bit, ensuring you are following the course of 
the vein. 
Step #4: Once the vein has been entered by the collecting needle, blood will flow back into the needle when the plunger is pulled 
away from the needle or when the Vacutainer tube is pushed onto the needle. Blood will fill the attached vacuum tubes automatically 
because of negative pressure within the collection tube.  Remove the tourniquet before removing the needle from the puncture site 

or bruising will occur.   
Step #5: Remove needle. Apply pressure for 2 minutes, check there is no further bleeding, and apply a sterile dressing strip to site.  
• Make sure blood is in the appropriate bottles, then place in a bag for them to be sent to the lab. Clean equipment tray and dispose 
of rubbish. Remove gloves and apron and wash hands. 
Post-procedure: Dispose of needles straight into the sharps bin. 
• Label up your blood samples, double checking for accuracy. 
• Clean up after yourself, wash your hands, and thank the patient. 
Complications: Bleeding from venepuncture site. Infection at site. Bruising and tenderness at site. 



Blood Cultures: Do not use existing peripheral lines/cannulas or sites immediately above peripheral lines. Always fill the anaerobic 

culture bottle first. Invert the culture bottles several times to mix.  
Note: The preservative or anticoagulant added to the collection tube depends on the test ordered. In general, most hematology 
tests use ethylene diamine tetraacetic acid (EDTA) anticoagulant. Even slightly clotted blood invalidates the test and the sample 
must be redrawn.  
Common Errors: Failure to check pt compliance with dietary restrictions.  Failure to calm pt before blood collection.  Using wrong 
equipment and supplies.  Inappropriate method of blood collection.  Failure to dry site completely after cleansing with alcohol.  
Inserting needle with bevel side down.  Using too small a needle, causing hemolysis of specimen.  Venipuncture in unacceptable area 
(above an IV line). Prolonged tourniquet application. Wrong order of tube draw.  Failure to immediately mix blood collected in 
additive-containing tubes. Pulling back on syringe plunger too forcefully. Failure to release tourniquet before needle withdrawal.  
Failure to apply pressure immediately to venipuncture site.  Vigorous shaking of anticoagulated blood specimens.  Forcing blood 
through a syringe needle into tube.  Mislabeling of tubes. Failure to label specimens with infectious disease precautions as required.  
Failure to put date, time, and initials on requisition. Hematomas can be prevented by use of proper technique (not sticking the 
needle through the vein), release of the tourniquet before the needle is withdrawn, application of sufficient pressure over the 
puncture site, and maintenance of an extended extremity until bleeding stops.  (Medical Student Survival Skills  Procedural Skills. 
2020. John Wiley & Sons Ltd) 
• Children who were distracted by television rather than by their mothers during venipuncture reported less pain (Arch Dis 
Childhood. 2006;91:1015-1017).  
• Lab test results using blood drawn from saline lock devices appear to be accurate (Acad Emerg Med 2007;14:23-7). 
• The jet-injected lidocaine device (J-Tip), either loaded with lidocaine (0.2 mL of 1% buffered lido) or empty (sham), decreased pain 
compared to vapocoolant spray in children aged 1–6 years undergoing outpatient venipuncture (Ann Emerg Med 2015 Apr 29;e-
pub). At venipuncture, the median pain score in the intervention group (5.3 points) was lower than that in controls (8.0), but similar 
to that in the sham group (5.8). First-attempt venipuncture success rates (91%) and adverse events (primarily redness or bruising) 
were similar among groups. The authors surmise that sham may mimic a distraction technique wherein the load noise from the 
device distracts the child from pain. The J-Tip (loaded or not) resulted in lower pain scores than vapocoolant spray alone and is an 
excellent and safe tool for mitigating pain from venipuncture.   
• First-attempt success was almost four times higher when a guidewire was used for venous access (85% versus 22% in the 
standard group) (Am J Emerg Med 2015 Aug 6;e-pub). Ultrasound guidance was not used. 
The ‘Difficult’ Venous Cannulation 

 

 

Infectious Diseases 
Contents: Intro | Emerging & Occupational | Fever | Sepsis | Acute Phase Reactants | Bacteria | Antibiotics | Osteomyelitis | 
CNS | Mycobacterial | Parasites & Insects | Zoonotic | TRAVEL & Wilderness | *Viral* | HIV-AIDS | Hemorrhagic Fevers | Skin 
| Botulism | Wounds | STD’s | Lymphadenopathy | Fungal | Bio-Chem-Nuke Weapons | PEP / Needlestick | Pediatric | ENT | 
Pneumonia | Urologic | Vaccines / Immunizations | Immune Deficiency | Vaginal | Hepatitis | Peritonitis-Abd Abscess | Peri-
partum | Septic Joint | Endocarditis | H. pylori | Diarrhea | GI Tract | Infection Control | Ocular | Cancers | Surgical | 
Catheter Infection | Urological | Ophtho | Women’s | *INDEX* |  
Primary editor Stephen Hosea, MD, ID Specialist. 

Parasitic Infections 

Links: Info | Classification | Definitions | Helminths | Evaluation of Infection | Dracunculiasis | Nematodes | Trichinosis | 
Filarial | Trematodes | Cestode | Cysticercosis | Zoonotic Infections | Giardiasis | Ectoparasites | Insect Bites & Stings | Ticks 
| Rickettsial Diseases | Lyme Disease | Travel Medicine | Delusions of Parasitosis | Pinworms | Whipworms (Trichuris) | 
Roundworms (Ascaris, Baylisascariasis & Capillariasis) | Hookworm (Ancylostoma & Necator) | Strongyloides 
(Threadworm) | Anisakiasis | Mixed | Trichinosis | Filarial | Schistosomiasis | Fasciolopsis | Paragonimus | Beef (Taenia 
saginata) | Pork / Cysticercosis (Taenia solium) | Dwarf (Hymenolepiasis) | Fish (Dibothriocephalus latum) | Echinococcus | 
Protozoan (Toxo, Giardia, Amebic..) | Malaria | PV of Bites & Repellents | Trichomonas | See Leeches | 

 Parasites are eukaryote organisms that are dependent upon a particular species of host for its nutrients, and the true parasites 
obtain their nutrients at the expense of the host. Parasites can be single-celled (e.g. protozoa), which will necessitate diagnosis 
based on the microscopic structures of their cells, eggs, or ova. Parasites can also be multicellular organisms such as worms, and can 
be visible by the naked eye. Some are motile, others are nonmotile. They all have complex life cycles and are usually identified in the 
laboratory by their morphology. Parasites are divided into a number of different subdivisions based on their morphology and disease 
manifestation.  
• A commensal relationship is where the host and the parasite live in harmony with each other and neither is harmed by the living 
arrangements and do not cause human parasitosis.  



• Mutualism is where the host and the parasite both benefit from a relationship with each other. Some parasites of humans cause 
little or no physical harm, whereas others cause severe disease and death. 
• A parasites that cause obvious harm is a pathogen (pathogenic) and is also ascribed to other microorganisms such as viruses and 
bacteria.  
• "Opportunistic" indicates that the parasite infects those with underlying diseases that predispose them to contract these parasitic 
infections. 
• Parasites can be classified by the anatomical sites in which they are found.....ectoparasites (such as lice) live on the body, whereas 
other parasites including blood and intestinal parasites live in the body.   
• Parasites can also be described by morphological types: protozoa (one-celled organisms) or arthropods (jointed legs). 
Blood and tissue parasites comprise a large number of protozoa and helminths found in tropical and temperate climates worldwide. 
Certain parasites cause infections with associated high morbidity and mortality (eg malaria, amebic encephalitis) while others may 
cause mild or asymptomatic disease (eg filariasis due to Mansonella spp, toxoplasmosis in immunocompetent adults). 

Classification (in order appearance in this text) 
1. Nematodes: Pinworms | Whipworms | Roundworms (Ascariasis, Baylisascaris procyonis, Capillariasis & Gnathostoma) | 
Hookworms (Necator americanus & Ancylostoma duodenale) | Strongyloides (Threadworm) | Anisakiasis | Mixed | 
Trichinosis | Filarial |  Anisakiasis & Angiostrongyliasis | Helminths |      
A. Roundworms (Ascariasis, Baylisascaris procyonis, Capillariasis & Gnathostoma) | Toxocariasis | 

B. Hookworms (Necator americanus & Ancylostoma duodenale) | Strongyloides (Threadworm) | Anisakiasis | Mixed | Trichinosis |  
2. Filarial Infections: Lymphatic | Brugia malayi (Far East) | Wuchereria bancrofti (worldwide tropical), Brugia timori 
(SE Asia) | Loa Loa / Loiasis (eyeworm), Onchocerciasis (River Blindness) & Dirofilaria immitus (Dog). 
3. Trematodes (Flukes / Flat worms): Schistosomiasis | Fasciolopsis | Paragonimus | Heterophyes, Metagonimus 
yokogawai, Echinostoma ilocanum, Clonorchis (liver), Opisthorchis viverrini/ felineus | 
4. Cestode (Tapeworms):. Beef (Taenia saginata) | Pork (Taenia solium) | Cysticercosis (Taenia solium) | Dwarf 
(Hymenolepiasis - Hymenolepis nana) | Fish (Diphyllobothrium latum) | Echinococcus (E granulosus / multilocularis = 
Hydatid dz) |   
ICD10: B82.9 Intestinal parasitism NOS.  

Groups of Parasites 

The selected parasites here belong mainly to a few groups inside the animal kingdom:  
(a) Protists/protozoa. Unicellular organism and reduced specimens of different origins.  
(b) Helminths. Worms, which belong to the animal phyla: Platyhelminthes (flatworms), Nemathelminthes, Aschelminthes 
(roundworms), Acanthocephala (thorny headed worms), Annelida (e.g. leeches) or Pentastomida (tongue worms). The members of 
these different worms range in sizes covering a few millimetres up to 30 m.  
(c) Arthropoda. The name is based on a Greek term and means “feet with segments”. This worldwide distributed group includes 
subgroups such as Chelicerata (=Greek: horny claws, e.g. spiders), insects (=Latin: animals with a clearly segmented body, e.g. 
beetles, mosquitoes, bugs, etc.) and Crustacea (=Latin: animals with a hard body cover, e.g. shrimps, etc.). (Human Parasites 
Diagnosis, Treatment, Prevention, 2nd ed 2023. Springer) 

 
Definitions in Parasitology 

 

 

Nephrology (Renal) 
Contents: Intro & Anatomy | Hematuria | Proteinuria | Acute Kidney Injury (AKI) / ARF | *Intrinsic Renal Dz’s | Chronic Renal 
Kidney Dz / Failure | Dialysis | Rhabdo | RTA | Various Renal Disease & Masses | Urinalysis | Kidney Biopsy | Acid-Base 
Physiology | *Hypertension* | HTN Meds | Edema | Drug Dosing in RF | Cystic Disease | Renal Drug Toxicity & ICD | ICU-FEN 
| Electrolytes | Labs in Renal Dz’s | Kidney Transplant | Tx of Complications of CRI | Radiocontrast Nephropathy | Urology | 
Labs in Renal failure |  *INDEX* |  

Primary editor Darol D. Joseff, MD, Nephrology & Hypertension. 
• Kidney disease is currently the 12th leading cause of death globally and affects 10.4% of the world’s population (BMJ Glob Health. 
2017;2(2):e000380-e). In the US, at least 15% of the population lives with CKD (Am J Kidney Dis. 2019;73(3 Suppl 1):A7–8). 

Anatomy and Function   
Link 10 Things Every Nephrologist Wishes a Primary Care Physician Knew | 



 

The kidneys play a central role in homeostasis. They use exquisite sensory mechanisms to regulate blood pressure, water, sodium, 
potassium, acidity, bone minerals, and hemoglobin. But their core function is the excretion of the waste products of metabolism in 
urine. About 22% of the cardiac output of blood goes to the kidneys and about 20% of the plasma passing through the kidneys is 
filtered. Of the 170 L of glomerular filtrate produced per day, 99% is reabsorbed as it flows along the nephrons, leaving  only about 
1.5 L to emerge as urine (Understanding Kidney Disease. H. Thomas. Springer. 2020). 
The kidneys four main functions are:   

 

 

Chronic Renal Failure 

Links: Intro & Guidelines | Etiology | S/s | Lab | Tx & Common COMPLICATIONS (Anemia - HTN - K - Ca - P - Acidosis, etc.) | 
Dialysis | GFR & STAGE | Diabetic Nephropathy | Proteinuria | Intrinsic Renal Dz’s (ATN, AIN, Tubular, Vascular, 
Glomerular, Nephrotic, Nephritic, Drug Toxicity and Alport’s) | Acute Renal Failure | ICD10 | Rates of Progression & Age | 
Renal Artery Stenosis / Secondary HTN | Transplant | 10 Things Every Nephrologist Wishes a PCP Knew & Guidelines | 
*Hypertension* | Renal Drug Toxicity | 
CKD is defined as abnormalities of kidney structure or function that are present for >3 mo and have health implications. CKD is a 
common condition, affecting around 15% of people in the U.K. and U.S. 
• An online tool that uses two kidney failure risk equations appears to accurately predict the probability of kidney failure at 2 and 5 
years in individuals with chronic kidney disease (CKD) across a wide range of geographic regions and patient populations (JAMA. 
2016;315:164-174).  http://www.kidneyfailurerisk.com. 
Terms commonly used synonymously:  Chronic Renal Failure (CRF) = Chronic Renal Insufficiency (CRI) = Chronic Kidney 
Disease (CKD = GFR <60 ml/min for >3 mo’s or less or as the presence of abnormal levels of protein in the urine irrespective of 
eGFR (http://www.kidney.org/professionals/KDOQI/guidelines_ckd/toc.htm Accessed November 12, 2013). ….prior to 2002, criteria 
was Cr >1.5 in men and >1.3 mg/dL in women.  End stage renal disease (ESRD) is an administrative term used in the USA to 
indicate that a pt is treated with dialysis or transplantation or those with a GFR <15 mL/min per 1.73 m2. CKD (CRI, CRF) is 100 
times more prevalent than ESRD.    

 

Neurology 
Contents: Neuro Exam | Weakness Disorders | Peripheral Neuropathy | Brachial Plexus / UE / LE | Movement Disorders | 
Parkinson’s Dz | Spells | Seizures | Stroke | Cephalgia (H-A) | Coma, Vegetative & Encephalopathy | Cervical-Thoracic-
Lumbar Spine | Pseudo-Neurologic Syndromes | Various Conditions, Tumors & Anatomy | Diagrams & MEDS | Pain | Delirium, 
Dementia & Memory | CNS Infections | Facial Nerve (CN 7) Palsy | Diplopia / Ocular Nerve Lesions | ENT | Sleep D/o’s | 
Dizziness | PEDIATRICS | Head Injury | Psych |  

Primary editor Robert D. Harbaugh, MD, Neurologist. 
• One in two women and one in three men will develop dementia, stroke, or parkinsonism during their lifetime, according to a study 
(J Neur, Neurosurg & Psych. 2018;published online Oct. 1). 

The Neuro Exam 
Links: Neuro pearls / Approach | 2 & 6 Minute Exam & Tools | Cranial Nerves | Sensory | Motor | Reflexes | Pyramidal / Spinal 
Tract Dz/ Babinski / Soft Signs | Cerebellar & Balance Testing | GCS | EEG & Evoked Potentials | EMG/NCS | Imaging 
Studies, Biopsies & Other Tests | Gait Disturbance | Neurologic Patterns / Alterations | Neuro Levels | Pseudo-Neurologic 
Syndromes | ANATOMY | Nerves | Tips on Localizing Neurological Disorders | See Rheum for Forearm (exercise) Ischemic 
Test | See Psych for Mental Status Exam | Common Neuro-Psych Terminology | See ID module for Lumbar Puncture - LP | See 
Geriatrics for Aging Changes to the nervous System | Screening for Cognitive Impairment | Delirium, Dementia & Memory | 
General Physical Exam | Facies and Soft Neuro Signs | Eyes | 

The neurologic examination is divided into 7 components 

1. Mental Status Exam |   

A) Arousal --> Reticular activating system, bilateral thalami, and cerebral hemispheres. 
B) Attention --> Frontal and parietal lobes. 
C) Memory --> Temporal lobes. 
D) Language --> Frontal and temporal lobes (usually left). 
E) Praxis --> Frontal and parietal lobes. 



F) Abstract reasoning --> Frontal lobes. 
G) Visuospatial processing --> Occipital and parietal lobes. 
2. Cranial Nerves | 
3. Motor | 
4. Sensory | 
5. Reflexes |   
6. Coordination. Finger-to-nose test to look for ataxia (uncoordinated movements), dysmetria (inaccuracy of movements via over 
or undershooting), and dysdiadochokinesia (uncoordinated rapid alternating movement). See Cerebellar & Balance Testing | Tips 
on Localizing Neurological Disorders | 
7. Gait | (Clinical Neurology and Neuroanatomy. A Localization-Based Approach. 2022, McGraw Hill) 

Basic Neuro Hx:  “OPQRST” 
Onset (and evolution). 

Provocation (exacerbating and relieving factors). 
Quality, Radiation(site), Severity (best, worst, average, current sx's on 1-10 scale). 
Time (is it constant, intermittent, predictable).   
Other: Prior tx’s, current meds, drugs/ETOH use, how pain interferes with life, why seek tx now, pt’s ideas as to cause. 
The Major Categories of Neurologic Disease 
Genetic–congenital 
Traumatic 
Degenerative 
Vascular 
Toxic 
Metabolic (Inherited and Acquired) 
Neoplastic 
Inflammatory–immune 
Psychogenic 
Iatrogenic  (Adams And Victor’s Principles Of Neurology. McGraw-Hill Education. 2019) 

Neurology Pearls    

Topics: Top Pearls | Neuro Ddx | Clinical Method | Speech Patterns |  See 2 & 6 Minute Exams | Neuro Exam | Nerve 
Physiology | Tips on Localizing Neurological Disorders | 
#1  Ask the basic questions:    
A. Is it neurologic?   
• Ask open‐ended questions and try to avoid listing choices. 

• Avoid of asking questions that merely confirm your preconceptions as patients may tend to tell you what they think you expect to 
hear. 
B. Where is it in the nervous system (most likely anatomic site)?     See Tips on Localizing Neurological Disorders | 
From distal to proximal: Muscle. Neuromuscular junction. Peripheral nerve. Root. Spinal cord. Brain stem. Cerebellum. Subcortical 
brain. Cortical brain.   
Begin distally (with the muscle) and to ask the patient questions about each part of the neurologic anatomy, working backward 
(proximally) from the muscle, through the brain.  
C. What is the pathophysiology (etiological cause)?    
D. What diagnostic tests to order to support your opinion or excluding other possibilities? The differential diagnosis. 
E. What can we do about managing the problem?  
#2 “History is everything”:  take another history if uncertain (“the second visit rule”); interview observers before establishing a 
working dx; use the pt’s own words in describing sx’s (dx comes later).  MSE can be incorporated into the Hx by asking questions 
about ADLs’, are they reading, writing, balancing check book. Only after the lesion is localized by history-taking should the physical 
exam begin. If localization of the lesion is still unclear after a careful history, do not begin the physical exam-take a better history. 
#3 Use neurological localization tools in making a dx.  Most serious or threatening neurological d/o’s follow anatomic and 

physiologic principles of localization and function; however, human diversity exists and “outliers” are not uncommonly encountered.   
Embellishment is common, it doesn’t necessarily reflect malingering.  Use objective test (reflexes) to confirm subjective 
abnormalities.   
#4 Always think of the most threatening diagnoses, but do not feel compelled to pursue an exhaustive investigation unless 
clinical grounds support such … consider “following” the challenging pt with a slowing evolving d/o once reasonable diagnostic efforts 
have been exhausted (e.g. indolent neuropathy, dementia, subjective numbness, etc.) 
#5 Customize the neurologic exam – the exam serves to 1) confirm or exclude suspected deficits by history; 2) unearth 
subclinical signs (e.g. Babinski sign); 3) provide a baseline for future comparisons.  Taylor the exam to the complaint.  Use the pt’s 
own body as the control by comparing L-to-R. 
• The examination is tailored to the complaint, history, and initial findings. 
• Always tell the patient what you will be doing and what to expect throughout the examination. 
#6 A few words about therapeutics: 1) there is no fixed dosing for any primary neurological d/o – thus, titration to optimal 
efficacy is always performed – “start low, go slow, but don’t stop”.  
2) human diversity has led to a need for rational therapeutic trials for many neurological d/o’s.   
3) always define your therapeutic goals with the pt – reassess if the goals are not met. 
#7: The Neuro Differential:    
“Vindi Itch MD” -->  
Vascular, Infectious, Neoplastic, Drugs, Immune.     
Idiopathic, Trauma/ Toxic, Congenital, Hereditary.     
Metabolic Degenerative/ Demyelinating. 
Remember:  Neurological diagnosis is sometimes easy and sometimes quite challenging. The history of symptoms and clinical 
examination of the patient are key to achieving an accurate diagnosis. Atypical presentations of common things are still common. In 
agitated and uncooperative patients, neurological examination is sometimes best achieved by careful observation of the pt’s 
behavior.   



• Once the likely site of the lesion is identified, the next step is to generate a list of diseases or conditions that may be responsible 
for the patient’s symptoms and signs—the differential diagnosis. First considers the most likely causes, followed by less common 
causes. 
• Transient, bilateral loss of vision suggests raised intracranial pressure.   
• All oculomotor (third nerve) palsies are urgent, whether the pupil is involved or not.   
• Worsening neurological symptoms in the evening suggests myasthenia gravis.   
• Neurologic diseases often impair mental function. Decide whether the patient is competent to give a history of the illness. If the 
patient’s powers of attention, memory, and coherence of thinking are inadequate, the history must be obtained from a spouse, 
relative, friend, or employer. 
• Episodic loss of consciousness without provoking factors may be due to epilepsy.  Numb chin – think of metastatic carcinoma.   
• Progressive headache with neck stiffness, fever, vomiting, with or without rash, is bacterial meningitis until proved otherwise.  Do 
not forget viral encephalitis in the elderly with pyrexia and altered level of consciousness.   
• Sensory disturbance on neck flexion suggests an inflammatory lesion of the cervical spinal cord.  
• Thunderclap headache or focal neurology during pregnancy or post partum may mean cerebral venous sinus thrombosis. Sudden 
onset of headache – think of subarachnoid hemorrhage.  Reduced level of consciousness after head injury may be due to extradural 
hematoma.   An elderly patient with confusion, hemiparesis or deteriorating consciousness level after a fall – exclude chronic 
subdural hematoma. 
Continuing complaints of headache, worse in the morning, may indicate raised intracranial pressure.  
• New onset of seizures in an adult means a brain tumor until proved otherwise.   
• Low back pain with sphincter disturbance is cauda equina syndrome until proved otherwise. Sudden onset of headache, visual 
deterioration and reduced mental state may be pituitary apoplexy. Acute alcohol withdrawal can cause serious neurological problems. 
Headache with eye movement abnormality requires a scan.  
• Clear fluid leaking from the nose or ear after trauma may be CSF. A patient with difficulty walking – check for a sensory level. 

The Clinical Method: 
Step #1: Elicitation of clinical facts by history (onset, course and demographic data) and by neurologic examination. Appropriate lab 
tests. 
Step #2: Interpretation of symptoms and signs in terms of physiology and anatomy. 
Step #3: Syndromic formulation and localization of the lesion to come up with a pathologic or etiologic diagnosis. 
The major categories of neurologic disease:  Infectious. Genetic / Congenital. Traumatic. Degenerative. Vascular. Toxic. 
Metabolic. Inherited. Acquired. Neoplastic. Inflammatory-immune. Psychogenic. Iatrogenic. See Making the Diagnosis |  
• A neurological examination is rarely of benefit in primary care. Most common neurological symptoms are not associated with 
significant signs. It is far better to concentrate on the history, which will allow you to decide whether referral is required and if so, to 
whom. If you must examine, make it count (e.g. if you suspect a TIA, take the pulse and blood pressure, but do not bother with the 
nervous system) (Instant Wisdom for GPs Pearls from All the Specialties. 2nd Ed. 2023. CRC Press). 
Speech Patterns:  
• Multiple Sclerosis (MS):  scanning speech..(patient talks like a robot).   
• ALS:  nasal speech...due to generalized weakness.  There is usually a spastic quality to the speech. Therefore, the speech is slow, 
full of effort, and has a harsh or "strangled" vocal quality.  ALS being UMN+LMN disease, there is a mixture of some nasal but more 
spastic and strangled speech characterizing UMN quality. 
• Myasthenia Gravis (MG):  fatigue and apraxia with prolonged speech...worse in the P.M. The dysarthria is typically flaccid and 
hypernasal. The nasal speech predominantly occurs due to soft palate weakness. The speech can be slurred in MG, but generally the 
cadence is normal. Patients with MG may have tongue weakness but do not show the slow arduous tongue movements seen in many 
patients with ALS. 

Localizing Neurological Disorders 
Topics: Key Steps / Pearls | Pattern Diagrams | Timing | Anatomy | False-Localizing Signs | Sensory Patterns | Sensory Exam 
| Motor Exam | See Neurologic Patterns / Locations / Hemispheres | Making the Diagnosis | Vertebrae & Spinal Tracts | 
Neuro Levels | Weakness Disorders | Peripheral Neuropathy (Mono, Poly) | Brachial Plexus / UE / LE | Movement Disorders | 
Cervical-Thoracic-Lumbar Spine | Pseudo-Neurologic Syndromes | Various Conditions, Tumors & Anatomy | Diagrams | 
Stroke Syndromes (location) | Anatomic Localization | 
While taking the history and carrying out the neurologic examination, it is essential to consider whether the lesion involves the 
central nervous system, the peripheral nervous system, the muscular system, or more than one of these systems (The Neurologic 
Examination Scientific Basis for Clinical Diagnosis. 2023. Oxford University Press).  Localization is the diagnostic exercise of 
determining from the signs (most often) or symptoms of the patient what site of the nervous system has been affected by a disease 
(Localization in Clinical Neurology, 6E. 2011. Lippincott). 
Distribution of the tissue damage: Is it focal (typically seen in vascular ischemic disease or tumor), multifocal (multiple sclerosis 
and metastatic tumors), diffuse (homogeneously damaged throughout....such as in transverse myelitis), disseminated (lesion is 
scattered...such as in disseminated myelitis) or a system (a group of neurons or a neuronal network that has specific  
function(s) like in Parkinsons). 
Key Steps in the Clinical Diagnosis and Lesion Localization 
1. Recognition of impaired function. Is this real (consider Pseudo-Neurologic Syndromes). It often comes down to "what extent 
any dysfunction pathologic, that is, indicative of injury serious enough to warrant a formal diagnostic workup?" Many aches and pains 
do not reflect serious disease. Sending everyone with a “little pain” to a physician would hopelessly clog up the health care system. 
When a person seeks medical attention for any symptom, the likelihood is that the problem is serious enough to warrant at least a 
thoughtful physical examination. 
2. Identification of what site of the nervous system has been affected (localize the lesion). A false-positive findings from “gunshot 
approach” neuroimaging can only be avoided by careful clinical localization. Neuroanatomy is a key to localization. The neurological 
examination is often much more important than the history. Anatomic Localization |  While taking the history, generate an 
anatomical hypothesis, THIS subsequently can be confirmed or rejected during the bedside examination. This, a working diagnosis 

will help you choose any needed ancillary tests. 
3. Definition of the most likely etiology, often resulting in a differential diagnostic list. See Differential Diagnosis (Ddx) | 
4. Use of ancillary procedures to determine which of the different possible etiologies is present in the given patient. EEG & 
Evoked Potentials | EMG/NCS | Imaging Studies, Biopsies & Other Tests | 



 

Time of Onset 

 

 

Ophthalmology 
Contents: Anatomy, Exam, Physiology & Intro | Exam | Pupils | Fundus & Internal Eye | External | Eyelids | Various S/s & 
Abn’s | Trauma | Dry Eyes | Red Eye | Glaucoma | Impaired Vision | Cataracts | Sudden Vision Loss | Diplopia / Nerve Lesions 
| Nystagmus | MEDS | Ophth Abbr.’s | Terminology | INFECTIONS | Cornea | Pediatric | Pain | *INDEX* |  

Primary editor Steven D. Zelko MD, Ophthalmologist.  
The combination of red eye, ocular pain, and visual loss warrants emergent referral to an ophthalmologist. 

Eye Emergencies to Know About 
Not all eye emergencies will be accompanied by pain, but that doesn't mean they aren't serious. 
Retinal detachment: warning symptoms almost always appear before it advances. Patients might see floaters or specks that seem 
to drift through the field of vision, flashes of light in one or both eyes, or blurry vision. Traumatic retinal detachments typically don't 
cause pain unless the patient has experienced a direct blow to the eye. Patients should go immediately to a retina specialist. 
Central Retinal Artery Occlusion: One can see a cherry-red spot in the middle of the retina. The rest of the retina is milky white 
with narrowed arteries. 
It is a painless cause of profound visual loss. The condition also comes with an increased risk for stroke. 
Ischemic Optic Neuropathy: Pt's have a chalky white swollen optic nerve with blurred disc margins and cotton wool spots, which 
indicate infarction of the retina. Typically, patients will suddenly lose vision in one or both eyes. 
Ruptured Globe: Any full-thickness injury to the cornea, sclera, or both is considered an open globe injury. It is important to take a 
good history to identify the source of the trauma. You would absolutely not touch it and you would send the patient to the 
ophthalmologist for surgical repair as you don't want to introduce any bacteria.  Such ruptures are fairly common; hand-held weed-
cutting machines are a big culprit. People might think sunglasses are enough of a barrier but the speed of the projectiles calls for 
better protective gear. 
Bacterial Ulcer: A patient with a bacterial ulcer will have severe pain and experience some loss of vision, the extent of which will 
depend on the extent of the infection. No topical antibiotics should be given until the organism has been isolated. 
(Five Eye Emergencies That Need Quick Referral to Specialist - Medscape - Mar 20, 2019) 

Eye Anatomy and Physiology  
Links: General Anatomy | Reflexes | Physiology | Emergency, Referral Criteria & Common Principles | See External & 
Lacrimal | Eyelids | Full Exam | Ophthalmoscopy | Extraocular Muscles (EOM) | Tonometry & IOP Measurement | 
Vision is probably the most important of the human’s five senses, providing the greatest amount of external information. It is also 
one of the most complex senses with about 70% of all the sensory receptors in the body located in the eye. Despite its relatively 
small size, the eye is one of the most complex organs of the human body. It is derived from neural crest cells, neuroectoderm, 
surface ectoderm, and mesoderm.   
The sclera: The white tissue of the eye is a rigid connective tissue that encloses intraocular contents except at the anterior and 
posterior poles, where it meets the cornea and optic nerve respectively.  
The conjunctiva: a transparent, thin, mucous membrane that covers the sclera. It extends from the limbus (the perimeter of the 
cornea) and covers both the sclera (known as bulbar conjunctiva) and posterior surface of the eyelids (known as palpebral 
conjunctiva). A diaphanous tissue that lines the inner aspect of the eyelids (tarsal conjunctiva) and reflects in the Fornices to cover 
the sclera (bulbar conjunctiva), consists of an outer epithelial layer and underlying loose connective tissue. As a result of its rich 
vascularization, the conjunctiva can demonstrate dramatic injection and edema (chemosis) in response to irritation, allergies, or 
infection. Goblet cells within the conjunctiva secrete the mucous component of the tear film. 



 
The cornea: the clear outer layer at the front of the eye. The air-tear film interface is responsible for ~ two thirds of the eye's 
refractive power. Although like the sclera, the cornea is composed primarily of connective tissue (with outer epithelial and inner 
endothelial layers), it is transparent. This transparency is attributable to the unique characteristic arrangement of type I collagen 
fibrils in a regular array held in place by a proteoglycan ground substance. When damaged, corneal stroma undergoes further 
deposition of type I collagen; however, this secondary process occurs without fibrillar organization, and opacification (scarring) of 
corneal stroma occurs. When the cornea is not clear, this indicates that a pathologic event has occurred or is occurring. 

  
Extraocular muscles: attach to the globe underneath the conjunctiva and act as pulleys to effect ocular rotations. Each extraocular 
muscle is yoked with a muscle in the other eye, causing complementary binocular function.   
Eyelid: A simplified schematic approach to eyelid anatomy would divide the eyelid into two segments (anterior/external and 
posterior/internal) separated by a thin fibrous structure, the orbital septum. The anatomic segments external to the septum consist 
of skin, loose subcutaneous connective tissue in which eyelash follicles originate, and orbicularis oculi muscle. Internal to the septum 
lie the levator muscle, tarsus, Müller's muscle, and tarsal conjunctiva.  Both segments of the eyelid contain sebaceous glands that 
contribute to the lipid component of the trilayered tear film. Zeis' glands are associated with cilia (eyelashes), and meibomian glands 
located within tarsus excrete secretions through orifices in the inner eyelid margin. The nasolacrimal system consists of inflow and 
outflow components.  
The lacrimal gland: a bilobed exocrine gland located under the temporal upper eyelid, produces aqueous secretions in response to 
reflex and psychogenic stimuli. Basal aqueous secretions are produced by the eccrine glands of Wolfring and Krause located adjacent 
to tarsus in the eyelids.  
The nasolacrimal outflow tract: originates at the inferior and superior puncta of the nasal aspect of the eyelids. They open into 
the superior and inferior canaliculi, which join to form a common canaliculus that opens into the lacrimal sac. The nasolacrimal duct 



exits the sac inferiorly and ends at the inferior meatus under the inferior turbinate within the nose. 

 

 

 

External Eye Conditions 
Links: Anatomy, Sclera, Cosmetics, Lacrimal System | Pinguecula/ Pterygium, Conjunctivochalasis & Growths | See Exam | 
Preseptal Cellulitis | Orbital Cellulitis | Dacryostenosis | Dacryocystitis | Dacryoadenitis | Blepharitis (Eyelid inflammation) | 
Endophthalmitis | Hordeolum/ Stye | Chalazion | Exophthalmos (Proptosis) | Various Lesions / Tumors (Pilosebaceous cysts 
= Milia, Xanthelasma, Warts, Papilloma (Skin Tag), Dermatochalasis, Epidermal Inclusion Cysts, Molluscum, BCC) | 
Eyelid Abnormalities | Trauma | Cornea | Red Eye | Pupils | EYELIDS | Other Findings / Abn’s | Iris Color | Chemical Burns | 
Subconjunctival Hemorrhage | Chemosis | See Xanthelasmata: Skin Manifestation of hypercholesterolemia | Pain in eye | 
 
The angle of the palpebral fissure:  A line drawn through the apex of the medial and lateral canthi of one eye defines the angle of 
the palpebral fissure. Can generally be divided into normal (vertically balanced), a mongoloid slant (slight upward angle as go 
medial to lateral) and antimongoloid slant (slight downward angle / slant as go medial to lateral).

 

 

Orthopedics 
Contents: Essential Ortho Conditions | Fractures | Wrist & Hand | Fingers | Elbow & Arm | Shoulder | Thoracic Outlet | 
Costochondritis | Gait Eval | Hip-Groin-Thigh | Knee | Leg | Ankle | Foot | *Sports Med* | Compartment Syndrome | 
Metabolic and Bone Dz, Tumors and Sarcomas | Rehabilitation | Aspiration & Injections | Pediatric | Osteomyelitis | Cervical-
Thoracic-Lumbar Spine | Exercise | Rheumatology | OA | Septic Joint | Carpal Tunnel | Acute / Chronic Arthritis, Joint Eval 
& Exam | Amputations | Peri-Operative Eval | *INDEX* |  

Edited by Richard K. N. Ryu, MD, Orthopedic Surgeon. 
Essential Orthopedics Conditions & Definitions 

Topics: Pearls | Bones | Hand-Footedness | Ortho Eval & Emergencies | Acute Injury: Strains & Sprains etc. | Stretching & 

Flexibility | Overuse Injuries | Bursitis | Tendonitis | Muscle Cramps & Soreness | Joint ROM & Anatomy | Rehabilitation | 

Ganglion Cyst | Splinting | Hand Tendons & Nerves | Extensor & Flexor Tendon Injury and Extremity Lacerations | Tendon 

Ruptures | Joint Aspiration & Injection | Blisters | Fractures | Sports Med | Soft Tissue Healing Issues | See Splinting, Taping & 

Cast Application | Massage & Manipulation | Regional Anesthesia & Blocks | Spasms | Musculoskeletal U/S | ANATOMY | 

Physiology (Muscle, Nerve, Cartilage) | Trigger Points & Myofascial Pain | Acute / Chronic Arthritis, Joint Eval & Exam | 

 

Injuries of the Knee 
Links: Risks, Braces & Info | Anatomy | ICD-10 | Knee Evaluation | Knee Exam | Knee X-rays | ACL Tear | PCL Sprain / Tear 
| Meniscal Injury | Collateral Ligaments (MCL, LCL) | Ddx Knee Pain by Location, Sprain & Other | Patellar Dislocations, Quad 
Tendon Ruptures and Fx’s | Patellofemoral (PFS) | Chondromalacia | Patellar Subluxation, Rupture, Fx | Bursitis (Pre & Infra-
patellar) | Patellar Tendonitis | Iliotibial Band (ITB) | Anserine (Pes) Bursitis | Baker's Cyst (Popliteal Cyst) | Popliteal 
Tendonitis & Artery / Nerve Entrapments | Tibial Tubercle Pain (Osgood-Schlatter) | Osteochondritis Dissecans | Dislocated 
Knee | Knee Effusions | Knee Aspiration | Knee injection | Plica Syndrome | Hip-Thigh Region | Leg | OA | Knee Rehab | 
Locked Knee |   



The knee is a very complex, weight-bearing hinge joint comprised of three major bones (tibia, femur and patella) and stabilized by 
ligaments. The ligamentous structures connect bone-to-bone; the stabilizing ligamentous structures of the knee include the medial 
(MCL) and lateral collateral ligaments (LCL), as well as the anterior cruciate ligament (ACL) and posterior cruciate ligament (PCL). 
• Knee pain is present in up to 20% of the adult general population and can be significantly debilitating to patients (Med Clin N Am. 
2021;105:117–136). 6% of patients presenting to an adult primary care clinic with a symptomatic complaint report knee pain 
Females: More likely to have an anterior cruciate ligament injury.  Several physical and proprioceptive factors have been identified 
that might be associated with female's increased risk, but mostly from the fact that many women have greater knee abduction when 
they land from a jump.  Cheerleaders actually have a higher injury rate—including knee injuries—than the football players.   
• A 2-year study of high-school-age female soccer players found that a 15-minute-a-day program reduced ACL injury risk by 88% in 
the trained athletes, compared with controls in the first year, and 74% in the second year (Am J Sports Med. 2005;33:1003–10).  
Have a significantly greater risk for knee injury, specifically for an ACL injury. Women are far more likely to be hypermobile, far more 
likely to have more fragile/smaller bones, more likely to have quadriceps that are stronger than their hamstrings, and also more 
likely to have some of the bony alignment abnormalities such as an increased posterior tibial slope. Women also tend to have smaller 
ligaments and tendons, which can withstand less force. Some is related to female landing biomechanics....Women tend to land with 
their knees more extended and also more in a valgus (knock-kneed) position. 
• Women who participate in jumping and pivoting sports, such as basketball, volleyball and soccer are eight times more likely to 
rupture a knee-stabilizing ligament than are men, proper training may help prevent injury (J Bone Joint Surg 2003;85:782-789).  
• In young new workers, new-onset knee pain is not correlated with increasing body mass index, sex, or age but is associated with 
mechanical load (lifting or carrying heavy weights in one hand), postural factors, and general psychosocial distress (Ann Rheum Dis. 
Published online August 25, 2006).  
Hypermobility: Those that can put their hands flat on the floor, some might even be able to touch their thumb to their forearm, 
bend their whole wrist nearly back on itself, and extend their elbow so far that it’s bending the opposite way are all at a greater risk 
for knee injury.  The tissue that composes ligaments and tendons (collagen) is stretchier than it should be. The means joints move 

way farther than they should in multiple directions, which leads to more force on the ligaments. 
Muscle Imbalance: For proper function of the knee, and one's body as a whole needs to be in balance. An imbalance between the 
quadriceps (knee extensors) and the hamstrings (knee flexors) can lead to injury. Too much strength in one group can lead to 
increased forces across the knee. Leads to an increased risk of an ACL tear etc. 
Prophylactic knee braces: These can be used during activity for early stages of sprain recovery to enhance proprioception, 
coordination, maximal force, and balance, but whether that translates to reduced re-injury rate is unknown (Sports Injuries 
Guidebook. Robert S. Gotlin DO. Human Kinetics. 2020).  A knee sleeve is typically made of neoprene (a synthetic rubber) or a 
similar substance. Such braces are good for increasing warmth, offering proprioceptive feedback, and providing compression.  Rigid 
knee braces are used to add support to ligaments in the knee by preventing medial or lateral bending (varus or valgus moments). 
There is a lack of evidence to support the use of prophylactic knee bracing of the uninjured knee. Functional bracing is used for an 
existing or a recent injury. Functional braces provide additional protection to an injured area as it continues to heal and strengthen. 
When used properly, they have been shown to reduce the incidence of reinjury. Using a brace for functional reasons is not a 
substitute for proper rehabilitation. Proper strength, balance, and proprioception must be restored to the area to assist in preventing 
reinjury. 
Taping: some might choose to use a particular taping technique for one of three reasons. The first reason is injury prevention 
(prophylactic taping), which comes into play when no current injury is present but when a high risk of injury exists or when an 
athlete has a history of injury to a particular area. Using tape for preventive measures might lower the chance of injury or, more 
likely, reduce the severity of injury.   

 A second use of taping is for an acute injury. In such a situation, the primary reason for 
taping is not to allow continued participation but rather to help stabilize and compress the injured area as a treatment technique. 
This practice falls under the fourth step of PRICE (compression). A third use of taping is to assist in return to activity. Often, taping 
can help athletes in the final stages of recovery or rehabilitation in their return to partial or full activity. The primary goal in this 
instance is to reduce likelihood of reinjury. Use taping along with proper rehabilitation to strengthen the injured area. As mentioned 
already, taping should never be used as a substitute for medical attention. See Taping and Wrapping | 
 Weight Gain: not only does carrying extra weight increase the daily toll on your knees, but it also creates greater risk for suffering 
an acute knee injury. That extra weight can manifest as extra force during dangerous movements. Also, carrying extra weight tends 
to disrupt your balance and coordination. 
• A growing number of U.S. athletes are having surgery to repair torn knee ligaments, and a new study suggests injury rates are 
highest and rising fastest among teenage girls (JAMA Pediatr. 2017;online June 12). The average annual anterior cruciate ligament 
(ACL) surgery rate climbed 22% from 2002 to 2014, when it reached 75 procedures for every 100,000 people. For teen girls, 
however, the average annual knee surgery rate rose by 59% during the study period to 269 procedures for every 100,000 people. 
“Although there are proven ACL injury prevention programs available, they are not being widely adopted, particularly among young 
women,” said lead study author Mackenzie Herzog of the University of North Carolina at Chapel Hill. Because the proportion of teens 
getting surgery within a year of an ACL injury remained steady during the study period, the surge in procedures is likely due to an 



increase in injuries and not a shift toward more aggressive treatment. For teen boys, the average annual knee surgery rate climbed 
44% during the study period to end at 212 procedures for every 100,000 people, researchers report. For young female athletes, the 
rise in injuries may be due at least in part to a new generation of women coming of age after the 1972 passage of Title IX, a U.S. 
law giving women the same right to participate in education and school sports as their male counterparts. Before the law took effect, 
women had far fewer opportunities to participate in sports. 
• After adjustments for age and body-mass index, the prevalence of knee pain in National Health and Nutrition Examination Surveys 
(NHANES; 1971–2004) for women increased from 13% in 1974 to 26% in 2004; rates for men increased from 9% to 20% (Ann 
Intern Med 2011;155:725)......In the Framingham cohorts, the prevalence of symptomatic knee OA rose from 10% to 17% among 
women and from 6% to 16% among men; however, the overall prevalence of radiologically defined knee OA did not rise......Whether 
these findings reflect an increase in non-OA causes of knee pain (Ex: meniscal injury, crystal disease), a lower threshold for patients 
to report pain, or other unidentified factors is unclear.  

Knee Anatomy 

The knee joint is a modified hinge joint. The knee is the largest joint in the body. It is susceptible to injury because it is at the end of 
the tibia and femur, two long lever arms.   See Knee Injury |  Ddx Knee Pain | 
ROM: Flexion135°. Extension 0°. Internal Rotation10°. External Rotation10°.  
Femoral/Tibial Joint: The primary motion is flexion and extension. The secondary motion is axial rotation when the knee is flexed. 
he basic motion of the knee is rolling and gliding  

 

 

 

Clinical Pain Management 
Links: Intro | Physiology | Theories | Classification, Definitions & ICD | Pain Hx (Scales, Eval) & Acute Pain | Chronic Pain | 
W/u & Neuropathic pain | Tx of PAIN | Muscle Relaxers | Narcotics | Non-Malignant Pain & Long-term Opioids | Abuse Concerns 
| Cancer Pain | RSD / CRPS | Anesthesia | NSAIDs | Adjuvants | Weaker Opioids | Combo Agents | Strong Opioids | 
Fibromyalgia | Topical & Local ANESTHESIA | Sedation | Erythromelalgia | Cervical-Thoracic-Lumbar Pain | Substances of 
Abuse / Addiction | Opiate Abuse / Withdrawal | Post-Herpetic Neuralgia | Children | See  Myofascial Pain & Trigger Points | 
Musculoskeletal Pain | Pain in eye | Oral-Facial Pain | Chronic Abdominal | OBGYN Pain | Psychosocial Factors & Dr Sarno | 
Prostatodynia | OA | Peripheral Neuropathy | Polymyalgia rheumatica | Post-Stroke Pain | OA | Abd Pain | Post-Surgery | 
*INDEX* |  

Edited by Robert D. Harbaugh, MD, Neurologist and Edited by Michael C. Bordofsky, Internist, Hospice Specialist. 

Introduction 

Pediatric and Adolescent Medicine 
Contents: Vitals, H&P | Well Child Visits & Milestones | Vaccines | Fever & Infections | ENT | Common Emergencies | PALS | 

Neonates & Babies | Derm | Behavioral & Developmental Issues | SYNDROMES | Endocrine & Growth | Sleep | Urology | Ortho | 
Gastro | Dehydration | Nephro | Cardio | Pulm | Neuro | Adolescence, Teen & Puberty | MEDS | Child Abuse | Death of Family 
Members | Asthma & Allergy | Obese | Hem-Onc | Ophtho | *INDEX* |  

Edited by David Medina, MD, Pediatrician.  

 

 

Psychiatry 



Contents: Evals, Tests & Definitions | Psychosis | Extrapyramidal & Drug SE | Mood D/o | Suicide | Anxiety D/o | OCD | 
Somatoform D/o’s | Eating D/o | ADHD | Personality Issues & D/o | Addiction: Substances of Abuse | Sleep D/o’s | Domestic 
Violence | Factitious Illness | Various Other D/o (Sexual, Impulse-Control Etc.) | MEDS & ICD | Violent Pt’s | Psych 
Emergencies | Stress Management | Depression | Delirium, Dementia & Memory | Terminology | PEDIATRIC 
(Developmental/Behavioral) | Adolescence | *INDEX* |  
Primary editor James Moghtader, MD, Psychiatrist. 

Mental Health 

Links: Pearls | Incidence | Medical Diseases Causing Psych Sx's | When to Refer to Psychiatry, Involuntary Commitment, Duty 

to Warn, Screening, etc. | Forms of Therapy (Group, Psychodynamic, Interpersonal, DBT, Family, CBT & Behavioral) | 

Bathe Technique, CBT & Medical Hypnosis | Formal Interview & Mental Status Exam (MSE) & Key Definitions | DSM & Axis 

Classification & GAF | Common Terminology | Formal Testing | ICD 10 (In DSM-5) | Screening Q’s | 

Depression 

Links: PP & Definitions | Happiness | S/s, Assess, Screening Q’s | Dx, DSM, ICD | Lab & Ddx & Meds causing | Tx | Resistant | 
Recurrent | *Special Topics* (Women, Child, Side Effects etc.) | Other Mood D/o’s | Suicide | Other Depression-like 
(Premenstrual | Postpartum | Mixed | Melancholic | Dysthymic | SAD) | Cyclothymic | MEDS | Anxious, Slow, Aggression | 
Atypical & Psychotic Depression | Mood D/o | Children & Adolescents | Geriatric Depression | Bipolar | Seasonal | PV | 
Happiness | See Acute Grief / Bereavement | Anxiety D/o |  
 

Pulmonary Medicine 

Contents: Anatomy | Exam & Testing | Effusion (Hydrothorax) | Atelectasis | Pneumothorax | Trauma | Dyspnea / ARDS | 
Pleurisy | Mass / Nodule | Hemoptysis | Cough | Cystic Fibrosis | Sleep Apnea | Sarcoid | Interstitial Lung Dz | Pulmonary HTN 
| Asthma | Vocal Cord Dysfunction | COPD | Bronchitis | Pneumonia | Pneumonitis | Pneumoconiosis | Transplant | VARIOUS & 
Pearls | Venous Thromboembolism (VTE) / PE | PFT’s | Lung Ca | Alpha-1 Antitrypsin | PE | O2 Therapy | Hypoxemia | 
Hypoxia | Pulse Ox | Hypercapnia | Intubation | Mechanical Vent | Disseminated Fungal (Aspergillosis, ect) | Mycobacteria / 
TB | Smoking | Costochondritis | Sleep D/o’s | Bronchiolitis (RSV) | Hyperventilation Syndrome | Pediatric | Respiratory 
Protection | VTE (PE/DVT) | *INDEX* |  
MEDS: Asthma | COPD | Cough | Pneumonia | O2 therapy | 

Primary editor Andy S. Binder, MD, Pulmonologist and Intensivist. 
• Chronic respiratory diseases (CRDs) were the third leading cause of death globally, accounting for 4.0 million deaths in 2019, 
according to a study (eClinicalMedicine. 2023;published online April 25). CRDs included chronic obstructive pulmonary disease 
(COPD), asthma, pneumoconiosis, interstitial lung disease, pulmonary sarcoidosis, and others. The highest deaths and DALYs from 
CRDs were due to smoking, followed by air pollution and occupational risks. 
Anatomy & Pearls: An early life history of bronchitis, pneumonia, or asthma is associated with 57% higher respiratory disease 
mortality in adulthood, according to a longitudinal study in the UK (Thorax. 2008;Feb). Patients with chronic respiratory illness are at 
increased risk of CVD, diabetes, and hypertension (Eur Respir J 2008;32:962-969)....>half of patients with COPD have at least one 

of these comorbid conditions.   
• People living in homes with high average air exchange rates (AAERs) are more likely to report chronic cough, asthma, or asthma-
like symptoms, according to a study (Environmental Research. 2019;published in the February issue). For households located in 
areas with high potential exposure to traffic-related pollutants, the association between AAER and asthma-like symptoms was 
stronger, but this association was not consistent across all health outcomes. 



  
 

Top 10 Pulmonary Pearls from Primary Care Physicians: (Mayo Clin Proc. 2018;93:1131-38) 

1. 

 

Rheumatology 
Contents: Intro | Basics | Gout | CPPD (Chondrocalcinosis / Pseudo-gout) | Acute / Chronic Arthritis, Joint Eval & Exam | 
Synovial Fluid | Seronegative Spondylopathy (Psoriatic, Enteropathic, Reactive, AS) | OA | Rheumatoid | DMARDs | Connective 
Tissue Diseases (SLE, Scleroderma, Sjogren's etc.) | Autoantibodies | Raynaud’s | Relapsing Polychondritis | Vasculitis (TA, 
PMR, Wegner’s, etc.) | Myositis / Myopathy | Fibromyalgia | Fatigue | Pain | PMR | Rehab Modalities | Metabolic and Bone Dz | 
MEDS | Ankylosing Spondylitis | Hypermobility Syndrome | Aspiration & Injections | *INDEX* | Sarcoidosis | Rheumatic 
Fever | Osteomyelitis | 
Primary editor Mark A. Bookspan, MD, Rheumatology & Critical Care. 

Acute Arthritis (Joint Pain / Swelling) 
Key Things to Consider in the Ddx: Approach to the signs and sx’s………Links: Historical Clues (Timing, Meds, Function) | Rheum 
EXAM, U/S & ICD | Migratory, Age | Effusion Size | Morning Stiffness | RF & Fever + Arthritis | Serum WBC & Ocular | 
Episodic & Crepitus | Asymmetric & Symmetric | Inflammatory | Monoarthritis | Polyarthritis | Joints Commonly Involved | 
Hemarthrosis | Abd Sx’s & Hospitalized Pt’s | Viral, Drug, GI, Eye | Rash | Pigmented Villonodular Synovitis & Synovial 
Chondromatosis | Neuropathic / Diabetic / Charcot | Malignancy Related & Enthesitis | Metabolic | **Septic** | Gout | CPPD 
| Spondylopathy | Palindromic Rheumatism | Joint ROM | Metabolic and Bone Dz | Synovial Fluid | OA | RA | Prosthetic Joint 
| Joint Aspiration & Injection | Reactive Arthritis | Enteropathic | Psoriatic | Gout | Bursitis | Tendonitis | Soft Tissue 
Rheumatic Disorders | Joint Protections and Exercise | Acute Ortho Injury: Strains & Sprains etc. | Hemochromatosis | 
• About 25% of patients with clinically suspected arthralgia (CSA) have intermetatarsal bursitis (IMB), which is often accompanied 
by subclinical synovitis and tenosynovitis, according to an MRI study (Rheumatology. 2021;published online Nov. 13). 577 CSA 
patients underwent contrast-enhanced MRI of the forefoot, metacarpophalangeal joints, and wrist; MRIs were assessed for 
subclinical synovitis/tenosynovitis/osteitis and for IMB. The association between IMB and other MRI-detected subclinical inflammation 
was assessed. The researchers found that 23 percent of participants had IMB at presentation with CSA. In anti-citrullinated protein 
antibody (ACPA)-positive versus ACPA-negative CSA, IMB was more frequent (47 versus 19 percent). The likelihood of subclinical 
synovitis and tenosynovitis was increased for patients with IMB (odds ratios, 3.4 and 5.9, respectively). The risk of developing 
arthritis was increased with IMB (hazard ratio, 1.6) after adjustment for other subclinical inflammation. In ACPA-positive, but not 
ACPA-negative, CSA patients, IMB presence predicted arthritis development (adjusted hazard ratio, 2.2). “IMB is detectable by MRI 
in a quarter of CSA-patients and is frequently accompanied by subclinical synovitis and tenosynovitis. In addition, IMB precedes 
development of clinical arthritis, particularly in ACPA-positive CSA,” the authors write. “These results reinforce the notion that juxta-



articular synovial inflammation is involved in the earliest phases of arthritis development in rheumatoid arthritis.” RA is traditionally 
known for targeting the synovial lining of small joints, which leads to intra-articular synovitis. There is increasing awareness that 
synovial tissue outside the joint capsules (juxta-articular) exists and is frequently inflamed as well. For instance, tendons around 
small hand and foot joints are surrounded by a synovial sheath that is frequently affected in RA, leading to tenosynovitis. 
Tenosynovitis at the small joints is detectable by MRI, has a high specificity for early RA and contributes to RA-related symptoms. 
Similarly to tendon sheaths around small hand and foot joints, the bursae situated between the metatarsal heads also possess a 
synovial lining that may become inflamed, leading to intermetatarsal bursitis (IMB).  See Bursitis | Trigger Points | 
• Seven in 10 older U.S. adults (n=2,277, aged 50 to 80 years)) report joint pain or arthritis, with nearly half reporting that it limits 
their daily activities, according to the results of the 2022 University of Michigan National Poll on Healthy Aging. One in four 
respondents (26 percent) say they take supplements (such as glucosamine or chondroitin), while 11 percent have turned to 
cannabidiol and 9 percent use marijuana. Fewer than one in five report prescription-based treatments, including prescription-only 
nonopioid pain relievers (18 percent), steroid joint injections (19 percent), oral steroids (14 percent), opioids (14 percent), and 
disease-modifying antirheumatic drugs (4 percent). 

Key Arthralgia Historical Clues 
1. Onset. 2. Duration. 3. Patterns & Numbers of joints affected. 4. Symmetry (see Asymmetric |).  
5. Associated symptoms. Local (redness, swelling, and morning stiffness) & Constitutional (fever, weight loss, loss of appetite, night 
sweat, and fatigue). 

6. Functional impairment (has it affected your daily ability to self-care? Sleep well? Do things at home, work, and leisure?).  
7. Relieving and aggravating factors. NSAIDs tend to releive symptoms of inflammatory arthritis >> degenerative.  Activity usually 
aggravates OA but relieves AS. Rest tends to help OA. 
Timing:  Onset (suddenly or gradually). 
Sudden (hours to few days): Infection or septic arthritis (bacterial  arthritis, viral arthritis  (e.g. parvovirus 19 and  rubella). Acute 
rheumatic fever. Reactive arthritis. Crystal-induced arthritis. Elderly onset rheumatoid arthritis. It can also occur in the setting of a 
connective tissue disorder.  
*Sudden onset of pain in seconds or minutes is likely a fx, internal derangement, trauma or loose body.  
Gradual (weeks to months):  
* Inflammatory arthritis-like: rheumatoid arthritis (RA), psoriatic arthritis (PsA), reactive arthritis (ReA), systemic lupus 
erythematosus  (SLE), juvenile idiopathic arthritis (JIA).  
* Chronic bacterial infections-like mycobacterial and fungal arthritis, both indolent infection.  
* Degenerative arthritis-like osteoarthritis (OA).  
* Rare: most cases of neuropathic arthropathy  (Charcot's joints), tumors, infiltrative diseases. 
Exposures 
• IV drug use or immunosuppression is likely septic arthritis.  Previous acute attacks in any joint with spontaneous resolution is likely 
crystal deposition disease, other inflammatory condition.  Recent prolonged course of corticosteroid therapy is likely infection or 
avascular necrosis. If pt has a coagulopathy or use of anticoagulants, then likely a hemarthrosis.  Joint Crepitus | 
• If pt has urethritis, conjunctivitis, diarrhea and rash then reactive arthritis.  Psoriatic patches or nail changes such as pitting, then 
think of psoriatic arthritis.  Use of diuretics, presence of tophi, history of renal stones, think of gout or alcoholic binges.   
• If eye inflammation, low back pain, consider ankylosing spondylitis.   
• Young adulthood, migratory polyarthralgia, inflammation tendon sheaths of hands and feet, then gonococcal arthritis.  Hilar 
adenopathy or erythema nodosum seen in sarcoidosis. 9 variables that predicts early RA in pt’s with undifferentiated arthritis 
(Arthritis Rheum. Published online January 30, 2007)(female sex, increased age, sx localization [small joints of the hands/feet, 
symmetric localization, and both upper and lower extremities], morning stiffness, tender joint count, swollen joint count, CRP level, 
RF positivity, and presence of anti-CCP Ab’s).  
Severity of disease:  Ability to work during months or years .   Need for hospitalization or home confinement.   Ability to do 
household chores.   Activities of daily living and personal care.   Landmarks or significant functional change, such as retirement from 
work, need for household help, assistance for personal care, and use of cane, crutches, or wheelchair.  
Current functional ability: Can be measured with the use of a visual analog scale (0 representing no impact on function and 10 
being the worst possible limitation in function).  
1. At home: independence or reliance on help from family members and others.  
2. At work: transportation and job requirements and limitations. Have the patient collect an hour-by- hour log of work activities, with 
an attempt to define actions that may cause or exacerbate musculoskeletal problems.  
3. At recreational and social activities: limitations and extent to which patient is house-bound.  
4. Review of a typical 24-hour period, with focus on abilities to transfer, ambulate, and perform personal care.  
Psychosocial consequences of disease: Anxiety, depression, insomnia. Obtain information about psychological/ psychiatric 
intervention and a listing of psychotropic medications.  Economic impact of handicap and present means of support. Family 
interrelationships. Use of community resources. 
(Skills in Rheumatology – 1st ed. Hani Almoallim. Springer. 2021) 
Medications SE:  Risedronate (Actonel) 11.5 to 32.8%. Fluticasone (Flovent) 1 to 19%. Conjugated estrogen (Premarin) 7 to 14%. 
Rosuvastatin (Crestor) 10.1%. Venlafaxine (Effexor XR) 1 to 10%. Clopidogrel (Plavix) 2.5 to 6.3%. Clonidine (6%). Pregabalin 
(Lyrica) 3 to 6%. Carvedilol (1 to 6%). Meloxicam (0.5 to 5.3%). Atorvastatin calcium (Lipitor) 5.1%. Olanzapine (Zyprexa) 5%. 
Tramadol (1 to 5%). Lovastatin (0.5 to 5%). 
• Drug-induced precipitation or aggravation of a preexisting or larval rheumatic disease; • precipitation of a transient drug-induced 

syndrome in people who were previously arthritis-free; • electrolyte and fluid disturbances causing arthritis or arthralgia; • drug side 
effects causing joint symptoms; • serum sickness and similar drug reactions; • bone lesions due to drugs; • drug-induced myopathy 
syndromes; • pseudoscleroderma; and; • irritation from intra-articular injections. 
• An FDA warning in 8/2015 that gliptins (Januvia, Onglyza, etc.) cause severe joint pain. This risk seems to be a class effect of 
gliptins, and it's very rare...but the pain can be disabling.  Inhibit DPP-4 an enzyme that breaks down incretin hormones.....But DPP-
4 also breaks down some substrates involved in inflammation...so gliptins might enhance this effect. Symptoms often occur within a 
month but can happen at any time. Rule out other causes...such as muscle pain due to a statin.  When stop it, symptoms usually go 
away within a month. 33 cases of severe arthralgia associated from 2006 (when the first was approved) through 2013. Ten patients 
required hospitalization for disabling pain.  

1. Fever and Arthritis 



Usually variable and in most cases not helpful.   High fever (>40C) seen in Still's dz (rare after age 25yo), bacterial infection.  Also 
see with fungi, TB, HIV conversion, HBV, Familial Mediterranean fever and rheumatic fever.  Fever prior to arthritis seen with viral, 
Lyme (spirochete), Reiter’s, Post GI (reactive), Still's Dz and Endocarditis. Low grade fever common with gout, CPPD, RA, JRA, 
sarcoid, hematologic malignancy, IBD and Reiter’s syndrome.   
Links:  Acute Rheumatic Fever | Familial Mediterranean Fever | Inflammatory | Serum Sickness | Septic | 
Sausage Shaped Digits (dactylitis): Fusiform swelling of multiple digits such that it is difficult to visualise the individual joints 
(e.g. PIP, DIP). Or, more simply, fingers or toes that are so swollen they look like sausages. Dactylitis typically affects multiple digits, 
whereas flexor tenosynovitis is a distinct entity usually only present in one digit. 

 
More common: HLA-B27 spondyloarthropathy. Psoriatic arthritis. Ankylosing spondylitis (AS). Reactive (Reiter’s) arthritis. 
Enteropathic arthritis (associated with inflammatory bowel disease). Sickle cell anemia – pediatric. 
Less Common: Tuberculosis. Gout. Sarcoidosis. Disseminated gonorrhea. 
Sclerodactyly: Thickening and tightening of the skin covering the digits. Seen in: Scleroderma (systemic sclerosis). CREST 
syndrome (i.e. Calcinosis, Raynaud’s phenomenon, Esophageal dysmotility, Sclerodactyly, Telangiectasia). 

 
PP: T cells infiltrate the skin and set in motion a cascade of events including abnormal fibroblast and growth factor stimulation. This 
in turn leads to increased production of extracellular matrix, fibrillin and type 1 collagen and other factors. Ultimately this results in 
fibrosis and thickening of the skin. Skin thickening is seen more often in diffuse scleroderma (27%) than in limited disease (5%). 
Joint mouse:  Osteocartilaginous bodies within a joint are often termed joint mice or loose bodies and occur commonly in 
osteoarthritis. They are believed to arise when bits of articular cartilage and subchondral bone break from the surface and enter the 
joint. There may be proliferation and deposition of new bone on these fragments.   
Deformity:  is the malalignment of joints and may manifest as a bony enlargement, articular subluxation, contracture, or ankylosis 
in nonanatomic positions. Deformed joints do not function normally, frequently restrict activities, and may be associated with pain, 
especially when put to stressful use.   
Jaccoud’s deformity: Deformities of the hands secondary to chronic inflammation of the joint capsule, ligaments, and tendons. The 
changes may mimic those of RA such as ulnar deviation of the fingers and MCP joint subluxation. Erosions are not present on x-ray, 
although after several recurrences, notches may be seen radiographically on the ulnar side of the metacarpal heads. Although 
originally described in rheumatic fever, this disorder has been extended to include the arthropathy of other conditions, most 
commonly systemic lupus erythematosus (SLE)(Lancet 2013;381:2108).

 
Ulnar Deviation: also known as ulnar drift. This hand condition occurs when the metacarpophalangeal (MCP) joints, become swollen 
and cause the fingers to bend abnormally toward the little finger. 



 Can lead to limited range of motion of the fingers and reduced grip strength.  
The most common cause of ulnar deviation of the fingers is rheumatoid arthritis (RA). See HAND PAIN by Location Ddx & Exam | 
Ddx: Osteoarthritis (OA). Lupus. Brachial plexus palsy. Congenital ulnar drift of the fingers (windblown hand) is inherited in an 

autosomal dominant manner with variable expression and penetrance (Case Report in Ortho. 2015;135350 DOI: 

10.1155/2015/135350). Jaccoud’s arthropathy (results from previous bouts with rheumatic fever). Pigmented villonodular synovitis 

(consider in the setting of ulnar deviation and MCP synovitis). 

 

Trauma & Toxicology 
Contents: Intro and EMS | First Aid | ATLS & Triage | ACLS / BLS | PALS | TRAUMA | Intubation | Asthma | Anaphylaxis | 
Oncologic | Psychiatric (Violence, Psychosis, Substance Abuse) | Toxicology | Toxidromes | Toxic Food | Inhalational (CO, Smoke 
etc) | Marine | Bites / Stings | Burns | Radiation | Environmental (Heat/Cold/Pressure/Altitude etc.) | Rape | Substance 
Abuse | Foreign Bodies | PEDIATRIC | Wounds & Suturing & Coding | Coma | Bio-Chem-Nuke Weapons | Status Epilepticus | 
Cervical-Thoracic-Lumbar Pain | Pregnancy | Wilderness | Disaster Medicine | Sedation | Intubation | Vascular Access | ID 
Emergencies | *INDEX* |  

Primary editors Chris J. Flynn MD and Bob Gayou MD, Emergency Physicians. 
 

 

Burns and Burn Care 
Links: Causes | Depth, Anatomy & ICD | BSA | First Degree (Superficial) | Second (Partial-superficial) | Deep Second 
(Partial Deep) | Wound Care | Cooling | Infection Control | Dressings | F/u | Third (Full thickness) | Fourth (Sub thermal) | 
Admission | Refer Criteria & Burn Center Care | Fluid Resuscitation | See Chemical | Electrical | Lightening | Sun Burn | 
Radiation | Inhalational Injury | Frostbite | Hot Tar / Asphalt Burns | Acid / Alkal- GI injury | Chemical Burns of the Eyes | 
Fires | 
 
Tissue injury caused by application of heat, chemicals, electricity, or irradiation. The burn injury causes a denaturation of cellular 
proteins and disruption of collagen cross-links in connective tissue. This results in abnormal osmotic and hydrostatic pressure 
gradients, which force intravascular fluid into interstitial spaces. 13% are infants, and 11% are >60 years of age. Males account for 
70%. 75% of burn related deaths are the result of house fires. 
A burn patient is by definition a trauma patient, thus treatment starts as the ABCs, then an initial primary, then secondary survey.  
Risks: Water heaters set too high. Workplace exposure to chemicals, electricity, or irradiation. Carelessness with burning cigarettes. 
Inadequate or faulty electrical wiring. Lack of smoke detectors. Young children and elderly adults with thin skin are more susceptible 

to injury. 
Time and temperature exposure to cause a burn injury 
45–51 °C (105.8-134F). Within minutes. 
51 und 70 °C (134-158F) Within seconds. 
Above 70 °C (>158F) Less than a second. 

Types of Burn Wounds 
Open flame and hot liquid are most common (heat usually 15-45°C). Excess sun exposure also common. 
Thermal --> Thermal burns from very high intensity heat. As electricity meets the resistance of body tissues, it is converted to heat 
in direct proportion to the amperage of the current. Seen with residential fires, automobile accidents, playing with matches, improper 
handling of firecrackers, scalds caused by kitchen or bathroom accidents.  Friction or abrasion.   Contact Burns are usually deep and 
may occur from muffler tail pipes, hot irons and stoves. 
Radiation: Ultraviolet radiation --> sunburn. 
Scalds:  tend to cause superficial to superficial dermal burns.   ~70% of burns in children are caused by scalds, common 
mechanisms are spilling hot drinks or liquids or being exposed to hot bathing water.  May occur from scalding hot water, grease or 
radiator fluid.  
How fast can scalding hot water seriously burn the skin? 
120°F / 49°C --> 5 minutes. Recommended setting of water heater with children in the house.  
130°F / 54°C --> 30 seconds. 
140°F / 60°C --> 5 seconds (full-thickness). A deep partial burn in 3 seconds. Some water heaters set at this temp.  
155°F / 68°C and higher --> 1 second. 
Boiling water (212 F or 100 C) usually causes deep burns, and soups and sauces, which are thicker in consistency, remain in contact 
longer with the skin and often cause very deep burns. In general, exposed areas tend to be burned less deeply than areas covered 
with thin clothing. Clothing retains the heat and keeps the liquid in contact with the skin longer. Scald burns from grease or hot oil 
are generally deep partial thickness or full thickness. Cooking oil and grease, when hot enough to use for cooking, may be as hot as 
204.4° C (400° F). 



Flame burns:  comprise 50% of adult burns, they are often associated with inhalational injury and other concomitant trauma. Flame 
burns tend to be deep dermal or full thickness.  Explosion flash usually superficial injuries. Flame burns in an outdoor setting may 
occur from using cooking stoves fueled by white gasoline, taking lanterns into tents, smoking in sleeping bags, and starting or 
improving campfires with gasoline or kerosene. Most accelerants, whether gasoline, kerosene, propane, or diesel, behave similarly 
with ignition temperatures of 210° to 280° C (410° to 536° F) and therefore burn at a high temperature with rapid tissue injury and 
full-thickness burns. 
Flash Burns:  Explosions from natural gas, propane, gasoline, and other flammable liquids cause intense heat for a very brief time. 
Flash burns generally have a distribution over all exposed skin, while unignited clothing tends to protect the skin. Flash burns are 
usually partial thickness but may be associated with significant thermal damage to the upper airway. 
Contact Burns: A common contact burn is from hot coals, which are often as hot as 538° C (1000° F). Even though the injured 
areas may be small, they can be deep. 
Chemical-contact --> ingestion, inhalation, or injection of acids, alkalis, or vesicants.   Usually deep burns. May show little signs or 
symptoms for the first few days. 
Electrical-contact --> with faulty electrical wiring, electrical cords, or high-voltage power lines.  Either low voltage around a house 
or high voltage at work. 
Pearls: Hoarse voice after burn injury – airway is at risk. Facial muscle stiffness following a recent wound may be tetanus. An 
unwell, feverish child with a minor burn could have toxic shock syndrome. 

Burn Wounds are Classified by Depth 

The depth of injury is diagnosed by the anatomic thickness of the skin involved, based on clinical observation. The traditional 1st, 
2nd and 3rd degree nomenclature has changed to a more physiologic classification: superficial thickness, partial thickness 
(superficial vs. deep) and full thickness. In the “classic” categories we used superficial (1st degree), partial-thickness (2nd), full-
thickness (3rd), or subdermal (4th). Modern classification systems split the 2nd degree into superficial partial thickness (superficial 2nd) 
and deep partial thickness (deep 2nd). Iniital burns are not easily classifiable on the initial assessment and they may convert to 
deeper burns over the next few days. Use caution when classifying burns and counseling patients and families about prognosis. 
Patients require close follow up of the wound for reassessment and ongoing care. 
1st degree: A superficial thickness burn involves the epidermis only and looks like a sunburn. The skin is erythematous and 
mildly painful, with a brisk cap refill. Skin blanches with pressure.  Skin usually tender / painful. 

 

2nd degree:  Skin is red and blistered.  Skin is very tender / painful. A blistered injury site which may heal spontaneously after the 
blister fluid has been removed.  First Degree (Superficial) | Second (Partial-superficial) | Deep Second (Partial Deep) | 
* A superficial partial thickness burn goes beyond the epidermis to include the superficial dermis. These burns can have blisters, 
look wet, tend to be more painful but still have a fast cap refill time. Healing typically takes 2-4 weeks. 
* A deep partial thickness burn or deep dermal burn goes beyond the superficial dermis to include the deep dermis. These burns 
can look cherry red or pale and have sluggish cap refill. They may be less painful as more nerves have been destroyed. Healing may 
take 6 weeks and they generally require grafting to minimize scar and expedite healing. 
3rd degree: Burned skin is tough and leathery. Skin is not tender. A burn through the entire skin and will usually require surgical 
intervention for wound healing.  A full thickness burn involves all layers of the skin and subcutaneous tissue, with involvement of 
underlying fascia, muscle and bone. They often look white or waxy or brown and leathery. There is no cap refill and they are usually 
painless in the immediate area. Treatment is always surgical. 
Hx: When, how, and where burned.  Prolonged contact (tar, oil) will cause greater injury compared to short contact (hot water 
splash).  Singed nasal hair or black sputum implies an airway burn. Consider toxic inhalations (CO, CN).   
Step #1: estimating the extent of burn injury (see below - BSA |).  
Step #2: estimation of burn injury severity, determination of the depth of skin injury. A burn is a dynamic process for the first few 
days; a burn appearing shallow on day 1 may appear considerably deeper by day 3. The kind of topical wound care used can change 
the appearance of the burn. 
Ddx: Toxic epidermal Necrolysis. Scalded skin syndrome. 
• Given that even burn experts are only 64–76% accurate in determining burn depth, there has been an increased desire to 
have more objective method of determining burn depth, and therefore, technologies have been and continue to be developed and 
utilized in this field (Burn Care and Treatment A Practical Guide. 2021. Springer. Marc G. Jeschke, Lars-Peter Kamolz, Shahriar 
Shahrokhi). Out of these various tools, laser doppler imaging (LDI) has garnered the most following.  
Laser Doppler imaging: Noninvasive and noncontact technology, fast assessment, large body of experience in multiple centers, 
and very accurate prediction in small wounds in stable patients. Readings affected by temperature, distance from wound, wound 

humidity, angle of recordings, extent of tissue edema, and presence of shock; different versions of the technology available make 
extrapolation of results difficult. 
Radioactive isotopes: radioactive phosphorus (32P) taken up by the skin, invasive, too cumbersome, poorly reproducible. 
Nonfluorescent dyes: differentiate necrotic from living tissue on the surface,but no determination of depth of necrosis; many dyes 
not approved for clinical use. 
Fluorescent dyes: approved for clinical use, but invasive; marks necrosis at a fixed distance in millimeters, not accounting for 
thickness of the skin; large variability. 



Thermography: noninvasive, fast assessment, but many false positives and false negatives based on evaporative cooling and 
presence of blisters; each center needs to validate its own values. 
Photometry: portable, noninvasive, fast assessment, but considered expensive technology. 
Nuclear magnetic resonance: water content in tissue differentiates partial from full-thickness wounds, but expensive, time-
consuming. 
Nuclear imaging: 99mTc shows areas of deeper injury, but expensive, very time-consuming, not readily available, and invasive). 
(Burn Care and Treatment A Practical Guide. 2021. Springer. Marc G. Jeschke, Lars-Peter Kamolz, Shahriar Shahrokhi) 
Skin Anatomy: The average adult skin surface area is 1.5 to 2.0 square meters; in a newborn, the skin surface area is 0.2 to 0.3 
square meters. The epidermis and dermis together range in thickness from 1 to 2 mm. The epidermis can be 0.05 mm thick, as in 
the eyelid, to 1 mm thick, as in the soles of the feet. Skin is generally thicker in males than in females. It peaks in thickness at 30 to 
40 years of age and then thins.  
          ICD-10 Codes 
T20.00XS Late effect of burn of unspecified degree of head, face, and neck, unspecified site 
T20.07XS Late effect of burn of unspecified degree of neck 
T26.40XS Late effect of burn of unspecified eye and adnexa, part unspecified 
T26.41XS Late effect of burn of right eye and adnexa, part unspecified 
T26.42XS Late effect of burn of left eye and adnexa, part unspecified 
T30.0 Burn of unspecified body region, unspecified degree (Note: This code is not for inpatient use.) 
Burns have to be coded by location and then degree 
I96 Gangrene, not elsewhere classified 
Useful burns websites/resources: 
http://www.burnsurgery.com/ 
http://www.ilstraining.com/IDRT/idrt/brs_it_01.html 

http://www.bapras.org.uk/UploadFiles/Burn%20Care%20Update%20-%207.pdf 
http://www.who.int/violence_injury_prevention/publications/other_injury/en/index.html 
http://www.changingfaces.co.uk/ 
http://www.britishburnassociation.co.uk/ 
http://www.emedicine.com 
http://www.health.nsw.gov.au/public-health/burns/burnsmgt.pdf 

Body Surface Area (BSA) Estimate 
The first component of estimating burn injury severity once the burn has been diagnosed as 2nd degree or worse.   
One side of pt’s hand (palmar surface) ~=1% of their BSA.   Visualizing the pt’s hand covering the burn wound approximates the 
amount of body surface involved, also a handy method if the burn areas are scattered.   See BSA | 



 
"Rule of Nines" Method:  divides the surface area of the body into areas of 9% or multiples of 9% equal to 18%. When all body 

areas of 9% are summed, 1% remains, which is assigned to the genitalia and perineum. This is a convenient and rapid method of 
estimating the extent of body surface area burned in pt’s >15yo.  

 

 
For pt’s <15yo, a more precise method of burn size estimation must be used.  Lund and Browder Chart (see above) subdivides body 
areas into segments and assigns a proportionate % of BSA to each area based on age. The head of a newborn baby is 
proportionately much larger than any other area of the body.  
Each arm = 9% (upper + lower = 4.5% + 4.5%) of the total body surface area (TBSA). 
Arms 9% x 2 = 18% 
Lower leg 9% x 2 = 18%. 



Upper leg 9% x 2 = 18%. 
Stomach 9% x 1 = 9%. 
Buttocks 9% x 1 = 9%. 
Chest 9% x 1 = 9%. 
Back 9% x 1 = 9%. 
Head 18% x 1 = 18%. 
Groin 1% x 1 = 1%. 
Severity:  Mostly based on depth and size. Another determinant of the severity of burn is the location of the burn wound and the 
age of the burn patient. The thickness of the skin layers increases from the age of 5 up to the age of 50. In elderly patients, the 
thickness starts to decrease at the age of 65. The epidermis can vary by location from 0.03 up to 0.4 mm.  (Burn Care and 
Treatment A Practical Guide. 2021. Springer. Marc G. Jeschke) 

Child Abuse: between 10-20% of burns in children are inflicted, accounting for 10% of child abuse cases. Most inflicted burns are 

scalds. Forced submersion of the hands or feet often causes burns that are deep, have a clear line of immersion, and are symmetric. 
Scald burns of the buttocks and thighs in toddlers are usually the result of child abuse. Forcible submersion in a tub of hot water is 
often punishment for toilet-training mishaps. Inflicted contact burns also have characteristic patterns. Small, round, deep burns 
result from cigarettes intentionally applied to the skin. Deep injuries with distinctive patterns may be noted in children held against 
portable heaters or burned with irons. In many children with inflicted burns the pattern of injury is nonspecific. A clear history of 

abuse is usually not offered. A deep wound with a geometric pattern and sharply demarcated borders suggests a contact burn. Scald 
burns usually have scattered splash lesions. In burns from spilled hot beverages there is often a pattern of injury spreading 
downward from the falling liquid. Physicians need to consider if the characteristics of the burn correspond with the reported 
mechanism in a plausible way. Identifying suspicious injuries and notifying the appropriate authorities can prevent subsequent 
injuries to abused children. 
Time Needed for Hot Water Immersion to Produce Third-Degree Burns: 
158° 1 sec 
150° 2 sec 
140° 10 sec 
130° 30 sec 
127° 1 min 
120° 10 min 
Note: Liquid with fat or grease added retains greater heat, producing a deeper burn in less time. 
  



First Degree 

 (Superficial)  Depth to but not including dermis. Affects only the epidermis of the skin. They are usually caused UV light, flash 
injuries, mild scalds.  Very painful, tenderness to touch.  + Erythema and warmth, but no blistering, intact sensation. Edema may be 
present, especially around the eyes when the face has been exposed.  Onset is usually delayed for several hours after sun exposure.  

Heals in 3-14 days with no scar.  
Tx: Immediately cool area by cold water immersion (avoid ice directly on the skin) if <30min old for 15-20 minutes to help minimize 

damage and soothe the pain (see Cooling). For chemical burns, before irrigation, remove all local clothing and jewelry.  

* Apply a topical anti-bacterial ointment for infection prophylaxis. Advise the pt to “RTC” if purulent greenish drainage develops, 
edema or pain increase. Pt’s can be reassured that unless there are complications (such as infection) they usually do not have to 
worry about scarring.   
* Some burns may require opiates for pain control.  
* Topical aloe vera gel kept in the refrigerator is also very soothing.   
* Give Tetanus shot update if due.   
* Can leave open or cover depending on the location and preference. Small burns can usually be treated with an open technique.   If 
in a high friction or sensitive area, cover the burn with a loosely wrapped sterile gauze bandage to keep pressure and air off the burn 
to reduce pain. Use a nonstick occlusive dressing. 
Topical ointments for small superficial or partial-thickness burns 
• Bacitracin/polymyxin B Ointment. Triple antibiotic ointment can be used if one knows they have no sensitivity. 
• Mupirocin 2% ointment (has activity against MRSA) 
• Silver sulfadiazine 1% cream. Generally more indicated for deep dermal and full-thickness burns. Has broad spectrum of activity 
and intermediate eschar penetration. However it can form a pseudo eschar and is cytotoxic to fibroblasts and keratinocytes. If prefer 
to use Silvadene cream only....pt’s are instructed to rinse the burn 4 times each day, followed by reapplication of the Silvadene 
cream. 
First Aid: Don't apply butter or any other type of grease to burns....grease can trap heat and lead to infection and scarring. Also, 
don't cover a burn with a towel or blanket, because loose fibers might stick to the skin. When dealing with a serious burn, be careful 
not to break any blisters or pull off clothing stuck to the skin. Head to the hospital for any burns to the eyes, mouth, or genital areas, 
even if mild; any burn that covers an area larger than your hand; and any burn that causes blisters or is followed by a fever. As 
minor burns heal, keep the area moisturized with skin lotion and protect the area from exposure to sunlight with clothing or a UV-
proof sunscreen for a period of about a year. Areas that scar may need permanent sun protection. Most minor burns will heal in 7 to 

28 days. See Wound Care |  

• Evidence suggests that burns in adults heal better when treated with cool running water (Burns. 2019;45:433). 
• Treatment of pediatric burns with cool running water as soon as possible was associated with improved outcomes, especially when 
administered for at least 20 minutes (Ann Emerg Med 2019;S0196-0644(19)30538-4). Skin grafting, the primary outcome, was 
required in 7.8% of patients with >/=20 minutes of therapy versus 13.6% of those with <20 minutes. Patients with >/=20 minutes 
also had significantly lower rates of hospitalization (13.2% vs. 18.0%) and full thickness burns (2.7% vs. 7.6%). The authors note 
that durations longer than 20 minutes have not been shown to provide additive benefit and could be harmful, although that was not 

tested in this study. 
• Burn severity and clinical outcomes improved with the administration of cool running water (20 minutes) for pediatric burns (Ann 
Emerg Med 2020;75(1)75-85). Associated with reductions in full-thickness depth (OR 0.4; 95% CI 0.2 to 0.6), hospital admission 
(OR 0.7; 95% CI 0.3 to 0.9), and operating room interventions (OR 0.7; 95% CI 0.5 to 0.9). 

Second Degree 

 “Superficial partial thickness”, to papillary dermis.   Erythema with blisters (intact or ruptured blisters), into dermis, moist & 
pink, cap refill good (blanches with pressure), touch & pinprick sensation intact.  Extremely painful (sensitive to air an 
temperature).  Due to scald (spill or splash) or short flash, heals (epithelialization) in 14-21 days, may leave pigmentary changes, 
rare hypertrophic scar, full return of function.   
Tx:  Tetanus toxoid booster is given to any pt who has not received one for 5 years or who cannot recall the date of last 

immunization.     



Management of Minor Burns: Minor burns comprise ~95% of all burns treated in the US. These burns are usually superficial, do 
not exceed 10-15% of the BSA.  The goals of outpatient burn management include wound healing, pt comfort, and rapid 
rehabilitation. All burn care is fairly individualized and no one burn is identical to another.  See Wound Care | Cooling | Infection 
Control | Dressings | F/u | 
First Aid At Scene of the Accident: After elimination of the heat source, areas with minor burns should be placed in tepid water 
rather than ice water. It has been suggested that the beneficial effects, if they do exist, last only for the first 2 or 3 minutes after 
thermal injuries, and the application of ice water after this initial period may result in prolonged edema and impairment of healing, 
and may convert a partial-thickness to a full-thickness injury. The burn area should then be wrapped in a clean cloth and the victim 
taken to an emergency facility. Chemical burns should be irrigated with copious amounts of water. Tar burns should be cooled with 
water, but the tar should not be removed at the scene of the accident.  (see Cooling). 
Step #1: To stop the pain, immediately cover the burned area with sterile towels that have first been soaked in iced normal saline 
or an iced povidone-iodine solution. Continue irrigating the burn with the iced solution for the next 20-30 minutes or until the pt can 
remain comfortable without the cold compresses. This should be avoided on large burns (>15% total body surface) because they 
may lead to problems with hypothermia. When pain cannot be controlled with compresses use strong parenteral analgesics such as 
morphine sulfate. Clean with an agent such as chlorhexidine gluconate. 
Step #2:  Obviously sloughed skin should be débrided. Open vesicles or bullae, large, thin-walled vesicles that are prone to rupture, 
or vesicles occurring on hairy surfaces that are prone to infection, should be completely débrided. Using fine scissors and forceps, 
you can easily strip away any loose epithelium from the burn.  See Wound Care | 
Step #3:  Topical agent (1% silver sulfadiazine or Bacitracin), sterile bulky absorbent gauze dressing, splint as necessary. The entire 
dressing is wrapped snugly (but not tightly) with an absorbent, slightly elastic material such as Kerlix. The first dressing change 
should be scheduled in 2 days. 
General Approach to Blisters in Minor Burns:   
If treated <48 hours after the burn, 3 choices:   

1. Leave all intact blisters alone and the underlying wound allowed to heal in the blister fluid environment.   
2. If blisters have ruptured, treat them as dead skin and débride them completely.    
3. The blister fluid is evacuated and the overlying skin allowed to cover the underlying wound. Needle aspiration is generally not 
advised but may be used to decompress large burn blisters that appear ready to burst.   Which technique is used depends not only 
on the location and size of the blister, but also on the compliance of the pt. 
 On follow-up, or >48-72 hours after the burn:    
1. Débride large (>5 cm in diameter) intact blisters and all blisters that have ruptured. Large, firm blisters of the palms and soles 
may be left intact longer. Do not aspirate blisters.  
 2. Do not débride small or spotty blisters until they break, or until 5-7 days after the burn. 
Five to 7 days after the burn:    
1. Débride all blisters completely. 
Note: Intact blisters provide significant pain relief. Be prepared for an exacerbation of pain immediately after debridement.  All 
blisters and burned skin need to be débrided in the presence of infection. 
Follow-up care should include:  Basic principles include keeping the wound clean and in a moist environment while the wound 
heals.    
(1) washing the wound with bland soap and water in a bathtub or shower, (2) patting the wound dry with a clean towel, (3) applying 
a bland ointment, such as bacitracin, and a nonstick porous gauze, such as Adaptic or Xeroform, then wrapping the wound lightly 
with gauze rolls (Kerlix). This regimen is performed twice daily. 
How to Change a Burn Dressing at Home: Pt Instructions 
1. Take pain medicine ½ hour before dressing change if you find dressing changes a painful procedure. 
2. If the burn is on the hand or foot or other area difficult to reach, have someone else help you. 
3. Have all material available. Gloves may be worn. 
4. Remove the dressing and rinse off all burn cream or ointment with tap water, under a shower, or in the bathtub. The area can be 
gently washed with mild soap and a clean cloth or gauze pads. 
5. Look at the burn and assess the healing, blistering, and amount of swelling. Note any signs of infection. 
6. Gently exercise the area through range of motion. 
7. Apply the burn ointment with a sterile tongue blade. 
8. Cover the cream with fluffed-up gauze. 
9. Wrap the area in bulky gauze. 
10. Repeat this dressing change daily. 
Other Pearls: the pt with a minor burn should be given instructions for a vigorous program of range-of-motion exercises. Prolonged 
edema, which retards wound healing, is minimized with adequate physical therapy. The pt should be instructed to avoid sun 
exposure until the wound is completely healed; exposure to the sun may cause hyperpigmentation of the wound, which is frequently 
permanent. The use of a sun block (sun protection factor 30 to 50) is recommended for healed areas that must be exposed to direct 
sunlight. Recently healed partial-thickness burn wounds become very dry, a lotion should be used until the natural skin lubrication 
mechanisms return, usually within 6 to 8 weeks. Pruritus is common with healing burn wounds, Diphenhydramine hydrochloride or 
hydroxyzine can help as well as a moisturizing cream. 
Other Methods of Wound Management:  Use Polysporin or Silvadene, and a bulky gauze dressing for minor burns. Some 
advocate bulky dressing for as long as 10 to 14 days. Although a bulky dressing prevents pain, there is a potential hazard of 
bacterial overgrowth in the warm, moist dressing, and range-of-motion exercising cannot be performed, which prolongs edema and 
interferes with rehabilitation. 
Face:  Superficial burns of the face should be left exposed. The face is washed twice daily with a mild soap and water, and a thin 
layer of a bland ointment (bacitracin) is applied to the open wounds to prevent drying. 
Ears: Superficial burns of the ear should be treated with a bland ointment. Deeper injuries must be treated with topical antibiotics; 
excessive pressure may cause chondritis, and should be avoided. 

Eyes: Suspected corneal burns should be stained with fluorescein for confirmation of diagnoses. Superficial corneal burns should be 
treated similarly to corneal abrasions, with vigorous irrigation, the application of ophthalmologic antibiotic ointment, and eye 
patching. Superficial corneal burns not asymptomatic by 48 h and more serious injuries should be evaluated by an ophthalmologist. 
Hands: Superficial burns of the hand should be elevated for 24 to 48 h to minimize swelling. Circumferential hand burns may 
require hospitalization for observation of adequate circulation. Range-of-motion exercises should begin as soon as possible after 
injury. Instructions for the exercise program should be part of the management protocol.  If a small child, one can use a clean sock 



fresh to cover the hand, this will keep the burn out of his/her mouth and protected...you can safety pin the sock to his shirt in order 
to keep it on the arm. 
Feet: Although burns of the feet are painful, walking and range-of-motion exercises should be performed. Crutches should not be 
allowed. To prevent edema, burned feet should be elevated when the pt is not walking or exercising. An elastic bandage should be 
applied over the wound dressing when the pt is walking or sitting, but it should be removed at night when the feet are elevated. 
Perineum: Perineal burns frequently require hospitalization for 24 to 48 h for observation of urinary obstruction secondary to 
edema. Minor perineal burns can be treated with a bland ointment. Extensive superficial perineal burns, Ex: pediatric bathtub scald 
injuries, are best treated with topical chemo (silver sulfadiazine), utilizing a diaper as the wound dressing. 
  



Deep Second 

 “Deep partial thickness”, to reticular dermis.   Waxen-white (variable color), + blisters, no cap refill, absent pain sensation 
(perceptive of pressure only).  Due to scald (spill), flame, oil or grease. Do not confuse partial thickness burns with full thickness 
burns.  Full thickness burns have no sensory function or skin appendages such as hair follicles remaining, do not form vesicles, and 
may have evidence of thrombosed vessels. If areas of full thickness burn are present or suspected, seek surgical eval.

 
W/u: If smoke inhalation, check arterial blood gas, carboxyhemoglobin.  If electrical burns, check an ECG, urine myoglobin, creatine 
kinase isoenzymes.  Check H/H, Type and cross. Electrolytes, including blood urea nitrogen and creatinine. Urinalysis. In children, 
check a blood glucose as hypoglycemia may occur in children because of limited glycogen storage. Chest radiograph.  Bronchoscopy 
may be necessary in smoke inhalation to evaluate lower respiratory tract.  
Tx:  Same as superficial + early surgical excision and skin grafting an option --> Apply Silvadene or Vaseline gauze and a bulky 
dressing, re-Check 48hr.  Takes 21-60days to heal, often leaves hypertrophic scar, some risk of contractures.  See Wound Care | 
Cooling | Infection Control | Dressings | F/u |  
Cooling: immediately and during the first 3 hours to decrease pain.  Avoid cooling if >10% BSA involved.  Sterile saline soaked 
gauze cooled to ~12C (53.6F), avoid ice. Tetanus prophylaxis. Hypertrophic scarring common, usually treated with excision and 
grafting. 
• A fresh burn is a clean area that must be protected from contamination. When necessary, clean a dirty wound with sterile saline. 
Ensure that all individuals who come into contact with the wound wear gloves and a gown, and minimize the number of caregivers 
within the patient’s environment without protective gear. 
Cool Water: cool it off by running the burned area under cool water for about 5 minutes. 
• Evidence suggests that burns in adults heal better when treated with cool running water (Burns 2019; 45:433; PLoS One 2016; 
11:e0147259).  
• A cohort study (2495 children aged 0 to 16 years, median age, 2 years) confirms that cool running water (as soon as possible) first 
aid decreases skin grafting requirements in pediatric burns, especially when administered for at least 20 minutes. (Ann Emerg Med 
2019 Aug 29;e-pub). Patients with friction, electrical, and chemical burns as well as those with missing data were excluded. Skin 
grafting, the primary outcome, was required in 7.8% of patients with ≥20 minutes of therapy versus 13.6% of those with <20 
minutes. Patients with ≥20 minutes also had significantly lower rates of hospitalization (13.2% vs. 18.0%) and full thickness burns 
(2.7% vs. 7.6%), but time to re-epithelialization did not differ between the two groups. The odds of skin grafting were significantly 
reduced with any duration of running water therapy (odds ratio, 0.6), with a dose-response relationship showing the greatest benefit 
in patients with ≥20 minutes. The authors note that durations longer than 20 minutes have not been shown to provide additive 
benefit and could be harmful. 
Suggestions for Outpatient Burn Management in Children 
(Burn care for children. Pediatr Rev. 2018;39(6):273–286) 
Patient Selection: Airway is clear. Burn small enough that fluid resuscitation not needed. Child can eat and drink. Family support 
adequate to meet monitoring, wound care, and  transportation needs. Family clearly understands care plan and follow-up 
recommendations. No concern for abuse or neglect. 
Wound Care Suggestions: 
• Debride loose tissue and debris. 
• Gently debride leaking, loose, or thin blisters. 
• Apply antibiotic ointment or silver-releasing membrane based on local experience and protocols. 
• Schedule periodic inspections of the wound at 24 to 72 hours; consider a pain control plan that minimizes opioid use. 

• Describe specific reasons for early return to family. 
• Schedule and track clinic visits. 
• Consult liberally with supporting inpatient burn facility. 
• Use local visiting nurse and outpatient medical support resources. 

Burn Wound Care 

Links: Infection Control | Dressings | F/u | Cooling | Admission |  See Derm for Skin Grafts | Evaluation of wounds | 
• For burns that require cleaning use sterile water and a gentle soap. With a soapy washcloth very gently wipe but do not scrub the 
wound. For dirtier wounds use chlorhexidine. Avoid iodine as it is cytotoxic. 
• Keep wounds moist. A moist environment promotes re-epithelialization and prevents cellular dehydration. 
• Use a Non-adherent Dressing. Use a dressing such as Mepitel, Jelonet or Adaptic that will cause less pain upon removal. Apply a 
petrolatum-based antibiotic ointment to the dressing (rather than the wound itself), then place the dressing over the wound. 
• The initial non-adherent dressing can often be left on for 2-3 days. 
Debride Blisters for the following reasons: They can restrict function. They prohibit proper assessment of the wound. Blister skin 
is dead; non-viable tissue is a source of infection and should be removed. Dressings need to be in contact with the viable tissue 
which is not possible with intact blisters. Blister fluid may deepen the burn. Blisters <6mm in diameter may be left intact. To debride 
a blister snip the top with scissors to de-roof it then use tissue forceps to debride the devitalized tissue.” (Emerg Med Pract. 
2018:;20:1-24) 
Outpatient care: cleanse wound with tap water, with or w/o mild soap (nothing stronger than Chlorhexidine) or ½ strength 
povidone iodine.  A clean, not sterile procedure.  Apply topical Abx and dress in layers. 
Topical antibiotic: Silver sulfadiazine (Silvadene) or silver-impregnated dressing on body; bacitracin-polymyxin B (Polysporin) on 
face. They are intended to limit colonization and to control growth of pathologic organisms and may decrease cytokines and chemical 
mediators. More comfortable to apply the topical agent to the dressing before it is then placed on the wound.  



Silver Sulfadiazine 1% cream (Silvadene): [50g and 400g jar] Take 1 app applied topically 2 times a day. Commonly used for 
outpatient and inpatient treatment. Has excellent broad-spectrum coverage and is effective against Candida. This agent can be used 
with or without a dressing and is painless and easy to apply. Drawbacks include leukopenia and poor eschar penetration.  Some say 
don’t use silver sulfadiazine as it may delay wound healing and requires more frequent dressing changes. Silver sulfadiazine creates 
a pseudoeschar around the wound that can also foster microbial colonization. 
Povidone-iodine (Betadine) 10% ointment: has broad antimicrobial properties. Its main active ingredient is iodine. It can be 
used on open or closed wounds. The best antimicrobial activity is seen when it is administered every 6 hours. It can produce pain, 
immune depression, kidney dysfunction, and thyroid dysfunction. Should not be used in children and pregnant women.    
Cleanse: gently with warm tap water with mild soap or 2:1 H2O2, use cotton swabs or moist gauze to remove crusts or necrotic 
material or irrigate with normal saline.  Tar & asphalt  can be removed with cool water and mineral oil, then apply Polysporin oint for 
several days to remove residual.   Td shot.    
Débride:  Sharply débride any necrotic or devitalized tissue, but only to the point of minimal pain & bleeding.    Débride bulla if 
crosses a joint, any erosions that are necrotic or contain purulent material.  All ruptured blisters or those likely to imminently rupture 
(if over joints) should be unroofed.  Don’t pull on (un roof) a blister that is still attached (painful) or thick-walled. All body hair 
(except eyebrows) should be shaved 8cm back from the wound borders.  Some recommend that all blisters should be removed to 
allow adequate examination and tx of all partial-thickness wounds, with the exception of small blisters on glabrous palmar skin.  
Some partial-thickness burns may convert to full-thickness burns during the first few days after injury. Adequate fluid resuscitation is 
important to maintain skin perfusion and to help prevent conversion. 
Escharotomy: may be needed with full thickness burns if impaired perfusion (Doppler flow signal is lost or compartment pressure 
>30 mmHg or cyanosis, cap refill >5sec, progressive paresthesia). 

Infection control 
Routine PO/IV Abx as prophylaxis usually not always indicated. Systemic antibiotics are rarely indicated for the tx of small burns, and 
may predispose the wound to later opportunistic infection with bacteria, fungi, or viruses. Prophylactic antibiotics may improve 
survival of burn patients, a meta-analysis suggests (BMJ. Published online February 17, 2010). 
Broad-spectrum antibiotic ointments:  many nonprescription topical antimicrobials are used for minor burn therapy.  These are 
all soothing, cosmetically acceptable for open tx (such as on the face), and are effective antiseptics. Powerful topical 
chemotherapeutic agents such as mafenide acetate (Sulfamylon), or povidone-iodine (Betadine) should not be applied to minor burn 
wounds, since they have been shown to delay wound healing. 
Bacitracin Zinc (Baciguent): ointment, can wash off excess with tap, ok for skin graft.  This is the only agent that can be used 
around mucous membranes.   Inexpensive, OTC. Considered one of the best outpatient topical vapor barrier/ antibacterial with 
minimal toxicity. 
Bactroban (mupirocin 2%) ointment can also be considered.     
Polymyxin B-bacitracin (Polysporin): useful for partial-thickness facial burns. A thin layer is applied BID; it is completely 
removed before reapplication. 
Triple-antibiotic ointments:  such as polymyxin B-neomycin-bacitracin (Neosporin), and nitrofurazone (Furacin). Some caution 
against agents containing neomycin because of a potential for sensitization in 0.9% of the population.  
Silvadene (silver sulfadiazine): [1%, in jars of 400g, 85g and 50g, generic costs $30, 14 and $11] ok for initial burn covering, 
but hard to apply and some evidence that it is toxic to skin cells.   Avoid using if pregnant or an infant <2mo old or if pt has 
sulfonamide allergy.  Susceptible to resistant strains of P aeruginosa or E cloacae. 5-7% incidence of hypersensitivity rash.    Contra 
in pt’s with sulfa allergies. A good choice for deep partial-thickness burns because it may allow the wound to heal without the need 
for a skin graft. Keep in refrigerator as feels soothing when applied.  Painless and easy to use. Does not penetrate eschar.  May leave 
black tattoos from silver ion; mild inhibition of epithelialization. It is inactivated by tissue secretions and must be changed at least 
twice a day. 
Mafenide (Sulfamylon):  8.5% cream, apply qd-BID, cleanse wound between applications. The only topical agent that penetrates 
full thickness eschar and thus be capable of suppressing dense bacterial proliferation beneath the eschar surface.   Not compatible 
with dressings, 5% hypersensitivity rash, post-application pain lasting 15-30min.  May cause a metabolic acidosis due to biochemical 
breakdown into acid salt (get compensatory hyperventilation and CO2 retention).  Commonly used for partial-thickness bums that 
are resistant to silver sulfadiazine and in conjunction with gauze to help débride eschar. A 5% solution is used, usually with twice-a-
day dressing changes; dressings are remoistened once in between dressing changes.  A major disadvantage is the high cost. The 
solution is isotonic and painless to apply; however, mafenide HCl cream is hyperosmolar and can be painful when applied to larger 
areas. Mafenide HCl cream can be used on the ears, where it can penetrate eschar to prevent chondritis. No fungal coverage. Wide 
application associated with metabolic acidosis. 
Hydrogel: Repeated applications (q24-48hr) of a hydrogel adhesive film (BurnShield) on cutaneous burns reduces pain and 
promotes healing with minimal scarring (Arch Surg 2006;141:39-42). 
Acticoat:  a topical antibiotic gauze dressing coated with silver.  Can be left on a wound for up to 7 days. This dressing may also be 
used over meshed skin grafts, and it appears to increase reepithelialization between the interstices of meshed grafts. Because of the 
long wear time, this dressing may be appropriate for outpatients who will not be seen for several days. It also eliminates pt 
manipulation of the wound. The dressing should be moistened to activate it if there is minimal wound exudate. 
Silver Nitrate: 0.5% solution as a wet dressing.  Must apply q2hr, painless, no hypersensitivity.  Does not penetrate eschar.   

Burn Wound Infections 

Infections remain a leading cause of death in burn patients. This is as a result of loss of the environmental barrier function of the 
skin predisposing these patients to microbial colonization leading to invasion. Therefore, reconstitution of the environmental barrier 
by debriding the devitalized tissue and wound closure with application of allograft versus autograft is of optimal importance. Given 
that infections are a common complication of the thermally injured patient, early diagnosis, and treatment are of paramount 
importance. The pathophysiological progression of burn wound infection runs the spectrum from bacterial wound colonization to 
infection to invasive wound infection. The characteristics of each are as follows: 
Bacterial colonization: Bacterial levels <105. Does not necessarily prevent wound healing. 
Bacterial infection: Bacterial levels >105. Can result in impaired wound healing and graft failure. Can lead to systemic infection. 
Invasive wound infection: Clinically can have separation of the eschar from wound bed. Appearance of focal dark brown, black, or 
violaceous discoloration of the wound. Presence of pyocyanin (green pigment) in subcutaneous fat. Erythema, edema, pain, and 
warmth of the surrounding skin. Associated with signs of systemic infection/sepsis and positive blood cultures and high mortality.  
Fungal infection: An unexpected and rapid separation of the eschar is characteristic (Burn Care and Treatment A Practical Guide. 
2021. Springer. Marc G. Jeschke, Lars-Peter Kamolz, Shahriar Shahrokhi) 



Medical Criteria for Outpatient Management:  (1) no existing complications of thermal injury, such as inhalation injury, (2) fluid 
resuscitation completed, (3) stabilized hospital course, (4) adequate nutritional intake, (5) adequate pain tolerance, and (6) no 
anticipated septic complications. The pt's family must be willing to participate in the care of the pt and must be capable of doing so. 
Criteria for “capability” include personal cleanliness, no apparent aversion to burn care, an ability to perform the dressing changes 
and assist in range-of- motion exercises, and access to transportation to return the pt for burn care and physical therapy. Not all 
families initially meet these criteria, but with persistent education by the burn team, most families can learn how to conform to the 
guidelines. 
Outpatient Tx Program: Management of moderate and major thermal injuries involves two phases of tx: a home-tx program and 
physical therapy. At home, the pt’s are instructed to bathe or shower twice daily, wash the wound with mild soap and water, gently 
debride the wound with a washcloth, and apply prescribed topical ointment followed by a light dressing. Pt’s exercise every hour, 
following a program outlined by the physical therapist. Family members are instructed to encourage self-care and active range of 
motion at all times. Outpatient physical therapy tx’s consist of hydrotherapy, debridement of burn wounds, and a supervised exercise 
regimen. The wounds are evaluated by the physical therapist and feedback given to the family members regarding wound status, 
dressing changes, and range of motion. All pt’s are seen weekly in the burn clinic, where the wounds are examined, tx reviewed, and 
necessary changes made. The frequency of tx’s decreases as the wound heals, but initially pt’s are seen daily. 
Infection Tx:  Vancomycin 1 g IV q12h + Amikacin (10 mg/kg IV loading dose then 7.5 mg/kg IV q12h) + piperacillin 4 g q4h IV.  
Give 50% of daily dose of Extended spectrum penicillins into subeschar tissues within 12 hours of surgical eschar tissues removal.  If 
infection occurs, empiric tx with Vanc, Amikacin or Piperacillin. No need PO Abx prophylaxis. 
Biologic Dressings: overall have the lowest infection and best healing rates but expensive and hard to find.     
Allograft and Xenograft:  generally used with full-thickness burns, it has compared favorably in studies with silver sulfadiazine 
Xenograft may adhere to the film of partial-thickness burns and facilitate eschar debridement. Human amnion has been suggested 
for use as a biologic burn dressing, especially in developing countries.  A biosynthetic wound dressing sheet (Biobrane; Bertek 
Pharmaceuticals, Morgantown, WV) has been used extensively and compares favorably with silver sulfadiazine in treating superficial 

partial-thickness burns. However, improper use of this biosynthetic dressing in deep partial-thickness burns has led to a high 
infection rate. The dressing can enclose dead tissue in the wound, providing a medium for bacterial overgrowth and invasive wound 
infection. A human fibroblast-derived temporary skin substitute (TransCyte; Smith & Nephew, Largo, FL) has also been used on 
middermal burns after debridement and showed faster healing with less pain in 2 prospective trials. 

Wound Dressing 

All partial and full-thickness burns need a sterile dressing.  Use fine mesh gauze (Telfa) over the Abx ointment.  A petrolatum gauze 
(Xeroform) can be used to cover large areas of superficial burns. If petrolatum gauze does not adhere, the wound is likely deeper 
than suspected and should be treated with topical Abx’s or surgery.  Use successive strips rather than wrapping around.  Keep in 
place with a tubular net bandage like Kerlix.  Nonbiological dressings provide a moist wound environment and allows more rapid 
epithelialization. Compared with topical Abx’s, wound coverage can lead to fewer dressing changes and less pain and anxiety for the 
pt’s. A contact layer dressing (Mepitel) has compared favorably in superficial scald burns, with lower cost, faster healing, and less 
pain. Likewise, a hydrocolloid (DuoDERM) has shown similar results in small, superficial burns. Dressing should be changed whenever 
they become soaked with excessive exudate.  Gently rinse off Abx ointment and apply fresh.  Pt should change dressing q1-2d --> 
thorough cleansing to remove old cream (best done under shower) with aseptic technique.   
Silver containing topical agents and dressings 
 Aquacel Ag: Methylcellulose dressing with ionic silver for partial-thickness burns. Can be left intact until wound fully healed. Has 
comparable efficacy to Acticoat in healing time and antimicrobial activity. 
Silver sulfadiazine: 1% cream for deep dermal and full-thickness burns. Has broad spectrum of activity. Intermediate eschar 
penetration and short duration of activity. Can form a pseudo eschar and is cytotoxic to fibroblasts and keratinocytes. 
Acticoat: Nanocrystalline silver dressing that can be left on the wound from 3 to 7 days. Has broad spectrum of activity. As with all 
silver containing topical products can inhibit fibroblasts and keratinocytes. Preferred for deep dermal/full-thickness burn wounds with 
higher risk of infection. 
Analgesia:  Tylenol alone or in combo with opioids.  Give stronger opioid as rescue med and for dressing changes.   
Growth factors:  epidermal growth factor (EGF) and tumor necrosis factor (TNF), are found in significant quantities in partial-
thickness donor sites. Platelet-derived growth factor (PDGF) is not detectable in donor-site fluid, but has been demonstrated in 
partial-thickness blister fluid. PDGF was studied in a swine model, but it did not show an increase in reepithelialization. EGF has been 
shown to improve healing time in partial-thickness injuries; however, it is not commercially available. 

F/u: 4-5d if incr risk of infection, otherwise 7-10d, expect to see neoepithelialization at this time.  Be aware of epithelialization 

milestones as a guide to when to refer to a burn specialist for possible pressure tx.  It is recommend to refer if no evidence of 
epithelialization (seen as tiny opalescent islands of epithelium throughout the wound) by >10 days in African American, >14 days all 
other ages and races.  Mandatory referral if no evidence in >21 days.   After epithelialization no longer need dressing changes or 
Abx, pt can apply a non-perfumed moisturizing cream (Vaseline Intensive Care, Eucerin, Nivea or cocoa butter).  Pruritus is common 
and is usually triggered by heat, physical activity and stress, best to wear loose cotton clothes, can take PO antihistamine. (Partial-
thickness Burns: Identification And Management. Advances in Skin & Wound Care 2003;7;132) 

Follow up care & surgery:   Follow the pt clinically each day, progression of the wound normally follows 1 of 2 pathways: (1) 
exudative filmy eschar to epithelial buds from skin appendages to reepithelization, or (2) filmy eschar followed by granulation.  The 
presence of granulation tissue is usually associated with hypertrophic scarring, and large areas usually require grafting for wound 
closure. These pathways may take 7-14 days to delineate whether surgery will be required.  Most partial-thickness burns will heal by 
reepithelialization from dermal skin appendages within 1 to 2 weeks. Wounds that do not show healing in this time may require 
surgery. It is reasonable to perform excision and grafting of burns that will not be significantly healed in 3 weeks. Another 
determinant for surgery depends more on wound location than size. An area, such as the abdomen, that has laxity in me adjacent 
skin might heal by wound contraction even if the area is as large as 300-400 cm2. However, an area of 10 cm2 located on the face, 
hands, or digits could produce significant deformity. Surgical tx of partial-thickness burns is divided into 2 steps: excision and 
grafting. Tangential excision to preserve any viable remaining dermis and the blood supply of the subdermal plexus is performed by 
either dermatome debridement or the Goulian-Weck knife. If meshed grafts are used, the keratinocytes migrate between the 
interstices of the graft. Widely meshed areas generally have a poorer, fishnet appearance. Sheet grafts are always used on the face 
and hands due to the cosmetic improvement. 
Complications: Hypertrophic scarring and hyperpigmentation are the main complications of partial-thickness burn wounds. All 
second- and third-degree burns produce permanent scarring.   Pressure garment therapy is still used in many burn centers to aid in 
the management of hypertrophic scarring.  Used in conjunction with physical and occupational therapists, pressure garments are 



replaced q3-4 mo’s. Tubed compression gauze (Tubigrip) is comparable to a pressure garment (Jobst garment;) with equal results, 
less cost, and more pt compliance. 
Avoid  too- vigorous dressing changes that pull off newly formed epithelium, or the use of a variety of topical and systemic 
antibiotics that can cause secondary infection or formation of a pseudomembrane that may require debridement or delay healing. 
Scar massage techniques with one of various moisturizing creams is usually recommended for 10 minutes, TID.  The main active 
ingredients of the creams including petroleum (30%), lanolin (27%.), and glycerin (14%). Silicone gel sheets may also be beneficial, 
probably increasing the surface temperature of the scar that, in turn, increases collagenase activity.   Massage therapy with cocoa 
butter (30 minutes, twice a week for 5 weeks) reduced pain, itching, and anxiety compared with control pt’s in a study by Field et al.     
Hyperpigmentation:  sun protection is an important part of the pt education process after a bum injury and should include sunscreen 
with a rating of SPF 15.   If hyperpigmentation does occur, it can be treated with hydroquinone cream or laser tx’s (either a pulsed 
dye or Q-switched YAG laser). 
Hypopigmentation is more difficult to treat in the African American population, and dermal tattooing; generally leads to poor 
results, dermabrasion or CO2 laser ablation and epidermal grafts may be beneficial.  Most pt’s prefer to live with or cover-up the 
hypopigmentation rather than accept the risks of another surgery and donor sites.  (Partial-thickness Burns: Identification And 
Management. Advances in Skin & Wound Care 2003, from MerckMedicus.com August 19, 2003) 
Marjolin's Ulcer: Chronic ulceration of old burn scars can lead to malignant degeneration. Squamous cell carcinoma is most 
common, although basal cell carcinomas occasionally occur. Rare tumors, including malignant fibrous histiocytoma, sarcoma, and 
neurotropic malignant melanoma, have also been described. Chronic breakdown of a healed burn wound scar should lead to 
suspicion of malignant degeneration. These lesions typically appear decades after the original injury, but burn scar carcinoma can be 
encountered within the first year. In the absence of cancer, most unstable burn scars should be excised and resurfaced. Burn scar 
carcinomas may metastasize aggressively, thus need wide excision.   
Heterotopic Ossification: occurs in up to 13% of burn pt’s.  The elbow is the most commonly affected joint. The dx is usually 
made by the physical or occupational therapist, who discovers increased pain and decreased range of motion of the involved joints. 

Limitation of physical activity usually precedes radiographic evidence of calcification, which is located in the muscle and surrounding 
soft tissue of the joint. Although the mechanism causing heterotopic ossification is not known, it has been suggested that bleeding 
into the soft tissue, due to aggressive physical therapy, is the culprit. Prolonged immobilization of a joint encompassed by a burn 
also appears to promote heterotopic ossification. Some suggest surgical removal of all ossified soft tissue, but others recommend 
modification of rehabilitation therapy regimens and allowing the reabsorption of ossified tissue. 
Pain management:  Pharmacological modalities include hypnotics and analgesics, such as morphine, methadone, codeine, 
acetaminophen, and NSAIDs. Anesthetic agents, such as ketamine nitrous oxide and fentanyl, are useful for severely painful dressing 
changes, such as those after skin-grafting procedures. Psychotropic drugs, such as antianxiety drugs, major tranquilizers, and 
antidepressants, may be useful in the management of burn wounds. Nonpharmacologic methods include providing verbal and/or 
physical comfort, arranging activities that will distract the pt from concentrating on the pain, and relaxation therapy. Morphine 
and/or methadone therapy is begun early on all pt’s with acute burns admitted to the hospital, unless the pt will be in the hospital 
only for a very short time. Total elimination of pain in burn pt’s is not possible, short of general anesthesia.   During the convalescent 
phase of burn management, a regular dose of an oral analgesic such as methadone produces more effective pain relief than 
unscheduled “as-needed” doses. 

Hot Tar / Asphalt Burns 

Asphalts are products of the residues of coal tar commonly used in roofing and road repair. These products are kept heated to ~ 450 
°F. When spilled onto the skin, the tar cools rapidly, but the retained heat is sufficient to produce a partial-thickness burn. 
Fortunately, full-thickness burns are unusual. Cooled tar is nonirritating and does not promote infection. When cooled tar is 
physically removed, the adherent skin is usually avulsed. Careless removal of the tar may inflict further damage on burned tissues.  
Agents such as alcohol, acetone, kerosene, or gasoline have been used to remove the tar, but these are flammable and may cause 
additional skin damage or toxic response secondary to absorption.  There is no great need to meticulously remove all tar at the first 
visit. Obviously devitalized skin can be débrided, but adherent tar should be emulsified or dissolved rather than manually removed.  
Polyoxyethylene sorbitan (Tween 80 or polysorbate 80) is the water-soluble, nontoxic emulsifying agent found in Neosporin and 
several other topical antibiotic ointments. It is a complex mixture of ethers, esters, and sorbitol anhydrides that possesses excellent 
hydrophilic and lyophilic characteristics when used as a nonionic, surface-active emulsifying agent. With persistence, most tar may 
be removed (emulsified) on the initial visit.  
Medisol: a citrus and petroleum distillate with hydrocarbon structure that consists of 70% petroleum distillate (base oil), 25 to 27% 
limonene (orange oil), 2 to 3% lanolin, and 1% surfactant (dioctyl sodium sulfosuccinate). This product has proved to be the most 
efficient in removing tar without damaging the underlying burn wound. Mineral oil and petroleum ointments, such as bacitracin or 
Neosporin, may also be used to remove tar.   
Guidelines on Asphalt Burns: 
 (Am J Emerg Med 2014;online January 21) 
• Asphalt burns can be complicated to treat because asphalt is often stuck to the injury and can lead to infection....."These guidelines 
emphasize the principles of early cooling, gradual removal of adherent asphalt using topical antibiotics, and avoidance of the use of 
topical agents which are likely to result in tissue toxicity. Once the asphalt is removed, standard burn management is advised."    
• The researchers recommend running cool or even lukewarm water over the wound, and ice packs can also be applied. Cold water 
and immersion may not be preferable due to the risk of hypothermia, they write. 
• Asphalt burns most often occur during roofing and road repair. Roofing accidents account for deeper burns because the asphalt is 
heated to a higher temperature, 210-270 degrees C, compared to paving asphalt, which is heated to 140-190 degrees C, the 

researchers note. Injuries can include blunt trauma and fractures from falls from buildings and traffic accidents and burns from spills, 
pipe breakage, and other accidents. 
• Physicians should then use a solvent to remove the asphalt. Solvents that have been used in these cases include topical antibiotics, 
petroleum jelly, De-Solv-it, sunflower oil, baby oil, liquid paraffin, butter, mayonnaise, and Moist Exposed Burn Ointment (MEBO). 
The researchers recommend topical antibiotics. Antibiotic ointments are readily available and more commonly described in the 
literature than other products. "They would also be used in the treatment of burns after asphalt removal. For these reasons, topical 
antibiotics are our first choice in the treatment of burns with adherent asphalt," they write. 
• The researchers suggest changing dressings every four hours until the asphalt naturally separates from the injury. 
• Physicians should not use kerosene, gasoline, or ethanol as solvents. They can damage tissue. 

Third Degree 



 “Full thickness” skin loss (into the fat/ muscle or bone). Affects the entire dermis and adnexal structures. Color varies with 
mechanism of burn. Skin is usually white, black (charred), or brown (leathery) in color. Blister usually be absent, no cap refill, 
thromboses SQ vessels may be seen, dry and inelastic.   No pain sensation (anesthetic), some sensation to deep pressure.  Due to 
scald (immersion), flame, steam, oil, chemical, high voltage electricity.  Never heals if involves >2% BSA, has severe risk of 

contracture.  Requires skin grafting as incapable of self regeneration......Refer. If no intervention, it will 
demarcate and separate over days to weeks. However, this delays healing and risks infection.   
Circumferential third-degree burns of extremities may lead to compartment syndrome if muscles become edematous; likewise 
circumferential chest wall burns may inhibit expansion and breathing.  See Drains / Flaps | 
RECELL System:  Given expanded the approval by the FDA in 2021 for use  in combination with meshed autografting to include 
patients 1 month of age and older for the treatment of acute full-thickness thermal burn wounds, including full-thickness thermal 
burns that extend beyond 50% total body surface area. Previously, the treatment had only been approved for patients 18 years of 
age and older and for burn wounds up to 50% total body surface area. A single-use, autologous cell harvesting device intended for 
use at the point of care by a trained health care professional. The device allows for the collection of a small skin sample that is used 
to produce a suspension of Spray-On Skin™ Cells in approximately 30 minutes. The resulting RES® Regenerative Epidermal 
Suspension, which includes keratinocytes, fibroblasts, and melanocytes, is directly applied to the wound. 

Emergency Escharotomy 

Indications:  Full-thickness burns result in an eschar that is inelastic and may become restrictive. Skin, particularly skin burned to 
full thickness, can become a constricting element to tissue swelling and cause a tourniquet-like effect. Skin temperature and 

palpation of pulses are unreliable and imprecise indicators of adequacy of circulation because of peripheral vasoconstriction and local 

edema. Clinically, the signs of compartment syndrome are paresthesia, pallor, pulselessness, paralysis, and pain. 
The pt with circulatory embarrassment significant enough to warrant escharotomy may complain of deep aching pain, progressive 
loss of sensation, or paresthesias, but these parameters are difficult to quantitate in the severely burned, sedated, or mechanically 
ventilated pt. In the awake and cooperative pt, alteration in vibratory sensory testing with a 256-cps tuning fork may be a reliable 
indicator of increased compartment pressure. However, gross motor activity and peripheral pulses may remain intact despite severe 
underlying muscle ischemia. The large burn may require monitoring of the abdominal compartment pressures and consideration of 
the fascial compartments in the extremities as possibly in need of decompression. Electrical injury presents one of the most difficult 
challenges, because there maybe extensive damage within deep muscular compartments with intact overlying skin. The surgical 
exploration, fascial decompression, and removal of dead muscle should not be delayed, because the resultant myoglobin in the 
serum is nephrotoxic. A special consideration is the circumferentially deeply burned thorax. Thoracic compartment is manifest by 
difficulty with ventilation and increased peak airway pressures. Recognition and decompressive escharotomy can be life-saving. 

Considerations: Escharotomies are usually completed safely at the bedside with sedation and 

electrocautery. The possibility of significant blood loss must be considered by the surgeon, and blood should be available if needed. 



Technique:  releases the eschar to the depth of the SQ fat only. This results in minimal bleeding, which can be 
controlled by local pressure or electrocautery. These incisions, although limb- or life-saving, are potential sources of infection for the 
burn pt and should be treated as part of the burn wound. The wounds should be loosely packed with sterile gauze impregnated with 
an appropriate topical antimicrobial such as silver sulfadiazene cream. Fasciotomy, which involves a deeper incision, may be needed 
for thermal or electrical burns. Under sterile conditions the lateral and medial aspects of the involved extremity are incised with a 
scalpel or electrocautery 1 cm proximal to the burned area, extending to 1 cm distal to the involved area of constricting burn. The 
incision is carried through the full thickness of skin only and results in immediate separation of the constricting eschar to expose SQ 
fat. Because joints are areas of tight skin adherence and potential vascular impingement, incisions should cross these structures. 
Care must be taken to avoid vital structures, such as the ulnar nerve at the elbow, the radial nerve at the wrist, the superficial 
peroneal nerve near the fibular head, and the posterior tibial artery at the ankle. The incision should extend to the great toe medially 
and the little toe laterally in circumferential burns of the feet, and to the thenar and hypothenar aspects of the hands. Improvement 
in color, sensation, Doppler flow signal strength, and oximetry values indicate adequate release. Full-thickness circumferential chest 
or upper abd burns may impair respiration. For release of this eschar, the incision should extend from the clavicle to the costal 
margin in the anterior axillary line bilaterally and may be joined by transverse incisions, resulting in a chevron-shaped escharotomy.  
Neck escharotomy should be performed laterally and posteriorly to avoid the carotid and jugular vessels.  Penile escharotomy is 
performed midlaterally to avoid the dorsal vein. To obtain an adequate release, the incisions should be mid-axial and completely 
through the eschar. Avoid deep penetration of the subcutaneous tissue below. Deep penetration can cause excessive bleeding and 
damage to underlying nerves and blood vessels. However, if there is clinical suspicion of fascial compartment hypertension, an 
escharotomy can be combined with a fasciotomy for diagnostic and therapeutic purposes. Escharotomy of the upper extremity should 
begin on the radial side down to the wrist. 
Post-op: Wounds that result from decompression should be kept moist and wrapped with the burn. Elevation should be routine to 
help decrease edema whenever possible. Keep in mind that all circumferential burns do not need to have decompression. In a 
moderate burn with an awake patient, you can follow closely with a clinical examination. 

4th Degree Burns 

3rd deg plus damage to tendon, muscle or bone under skin. 
Tx: as above.   Needs skin grafting if >1cm D at earliest feasible time (<72 hrs if age <30yo, otherwise can observe for 8-10 days).  
Functional limitations more frequent, hypertrophic scar at graft margins common. See Escharotomy | 
Systemic response:  The release of cytokines and other inflammatory mediators at the site of injury has a systemic effect once the 
burn reaches 30% of total body surface area.  
Cardiovascular changes—Capillary permeability is increased, leading to loss of intravascular proteins and fluids into the interstitial 
compartment. Peripheral and splanchnic vasoconstriction occurs. Myocardial contractility is decreased, possibly due to release of 
tumor necrosis factor . These changes, coupled with fluid loss from the burn wound, result in systemic hypotension and end organ 
hypoperfusion.  
Respiratory changes—Inflammatory mediators cause bronchoconstriction, and in severe burns adult respiratory distress syndrome 
can occur.  
Metabolic changes—The basal metabolic rate increases up to three times its original rate. This, coupled with splanchnic 
hypoperfusion, necessitates early and aggressive enteral feeding to decrease catabolism and maintain gut integrity.  
Immunological changes—Non-specific down regulation of the immune response occurs, affecting both cell mediated and humoral 
pathways.  

Criteria for Hospital Admission 
Burns totaling >20%-25% BSA. Full-thickness burn >5%-10% BSA, especially in patients <10 or >50 years. BSA >15% (2nd+3rd) as 
50% mortality, >10% & age>50, >2-5% 3rd. Severe underlying medical condition.  Inhalation injury. Circumferential burns of trunk 
or extremities. Burns of hand, face, feet, genitals, or perineum. Chemical or electrical burns. Associated trauma.  Fluid 
Resuscitation | Wound Care | See Allergy module: TEN | 
• The patient is generally wrapped with warm blankets and a head covering to prevent hypothermia which is common with severe 
skin loss. With this loss of regulatory barrier patients lose heat by convection, conduction, radiation, and evaporation. 
• The next step is for the patient to undergo debridement in a warm from (ambient temp of 28° C / 82° F or higher). Escharotomy 
may neet to be performed under IV sedation. Large vessels injured may need to be ligated and smaller ones cauterized. 
W/u: standard trauma labs and carboxyhemoglobin and arterial blood gas levels, a chest x-ray (CXR) evaluation, and ECG. 
General admit orders include: Bed rest. Head of bed elevated to 20 degrees (minimizes cerebral and tracheal edema). NPO if 
burn is >30%, otherwise start enteral feedings with a target of 25 kcal/kg/day. Call doctor if: Temp >39° C (102.5° F). P <60 or 
>100. SBP <100 or >160 systolic. Pulse ox <90. Measure strict I&O and notify  if <0.5 ml/kg/hr.  Use the Parkland formula to 

Calculate IVF and fulfil needs with ½ NS.  
In need mechanical ventilation:  AC 15-20, VT 5-10 ml/kg. ABG in 30 minutes. 
Indications for intubation in burns/smoke inhalation: Airway obstruction. Severe cognitive impairment (Glasgow Coma Scale 
score ≤8). Major cutaneous burn >/=40%. Prolonged transport time. Impending airway obstruction due to moderate to severe 
facial, oropharyngeal or endoscopically visualized airway burns. Severe hemorrhagic shock. 
Risk-Stratifying Pediatric Burn Patients:  Burn size >60% of total body surface area identifies children at greatest risk for death, 
multiorgan failure, and sepsis according to a prospective observational study (Lancet 2012:Jan 31;e-pub ahead of print)......in 
patients with burn size 30%–39% total body surface area compared to those with burn size 90%–100%, mortality rates were 3% 
versus 55%, incidence of multiorgan failure was 6% versus 45%, and incidence of sepsis was 2% versus 26%.....In multiple logistic 
regression analysis, burn size >60% total body surface area was a strong predictor of mortality (odds ratio, 10.07).....Inhalation 



injury, which was significantly more likely in patients with larger burns, also was a predictor (OR, 2.97). Age and time from injury to 
admission to burn center were not significantly associated with mortality. 
Refer if >15% BSA adult, 10% child with >2nd degree. Note any circumferential full thickness burns of trunk, fingers, or extremities 
as risk of torniqueting.  At the U.S. Army Institute of Surgical Research, the LA50, the size of a burn that kills half of patients, is 
75.6% SBA in adults and 90% SBA in children younger than 15 years of age (J Burn Care Rehabil 1997;18:S2). 
ABA criteria for referral to a burn center 
  1.  Partial-thickness burns greater than 10% total body surface area (TBSA) 
  2.  Burns that involve the face, hands, feet, genitalia, perineum, or major joints 
  3.  Third-degree burns in any age group 
  4.  Electrical burns, including lightning injury 
  5.  Chemical burns 
  6.  Inhalation injury 
  7.  Burn injury in patients with preexisting medical disorders that could complicate management, prolong recovery, or affect 
mortality 
  8.  Any patient with burns and concomitant trauma (such as fractures) in which the burn injury poses the greatest risk of morbidity 
or mortality. In such cases, if the trauma poses the greater immediate risk, the patient may be initially stabilized in a trauma center 
before being transferred to a burn unit. 
  9.  Burned children in hospitals without qualified  
personnel or equipment for the care of children 
  10.  Burn injury in patients who will require special social, emotional, or rehabilitative intervention. (2006  Committee on Trauma, 
American College of Surgeons  Guidelines for the operation of burn centers, resources for optimal care of the injured patient. 
American College of Surgeons, Chicago, pp 79–86) 
Burn Center Referral or Transfer: BSA >25% (2nd + 3rd) as 65% mortality, >20% & age >50, >10% 3rd (>5% if child), 3rd of 

hands/ face/ feet/ perineum/ malar joints/ circumferential limb, or associated major trauma, respiratory tract injury, electrical or 
severe chemical (NEJM 1996;23).  
• If associated inhalation injury, chemical burns, lightening injury, pre-existing medical conditions, needing special social/ emotional 
or long-term rehab (JAMA 2003;290:6).  
Immediate burn wound excision attenuates hypermetabolic response in pediatric pt's (Arch Surg 2003;138:127-132).   
• Data on admissions to U.S. burn centers for 2003 to 2012 shows a survival rate is ~96.7% with 69% of patients being male (ABA 
National Burn Repository Report. 2014. Chicago). The causes were: 43% fire/flame, 34% scald, 9% contact, 4% electrical, 3% 
chemical, 7% other. The place of occurrence: 73% home, 8% occupational, 5% street/highway, 5% recreational/sport, 9% other. 
The cost to treat severe burns treated without complications averages $1,617,345. With complications, a patient with a severe burn 
can cost more than $10 million to treat successfully. 
• Critically ill children with extensive burns often need medication to treat delirium, agitation and restlessness, avoid tx with 
haloperidol for >3-4 days as they may experience serious adverse effects (dystonic reactions and hyperpyrexia) (J Burn Care Rehabil 
2004;25:472-478).  
• In pediatric burn cases, burns covering 60% of the patient's body surface area represent a crucial threshold for death and 
complications (Lancet. Published online January 31, 2012).....Children with TBSAs from 50% to 59% had a mortality rate of 
7%....The mortality rate for children with TBSAs from 60% to 69% jumped to 16%, and the rate for children with TBSAs from 70% 
to 79% increased further, to 22%.....Inhalation injury increased the mortality rate in each burn cohort, and the probability of 
inhalation and the incidence of sepsis and infection rates all correlated with TBSA....pediatric patients with greater than 60% TBSA 
should be immediately transferred to a specialized burn center. 
Essential measures to be performed before transfer to a burns unit:  
1. Respiratory support: 100% oxygen with or without intubation. 
2. Circulatory support: Intravenous access + infusion + urethral catheter. 
3. Gastrointestinal decompression. 
4. Wound care. 
5. Pain medication. 
6. Tetanus immunization. 

Burn Wound Infections: 
(IDSA Guidelines. Clin Infect Dis. 2013;published online:July 10) 
Reliance on clinical signs and symptoms alone in the diagnosis of burn wound infections is challenging and unreliable. Sampling of 
the burn wound by either surface swab or tissue biopsy for culture is recommended for monitoring the presence and extent of 
infection. Quantitative culture of either specimen is recommended; optimal utilization of quantitative surface swabs requires twice 
weekly sampling of the same site to accurately monitor the trend of bacterial colonization. A major limitation of surface swab 
quantitative culture is that microbial growth reflects the microbial flora on the surface of the wound rather than the advancing 
margin of the subcutaneous or deep, underlying damaged tissue. Quantitative bacterial culture of tissue biopsy should be 
supplemented with histopathological examination to better ascertain the extent of microbial invasion. Be advised that quantitative 
bacterial cultures may not be offered in all laboratories; quantitative biopsy cultures should be considered for patients in which 
grafting is necessary. Prior to any sampling or biopsy, the wound should be thoroughly cleansed and devoid of topical antimicrobials 
that can affect culture results. Blood cultures should be collected for detection of systemic disease secondary to the wound. 
Lab Dx of Burn Wound Infections: The application of nucleic acid amplification tests (NAAT) for detection of listed viruses is 

commonly restricted to blood and/or body fluids. It is advisable that the clinician determine if the local supporting laboratory has 
validated such assays and if the laboratory has assessed the performance with tissue specimens. This precaution would also apply to 
the molecular detection of MRSA (except for one FDA-cleared test for S. aureus and MRSA from SSTIs) and VRE. 
Sepsis: When burn wound sepsis has developed, the probability of survival is <10%. Injection of semisynthetic penicillins beneath 
the infected eschar is associated with markedly improved survival. Subeschar clysis is best used as adjuvant therapy in preparation 
of pt’s for eschar excision or as primary tx for pt’s who are too unstable hemodynamically to tolerate surgery. Generalized wound 
sepsis in stable pt’s should be treated by surgical excision. The indiscriminate use of multiple agents promotes overgrowth of 
Candida species, enterococci, and multiple-antibiotic-resistant organisms in the pt and in the burn center. Burn-associated morbidity 
and mortality in children are driven by an increased hypermetabolic and inflammatory reaction and impaired cardiac function related 
to burn size (Crit Care 2007;11: doi:10.1186/cc6102).....starting at burns >60% of total BSA....a burn injury involving more than 
80% of the total body surface causes marked and prolonged inflammation (liver size increases by almost 100%), marked increases 



in hypermetabolism, catabolism, cardiac dysfunction and subsequently higher incidences of infection, sepsis, and death....Tx should 
focus on several aspects of the pathophysiologic events postburn, such as tx of the inflammatory response, insulin resistance, 
hypermetabolism, catabolism, and cardiac dysfunction.  
~15–30% of patients admitted to burn centers have sustained inhalation injury (Combat Medicine. 2003 Tsokos MD and Atkins 
MD,Humana Press Inc)....The importance of inhalation injury is Indicated by the fact that it independently increases the risk of death 
in burn patients over that predicted by age and burn size alone by up to 20%. 
Burn Patients and Antibiotic Dosing: (Curr Opin Crit Care 2012;18:460-71) Burn patients have a number of abnormalities in the 
early postinjury phase that can significantly impact the efficacy of antimicrobial therapy.  These include hypovolemia, 
hypoalbuminemia, and increasing GFR. 
Aminoglycosides: in the absence of renal impairment, consider more frequent dosing to achieve adequate concentrations. 
Beta-lactams: typical doses often don't reach effective concentrations; increase the dose, frequency of administration, or duration of 
infusion. 
Vancomycin: the typical dose of 1 gm is usually ineffective; use a larger loading dose (15-20 mg/kg). 
Linezolid: standard doses are usually ineffective; use a higher initial dose. 
Operative management: 
Early tangential excision of burn eschar to the level of bleeding capillaries should follow the resuscitation phase. Debate persists 
as to the optimal timing of burn wound excision (range is 1 to 10 days). Excision can be performed using a Goulian or Humbly knife 
for small surfaces and a power- or gas-driven dermatome for larger surfaces. For each trip to the operating theater, consider limiting 
burn excision to less than 20% BSA or 2 hours of operating time. Even within such limits, aggressive débridement frequently 
produces profound blood loss and hypothermia (Crit Care Clin 1999;15:333). 
Split-thickness skin grafts are harvested at a thickness of 0.012 to 0.015 in. (Clin Dermatol 2005;23:332) with a meshed 
expansion ratio from 1.5:1 to 3:1 (Burns 1995;21:364). The graft is immobilized with absorbable sutures or staples. For very large 
wounds, 4:1 autograft can be overlaid with meshed allograft skin. However, cosmesis is poor, and graft take may be less; thus, this 

technique is used on the back, flanks, or other less visible areas. Nonadherent dressings and bolsters are applied to minimize shear 
forces on the fresh grafts. Splints or pins may be required to improve graft survival at joints and to prevent contracture. Ideal point 
positions are extension in the neck, knee, elbow, wrist, and interphalangeal joints, 15-degree flexion at metacarpophalangeal joints, 
and abduction at the shoulder (Clin Plast Surg 1992;19:721). 

Fluid Resuscitation 

Method for Calculating Maintenance Fluid: First 10 kg 100 ml/kg, the second 10 kg 50 ml/kg, then for every kilogram above 20 kg 20 
ml/kg. 
 Thus for a 70 kg patient is calculated rate of maintenance fluids is 104 ml/hr. 
Parkland Formula --> LR 4ml/kg/ % burn in 1st 24hr + maintenance, with ½ over 1st 8hr, ½ over next 16hr.        
Goals:  Aim for UO --> Adult @ > 0.5ml/kg/h,   Child @ > 1ml/kg/1hr.  Well perfused extremities (warm, good capillary refill), 
normal mentation, Mixed Venous O2 SATs >70%. 
Resuscitation:  (4ml X__kg X __%burn) + (1500ml X BSA (cm2) = __ml/24hr. 
Basal Fluid Requirements: = 1500ml/m2.   BSA =m2 --> __ml/hour. 
Calculated Evaporative Loss:   Adult --> (25 + %burn)m2= __ml/hr.   Child --> (35 + %burn) m2 = __ml/hr.    
Total Maintenance Fluid = Basal + Evaporative loss. Foley Catheter if >20% BSA, NG tube (gastric ileus is frequent with burns).  
Adjust fluid volume to maintain adequate urine (1ml/kg/hr in children, 50-75ml/hr adult).  Elderly pt’s with heart disease may not be 
able to handle this volume.  Nasojejunal feeding tube, escharotomy for burns of extremity/chest to prevent compartment syndrome 
and respiratory compromise.  Cool saline moistened gauze to burn areas to remove residual heat (no ice), pain control.   
Inhalational Injury: if facial burn, singed nose hair, sooty sputum, carbonized snot, respiratory distress. --> ABG, CXR, carboxy 
Hb. 
Pain Medications: Dilaudid 2 mg IV q4h PRN. MSO4 4-8 mg IV q4h PRN. MgSO4 500 mg qw (if .50% burn) 
Other common orders: Mycostatin (nystatin) 200,000 U PO/NGT q8h (to inhibit bacterial transorption) 
Probiotic PO/NGT q6h 
Tetanus toxoid 0.5 ml IM 
HyperTet 250 U IM (for older patient and/or if patient has no history of immunization) 
Omeprazole 20 mg qd PO/NGT. If no enteral access, 40 mg q12h IV. (Use omeprazole for .20% burn.) 
MVI 10 ml IV qd 
Folate 1 mg PO/NGT/IV qd 

Vitamin C 1000 mg PO/NGT/IV q6h 
Znso4 220 mg PO/NGT tid 
Selenium 50 mg PO/NGT bid 
Vitamin E 400 U PO q6h 
Beta carotene 25,000 U PO q12h 
Heparin 7500 U SQ q8h, or Lovenox 40 mg q12h 
Metamucil 1 tbsp PO/NGT bid 
Codeine 30 mg PO q6h prn for diarrhea 
Fluid Over-Resuscitation 
The mainstay of fluid resuscitation remains crystalloid solutions (mainly Ringer’s lactate). However, consideration should be given to 
colloids if the resuscitation volumes are far exceeding those set out by the Parkland calculation as not to endure the consequences 
of fluid creep such as: Abdominal compartment syndrome (ACS) which has a mortality of 70–100%. Extremity compartment 
syndrome. Respiratory failure and prolonged intubation. Pulmonary edema and pleural effusions. Orbital compartment 
syndrome.(Burn Care and Treatment A Practical Guide. 2021. Springer. Marc G. Jeschke, Lars-Peter Kamolz, Shahriar Shahrokhi) 
Vigilant monitoring of fluid resuscitation—decrease fluid volumes as quickly as possible. Monitor intra-abdominal pressures in all 
patients with >/=30% TBSA burn. Perform escharotomies on full-thickness torso burns and proceed to a “checkerboard pattern” if 
inadequate. Consider aggressive diuresis if evidence of over-resuscitation. Consider neuromuscular blockade to alleviate abdominal 
muscle tone. 
  



Chemical Burns 

Link: Alkali vs Acid | W/u, Tx and Hydrofluoric acid, Phosphorus, Phenol, Other | Chemical Burns of the Eyes | Caustics & 
Corrosives | 
 

 

Urology  
Contents: Anatomy & Exam | Renal Stones | INFECTIONS | Urinary Retention | Priapism | Trauma | CANCERS | Penile | 
PEDIATRIC | Scrotal | Testicular Mass | Erectile Dysfunction | Sexual Issues | Male Hypogonadism | Peyronie | Prostate | 
Bladder | Nocturia | Incontinence | Catheters | Interstitial Cystitis | Male Infertility | Hematuria | Proteinuria | Urinalysis | 

Urodynamics and Studies | PSA Testing | Urethra | Vasectomy | MEDS | BPH | Pelvic Relaxation | Lower Urinary Tract Sx’s 
(LUTS) | Men's Health | Nephrology | Various Renal Disease / Masses | *INDEX* |  

Primary editor Alex J. Weinstein MD, FACS, Urologist. 
Male Anatomy 

 Links: See Women’s Health: 
Reproductive / Anatomy | Female bladder | Pelvic / Vulva Exam | Renal Anatomy | GU Ultrasound (Pelvic, Bladder, 
Kidneys, Scrotum) | Rectal Exam | 
 Examination of the Male Groin 
Inspection: Begin by asking the patient to cough, which may unmask any hernias. Then go on to inspect for the following. 
• Scrotum: Swelling: any asymmetry. Look for scars: location, estimate their age, suggest what surgery they may be from 
Erythema. Rashes or ulcers. Lift the scrotum with the back of your hand to inspect the posterior aspect and the perineum. 
• Penis: Inspect the glans for ulcers, phimosis, erythema, and discharge, retracting the foreskin (do not forget to replace). Confirm 
anatomical location of the urethral meatus (hypospadias causes opening to be located along the shaft of the penis). 
Palpation 
• Testicles: normal first. Stabilize between finger and thumb of non‐dominant hand, while gently palpating the entire surface with 

the other hand.  

• Epididymis: on the posterior aspect of the testicle 
• Spermatic cord: follow this superiorly as far as you can 
• Inguinal lymphadenopathy. 

Male Genital Organ Anatomy 
Scrotum: an outpouching of the lower part of the anterior abdominal wall. It contains the testes, the epididymides, and the lower 
ends of the spermatic cords. The wall of the scrotum has the following layers: 
1. Skin: The skin of the scrotum is thin, wrinkled, and pigmented and forms a single pouch. A slightly raised ridge in the midline 
indicates the line of fusion of the two lateral labioscrotal swellings. In the female, the swellings remain separate and form the labia 
majora. 
2. Superficial fascia: This is continuous with the fatty and membranous layers of the anterior abdominal wall; the fat is, however, 
replaced by smooth muscle called the dartos muscle. This is innervated by sympathetic nerve fibers and is responsible for the 
wrinkling of the overlying skin. The membranous layer of the superficial fascia (often referred to as Colles' fascia) is continuous in 
front with the membranous layer of the anterior abdominal wall (Scarpa's fascia), and behind it is attached to the perineal body and 
the posterior edge of the perineal membrane.  



3. Spermatic fasciae: These three layers lie beneath 
the superficial fascia and are derived from the three layers of the anterior abdominal wall on each side. The external spermatic fascia 
is derived from the aponeurosis of the external oblique muscle; the cremasteric fascia is derived from the internal oblique muscle; 
and, finally, the internal spermatic fascia is derived from the fascia transversalis. The cremaster muscle is supplied by the genital 
branch of the genitofemoral nerve. The cremaster muscle can be made to contract by stroking the skin on the medial aspect of the 
thigh. This is called the cremasteric reflex. The afferent fibers of this reflex arc travel in the femoral branch of the genitofemoral 
nerve (L1 and 2), and the efferent motor nerve fibers travel in the genital branch of the genitofemoral nerve. The function of the 
cremaster muscle is to raise the testis and the scrotum upward for warmth and for protection against injury. Normal 
spermatogenesis can occur only if the testes are at a temperature lower than that of the abdominal cavity.   

Testis: a firm, mobile organ lying within the scrotum. The left testis usually lies at a lower level than the 
right. Each testis is surrounded by a tough fibrous capsule, the tunica albuginea. Extending from the inner surface of the capsule is a 
series of fibrous septa that divide the interior of the organ into lobules. Lying within each lobule are one to three coiled seminiferous 
tubules. The tubules open into a network of channels called the rete testis. Small efferent ductules connect the rete testis to the 
upper end of the epididymis. 
Epididymis: 

 

Women’s Health: Obstetrics and Gynecology   
Contents: Contraception | Cervix - Ovary - Vagina | Sexual Issues | Menstrual - Uterine | Breast | Menopause | Osteoporosis | 
Infertility | Pregnancy | Cancer | Pain | Hormonal Agents | INFECTIONS | Eating D/o | Domestic Violence | Rape | Alternative 
Lifestyles | See Urology: Urine Incontinence | Puberty | Preventive Medicine | MEDS | Sleep | CAD | Depression | Hair Loss | 
*INDEX* |  
Commonly Used Meds:  
Links: Meds & Pregnancy | Gestational Diabetes | Infections | Menopause | Osteoporosis | Contraception | PMS | 
Dysmenorrhea | PCOS | Endometriosis | Fibroids | Women and CV Disease | 

Primary editors Robert A. Reid MD, Obstetrician and A A Weber, Family Physician. 
 

 

Uterine & Menstrual Conditions 
Links: Pearls | Endometrial Thickness | Menstrual Cycle | Amenorrhea | Polycystic Ovary Syndrome | Uterine Bleeding (DUB) 
| Endometrial Ca / Bx / Uterine Ca | Premenstrual Syndrome (PMS) | Vaginal & Pelvic Pain | Hysterectomy | Menopause | 
Infertility | Cervix, Ovary & Vagina | Endometriosis | Female Athlete’s | Leiomyoma (Fibroids) | Dysmenorrhea | Pelvic 
Relaxation / Prolapse | Cervical Cancer | Chronic Pelvic Pain | Ovarian Ca | PAP Smear | Adenomyosis | Pelvic / Vulva 
Examination | Contraception | Reproductive Anatomy | 
Warning Signs & Pearls: Altered vaginal discharge demands examination to exclude life-threatening causes (e.g. malignancy or 
retained tampon).  
Change in discharge during pregnancy warrants investigation.  
Vaginal discharge and pelvic tenderness – think of pelvic inflammatory disease.  
Anogenital symptoms without detectable abnormalities – consider sexual assault. Anogenital ulcer or widespread acute rash in a 
sexually active person – exclude syphilis.  
Postmenopausal bleeding – think of endometrial cancer.  
Unscheduled bleeding on HRT – think of endometrial cancer.  
Postcoital bleeding could be cervical cancer, even with a ‘normal’ smear.  
Pelvic discomfort, abdominal distention and dyspepsia could be symptoms of ovarian cancer. Consider pregnancy, even if the 
possibility is denied.  



Abdominal or pelvic pain in a woman of reproductive years – exclude ectopic pregnancy. Abdominal pain, with a negative pregnancy 
test, could be ovarian cyst rupture. Vulval ulceration or bleeding may be neoplasm. Enlarging ‘fibroids’ – exclude cancer. Source: 
(Alarm Bells in Medicine by Nadeem Ali. 2005 by Blackwell Publishing Ltd)   

Endometrial Thickness 

Premenopausal: varies at different stages of the menstrual cycle. 
During menstruation: 2-4 mm. 
 Early proliferative phase (day 6-14): 5-7 mm. 
 Late proliferative / preovulatory phase: up to 11 mm. 
 Secretory phase: 7-16 mm. 
Following dilatation and curettage or spontaneous abortion: <5 mm, if it is thicker consider retained products of conception 
Postmenopausal: Depends on the whether or not there is a history of vaginal bleeding, and on the use of hormonal therapy / 
tamoxifen. 
Vaginal bleeding (and not on tamoxifen): suggested upper limit of normal is < 4 to 5 mm. When the endometrial lining is 
</=4mm on transvaginal U/S, the NPV for endometrial cancer that approaches 99% (NEJM Knowledge+. 
https://myknowledgeplus.nejm.org/ Accessed 18 Sept 2022). 
The risk of carcinoma is ~7% if the endometrium is >5 mm and 0.07% if the endometrium is <5 mm. 
• In a postmenopausal woman without vaginal bleeding, if the endometrium measures > 11 mm a biopsy should be considered as 

the risk of cancer is 6.7%, whereas if the endometrium measures < or = 11 mm a biopsy is not needed as the risk of cancer is 
extremely low (Ultrasound Obstet Gynecol. 2004;24(5):558-65). 
• The incidence of endometrial cancer in postmenopausal women with thickened endometrium on transvaginal scan without vaginal 
bleeding is low and ET of 11 mm or more seems realistic to use as a cut-off for referral for hysteroscopy (J Obst Gyn. 2016;36:2). 
On hormonal replacement therapy: upper limit is 5 mm.  
No history of vaginal bleeding: 
The acceptable range of endometrial thickness is less well established in this group, cut-off values of 8-11 mm have been suggested 
ref required 
The risk of carcinoma is ~7% if the endometrium is >11 mm, and 0.002% if the endometrium is <11 mm 8 
If on tamoxifen 3: <6 mm (although ~50% of those receiving tamoxifen have been reported to have a thickness of >8 mm 7) 
(http://radiopaedia.org/articles/endometrial-thickness/  July 20, 2016) 
Examples of direct questions around the menstrual history and points requiring clarification: 
• How old were you when your periods first started? (Menarche.) 
• What was the first day of your last normal menstrual period? (Patients may recall the last day of the period which is not 
contributory. Whether the period was normal or not is important, as sometimes vaginal blood loss may be that associated with an 
abnormal pregnancy.) 
• How often do your periods come? 
• How many days are there from the first day of one period to the first day of the next? (It could be that the cycle is irregular; many 
women keep a diary of their menstrual periods and it is often helpful to see this.) 
• For how many days do you bleed? 
• How many heavy days are there? (With these two questions you are trying to gauge the level of menstrual loss, so some estimate 
of the volume of flow is required.) 
• Do you use tampons, pads or both? How often do you have to change them? (The use of both tampons and pads together is 
termed ‘double protection’ and is strongly indicative of menorrhagia.) 
• Do you pass blood clots, and if so how large are they? (The second part of this question is difficult to answer without a frame of 
reference, and comparison to coins of different denominations can be helpful.) 
• Do you ever bleed through your clothes? Is the bleeding like a running tap? (This is called ‘flooding’.) 
• Does the bleeding interfere with your usual daily activities, e.g. do you have to take time off work? (This is a very important 
question as it helps to judge the impact of the bleeding problem.) 
• Are your periods painful? (Some assessment of the degree of pain is necessary here, e.g. is medication used and, if so, what and 
how much? Does the pain stop you from carrying out your normal activities?) 
• Do you have any other symptoms with your periods? (This is an enquiry about premenstrual syndrome, in which a variety of 
symptoms can aggregate and then disappear as menstrual flow starts.) 
 
  



Normal Menstrual Cycle  

Topics: Phases | Hormone Control | Menstrual Cups | See Ovulation in Infertility | Reproductive / Anatomy | See Amenorrhea 
& Missed Cycles | Excess Bleeding | Dysmenorrhea | 
A normal menstrual cycle lasts from 21 to 35 days, with 2 to 6 days of flow and an average blood loss of 20 to 60 mL. The average 
woman will cycle once a month for 25+ years. A woman's menstrual cycle is intimately linked to her fertility and to the relationship 

that she has with herself, her body and her identity as a woman.  
Requirements for Normal Regular Menstrual Function 
• Normal cyclic secretion of hypothalamic gonadotropin releasing hormone and the pituitary gonadotropins, luteinizing hormone and 
follicle-stimulating hormone. 

• Normal ovarian follicular apparatus that responds to cyclic gonadotropin stimulation by ovulation and production of estrogen and 
progesterone in a cyclic manner. 
• Normal endometrium capable of responding to estradiol (follicular proliferative endometrium) and progesterone (luteal secretory 
endometrium) and then to their decreasing concentrations by the initiation of menstrual shedding. 
4 Phases of Endometrial Cycle:  follicular, ovulation, luteal or secretory, and menses. Day 1 = onset of bleeding.  
 Menstrual phase lasts 3-5 day. -->  
Phases:  
Menstrual phase = days 1-4.  
Proliferative (Follicular) phase.  Day 5-14.  Estrogen builds up the uterine lining.   Cervical mucous profuse and thin.   
Spinnbarkeit is the distensible quality seen at the time of ovulation (can be pulled into long strands and suspended between two 
glass slides) to enhance sperm entry.   
Ovulation (an event dividing phases) = day 14.   
Secretory (Luteal) Phase  Progesterone from corpus luteum causes a storage of nutrients in the uterine lining.  Day 15-28 are 
constant.     
Ischemic phase  Day 27-28, in the absence of a pregnancy. Some group this with secretory phase. 
2 Phases of Ovarian Cycle:    

Follicular phase: varies with changes in length of menstrual cycle.  
Usually a single egg develops to maturity in a protective tissue envelope called a graafian follicle, which secretes estrogen to thicken 
the lining of the uterus.      Ovulation marks the transition between follicular & luteal phase at day ~14.  Mittelschmerz may occur 
due to peritoneal irritation.  
Luteal phase: is constant at day 12-14.  The mature egg enters the fallopian tube, the follicle becomes the corpus luteum, 
producing estrogen and progesterone.   



• The Apple Women's Health Study preliminary data showed a wide range of menstrual symptoms reported by users, including the 
most common ones — abdominal cramps (83%), bloating (63%), and fatigue (61%) (No Surprise: Apple Study Confirms Period 
Cramps Exist - Medscape - Mar 11, 2021). About 50% also reported acne, appetite changes, breast pain, headaches, lower back 
pain, and mood swings. About a third reported constipation, diarrhea, hot flashes, nausea, ovulation pain, and changes in sleep. The 
frequency of symptoms was common across ages, races, ethnicities, and geographic locations. The iOS Health app added period-
tracking in 2019 on 6,100 participants, and researchers hope the data will advance understanding around women's health and 
destigmatize menstruation. 
• Women with long or irregular menstrual cycles may be at increased risk for dying before age 70, suggests a data from the Nurses' 
Health Study II (BMJ 2020;371:m3464). After multivariable adjustment, women who said they always had irregular menstrual cycles 
or no periods during various age ranges had increased risk for premature death, relative to women with very regular menstrual 
cycles of within 3–4 days (hazard ratios, 1.18–1.39). Increased risk for premature death was also observed for women with a usual 
cycle length of at least 40 days or too irregular to estimate, relative to those whose cycle lasted 26–31 days (HR, 1.34–1.40). 
Current smoking was associated with further increased risk. Menstrual cycle characteristics throughout the reproductive years may 
be an additional vital signs in assessing women's general health status and point to potential lifestyle interventions to manage risk. 
• Abnormal menstrual cycle characteristics are associated with elevated mortality risk, according to a data from the Nurses' Health 
Study (Presented at the annual American Society for Reproductive Medicine (ASRM) Scientific Congress and Expo, held from Oct. 12 
to 16). Compared with women reporting a very regular menstrual cycle between the ages of 14 to 17 and 18 to 22 years, those 
reporting that their menstrual cycles were always irregular at these ages were more likely to die from any causes during follow-up 
(hazard ratios, 1.21 and 1.34, respectively). A similar correlation was seen between ages 28 and 48 years. Compared with women 
whose current usual cycle length was 26 to 31 days, women reporting a current usual cycle length of 32 to 39 or >/=40 days were 
more likely to die from any causes (hazard ratios, 1.23 and 1.28, respectively). 
• Irregular and long menstrual cycles are associated with increased rates of cardiovascular disease (CVD), according to a study 
(JAMA Network Open. 2022;published online Oct. 25).  The analysis included 80,630 participants in the Nurses' Health Study II with 

24 years of follow-up. The researchers found that compared with women reporting very regular cycles at the same ages, women who 
had irregular cycles or no periods at ages 14 to 17, 18 to 22, or 29 to 46 years had a higher risk for CVD (hazard ratios [95 percent 
confidence intervals], 1.15 [0.99 to 1.34], 1.36 [1.06 to 1.75], and 1.40 [1.14 to 1.71], respectively). Women reporting a cycle 
length ≥40 days or a cycle too irregular to estimate from ages 18 to 22 or 29 to 46 years also had higher CVD risk (hazard ratios [95 
percent confidence intervals], 1.44 [1.13 to 1.84] and 1.30 [1.09 to 1.57], respectively) compared with women reporting a cycle 
length of 26 to 31 days. Subsequent development of hypercholesterolemia, chronic hypertension, and type 2 diabetes only explained 
5.4 to 13.5 percent of the observed associations. 
• In a Dutch survey (>32,000 women (age range, 15–45) through social media), most women reported that menstruation-related 
symptoms (MRSs) negatively affected their productivity at work and school (BMJ Open 2019 ;9:e026186). Absenteeism because of 
MRSs was reported by 11% and 20% of the work and study groups, respectively. Absenteeism every cycle or almost every cycle was 
reported by 3% of the entire cohort. Presenteeism (loss of productivity while at work or school) was reported by 81% of the work 
group and 84% of the study group. Rates of absenteeism and presenteeism were highest among women aged 15 to 20. Compared 
with low pain scores (0–4 of 11 points), scores >7 were associated with significantly increased risk for absenteeism (abdominal pain: 
adjusted odds ratio, 5.6; headache: aOR, 2.3; back pain: aOR, 2.2); risk for presenteeism was also higher (abdominal pain: aOR, 
8.8; headache: aOR, 3.7; back pain: aOR, 4.5). Use of a levonorgestrel-releasing intrauterine device (LNG-IUD) was associated with 
significantly lower risk for absenteeism (aOR, 0.9) and presenteeism (aOR, 0.5). 

Hormone Control: 
The secretion of GnRH by hypothalamus, and FSH and LH by AP is pulsatile = released in short bursts. The reason for this is not 
understood, but it may have to do with avoiding negative short-short loop feedback of gonadotropins on hypothalamus. 
GnRH from the hypothalamus stimulates the pituitary to produce FSH.  During the first part of pre-ovulatory phase, the pituitary 
secretes low levels of FSH.  FSH stimulates growth and maturation of a follicle.  
   As the follicle grows and matures, it secretes estrogen in increasing amounts.  The rising levels of estrogen exert negative 
feedback on the pituitary to gradually lower the levels of FSH.  However, estrogen exerts a positive feedback effect on the 
hypothalamus. Thus, just before ovulation, the hypothalamus secretes a larger amount of releasing hormone which causes the 
pituitary to secrete a burst of LH.  
The effect of this burst of LH on the mature follicle causes it to rupture, release the egg, and start to form a corpus luteum.  
   After ovulation, LH stimulates the corpus luteum to secrete progesterone and estrogen to prepare the uterus for implantation.  
The rising/high levels of the estrogen-progesterone combination in the blood exert a negative feedback effect on the hypothalamus 
and pituitary, causing levels of LH to decrease.  As LH decreases, the corpus luteum starts to disintegrate.  Unless an embryo has 
implanted, near the end of the post-ovulatory phase, without the stimulation of LH, the corpus luteum stops producing estrogen and 
progesterone. Thus the endometrium is no longer maintained and begins to deteriorate and is shed.  
    Thus, around the time a woman’s period starts, all five hormones are at their lowest levels.  However with the low estrogen and 
progesterone levels, the hypothalamus can now begin again to secrete GnRH so the cycle starts over.  If an egg was fertilized, it 
begins to divide as it travels down the Fallopian tube, and the blastocyst that reaches the uterus is about 100 cells in size and ready 
to implant in the endometrium.  
   If implantation is successful, the outer embryonic membrane, the chorion secretes human chorionic gonadotropin (HCG) which 
maintains the corpus luteum during the first trimester of pregnancy. Excess HCG is excreted in the woman’s urine, thus many 
pregnancy tests test for the presence of HCG in urine.  
   During the second trimester, the placenta starts to secrete progesterone and stops HCG production. Because of the lack of HCG, 

the corpus luteum, which is no longer needed, degenerates. The endometrium is maintained by the hormones secreted by the 
placenta. 
Leutenizing Hormone: secreted by the pituitary gland, LH stimulates ovary (thecal cells, outside follicle) to secrete testosterone. 
(FSH stimulates conversion of androgen to estradiol via the granulosa cells in the follicle). LH and FSH feedback negatively on the 
secretion of GnRH by the hypothalamus. This helps to terminate the stimulation of follicles to grow. Estrogen and progesterone 
normally feedback negatively on the hypothalamus and AP. But as E2:P4 ratio increases, the feedback becomes positive. Note that 
the follicle is growing with constant level of FSH. It is an increase insensitivity of ovary to FSH that causes follicular growth, initially. 
As E2 increases (b/c ovary is growing) E2:P4 ratio increases and feedback of estrogen on hypothalamus and AP switches to positive 
feedback. Shift to positive feedback causes estrogen surge. Estrogen surge, with positive feedback, causes ovulatory pulse of LH. LH 
pulse causes ovulation. (sometimes there is a slight LH rise near during a "pre-ovulatory burst" of LH).  Follicle becomes CL and 
secretes much more P4 than previously (but also secretes estrogens). Drop in E2 causes LH to return to baseline. If non-conceptive, 



FSH also drops to baseline. Feedback of steroids on AP and hypothalamus switches back to negative.  Inhibin, an ovarian peptide 
hormone, also contributes to negative feedback. CL collapses to become (nonsecretory) corpus albicantia after a period that 
variesamong species. Prostaglandins contribute to regression of CL (luteolysis).  

IF PREGNANT: Progesterone maintains uterine wall in condition for implantation of 
zygote. Zygoteimplants. After implantation, placenta (chorion) begins secreting chorionic gonadotropin(CG). CG keeps the CL from 
regressing. Implantation may also inhibit production of prostaglandins. Continued presence of CL maintains P4 secretion, which 
maintains uterine lining. The placenta takes over the secretion of P4, and the CL becomes nonfunctional corpus albicantia.  
First day of the cycle?:  Cycle day 1 (CD1) is the first day you see a red flow, not just intermittent spotting. There is no universal 
rule for the cutoff time for that date. Some use midnight, others use 5 p.m., but most often CD1 is considered the first day of full 
flow that begins before mid-afternoon. Again, spotting does not count unless it is a continuous (not intermittent) spotting. 
Continuous spotting does count as CD1.   

Hormonal Variations 

1. At the beginning of each monthly menstrual cycle, levels of gonadal steroids are low and have been decreasing since the end of 
the luteal phase of the previous cycle. 
2. With the demise of the corpus luteum, FSH levels begin to rise, and a cohort of growing follicles is recruited. These follicles each 
secrete increasing levels of estrogen as they grow in the follicular phase. The increase in estrogen is the stimulus for uterine 
endometrial proliferation. 
3. Rising estrogen levels provide negative feedback on pituitary FSH secretion, which begins to wane by the midpoint of the follicular 

phase. In addition, the growing follicles produce inhibin B, which suppresses FSH secretion by the pituitary. Conversely, LH initially 
decreases in response to rising estradiol levels, but late in the follicular phase the LH level is increased dramatically (biphasic 
response). 
4. At the end of the follicular phase (just before ovulation), FSH-induced LH receptors are present on granulosa cells and, with LH 
stimulation, modulate the secretion of progesterone. Progesterone secretion is responsible for the FSH midcycle surge. 
5. After a sufficient degree of estrogenic stimulation, the pituitary LH surge is triggered, which is the proximate cause of ovulation 
that occurs 24 to 36 hours later. Ovulation heralds the transition to the luteal–secretory phase. 
6. The estrogen level decreases through the early luteal phase from just before ovulation until the midluteal phase, when it begins to 
rise again as a result of corpus luteum secretion. Similarly, inhibin A is secreted by the corpus luteum. 
7. Progesterone levels rise precipitously after ovulation and can be used as a presumptive sign that ovulation has occurred. 
8. Progesterone, estrogen, and inhibin A act centrally to suppress gonadotropin secretion and new follicular growth. These hormones 
remain elevated through the lifespan of the corpus luteum and wane with its demise, thereby setting the stage for the next cycle. 
(Berek & Novak’s Gynecology – 16th ed. 2020 Wolters Kluwer) 
The Menstrual Cycle and Exercise: The mensural cycle is broken down into four phases, in order, they are: 
1) Menstruation: Days 1-4. This is when the uterine lining sheds and you get your period. Consider short bouts of moderate exercise 
such as a 20-minute moderate-paced walk is a great way to increase painkilling endorphins in the body. A study found that moderate 
aerobic exercise can help boost your energy and improve concentration during premenstrual syndrome (PMS)(J Obstet Gynaecol. 
2015;35(4):389-92). 
2) Follicular: This occurs between the first day of the period and ovulation. The follicular phase, is a great time to really give your 
workout your all. That's because a rise in estrogen may leave you feeling energized. You might try high-intensity interval training, or 
lifting with heavier weights and fewer reps, or doing intense cardio such as a cycling class. 
3) Ovulation: In this phase, an egg is released from the ovary and estrogen is at its peak. During ovulation, estrogen peaks. Your 
energy level and mental clarity are at a monthly high. That makes this a good time for one last push before switching gears in the 
next phase of your cycle. Try reaction drills, lifting with moderate weight and higher repetitions, and high-intensity cardio like 
running. 
4) Luteal: This marks the days between ovulation and the start of your next period, when the body prepares for possible pregnancy. 
As you enter the last phase of your cycle – the luteal phase – your energy level will likely still be high, though it may fall as your 
period nears and hormone levels change. Shift to moderate aerobic activities such as using an elliptical trainer, taking a Pilates class, 
or lifting with lighter weights for a higher number of reps, says Sims. Walking, rowing, and cycling are also excellent options. 
(Exercise and Your Period: Be Your Best When You Feel Bad - Medscape - Jul 08, 2022) 
 

Menstrual Cups 

An eco- and budget-friendly option for menses. Menstrual cups are made of medical-grade silicone, rubber, latex, or elastomer and 
can last up to 10 years. The reusable cup provides a cost savings to the user within 6 months of use (Can Fam Phys. 2011;57:e208-
15). Environmentally friendly as 45 billion dispoasable menstrual products are discarded annually (JAMA. 2023;329:114-15). These 



have been available since the 1930s. By 2019 there were 199 brands globally and cost $10 to $40 each. A 
review found that 73% of users were satisfied with the mentrual cup and wished to continue use (Lancet Public Health. 

2019;4:e376-93). These funnel- or disc-shaped devices collect instead of absorb menses like tampons or pads. They’re touted for 
convenience, since they can be worn for up to 12 hours...and hold about 3 times more volume than a tampon. 
• Like tampons, menstrual cups are inserted into the vagina, but the blood is collected in the receptacle, which can hold 10–38 mL of 
blood. The menstrual cup should be emptied every 4–12 h, depending on menstrual flow and type of cup.  
• Not “safer” than tampons as both are linked to toxic shock syndrome, but it’s rare in general. Best to have two so you can properly 
clean before reinsertion (unless you want to use a backup method while you are cleaning). None of the cups on the market have 
published any safety studies. 
• Can be used at any age. Caution with IUD's as an IUD could be dislodged during cup insertion or removal. 
• They usually cost under $50/cup. Some are latex or disposable. 
• It may take some trial and error for patients to learn when to empty their cup. One shouldn’t feel the cup. It will stay put with 
usual activity. 
• Two types of cup are available, a vaginal cup, which is generally bell-shaped and placed in the vagina, and a cervical cup, which, 
like a diaphragm for contraception, is placed around the cervix high in the vagina. Menstrual cups are made of medical-grade 
silicone, rubber, latex, or thermoplastic elastomer (a polymer made from rubber) and can last up to 10 years; disposable single-use 
menstrual cups also exist.  
• Disposable single-use cups also exist. 

Inserting a cup  
Step 1: Similar to a diaphragm. Wash your hands and the menstrual cup in warm water (for lubrication).  
Step 2: Hold the cup in your dominant hand, and use your pointer finger to push the top rim down until the cup folds onto itself.  
Squeeze and then fold the cup into a “c” shape. 
Step 3: Stand with one leg up or with your legs apart. Or try squatting or sitting. 
Step 4: Begin to ease the top of the cup into your vulva lips and then into the vagina at a 45 degree angle toward the coccyx. You 
can hold open your lips so you don’t snag them on the way in. 
Step 5: Push the cup into your vagina until it feels secure. The tab end of the cup should not be sticking out. 
Step 6: Use your fingers to twist the cup slowly and slightly in either direction to create a seal. Then remove your fingers and notice 
how it feels. You will know that it’s comfortably in there if you can barely feel it inside. The bottom of the cup should be tugged to 
ensure formation of a seal against the vaginal walls. If no seal is created, slight rotation or voluntary pelvic floor contraction can be 
used to help set the cup in place. 
Removing the cup 
Step 1: Stand with one leg up, or with your legs apart and slightly bent. 
Step 2: Insert your pointer finger and thumb into your vagina, pinch the silicone handle or grab onto the ring, and twist to break the 
seal. The cup is pinched to release the seal and allow the cup to be removed. Pull very gently. 
Step 3: Carefully remove the cup from your vagina, being cautious not to spill. 
Step 4: Empty the contents of the cup into the toilet. 
Step 5: Rinse the cup well in clean water with unscented soap, and then wipe cup dry with a soft cloth. 
Step 6: At the end of your period, boil the cup in water for 10 minutes. It’s okay if the cup touches the bottom or sides of the pot. 
Store in the case that it comes with until your next period. Consider replacing silicone cups yearly...or sooner due to odor, 
deterioration, or use during a vaginal infection. 
Tips:  If you are using a menstrual cup for the first time, remove the cup at home so you have lots of space to spread out, relax, 
and be naked. On the days you are using a menstrual cup and going to be out in public, carry a small well-sealed bottle of water with 
you to bring into the stall. By being prepared to navigate cleaning a cup in public bathrooms, you can remedy some of the anxiety 
and worry that comes with this process. When removing your cup in a public bathroom, you have the option of pouring the blood 
into the toilet, and then use the water from your bottle to rinse the cup clean. Or, while it’s not common practice yet, you can 
support the movement and feel comfortable washing out your cup in a public sink. 



• Menstrual cups may be a safe and effective alternative to disposable pads or tampons, according to a meta-analysis (Lancet Public 
Health. Published:July 16, 2019). In four studies, rates of leakage with menstrual cups were similar to or lower than other menstrual 
hygiene products. Infection rates were also lower or comparable. Three quarters of participants in 13 studies said they wanted to 
keep using the device after the study ended. 

Menstrual Huts / Menstrual isolation 

  Cultural belief and practice in rural western Nepal in which menstruating females are considered “impure” and “untouchable,” and 
are banished to separate huts during this interval (Obstet Gynecol 2020;136:3). Most such huts are located away from the main 
residence and lack doors, windows, heat, and electricity. During confinement, girls and women remain solitary, depend on other 
women for food and water, have no hygiene products or water for bathing, and are forbidden to urinate or defecate until late 
evening, when no one can see them. These restrictions compromise physical health, raising risk for diarrhea, dehydration, 
respiratory and urinary tract infections, hypothermia, snake bites, and wild animal attacks. Lacking security, girls and women have 
been sexually assaulted in huts. They cannot attend school during menstrual isolation, thwarting efforts to educate and empower 
them in their patriarchal society and increasing the likelihood of child marriage and its attendant serious health risks.  Editorialist 
note, changing harmful long-held cultural beliefs and practices requires persistence, but is worth the effort. 
**Ref: (Williams Obstetrics, 25th Ed 2018. McGraw Hill) (Danforths Obstetric and Gynecology, 1999, 8th ed. Lippincott, pp61-64) 
 

Men's Health 

Links: Routine Exams: Testicular / Rectal Exam | Young Male Health | Urinary incontinence | Erectile Dysfunction | Prostatitis | 
Osteoporosis | Gynecomastia | Preventive Medicine | Benign prostatic hypertrophy (BPH) | Androgenic Alopecia | Male 
Hypogonadism | Penile | Scrotal Pain | Testicular Mass | Testicular Cancer | Prostate Cancer | Androgen Deprivation 
Therapy (ADT) / Syndrome | Urinary Retention | Lower Urinary Tract Sx’s (LUTS) | Domestic Violence | Exercise | Male 
Latex Condoms | Exercise | Breast cancer in men | Osteoporosis | Common Relationship & Sexual Problems, Solutions | 
Infertility | Alternative Lifestyles | Androgenic (Male Pattern) Hair Loss |  
 
 

Preventive Medicine 

Links: Overview | Risk Calculators | Intro (Info, Screening Tests, Various, Health Inequality) | Definitions | Periodic 
(Preventive) Health Examination | USPTF | Screening Tests to Avoid | Occupational | Disability | Recommended Adult 
Screening & Preventive Services | Environmental Med | HEALTH MAINTENANCE Needs Based on Age | Evidence-Based 
Medicine | Medical Statistics | Epidemiology | ABIM Foundation - Choosing Wisely | Infection Control | Practice Guidelines | 
TOC | 
GENERAL: Vaccines / Immunizations | Healthy Living | Exercise | Travel Medicine | Dental | Obesity | Common Nutrients / 
Vitamins | Stress Reduction Techniques | Sleep Hygiene | Bone Mineral Density (BMD / DXA) | 
CANCERS: Lung | Breast | Cervical | Prostate | Colon | PV of Cancer Deaths | Cancer Screening & Causes / Incidence | 
Survivors | 
CARDIOVASCULAR: Cardiovascular disease | Aspirin (ASA) | Risk Calculators | Screening & Testing | AAA Screening | Stroke 
| Chol / Lipid Goals | Pre-Op Labs | 
CHILDREN: Leading Accidents & PV in Kids | Well Child Visits | AAP Recommendations for Preventative Care | 
GERIATRICS: Prevention in the Elderly | Dementia | 
WOMEN: Preconception Care | Contraception | Breast | Cervical | Well-Woman Visits | Osteoporosis | 
PSYCH: Screening for Psychiatric Conditions | Tobacco / Nicotine | Alcohol | Optimal Sleep | PV of Depression | Sleep D/o’s | 
OTHER: Sports Injuries | Hep C Screen | Infection Control | STD’s | 
 
 

Procedures in Medicine 
Links in alphabetical order: Intro Tips | A-B: |  C: |  D-E: |  F-K: |  L-O: |  P-Q: |  R-S: |  T-Z: |  Typical Injections | See Studies 
& On-Call & Sx’s | *INDEX* | Radiology | Informed Consent | Orders &, Notes | See Infection Control | Topical Abx | 
Antiseptic Preparations | DERM | 
Introduction and Tips 
When to wear sterile gloves: When performing a sterile procedures such as in the OR, doing LP's, and central lines.  
When to wear regular gloves: Doing local injections, digitals, I&D's, pelvic exams, rectal exams. The studies show that nonsterile 
gloves serve well for minor lac repairs too. Used for emergency department lac's are not sterile and thus regular gloves can generally 
be worn for suturing....dirty wounds usually get in antibiotic anyway. Most biopsies / lacerations / excisions, careful aseptic technique 
(with betadine or alcohol swabbing) + of course, sterile instruments + gentle irrigation of all wounds if needed + regular new gloves 
from the box (but not sterile surgical gloves) & when appropriate, some bacitracin and dressing materials. 

 
Caution Against Accompanier's in Your Procedure Room: 



Many docs don't let people into a procedure room unless they are the patient, or it is a minor patient and the parent and child wants 
them to be there. There are too many times where a spouse or significant other in the room passes out, and one suddenly had 2 
patients to deal with. Don't let people in the procedure room just to be nice. Only let them in if they are necessary, and screen them 
for potential to pass out, make sure they have a chair. Make sure someone keeps an eye on anyone at all times, and knows what to 
watch for signs of syncope. At anytime one might pass out, even when they are sitting up. Too easy for them to fall forward, split 
their forehead on a sink, end up on the ground. A trip via ambulance to the ER and your practice.  Easy for them to then sue for 
malpractice and your policy will end up settling with them for $25,000 under your name. Even if that family member is not your 
patient, they can sue you under a general negligence theory because he/she was an invitee - someone who came onto your 
premises with your permission - in your office. The duty that you owe to a patient includes a safe environment for treatment. If the 
observer fainted and concussed themselves the claim would be based on a failure to warn him/her that he might faint and to stay 
seated because those are reasonable warnings to give in those circumstances to counter a foreseeable risk. Just like an accompanier 
slipping on a wet floor. One should then draw up a notice that advises people who want to stay in the procedure room that they may 
find it upsetting and that they should remain seated and let staff know if they feel faint. Have them sign that they received it and 
agree to comply. everyone who wants to stay in the procedure room should receive this and agree to the restrictions even if they are 
themselves a medical practitioner - more than one doctor or nurse has hit the floor when they see someone they love getting cut 
with a scalpel. 
Unretrieved device fragments (UDFs): a medical device fragment that has separated unintentionally and remains in the pt after 
a procedure. Patients are often unaware that a UDF may be the cause of their difficulty. Fragments have caused local tissue reaction, 
infection, perforation and obstruction of blood vessels, and even death. Contributing factors may include biocompatibility of the 
device materials, location and potential migration of the fragment, and individual pt anatomy, according to an alert sent from 
MedWatch in 1/08.  
Endoscopes: These are minimally invasive and can be inserted into the openings of the body. Endoscopy is the insertion of a long, 
thin tube directly into the body to observe an internal organ or tissue in detail. It can also be used to carry out other tasks including 

imaging and minor surgery. Various GI types include esophagogastroduodenoscopy (EGD = upper endoscopy), gastroscopy, 
enteroscopy / Duodenoscopes, endoscopic ultrasound (EUS), endoscopic retrograde cholangiopancreatography (ERCP), colonoscopy, 
and sigmoidoscopy. Non-GI types of endocscopy include arthroscopy, bronchoscopy, cystoscopy, hysteroscopy, laparoscopy, 
laryngoscopy, mediastinoscopy, sigmoidoscopy, thoracoscopy (pleuroscopy) and ureteroscopy. 
A: 

Abscess I&D | 

Abd X-ray Analysis | 

ACLS / BLS | 

Acid Fast Stain |  

ACTH Stimulation Test | 

Acute Urinary Retention |  

Alcohol withdrawal | 

Allergy: Skin Testing | 

Alternating Cover Test | 
Ambulatory BP Monitoring | 

Anal HPV / Cytology |  

Anesthesia - topical and local | 

Anesthesia – regional blocks | 

Ankle Dislocation | 

Ankle Brachial Index (ABI) 

Anal (rectal) Abscess | 

Anoscopy | 

Aortic Balloon Pump | 

Apt test | 
Arterial Blood Gas (ABG) |  

Arterial Lines  

Arthrocentesis | 

ATLS | 

Auricular (Ear) Block | 

Automated External Defibrillator (AED) | 

Baby Delivery | 

Bartholin Abscess I&D | 

Basic Life Support - BLS | 

Basic Disaster Life Support (BDLS) | 

Biceps  inj -Tendonitis | 

Biological & Chemical Weapons |  

Blood Cx |  

Blood Draw - Venipuncture | 



Blood Glucose Test |  
Blood patch (epidural) | 

Bladder Tap | 

BLS | 

Bone Marrow (BM) Sampling |  

Brain Death Eval  
Breast Exam | 

Botox Injections | 

Bronchoscopy | 

Burr Holes for Subdural / Epidural | 
C: 

Caloric Testing - Reflex Eye Mov’t | 
Canalith Repositioning | 

Capillaroscopy | 

Capillary Blood Glucose Test |  

Cardiac Testing  

Cardioversion |  

Carpal Tunnel Injection |  

Cauliflower Ear | 

Central Lines | 

Cerumen  

Chalazion Excision |  

Chest Tube |  

Circumcision | 

CXR Analysis | 

Collagen Inj’s & Fillers | 

Colposcopy | 

Compartment Pressure Measuring |  

Costochondritis |  

Craniotomy / Burr Holes -  Epidural Hematoma | 

Cricothyroidotomy | 

Cryosurgery | 

C-spine X-rays  

Culdocentesis | 

Curettage & Electrodesiccation | 

Cystourethrography | 

D: 

D&C | 

DECON - Decontamination | 

Defibrillation | 

Delivery of a Baby | 

Dental Blocks | 

De Quervain’s Wrist Injection |   

Dermatologic |  

Dermabond | 

Dermatophyte Test Medium (DTM) | 

Dermoscopy | 

Dexamethasone Suppression Test | 

Dialysis |  

Diaphragm Fitting | 

Digital Nerve Block | 

Digital myxoid cyst | 
Dilation - eye | 

Dislocated Knee |  



Dislocated Mandible |  

Ear Fb | 

Ear Lac | 

EGD | 

Elbow Dislocation | 

Electrocardiogram (EKG/ECG) Procedure & Interpretation |  

Electrosurgery | 

Emergency Airways | 

Endometrial Bx 

Enteral Feeding |  

Epidermal cyst excision | 

Epidural blood patch | 

Epistaxis |   

Escharotomy | 

Esophageal Fb |  

Evacuation / Excision of Thrombosed Hemorrhoid | 

Excisional Bx | 

Exercise (Treadmill) Stress Test (EST) |  

Extensor Tendon Repair |  

Extubation | 

Eyelid Fb | 

Eye irrigation | 

Eye Patching | 

F:  

Fecal Occult Blood (FOB) | 

Fecal Transplant | 
Feeding Tubes | 

Felons & Paronychia | 

Femoral Artery - Cath (A-line) | 

Femoral Central Venous Line |  

Finger-Tip Repair | 

Fish Hooks | 

Flexible Sigmoidoscopy |  

Fluorescein Staining - eye | 

FNA Breast |  

FNA Thyroid |  

Foley - urinary catheter | 

Food Challenges | 

Forearm Ischemic Test | 
Foreign Bodies (Ear, Nose, Rectal, Esophageal, Vaginal, Skin etc) | 

Four Cup Test (prostatitis) | 

Ganglion Cyst |   

Gowning & Gloving | 

Grams Stain |  

Head-thrust - HiNTs Exam | 

Heat Stroke |  

Hematoma Block | 

Hemorrhoids - Evacuation / Excision | 

Hepatojugular Reflux Test (HJR) |  

Hernia, inguinal reduction |  

Hip Bursitis & Injections | 

Hydrogen Breath Test | 

Hypodermoclysis | 

I&D - Incision & Drainage |  



Intralesional (Candida) Immunotherapy | 

Infection Control  

Infertility Eval |  
Ingrown Nail | 

Inguinal Hernia Reduction |  

Injections | 

Instruments and Sutures |  

Insulin Drips  

Intra-aortic Balloon Pump (IABC) | 

Intercostal Anesthesia |   

Intraosseous (IO) infusion | 

Intubation |  

Intrauterine Device (IUD) | 

Joint Aspiration & Injection |  

Jugular Venous Distension (JVD) |   

Kidney Biopsy |  

Kleihauer-Betke Test | 

Knee Aspiration |   

Knee injection | 

KOH | 

L: 

Lacerations & Suturing | 

Laryngeal Mask Airway | 

Laryngoscopy | 

Lensometer |  

Lip Laceration |  

Lipoma Removal | 

Liver Bx |  

Lumbar Puncture |  

Maddox Rod Test |  

Mechanical Ventilation | 

Mental Status Exam |  

Microneedling | 

Mucosal (Oral) Bx | 

Myocardial Perfusion Study | 

Nail Bed Bx | 

Nail Fold Analysis | 

Nasal Fb |  

Nasal Specimens | 

Nasopharyngeal swab | 

Nasogastric Tube (NGT) |  

Naso laryngoscopy  

Needlestick Eval | 
Nerve Blocks | 

Nursemaids Elbow |  

Occipital Nerve Blocks | 

Olecranon Bursa Aspiration & Inj |  

Oropharyngeal Fb |  

Osmotic Fragility Test | 
P: 

Pacer’s Transvenous & Transthoracic | 

PALS | 

Pap Smear | 

Paracentesis-abd |  



Paraphimosis Reduction |  

Paronychia | 

Peak Flow |  

Pelvic Exam | 

Penile Nerve Block |  

Pericardiocentesis |  

Perineal Laceration | 

Peripheral Parenteral Nutrition (PPN) | 

Peripheral Smears |   

Peritoneal Lavage |  

Peritonsillar Abscess |   

Pilonidal Abscess | 

Plantar Fasciitis |  

Platelet-Rich Plasma (PRP) |   

Pleurodesis | 

Peri-operative Clearance | 

Pessary Fitting | 

Point-of-Care U/S (POCUS) |  

Potassium Hydroxide (KOH) | 

PPD Test | 
Priapism |  

Pulmonary Artery Cath | 

Pulmonary Function Testing (PFT’s) 

Pulse Pressure |   

Punch Bx | 

R: 

Rectal & Vaginal Fb |  

Rectal Abscess | 

Refraction | 

Retrograde Urethrogram/ Cystogram | 

Ring Removal |  
Schiotz Tonometry |  

Sclerotherapy - skin | 

Screening PPD |  

Sedation | 

Semen analysis | 

Sengstaken-Blakemore Tube | 

Sexual Assault Eval |  
Schirmer (dry eye) test | 
Shave Bx | 

Shoulder Reduction Techniques |  

Sinus Transillumination | 

Skin cyst excision | 

Skin Grafts | 

Skin Testing | 

Slit Lamp | 

Smears | 

Spirometry 
Splinters and wound Fb’s | 

Splinting | 

Sputum G-stain Analysis | 

Stem Cells |  

Steri-strips & Stapling | 

Steroid Injection to joints | 



Stress Management | 
Stool Osmotic gap | 

Subacromial Injection |  

Subungual Splinter |  

Subungual Hematoma | 

Suprascapular Nerve Blocks |  

Suturing Techniques | 

Swallowed Fb |  

T:  

Tenckhoff Catheter Placement | 

Tendon Repair | 

Terminal Pt & Withdrawing Care |  
The Slit Lamp Exam (SLE) |  

Thoracentesis |  

Thoracotomy | 

Throat Specimens | 

Thrombolytics in AMI |  

Tick Removal | 
Tonometry | 

Total Parenteral Nutrition (TPN) |  

Toxic Exposure Eval | 
Tracheostomy Placement and Care | 

Transvenous Pacer | 

Trichograms 

Trigger Point Injections |  

Trigger Finger | 

Tympanocentesis | 

Tympanometry  

Tzanck Prep |  

Ultrasound: Point-of-Care U/S | 

Umbilical Lines | 

Unna Boot | 

Urethral Swabs | 

Urinary Catheter | 

Urinalysis & Sediment |  

Vagal Maneuvers | 

Valsalva Maneuver |   

Varicose Veins |  

Vascular Access (Veins & Arteries) |  

Vasectomy | 

Venipuncture | 

Venous Waveforms |  

Vestibular Rehab  

Violent Pt’s | 

Viscosupplementation of Knee | 

Visual Acuity Exam | 

Wart Tx | 

Web Space / Digital Nerve Block | 

Wedge Resection of Toenail |  
Wound Care | 

Wound Débride | 

Wound Dressings | 

Woods Lamp | 

Wright Stain | 



 

Typical Injections 
Topics: Info | ID (intradermal) | IM (intramuscular) | SC (Subcutaneous) | Capillary Puncture & Self Inj | See Joint Aspiration & 
Injection | Local Anesthetic Agents | Vascular Access | 
 

 
Pick the smallest syringe capacity that is large enough to hold the dose; with a smaller syringe, it is easier to see the markings.  
Consider syringes or devices that shield the needle before and/or after injection (e.g., sliding sleeves/shields, retracting needles, 
automatic cover, hinged cover), especially in the health care setting, to avoid needlestick injuries. 
Needle length: determines how deep you wish to go.  
IM: 5/8" - 1.5" depending on muscle injecting, pt size, and quantity injecting.  

SC (SQ): less than 5.8"  
Syringe size: determines volume . 
SC: max 1ml, normal: 0.5 ml.  
IM: 0.5ml-1ml on most muscles. glut: 3 ml.  
Gauge: thickness of the needle. thicker needles used for deeper injections (less risk of breakage), or more viscous injections (some 
of the testost).  
thinner needle: hurts less, but higher risk of breakage, and higher risk of turbulence within the needle (thus causing a more painful 
injection).  
Ideally you want the largest gauge that doesn't endanger patient. 

 
ID (intradermal) 

Clean skin with alcohol. 0.1ml into the upper layer of the skin, just beneath the epidermis.  Used with PPD’s. 
Select a tuberculin syringe with a 26- or 27-gauge needle: 1⁄2 to 5⁄8 inch long is generally used. 
1. Using aseptic technique, withdraw the appropriate amount of medication from the vial or ampule. 
2. With the patient sitting up, have him or her extend the forearm and lay it on a flat surface with the ventral side exposed. 
3. Cleanse the surface of the ventral forearm about two to three fingerbreadths distal to the antecubital space using an alcohol pad. 
Note: Be sure the test site is free of hair and lesions. Allow the skin to dry completely before administering the injection. 
4. While holding the patient’s forearm in your hand, stretch the skin taut with your thumb. 
5. With your free hand, hold the needle at a 15-degree angle to the patient’s arm, with its bevel facing up. 

 



6. Insert the needle about 1⁄8 inch below the epidermis. Stop when the needle bevel is beneath the skin, and inject the antigen 
slowly. You should feel some resistance as you do this, and a wheal or bleb should form as you inject the antigen. If no wheal forms, 
you have injected the antigen too deeply; withdraw the needle and administer another test dose at least 2 inches from the first site. 
7. Withdraw the needle at the same angle at which it was inserted. 
8. Do not rub the site. This could cause irritation of the underlying tissue and may affect the test results. 
9. Dispose of the syringe and needle according to your institution’s policy regarding disposal of contaminated items and sharp 
objects. 
10. Document which agents were given, including the lot number and expiration date; where, how (which specific injection method), 
and when they were given; and by whom. 

Intrathecal instillation 
This instillation is into the space under the membranes (meninges) surrounding the spinal cord and brain. Methotrexate (a cancer 
chemotherapeutic drug) is introduced intrathecally for treatment of leukemia involving the spinal canal. 

IM (intramuscular) 
Indications: Immunizations (see Vaccination Technique |) and other medications.  When drugs are irritating to the skin or when 
a large volume of solution must be administered, IM injections are used. The buttock or upper arm is the usual site for this injection 
into muscle. 
Possible Locations: Gluteal. Deltoid. Antero-lateral thigh.  

Complications: Bleeding, infection, allergic reaction, nerve injury.    

    
Procedure: Clean skin with alcohol.  Pinch muscle with free hand and insert 1-inch, 23-or 25-gauge needle until the hub is flush 
with the skin surface. For deltoid and ventral gluteal muscles, the needle should be perpendicular to the skin. For the anterolateral 
thigh, the needle should be 45 degrees to the long axis of the thigh. Aspirate for blood (especially if giving a large gluteal injection), 
then inject medication. Aspiration is generally not necessary apart from in the dorsogluteal site. The maximum volume 5 ml in the 
gluteal region & 2 ml in the deltoid of the arm.  Have pt lean forward with the elbows on the exam table, feet slightly wider than the 
shoulder width apart and toes pointed as far inward as comfortable. Aim for upper outer quadrant of one of the butt cheeks. To find 
the gluteal site, form a triangle by placing your index finger on the anterior iliac spine and your middle finger on the most superior 
aspect of the iliac crest. The injection should occur in the middle of the triangle formed by the two fingers and the iliac crest.   
Gauge by Age:  
Infants >18 months: 25 to 27 gauge (22 to 25 gauge for vaccines). 
Children (>18 months and walking): 22 to 25 gauge. 
Adults: 18 to 25 gauge (22 to 25 gauge for vaccines). 
By Drugs / Drug Class: 
Vaccines: 22 to 25 gauge 
Antipsychotics, depot: 21 to 23 gauge. 
Progesterone in oil: 18 to 23 gauge;14 22 gauge suggested. 
Testosterone in oil: 18 to 23 gauge;14 22 or 23 gauge suggested. 
Length by Age: 
Neonates and preemies: 5/8 inch (15.8 mm). 
Infants and Children: 5/8 to 1 inch (15.8 to 25.4 mm)(up to 1.25 inches [31.7 mm] if over 18 months and walking). 
Adults: 5/8 (15.8 mm) to 1.5 inch (38.1 mm) (up to 3 inches [76.2 mm] for very large adults). 
Optimal deltoid IM injection location: 5 fingerbreadths (more than 10 cm) below the midpoint of the lateral border of the 

acromion. This site is far below the surgical neck of the humerus (7 cm), the axillary nerve (7 cm), the subdeltoid bursa (5 cm), and 
the posterior circumflex humeral artery (PCHA) (7.6 +/-1.0 cm); therefore, the chance of injury to blood vessels and nerves is the 
least (Deltoid Intramuscular Injections: A Systematic Review of Underlying Neurovascular Structures. Cureus. 2022;14(4):e24172. 
doi:10.7759/cureus.24172).  



  

 
Avoid subacromial bursa: The US CDC (2017) states that the midpoint of the deltoid is about 2 inches (or 2-3 fingerbreadths) 
below the acromion process and above the armpit in the middle of the upper arm. Although this area is the central and thickest 
portion of the deltoid muscle, this site could be dangerous due to the risk to subacromial bursa (Cureus. 2022;14(4):e24172).   
 Pearls: If a needle is supplied with the product, use it. A 5/8 inch (15.8 mm) needle is appropriate only if the skin is stretched flat 
and the needle is inserted at 90 degree angle.6 A 1 inch (25.4 mm) needle is needed in infants if the SQ and muscle tissues are 
bunched up (pinched) to avoid hitting bone. 
CDC: age up to 2 years: anterolateral thigh preferred site. 12 months to 2 years: use ≥1 inch (25.4 mm) needle. Canadian 
Immunization Guide: infants <12 months of age, use anterolateral thigh; patients 12 months of age and older, can use deltoid if 
muscle mass adequate. 
• The deltoid is usually used for adults and children three years and older. If 12 months to 2 years of age, the deltoid (5/8 inch 
needle) can be used if muscle mass is adequate. Most older children need at least a 1 inch needle. Obese adolescents or adults may 
need a 1.5 inch (38.1 mm) needle. 
• A 1.25 inch (31.7 mm) needle will penetrate the ventrogluteal and vastus lateralis in adults. 
• A 1.5 inch (38.1 mm) needle may penetrate the dorsogluteal muscle in overweight adults, but a 2 inch (50.8 mm) needle is 
recommended if the BMI is 30 or above. 
• Avoid IM injections in a pt with a bleeding d/o or thrombocytopenia. 
Max volumes: deltoid, 0.5 to 2 mL, dorsogluteal, 4 mL, ventrogluteal 2.5 to 5 mL, rectus femoris 5 mL, vastus lateralis 5 mL. 
Anterolateral thigh 
Children @ ant-lateral thigh (ALT = vastus lateralis muscle) if child give @ ALT or upper arm (deltoid). Max volume to be injected is 
0.5 mL in a small infant, 1 mL in an older infant, 2 mL in a school-age child, and 3 mL in an adolescent.   



  

 
• A CT study of 100 consecutive pt’s found that substantial number of pt’s have enough fat in their gluteal region to make it unlikely 
that a typical needle will reach muscle (BMJ 2006;332:637-8).....injections into fat, instead of muscle, could have implications for 
absorption and the clinical effect of some medications....depth of adipose tissue at the ventrogluteal site ranged from 2.5-62.6 mm 
(mean, 19 mm). The maximum penetrating depth of commonly used long needles is 35mm. When receive IM injections in the 
buttocks via 23 gauge needle that was 3 cm, most of the dosage may remain in SQ fat. 
Administering a Z-track Intramuscular Injection: This method prevents leakage of medication back into subcutaneous tissue 
after the injection is given. It is used with certain drugs—primarily iron preparations—that irritate or discolor subcutaneous tissue. 
Lateral displacement of the skin before injection helps seal the drug in the muscle after the skin is released. This procedure requires 
careful attention to technique, because leakage into subcutaneous tissue can cause patient discomfort or may permanently stain 
tissue if an iron preparation is being given. This type of injection is given only in the outer upper quadrant of the buttocks. 
1. Identify the patient. 
2. Wash hands and put on gloves. 
3. Select a 3- to 5-mL syringe with two 20-gauge needles at least 2 inches long. 
4. Using aseptic technique, withdraw the appropriate amount of medication from the vial or ampule and then draw about 0.2 to 0.5 
mL of air into the syringe. Remove the first needle and attach the second needle to prevent introduction of medication from the 
outside of the first needle into the subcutaneous tissue. Note: For this type of injection, be sure to provide privacy for the patient. 
5. Select an appropriate site in an upper outer buttock. 
6. Position and drape the patient in the prone or lateral position. 
7. Cleanse the area with a sterile alcohol pad.  
8. Displace the skin laterally by pulling it about 1/2 inch away from the injection site. 
 

Subcutaneous (Hypodermic) Injection (SubQ) 
 A small hypodermic needle is introduced into the subcutaneous tissue under the skin, usually on the upper arm, thigh, or abdomen. 
Insulin is injected daily via this route. 
Indications: Immunizations and other medications.  



  
Complications: Bleeding, infection, allergic reaction, lipohypertrophy/lipoatrophy after repeated injections.  
Procedure: Clean skin with alcohol.  0.5 ml-2 ml into the outer surface of the upper arm, anterior surface of the thigh, abdomen or 
buttock.  Vaccine in child @ outer upper thigh or upper arm. Enter the subcutaneous layer at a 45-degree angle to the skin. Make 
sure you pinch up on subcutaneous tissue to prevent injection into the muscle. Insert needle at a 45° angle into the fatty tissue 
overlying the muscle. Aspirate for blood (optional), then inject medication. Select a 2- to 3-mL syringe with a length, depending on 
the amount of subcutaneous fat. 
Max volume: 2.5 mL. 
Gauge:  
Insulin: 29 to 32 gauge. 
Vaccines: 23 to 25 gauge. 
Other meds: 25 to 30 gauge. 
Length: 
Insulin: 5/32 inch (4 mm) to 1/2 inch (12.7 mm). 
Vaccines: 5/8 inch (15.8 mm). 
Other meds: 1/2 to 5/8 inch (12.7 to 15.8 mm). 
Pearls: If a needle is supplied with the product, use it. 
• Vaccines: infants <12 months, use anterolateral thigh (usual) or upper triceps; patients 12 months and older, use upper triceps. 
Give at 45 degree angle. 
Insulin: pen needles available as short as 4 mm. Insulin syringe needles are at least 6 mm. Recommend the shortest, thinnest 
needles available for comfort. Using short needles also reduces the risk of reaching muscle. Glucose control with 4 mm needles is 
comparable to longer needles regardless of body mass index, age, etc. Pinch a skinfold with 6 mm or longer needles (and possibly 
even 4 and 5 mm needles in thin adults or kids), to avoid going past the SQ layer. Injection at a 45 degree angle can be used 
instead of a skinfold with 6 mm needles. 

Most pen needles are compatible with most insulin pens. One exception is NovoTwist needles, which are for certain Novo devices. 
• Insulin syringes come in 30 unit (3/10 mL), 50 unit (1/2 mL), and 100 unit (1 mL) volumes. Most are available with 1 unit 
markings, but syringes with 0.5 unit markings (usually 3/10 unit syringes) and 2 unit markings (100 unit syringes) are available. 
Note: A longer needle is needed for an obese adult, a shorter needle for a thin child.   
1. Using aseptic technique, withdraw the appropriate amount of medication from the vial or ampule. Allow the skin to dry so that 
alcohol is not introduced into subcutaneous tissues as the needle is inserted. 
2. With the nondominant hand, pinch the skin around the injection site. 
3. Insert the needle with the bevel facing up at a 45-degree angle. If a fat fold is more than 1 inch, the needle may be injected at a 
90-degree angle. 
4. Release the patient’s skin to avoid injecting into compressed tissue and irritating nerve fibers. 
5. Pull back on the plunger slightly. If no blood is aspirated, begin injecting the drug slowly. If blood appears on aspiration, withdraw 
the needle, prepare another syringe, and repeat the procedure. 
6. After injection, remove the needle gently but quickly at the same angle used for insertion. 
7. Cover the site with an alcohol sponge or sterile gauze pad and massage the site gently (unless contraindicated [Ex: heparin]) to 
distribute the drug and facilitate absorption.  See Endo Module: Insulin Administration | 

Capillary Puncture 
Capillary blood is preferred for a peripheral blood smear and can also be used for other hematology studies. Indicated for blood 
sampling for lab studies unaffected by hemolysis. 
Site: Obtain capillary blood from fingertips or earlobes (adults) or from the great toe or heel (infants).  

Complications: Infection, bleeding, osteomyelitis.  
Procedure: Do not squeeze the site to obtain blood because this alters blood composition and invalidates test values. 
Step #1:  Warm heel or finger or placing it in a dependent position may facilitate specimen retrieval. Clean with alcohol.  



Step #2: Puncture finger using a lancet on the palmar lateral surface of the finger near the tip. Wipe away the first drop of blood, 

then collect the sample using a capillary tube or container.   Puncture heel using a lancet on 
the lateral part of the heel, avoiding the posterior area. Alternate between squeezing blood from the leg toward the heel (or from the 
hand toward the finger) and then releasing the pressure for several seconds. Earlobe sticks hurt < lateral thumb (10 fingers, 20 
sites, minimize pain by pushing with thumb to create a pad), which hurts < the pad of the fingers.   
Aftercare: Apply small dressing or adhesive strip to site. Evaluate puncture site for bleeding or oozing. Apply compression or 
pressure to the site if it continues to bleed.  
Procedure for Aspirating from a Vial: 
1. Identify the patient. 

2. Wash hands and put on gloves. 
3. Disinfect the top of the vial with an alcohol pad. 
4. Select a syringe with a volume twice the required amount of drug or solution and add the needle. 
5. Draw up as much air as the amount of solution that will be aspirated. 
6. Insert the needle into the top of the vial and turn upside down. 
7. Push air out of the syringe into the vial. 
8. Aspirate the required amount of solution. 
Note: Make sure the tip of the needle is below the fluid surface. 
9. Pull the needle out of the vial. 
10. Remove air from the syringe as needed. 
11. Clean up and dispose of materials in accordance with your institution’s policy for disposing of contaminated materials and sharp 
objects. 
Procedure for Aspirating from an Ampule: 
1. Identify the patient. 
2. Wash your hands and put on gloves. 
3. Select and assemble the appropriately sized needle and syringe (use filter needle with glass ampule if the medication requires it). 
4. Remove the liquid from the neck of the ampule by flicking it or swinging it quickly in a downward, spiraling motion while holding it 
by the top. 
5. Tap around the neck of the ampule. 
6. Protect your fingers with gauze if the ampule is made of glass. 
7. Carefully break off the top of the ampule (for a plastic ampule twist the top). 
• Some over-the-counter topical antiseptics used for preinjection or preoperative skin preparation (e.g., isopropyl or ethyl alcohol 
solutions) could become contaminated with bacteria during manufacture or use, the FDA warns (FDA MedWatch safety alert;Nov 
2013) .....The agency has requested the products be packaged in single-use containers. The recommendation follows reports of 
outbreaks, including four fatalities, associated with topical antiseptics contaminated with organisms such as Bacillus cereus, 
Burkholderia cepacia, and Pseudomonas aeruginosa. Infections included bacteremia, injection site infection, peritonitis, and septic 
arthritis. 

Teaching Self-Injection: 
A way to improve contraceptive access.  
Intramuscular: Use the outer thigh for IM meds (Avonex, testosterone, etc). Use a 1- to 1.5-inch needle for adolescents and 
adults...stretching the skin tightly...and injecting at a 90-degree angle.  Use a 21- to 23-gauge needle for thick, oily injections, such 
as testosterone. 
To limit injection pain:  try bringing the med to room temp...applying ice to the area for about 10 minutes prior...relaxing 
muscles...and letting alcohol dry before injecting. Break through the skin quickly...and not to change the needle’s direction as it’s 
entering or exiting the skin. It is generally advised against rubbing the area postinjection. 
Subcutaneous meds: Such as enoxaparin, methotrexate, etc. Use the abdomen. Advise using a 1/2- to 5/8-inch needle for patients 
of all ages. Teach patients to “pinch an inch” of skin...and inject at a 45- to 90-degree angle. Exceptions include when using 4- to 5-
mm insulin pen needles. In this case, advise not to pinch...and to inject at 90 degrees. 

Medications: See *INDEX* |  

Links: Aspirin (ASA) | ACLS | Acne | ADHD | AED | Allergy | Allopurinol | Alpha Blocker | Alzheimer’s | Anxiety D/o | AOM | 
Antibiotics | Anti depressant |  Antifungals | Antihistamine | Antiarrhythmics | Antiemetics | Antiplatelet | Antipsychotics | 
Antivirals | Arthritis | Aspirin (ASA) | Asthma | Benzo’s | Beta-blocker | Bladder Relaxants | Benzo’s | BPH | Calcium | 
Cardiology | Chemo | Clopidogrel (Plavix) | Colchicine | Constipation | Contraception | COPD | Corticosteroids | Cough | 
Coumadin | Decongestants | Depression | Derm | Diarrhea | Diabetic | Diuretics | DMARDs | Endocarditis | ENT | Epi | Epogen 
| Erectile | Gabapentin | Geriatric | Gastro (GI) | Gout | H-A | Hemorrhoids | Heparins | Hepatic encephalopathy | Herbs | 
HIV | HTN | Incontinence | Influenza | IVIG | Insomnia | Insulin | Iron | Lipid d/o | Lithium | Joint steroids | LMWH | 
Magnesium | Menopausal | Mucolytics | Muscle Relaxer | Narcotics | Nausea & Vomiting | Peri-operative Adjustments | 
Nebulized | Nitro | NSAIDs | Neuro | Obesity | Ophtho | Osteoporosis | Parkinson’s | Pain | PEDIATRIC | Pharmacotherapy | 
Phosphate | Pneumonia | Polypill | Potassium (KCL) | Prostate | Proton Pump | PSYCH | Sedation | Seizure (AED) | Sinusitis 
| Sleep | Snake Antivenom | Steroids - anabolic | Steroid - cortico | Steroids - topical | Thyroid-hypo | Thyrotoxicosis | 
Topical & Local Anesthesia | Transplantation | URI | Urology | UTI | Vitamins & Nutrients | Warfarin | Extrapyramidal SE | 
Neuroleptic Malignant Syndrome | Malignant Hyperthermia | Viscosupplementation | Pharmacotherapy | Weight Loss / Cachexia 
| NEURO | Vaptans | TOC | *INDEX* | Expiration Dates? | Chronotherapeutics | Compounding | 
 

Surgical Pearls and Post-Operative Issues  



Links: Info | Safety, Checklist, Fires & Other | Complications (Fever, Hypotension, Confusion, Vision etc.), Pain, Driving, Etc | 
Anatomy & Physiology Fun | OR Etiquette, Knots & Instruments | Neuro: Post-Op Confusion, Stroke, Sz etc | CV: 
Hypotension, HTN, MI, CHF | Fever & Infections (SSI) | Oliguria, Short-of-Breath & VTE | Hyponatremia, Fistula, Navel 
Jewelry & Other Pearls | Drains | Feeding Tubes | Abd Pain, Disorders & Exam | Appendicitis | Post-op ileus & Bowel Recovery 
| Hemostasis Issues | Peri-Operative Issues / Eval | PV of Thromboembolism | Antibiotic Prophylaxis | Notes & Orders | Abd 
Incision & Closure | Anesthesia | Wounds & Suturing & Coding | TRAUMA | Amputations | Hernias | Survival Situations | 
Procedures | Gastro | Tendon Repair | Peri-op Tx of Various Conditions | Surgical Site Infection | Gastro | Laparoscopic, 
Endoscopic, Robotic and Image-Guided Surgery | Choosing a Surgeon / Hospital | TOC |  See Hem for Blood Products | 
Bariatric | Wilderness Surgical Situations | Antiseptic Preparations | Residency Training Issues | The Abdominal Exam | IV 
Solutions | 

Wilderness & Survival 
Links: Pearls & 10 Essentials | Key Items to Carry | Trip Prep | Gear | Survival Kit & Medical Kit | Personal Hygiene, Basic 
Medical Care & Other |  Survival Priorities & "Lost” | Water | Fire | Food | Shelter | Cooking | Navigation: Compass & Map, 
Stars | Signaling & Communications | Winter / Cold | Desert – Heat | Weather | Sea / Oceans | Mountains | Making Tools | 
Jungles | Wild Animals | Survivalist Medicine & Preppers | See: Environmental Exposures (Cold-Heat-Altitude, Snakes, 
Spiders, Other) | Wounds / Making Bandages & Sutures | Survival Psychology | Bio-Chem-Nuke Weapons | TRAVEL MEDICINE 
| Defense & Self-Preparation | Self Defense & Criminals | Situational Awareness |  
The Outdoor Industry Association estimates, the U.S. now has a population of 59.6 million hikers (Backpacker. Sep 14, 2023). Hiking 
provides us with a peaceful escape.  The realization of the physical and mental health benefits afforded by hiking is manifest. Half of 
all injuries are from sprains and strains to the knees, ankles, and the back, the latter of which are most commonly caused by falls, 
slips, and overuse. Other injuries include skin irritation (abrasions and blistering), acute joint pain, sunburn, tick bites, dehydration, 
and heat exhaustion. In addition to that, there is a small risk of getting lost. 
Wilderness: A wild and uncultivated region such as a forest or desert, which is generally uninhabited or inhabited only by wild 
animals, and in which travel by land or water by humans can be considered a sport or adventure. 
Backcountry: Refers to areas outside of controlled borders in wilderness regions, such as out of bounds at ski resorts for 
skiing/snowboarding or, perhaps, areas that could be out of cell phone or Internet range; can be applied to any wilderness sport. 
KNOWLEDGE VS. SKILL: It's not how many journal articles you’ve read, books you’ve consumed, or websites you’ve ‘researched’. 
You have to be able to perform the techniques. This is similar to the difference between academic knowledge and real-world 
skills...these difference are often vast. 
Testosterone Poisoning: a tongue-in-cheek way of referring to the fact that testosterone makes males more prone to dumb, 
dangerous behavior. They are more likely to take unnecessary risks and to take shortcuts due to bravado and impatience. 

Wilderness Travel Pearls 

 

Radiology 
Links: Intro, Costs, Planes | Incidentalomas | General Ordering Guidelines | X-rays & Fluoroscopy | Ultrasound (U/S) | Nuclear 
Med (Bone Scan, WBC Scan etc.) | CT Scan | CT calcium score | MRI | CXR | GI Tract / Abd X-rays | Mammography | 
Imaging Studies in Strokes | Radionuclide Techniques in Cardiology | Bone Scans in Ortho | PET Scan | Typical Medical 
Radiation Exposure Doses | Fractures | Swallowing Eval | Sinus Films | See Radiocontrast Nephropathy | Contrast Allergy 
(Radiocontrast) & Iodine | 
 

Ultrasound (U/S) 

Topics: Info, Tips. Settings, Modes, | Artifacts, Doppler, Safety, Echogenicity, Contrast | Abdominal | Cardiovascular (Aorta, 
TA, Echo, Vascular) | Pulmonary (Effusion, PE, PTX) | GU (Pelvic, Bladder, Kidneys, Scrotum) | Skin, Lymph Nodes, Other 
(Transcranial) | Musculoskeletal (MKUS) / Joint / Bone | See FAST U/S scan in Trauma Pt’s & Handheld Cardiac Scans | Point-
of-Care U/S (POCUS) | Renal U/S | U/S in Pregnancy | Breast Ultrasound | 
Ultrasound (US) is a non-invasive, radiation-free, cost-effective, diagnostic method that has been increasingly used in almost every 
field of medicine. Ultrasound refers to sound waves that are above the acoustic spectrum, which in the human ear is usually at a 
frequency of 20–20,000 Hz (or 20 kHz). Every 1,000 Hz equaSome animal can hear up to 100,000 Hz (or 100 kHz). Ultrasound is a 
form of energy, and it travels as a longitudinal pressure wave.  Medical ultrasound equipment ranges from a frequency of 1 MHz 
(1,000,000) to 50 MHz (50,000,000).  Sound is simply the transfer of mechanical energy from a vibrating source through a medium. 
Ultrasound transducers have several configurations for different applications.  U/s waves are mechanical energy that are transmitted 
through a medium from repetitive periodic oscillations of a transducer. 

   
U/S is based on the emission of high-frequency sound waves and their subsequent reflection as they pass through the tissue. The 
amplitude of the reflections of the sound waves varies according to differences in the acoustic impedance of the various tissues. 
• US relies on a dual-mode transducer, which first sends high frequency sound waves into the pt and then receives the reflected 
waves to generate an image. 
• Images may be displayed as a two-dimensional gray-scale image or as a color Doppler. 
• Frequencies used in medical sonography range from 2 to 10 MHz. 



• The higher the frequency, the better the resolution, but the poorer the depth of penetration. Small part probes for scanning testes 
and the penis operate at a frequency of between 7 MHz and 9 MHz, while an abdominal scan in an obese individual requires a 2.5–7 
MHz transducer. 
Tips:  Ultrasound scanning is cheap, easily accessible, painless, safe for the pt, and provides excellent real-time anatomical as well 
as functional information. Ultrasound is a highly operator-dependent modality, relying heavily on the skill of the sonographer to 
interpret the clinical history in order to image the correct structures, using the best equipment settings, and observing and recording 
the relevant findings. Because it is very much a ‘real-time’ modality, interpretation is best made during the procedure itself. 
• To be able to perform U/S safely and effectively, time and experience are necessary. Some form of assessment/accreditation is 
important for commissioning and safe training of others. A good anatomical knowledge is mandatory in addition to a knowledge of 
sono-anatomy which is usually seen in cross section and a knowledge of disease processes (Ultrasound in Rheumatology A Practical 
Guide for Diagnosis – 1st ed. 2021. Springer.). 

  Vs CT scanning, ultrasound gives better temporal resolution and good contrast resolution when the equipment settings are 

optimized, but has poorer spatial resolution.  

   Vs MRI, the contrast resolution is better in MRI, but the good temporal resolution of ultrasound, along with the ease of access and 

possible use of metal equipment, makes ultrasound-guided interventions much more practical. 
Dominant eye: The dominant eye is the one with the most visual acuteness or acuity and with superior visual depth, whereas the 
other eye mainly dominates peripheral and spatial vision. Based on the combined information from both eyes, a three-dimensional 
image is formed in our brain. The fact of having a dominant eye can affect what we see and how we see; therefore, the professional 
must find out if the vision in one eye predominates. It may be vital to use that eye in order to improve the quality of observations. 
Thus, if the professional’s dominant eye is the right one, the target tissue will be placed on the right-hand side of the ultrasound 
screen during an in-plane approach. Eye dominance can be tested in many ways.  
A straightforward way to find out which eye is dominant is as follows: 
1. Completely extend both arms and place them at the level of the eyes. 
2. Form a triangle between the thumbs and the index fingers, leaving a small hole through which one can see. 
3. Through the hole, pick out an object to observe which does not surpass the size of the hole. 
4. Close the left eye. If the image changes (the angle of view changes), the left eye is dominant. 
5. If the image remains unaltered, the right eye is dominant. 
Another important aspect to consider is the dominant hand, as right-handed operators prefer a right-hand screen bias so that they 
can see their hands and the display during the procedure. 
Optimizing Your Image 
Step #1: good contact between probe and the skin is necessary. This requires a sufficient amount of coupling gel. 
Step #2: Proper pre-set. Use the factory machine presets, which are standard settings for a particular indication. The usual presets 
may be for urology, vascular ultrasound, ob/gyn or musculoskeletal (MSK). Some have additional used such as the thyroid preset 
also useful for the examination of the major salivary glands. 
Determining the Quality of your U/S machine: The quality of the grayscale images often depends the machine assigning shades 
of gray to the returning echo signals. The number of shades of gray depends on how many bits of information can be stored for each 
horizontal and vertical point of image memory. The quality of the images depends on the features of the system’s software and 
hardware. Scan the palmar side of your own wrist. Small anatomic structures such as the median nerve and the various flexor 
tendons should be outlined clearly on the system monitor and should be distinct from each other. Other relevant aspects are data 
storage and pricing. Most machines come with one or several USB ports. Other components include extras such as elastography, 
extended panorama view, 
a biopsy guidance ability, patient records and registration, connection possibilities to your medical records system, and ergonomic 
design. 
Step #3: Choose the proper probe. Modern probes typically offer bandwidths of over 50%. Thus, a probe centered on 12 MHz would 
cover all frequencies between 6 and 18 MHz, or even around 4 and 20 MHz is optimal for the MS exam. 
Understanding the ultrasound image  
Step #1: Apply U/S gel to scanned area.  Select the proper probe (transducer).  
Step #2: Determine the orientation. The convention for viewing images is that transverse sections are viewed looking towards 
the head, as in a CT scan, and longitudinal sections are viewed from the subject’s right. This is based on a bedside examination  
Step #3: Evaluate the attenuation and Display Mods. The differing attenuation patterns are the next area to look at. Fluid-filled 
areas transmit the sound very well, appearing transonic, or anechoic, meaning there are no echoes returned from within, and 
resulting in distal acoustic enhancement relative to the adjacent tissues. Conversely, any marked change in density produces a 
strong reflection, typically with an acoustic shadow beyond this area. There is a range of terminology to describe these phenomena: 
areas that return fewer echoes are often referred to as hypoechoic; those that return no echoes at all may be called anechoic or echo 
free; and those that send back more echoes and appear brighter are referred to as hyperechoic, and sometimes echogenic. See 

Artifacts, Doppler, Safety, Echogenicity, Contrast | 
The equipment settings and exposure parameters are usually displayed in a corner of the image. 
 

Preamble and List of Abbreviations 
Links: Info | Quotes | Disclaimer | Labs & Study Values | Abbreviations | INDEX | Studies & Sx’s | Medications | Diagrams | 
Radiology | Dangerous Abbreviations | Best Quotes | Other Titles |   
 
Written by Carl G. Weber MD, board certified, Internal Medicine.  Edited by the board certified specialists listed in each section.   
  
• We think you will find that the texts in the Clinical Medicine Series are unique from other medical textbooks as they are written 
specifically for PDA’s and have quick-link access to specific and clinically relevant diagnostic and tx recommendations.  In addition it 
contains to pertinent details on the epidemiology, etiology, signs and symptoms (S/s) = Clinical Presentation, differential diagnosis 
(Ddx), diagnostic (Dx) workup / labs, prognosis and treatment (Tx) options. 
 
• Any feedback is appreciated: HELP@CLINICALmedCONSULT.COM.  http://clinicalmedconsult.com/.  No portion of this tex may 
be reproduced by any electronic, mechanical or other means without the written permission of the authors. Any and all requests for 
such permission. 
 

http://clinicalmedconsult.com/


• Please report via E-mail any errors, broken hyperlinks, omissions or other concerns you might have.   If you have any pearls, 
illustrations or knowledge that you wish to add, please send it to us.  If it is good, we will add it and send the update back to you as 
soon as possible and subsequently include it in further updates.   If it is a significant contribution, we will prolong your update period 
and give you recognition as a contributor.  Let’s make this book our own, we can save trees and the weight of carrying books 
around.  Please include any citations if available as evidence-based medicine is our ultimate goal. I,the author do not have any 
known professional or financial conflicts of interest and thus there should be none reflected in the content of these textsbooks.  
 
• This clinical file currently on your device has been licensed for a single user only, this copy was not licensed for a group.  If you 
have a copy of this and did not personally purchase it, then may have been pirated. If an institution has purchased this in bulk, 
then their name will be inscribed just below the table of contents above.  If your institution is interested in a group discount 
purchase, please contact us at help@clinicalmedconsult.com.   We work hard to bring you this text at an honest price. 
 
There are four versions of the text: The Amazon Kindle version, Adobe PDF version , iSilo version (.pdb) and epub.  
 
 

Preamble to Book   
Thank you for supporting the production of this text. We hope you find this text useful.   This text is designed as a quick and yet 
extensive reference for the dx and tx of the majority of problems that may present in a primary care physician’s practice.  It is 
intended to aid providers in their pursuit of optimal pt care.  This book provides concise, quick information that can be used during a 
busy clinical day with the goal of efficient work-ups, accurate dx, and effective tx’s that hopefully leads to well-informed, healthy 
pt’s, healthy families and a satisfied physician.  The information in this guide (the ultimate peripheral brain) has been culled from 
peer-reviewed articles and manuscripts, key textbooks and review courses published within the last few years.    
 
• Practicing medicine based on memory alone is unreliable.  People who want to appear "clever" rely on memory, those who are 
truly smart know where to look to find the needed information. It has been estimated that 2 million papers are published in 20,000 
biomedical journals every year. 

Purpose of Book    

We believe this is the first and only electronic textbook available that adequately summarizes medical information in a concise 
and easy to read format.  This book is directed at practicing clinicians.  It is also useful to residents and medical students doing 
clinical rotations.  It includes differential dx, basic pathophysiology, clinical pearls, physical diagnostic findings as well as evaluations 
and tx’s of a multitude of medical conditions. Our hope is to accumulate and share information that will allow you to practice high 
quality and cost-effective medicine.  This book will also allow primary care physicians to interface with the specialist, and assist in 
deciding when referral is necessary.   
Dedicated to Primary care physicians: 

• Pediatric physicians care for patients from birth to age 18. 
• Family medicine physicians provide medical care for all members of a family. They may also offer obstetric services and perform 
minor surgeries. 
• Internal medicine physicians specialize in prevention, diagnosis and treatment of disease in adults. 
• Internal/pediatric physicians are dual trained in both specialties and will care for patients through their whole life cycle. 
• Obstetric/gynecologic physicians may be primary care for women, particularly during their childbearing years. 
 

Lab Values and Tests 
Links: See Below: On Call and Outpatient Problems | Labs | Radiology | Urinalysis | Procedures | ACLS / BLS | Medications | 
*INDEX* | Diagrams & Medical Terminology | Preamble-Abbrev | ANATOMY | Making the Diagnosis (History, ROS, PE, Ddx)  | 
TOC |  

Various “On Call” Problems 
Links: Lab abnormality (see below) | ACLS / BLS | Acute Renal Failure | Airway and Intubation | Allergic Reactions | Angina – 
Chest pain | Coma |  Diarrhea & Enteritis | Dyspnea / SOB | Fever | GI Bleed | GI Tubes and drains | HTN Urgency | 
Hypotension | Mental Status Changes & Delirium | Musculoskeletal / Ortho | Nausea & Vomiting | Needlestick | Oncologic 
Emergency | Pain | Pleurisy | Post-Op Complications / Surgical Pearls | Psychiatric Emergency | Seizure | Sudden Vision Loss 
| Transfusion Reactions | Urinary Catheters | Urinary Retention |  

Common Outpatient Conditions 
Abd Pain | Anemia | Bites/ Stings | Breast d/o’s | Bruising & Bleeding | Chest Pain | Claudication | Cold Intolerance 
Syndrome | Constipation | Cough | Cramps (muscle) | Delirium & Dementia | Dermatitides | Diabetes Mellitus | Diarrhea | 
Dizziness | Dry Eyes | Dry Mouth | Dysphagia | Dyspnea | Dysuria | Edema | Epilepsy | Falling | Fatigue | Fever | Flushing | 
Foreign Bodies | GI Bleed | GERD | Gynecomastia | Heat | Hematuria | Hepatitis | Hoarseness | Hot Flashes | Incidentalomas 
| Infections | Joint Pain | Hearing Loss | Hypertension | Hypoglycemia | Hypothermia | Incidentalomas | Jaundice | Lower 
Urinary Tract Symptoms (LUTS) | Movement D/o | Musculoskeletal / Ortho | Medically Unexplained Sx’s (MUS) | Neck Mass | 
Neck Pain | Obesity | Orofacial Pain | Otitis | Proteinuria | Psychiatric | Red Eye | Palpitations | Pleurisy | Scrotal Mass/ Pain 
| Seizures | Sexual D/o | Skin Reactions | Skin Lesion | Sleep D/o | Spells | STD’s | Strokes | Syncope | Syndromes | Tinnitus 
| Trauma | Urology | URI | UTI | Vaginal / Pelvic | Vision Loss | Wasting & Wt loss | Weakness |  

Ddx based on Labs  
See Making the Diagnosis (History, ROS, PE, Ddx) | Venipuncture | Labs & Study Values | Topics:  Acute Phase Reactants | 

Albumin | Alk Phos | Ammonia | Amylase | ANA | ANCA’s | Anemia Labs | Anemia Type | AST / ALT | Auto-Ab’s | b-hCG |  Bili 
| Blood Cx | BM Sample | BNP | BRCA gene | BUN | BUN/Cr | Calcium | Cancer Ag’s | CEA | Ceruloplasmin | CK | Complement | 
Coombs Test | Creatinine | Creatinine Clearance | CRP & ESR | Cryoglobulins | D-dimer | Erythrocytes | Female Hormones | 

FENa | Ferritin | GFR | GGT | H/H | Haptoglobin | HbA1c | Iron | LDH | ”LFT’s” | Lipase | Magnesium | MCV | Met-Hb | 
Normocytic | Osmolar Gap | Osmolarity | Osmotic Fragility Test | Peripheral Smears | Phosphate (P) | Pituitary | Platelets | 
Potassium (K) | Protein | PSA | PT | RBC’s | RDW | Retic | RF | Protein (serum) | Sodium (Na) | Spot Ur Na | Synovial Fluid | 

Thyroid Labs | TIBC | Transferrin | Transferrin sat | Troponin | Tumor Markers | Ur Osm | Uric Acid (serum) | Urinalysis | 
Urinary Electrolytes | WBCs | Pre-Op labs | 

Studies 
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ABG | Bleeding pt’s Labs | Blood Cx | BM Sample | Bronchoscopy/ BAL | Cardiac Testing | Cosyntropin (ACTH) Stim Test | CRH 
Stim Test | Dexamethasone Suppression Test | ECG’s | EEG | Electrophoresis | EMG / NCV | Fecal Occult Blood (FOB) | 
Grams Stain | Hypercoagulability | Pap Smear |  PFT’s | Radiology | PPD | Serology | Sputum Analysis | Stool Osmotic gap | 
Synovial Fluid | Tzanck | 

Common Lab Values 
Links: Hematology | Endocrinology | ***Most laboratories set their own “normal” ranges, thus check with your own lab.  This list 
is for your convenience to give you a general range.  Reference ranges may vary between laboratories. 
http://labtestsonline.org/:  a nonprofit web site sponsored by the American Association for Clinical Chemistry, offers detailed but 
easily understood information on lab work and test results.  
• Even a faint line on a rapid antigen test is a true positive, even on an at-home rapid test..... as long as appropriately observed 
after the allotted testing period. If you just left the test for two hours, you can have some false positive binding. These types of tests 
are a binary: positive or negative. We do not interpret the strength of the line. 
Reference Range: are method- and lab-specific. In practice, they often represent test results found in 95% of a small population 
presumed to be healthy; by definition, then, 5% of healthy pt’s will have an abnormal test result. Slightly abnormal results should be 
interpreted critically—they may be either truly abnormal or falsely abnormal. The practitioner should also be aware that the more 
tests ordered, the greater the chance of obtaining a falsely abnormal result. For a healthy person subjected to 20 independent tests, 
there is a 64% chance that one test result will lie outside the reference range. All abnormal labs should be interpreted in the context 
of the pt’s baseline values because up to 5% of the general population without disease will display lab values outside the statistically 
assigned “normal” reference range.  Just as a substantial / significant change in a “personal normal” may also still be in the “normal” 
reference range.  
• Fit and healthy people can have ‘abnormal’ results. This highlights the importance of targeting testing according to the patient’s 
disease/symptoms, otherwise, you may end up chasing results which are outside the reference range but of no clinical significance. 
The relationship between the number of tests and the probability that a healthy person will have one or more abnormal 

results. Discordant laboratory results should be repeated. 
Number of Tests --> Probability That One or More Results Will Be Abnormal. 
1 --> 5%. 
6 --> 26%. 
12 --> 46%. 
20 --> 64%. 
• A single basic lab panel with ten numerical results has a nearly 50% statistical chance of having at least one result that is more 
than two standard deviations from the mean. Consequently, there will frequently be abnormal results.  Investigations can potentially 
lead to what Deyo at the University of Washington describes as the ‘cascade of technology’ (Ann Rev Public Health. 2002;23:23-44 
DOI:10.1146/annurev.publhealth.23.092101.134534). 
Nondisease Factors That Can Cause Lab Values to Fall Outside the Normal Range:  Pregnancy, lactation.  Athletics and 
exercise. The neonatal period and prematurity. Posture. Issues requiring medical judgment (i.e., hematuria). Food intake and 
nutritional state, dietary supplements, vitamins. Prescription drugs, over-the-counter preparations. Oral contraceptives. Ethanol. 
Hemolysis or clotting of the specimen. Specimen that is aged or exposed to sunlight. Physiologic variations based on circadian 
rhythms, diurnal variations, time of day. Sampling problems, including drawing blood during IV therapy or near (from) the IV 
infusion site, blood stasis from a tourniquet, capillary puncture, arterial specimens or unusual sites of venous sampling, phlebotomy 
errors to include using the wrong collection tube.  Lipemic specimens.  Analytic instrument breakdown, loss of calibration, limits of 
precision, reagent quality, technician error, lab methods, reaction temperatures, instrumentation accuracy. Variations resulting from 
age, gender, race, genetic makeup, stress, menstrual cycle, menopause, body weight.  The population used to determine the normal 
range.  Application of the reference range from one lab to results from another lab.  State of hydration. Socioeconomic environment, 
geographic location, altitude. Coexisting disease. Clerical error. (Textbook of Family Practice 6th ed. Rakel. By W B Saunders) 
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http://clinicalmedconsult.com/   

• We perform an ongoing review of most major journals, textbooks, and other online resources. Ongoing scientific information is 
added as the new and clinically relevant evidence is released. This is the only point of care medical reference created for portable 
electronic devices in a concise and compact format by physicians and for physicians. The goal of this text is to bring all of the 

clinically relevant information clinicians need during patient care directly to one's fingertips. Disclaimer | 

• The Clinical Medicine Consult includes all 35 of our modules in the clinical medicine series in one highly integrated text.  All of 
these texts are in full 64k color.  Currently the total illustrations / diagrams / color photos stands at >4,784. The iSilo version of this 
text comes with free quarterly updates for one year. Both the Kindle and iSilo versions can be read / utilized on just about any 
portable device (android phone / tablet or iPhone, iPad etc.), with the appropriate reader installed (get at your app store). 
 
 

Reviews 
From Amazon.com 

5.0 out of 5 stars Excellent, January 7, 2013  
By Al Pinto Panayotty (Honduras, Central America)  
This review is from: The Clinical Medicine Consult  
If you need a quick review on medical topics... look no more. Complete, well distributed, easy to read. A must for medical students, 
residents and clinical practitioners. I have own one since my early medical formation. As a specialist it is still one of my favorite quick 
consults. Well referenced.  
 
3.0 out of 5 stars Evaluation, December 26, 2012  
By william ackerman  
This review is from: The Clinical Medicine Consult  
Hard to navigate. Some topics are good such as the section on malpractice and the statistics ares good. The text is comprehensive 
as it covers anesthesia, some surgery etc.Fairly well written.  
 
5.0 out of 5 stars Clinical Medicine Consult, September 5, 2012  
By  GGG  
This review is from: The Clinical Medicine Consult  

Wonderful reference that keeps getting better and better. Has become my dominant reference and now also that of my 2 partners. 
 
1.0 out of 5 stars Not indexed, difficult navigation, August 11, 2012  
By poonaman (DownersGrove, IL United States)  
This review is from: The Clinical Medicine Consult  
I downloaded the edition found the content to be extremely helpful but was not indexed, no table of contents, difficult to navigate 
thus returned it for refund. 
poonaman  
 
5.0 out of 5 stars Best Clinical Reference I own, July 21, 2012  
By J. Bialer "Jeffo" (Seattle, Wa USA)  

http://clinicalmedconsult.com/


This review is from: The Clinical Medicine Consult  
When I first started to use digital medical references, on my Palm Pilot 8 years ago, I bought quite a few. Over the years, I found I 
only used the Clinical Medical Consult, so let all the others go out of date. For my use (busy Family Medicine office practice), I find 
the work to be well integrated, quite comprehensive, well organized, and easily accessed. I now carry this medical guide and 
"Essentials of Musculoskeletal Care" (the book) from AAOS and AAP as my only two references. Kind of a hoot: I used to have a 
bookshelf full of books, now I have one Book and my Palm Pilot (I have a second copy of "Clinical Medical Consult" on my iPad I use 
at home); that's all. The two are much better than the old bookshelf's worth of books I used to have, and have much more 
information than I need for my practice. I love this "text", and can't say enough good about it.  
 
5.0 out of 5 stars long time user of this text, May 2, 2012  
By Rich - See all my reviews 
This review is from: The Clinical Medicine Consult - 2013  
I am an ICU physician at Montefiore Medical Center in the Bronx. I have been a user of this text for many years. I find it incredibly 
helpful and would recommend it to anyone who is involved in clinical medicine. 
 
I can't recommend it more highly!!! 
 
Sincerely, 
 
Richard H. Savel, MD, FCCM 
Montefiore Medical Center 
NYC  
5.0 out of 5 stars CMC at sea, December 6, 2011  

By Newballprov  
This review is from: The Clinical Medicine Consult - 2013 (The Clinical Medicine Series) (Kindle Edition)  
I have used CMC for over 6 years and have found it to be a very dependable reference; thorough, sufficient, periodically actualized 
bibliographic support, links that are easy navigate, relatively inexpensive (but this is not important). Before using CMC I was using a 
much more expensive product and I have never been sorry that I changed. 
Because I work as a cruise ship physician and internet is not always fast enough to consult difficult cases, having it always available 
in my hand is very important and reassuring...it has helped in saving lives and in avoiding a lot of stress for me, for my team and for 
our patients. 
I have just renewed my subscription for 3 more years. Many thanks Dr. Weber  
 
5.0 out of 5 stars Clinical Medicine Consult 2012, November 1, 2011  
By Lorrie (CENTREVILLE, VA, US)  
This review is from: The Clinical Medicine Consult  
I have used this program for several years now and there is no better! It is up to date and very concise. It is so easy to use and I 
feel confident that I am able to give my patient's the best care because I have this program in my pocket at all times. It is the best 
consultant that I could ever ask for.  
 
5.0 out of 5 stars MedicalEncyclopedia in the palm, July 7, 2011  
By Mikakasa  
This review is from: The Clinical Medicine Consult  
Ive used CMC now for some 5 years and plan to continue to rely on it in all my clinics indoors and out. For example, I found the 
electronic version invaluable treating toothache in the Pilbara Karijini National Park, dislocated shoulder pain in the Sandy Desert of 
Australia or reviewing headache symptoms in Cambodia. While I look forward to clearer Diagrams and more comprehensible 
abbreviations to an ageing Aussi MD, I cannot praise its vast and reassuring (at times who ya gonna call?) content enough!  
 
5.0 out of 5 stars An excellent resource, May 25, 2011  
By Pradeep Henry (Lockbourne, OH, US)  
This review is from: The Clinical Medicine Consult  
I have been using the Clinical Medicine Consult on my smart phone for the last 2 years with Windows Mobile as the OS.I have the 
iSilo version which comes with free updates every 3-4 months or so.I have not used the Kindle version. 
 
I have been extremely happy with Clinical Medicine Consult and find it easy to use, reliable and uptodate as a practising 
clinician(Internist) in the Middle East. I have just renewed for a further 2 years. I find it helpful as it serves as a quick reminder for 
many things ,especially the workup of the less common cases. The references prove handy, as it is always possible to go to the 
source. 
 
Each downloaded version is packed with useful information including diagrams ,and seems to be getting bigger and bigger.I 
personally have had no problem running it from my storage card. 
 
Later on this year, I plan to buy the Samsung Galaxy S2 which has an Android version. As I understand it, it wont be a problem 
running the iSilo version on that OS. Looking forward to that! 
 
I have recommended this to many of my colleagues and even to my medical students who come to my clinic as part of their clinical 
training.I thing it would be difficult to better this amazing resource.  
 

  
3.0 out of 5 stars Expected more!, March 24, 2011  
By Juan "Black Knight" (Southern NJ)  
This review is from: The Clinical Medicine Consult  
I was disappointed by the grammatical errors in this book. That made me skeptical about the medical content with so many spelling 
errors. I liked the format and the content lay-out. I don't like not having an option to go to table of contents. You have to go to the 



cover to go to table of contents. With the purchase of this product you are guaranteed a full year of updated clinical content. I have 
no idea how to update and there should be an option to manually or automatically update new clinical content as it arrives--similar to 
epocrates. When I visited the website they had new material dated February of 2011 and my book is saying the last update was 
done June 2010. Not too thrilled about this purchase. I had high expectations for this book. The diagrams do not have great 
resolution. Need better images. I like the references to the studies but only provide the essential, breakthrough studies that will or 
has changed the practice of medicine (i.e. guidelines, screening, decrease in mortality and morbidity).  
 
2.0 out of 5 stars Kindle Version - first impressions not good, September 12, 2010  
By John Drinkwater  
This review is from: The Clinical Medicine Consult 2011 (Kindle Edition)  
This Kindle book does not provide good first impressions. It is poorly written ... in the style of hand-written notes, poor grammar, 
many spelling errors and full of inappropriate abbreviations. For the price this "text" should be a professional product. I will continue 
to read and submit a content review in the near future. 
 
Update : sorry, I cannot support the 5/5 star rating of the other two reviews. This is not value for money. The ungrammatical list 
style is hard to justify especially when it is full of abbreviations that are not internationally standard in their use. 
 
The actual medical content seems accurate and in most cases good summary information but there are many better genuine texts 
(instead of someone's thoughts and lists in written form) that are better value for money. 
 
Buy if you must, but be prepared to be disappointed.  
 
5.0 out of 5 stars Best Internal Medicine Resource Available, July 18, 2010  

By sandra calderbank  
This review is from: The Clinical Medicine Consult 2011 (Kindle Edition)  
This is an extremely comprehensive resource/reference book for Internal Medicine. I have been using it for many years on my Palm 
and recently abandoned my Palm for an itouch. The information is up to date, easily accessible and very easy to navigate. This is 
THE medical resource I can't function without!  
  
5.0 out of 5 stars Excellent clinical resource., March 6, 2009  
By Richard Wahl (Tucson AZ USA)  
This review is from: The Clinical Medicine Consult 2011 (Kindle Edition)  
I have used Clinical Medicine Consult extensively in the past on both Palm Tungsten-C and Tungsten T|X, and have missed it since 
abandoning the Palm platform for an iPhone. I just downloaded the Kindle version (updated 2/22/09), and am thrilled to have it 
back. Readability on the Kindle is of course excellent. Navigation on the Kindle (without a touch screen, using the 5-way controller) is 
slow, but more than made up for by the Kindle text search function. (Note: you need to type in the entire search word.) I've used 
Clinical Medicine Consult in the past to study for board recertification, and use it daily as a clinical reference. It is a solid reference 
work. 
 
BONUS: Buying the Kindle version of Clinical Medicine Consult now gives you access on an iPhone! Best of both worlds. Great 
readability on the Kindle, great portability and navigation on the iPhone. Unbeatable. 

From Handango.com: 
 
All inclusive resource.   
A reviewer from Boise, ID, 2006-06-06 16:03:56  
"I have used this software all through Family Medicine Residency and find it to be an all-inclusive resource that is indispensible on 
the wards and in clinic. The frequent updates ensure that the information I reference is up to date and evidence based. I highly 
recommend this software."  
 Your first crucial medical reference to guide you   
A reviewer from forward, deployed, 2006-02-13 21:23:00  
…….”This document contains all of the knowledge we were looking for then and reinforce with for today, but in our pocket. It''s all 

text and you''ll need Isilo to run it but you will find yourself using no other reference first. If Dr. Weber''s program doesn''t solve your 
issue it will point you in the right direction. Besides, we did acquire a higher level of medical knowledge but you can''t regurgitate all 
of it verbatim. This is your second opinion, reinforcing document, and idle learning tool for your daily activities. It''s all in there, with 
references to the documents from which they came."  
Only reference you'll only need 
A reviewer from Las Vegas NV, 2005-08-27 10:43:33  
"This reference is unbelievable. I am a board certified family physician who has been working more urgent care over the last year. 
Thanks to your guide I successfully removed a fish hook from a finger, diagnosed a case of neurosyphilis, and the list goes on. I have 
on my PDA [many competing products] and I might as well delete them all due to the beauty of this work of art. Thanks again."  
 Very Helpful   
A reviewer from Lakeland, OH, 2005-06-04 12:28:24  
"I have purchased many other texts and find this to be the all-around best! No other text has the succinct, complete and clinically 
relevent material. Most are just a bunch of fluff and pomp. This one give unabashed and clear, concise workups and detailed tx 
options listing immediate references to evidence based resources. This is the one all-around text to have in one's pocket for nearly 
every clinical encounter."  
  Extremely good   
mark hand from newcastle, uk, December 2, 2004  
"bought this after reading other reviews. had considered 5MCC and others which seemed too expensive and limited coverage of 
topics. i work in A&E and am training for general practice, this proves to be infinitely useful. the hyperlinks are superb. makes 
looking up any topic fast and interesting. top marks." 
     Excellent product   
A reviewer from Batavia, IL, October 14, 2004  



"This product has served me well both in subspecialty rotations as an internal medicine resident at an academic medical center and 
now that I'm doing primary care in the community. A truly unique combination of depth, breadth, and accessibility of information. 
Also kept up to date with journal citations of relevant information."  
     Forget the rest Get the best ! (Not been paid to say this)   
Chief Webmaster from London, England, UK, September 5, 2004  
"If you ignore the cosmetic issues, compared with its competition, this text is robust, comprehensive and very usable. Its update 
policy (unless you understand it carefully) can leave you with non-functioning software. Some may think it to be overpriced, but in 
balance probably not, if you consider the range of topics it covers. No doubt, if you are looking for an answer on your PDA you are 
most likely to find it here. It would be nice occationally to be able to transfer some of its contents to a doc format for teaching 
purposes. The surgical component is somewhat lacking. But in conclusion, if you are in clinical practice or learning medicine and use 
a PDA to help you provide clinical information then why have you not tried this brilliant resource yet?”  
      An outstanding clinical resource!   
Elizabeth Ross, MD from Newton, MA, October 9, 2004  
"This is the best all-around medical reference program I've found for the Pocket PC. It is easy to search, quite comprehensive, and 
well-referenced. If I had to buy one program, this would be the one I'd choose."  
The one reference I can't live without        
Edwin Scott, MD from Augusta, GA, July 1, 2004  
I use this reference (not just Clinical Ortho, I have all of them) at least five times a day. It has saved my skin numerous times both 
in the office and the hospital. It is way better than the Washington Manual, and it is better than 5 Minute Clinical Consult. 
Exceedingly well organized. The author has been most helpful when I have had a problem. You can't afford not to use this if you are 
in Primary Care. 
 excellent product        
D Lane from Tucson, Arizona, June 30, 2004  

As a primary care provider, this has been an easy to use in clinical settings as such an excellent product. I'd rate it 5 stars, however, 
receiving updates is problematic. As such I'm rating it 3. 
 Simply the best        
A reviewer from Atlanta, GA, June 8, 2004  
Hands down the best Internal medicine program out there. May not have the bells and whistles of other medical programs but more 
than makes up for it with consistently the most useful and up to date information. I couldn't imagine practicing medicine without it 
any more. 
 Wonderful!        
Lloyd P. Hitchings, M.D. from Newport News, Virginia, April 14, 2004  
I use this every day in my practice and love the quick referral to other specialty areas. This replaces many textbooks that I could not 
carry to my clinical offices. I cannot imagine being without this on a daily basis. 
 2 Thumbs Up!        
B. Sills, MD from Fort Smith, AR, April 3, 2004  
I don't know how the author does it, but he has written a concise, but very comprehensive medical resource for the Palm that is 
head and shoulders above the "commercial" texts I have seen. Every Family Practitioner should have a copy on their Palm. It's 
money well spent. 
Outstanding Medical Text!        
C Rhoades, MD, FACP from Portland, Oregon, February 24, 2004  
This is an outstanding product. The program is easy to navigate and very fast on my clie, even when running entirely off of my 
memory card. This text the most frequently used text in my PDA library (much more useable CLINICAL info than Harrisons or the 5-
Minute). Clinical content is solid, at least qd this text has helped me with disease management, dx and tx to make me more 
productive (and smarter). Great job! 
Fantastic!!        
A reviewer from MD, Europe, January 25, 2004  
It's the best reference program out there. Much more information and clinical relevant pearls. Free updates for 1 year!! New chapters 
on procedures which is both extensive and up to the point. 
Fantastic!        
A reviewer from MD, Norway, January 24, 2004  
After just a few minutes I had come to a conclusion, this is the best medical reference software for PDA made EVER. This software 
shouldn't have only 5 stars, but 10!! So much relevant clinical information bundled together in such a way that this software 
deserves several "medical Oscars". 
This text is a "must" for primary care MD's who use PDA's.        
Chris Vincent, MD from Seattle, WA, December 9, 2003  
The Clinical Medicine Consult is well researched and comprehensive. References are included in the text so you can always find the 
original source if you need to. On my Sony Clie I also have the Merck Manual, Washington Manual, PEPID, MicroMedix, and 5 Min 
Clinical Consult, but find I use Dr. Weber's text the most. Very easy to find info on almost any topic, runs from the expansion card, 
and doesn't require "auto update" software or multiple files. I have used it for 2 years, the updates are frequent and easy to 
download (sent as an imbedded web link in an email message). This text is a "must" for primary care MD's who use PDA's. 
My "Go To" Reference        
Bernard Buffett MD from Nova Scotia , Canada, November 2, 2003  
This is THE program if you want update concise information NOW. 
Best Value for Money        
Dr Adrian Loh from Singapore, October 17, 2003  
I have used other medical software from "famous names" - at great expense! But none of them compares. Dr Weber's CMC is 
intuitive and user-friendly, suitable for both quick reference and serious study. Other programmes usually are good for only one or 

the other. The program is also friendly to the device, not taking up much memory in my Pocket PC relative to the in-depth info 
packed within. And surprisingly - the info is supported by useful illustrations! I am impressed with how up-to-date the medical info 
within is; and although from the US, Dr Weber has crafted an integrated text that can be used around the world without bias. If you 
had to get one program, this is the ONE! Don't waste your money elsewhere! 
Superior Medical Application        
A reviewer from Whiteville, NC, October 3, 2003  



Dr. Weber has created an extremely useful tool for anyone in the medical field. I am an administrator and use this application to 
keep on top of what my doc's are doing every day in the practice. It helps me to relate better. I find it extremely useful as a 
reference guide. You don't have to be a doctor to find use in this software. For doctor's this is a must!!! For administrator and office 
managers the like ...... this is a great way to stay on top of the subject matter. Thanks Dr. Weber! 
A solid PDA medical data base that is easy and intuitive to use.  
         A reviewer from Walnut Creek, CA, May 2, 2003  
I am impressed with the volume of information available to me with this textbook. The hyperlinks are great, but you need to have 
the iSilo document reader to use them. It is well worth the investment. I can search and access information rapidly because it is 
formatted in an intuitive and logical manner. As a PDA medical textbook it is FAR SUPERIOR to another similar app that I also 
bought. The latter is tedious and difficult to use on my Tungsten T. 
Clinical Medicine Consult is well organized and very thorough.  
       Julie Toponce PA-S from Albuquerque, New Mexico, February 4, 2003  
This is the most complete medical reference I have encountered for handheld computers. As a physician assistant student I have 
used many different programs to assist my studies while on clinical rotations. Clinical Medicine Consult has been the most useful and 
by far the most thorough for all of my rotations, ranging from primary care and peds to OBGyn and ER. Thank you for developing 
such a wonderful tool. 
A superb text!        
Bryan F. Connelly MD from Needville, TX, July 15, 2003  
I am a bit of a reference junkie, and I find myself always going back to the Clinical Medicine Consult as the gold standard. The most 
complete medical reference I have encountered for handheld computers. The information is concise, up to date, and comprehensive. 
It is really helpful and the information is searched very quick. I used to have the Washington Manual and 5MCC with me, that has 
been changed by CMC! Love the product!!! keep it up! 
Worth every penny        

Andy Garden MD from Denver, April 16, 2003  
I use the daily in my practice. I have found this text to be very useful not only in the clinic, but during hospital admissions/ rounds. 
Full of very useful and easy to find clinical information. No other text is as complete, useful and yet concise as this. Strongly 
recommend ed. I previously used the iSilo version that had been out for years, but find the mobireader to have many more options 
such as text size and better quality illustrations. A must have for any clinician! Keep up the good work -Pacific Primary Care. 
The best medical reference guide to have !!!        
Fred Witham MD from Portsmouth, VA, July 14, 2002  
Packed full of clinically relevant information. Like having a hoard of specialists in my pocket. I look to this first before all other 
references (both paper and electronic)! Like the frequent updates. 
Simply the best--bar none        
A reviewer from Atlanta, GA, January 8, 2003  
Best clinical palm application around. Extremely easy to use with best information. Updated regularly to include the latest, useful 
knowledge. I use this everyday in my practice. 
Comprehensive, easy and fun to use, up to date. First-rate!        
M.Towbin, M.D. from Weed, California, October 27, 2002  
Having been in practice for 20+ years, it is a pleasure to use such a comprehensive, current, interesting and fast program as Clinical 
Medicine Consult. It is tailor-made for my busy rural ER practice, and has exactly what I'm looking for in the wee hours of the 
morning when a difficult case comes in. It runs smoothly on my palm m130, and the graphics and links quickly give me the answers 
I need on a variety of topics. This is truly an excellent point of contact reference for busy clinicians. 
Easy, fast and comprehensive        
dmarkbeatty@hotmail.com from milwaukee,wi, June 20, 2002  
I find the program very useful and access it frequently. Sometimes it broadens my approach to medical problems, and also lets me 
know of therapeutic options I may not have considered. 
Solid PDA medical data base that is easy and intuitive to use.        
A reviewer from Walnut Creek, CA, May 2, 2003  
I am impressed with the volume of information available to me with this textbook. The hyperlinks are great, but you need to have 
the iSilo document reader to use them. It is well worth the investment. I can search and access information rapidly because it is 
formatted in an intuitive and logical manner. As a PDA medical textbook it is FAR SUPERIOR to another similar app that I also 
bought. The latter is tedious and difficult to use on my Tungsten T. 
Clinical Medicine Consult is well organized and very thorough.        
Julie Toponce PA-S from Albuquerque, New Mexico, February 4, 2003  
This is the most complete medical reference I have encountered for handheld computers. As a physician assistant student I have 
used many different programs to assist my studies while on clinical rotations. Clinical Medicine Consult has been the most useful and 
by far the most thorough for all of my rotations, ranging from primary care and peds to OBGyn and ER. Thank you for developing 
such a wonderful tool. 
A very good on-the-ward medical information. I would recommend it.        
John Do from Orange County, CA, October 5, 2002  
I use it daily for lookup and refresh medical information while I am at the hospital and rounding with my attending. John Do, MS4. 
Osteopathic Medicine 
Best medical text on the PDA market        
RA. Smith MD from Pensacola, FL, September 25, 2002.     
I have found this very useful, frequent updates, easy to search. I always look to this text before any other source, even consultants. 
Very practical. 
It's an excellent program       
khiemlai@hotmail.com from Santa Ana, CA, April 14, 2002  

docflyingace@aol.com from Chicago, September 1, 2001  
It is easy to get detailed, practical info on most any clinical dz. It has succinct reviews of not only the pathophysiology and physical 
exam finding, but incredible detail of how-to work-up and treat almost everything. Stuff even my attendings and most specialists 
lack. I also use this in the ER and in clinic evaluating pts and while writing admission orders and progress notes. It is full of detailed 
tx and differential dx. It also has details of meds, labs and studies. This new index has taken it to a new level, very easy to navigate. 



I highly recommend this to any fellow or resident in internal medicine. It has much more detail and a wider range of topics than the 
5MCC or any other text on the market. My only only complaint is that I wish I had this a few years ago!  
Ray Ralston MD from Seattle, WA, August 24, 2001  
CMC is a fabulous program! I have tried the Wash manual and 5MCC and neither compare to the CMC. The information is more 
relevant and thorough and much, much better indexed. It is full of pearls by specialists. It is definitely worth the money. Everytime a 
new topic comes up during a discussion, I am always amazed to find the answers (plus a great deal of "extras") in CMC. It is a great 
program- I highly recommend it.  
Anonymous, August 2, 2001  
Incredible value, a must have for all primary care providers.  
Elegant 
TLWilkensMD@aol.com from San Diego, CA, August 4, 2001  
I utilize this so frequently that I feel lost without this text on the handheld in my pocket. This text has nearly every detail to manage 
99% of what any primary physician sees. It covers all the basics with incredible subspecialty details on even unusual topics and 
physical findings. A must for every resident and medical student as well. Dr. Weber and his team of specialist have outdone any 
medical text on the market, including those in print! Keep up the great work. 
Link to Reviews posted at Handango (palm version): 
http://www.handango.com/PlatformProductDetail.jsp’productType=2&jid=15X5265C5CE795X7E386X3AXB671FF9X&platformId=1&si
teId=1&productId=95693&sectionId=0&catalog=1&authorId=70507&review=1 [URL inactive] 
Link to Reviews at Handango (Pocket PC version): 
http://www.handango.com/PlatformProductDetail.jsp’siteId=1&jid=15X5265C5CE795X7E386X3AXB671FF9X&platformId=2&product
Type=2&catalog=0&sectionId=0&productId=95694&review=1  [URL inactive] 
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27-Aug-05 by Jeff Marcovitch 
This reference is unbelievable. I am a board certified family physician who has been working more urgent care over the last year. 
Thanks to your guide I successfully removed a fish hook from a finger, diagnosed a case of neurosyphilis, and the list goes on. I have 
on my PDA a Harrison’s, a Cecil’s, a Merck manual, a Harriet Lane, etc. and I might as well delete them all due to the beauty of this 
work of art.Thanks again. 
  19-Aug-05 by Jay Baker MD 
Very useful text. I strongly recommend this to any practicing physician. It gives clear, current and concise recommendations on most 
any medical problem imaginable. It goes far beyond the superficial recommendations that most of the other “leading” textbooks 
contain. I find the navigation of this text to be simple and intuitive. This text has superior content and a usefulness value for any 
primary care physician or student in medicine, even a benefit to the sub specialist looking for information outside their area of 
expertise. 
 11-Feb-05 by Bilal Naseer 
This is simply the best and most upto date medical database that I've ever used on my palm. The best thing is that there is hardly 
any topic that is not covered. Every topic is reviewed in detail with references to medical journals or other resources.  
It has great images with so many topics.  
I highly recommend it to everyone, especially those interested in internal medicine. I use it all the time during our busy residency 
rounds and calls and I don't have to carry any books with me anymore. I would have given it ten stars if there was an option here. 
    22-Sep-04 by Richard Carpenter DO 
CMC is fantastic. I have been using it for two years and I would be lost without it. I can review the latest tx’s on a disease or get up 
to speed on a rare condition in a few seconds between rooms. The quarterly updates keep CMC on the cutting edge. 
    02-Jul-04 by Jeff White,MD 
I purchased the entire Clinical Medicine Consult after first using the Cardiology module, which was very impressive. The hyperlinked 
format is remarkably intuitive--I ALWAYS find the subject or information I'm seeking without having to back-track or search again. 
The amount of information is much more complete than my 5MCC, although significantly more scrolling is required. Excellent 
resource to brush up on those clinical subjects that one sees infrequently in primary care.  
    16-Apr-04 by Joshua Morganstein 
I reviewed this application several years ago after it's first inception and thought I'd post something a bit more updated. There isn't 
much I can say that hasn't already been noted by the many reviewers before me. There is simply no other medical reference 
available for the handheld platform that comes close to the thoroughness, accuracy, clinical applicability, and usefulness of Clinical 
Medicine Consult. The outstanding index feature, detailed procedures, as well as the highly-referenced and regularly updated content 
make this a must have for any medical professional using a PDA in practice. And, the price is staggeringly low for a resource of this 
caliber. You'll use the Clinical Medicine Consult more than all your other handheld resources combined!  
   01-Feb-04 by Jeffrey Shames MD 
Very well written e-book. I have print copy of 5-minute clinical consult which I have used in my office for some time, and I wasn't 
sure that the transition to a palm-based program would be useful. I'm glad I made the switch. The coverage of medical topics is very 
broad and in-depth, and the hyperlinks make it almost impossible to put the darn thing down!  

   30-Jan-04 by Jeff Williams MD 
I cannot count how many times this text has assisted my in the care of my pt’s. I have found this text to be indispensable! It is the 
most up to date, user friendly, concise and yet comprehensive text on the market. Having the Clinical Medicine Consult in my pocket 
puts the fun back in practicing medicine. The specialist who have contributed to this text hold nothing back, which is very rare in 
current times. This texts allows me access to evaluate and treat both complex and common complaints and with so many usable 
pearls. It is a must for all who practice medicine! The frequent updates are a plus. I cannot say enough.Thanks. 
   29-Oct-03 by David Pitts MD 
After using this anything else is disappointing. This is THE program to have on your PDA. All the info, all the pearls are here.  
   03-Oct-03 by M. Syno 
Dr. Weber has created an extremely useful tool for anyone in the medical field. I am an administrator and use this application to 
keep on top of what my doc's are doing every day in the practice. It helps me to relate better. I find it extremely useful as a 

http://www.palmgear.com/software/showsoftware.cfm?sid=33033120020402161325&prodID=13924
http://www.palmgear.com/software/showsoftware.cfm?sid=33033120020402161325&prodID=13924


reference guide. You don't have to be a doctor to find use in this software. For doctor's this is a must!!! For administrator and office 
managers the like ...... this is a great way to stay on top of the subject matter. Thanks Dr. Weber! 
  29-Jun-03 by Maurice Bernstein MD 
The amount, variety and usefulness of the content is surely worth the price. I teach first and second year medical students and I 
have found the program of great value to quickly look up the answer to a student question I had forgotten or never even learned. 
Best of all, Dr. Weber's updates, gives me confidence that the answers will be reasonably current and accurate. 
     11-Apr-03 by Phillip Burrer 
This IS the BEST medical software I have ever seen on a handheld device. No with Isilo for Windows you can view Dr. Weber's CMC 
on your desktop. Since purchasing this product I barely (if ever) look at all my Skyscape software. If you only got the bucks for one 
reference than THIS IS IT!  
     04-Apr-03 by Dr.Deborah Hilterman 
Definitley the most comprehensive and clinically based program out there. I have trialed them all and since from New Zealand didn't 
want a program with too much US influence in terms of the drug trade names offered. This suited me best. I hope that when my 
year is up Carl Weber and the team with endeavor to make purchasing future versions at a reduced price for those of us who have 
shown support.  
     27-Oct-02 by Martin Towbin 
Having been in practice 20+ years, it is a pleasure to use such a comprehensive, up to date, fast, and interesting reference as 
Clinical Medicine Consult. It is tailor-made for my busy rural ER practice, and provides me with the answers I need on a variety of 
topics when a difficult case comes in. Dr. Weber not only has nicely addressed many of the little details I'm always looking up in 
reference books that someone else has just "borrowed", but he also has neatly included nuances about the latest common tx 
regimens. The program runs smoothly on my Palm m130 and the graphics, links and bookmark functions make it a breeze to use. It 
is an excellent point of contact reference for any busy clinician.  
     25-Oct-02 by Jan Cornell 

I've used this reference for quite a while now and I just wanted to write & say it's the most complete and practical of any I've tried 
yet. I am a bit of a reference junkie, and I find myself always going back to this as the gold standard. This is laid out in a very 
functional manner, and the indexing is superb. Consider me a believer. Jan Cornell, M.D.  
     03-Oct-02 by Victoria Abdelnur 
It´s an extremely useful tool! Practical, complete. I use it almost every day (for more than a year now) at the hospital. I´m a 
medicine student in her final year. I also like that its updates come thru e-mail. Thank you for developing such a wonderful product.  
     11-Sep-02 by Andrew Bowman 
A wonderful product. I am the charge nurse in a busy emergency department and have found this to be a great teaching tool at the 
bedside for pt’s and myself. It is nice to be able to review a medical condition before going to see the pt. Thanks Dr Weber!  
     02-Jun-02 by David Ragan 
I have been in practice 15 years, and this software is excellent. Practical advice, referenced, succinct. Now, when studying a topic I 
read what CMC says first. Great for hospital work; updates are a plus.  
     15-Apr-02 by Joshua Morganstein 
Unbelievable! Dr. Weber has continually updated this masterful, concise e-text with relevant, well-referenced information. I've been 
using CMC since its inception and I am more impressed with each revision. The latest, v2.2, adds a section on procedures (step-by-
step!) as well as various studies, their uses, and differential diagnoses for various abnormal labs and studies. Outstanding!!! I look 
forward to each update and, because it uses iSilo and words flawlessly from memory cards, I never run out of room, despite the 
amount of valuable data Dr. Weber packs into this thing! I have tried and purchased dozens of medical references, utilities, etc. I can 
say, without hesitation or reservation that, for the money, Dr. Weber's e-text is hands-down the best medical reference available for 
the PalmOS handhelds!  
     14-Apr-02 by Roland Leon 
As a defense attorney in the area of medical malpractice/personal injury, I use this program daily in my law practice. CMC is the best 
medical reference in the market--and I have tried them all! Thank you Dr. Weber for an outstanding product at a reasonable price.  
     16-Jan-02 by John Tapp MD  
I am a second year Internal Medicine resident who has been using this program for several mo’s. I find that it is indispensable and 
far superior to any other references that I have on my Palm. I use this program several times a day and the Index feature make this 
product very user friendly. I also appreciate the fact that the program is updated and has current references at the end of most 
topics. This program is well worth the price.  
     12-Jan-02 by Christopher Gn  
Awesome!! I run a family practice with a heavy case load and this program gets all thumbs up in terms of clinical content and 
concise practical information. And it's all relevant. I am constantly being amazed by the amount of information and clinical pearls 
included in it. It is an invaluable tool to me in my Family practice and it's like a hoard of consultants in my pocket! Keep up the great 
work!  
     12-Nov-01 by Matt Wilkinson MD  
As a med-peds resident, CMC is easily my most valuable medical program - I usually use it several times a day and rarely ever refer 
to 5MCC anymore. It is outstanding, thorough, current, and has a great index! Cheers! Dr. Weber has my full support. Thanks!!  
     05-Nov-01 by George Valdez  
It is well established that textbooks are several years outdated by the time they come out. The Clinical Medical Consult series is 
constantly updated. I have used the Palm OS for years, and am familiar with most every reference text available. This one 
approaches ideal for its purpose - to be used on the go. When I look through the text, I am able to rapidly find, learn and make 
better-educated decisions. Indexes and hyperlinks bring it to a whole new level of efficiency. I come away from this reference feeling 
like I made a quick call to the specialist. Usually after a major effort looking through a text or journal, I am able to cull a few useable 
tidbits that almost relate to my question. Who's got time for that? And, on those times I refer to the specialist, I can pose better-
educated questions. There is no text that is continuously revised and updated, which covers such a vast array of subjects, at such a 
cheap price.  

    24-Sep-01 by Catherine Shoff, DO  
This program is outstanding! I am a medicine resident and use it frequently during rounds and morning report. I am amazed by the 
wealth of information I can access now - it is easier to navigate than the Wash Manual and goes into more depth too. Now that 
clinical med consults is indexed, I can find what I'm looking for in seconds! I have spread the word to other residents in my program 
and would recommend this software to anyone who wants the most information possible at their fingertips for a great price!  
     28-Aug-01 by Ryan Smith  



I have been using CMC for a few mo’s in my medicine residency. I am amazed how a few clicks often gets me the info I'm looking 
for, even right in the middle of rounds, or admitting in the ED. This is the way of the future, and Carl Weber is ahead of the curve. 
The text is fairly well referenced, and specialists apparently have edited the text. There are things I've looked for that aren't in the 
text, but there is an amazing amount that is present. The hyperlink function is great, and it actually can search. I have it on a visor 
with the text stored on removable flash rom memory. That way, it takes up nearly no system memory. This is still slightly unstable, 
though, since one database file on iSilo has to remain on the system memory, and DON'T try to edit anything on a flash rom.  
     06-Aug-01 by William Medrano  
I am a Family Practitioner in Austin, Tx. Have been in practice 17 years. I see pretty much the full spectrum of diseases/illness 
including infants to the elderly. The more I use this program, the more I am amazed at its comprehensiveness and detail. It is well 
thought out and easy to use and fast. The only program I use more is Epocrates and I have a large number of programs I have been 
trying out (ie 5MCC/5MPC/Current Medical Theraputics/Common Simple Emergencies/MedCal/Peddose etc.). It works great using 
MemPlug/PiDirect (I am using 64meg SmartMedia card). Dr Weber gets my vote for best full spectrum medical program for the 
palm. Thank you Dr Weber!  
    04-Aug-01 by Ben Weilix  
Truly an exceptional compelation! This program makes my handheld invaluable. It is encyclopedic, yet precise and up to date in how 
to manage everything from the emergency to the mundane to the unusual d/o’s. Great work in creating this.  
     07-Jul-01 by C Worley, MD  
CMC is a fabulous program! I have tried the wash manual and 5-MCC and neither compare to the CMC. The information is more 
relevant and thorough and much, much better indexed. It is definitely worth the money- I carry no other texts (or reference cards) 
in my pockets during rounds - an amazing feat for a resident. Everytime a new topic comes up during a discussion, I am always 
amazed to find the answers (plus a great deal of "extras") in CMC. It is a great program- I highly recommend it.  
     07-Aug-01 by Chris Lewis, RN, MSN, ARNP  
This program is a marvel in my practice. I use it every day. It incorporates detailed and thorough information that I can access in a 

few clicks, and get what I need. The detail is fabulous, and up to date with the latest in criterion for dx and tx’s. I have 
recommended this software to my entire graduating class of MSN students, as well as every physician that I have worked with. I 
highly recommend this software to any and all in the medical field, from RN and ARNP to PAs and Physicians.  
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Acute Radiation Syndrome |  

Acute Renal Failure (ARF) | 

Acute Respiratory Failure |   

Acute Rheumatic Fever |   

Acute Stress D/o |  

Acute Transvers Myelitis |  

Acute tubular injury (ATI = ATN) | 

Acute Vestibular & Viral Neuronitis |  

Acute/ ascending Cholangitis |   

 
AD |  
  

ADA Recommendations |  

Adaptive Equipment |  
Adasuve |  

Addenbrooke’s 

Adderall |  
Addiction: Substances of Abuse | 

Addiction - Internet | 
Addiction - Sex |  

Addison’s |  

Adefovir (Hepsera) in Hep C Tx | 

Adefovir (Preveon) |  

ADEM |  

Adeno, Astro and Corona virus |  

Adenocarcinoma in situ (AIS) / Microinvasion | Invasive Lesions | 

Adeno-Keratoconjunctivitis |  

Adenoma, Mass - Pituitary |  



Adenomyosis | 

Adenosine | 

Adenovirus | 

Adhesions - Abdominal | 

Adhesive Capsulitis of Hip | 

Adhesive Capsulitis of Shoulder (Frozen) | 

Adhesive strips = Steri-strips | 

ADHD |   

Adie’s pupil |  

Adjustment D/o & Acute Stress D/o | 

ADL's |  

Admission and Notes |  

Admission Criteria - Asthma | 

Admit Orders - ARF | 

Admitting Dx's ICU |  

Adnexal / Pelvic Mass | 

Adnexal Mass |  

Adolescence, Teen & Puberty |  

Adolescent (>12yo) Visit |  

Accidents & PV | 

Adolescent Stages |  

Adoption |    

Adrenal |   

Adrenal Hyperfunction & Cushing’s | 

Adrenal Insuff & Sepsis |  

Adrenal Insufficiency / Crisis | 

Adrenal Mass / Carcinomas |  

Adrenergic Agonists in Glaucoma |  

Adult – T-Cell & Hairy Cell |  

Adult Androgen Def | 
Adult Pancytopenia |   

Adult Rapid Sequence & Intubation | 

Advair (Fluticasone + Salmeterol) | 

Advanced Care Planning | 

Advanced Directives, Living Wills, POLSTs |  

Advanced Sleep Phase | 

Advantages HRT |  

Adverse Drug Reactions |  

Advice to Physicians |  

Advice to Pt’s |  

Advice to Travelers |  

AED |  

AED Choice by Condition | 

Aerobic Exercise Intensity Goals |          

Aer-O-Scope |  

Afferent Defect |  

Afferent Pupillary Defect |   
A-Fib |   

A-fib Cardioversion |  

A-fib Forms (Lone, Paroxysmal, Recurrent etc.) |  

A-Fib in WPW |  

A-Flutter | 

AFP & Beta-2-Microglobulin & Beta-hCG |  



African Sleeping Sickness | 

After Intubation |  

AG 

AGC |  

Agenerase | 

Age-Related Macular Degeneration (AMD) |  

Age-related Skin Changes | 

Agent Orange | 

Agglutination Assays & Flow Cytometry |  

Agglutination Assays |  

Aggrenox (200mg Dipyridamole + 25 ASA mg) |  

Aggression in dementia |  

Aggression, Bullying & Violence |  

Aggressiveness & Violence | 

Aggressiveness |   

Aging & Elderly | 

Aging Strategies | 

Aging Theories |  

Agitation - Severe |  

Agitation in Dementia |  

AGUS |  

AHA Diet |  
AI | 

AIDS |  

AIDS- Chemoprevention |  

AIN & Tubular Dz |  

Air Filter - HEPA |  

Air Space dz / Infiltrates |  

Air Travel |    

Airway |  

Airway Assessment & Anatomy |  

Airway Suctioning | 

AIS |  

AIT / Shots |  

AK | 

Akathisia, Hypokinesia & Dyskinesia |  

 

Al | 

 

Albinisms | 

Albumin | 

Albumin, Serum albumin-to-globulin ratio and Protein | 

Albuterol |  
Alcohol |   

Alcohol Benefits |  

Alcohol OD |  

Alcohol Use | 

Alcohol withdrawal |  
Alcoholic Dz |  

Alcoholic Hepatitis |  

Alcoholic Ketoacidosis |   

Alcoholic Liver Dz |    

Alcohol-related Drug Interactions |  

Aldactazide): HCTZ 25mg + Spironolactone 25mg |  



Alendronate | 

Alexander Technique | 

ALI / ARDS | 

Aer-O-Scope |  

Afferent Defect |  
Afferent Pupillary Defect |   
A-Fib |   

A-fib Cardioversion |  

A-fib Forms (Lone, Paroxysmal, Recurrent etc.) |  

A-Fib in WPW |  

A-Flutter | 

AFP & Beta-2-Microglobulin & Beta-hCG |  

African Sleeping Sickness | 

After Intubation |  

AG 

AGC |  

Agenerase | 

Age-Related Macular Degeneration (AMD) |  

Age-related Skin Changes | 

Agglutination Assays & Flow Cytometry |  

Agglutination Assays |  

Aggrenox (200mg Dipyridamole + 25 ASA mg) |  

Aggression in dementia |  

Aggression, Bullying & Violence |  

Aggressiveness & Violence | 

Aggressiveness |   

Aging & Elderly | 

Aging Strategies | 

Aging Theories |  

Agitation - Severe |  

Agitation in Dementia |  

AGUS |  

AHA Diet |  
AI | 

AIDS |  

AIDS- Chemoprevention |  

AIN & Tubular Dz |  

Air Filter - HEPA |  

Air Space dz / Infiltrates |  

Air Travel |    
Airway |  

Airway Assessment & Anatomy |  

AIS |  

AIT / Shots |  

AK | 

Akathisia, Hypokinesia & Dyskinesia |  

Albinisms | 

Albumin | 

Albumin, Serum albumin-to-globulin ratio and Protein | 

Albuterol |  
Alcohol |   

Alcohol Benefits |  

Alcohol OD |  



Alcohol Use | 

Alcohol withdrawal |  

Alcoholic Dz |  

Alcoholic Hepatitis |  

Alcoholic Ketoacidosis |   

Alcoholic Liver Dz |    

Alcohol-related Drug Interactions |  

Aldactazide): HCTZ 25mg + Spironolactone 25mg |  

Aldara - Imiquimod) | 

Alendronate | 

Alexander Technique | 

ALI / ARDS | 

Alk Phos |  

Alkylating Agents |  

 
ALL |  
 

ALL |   

Allergens - common |  

Allergic (Extrinsic) (Occupational Asthma) | 

Allergic Alveolitis/ Pneumonitis |  

Allergic Conjunctivitis (SAC) |   

Allergic Contact Derm |  

Allergic Dermatitis |  

Allergic Disorders |  

Allergic Drug Reactions |  

Allergic Fungal Rhinosinusitis (AFRS) | 

Allergic Purpura |  

Allergic Rhinitis |  

Allergic Skin Reactions |  

Allergic/ Occupational Asthma |  

Allergy - Environmental Controls |  

Allergy - Patch testing. 

Allergy | 

Allergy eye Meds | 

Allergy meds |  

Allergy Shots / Immunotherapy |  

Allergy Testing - Intracutaneous (Intradermal) 

Allopurinol |  
Aloe Vera |  

Alopecia - Females | 

Alopecia | 

Alopecia Areata (AA) |  

Alpha Blocker |   

Alpha Glucosidase Inhibitors [Acarbose (Precose, Prandase), Miglitol (Glyset)] |  

Alpha Thalassemia |  

Alpha-1 Antitrypsin |  

Alpha-Beta blockers (Labetalol & Carvedilol) |  

Alpha-blockers - Prostate |  

Alpha-reductase inhibitors |  

Alport’s |   

Alprazolam (Xanax) |  

ALS |  

Altered MS and Poisonings |  



Alternating Cover Test |  
Alternative Lifestyles |  

Alternative Medicine | 

Altitude Sickness |  

Alveolar (Air Space dz) Infiltrates |  

Alveolar Hemorrhage Syndromes | 

Alzheimer's Disease (AD) |  

Amalgam & Other |  

Amantadine (Symmetrel) & Rimantadine (Flumadine) |  

Amaurosis Fugax | 

Ambien (Zolpidem) | 

Ambien | 

Ambiguous Genitalia |  

Amblyopia | 

Ambulatory Monitoring - BP |  

Amebic |   

Amebic Abscess |  

Amenorrhea |    

American to SI |   

AMI |  

Amifostine (Ethyol) 

Amino Acids, Bicarb, Phosphatidylserine |  

Aminoblutethimide 
Aminocaproic Acid (Amicar) - Topical Hemostatic |  

Aminoglycosides |   

Amiodarone (Cordarone) |  

Amitiza (Lubiprostone) | 

Amitriptyline |  

AML |   

Ammonia - Serum |  

Amnesia | 

Amniocentesis & CVS | 

Amniotomy | 

Amount of Topical Meds Needed |  

Amphetamine Abuse |  

Amphetamine, Adrenergics OD… |  

Amphetamines |   

Ampho |   

Amprenavir (Agenerase, APV)  

Amprya (Dalfampridine) | 

Amputations  

Amsler Grid Testing |  

Amyl Nitrite/ Na-Nitrites |  

Amylase & Lipase |  

Amylase Ddx |  

Amyloidosis |   

 

AN | 

 

ANA | 

ANA Patterns |  

Anabolic Steroids |  

Anaerobes |  

Anaerobic / Aspiration PNA |  



Anagen Effluvium |  

Anagrelide 

Anal - Rectal Ca |  

Anal Discharge / Proctitis / Ulcer | 

Anal Fissure |   

Anal HPV / Cytology |  

Anal Pap | 

Anal Skin Tag |    

Analgesia & Epidural | 

Analgesia, Narcotics and Muscle Relaxers |  

Anaphylactoid | 

Anaphylaxis |    

Anaphylaxis PV with Procedures |  

Anaphylaxis risk |  

Anastrozole 

Anatomic Localization | 

Anatomy - Hand |  

Anatomy - Urologic |  

Anatomy & Foot Pain Ddx |  

ANATOMY |  

ANCA’s | 

Ancylostoma duodenale |  

Androgen Ablation (Hormone, PCA) Therapy) |  

Androgen Defic - Adult | 

Androgen Deprivation Therapy (ADT) / Syndrome | 

Androgenic Pattern Hair loss |  

Androgens |  

Andropause | 

Androstenedione & Growth Hormone |  

Androstenedione |  

Anemia |   

Anemia Ddx by Labs |  

Anemia Ddx Type |  

Anemia of Chronic Dz |   

Anemia of CKD | 

Anemia(s) |  

Anesthesia |  

Aneurysm – Aortic and Peripheral | 
Aneurysm - Intracranial | 

Aneurysms & Fistulas |  

Anger management | 

Angina |  

Angina Pain |   

Angiitis and Arteritis | 

Angioedema |  

Angiostrongyliasis | 

Angioplasty | 

Angry Pt |  
Angular Mouth lesions |  

Animal Allergies (cat, dog, rodent, avian) | 

Animal Bites |  

Anion Gap (AG) |   

Anisakiasis & Angiostrongyliasis | 



Anisocoria (Inequality) |  

Ankle |  

Ankle Brachial Index |  

Ankle Dislocation |  

Ankle Fx & X-ray |  

Ankle Joint |  
Ankle Joint and Sinus Tarsi Injections | 

Ankle Rehab |  

Ankle Splints | 

Ankle sprain Rehab |  

Ankle, Leg, Back and Foot Blocks |  

Ankyloglossia | 

Ankylosing Spondylitis |  

Ann Arbor/ Cotswold Stage |   

Annual & Medical Radiation Exposure |  

Anogenital | 
Anogenital-Perianal Cellulitis) |  

Anorexia |   

Anorgasmia |   

Anoscopy & Rigid Sigmoidoscopy |  

Anoxic Brain Injury | 

Anserine (Pes) Bursitis |  

Antacid | 

Anterior CVA |  

Anterior Interosseous Syndrome | 

Anterior Mediastinum |  

Anterior Rhinoscopy and Indirect Laryngoscopy |  

Anterior Segment & Ophthalmoscopy |  

Anterior Shoulder Dislocation & Reduction Techniques |  

Anterior Uveitis (Iritis / Iridocyclitis) |  

Anthrax |   

Anthrax Vaccine  

Antiaging Strategies | 

Anti-arrhythmic DRUGS / MEDS |  

Antiarrhythmic Drugs |   

Antibiograms | 

Antibiotic & URI’s |  

Antibiotic Resistance |  

Antibiotics - Ocular |  

Antibiotics with Anthracyclines |  

Antibodies - Thyroids |  

Anticholinergic Asthma meds | 

Anticholinergic OD |  

Anticholinergic Pulmonary Meds | 

Anticholinergic Syndrome |  

Anticoagulant OD |  

Anticoagulation Recommendations |  

Anticoagulation and Blood Thinners |  

Anti-cyclic citrullinated peptide (anti-CCPs) ab's | 

Antidote - Radiation |  

Antidotes | 

Antiemetics - Migraines |  

Antifungal creams |  



Antifungals - Topical | 
Antifungals |   

Antihistamine |   

Antimetabolites 

Antimicrobial Prophylaxis |  

Antimotility Agents |  

Antineuronal Ab's |  

Antioxidants | 

Antioxidants and cancer treatment |  

Antiphospholipid Ab | 

Antiphospholipid Syndrome |  

Antiplatelet (ASA, Aggrenox, Plavix etc.) |  

Anti-Pseudomonal (Carbenicillin) |  

Antiseptic Preparations |  

Antispasmodic - GI | 

Anti-Staph Abx (PO & Topical) | 

Antithrombotic Guidelines - Am College of Chest Physicians | 

Antithrombotic Therapy for A-Fib, Valvular Disease & Endocarditis | 

Antithyroid Drugs | 

Antitussive MEDS |  

Antivenom (Snake, Insects, Marine) | 

Antivirals |  

Ants & Others |  

Anxiety D/o |   

Anxious Depression |  

 

Ao | 

 

Aortic (Thoracic & Abdominal [AAA]) Aneurysm & Dissection |  

Aortic Aneurysm |  

Aortic Dissection |   

Aortic Plaques |  

Aortic Stenosis |  

AP |    

Apathy in Dementias |  

Apgar |  

Aphasia |  

Aphasic Pt |  
Aphthous |  

Apixaban (Eliquis) |  

APL |  

Aplastic Anemia |   

Aplastic Crisis |  

Apley’s Scratch Test |  

Apnea | 

Apnea Testing - brain death | 

Apo B / Apo A-1 Ratio |  

Apolipoproteins (Apo A, B, C, E) | 

Apophysitis | See Hip-Pelvic Injuries |  

Apoplexy |   

Apparent Life Threatening Events (Apnea & Cyanosis) |  

Appendiceal Torsion |  

Appendicitis |   

Approach to Elderly |  



Approach to the allergic patient |  
Approach to Weakness |  

Apt test |  
Aptivus) | 

AR / AI |  

AR |  

Arachnoiditis | 

Aranesp |  

ARB |   

Arboviruses & Paramyxoviridae and Others |  

Ardeparin (Normiflo), Danaparoid (Organon), Arixtra (Fondaparinux) |  

ARDS |   

Arenaviridae (S. American (New World) HF's & LCMV) |  

ARF |  

ARMD - Age-Related Macular Degeneration |  

Arformoterol (Brovana) |  

Argyll Robertson |   

Aricept |  
Aripiprazole | 

Arixtra (Fondaparinux) |  

Arm / Radial Fx |  

Arm |  

Arm edema |  

Arm Fx & Injury |  

Aromatase Inhibitors |   

Aromatherapy & Probiotics |  

Aromatherapy | 

Arousal - Sexual (High and low) |  

Arousal (High and low) |  

Arrest / Ending the Code | 

Arrhythmia |  

Arrhythmia in Athlete | 

ARRHYTHMIA’S |  

Arrhythmogenic right ventricular cardiomyopathy (ARVC) | 

Arsenic |  

Arsenic Trioxide 

ART |  

Art of Medicine |  

Arterial & Venous Blood Gas (ABG) | 

Arterial Lines |  

Arterial Ulcers |   

Arterial Thrombosis & Occlusion | 

Arteriosclerosis |  

Arteritis | 

Arteriovenous Malformations (AVM's) - Brain |  

Artery Diagram |  

Arthritis |  

Arthrocentesis | 

Artifacts |  

Artifacts, Errors & Low Voltage |  

Artificial Sweeteners | 

Artificial Tears and Lubricants | 

ARVC |  

AS |  



ASA | 

Asbestosis |  

Ascending Cholangitis |  

ASC-H |  

Ascites |   

Ascitic Fluid Analysis |  

Ascorbic Acid (Vit-C) |  

ASC-US |  

ASD |  

Asenapine (Saphris) | 

Aseptic (Viral & Other) Meningitis |  

Ash leaf & adenoma seb - Tuberous Sclerosis |  

Asparaginase 

Aspartame |  

Aspergillosis |  

Asphalt Burns | 

Aspiration & Injection |  

Aspiration Pneumonia |  

Aspirin (acetylsalicylic acid) |   

Aspirin (ASA) |  

Aspirin Allergy |  

Aspirin OD |  

Assessment of Malnutrition | 

Assist Device, Infusions, Ultrafiltration and Other |  

Assisted Delivery 

Assisted Fertility Techniques |  

Assisted Living |  

 

AST |  
 

AST / ALT |  

Asteatotic (Dry Skin) Dermatitis | 

Asteatotic Dermatitis |    

Asterixis |    

Asthma |   
Asthma Exacerbations |  

Asthma MEDS |  

Asymmetric Arthritis |  

Asymptomatic Bacteriuria |  

Asystole |   

A-Tach |   

Ataxia |  

Ataxia-Telangiectasia |  

Atazanavir | 

Atelectasis |   

Atheroembolism |  

Athetosis |  

Athlete & HTN |  

Athlete Collapse's |  

Athletes 

Athletes & Sudden Death Syndromes |  

Athletes & Syndromes |  

Athletic C-spine Injury |  

Ativan |  



Atkins, Scarsdale, Sugar Busters, South Beach |  

ATI = ATN | 

ATLS |  

ATN |    

Atomoxetine (Strattera) |  

Atopic Dermatitis (Eczema) |    

Atrial Fibrillation |  

Atrial Myxoma - tumors | 

Atrial Septal Defect |  

Atripla | 

Atropic Gastritis S/s & Tx | 

Atrophic Rhinitis | 

Atrophic Vaginitis |   

Atropine |  

Atrovent  
Atrovent (Ipratropium) Nasal spray 

Atypical anti-psychotics | 

Atypical Lymphocyte | 

Atypical Mycobacteria |  

Atypical Nevi |  
Atypical Parkinson’s |  

Atypical Pneumonias |  

AUA Sx Score 

Aubagio (Teriflunomide) | 

Audiology | 

Audiometry | 

Auditory Canal |  
Auer Rod / Bodies |  

Auricular (Ear) Block | 

Auricular Trauma |  

Auscultate for Carotid Bruit? |  

Auscultation |  

Auscultation Errors |   

Autism & other Developmental d/o’s | 

Autoantibodies |   

Autoimmune |  

Autoimmune Anemia |  

Autoimmune Hemolytic Anemia |   

Autoimmune Hepatitis |  

Autoimmune Polyendrocrine Syndrome | 

Autoimmunity | 

Autologous blood injection (ABI) | 

Automatic / AIVR |  

Autonomic Dysreflexia - spinal cord injury |  

Autosomal Recessive (AR) |  

AV Blocks (AVB) | 

Avanafil | 
AVB |   

Avian Flu (H5N1) |  

AVM - Brain |  

AVN | 

AVNRT & AVRT | 

Avonex (INF beta-1a) |  



Axillary & Musculocutaneous Nerves |  

Axis |  

Axis Classification & GAF | 

Ayurvedic Medicine |  

Azathioprine (Imuran, AZA) |  

Azilect |  
Azoospermia |   

AZT (ZDV, Zidovudine, Retrovir) | 

 

B:   Bas | Bi | Blo | Br | 
 

B1 (thiamine) |  

B2 (riboflavin) |  

B3 (niacin) |  
B6 (pyridoxine) 

B12 |   

B12 Defic |     

B19 | 

Babesia | 

Babesiosis |   

Babinski / Soft Signs |  

Back & Scoliosis |  

Back ANATOMY |  

Back Muscle Anatomy |  

Back Muscles (Cervical-Lumbar) |  

Background |  

Bacteria - Urine |  

Bacteria |  

Bacteria causing UTIs |  

Bacteria- common |  

Bacterial / Keratitis |  

Bacterial Conjunctivitis |  

Bacterial Decolonization Protocols |  

Bacterial Diarrhea |  

Bacterial Overgrowth |   

Bacterial Vaginosis |   

Bacteriology Report |    
Bad Breath |  

Bad Dietary Supplements | 

Bad Fats (Saturated, Hydrogenated, Tropical, Trans) & Frying | 

Bad News |  

Bad Outcomes / Errors & Apologies |  

Bag Valve Mask |  

Baker's Cyst (Popliteal Cyst) | 

BAL |  

Balance & Agility Exercises |  

Balance, Flexibility & Agility Exercises |  

Balanced Commercial & Non-commercial Diets |  

Balanced Diet |  
Balanitis |   

Ballistic / Gunshot |  
Balloon Fails to Deflate- Foley | 

Balneology | 

Bands / Metamyelocytes |   



Band Keratopathy | 

Baraclude (Entecavir) in Hep C Tx | 

Barbae |   

Barbiturates & Benzo’s OD |  

Barbiturates and Other Drugs 

Barbiturates, Etomidate & Narcotics |  

Barium Enema |  

Barley, Balsam, Belladonna, Etc |  
Barotrauma |  

Barrett’s |   

Barriers to Communication |  

Bartter’s syndrome - Ddx Hypokalemia | 

Bartholin Abscess |  

Bartholin Gland |   

Barton’s Fx | 

Bartonella |   

 

Bas | 

 

Basal Body Temp |   

Basal Cell Carcinoma |   

Basal Metabolic Rate |     

Basal Metabolic Requirements |  

Baseball & Tennis |  

Basic calcium phosphate | 

Basic Competency Assessment |  
Basic Dietary Building Blocks (Protein, Carb, Fat, Veggies/ Fiber, Dairy, Water, Salt etc.) | 

Basic dieting Plan |  

Basic Disaster Life Support (BDLS) | 

Basic Fitness Plan |  

Basic Life Support (BLS) | 

Basic Nutrients |  

Basic Nutrients and Special Diets |  

Basic Skin Care |  

Basic Wound Care |  

Basics & Medical Decision Making 

Basics of Work Injuries & Guidelines |  

Basketball | 

Basophil |   
Basophilia |   

Basophilic Stippling |   

Basophils - smear |  

Basophils & Mast |  

Bath Salts |  

BATHE Technique | 

Battery Swallowed | 

Baylisascaris procyonis |  

BBB |  

BCC |  

B-Cell defects & Ag-Ab’s |  

BCG |  

BDLS |  

Beau’s lines | 

Becaplermin |  

Beclomethasone (Beclovent & QVAR) |  



Bed Bugs |  

Bedside Clues |  

Bedside Maneuvers |  

Bedwetting |  

Beef (Taenia saginata) |  

Beers List - of Potentially Harmful Drugs | 

Behavior |  

Behavior Management Techniques |  

Behavioral & Developmental Issues |   

Behavioral Problems & Management Pearls in Dementia |  

Behçet’s |    

Belching & Gas |  

Bell’s Palsy |  

Benefits of Alcohol | 
Benefits of Exercise | 

Benign Essential (ET) | 

Benign Nodules |  

Benign prostatic hypertrophy (BPH) |  

Benign Pustular Dermatoses in Neonates |  

Benign Transient Global Amnesia |   

Benign Tumors |  

Benign Vascular Phenomena in Neonates |  

Bennett fx | 

Benzo & Nitrous- For Sedation |  

Benzo Abuse |  

Benzo’s |  

Benzothiazepine (Dilt) |  

Bereavement |  
Berylliosis | 

Best (Recommended) Diet |  

Beta Blockers and Heart Failure | 

Beta Thalassemia |  

Beta-blocker |   

Beta-Blocker, Bismuth & Bromine OD | 

Beta-blockers |  

Beta-blockers in Glaucoma |  

Beta-lactamase Resistance |  

Betaseron / Extavia (INF beta-1b) | 

Better Communication & Communication Skills |  

Bexarotene  

Bezoars |  

b-hCG |  

 

B i |  
 

Bi & Trigeminy and Fusion beats  |  
Biases - Cognitive | 

Bicarb |  

Bicarb/CO2 levels | 

Biceps Rupture |    

Biceps Tendonitis |   

Bicuspid aortic valves |  

Bicycling |   

Bile Acid Sequestrant |   



Bili - Urine |  

Bilirubin |   

Biliary |   

Biliary Cancer | 

Biliary Colic (Symptomatic gallstones) |  

Biliopancreatic bypass/ diversion (BPD) | 

Bilious Vomiting |  

Bimanual exam - pelvic |  

BIMC/BOMC | 

Binge Eating |  

Binswanger |   

Bio-Chem-Nuke Weapons |  

Bio-Energetics (homeopathic, acupuncture, healing touch, Chinese, magnets) |  

Biofeedback | 

Biofeedback - Urinary Incontinence |  

Biofilms | 

Bioidentical Hormones | 

Biologic Response Modifiers |   

Biological Weapons |     

Biological Weapons Decontamination |  

Biologics |  

Bio-Mechanical (chiropractor, massage) |  

Bio-Pharmacologic (diet, chelation, naturopathic, aromatherapy, probiotics, antioxidants) |  

Biopsy - Excisional - Skin | 

Biopsy - Punch | 

Biopsy - Shave Bx | 

Bio-Psychosocial-Mind-Body (mediation, yoga, stress reduction, hypnosis, tai chi, alexander) |  

Biostatistics & Advanced Techniques | 

Bioterrorism | 

Biotin |  

Bio-Toxins |  

Biotoxins/ Other |  

BIPAP |  

Biphasic |  

Bipolar |  

Bird Flu |  

Birth Defects | 

Birth Injuries |   

Birthmarks |  

Bishop Score |  

Bisphosphonates |  

Bisphenol A (BPA) | 

Bite & Puncture Wounds |  

Bite Wounds- animal |  

Bites/ Stings- insect |   
Biventricular Pacing / Resynchronization (CRT) |  

Black Cohosh |  

Black Widow |  

Bladder & Prostate Stones | 

Bladder |  

Bladder Cancer |  

Bladder Outlet Obstruction (BOO) |  

Bladder Relaxants (MEDS) |  



Bladder Relaxants |   

Bladder Retraining |   

Bladder Scan |   

Bladder Stress Test |  

Bladder Tap (Suprapubic cath) |  

Bladder Trauma |  

Blakemore-Sengstaken Tube |  

Blast Injury Tx & Types of Injuries | 

Blastocystis | 

Blastomycosis | 

Bleach |  

Bleeding Disorders | 

Bleedind Wounds |     

Bleeding and INR Reversal Methods |  

Bleeding pt Labs |  

Blending / Combining Meds and Depression |  

Bleomycin (Blenoxane) 

Blepharitis (Eyelid inflammation) |  

Blepharospasms | 

Blister Cells | 

Blister- sports |   

Blistering Lesions |  

Blisters |  

 

Blo | 

 

Bloating / Abd Masses |  

Blocks - Regional Anesthesia | 

Blood / Transfusions |   

Blood Agents (Cyanogen’s) | 

Blood Alcohol Measurement |  
Blood color |  

Blood Compatibility & Rh |  

Blood Cx | 

Blood Draw - Venipuncture | 

Blood Gas (ABG) |  

Blood Glucose Test |  

Blood Loss - Estimating |   

Blood Pressure Testing Technique |  

Blood Products |  

Blood Serum Calcium (Ca) |  

Blood Tubes |  

Blowout Fracture |  

Blue Bloater |  

Blue Tinge |  

Bluish Nails |  

Blue Nevus | 

Blunt Injury |  

Blunt Scrotal Trauma |  

BM Aspiration / Biopsy | 

BM Sample |  

BMD |  

BMI |   

BNP | 



Boards - State Medical Boards | 

Body Dysmorphic d/o |  

Body Languarge - non-Verbal Communication | 

Body Lice |  

Body Mass Index (BMI) | 

Body Modification (Piercing, Tattoo etc.) |  

Body Surface Area (BSA) |  

Body Weight Calculations |  

Boerhaave’s |    

Boil / Abscess |  

Boiling & Distilling water |  

Bombs - Nuclear Blasts (Yield & Fallout) |  

Bone & Sarcoma |  

Bone Cysts |  

Bone Diseases, Tumors and Sarcomas | 

Bone Dz | 

Bone Marrow |  

Bone Marrow Transplant |  
Bone Mineral Density |     

Bone Scan - nuclear | 

Bone Tumors |   

Bone, Ca & Phosphate |  

BOO |  

BOOP |  

Borrelia (Lyme) | 

Botox & Surgery - migraine | 

Botox (Botulinum) and Wrinkle Fillers |  

Botulism |  

Boutonniere Deformity |    

Bowel Bacterial Overgrowth 

Bowel Irrigation |  

Bowel Prep |   

Bowels (Small & Large) |  

Bowen’s disease | 

Boxed Warnings, Med Guides and REMS |  

Boxer’s Fx & Finger Fx Reductions |  

Boxer’s Fx | 

BP med choice per Condition |   

BPA - Bisphenol A | 

BPD |  

BPH |   

BPH meds |  

BPV |  

 

Br | 

 

Brachial Plexus |   

Brachial Plexus Neuritis |  

Brachytherapy for Prostate Ca | 

Brady |  

Bradycardia - Relative |  

Brain / Spinal Abscess |  

Brain Abscess |  

Brain Cancer / Tumors |  



Brain Death |  

Brain Metastasis |  

Brain Tumors | 

Brain/ Spinal / Epidural Abscess |  

Brainstem |  

Brainstem CVA |  

Brainstem Syndromes | 

Branch Retinal Vein Occlusion | 

Branchial Cleft Cysts & Fistulas | 

BRAO | 

BRCA gene |  

Breakfast - skipping Meals | 

Breast |   

Breast Abscess |  

Breast Cancer |    

Breast cancer in men  

Breast Cancer Markers |   

Breast Conditions |  

Breast density / Calcifications / Pain |  

Breast Disorders |  

Breast Exam |  

Breast Feeding |  

Breast Mass |  

Breast Pain |    

Breath Holding |  

Breath Sounds |  

Breathing & Airway |  

Breathing | 

Breech Presentation | 

Bretylium |  

Bridges / Crowns | 

Brief Reactive Psychosis |  

Brintellix - Trintellix (Vortioxetine) | 

Brittle Diabetes | 

Brittle Fingernails | 

Bromhidrosis & Anhidrosis | 

Bromocriptine (Parlodel) |  

Bronchiectasis |  

Bronchiolitis |  

Bronchiolitis Obliterans (BO) |  

Bronchial thermoplasty | 

Bronchitis |  

Bronchoscopy / BAL |  

Bronchopulmonary Aspergillosis (ABPA) | 

Brown Recluse Spider |  

Brown Tinge |  

Brown-Black-Green - Nails |  

Brucellosis |   

BRUE: Apnea & Cyanosis |  

Brugada Syndrome / Criteria |  

Bruising |  

Bruxism |   

BRVO | 

BS Goals on Insulin | 



BSA |  

BSE |   

Bubonic Plague | 

Buccal and other Testosterone |  

Buckle Fx | Colle’s Fx | Neer Fx | Smith Fx | 

Budd Chiari |  
Budesonide (Pulmicort) & Ciclesonide (Alvesco) |  

Budesonide + Formoterol (Symbicort) |  

Buerger’s Dz | 

Building Blocks (Protein, Carb, Fat, Veggies/ Fiber, Dairy, Water, Salt etc.) | 

Bulbar Palsy |  

Bulbar Urethritis | 

Bulimia |  

Bulk Forming Agent |  

Bulk forming laxatives- Pediatric |  

Bulking / Fiber |  

Bulky foot compression dressing | 

Bulling | 

Bullous / Blister |  

Bullous OE |  

Bullous Oral |   

Bullying & Violence | 

BUN |    

BUN/Cr | 

Bunions (Hallux Valgus) |  

Bunyaviridae (HFRS, Crimean Congo, Rift Valley, Hanta, Sandfly) |  

Buprenorphine (Subutex, Suboxone, Others) |  

Bupropion (Wellbutrin) |  

Burkholderia - Glanders (melioidosis) | 

Burn Refer Criteria and Infection / Sepsis |  

Burning (eye) Sensation |  

Burning Mouth |    

Burnout in Doctors |  

Burnout & Workaholics | 

Burns |  

Burr Hole |   

Bursitis (Pre & Infra-patellar) |  

Bursitis |  

Buruli Ulcers (M ulcerans) | 

Buspirone (BuSpar) |  

Busulfan (Myleran) 

Butalbital Combo |  

Butterbur | 

Byetta |  

 

C | Cap | Cc | Ch | Cho | Ci | Co-Com | Con | Cr | CV | 
 

C. difficile infection | 

C/S |  

Ca - Cardio Risks |  

CA 125, CA 15-3 & CA 19-9 and OTHER |  

Ca Content of Foods |  

Ca of Unknown Primary | 

Ca Oral absorption |  



Ca Preparations |  

CABG |  

Cabot Rings |  

CAD |  

Cadmium | 

Café au Lait Spots & Infantile Pedal Papules |  

Cafe au late - Neurofibromatosis |  

Café Coronary |  

Caffeine / Coffee |  

CAH |   

CAI -- [Acetazolamide (Diamox), Dichlorphenamide (Daranide), Methazolamide (Neptazane)] |  

Calcaneal Apophysitis | 

Calcific Tendonitis |  

Calcinosis cutis |   

Calciphylaxis |  

Calcitonin (Calcimar, Miacalcin) |  

Calcitonin |  

Calcium (Ca) |    

Calcium Supplements |  

Calcium Supplements and Cardio Risks | 

Calcification in Vascular Disease | 

Calcium Channel Blocker & Camphor OD |  

Calcium Channel Blocker (CCB) |  

Calcium EDTA |  

Calcium Gluconate |  

Calcium- nutrition |  

Calcium-Phosphate |  

Calculating Renal Function (GFR & Stage) | 

Calculations |  

Calculations- Overweight |  
Callus |  

Caloric Density | 

Caloric Testing - Coma | 

Calorics | 

Calorie Burning |  

Camellia sinensis (Green tea) |  

Campath 

Camptosar 

Campylobacter 

Canalith Repositioning | 

Cancer  - Endometrial | 

Cancer - Breast | 
Cancer - Cervical |  
Cancer - ENT |  

Cancer - Fever |  

Cancer - Ovarian |  

Cancer - Uterus |  

Cancer |  

Cancer Pain |    

Cancer Screening & Causes / Incidence |  

Cancer Signs (GI) |  

Cancer Survivors | 

Cancer Tx & CHEMO AGENTS |  



Cancer-all types |   

Cancer-Gyn |  

Cancer-related VTE | 

Cancers - Urologic |  

Cancer of Unknown Primary | 

Cancidas (Caspofungin) |   

Candida - Invasive |  

Candida - Recurrent / Chronic | 

Candida |  

Candida Hypersensitivity | 

Candida in HIV |  

Candida-invasive |   

Candida-vaginal |   
Candidiasis (Thrush) Stomatitis |   

Candidiasis | 

Cane & Walking Sticks |  

Cannabis | 

 

Cap | 

 

Capacity Evaluations: The ACE & EXIT-25 Interview |  

Capecitabine (Xeloda) 

Capillariasis & Gnathostoma |  

Capillariasis |  

Capillaritis (Schamberg’s disease) | 

Capillaroscopy | 

Capillary Blood Glucose Test |  
Capitate Fx | 

Capnometer |  

Capsicum | 

Capsule Endoscopy |  

Captopril Test |   
Carb Counting |  

Carb’s and Glycemic Index | 

Carbamazepine (Tegretol) |  

Carbamazepine OD | 

Carbapenems |  

Carbohydrates | 

Carbon Monoxide (CO) | 

Carbonic Anhydrase Inhibitors - Glaucoma |  

Carbonic Anhydrase Inhibitors (CAI) -- [Acetazolamide (Diamox), Dichlorphenamide (Daranide), 

Methazolamide (Neptazane)] |  

Carboplatin (Paraplatin) 

Carbuncle |  

Carcinoid |   

Carcinoma of Unknown Primary |    

Cardiac & Idiopathic Edema | 

Cardiac / Chol |  
Cardiac Clearance Risk Assessment Steps |  

Cardiac Contusion |  

Cardiac Cycle Diagram  

Cardiac Death, Sudden | 

Cardiac Risk Stratification | 

Cardiac Tamponade |    



Cardiac Testing |  

Cardio cerebral Resuscitation (Hands-Only = Chest Comp Only)(CCR) |  

Cardiogenic |  

Cardiorenal |  

Cardiogenic Shock 

Cardiology |  

Cardiology in Athletes |  

Cardiomyopathy |  

Cardiopulmonary Physiology & Heart Rate Variability |  

Cardio-Pulmonary Testing |  

Cardio-renal & Diuretic Induced |  

Cardioversion |  

Carditis & Tamponade |  

Caregiver - Family | 

Care of Chronic Cath |  

Caregiver Burnout |  
Carmustine (BCNU) 

Carnitine (Levocarnitine) | 

Carotid & Vertebral |  
Carotid Dissection | 

Carotid (Hypersensitivity) Sinus Syndrome | 

Carotid / CIMT |  

Carotid artery stenosis |  

Carotid Body Tumors & Aneurysm |  

Carotid Pulses |  

Carotid Sinus Hypersensitivity |  

Carotids |  

Carotids and Carotid artery stenosis | 

Carpal Dislocations |   

Carpal Tunnel |     

CAR T-cell therapy | 

Caruncle - Urethral | 

Cascara & Capsaicin |  

Cast application |  

Casting |  

Castleman’s | lymphedema  

Casts - Urine |  

Casts & Crystals 

Cat scan - PE  

Cat Scratch Dz & Bartonella sp |  

Cat’s Claw |  

Cataracts |  

Catastrophic Reactions |  

Catastrophic Thinking | 

Catatonia & Minimally Conscious State |  

Cathartics |  

Catheter & Needle Sizes | 

Catheter Clots |  

Catheter Infection / Sepsis |  

Catheter Sizes & Flushing |  

Catheterization |  

Catheter-Related Infection | 

Catheters - Urinary |  

Catheters & Neurogenic Incontinence | 



Catheters |   

Cauda Equina |  

Cauliflower Ear |    

Causes of Admissions & ER Visits |  

Causes of Ca |  

Causes of Disability & Death |  

Caustics & Corrosives | 

CAUTI - Catheter Assoc Urinary Tract Infection | 

Cavernous Malformations - Intracranial | 

Cavernous Sinus Thrombosis (CST) | Cavernous Sinus Syndrome  | 

Cavity / Decay | 

CBT | 

 

Cc | 

 

CCB + ACEi or ARB |  

CCL |  

CCPs ab's |  

CCR 

CCU Admit Orders | 

CDC Schedules | 

CDL Physicals | 

CDR Scale |  

CEA |  

Celiac Sprue (Gluten-Sensitive Enteropathy) |  

Cell Counts (WBC, RBC) | 

Cell Phones |  

Cellulitis |  

Cellulite & Fat removal | 

Central Alpha-agonists |  

Central apnea | 

Central Hypothyroidism |  

Central Lines |  

Central Pain Syndrome |  

Central Retinal Artery Occlusion (CRAO) |  

Central Retinal Vein Occlusion |  

Central Serous Retinopathy |  

Central Slip Extensor Tendon Injury | 

Central Venous Pressure (CVP) |  

Central Vision |  

Cephalgia (H-A) |   

Cephalosporin - 1st Generation [Cephalexin (Keflex, Keftab), Cephradine (Velosef), Cefadroxil 
(Duricef, Ultracef), Cephalothin (Keflin, Serfin), Cefazolin (Ancef, Kefzol, Zolicef), Cephapirin 

(Cefadyl), Cephradine (Velosef)] |  

Cephalosporin 2nd Gen [Cefaclor (Ceclor), Loracarbef (Lorabid), Cefprozil (Cefzil), Cefuroxime 

(Ceftin), Cefuroxime (Zinacef, Kefurox, Ceftin), Cefonicid (Monocid), Cefamandole (Madol), 
Cefoxitin (Mefoxin), Cefotetan (Cefotan)] |  

Cephalosporin 3rd Gen [Cefdinir (Omnicef), Cefixime (Suprax), Cefpodoxime (Vantin), 
Ceftibuten (Cedax), Spectracef (Cefditoren), Cefotaxime (Claforan), Ceftizoxime (Cefizox), 
Ceftriaxone (Rocephin), Ceftazidime (Fortaz, Tazidime), Cefoperazone (Cefobid)] |  

Cephalosporin 4th Gen [Cefepime (Maxipime), Ceftobiprole] & 5th Gen [Ceftaroline (Teflaro)] |  

Cephalosporins |  

Cerclage | 

Cerebellar Dz | 



Cerebellar Testing | 

Cerebral Circulation Diagram |  

Cerebral Edema - Herniation - Stroke complications | 

Cerebral Edema (HACE) |  

Cerebral Palsy |  

Cerebral venous sinus thrombosis (CVST, CVT)  | 

Cerebrovascular Disease - Strokes | 

Cerebyx |  

Ceruloplasmin |  

Cerumen |  

Cervical Cancer |  

Cervical Ca Screening / PAP Smear | 

Cervical cerclage |  

Cervical Incompetence | 

Cervical Radicular Diagram |  

Cervical radicular pain |  

Cervical Ripening |  

Cervical Roots |  

Cervical Spinal Stenosis |  

Cervical Spondylosis |  

Cervical Spondylotic Myelopathy |  

Cervical Traction |  

Cervical-Thoracic-Lumbar Pain |  

Cervical-Thoracic-Lumbar Spine |  

Cervicitis |  

Cervicogenic HA |  

Cervicogenic Vertigo | 

Cervix Exam and Lesions |  

Cervix, Ovary  & Vagina |    

Cesarean |  

Cestode |  

CETP Defic & Tangiers’s disease |  

 

Ch |  
 

CHADS2 Score | 

Chagas’ Disease - Trypanosomiasis |  

Chalazion |  

Challenge Testing |  

Challenging / Difficult / Problem Person |  

Chamomile |  

Chance Fx - Flexion Distraction Injury | 

Chancroid |  

Change Meds |  

Changing Pt’s Behavior | 

Charcot Foot |  

Charcot-joint |  
Charcot-Marie-Tooth (CMT) | 

CHARGE |  

Chaste Tree Berry, Cinnamon, Cloves |  

Cheap HTN Drugs |  

Cheilitis (Herpes, Angular, Actinic) |  

ChEIs |  

Chelation - EDTA | 



Chemical & Candida-Mold Sensitivity Syndrome |  

Chemical & Nerve Agents |  

Chemical Burns of the Eyes | 

Chemical Peels | 

Chemical restraints | 

Chemical Sensitivity Syndrome |   

Chemical water treatments |  

Chem-Nuke Weapons |  

Chemo Acronyms |  

Chemo agents in Alphabetical Order |  

Chemo Toxicity & COMPLICATIONS |   

Chemo-induced Stomatitis / Mucositis | 

Chemosis |  

Chemotherapy |   

CHEMOTHERAPY AGENTS / MEDS |  

Cherry Angioma |  

Chest / Pulm |  

Chest Compressions |  

Chest Tube |  

Chest X-ray Analysis | 

Chew | 

CHF |  

Chiari Malformations | 

Chicken Pox | 

Chickenpox & Prophylaxis after Exposure |  

Chickenpox | 

Chiggers/ Mites  

Chikungunya | 

Chilblain, Cold intolerance Syndrome & Other | 

Child (3-36mo) Fever |  

Child Abuse |  

Child Neck Mass |  

Child Status Epilepticus |  

Child’s Class | 

Childhood |  

Childhood Murmurs | 

Childhood Sz | 

Children and Elderly pt’s 

Chimerism & Multifactorial Inheritance | 

Chimerism |  

Chiropractic & Osteopathic |  

Chiropractic |  

Chlamydia | 

Chlamydia PNA |  

Chlamydia Pneumonia |   

Chloasma |  

Chlorambucil (Leukeran) 

Chlorambucil, CellCept |  

Chlordiazepoxide (Librium) |  

Chloride | 

Chloroquine (Aralen) |  

 

Cho | 

 



Chocolate |   

Choices for Specific Medical Problems & Noncontraceptive Uses |  

Cholangitis |  

Choledochal Cyst |  

Choledocholithiasis |  

Cholecystectomy | 

Cholera |  

Cholera- VAC |  

Cholestasis of Pregnancy | 

Cholesteatoma & Pruritis |  

Cholesterol and Diet | 
Cholesterol D/o | 

Cholesterol Emboli |   
Cholesterol Sub-types |  

Cholesteryl ester transfer protein (CETP) Defic |  

Cholinergic Agonists - Glaucoma |  

Cholinergic OD |  

Chondrodermatitis, Preauricular Lesions |  

Chondroitin |  

Chondrocalcinosis / Pseudo-gout / CPPD) | 

Chondromalacia Patellae |   

Choosing Wisely | 

Chordates (Fish, Octopus, Sharks, Whales, Gators, etc.) |  

Chorea |  

Chorionic Tumors | 

Chromium |  

Chromium- Metal Dermatitis | 

Chronic  Lyme Syndrome |  

CHRONIC & Complicated Wounds |  

Chronic Angina |   

Chronic Ankle Injury |  

Chronic Arthritis |  

Chronic Bronchitis | 

Chronic Cholecystitis |  

Chronic Cough |  

Chronic Daily H-A |   

Chronic Diarrhea |  

Chronic Dizziness & Vestibular Rehab | 

Chronic Fatigue Syndrome |     

Chronic Granulomatous Dz |  

Chronic LBP | 

Chronic Leukemia |  

Chronic Lung Inflammation |  

Chronic Lymphocytic (Autoimmune) Thyroiditis | 

Chronic Mucocutaneous Candidiasis |  

Chronic Myofascial Pain |  

Chronic OE |  

Chronic Pain in Children |  

Chronic Pancreatitis |  

Chronic Pneumonia | 

Chronic Renal Failure |   

Chronic Renal Kidney Dz / Failure | 

Chronic Suppurative OM with Effusion |   



Chronic Testalgia |  

Chronic Traumatic Encephalopathy (CTE) | 

Chronic Urticaria | 

Chronic Vaginitis |   

Chronotherapeutics |  

Churg-Strauss |  

Chylomicrons |  

 

Ci | 

 

Cialis | 

Cicatricial |  

Cicatricial Hair Loss |  

Cigar, E-cig, Hookah |  

Ciguatera & Clupeotoxin Fish |  

Ciguatera |   

Ciliary Dyskinesia 

Cilostazol (Pletal) | 

CIMT |  

CIN | 

CIN 2,3 |  

CIPD |  

Ciprofloxacin |  

Circadian Rhythm Sleep D/o’s (Phase Shift & Shift Work) |  

Circumcision |  

Cirrhosis |  

CISD |  

Cisplatin (Platinol) 

Citalopram (Celexa) & Escitalopram (Lexapro) | 

Citrullinated peptide (anti-CCPs) ab's |   

Civilian Defense & Self-Preparation |  

CJD |   

CK |  

Cladribine (2-Chlorodeoxyadenosine, 2-CdA, Leustatin) 

Class & Acting on PAP Results |  

Classic CAH |  

Claudication | 

Clavicle fx’s | 

Claw Hand |    

Clay shoveler’s Fx | 

Cleft Lip & Palate | 

Cleft Lip with or without Cleft Palate |  

Cleviprex (Clevidipine) | 

Clicking Tinnitus |  

Clindamycin (Cleocin) | 

Clinic Notes | 

CLL |  

CLM | 

Clobazam (Onfi) | 

Clomiphene |  

Clonazepam (Klonopin) |  

Clonidine, Chloroquine, Chloral Hydrate OD |  

Clorazepate (Tranxene) |  

Closed Angle Glaucoma |  



Clostridium Infections |   

Clostridium sp |  

Closure |  

Closure of wounds & Timing |  

Clothing Dermatitis | 

Clozapine (Clozaril) | 

Clozaril |  

Club Drugs |   

Club Foot | 

Club Moss |  

Clubbing |  

Clubfoot | 

Clumsiness | 

Cluster A (Odd)(Paranoid, Schizoid, Schizotypal) | 

Cluster B (Dramatic) (Narcissistic, Antisocial, Borderline, Histrionic) |  

Cluster C (Anxious) (Avoidant, Dependent, Obsessive, Passive-Agres) |  

Cluster H-A |  

CMC Joint |  
CML |  

CMV |   

CN 3 (Oculomotor) Palsy | 

CN 3&4 |  

CN 4 and CN 6 Palsy 

CN 5 (Trigeminal) to 7 |  

CN 7 (Facial Nerve) Palsy | 

CN 8-12 |  

CNS Infections |  

CNS Vasculitis |   

 

Co | 

CO - Carbon Monoxide | 

CO, CO2 & Carbamazepine & Cadmium OD |  

Coag Path |   

Coag Pathway | 

Coagulation Pathway |  

Coal Worker |  

Coarctation of the Aorta |  

Cobalt |  

Cobolt - Metal Dermatitis | 

Cocaine |   

Cocaine Toxicity |  

Coccidioidomycosis |   

Coccydynia (Coccygodynia) | 

Cockroach Allergies |  

Cockroaches |   

Coding & Billing | 

Coelenterates / Cnidaria |  

Coenzyme Q10 (Ubiquinol) | 

Coffee |  

Cogan | 

Cognitive |  

Cognitive Behavioral Therapy (CBT) | 

Cognitive Biases | 

Cognitive Domains |  



Cognitive Impairment |  
Cognitive Testing |  

Colchicine Rx |  

Colchicine Toxicity | 

Cold Agglutinin |  

Cold Intolerance Syndrome | 

Cold virus | 

Cold Water Survival & Rescue |  

Colds Rx |  

Colic - Biliary (Symptomatic gallstones) | 

Colic - Infant |  
Colic - Renal stone | 

Collagen |  

Collagen Inj's | 

Collagen Vascular Dz |  

Collagenous/ Microscopic Colitis |  

Collateral Ligaments & Volar Plate |  

Collateral Ligaments of knee |  

Colle’s Fx | Neer Fx | Smith Fx |   

Colloid |    

Colloidal Silver | 

Colon screening |  

Colonics | 

Colonoscopy |  

Colony Stimulating Factors   

Color - Iris | 

Color & Spacers |  

Color of Urine |  

Color Vision | 

Colorado Tick Fever |  

Colorectal Ca |    

Colposcopy |   

Coma | 

Coma Cocktail |   

Coma, Vegetative & Encephalopathy |  

Combined Immunodef |  

Combined PAP + HPV and Natural Hx |  

Combined Variable Imune Defic |  

Combitube |  

Combivir (Lamivudine/ Zidovudine, 3TC/ AZT) |  

Combo Agents | 

Combo Agents Pulm meds |  

COMBO BP Meds |  

Combo corticosteroid/beta-agonist | 

Combo Diuretics (Aldactazide, Dyazide, Maxzide) | 

COMBO HTN Meds | 

COMBO Vaccines |  

Comfort Care |  

Commercial Balanced Diets |  

Commercial Diets |  

Commercial Driving (CDL) Physicals |  

Common Allergens |  

Common Allergic Disorders |  



Common Bacteria |  

Common CHILDHOOD Murmurs | 

Common Conversions / Measurements |  

Common Dietary Supplements |   

Common External Lesions |  

Common Integrative Techniques | 

Common Nutrients / Vitamins |  

Common Occupational Problems |  

Common Problem & Solutions with OCPs | 

Common Reflexes Tested | 

Common Splints & Casts Used |  

Common Terminology |  

Common Types of Integrative Medicine | 

Common Vitamin Supplements |  

Common Work-Related Injuries |  

Commonly Used Herbs |  

Commotio Cordis |  

Communication Skills - General | 
Communication Skills - Doctor-Patient | 
Community Acquired MRSA |  

Compartment Syndrome |  

Compendium |  

Compensation - Acid Base |  

Competency & Driving |  

Competency Assessment |  

Complement Deficiency |  

Complement Levels |   

Complement System |    

Complementary and Alternative Medicine |  

Compliance |   

Compliance with Exercise |  

Complicated Grief |  
Complicated Pregnancy and Contraindications |  

Complications AMI |  

Complications Due to Being Overweight |  

Complications in Dialysis |  

COMPLICATIONS of CKD (Anemia – HTN – K - Ca – Acidosis) |  

Complications of Obesity Surgery & Follow-up | 

Complications of Ventilators | 

Components of tears |  

Composition |  

Compounded Hormones |  

Compounding | 

Compression Dressings |  

Compression Neuropathies of the Elbow |  

Compression stockings |   

Comtan (Entacapone) |  

Comvax |  

 

Con | 

 

Concerta | 

Concussion (Mild Traumatic Brain Injury = TBI) |  

Concussion |  

Concussion Eval |  



Condolence Letter | 

Conduct D/o, Impulse Control & Runaways |  

Condylomata acuminata =  HPV |  

Coenzyme Q10 | 

Confidentiality |   

Conflict & Anger Managing |  

Conflict Managing |  

Confounders |  

Cong Pulm Stenosis |  

Congenital abnormality | 

Congenital Adrenal Hyperplasia (CAH) | 

Congenital Glaucoma |  

Congenital Heart block | 

Congenital Heart Defects | 

Congenital Hypothyroidism |  

Congenital Neck Lesions |  

Congenital Nevi |  

Congenital Pulmonary Stenosis |  

Congenital Syphilis |  

Congestive Heart Failure - CHF | 

Conjunctivitis |  

Connective Tissue Diseases (SLE, Scleroderma, Sjogren's etc.) |  

Consolidation | 

Constipation / Stool Retention |  

Constipation |   

Constipation- Refractory Meds - Amitiza (Lubiprostone), Tegaserod (Zelnorm) & Other |  

Constitutional Growth Delay |  

Constricted pupil |  
Constrictive Pericarditis |  

Contact Dermatitis |    

Contact Lens |  

Contact Transmission, Fomites, Handwashing & Other Preventive |  

Content (Delusions) |  

Contraception - Patch |  

Contraception - Ring | 

Contraception |    

Contrast Allergy (Radiocontrast) & Iodine | 

Contrast Baths  

Contrast Nephropathy | 

Control Meds |  

Contusions / Bruising | 

Conversion D/o |   

Conversions |  

Converter = Latent TB | 

Cooling |  

Coombs Test |   
Copaxone (Glatiramer)] | 

COPD 

COPD - MEDS | 

Coping with Death |  

Copper |  

Co-Q10 (Ubiquinol) | 

Cor Pulmonale |  

Coral Snake | 



Corals | 

Cord Compression |  

Cord Injury and Spinal Cord Dysfunction |  

Cord Prolapse & Fetal Malpresentations | 

Core exercises - Training  | 
Cornea |  

Corneal Abrasion |  

Corneal Blink Reflex |  

Corneal Lesions |  

Corneal Ulcer | 

Corneal Ulcers & Transplants |  

Corner Closure, Flaps & Z-Plasty |  

Corns |   

Coronary Artery Calcification (CAC) | 

Coronary Artery Diagram |  

Coronaviruses | 

Corporis & Cruris |   

Corrective Surgery | 

Corrective Vision Surgery |  

Corrosives |  

Cortico basal Ganglion Degeneration | 

Corticosteroids - Allergy (Oral & Nasal) |  

Corticosteroids - Topical - Class 2 (Very High Potency) |  

Corticosteroids - Topical - Class 3 (High Potency) |  

Corticosteroids - Topical - Class 4 (Medium Potency) |  

Corticosteroids - Topical - Class 5 (Moderate Potency) |  

Corticosteroids - Topical - Class 6 (Mild-Mod Potency) |  

Corticosteroids - Topical - Class I (Super Potency) |  

Corticosteroids (Oral & Nasal) |  

Corticosteroids (Prednisone) | 

Corticosteroids / NSAIDs Used |  

Corticosteroids in the Critically ill |  
Cosmeceuticals - OTC | 

Cosmetic Procedures |  

Cost Analysis |  

Cost of Care in Medicine | 

Costochondritis |  

Cosyntropin Stim Test  

Cough |  

Coumadin |   

Counseling |  

Counterfeits, Disposal, Sharing & Other |  

Cox, Echo and Other | 

Cox-2 agents 

Coxiella Burnetii |    
Coxsackievirus | 

CPAP |   

CPK Elevation |  

CPPD | 

CPPS - Prostate |  

CPR |  

CPT Coding |  

 

Cr | 

 



Crackles (Rales) |   

Cramps & Muscle Soreness | 

Cranberry |  

Cranial Nerves |   

Cranial Nerves Exam | 

CRAO | 

Cravats & Cast Complications |  

CrCl  and Stage CKD |  

CrCl & Inulin |  

CRE |  

C-Reactive Protein |  

Creatine - Diet |   

Creatine Kinase | 

Creatinine - Renal |  

Crepitus - Joint | 
CREST Syndrome | 

CRH Stim Test |  

Cri du Chat | 
Cricothyroidotomy |   

Crigler-Najjar |    

Crimean-Congo Fever | 

Crisis and Disasters | 

Crisis-Related Psychiatric Disorders |  

Critical Incident Stress Debriefing | 

Critical Stress / Crisis |  

Critical Thinking | 

Crocodile and Alligator |  

Crohn’s Dz |  

Cromolyn (Nasalcrom) |  

Cross Section Diagram & Intro |  

Cross Training | 

Croup |   

CRP |   

Cruise Ships |  

Crunching Tinnitus | 

Crusting of Eyelid |  

Crutches |  

CRVO |  

Crying |  

Cryo (cold) Therapy |  

Cryoglobulinemic |   

Cryoglobulins |  

Cryoprecipitate |   

Cryotherapy |     

Cryptococcosis in HIV |  

Cryptococcus & C. gattii | 

Cryptogenic CVA | 

Cryptorchidism |   

Cryptosporidium | 

Crystalloid |  

CSF Studies & Production |   

C-spine |  

C-spine X-rays |   



CT Colonoscopy (CTC) | 

CTE - Chronic Traumatic Encephalopathy | 

CT in Appendicitis |   

CT Scan - Abd |  

CT Scan |  

Cubicin (Daptomycin) |  

Cubital (Ulnar) Tunnel |  

Cubital Tunnel Syndrome |   

Culdocentesis | 

Cultural Competence | 

Culturing Wounds |  

Curbsiding | 

Cushing’s |   

Cutaneous Larva Migrans |   

Cutaneous Schistosomiasis |  

Cutaneous Signs of Systemic Dz |    

Cutaneous Syndromes | 

Cutaneous Vascular Lesions / (birthmarks) |  

Cutting, Self harm | 

CV 

CV - Inspection exam |  

CV |  

CV Exam |  

CV History |  

CV, Diabetes, Dermatology & Other | 

CVP |   

CVT (cerebral Venous Sinus Thrombosis, CVST)  | 

Cx - Urine |  

CXR Analysis & Common CXR Lesions | 

CXR Eval |  
CXR Findings |  

Cyanide  

Cyanide Kits |  

Cyanoacrylate Tissue Adhesive (Histoacryl, Dermabond) | 

Cyanosis |   

Cyclic citrullinated peptide (anti-CCPs) ab's |  

Cycle Menstrual |          

Cyclic Emesis |  

Cyclophosphamide (Cytoxan) 

Cyclophosphamide |  

Cycloplegics (Dilation) |  

Cycloplegics Ocular Meds (Dilation) |  

Cyclospora - protozoan | 

Cyclosporine A (Neoral, Sandimmune) |  

Cyclothymic |  

Cymbalta) |  

Cynara-SL |  

Cystatin C | 

Cysts - Bone |  

Cysts - Digital | 
Cyst - Epidermal ("Sebaceous") Cyst | 

Cyst - Ganglion |  

Cyst - Pilonidal , Pilar, Dermal | 
Cystic Disease |  



Cystic Fibrosis |   

Cystic Renal Disease |  

Cysticercosis (Taenia solium) |  

Cystinuria |  

Cystometry |   

Cystosarcoma |    

Cystosarcoma Phyllodes |  

Cystoscopy |   

Cystourethrography | 

Cysts - Oral Papillomas | 

Cysts of the Eye |  

Cytarabine (Cytosar-U) 

Cytochrome P-450 System |  

Cytokines |  

Cytology & Bethesda |  

Cytology |   

Cytomel (synthetic T3) augmentation |  

Cytosine arabinoside (Gemcitabine, Gemzar, ARA-C)  

Cytotoxic T |  

 

D | Links | Den | Dia-Dir | Dis | DK | 

D-mannose - for UTI Pv |  

D&C |   

D. Insipidus |  

D/c Note |  

d4T (Stavudine, Zerit) |  

DA |  

Dacarbazine (DTIC) 

Dacryoadenitis |  

Dacryocystitis |  

Dacryostenosis |  

Dactylitis - Fingers | 

Dactinomycin (Actinomycin-D, Cosmegen)  

Daily Weight in Heart Failure | 

Dairy & Water |  

Dalfampridine | 

Dalteparin (Fragmin) & Tinzaparin (Innohep) |  

Dalteparin |     

Danaparoid (Organon) | 

Danger Signs |  

Dangerous Abbreviations | 

Daptomycin | 

Darbepoetin 

Darier Disease (Keratosis follicularis) | 

Darifenacin (Enablex, Emselex) | 

Dark Chocolate |  

Darunavir |  

DASH Diet |  

Dating of pregnancy |  

Daunomycin (DNR, Cerubidine, Rubidomycin) 

Daunorubicin (Carubicin)  

Dawn Phenomena |  

Daytime Wetting  

DC Cardioversion | 



DCBE |  

DCS |  

DdC (Zalcitabine, Hivid) |  

DDD - Degenerative Disc Disease | 

ddI (Didanosine/ Videx) |  

D-dimer |      

Ddx & Etiology | 

De Quervain’s |   

DEA - Regulatory |  

Deaf Pt |  
Dealing with Conflict |  
Death and Specific Family Members |  

Death Certificate |  

Death of Family Members |  

Débride ulcers |  

Débridement |  
Deciphering Coding & HIPAA |  

Decision Making & Best Lab Test |  
Decolonization Protocols |  

Decompression Sickness (DCS) | 

Decon | 

Decongestants - ENT |  

Decongestants |   

Decontamination |  

Decr AG | 

Decr Head |  

Decr Wt |  
Decreased AG |  

Decubiti |  

Deep Second (Partial Deep) |  

Deep Second Burns (Partial Deep) |  

De-escalation of Violent pt |  
DEET and Other Specific Repellents | 

Defasciculating |  

Defective Cell Wall (Spirochetes, Mycobacteria) |  

Defensive Medicine | 

Deferoxamine (Desferal) |  
Defibrillation |  

Deficienc of Vit-D |  

Degenerative arthritis | 

Degenerative Disc Disease (DDD) | 

Dehydration - Elderly |  

Dehydration |   

Dehydration and Hypovolemia | 

Dehydration-Peds |   

Dehydroepiandrosterone  |  

Dehydroepiandrosterone (DHEA) |  

Delavirdine (Rescriptor, DVD) |  

Delayed (Retarded) Ejaculation | 

Delayed Puberty |  

Delayed Sleep Phase | 

Delayed Transfusion Reactions |  

Delirium in Hospitalized pt’s | 



Delirium |  

Delirium Tremens - DT’s | 

Delivery |  

Delta anion Gap (DAG)  

Deltoid M. Injury | 

Delusions | 

Delusions of Parasitosis | 

Demanding Pt’s |  

Demented / Rambling Pt | 

Dementia |  

DEMENTIA and Subtypes |  

Dementia- Behavioral Problems & Management Pearls |  

Dementia Screening |  

Dementia Workup | 

Demodex (Mite) Infestation | 

Demyelinating Diseases |    

DEN | 

Dengue Fever |  

Denileukin 

Denosumab (Prolia) | 

Dental | 
Dental abscess |  

Dental Appliances |  

Dental Bleeding |  

Dental Blocks 

Dental Implants / Bridges / Crowns |  

Dental Infection |   

Dental Pains / Decay | 

Dental Post-op Problems (Bleed, Dry Socket Etc.) |  

Dental Trauma |  

Depakene |  

Depakote |  

Depolarizing = Succinylcholine |  

Depo-Provera (DMPA) |  

Deposition and Trial Guidelines |   

Deprescribing | 

Depression & Anxiety | 

Depression |    

Depression-like |  

Dequervain’s |  

Dequervain’s Thyroiditis |  

Derm - Infections |  

Derm |   

Derm Morphology and Patterns |  

Derm PROCEDURES |  

Derm Signs |  

Dermabond & Various Surgical Products |  

Dermabond |  

Dermal Implants |  

Dermatitides |  

Dermatitis artefacta |  

Dermatitis Herpetiformis |  

Dermatitis- Perineal | 
Dermatofibroma |   



Dermatographism -  Urticaria |  

Dermatology - Peds |   

Dermatology Lesions |  

Dermatomal Testing |   

Dermatomes - Lower-back |  

Dermatomes - Lower-front |  
Dermatomes - Upper Front & Cutaneous nerves |  

Dermatomyositis | 

Dermatophyte Test Medium (DTM) | 

Dermatophytes (Tinea’s) |  

Dermatophytid (Id Reaction) |  

Dermatosis |  

Dermoscopy |  

DES (Diethylstilbestrol) & Hypertrophy | 

Desensitization Protocol | 

Desiccated Thyroid Meds | 

Desipramine |  

Desoxyn | 

Desyrel |  
Detached Retina |  

Detection Times & Substance Detected & Variables |  

Detemir |  

Detox - Alcohol Withdrawal |  

Detox- Bio-Chem-Rad | 

Detox - Heroin | 

Detraining | 

Detrol (Tolterodine) | 

Detrusor Hyperreflexia |  

Developmental d/o’s | 

Developmental Dysplasia of HIP |  

Developmental Issues | 

Developmental Screening |  

Developmental Delay & Clumsiness | 

Deviated Nasal Septum |  

Dexamethasone (Overnight, Low-Dose & Dex-CRH) Suppression Test |  
Dexamethasone Suppression Test |  

Dex-CRH Suppression Test |  
Dexedrine |  

Dexlansoprazole (Dexilant) | 

Dexrazoxane (Zinecard) 

Dextroamphetamine (Dexedrine) |  

Dextrose |  

DHEA | 

DHP (Amlodipine, Nifed, Felod, Isra..) |  

DIA | 

Diabetes Insipidus |   

Diabetes M | 

Diabetes Mellitus |  

Diabetic & Painful PN |  

Diabetic “Purging” |  

Diabetic Diet | 

Diabetic Foot Ulcers & Infections |  

Diabetic Meds in Hospitalized |  

Diabetic Nephropathy | 



Diabetic Retinopathy |  

Diabetic Skin Diseases |  

Diabetic Ulcers & Infections |  

Diabetics on Insulin and “Purging” |  

Diabetes - Steroid-induced | 

Diagnostic Immunology | 

Diagnostic Mamo |  

Diagnosis |  

Diagrams & MEDS |  

Diagrams - Cardio |  

Dialysis |  

Diaper Dermatitis |  

Diaphragm Hernia & Pleura - CXR | 

Diaphragmatic Breathing | 

Diaphragmatic Paralysis | 

Diaphragms - Contraception | 

Diarrhea / Enteritis |  

Diarrhea Adult |   
Diarrhea Pediatric |      

Diascopy | 

Diastasis Recti | 
Diastolic dysfunction | 

Diastolic HF | 

Diazepam (Valium) |  

DIC 
Dictation | 

DID: Dissociative D/o’s 

Didanosine =  Videx) | 

Diet & wt loss |  

Diet | 
Diet Advice | 

Diet and CAD Risk | 

Diet and Cholesterol |  
Diet and Depression |  

Diet Induced LFT Abnormalities |  

Diet Mods: GOUT |  

Diet Plan for Obesity |  

Dietary |  

Dietary Calcium |  

Dietary Recommendations | 

Dietary Supplements | 

Dietary Tx of High Cholesterol |  

Dietary Vit-K |  

Dieting - Obese |  

Dieting |  

Dieting and Obesity | 

Diets, “special” | 

Dieulafoy |     

Difficult & Failed Airways & Techniques |  

Difficult / Problem Person | 

Difficult Pediatric Airway |  

Difficulty Reading |  

Diffuse parenchymal lung Dz | 



Diffuse Esophageal Spasm |   

Diffusion-weighted MRI (DWI), Perfusion-weighted imaging (PWI) |  

Dig toxicity |  

DiGeorge Anomaly |  

Digital Nerve Block & Finger-Arm Tourniquets |  

Digital myxoid cyst | 
Digitalis OD |  

Digoxin (Lanoxicaps, Lanoxin) |  

Digoxin Effect | 

Digoxin Immune Fab (Digibind) |  

Dilantin |  

Dilated Pupil |  

Dilation Meds for Eye) | 

DILI (drug Induced liver injury) | 

Diltiazem (Cardizem) |  

Dimercaprol (BAL in oil) | 

Dimethyl fumarate | 

DIP Dislocation |  

Diaphragmatic Paralysis | 

Diphtheria |   

Diphyllobothrium latum (Fish tapeworm) |  

Diplopia / Nerve Lesions |  

Diplopia |  

Dipstick & UTIs |  

Direct/Indirect Antiglobulin (Comb’s) test | 
Direct Observed Therapy (DOT) & Renal Dosing | 

Direct Thrombin Inhibitors (DTIs): Pradaxa (Dabigatran) & Ximelagatran (Exanta)] |  

Direct Vasodilators |  

Dirofilaria immitus (Dog). 

DiS | 

Disability & Death |  

Disability |  

Disabled Pt - Commincate |  

Disadvantages HRT |  

Disaster Medicine |  

Disasters: Prevention & Action for Specific Scenarios |  

Discharge Summary / Note / Planning |  

Discharging Pt from Practice |  

Discitis |  

Discoid SLE |   

Dissection - See: Vascular Diseases | 

Disease - Problem and Healthcare Worker Restrictions | 

Disease Modifying Anti-Rheumatics |   

Disease Processes |  

Diseases Related to CAD 

Disequilibrium |  

DISH Syndrome | 

Disinfecting |  

Disinhibition - Hypersexuality / Paraphilia |  

Disk Herniation | 

Disk Space (Discitis) & CHRONIC Osteo tx |  

Dislocated Knee |    

Dislocated Mandible |   

Dissociative D/o’s 



Disopyramide (Norpace) |  

Disorder of Amino Acid Metabolism (PKU, Maple Syrup, Hyperhomocysteinemia, Alkaptonuria) |  

Disorders of Carbohydrate Metabolism (Glycogen storage disease) (Galactosemia, Andersen's, 
Cori's, Hers', Pompe, McArdle's, Von Gierke's)   

Disruptive Behavior Disorder & Runaways | 

Disseminated / Extrapulmonary TB |  

Disseminated Fungal (Aspergillosis, ect) |  

Dissociative Amnesia |  

Dissociative D/o’s |  

Dissociative Fugue |  

Dissociative Identity D/o |   

Distention - Abd |  

Distinguishing Pathologic & Congenital Heart Defects | 

Distorted Vision |  

Distribution |  

Distributions of Skin Reactions |  

Distributive Shock (Vasogenic, Neurogenic, Endocrine): Septic & SIRS |  

Disulfiram (Antabuse) | 

Disulfiram OD |  

Ditropan (Oxybutynin) | 

Diuretic ARB |  

Diuretic resistance |  

Diuretic-ACEi |  
Diuretic-ARB | 

Diuretic-Beta | 

Diuretics |    

Divalproex (Depakote) |  

Diverticula - Zenker’s |  

Diverticular Bleed |  

Diverticulitis / osis |  

Diverticulitis |   

Diving | 

Diving Physics |  

Divorce | 

Dix-Hallpike |  

Dizziness |   

Dizzy - Special Studies |  

 

DK | 

DKA |    

DLCO |   

DM “Cocktail” |  

DME - Durable Medical Equipment | 

DM Foot Care |    

DM Infections/ Foot/ Ulcer |   

DM neuropathy |  

DMARDs |  

DNR Orders |  

Do not Crush & Advertising | 

Dobut |  

Docetaxel (Taxotere) 

Doctor - Pt Relationships & Communication Skills |  

Documentation |  

Dofetilide (Tikosyn) |  



Dog - animal bites | 

Dog Ears |  

Dolls Eye & Calorics |  

Domestic Violence |  

Donepezil (Aricept) |  

Dong quai & DMSO | 

Double Vision |  

Doubling Time - PSA |  

Downs (Tri 21) |  

Doxorubicin (Adriamycin) & Liposomal 
DPEJ & Gastrostomy |   

D-penicillamine (Cuprimine, Depen) |   

DPP-4 Inhibitors = Gliptins [Januvia (Sitagliptin), Saxagliptin (Onglyza) Tradjenta (Linagliptin), 
Alogliptin (Nesina)] |  

Dr Sarno |  

Dracunculiasis |  

Drains / Grafts / Flaps | 

Drains |   

Draught, Extreme Heat, Fires & Famine |  

Dreaming | 

DRESS |  

Dressing | 

Dressing Aids |  

Dressings & Coverings & Fillers |  

Dressings For Acute Wounds |  

Drips & IV Flow Rates |  

Drips & Other |  

Driving |  

Dronedarone (Multaq) |  

Drooling | 

Drop Attacks | 

Drowning |   

Drug Abuse 

Drug Associated Vasculitis | 

Drug causes & Petechiae |  

Drug Causes of Neuropathy |  

Drug Dosing in RF |  

Drug Fevers |   

Drug Induced |  

Drug Induced Hematuria |  

Drug Induced Hepatitis | 

Drug Induced SLE | 

Drug Interactions |  

Drug Reactions |   

Drug Side Effects (SE) |  

Drug-Food Interactions & Grapefruit |  

Drug-induced Vitamin Deficiency |  

Drug-related lupus |  

Drugs that cause OH 

Drugs that may cause worsening cognitive function |  

Drug Transporters | 

Dry Eyes |  

Dry Powder Use |  



Dry Skin Care & Triggers |  

Dry Socket) | 

DSM & Axis Classification |  

DST  

DT’s |  

DTM |  

DUB |  

Dubin-Johnson |  

Duchenne muscular dystrophy | 

Ductal Obstruction - Vas Def | 
Duct Tape | 

Duloxetine (Cymbalta) | 

DUMBELS |  

Duodenal Switch (DS) | 

Dupuytren’s Contracture | 

Durable Medical Equipment (DME) | 

Duration of Exercise | 

Dust Mites |  

DVT |   

DVT Tx |  

Dwarf Tapeworm (Hymenolepiasis) |  

Dwarfism- Achondroplasia | 

Dx Criteria - Migraines |  

Dyazide, Maxzide: HCTZ / Triamterene | 

Dying Process |   

Dysarthria |  

Dysentery |  

Dysfunctional Voiding & Daytime Urinary Frequency Syndrome |  

Dyshidrotic Eczema (Pompholyx) | 

Dyskinesia |  

Dyslexia |   

Dyslipidemia | 

Dysmenorrhea |    

Dysmorphology & Ddx |  

Dyspareunia |   

Dyspepsia/ GERD |   

Dysphagia | 

Dysphagia Management & Swallowing Eval |  

Dysphonia |  

Dysplastic (Atypical) Nevi | 
Dysplastic Nevi | 

Dyspnea / ARDS |  

Dyspnea-Terminal |   

Dysthymic |  

Dystocia - Shoulder | 

Dystonia (on-off) |  

Dystonia |   

Dystonia due the Medications |   

Dysuria & Urethral Syndrome |  

 

E | Links | EM |  ER | Eu | 

E. coli strains & O157:H7 |  

E. coli strains in Diarrhea |  

Ear |  



Ear Block | 

Ear Foreign Body |    

Ear Lac |   

Ear Nose Throat Infections |  

Ear tubes |  
Ear - tympanocentesis |  

Ear tubes |  

Ear Wax - Cerumen |  

Early Repolarization |  

Early Satiety |  

Ears & Hearing |  

Ears / ENT | 

Eastern Equine Encephalitis (EEE) |  

Eating Aids |  

Eating D/o |   

Eaton-Lambert |  
Ebola | 

Ebstein's Anomaly 

EBV |  

ECG Evolution & QTc Changes |  

ECG Findings in AMI |  

ECG Variants in Athletes |  

ECG Variations |  

ECG’s |  

Echinacea |  

Echinococcus (E granulosus / multilocularis = Hydatid dz) |   

Echo & U/S & Other |  

Echovirus | 

E-cig, Hookah | 

Eclampsia |  

ECMO | 

Ecstasy |  

ECT |  

Ecthyma Gangrenosum |  

Ectodermal Dysplasia Syndromes | 

Ectoparasites |  

Ectoparasites in travelers | 

Ectopic ACTH |   

Ectopic Pregnancy |     

Ectopy – Premature Beats / Other |  

Eczema |  

Eczema Variants (Nummular, Stasis, Herpeticum, Eyelid, Asteatotic Keratosis pilaris, Pityriasis 
Alba) |  

ED |  

ED&C | 

Edema - Scrotal |  

Edema |   

E-dominant OCP's |  

EDS - Excessive Daytime Sleepiness | 

EDTA Test |  
Edurant | 

EDX = CS/ EMG | 

EEG & Evoked Potentials |  



Efavirenz (Sustiva, EFV) |  

Effects of Interventions (RR, OR, NNT, LR, HR etc.) |  

Effexor XR) | 

Effluvium |  

Effusion |  

Effusion Size |  

EGD & Enteroscopy |  

EGD Criteria |  

Egg Allergy |  

EHEC / O157 |H7 |  

Ehlers-Danlos |   

Ehrlichiosis = Human Granulocytic Anaplasmosis (HGA) |  

Eisenmenger’s Syndrome |  

EJ | 

Ejaculation Disorders: Premature / Delayed |  

Ejection Clicks |  

Elavil (Amitriptyline) |  

Elbow - Nursemaids 

Elbow & Arm |  

Elbow Dislocation |   

Elbow Joint Inj and Arthritis | 

Elbow Pain Ddx |  

Elbow splint | 
Eldepryl | 

Elder Abuse |  

Elderly & Institutionalized | 

Elderly / Senile Gait |  

Elderly / Systolic HTN |  

Elderly Abuse | 

Elderly Athlete |  

Elderly Falling |  

Elderly UTI |  

Electrical Burn |  

Electrical Stimulation |  

Electrodessication & Curettage (ED&C) |  

Electrolytes |   

Electronystagmography (ENG) |  

Electrophoresis & Protein |  

Electrophysiologic Testing |   

Electrosurgery |  

Elephantiasis- filarial | 
Elevated ICP - Herniation |  

Eliquis | 

ELISA |  

 

EM | 

E-mail |  
Embolic |  

Embolic Strokes |  

EMERGENCIES |  

Emergencies |  

Emergency Airways (Crico, Trach) | 

Emergency Contraception |   

Emergency HTN |  



Emergency Procedures | 

Emergency Thoracotomy Procedure | 

Emerging & Occupational |  
EMG/NCS |  

Emotion \ Stress Induced cardiomyopathy |  

Emotional Abuse |  

Emotional eating | 

Emotional Management of pregnancy loss |  

Emotional Intelligence (EI) | 

Empathy |  

Emphysema |  

Empiric Abx and Sepsis |   

Empiric Antibiotic Guidelines and Common Drug Interactions |  

Empyema / Parapneumonic Effusion |  

Empyema |   

EMR's & Note Writing |  

Emtricitabine |   

Emtriva |   

Enablex (Darifenacin) | 

Enbrel | 

Encephalitis |   

Encephalopathy |   

Encephalotrigeminal angiomatosis | 

Encopresis 

End Stage Liver Dz |  

End the Visit |  
Endemic (Murine) Typhus |  

Endemic Typhus |   

Endocarditis |  

Endocarditis prophylaxis recommendations | 

Endocrine & Growth |  

Endocrine | 

Endocrine tumors |   

End-of-life Care Guidelines |  

Endometrial (Uterine) Ca |  

Endometrial Bx    

Endometrial Ca |   

Endometriosis | 

Endophthalmitis |  

Endoscopic Intervention |  

End-Stage or Terminal Pt |  

Enema - Pediatric | 

Enemas |   

Energy Drinks |  

Enhanced External Counterpulsation (ECP) |  

Enhancement of Elimination |  

Enoxaparin (Lovenox) |  

ENT | 

ENT, Eye & Facial Nerve Blocks |  

Entacapone |  

Entamoeba histolytica |  

Entamoeba histolytica = Amebic | 

Entecavir in Hep C Tx | 

Enteral Supplements |  



Enteral Support |  
Enteric Fever |  

Enteritis |  

Enteroclysis | 

Enteropathic |     

Enterovirus |  

Entropion |  

Enuresis (Bed wetting |  

Environmental / Exposures |  

Environmental Allergies (Animals, insects…) & Controls |  

Environmental and Obesity & Genetics in CAD |  

Environmental and Occupational Med |  

EOM |  

EOM Diagram |  

Eosinophilia |  

Eosinophilic Esophagitis | 

Eosinophilic peritoneal fluid |   

Eosinophilic Pneumonia Syndromes | 

Eosinophils - Smear |  

Eosinophils |   

EP Study |    

Epi - ACLS |  

Epi | 
Epidemic Typhus |   

Epidemiology |  

Epidermal & Sebaceous Cyst |  

Epidermal cyst |  
Epidermal inclusion cyst |  
Epidermolysis Bullosa |  

Epididymitis |  

Epidural | 

Epidural Abscess | 

Epidural hematoma |  

Epiglottitis |  

Epiglottitis-pediatric |   

Epiploic Appendagitis | 

Epilepsy Syndromes in Child |  

Epinephrine | 

Epirubicin (4' Epi-doxorubicin, EPI, Ellence) 

Episcleritis |  

Episiotomy | 

Episodic Arthritis |  

Epispadias & Other Urethral Disorders (Ectopia, Prolapse, Ureterocele) |  

Epispadias |  

Epistaxis |   

Epivir | 

Epivir in Hep C Tx |  

Epley and other Liberatory Maneuver | 

EPO 

Epoetin alfa (Epogen, Procrit) |  

EPS |   

Epstein’s Pearls | 

Epzicom (3TC / ABC) | 



Equine Encephalitis 

Equine Encephalomyelitis |  

Equipment - Adaptive |  

Equipment by Age |  

 

  ER | 

Eradication of Staph a |  

ERCP |  

Erectile Dysfunction |   

Ergogenic (Sports) Aids | 

Ergonomics |  

Ergots & DHE |  

Ergots |   

Eruptive Xanthoma’s: Fredrickson Classification & Skin Findings | 

ERVL |  

Erysipelas |  

Erysipeloid (Erysipelothrix) |  

Erythema ab igne & Striae cutis distensae |  

Erythema Infectiosum (B19, Fifth's Dz) 

Erythema Multiforme (EM) / SJS | 

Erythema Nodosum |  

Erythematous Oral |   
Erythrasma |  

Erythrocytes (RBC’s) |  

Erythrocytes |  

Erythrocytosis | 

Erythroderma |  

Erythromelalgia | 

Erythropoietic Porphyria |   

Erythropoietin - EPO |  

Escharotomy | 

Escin (Horse-Chestnut) |  

Escitalopram (Lexapro) | 

Eslicarbazepine (Zebinix) | 

Esmolol |   

Esomeprazole (Nexium) | 

Esophageal Atresia |  

Esophageal Cancer |   

Esophageal Disease |  

Esophageal Diverticula |  

Esophageal Dysphagia |    

Esophageal Fb 

Esophageal Fb Obstruction |  

Esophageal Hypermotility D/o | 

Esophageal Varices |  

Esophageal Candidiasis | 

Esophagitis (Pill, Radiation, Eosinophilic, Infectious) |  

Esophagitis |   

ESR |  

Essential Nutrients |  

Essential Thrombocythemia (ET) | 

Estimated Blood Loss | 

Estimating CrCl |  

Estramustine (Estracyte, Emcyt) 



Estro phasic & Natazia four-phase |  

Estrogen Cream / Gel | 

Estrogen Equivalence |  

Estrogen Patches |    

Etanercept 
Etanercept (Enbrel) | 

ETD |  

Ethambutol |  

Ethanol |  
Ethics |  

Ethnic Groups |    

Ethosuximide (Zarontin) |  

Ethylene Glycol |  

Etidronate (Didronel) |  

Etiology of Sz |  

Etiquette - Social |  
Etiquette - Operating Room |  

ETOH |  

ETOH Abuse |   

Etoposide 

Etravirine (Intelence) | 

 

Eu |  

Eustachian tube Dysfunction |  

Euthanasia | 

Eval of Falls |    

Evals, Tests & Definitions |  

Evaluating an Article and Types of Studies | 

Evening Primrose Oil |  

Event & Implantable Monitors |  

Evidence-Based Medicine |  

Evoked Potentials | 

Exaggeration Signs |  

Exam - Breast | 

Exam & Testing |  

Exam in Children |  

Exam Liver dz |   

Exam of eye per Age |  

Examples of Healthy Choices & Snacks |  

Exanthems - Peds |  

Exanthems & Common Infections |  

Executive Function | 

Exenatide (Byetta, Bydureon) |  

Excessive Daytime Sleepiness |  

Excisional Bx - Skin |  

Exelon |  

Exercise & Weight Loss |  

Exercise (Treadmill) Stress Test (EST) |  

Exercise |    

Exercise Addiction |  

Exercise Advice (Aerobic Intensity, HR goal, Frequency) |  

Exercise Clearance |  

Exercise in pregnancy |  

Exercise Induced Anaphylaxis |  



Exercise Induced Asthma |  

Exercise-induced laryngeal obstruction (EILO) |   

Exercise Intensity Goals | 

Exercise Pearls |  

Exercise Physiology |  

Exercise Prescription & Basic Fitness Plan |  

Exercise Radionuclide Cardiac Angiography (RNCA) |   

Exercise Related Skin Lesions |  

Exercise Stress Echo |  

Exercise-induced Compartment Syndrome | 

Exercise-induced rhinitis (EIR) | 

Exfoliative Dermatitis /Erythroderma | 

Exocrine Pancreatic insufficiency |   

Exfoliative Dermatitis (Erythroderma) |  

Exophthalmos (Proptosis) |  

Expectations & Family |  

Expectations |    

Extended Spectrum Beta-Lactamase Enterobacteriaceae (ESBL’s) | 

Expert Witness & Evidence |  

Explosions and Blast Injuries |  

Exposure Keratopathy |  

Extensor & Flexor Tendon Injury | 

Extensor Tendon Injury | 

External Ear |  

External Eye |  

External eye Fb |  

External eye problems |  

Extracorporeal membrane oxygenation (ECMO) | 

Extractions - Tooth | 

Extrapulmonary TB | 

Extrapyramidal & Drug SE |  

Extravasation | 

Extremity Lacerations |  

Extrinsic Asthma |  

Extubation |  

Extubation Criteria |  

Exudate - eye |  

Exudate |  

Exudate Management |  
Exudative ascites Ddx | 

Exudative Diarrhea |  

EYE - Allergic Conjunctivitis (SAC) |  

Eye - Benign Tumors & Cysts |  

Eye Antibiotics | 

Eye Exam | 

Eye Findings / Abn’s |  

Eye irrigation |  

Eye Movement Desensitization and Reprocessing (EMDR) | 

Eye Patching | 

Eye Trauma |  

Eye Twitching |  

Eyelid Abnormalities |  

Eyelid Dermatitis 

Eyelid Fb | 



Eyelid Laceration | 

Eyelid Swelling & Periorbital edema |  

Eyelids |   

Ezetimibe (Zetia) |  

Ezogabine (Potiga) | 

 

F | Links | Fe | Fi |  FO | 

FAB Class & Syndromes |  

Fabry Disease |  

Face Masks & N95 | 

Facet Joints |  

Facial - Neurologic pain & Dermatome Diagram |  

Facial Dermatomes |  

Facial edema |  

Facial Fx’s (Orbital Blow-out, Zygomatic Arch, LaFort) |  

Facial Nerve (CN 7) Palsy |  

Facial Nerve Blocks |  

Facial Nerves / Dermatome Diagram |  

Facial numbness |  

Facial Trauma |  

Facies and Soft Neuro signs | 

Factitious Illness |  

Factor Levels |  

Factors |  

Fad Diagnoses (Leaky Gut, Water ionizer, Wilson's Syndrome, Candidias etc.) | 

Fad Diets 

Failed Airways |  

Failure (CHF) 

Failure / Encephalopathy |  

Failure to Progress |  

Failure to Thrive (FTT) |  

Failure/ Encephalopathy |   

Falling | 

Falls |  

False labor & Triage |  

Familial Hypercholesterolemia |  

Familial Hypocalciuric Hypercalcemia |    

Familial Mediterranean Fever |  

Family Caregiver Education & Issues | 

Family Meetings |  

Family Members |  

Family Preparation and Supplies (Water, Food Med, etc.) |  

Family Therapy |   

Fanapt | 
FanconI Anemia |  

Fansidar | 

FAS- Fetal Alcohol Syndrome |  

Fascia |  

Fasciculations | 

Fasciolopsis |   

Fascioliasis - Flukes | 

Fasting (Religious) - Ramadan etc. | 
FAST U/S scan | 

Fat Embolism |  



Fat Necrosis |    

Fatal & Resistant Asthma | 

Fatigue |    

Fatigue-Cancer |   

Fats / Lipids |  

Fatty Acid Oxidation Defects |  

Fatty Acids |  

Fatty Liver / NAFLD / NASH |  

Favoring VT |  

Fb- rectal & Vaginal |   
Fb’s |  

FBAO |  

Fb-wound |  

FDA |  

Fe | 

Fears & Phobias |  

Fears & Phobias in Child |  

Febrile Seizure |  

Fecal Discoloration |  

Fecal Impaction |  

Fecal Incontinence |    

Fecal Occult Blood (FOB) |  

Fecal Transplant | 
Feeding Tubes |   

FEF |   

Felbamate (Felbatol) |  

Felbatol |  

Felons |  

Female - Headaches |  

Female Athlete Triad |  

Female bladder | 

Female Dysfunction |  

Female Hormone Ranges | 

Female Hormones |  

Female Reproductive / Anatomy |  

Female Sexual Dysfunction |  

Females & Androgenic |  

Femoroacetabular Impingement | 
Femoral Artery |   

Femoral Central Venous Line |  

Femoral Head AVN |  

Femoral Neuropathy | 

Femoral-Popliteal & Other Aneurysms | 

Femur Fx |  

FENa & FEU |  

FENa |  

Fenoldopam |  

Fentanyl |   
Ferritin |   

Fertility Awareness Monitoring |   

Fesoterodine (Toviaz) | 

Fetal Alcohol Syndrome |  

Fetal Heart Tracings |  

Fetal Hydrops |  



Fetal Lung Maturity | 

Fetal Malpresentations | 

Fetal Testing |   

Fetzima (Levomilnacipran) | 

FEV / FVC Ratio |  

FEV |  

Fever - Child (3-36mo) |  

Fever - Infant (1-3mo) | 

Fever - newborn (<1mo) & Congenital |  

Fever & Infections |  

Fever |   

Fever and Rash |   

Fever in Returned Traveler | 

Feverfew |  

FFP |  

FGID - Functional GI disorders | 

Fi |  

Fiber | 

Fiberoptic Bronchoscope |  

Fibrates |  

Fibroadenoma |   

Fibroadenoma Breast Lesions |  

Fibrocystic Breast |    
Fibrodysplasia |  

Fibroids |   

Fibromuscular Dysplasia (FMD) | 

Fibromyalgia |    

Fibrosis Eval - Liver | 

Fibrosing Interstitial Pneumonia |  

Fibrous Dysplasia (Bone) | 

Fick Principle | 

Fifth's Dz - Erythema Infectiosum 

Filamentary Keratopathy |  

Filarial |  

Filoviridae (Marburg & Ebola) |  

Filoviridae |  

Filtration of water |  

Financial Assistance for Prescriptions |  

Finasteride |   

Finger - De Quervain’s |  

Finger & Injuries |  

Finger Fx |  

Finger Rehab Exercises | 

Fingers 

Fingers & Thumbs |  

Fingertip Amputation |  

Finger-Tip Injuries, Wounds & Amputations |  

Firesetting | 

First  Sz W/u |  

First Degree Burn (Superficial) |  

First Degree heart block |  

First MTP Joint |  

First trimester bleeding  

Fish (Diphyllobothrium latum) |  



Fish |   

Fish and Waterborne |  

Fish Hooks |   

Fish Ingestions |    

Fish oil | 
Fish Tapeworm |   

Fissure - anal |  

Fissures Heal&Hands | 

Fissured Tongue |  

Fistula |  

Fistula, Papilloma & Diversion |  

Fitness Plan |    

Fitting a Pessary | 

Fixed Drug Eruptions |  

Flail Chest |  
Flap |  

Flashes (photopsia) | 

Flat Feet | 
Flatulence |  

Flaviviridae (Dengue, Yellow Fever, Omsk, Kyasanur, Japanese & Tick-borne Encephalitis) |  

Flat worms (Trematodes, Flukes) 

Fleas, Flies, Moths, Caterpillars |  

Flecainide (Tambocor) |  

Flesh Eating |   

Flex Sig |   

Flexibility | 

Flexor Tendon Injury | 

Flexor Tendons |  

Floaters, Spots, Flashes |  

Flora - normal |  
Fluoride - Dental | 

Fluoride - FEN | 

Flovent |  
Flow Volume Loops |   

Floxuridine (5-Fluoro-2'-deoxyuridine, FUDR) 

Flu |   

Flu vaccine | 

Fluconazole |   

Fludarabine (2-Fluoro-ara-AMP, Fludara) 

Flukes - Trematodes | 

Fluid Management - incontinence |  

Fluid Resuscitation in Burns |  

Fluid Retention - in ascites | 

Fluids / Volume |  

Fluids |  

Flumizole (Romazicon) |  

Flunisolide (Aerobid) |  

Fluorescein Staining | 

Fluoride - Teeth | 

Fluoride |  

Fluorouracil (topical) 5-FU | 

Fluoxetine (Prozac) |  

Flushing |  



Fluticasone (Flovent) |  

Fluticasone + Salmeterol (Advair) |  

Fluttering Tinnitus |  

Fluvoxamine (Luvox) |  

Flying & Diving |   

FM |  

FMD - Fibromuscular Dysplasia | 

FMT - Fecal Transplant | 

FNA - Thyroid nodule |  

FNA Breast |  

FNA of Cystic & Solid Masses |    

FO | 

Foam Roller | 

FOB |  

Focal Segmental GS (FSGS) |  

Focalin (Dexmethylphenidate) |  

FODMAP Diet |  
Folate |   

Folic Acid |  

Folk healers | 

Follicular Conjunctivitis | 

Folliculitis / Pseudomonas |  

Folliculitis |  

Fomepizole |  

Food Addiction | 

Food additives |  

Food Allergy |  

Food Challenges | 

Food Elimination Diets |  

Food Content |  
Food Cross Reactivity |  

Food Intake D/o | 

Food Journal | 
Food Plate & Comparison Chart |  

Food Plate |  

Food Poisoning |   

Food Pyramid & Comparison Chart |  
Foods |  

Foods to Avoid (Junk, Refined, Acrylamide & Toxic Food Additives etc.) |  

Foot & Toe Fx & X-rays | 

Foot (Diabetic) Care |  

Foot |  
Foot Blocks | 

Foot Drop | 

Foot metatarsalgia |  

Foot Nerves (Superficial peroneal, Sural, Tibial & Saphenous Nerves) |  

Foot & Toe Sprains 

Foot Screening |  

Foot Ulcers & Infections |  

Foot-ankle d/o |  

Football - American | 
Football - Soccer | 

Foradil |  

Forceps | 

Forceps Assisted Delivery |  



Fordyce Spots |  

Forearm (exercise) Ischemic Test | 

Forearm Ischemic Test | 
Foreign Bodies - Wounds (Glass, Metal, Splinters, Fiberglass etc.) | 

Foreign Bodies – Esoph, Vag, Rectal etc |   

Foreign Body - Ear |  

Foreign Body Airway Obstruction (FBAO)|  

Foreign Body Eye Sensation |  

Foreign Body in Foot | 

Foreign Body Sensation |  

Foreign Devices | 

Foreskin Lesions |  

Foreskin Trauma |  

Forgiveness | 

Formal – Commercial Balanced Diets |  

Formal Mental Status Exam (MSE) |  

Formal Neuropsychiatric Testing |  

Formal Testing |   

Formoterol & Arformoterol (Brovana) |  

Formoterol (Foradil) |  

Forms of Therapy |  

Forms of Vit-D |  

Formula Feeding |  

Formulas & Ratios - Lipids |  

Fortovase) | 

Fosamax (Alendronate) |  

Fosamprenavir) | 

Fosfomycin) | 

Fosphenytoin (Cerebyx) |  

Four Score | 

Fournier’s |    

Fourth (Sub thermal) |  

Fourth Degree Burns (Sub thermal) |  

Fox-Fordyce Dz |  

Fracture anatomy |  

Fractures |   

Fragile X |  

Frailty |  

Framingham Risk |  

FRC |  

Freckles | 

Fredrickson Classification & Skin Findings |  

Friedrich Ataxia | 

Free-living Amebic Infections (Naegleria fowleri and Acanthamoeba) | 

Free Water |   

Free-PSA % |  

Freiberg’s Infarction |    

Friendship | 

Frequency & Duration |  

Friction Blisters |  

Fried Food | 

Friedrich Ataxia | 

Frontal Lobe | 



Frontal Lobe Syndrome |  

Frontotemporal Dementia |  

Frostbite |  

Frozen RBC |   

Frozen Shoulder |       

Fructose |  

Fruits & Fiber |  

FT4 & FT3 | 

FTI |  

Fugue |  

Functional - incontinence |  

Functional (Non-cardiac CP) | 

Functional (Psychological) Urinary Incontinence |  

Functional Ankle Braces | 

Functional Assessment Staging (FAST stage 1-7) |  

Functional Decline | 

Functional Diarrhea |  

Functional Foods (Stanols, Garlic, Psyllium etc.) |  

Functional GI Disorder, Non-ulcer Dyspepsia |  

Functional Neurological Disorders |  

Functional Somatic Syndromes |  

Fundus & Internal Eye | 

Fundus Diagram | 

Fungal |  

Fungal -Disseminated | 

Fungal OE |  

Fungal Pneumonia | 

Fungal Rhinosinusitis |   

Fungal Rx |  

Fungal Sinusitis |   

Fungal tx-topical |  
FUO |   

Furuncle / Boil / Abscess |  

Furuncle |  

Fusarium & Other sp |  

Fusarium sp |  

Futile Care |   

VFL (Factor 5) / APC | 

FWBC |  

FWD |  

Fx Healing, Abx & ICD 9/10 Codes |  

Fycompa | 

 

G | Links | GF | Gr |  

G- aerobic bacilli (Rods: Pseudomonas, Helicobacter pylori, Vibrio, Eikenella, Aeromonas, 
Francisella, Brucella, Legionella, Bordetella, Pseudomonadaceae) |  

G- aerobic bacilli |  
G- aerobic coccobacilli |   

G- aerobic diplococci (Neisseria, Moraxella) | G- aerobic coccobacilli (Hemophilus) |  

G- aerobic diplococci |    

G+ aerobic bacilli (B anthracis, C diphtheriae, Listeria, Erysipelothrix, Lactobacillus, Nocardia, 
Mycobacterium) |  

G+ aerobic bacilli |  

G+ cocci (GPC, Strep, Staph and Enterococci) |  



G6PD |   

Gabapentin (Neurontin, Gralise) |  

Gabitril | 
GAD - anxiety |  

GAF | 

Gait Cycle |  

Gait Disturbance |  

Gait Eval |     
Gait Freezing & Falls & Dizziness |  

Galactocele |     

Galantamine (Razadyne / Reminyl) |  

Gallbladder |  

Gallbladder Cancer | 

Gallbladder, Bile ducts, Small Intestine and GI Lymphoma |  

Gallstones |     

Gambling D/o |  

Gamekeeper’s Thumb |    

Ganglion Cyst |  
Garlic |  

Garlic, Soy, Gugulipid |  

Gas - Abd |  

Gas Embolism – Venous / Arterial | 
Gas Gangrene |   

Gastric Cancer |  

Gastric Lavage |   

Gastric Outlet Obstruction (GOO) | 

Gastrinoma (ZE Syndrome) |  

Gastritis |   

Gastro |  

Gastrocnemius & Calf Strain |  

Gastrocnemius |     

Gastrointestinal Cancers | 

Gastroparesis |  

Gaucher's disease |  

Gay and Lesbian | 

GBH |  

GBL |  

GBS - Group-B Strep |  

GC |  

GCS | 

GDM Diet |  

GDM Insulin Dosing |  

Gefitinib 

Gell & Coombs |  

Gelnique (Oxybutynin) | 

Gels & Creams & Foams |  

Gemcitabine 

Gemtuzumab 

Gemzar 

Gender Identity Disorder 

General Arrhythmia |  

General Immunology |  

Generalized Sz |  



Generic Drugs |  

Generics & Samples |  

Generic AEDs |  

Genetic Evaluation |  

Genetics |  

Genital Cutting | 

Genital Herpes |  

Genitourinary syndrome of menopause  - atrophic Vaginitis |   

Genital Ulcer Ddx |  

Genital Warts (condylomata acuminata, HPV) |  

Genotype (HCV) assays |  

Genotype assays for HCV | 

Geodon | 

Geographic Tongue |    

GERD | 

Geriatric Anxiety | 

Geriatric Assessment |  

Geriatric Depression | 

Geriatric Syndromes |  

Geriatrics & End of Life |  

Gestational Diabetes |  

Gestational DM |   

Gestational HTN |   

Gestational trophoblastic disease = Chorionic Tumors | 

GF | 

GFR & Stage |  

GFR |   

GGT |    

GH Deficiency |     

Ghost Tablets & Patches | 

GI |  

GI Bleed |    

GI Cancers |   

GI Decontamination |  

GI = Glycemic Index | 

GI Lymphoma | 

GI Meds |   

GI Tract Lymphoma |  

Giant Cell (Temporal) Arteritis |  

Giardiasis |  

Giemsa, Methylene Blue and Wayson Stain | 

Gifted Child |  

GIK | 

Gilberts | 

Ginger |  

Gingiva |    

Gingiva Swelling & Bleeding | 

Gingivitis |  

Ginkgo biloba |  

Ginseng |  

Gitelman’s syndrome - Ddx Hypokalemia | 

Glanders (melioidosis) | 

Glare |  

Glargine |  



Glasgow Coma Scale = GCS |  

Glatiramer] | 

Glaucoma |  

Glaucoma Exam |  

Glaucoma Meds |  

Gleason Score | 

Gleevec 

Glenohumeral Joint |  
Glenoid Labral Tear / SLAP Lesions, Snapping Scapula & Other |  

Gliomas | 

Gliptins: DPT-4 inhibitors: Sitagliptin, Saxagliptin, Linagliptin, Alogliptin | 

Glitazones (TZD) [Rosiglitazone (Avandia), Pioglitazone (Actos)] & Glitazars |  

Global Assessment of Functioning | 

Global Deterioration and Other Scales Used | 

Globulins and Protein | 

Glomerular diseases |  

Glomerular Proteinuria |  

Glossitis |  

GLP-1 analogs |  

Glucagon |  

Glucagonoma |  

Glucosamine |  

Glucose - Urine |  

Glucose |  

Glucose Control in CCU/ICU | 

Glucose Monitoring |    

Glue Cyanoacrylate Tissue Adhesive - Dermabond) | 

Gluten Free Diet | 
Gluten-Sensitive Enteropathy |  

Gluteus Medius Bursitis / Strain | 

Glycemic Index |  

Glycemic Load |  

Glycogen storage disease (Galactosemia, Andersen's, Cori's, Hers', Pompe, McArdle's, Von 
Gierke's) 

Glycylcyclines (Tigecycline) |  

Glycoprotein Interactions | 

Gnathostomiasis |  

GnRH Analogs 
Goal Setting | 

Goals in Cholesterol |  
Goiters |  

Gold |  
Golf, Rowing and Boxing |  

Gonadal Disorders |  

Gonadotropins |  

Gonads |  

Gonorrhea-GC |   

Good Fats |  

Goodpasture’s |   

Google | 

Gout |    
GP IIb/ IIIa Blocker |   

 
Gr | 



Grading Angina |  

Grafts / Flaps, Microsurgery & Standard Care Orders |  

Gralise |  

Gram + Cocci = GPC |  

Grams Stain |  

Granuloma - Skin |  

Granuloma - Lung |  

Granuloma Annulare |  

Granuloma Inguinale | 

Granulomatous Hepatitis | 

Granulomatosis with polyangiitis (GPA) (Wegeners) | 

Grapefruit | 

Graves |  

Greater Occipital Nerve Blocks | 

Green Tea |  

Green Tinge |  

Grief / Bereavement | 

Grief Reaction |   

Grief Stages & Recovery | 

Grip Strength | 

Griseofulvin |  

Groin LIce |  

Groin Pain Syndrome | 

Groin Strains |   

Gross Hematuria |  

Group-B Strep |  

Grover’s dz | 

Growth & Puberty |  

Growth |   

Growth Factors & Regranex (Becaplermin) |  

Growth Hormone | 

Growth Hormone Excess (Acromegaly) | 

G-stain |  

G-stain of Sputum |  

Guanfacine, Clonidine, & Others |  

Gugu lipid |  

Guaiac Based Tests | 

Guidelines - Practice | 

Guillain-Barré |  

Guns |  

Gunshot |  

Gut Endocrine tumors |  

Gut Microbiota | 

GVHD |  

Gyn cancer |  

Gyn Pain |  

Gynecomastia |  

 

H | Links | Hem | Hi | Ho-Hyn | Hyper-Hypn | Hypo | 

HBO | 

H Flu |  

H Flu PNA |  

H. pylori |  

H/H |   



H1N1 (Swine Flu) |  

H2RA |   

H-A Evaluation |  

H-A Meds |     

Habitual Abortion |   

Habit Reversal Training (HRT) |   

HAE - hereditary angioedema |   

Haemophilus Influenza (HiB) & Vaccine |  

Haglund’s Heel |  

Hailey-Hailey Dz | 

Hair |  

Hair Growth / Cycle |  

Hair Loss (Alopecia) |  

Hair pull Test |  

Hair Stages & Hair Color |  

Hair Transplant | 
Hairy Tongue |  

Hajj - Fasting - Ramadan etc. | 
Haldol |     

Halitosis (Bad Breath) |  

Hallmark Rashes & Seasonal Variations & Emergencies |  

Hallucinations with PD |  

Hallucinations - Psychiatric | 

Hallux Block |  

Hallux Limitus (Great Toe) | 

Halo Nevus |  

Halothane | 

Hamate Fx |  

Hamstring Strain & Tightness |   

Hand - congenital Malformations |  

Hand Foot and Mouth (Coxsackievirus) | 

Hand / Finger OA |  

Hand Dermatitis |  

Hand nerves-muscles |  

Hand Pain | 

Hand Sanitizers | 

Handshake | 

Hand-Foot & Mouth (Coxsackievirus) | 

Hand-Foot Syndrome – Chemo tox |   

Handoff / Transfer of Care & Med Error Issues | 

Hands-Only CPR 

Handwashing & Gloves | 

Hangover |  

Hangman’s Fx | 

Hansens Disease - Leprosy |   

Hantavirus |   

Happiness | 

Haptoglobin |   

Hardware |  

HARRT |  

Hashimoto’s = Chronic Lymphocytic (Autoimmune) Thyroiditis |  

HAV = Hep A |   

Hawthorne |  



Hazardous Herbs | 

Hazardous Materials |  

Hb / RBC - Urine |  

Hb / RBC |  

Hb C |  

Hb E | 

Hb SC |   

HbA1c  

HBO |  

HBV & HCV exposure |  

HBV |  

hCG | 

HCM     

HCV |  

HDL  

HDV |  

Head & Neck Drainage | 

Head injury  

Head Injury - major |  

Head Lice |  

Head Mirror Exam | 

Head Positioning in Vision abnormalities |  

Head Trauma |  

Headaches | 

Head-thrust Maneuver | 

Healthcare Worker Restrictions – Duration |  

Healthy Diet Choices | 

Healthy Food Choices |  

Healthy Living |  

Hearing Aids |  

HEARING Loss & Audiology | 

Hearing Loss |   

Heart |  
Heart Diagram for Pt's |  

Heart Failure |  

Heart Failure- Classification 

Heart Monitors |  

Heart murmurs |  

Heart Rate |  

Heart Rate Recovery - prognosis in EST | 

Heart Rate Variability (HRV) |  

Heart Transplantation |  

Heart, Vascular Structures, Calcifications |  

Heat Cramps & Tetany |  

Heat Edema |  

Heat Exhaustion | 

Heat Illness |  

Heat Injury |  

Heat Rash |   

Heat Stroke |   

Heat Tetany |  

Heat Therapies |   

Heavy Metals | 



Heel Cord Tightness |   

Heel Pain |  

Height (Ht) |  

Height | 

Heinz |  

Heinz |   

HELLP | 

Helminths | 

Helper T's |  

Helping | 

 

Hem | 

Hemangioma - Pediatric | 

Hemarthrosis |  

Hematoma Block | 

Hematoma – abd – Soft Tissue | 

Hematoma - auricular | 

Hematoma - Birth Injuries | 

Hematoma - intracranial | 

Hematoma - Septal | 
Hematoma - Subungual | 

Hematoma & Bleeding |  

Hematoma (Cauliflower Ear) | 

Hematoma's |  

Hematospermia |  

Hematuria |  

Heme/ Immune |  

Heme-Onc |  

Hemianopia |   

Hemispheres & Neglect |  
Hemo Dialysis |  

Hemochromatosis |   

Hemodynamic Changes in AMI |  

Hemodynamic Parameters | 

Hemolytic Anemia’s | 

Hemophilia (Factor XIII or IX Def) |  

Hemoptysis |   

Hemorrhage - GI 

Hemorrhage (Subdural / Epidural) 

Hemorrhagic Fevers |  

Hemorrhagic Strokes |  

Hemorrhagic UTIs |  

Hemorrhagic Viral Fevers |  

Hemorrhoids |  

Hematoma, Hemostasis & Bleeding | 

Hemothorax |  

Henoch-Schönlein Purpura |  

Hep Drip adjust |  

Hep E = HEV |   

HEPA Filters | 

Heparin  

Heparin Bridging | 

Hepatic Cysts |  

Hepatic edema |  



Hepatic Encephalopathy |    

Hepatic Porphyria |  

Hepatitis (A, B, C etc.) |  

Hepatitis A |  

Hepatitis A Vaccine | 

Hepatitis B |  

Hepatitis B Vaccine  

Hepatitis Skin Findings |  

Hepatic Veno-occlusive Dis (VOD) | 

Hepatocellular Ca / Hepatoma | 

Hepatoma | 

Hepatomegaly |   

Hepatopulmonary Syndrome |  

Hepatorenal Syndrome |  

Hep-B = HBV |   

Hep-C = HCV |   

Hep-D = HDV |   

Hep-G = HGV |  

Hepsera in Hep C Tx | 

Herbal Agents |  

Herbicides |  

Herbs Commonly Rx'd |  

Herceptin 

Hereditary / Periodic Fever’s (Familial Mediterranean Fever, HIDS, TRAPS,CAPS, PFAPA) |  

Hereditary angioedema (HAE) |   

Hereditary Colon Ca Syndromes | 

Hereditary Fever | 

Hereditary hemorrhagic telangiectasia (Osler-Weber-Rendu) | 

Hereditary neuropathy |  

Hereditary Spinocerebellar Ataxias | 

Hernias |  

Herniated Disk |  

Herniation - Cerebral - Stroke complications | 

Herniation - ICP | 

Heroin | 

Herpes - Mouth |  

Herpes Ophthalmicus |  

Herpes Simplex Virus |  

Herpes Zoster |  

Herpes Zoster Ophthalmicus 

Herpeticum, Eyelid Dermatitis |  

Heterophyes, Metagonimus yokogawai, Echinostoma ilocanum, Clonorchis, Opisthorchis 
viverrini/ felineus |  

HEV |  

Hexamethylmelamine  

HGV |  

HHNKS |   

HHV Exanthems |  

 

Hi | 

Hiatal Hernia |  

HiB Infections |   

Hiccups |    

Hidden Allergens, Shellfish, Seafood, Wheat, Tree Nuts |  



Hidradenitis Suppurativa | 

High Altitude Sickness |  

High Dose DST  

High HDL | 

High Tissue ACEi's |  

High-Intensity Interval Training (HIIT) 

High-Pressure Injection Injuries & Nail and Staple Gun Injuries |  

Hila |  

Hip & Gluteal Bursitis | 

Hip (femur) Fx |  

Hip (upper femur) Fx |  

Hip / Knee Pain |  

Hip / Trochanteric & Gluteal Bursitis / Strain |  

Hip |  

Hip apophysitis | 

Hip Avulsion Injury |  

Hip Bursitis |  

Hip Dislocation | 

Hip Fx |   

Hip Joint OA |  

Hip Pain |   

Hip Protector | 

HIPAA | 

Hip-Leg Disorders |  

Hippus |  

Hip-Thigh |    

Hirschsprung’s |  

Hirsutism |    

Histiocyte - smears |  

Histiocyte |   

Histiocytosis |   

Histo |   

Histoplasmosis |  

History - Allergy pt |  

Histrionic | 

HIT / Thrombocytopenia |  

HIT - High-Intensity Interval Training 

HIV Dementia | 

HIV Meds |  

HIV-AIDS |  

Hives |  

Hivid |  

HJR |  

HLA & Disease | 

HLA Typing |   

HLA-B27 | 

Ho | 

Hoarding |  

Hoarseness (Larynx) (Dysphonia) | 

Hobo, Wolf, Jumping, Sac, Funnelweb and others |   

HOCM   

Hodgkin’s |   

Holter Monitors |  

Home Action Plan - Asthma |  



Home Care Principles |  

Home Health and other | 

Home Hospitalization - Eczema |  

Home INR's / Self Monitoring |  

Home Monitoring - BP | 

Home Safety | 

Homeopathy | 

Homocysteine |  

Homunculus Diagram |  

Honey |  

Hookah | 

Hookworm (Ancylostoma & Necator) |  

Hope, Purpose and Forgiveness | 

Hordeolum/ Stye |  

Hormonal Agents in Cancer Tx |   

Hormone Refractory / Recurrent Prostate Ca |  

Hormone Replacement Regimens |  

Horner’s Syndrome | 

Horse-Chestnut |  

Hospice |  

Hospital Acquired MRSA |  

Hospital Acquired UTI | 

Hospital D/c Summary |   

Hospital-Acquired Infection (HAI) |  

Hospitalist Care | 

Hot Flashes |  

Hot Tub Lung | 

House Rules | 

How to End the Visit |    

Howell-Jolly|  

HPS - Hepatopulmonary Syndrome |  

HPV - cervical | 
HPV - warts | 

HPV |  

HPV Testing | 

HRS - Hepatorenal Syndrome |  

HRT Regimens | 

HRV - Heart Rate Variability |  

HS (Hidradenitis Suppurativa | 

HSIL (HGSIL) |  

HSP |   

HSV |  

HSV 6 - Roseala |  

HSV Encephalitis |  

HTLV & hMPV |  

HTN & Eclampsia | 

HTN Emergency |  

HTN Meds |   

HTN Urgency / Emergency |  

HTN Urgency |  

Human Bites |  

Human Granulocytic Anaplasmosis (HGA) | 

Human Papilloma Virus |  



Human Parvo B19 |  

Humira (Adalimumab) | 

Humoral Hypercalcemia |    

Hunter's & Hurler's syndrome | 

Hunter's syndrome | 

Huntington’s Disease |    

Huperzine A |  

Hurler's syndrome | 

HUS |   

Hydatid dz | 

Hydralazine |  

Hydrocarbon Hydrogen… |  

Hydrocele |    

Hydrofluoric acid | 

Hydrocephalus | 

Hydrocolloid, Hydrofiber & Perforated Dressings |  

Hydrogen Breath Test |  

Hydroids & Corals |  

Hydromorphone (Dilaudid) |   

Hydronephrosis & Renal Infarctions |  

Hydronephrosis |   

Hydrotherapy |  

Hydrotherapy and ROM |  

Hydroxyapatite Arthropathy | 

Hydroxychloroquine (Plaquenil, HCQ) |  

Hydroxyurea 

Hygiene Aids | 

HYHA Class |   

Hymen Exam | 

Hymenolepiasis (Dwarf) |  

Hymenoptera & Bees |  

Hypnotic (For Sleep) Benzo's |  

Hyp | 

Hyperalgesia | 

Hyper IgE Syndrome |  

Hyperaldosteronism |  

Hyperbaric Medicine |   

Hyperbaric Oxygen (HBO2) | 

Hypercalcemia |  

Hypercalciuria  

Hypercapnia |  

Hypercoagulability |   

Hyperemesis Gravidarum | 

Hypereosinophilic Syndrome |   

Hyperhidrosis |    

Hypericum | 

Hyper-IgM |  

Hyperkalemia |    

Hyperkinetic |  

Hyper-Leukocytosis |  

Hypermagnesemia |   

Hypermobility Syndrome |  

Hypermotility D/o (Achalasia, Diffuse Esophageal Spasm, Nutcracker) |  

Hypernatremia |  



Hyperopia, Presbyopia, Myopia & Eyeglasses |  

Hyperoxaluria |   

Hyperoxia and O2 Therapy | 

Hyperparathyroidism |  

Hyperphosphatemia |  

Hyperpigmentation |   

Hyperplasia – DES- Other |  

Hypersensitive Pneumonitis |  

Hypersensitivity Syndrome (AED’s) | 

Hypersensitivity Syndrome Reaction | 

Hypersomnia | 

Hypersplenism |  

Hypertension & Eclampsia |    

Hypertension |  

Hypertension Emergency 

Hypertensive Retinopathy |  

Hyperthermia |  

Hyperthyroid |   

Hyperthyroid-meds |  

Hypertonic (Hyperosmotic) |  

Hypertonicity D/o’s, Startle Syndrome & Rigidity |  

Hypertrophic Pyloric Stenosis | 

Hypertrophic Cardiomyopathy (HCM) |  

Hypertrophy / Enlargement | 
Hyperuricemia & Urate Nephropathy |   

Hyperuricemia |  

Hyperuricuria (Uric Acid Stones) |  

Hyperuricuria-Gout |   

Hyperventilation Syndrome |  

Hyperviscosity Syndrome | 

Hypervolemia |  

Hypervolemic | 

Hyphema |  

Hypnic H-A |  

Hypnosis |  

Hypo: 

Hypoactive Desire & Androgen deficiency | 

Hypoactive Desire & Aversion |  

Hypoaldosteronism |  

Hypocalcemia |  

Hypochondriasis |    

Hypocitruria |   

Hypodermoclysis / Proctoclysis | 

Hypogeusia / Ageusia Ddx |  

Hypoglycemia |   

Hypoglycemics: Oral Diabetic Meds |  

Hypogonadism in Boys |  

Hypogonadism in Girls |  

Hypokalemia |    

Hypokalemic (Familial) Periodic Paralysis (HPP) - Ddx Hypokalemia | 

Hypokinetic |  

Hypomagnesemia |   

Hypomania |  

Hypomotility D/o |   



Hyponatremia |    

Hypo-parathyroid & Parathyroid Ca |  

Hypo-parathyroid |  

Hypophosphatemia |    

Hypopigmentation |   

Hypopituitarism |     

Hypoplastic Left Heart | 

Hypoproliferative Anemias: ACD & CKD |  

Hypospadias |   

Hypotension |   

Hypothenar Hammer Syndrome |  

Hypothermia | 

Hypothesis (Null) |  

Hypothyroid-Meds |  

Hypothyroid |   

Hypothyroidism | 

Hypotonic (Hypoosmotic, can be hypo-hyper or isovolemic) |  

Hypovolemia |   

Hypovolemic & Obstructive Shock |  

Hypovolemic |  

Hypovolemic Hyponatremia |  

Hypovolemic Shock |  

Hypoxemia |  

Hypoxia |   

Hysterectomy |  

Hysterosalpingography-HSG |   

 

I |   In-Ins | Int | Io | 

I&D - Incision & Drainage |  

IABP | 

IADL’s |  

Ibandronate (Boniva) | 

Iberogast |  

Ibutilide (Corvert) |  

IC |  

ICD  = Implantable Cardioverter-Defibrillator 

ICD Codes | 

Ichthyosis |   

ICP - intra-cranial Pressure Management- Elevated | 

ICU Fever |  

ICU Notes |  

ICU-FEN |  

Id (Dermatophytid) Reaction | 

ID EMERGENCIES |  

Id Reaction | 

IDA |   

Idarubicin  

Ideas of Reference | 

Idiopathic Arthritis |  

Idiopathic DVT |  

Idiopathic Fibrosing Interstitial Pneumonia |  

Idiopathic Intracranial Hypertension (Pseudotumor Cerebri) | 

Idiopathic Peripheral Facial Palsy |  

Idiopathic Pulmonary Fibrosis (IPF) | 



Idiopathic Rhinitis | 

IFA |  

iFOBT |  

Ifosfamide (Ifex, Isophosphamide) 

IgA def |  
IgA Nephropathy |   

IgE - Increased in Serum |  

IgG Subclass Def |  
IgG4–related systemic disease | 

IJ |  

IL-2 & 3 |  

Ileus | 

Iliotibial Band Syndrome |   

Iliopsoas / iliacus  m. | 

Illness Anxiety Disorder (Somatizing) | 

Illness / Fever in Returned Traveler |  

Illness Situations |  

Iloperidone (Fanapt) | 

IM Estrogen |   

IM Testosterone |  

Imaging Studies, Biopsies & Other Tests | 

Imatinib 

Imipramine (Tofranil)|  

Imiquimod (Aldara) | 

Immune Cells |  

Immune Complex Dz | 

Immune Deficiency |  

Immune food allergy |  

Immune Globulin (IVIG) | 

Immune Reactions | 

Immune Suppressant Meds |  

Immunization Reactions |  

Immunizations | 

Immuno (Western) blot |   
Immunocompromised |  

Immunocompromised PNA |  

Immunocompromised with Diarrhea |  

Immunoelectrophoresis |  

Immunofixation |    

Immunoglobulins: 

Immunology |  

Immunotherapy - Shots | 

Impacted Teeth / Wisdom |  

Impaired Physicians |   

Impaired Vision |  

Impairment Ratings |  

Impetigo |  

Impetigo Herpetiformis (Pustular Psoriasis) of Pregnancy |  

Impingement (Rotator) Syndrome |  

Impingement Syndrome |   

Implantable Cardio-Defibrillator |  

Implantable Devices (Ports) |  

Implant Sensitivity / Allergy | 



Imprinting |  

Impostor Syndrome | 

Improvised Weapons | 

Impulse |  

Impulse Control | 
Impulse Disorders: Kleptomania, Shopping |  

IMV |  

    IN | 

Inborn Errors of Metabolism |  

Incapacitating Agents |   

Incendiary Agents | 

Incest |  

Incidentalomas | 

Incision - Skin |  

Incision & Drainage - I&D |  

Inclusion Body Myositis |  

Incompetent Cervix | 

Incomplete Cord Injury |  

Incomplete penetrance |  

Incontinence- Fecal |  

Incontinence- Urine | 

Incr AG |  

Incr Head |  

Incr Wt |  
Increased AG |  

Incubation Periods and Travel Illness & Suggestive Exposures in Traveler |  

Indacaterol (Arcapta Neohaler) |  

Indapamide (Lozol) | 

Indinavir (Crixivan, IDV) |  

Indirect immunofl assay- IFA |  

Indirect Laryngoscopy & Head Mirror Exam |  

Induced Global Malabsorption |  

Induction | 

Induratio penis plastica (IPP) - Peyronie |  

INF |   

INF beta-1a |  

INF beta-1b | 

INF-2a |  

INF-2b |  

INF - Interferon gamma release assay (IGRA)(QFT, TSPOT) | 

Infantile Hemangioma - Vascular - Birthmarks | 

Infant (1-3mo) Fever |  

Infant Feeding |  

Infant-Child Feeding | 

Infarct / ACS |  

Infarction / STEMI / AMI Eval |  
Infarction) / Embolic |  

Infection after Transplant |  
Infection Control |   

Infections - ENT |  

Infections - Urologic |  

Infections & Dental | |  

Infections / Foot / Ulcer |  

Infections / Inflammation |  



INFECTIONS |  

Infectious Dz | 

Infectious Uveitis / Retinitis | 

Infective Endocarditis |  

Infertility - Male |  

Infertility |   

Inflammation & Diet | 

Inflammatory Arthritis |  

Inflammatory Bowel / Colitis |  

Infliximab (Remicade) | 

Influenza (Flu) |  

Influenza (Flu) Vaccines |  

Informed Consent |  

Ingrown Nail & Trimming |  

Ingrown Nails: Causes & Non-invasive Tx’s |  

Ingrown Toenail |  
INH |   

INH OD |  

Inhalants |   

Inhalational |  

Inhalational Injury |  

Inhaled Corticosteroids |  

Inhaled Insulin | 

Initial Vent Settings |  

Initial Ventilator Settings |  

Injection Technique Fingers, Wrist, TMJ |  

Injections (AC and Glenohumeral Joints) |  

Injections |   

Injections of the Fingers, Wrist, TMJ |  

Injuries of the Elbow |  

Injection - Joints |  

Innocent Murmurs |   

INR Monitoring, Goals, Adjustments & Bleeding |  

Insect - Bites |  

Insect - Repellents | 

Insect - Stings & Allergy |  

Insomnia | 

Inspection |  

Inspiratory Capacity |   

Instruments |  

Instruments and Sutures |    

Insulin - Methods and Administration Techniques | Insulin Options | 

Insulin & Type 1 and 2 Options |  

Insulin |     

Insulin Drips |    

Insulin Resistance |  

Insulin’s | 

Insulinoma |   

 

Int |  

Intra-Cranial Hypotension - low CSF Pressure | 

Intra-nasal Emergency Drugs |  

Integrative |   
Integrative Medicine |   



Integrative and Complementary Definitions | 

Integrative Medicine |  

Intelligence & IQ | 

Intelence (Etravirine) | 

Intensive Glucose Control & GIK | 

Intercostal Anesthesia & Emergency Thoracotomy Procedure |  

Intercostal Anesthesia |   

Intercostal Muscle Strain & Slipping Rib Syndrome | 

Interferon gamma release assay (IGRA)(QFT, TSPOT) | 

Intermittent Cath |  

Intermittent Claudication |  

Intermittent Mandatory Ventilation -IMV |   

Internal Disc Disruption (IDD) | 

Internal Eye | 

Internet Addiction |  

Internuclear Ophthalmoplegia |  

Interosseous Line |  

Intersection Syndrome |    

Interstitial Cystitis |   

Interstitial Infiltrate / Parenchymal Patterns |  

Interstitial Lung Dz |   

Intertrigo |   

Intervals (QT, PR, QRS) |  

Interviewing Child |  

Intestinal Infarction | 

Intestinal Obstructions |   

Intra-aortic Balloon Pump (IABP) |  

Intracranial aneurysm | 

Intra-cranial Pressure Management- Elevated ICP | 

Intractable Plantar Keratosis (IPK) |  

Intracutaneous (Intradermal) 

Intraductal Papilloma & Papillomatosis |  

Intranasal corticosteroids  

Intranasal Lidocaine |   

Intraocular Pressure |   

Intraoral I & D Technique |  

Intraosseous infusion | 

Intraparenchymal / Intracerebral |  

Intrauterine Device (IUD) |    

Intrauterine Resuscitation | 

Intrinsic Renal Dz’s (ATN, AIN, Tubular, Vascular, Glomerular, Nephrotic, Nephritic, Drug Toxicity 
and Alport’s) |  

Intrinsic Sympathomimetic Activity (Acebutolol, Penbutolol, Pindolol, Carteolol) |  

Intro & Aging |  

Intron-A (INF-2b) |  

Intron-A |   

Intubation |  

Intubation Criteria - Asthma | 

Intussusception | 

Inulin |  

Invanz | 

Invasive Anesthesia Techniques (Blocks, Pumps, Stimulators) | 

Invasive/ Dysentery |  

Invega (Paliperidone) | 



Investigating an Outbreak & Medical Surveillance |  

Invirase = SQV | 

Involuntary Commitment, Duty to Warn, etc. | 
IO | 

Iodine | 

Iodine Def |   
IOP |  

Ipecac |   

IPPC/CMV |  

Ipratropium (Atrovent) - Rhinitis tx | conjunctivitis   

IQ | 

Iressa 

Iridology | 

Irinotecan 

Iris Color | 

Iritis / Iridocyclitis |  

Iron - Nutrients |  

Iron Defic Anemia - IDA |   

Iron OD |  

Iron Overload & Chelation |  

Irrigation - Nasal | 
Irrigation & Cleansing |  

Irrigation |  

Irritable Bowel |  
Irritant Contact Derm |  

Irritant Dermatitis |  

ISA (Acebutolol, Penbutolol, Pindolol, Carteolol) |  

Ischemic (Infarction) / Embolic Stroke |  

Ischemic Colitis/ Mesenteric Ischemia 

Ischemic Heart Disease - CAD | 

Ischial Tuberosity Injury | 

Isopropyl Alcohol OD |  

Isoproterenol |  
Isosorbide Dinitrate | 

Isosorbide Mononitrate |  

Isospora, Blastocystis, Acanthamoeba and Babesia |  

Isotonic (Isosmotic) |  

Isotretinoin (Accutane) |  

Isovolumic (Euvolemic) |  

ITB  (Tensor fasciae latae) |  

ITP |   

Itraconazole |  

IQ & intelligence | 

IUD |  

IUGR | 

IUGR and Small-for-gestational-age (SGA) | 

IV Line Placement | 

IV / IO Access | 

IV Contrast & Iodine |  

IVC Filter | 

IVCD | 

IV Drug users | 

IV Drugs |  

IV Forms & Oral absorption |  



IV Immune Globulin (IVIG) |   

IV Iron | 

IV Solutions |  

IVF- In vitro fertilization | 

IVIG |  

IVP |  

J | 

JAK Inhibitors: Tofacitinib (Xeljanz) & Rinvoq (Upadacitinib) |  

Jammed Finger |    

Japanese B Encephalitis |  

Jaundice |   

JC Virus and PML | 

Jehovah Witness |     

Jejunal bypass | 

Jellyfish (Scyphozoa) & Portuguese Man-of-war |  

Jersey Finger |    

Jet Lag & Melatonin |  

JNC Recom |  

Jodbasedow disease |    

Joint Aspiration & Injection |  

Joint Fluid Eval | 
Joint Protection | 

Joint Ranges of Motion |  

Joints Commonly Involved in Arthritis |  

Jokes & Games | 

Jones Compression Dressing | 

Journaling | 

JRA |   

Judgment |  

Junctional | 
Junctional Nevi |  
Junctional Rhythm |   

Junk Foods | 

Juvenile RA |  

JVD |  

 

K | 

 

Kala-azar = Leishmaniasis | 

Kaletra (LPV/RTV) |  

Kaposi’s Sarcoma 

Karnofsky Scale |  

Kartagener’s Syndrome 

Katayama fever 

Kava |  

Kawasaki’s | 

Kayexalate (Na-polystyrene) |  

KCl |   
Kegels |   

Kienböck’s Disease | 

Keloids & Scars |  

Keppra |  

Keratitis (Cornea) | 

Keratoacanthoma |  



Keratoconus | 

Keratoconjunctivitis |  

Keratolytic Agents |  

Keratosis follicularis | 

Keratosis pilaris | 

Kerley lines | 

Ketamine - abuse | 

Ketamine - For procedure |   

Ketoconazole |  

Keto-acidosis- Metabolic Acidosis | 

Ketogenic Diet | 
Ketone - Urine |   

Key Factors to Consider & The Physicians Role |  

Keys to Avoiding Lawsuits |  

Khat, Betel and Other Abuses |  

Kidney |  

Kidney Biopsy |  

Kidney Transplant | 
Kidney Trauma |  

Kienböck’s Disease | 

Killip Class Risks |  

Kineret (Anakinra) |  
Kissing Bugs - American (Chagas) | 

Klebsiella |   

Klebsiella PNA |  

Kleihauer-Betke Test | 

Kleptomania |   

Klinefelter |  

Klonopin |  

Knee |  

Knee Anatomy | 

Knee arthritis |  

Knee Aspiration |  

Knee Bursitis |   

Knee Effusions |   

Knee Evaluation |  

Knee Exam |  

Knee immobilizer | 

Knee injection | 

Knee OA |  

Knee Rehab | 

Knee X-rays |  

Knife wound | 

Knife - Self Defense Weapons |  

Koebner phenomenona - Psoriasis | 

KOH & Skin Scrapings |  

Köhler’s Dz |    

Koilonychia | 

Korsakoff Syndrome | 

Korsakoff's psychosis & Tx |  

Kratom | 

K-sparing -- [Spironolactone (Aldactone), Eplerenone (Inspra), Triamterene (Dyrenium), 
Amiloride (Midamor)] |  

Kuru |   



Kyphosis | 

 

L |   Lf | Lip | LM | 

L&D |  

La Crosse Encephalitis |   

Lab Abnormalities and CAD |  

LABA via Nebs |  

Labialis |  

Labile |  

Labile HTN |  

Labor |   

Labor Coaching |  

Labor Note |  

Labral Tear & Adhesive Capsulitis - Hip | 

Labral Tear - Glenoid | 

Labs & Capnography |  

Labs in ARF |  

Labs in PNA |  

Labs in Renal Dz’s |  

Labyrinthitis |    

Lacerations | 

Lacosamide (Vimpat) |   

Lacrimating & Incapacitating Agents |   

Lacrimators: 3-Quinuclidinyl Benzilate (QNB, BZ, Agent 15) | C21H23NO3 | CN (mace = Methyl 
1-chloroacetophenone) | CS (o-chlorobenzylidene malononitrile) | Dibenzoxazepine (CR) | 
Pelargonic Acid Morpholide (MPK) | White phosphorus (WP) |  

Lactational |  
Lactic Acidosis |     

Lactose Intolerance |   

Lactulose (Cephulac) |  

Lacunar |   

Ladybugs |  

LAFB |  

LAK cells |  

Lambert-Eaton |  

Lamictal |  

Lamivudine (Epivir) in Hep C Tx |  

Lamivudine (Epivir, ddC) | 

Lamotrigine (Lamictal) |  

Landslides & Avalanches |  

Language / Aphasia |  

Language Barriers & Cultural Competence |  

Lansoprazole (Prevacid) | 

Lantus (Glargine) |   

Large Vessel (Temporal art, Polymyalgia-PMR, Takayasu’s, Cogan’s) |  

Large Fiber Neuropathy | 

Larva Migrans |  

Laryngeal Mask Airway  

Laryngitis | 

Laryngoscopy |  

Laryngopharyngeal reflux (LPR) | 

Laser - Derm |  

Laser Hair Removal |     
Late - Time Management | 



Latent TB |  

Lateral CXR |  

Lateral Epicondylitis |    

Lateral Femoral Cutaneous Nerve |  

Latex |   

Latuda (lurasidone) | 

Law Enforcement | 

Lazy Bladder Syndrome | 

LBBB |   

L-Carnitine (Levocarnitine) | 

L-Carnitine |  

LCMV) 

LDH |  

LDN - Low dose naltrexone | 

LDL | 

LDL-B |  

LE Amputations |  

LE cells | 

Le Fort Lines |  

Lead |  

Lead Changes in AMI |  

Lead Levels |  

Lead Poisoning |  

Leads |  

Learning Disability |    

Learning Problems | 

Leeches |  

Leff Heart Failure |  

Leflunomide (Arava) |  

Left Ventricular Hypertrophy (LVH) |   

Left-to-Right Shunts / AVSD |  

Leg |  

Leg Compartment Syndrome |  

Leg Cramps- Nocturnal | 
Leg edema |  

Leg Fx |  

Leg Length Discrepancy | 

Leg Pain/ Injury |   

Leg splint | 
Leg Ulcers |  

Leg Veins | 

Leg, Back and Foot Blocks | 

Legg-Calve-Perthes |  

Legionella |   

Leg-Length Discrepancy |  

Leiden (Factor 5) / APC |  

Leishmaniasis |    

Lemierre’ s |      

Lens Dislocation |  

Lensometer |  

Leprosy |    

Leptospirosis |    

Lesbian 

Lesions - Cervix | 



Less Balanced Diets | 

Lesser-Toe Deformities |    

LET & TAC | 

Leucovorin (Citrovorum, Folinic Acid) |  

Leukemia |   

Leukemoid Reaction | 

Leukocyte Poor (Washed) RBC |   

Leukocytoclastic |   

Leukocytosis |   

Leukodystrophy |  

Leukoencephalopathy |  

Leukokeratosis |   

Leukopenia |   

Leukoplakia |  

Leukostasis / Hyper-leukocytosis |  

Leukostasis |   

Leukotriene - Allergy tx | 

Leukotriene Modifiers: Singulair (Montelukast), Accolate (Zafirlukast), Zyflo (Zileuton) | 

Leuprolide (Lupron) 

Levalbuterol |  
Levator Scapulae |  

Levemir (Detemir) | 

Levetiracetam (Keppra) |  

Levitra | 

Levodopa / Carbidopa (Sinemet) |  

Levofloxacin |  

Levomilnacipran (Fetzima) | 

Lewy Body |   

Lexapro | 

Lexiva (Fosamprenavir) | 

LF | 

LFT Abnormalities |  

LFT’s |   

LGSIL |  

Libido / Desire | 

Librium |  

Lice |  

Lichen Nitidus |  

Lichen Planus |    

Lichen Planus - Oral | 
Lichen planus- Vaginal |  
Lichen Sclerosis - Vaginal | 

Lichen Sclerosis |    

Lichen Simplex Chronicus |  

Lichen Simplex Chronicus - Vaginal |  
Lichen striatus |  

Lichenoid and lichen planus-like |  

Lid Laceration |  

Lido - ACLS |  

Lidocaine - Cardio |  

Lido - Local Anesthetic Agents | 

Life Expectancy and Aging |  

Lifestyle Changes |  

Lifestyle Changes after AMI / CAD |   



Ligaments of the Foot & Ankle |  

Light Reflex & Vision Screener |  

Light Reflex |   

Lightening |   

Lightheaded |  

Light Therapy Tx & SAD | 

Likelihood & Probability Ratio |  

Limb-Length Inequality |  

Limping |   

linaclotide (Lizness) | 

Linezolid | 

Linzess (linaclotide) | 

Lip | 

Lip & Oral Laceration |  

Lip Laceration |     

Lip Lesions |    

Lip Steroids |  

Lip, Tongue & Oral Laceration |  

Lipase Ddx | 

Lipedema |  

Lipid Components |  

Lipid d/o’s |  

Lipid Formulas & Ratios |  

Lipid Emulsions - IV | 

Lipitor (Atorvastatin) |  

Lipodystrophy 

Lipoid Pneumonia | 

Lipoma |  

Lipoprotein / Chol Sub-types & & Advanced Lipidology |  

LIPS |  

Lips Eczema |  

Lisdexamfetamine | 

Lispro (Humalog) |   

Listening - auscultation |  

Listening areas - Cardiac | 

Listeriosis |  

Lithium | 

Lithium OD | 

Little Leaguer's Elbow |  

Live Vaccines |  

Livedo Reticularis |  

Liver (Hepatic) Tumors |  

Liver (Hepatology) | 

Liver Bx |   

Liver Dz |  

Liver Failure/ Encephalopathy | 

Liver Fibrosis Tests | 

Liver Mets |  

Liver Palpation |     

Liver Transplant |   

Liver Trauma |  

Liver Tumors | 

Living Wills, POLSTs | 

Lizards and other Amphibians |  



LLQ & Flank Pain |  

LM | 

LMN |  

LMWH |  

LMWH and Other Oral Anticoagulants |  

LNRH Agonists | 

Loa Loa / Loiasis (eyeworm) & Onchocerciasis (River Blindness) | 

Local Blocks - Regional Anesthesia | 

Local Reaction |  

Localized edema |  

Locked Knee | 

Locked in Syndrome & Akinetic Mutism |  

Lock Picking | 

Lomustine (CCNU) 

Long (Basal) Insulin | 

Long (Multiple Day) ACTH Test 
Long Arm Posterior Splint | 

Long QT Syndrome |  

Long-Acting Beta2 Agonists |  

Long-acting Beta-2 Agonists Nebs |  

Long-term Asthma “Control” Meds |  

Long-Term Care |  

Long-term Steroid Use & SE’s | 

Long Thoracic Nerve Injury | 

Loop -- [Torsemide (Demadex), Furosemide (Lasix), Bumetanide (Bumex), Ethacrynic acid 

(Edecrin)] |  

Loop Diuretics |   

Lorazepam (Ativan) |  

Loss of Consciousness | 

Lovenox | 

Low Back Pain |    

Low BP |  

Low Carb Diets (Atkins, Scarsdale, Sugar Busters, South Beach) |  

Low CSF Pressure |  

Low dose naltrexone | 

Low Fat Diets:  

Low HDL |  

Low Intensity Warfarin |  

Low Testosterone |  

Low Vision Strategies |  

LOWER Back Pain |  

Lower Extremity, Instability and Habitus | 

Lower Extremity & Lumbar Neuropathy |  

Lower Extremity Arteriosclerotic Occlusive (Peripheral arterial) Dz | 

Lower Extremity Artery |  

Lower Femur Fx | 

Lower GI Bleed |  

Lower GIB |   

Lower Urinary Tract Sx’s (LUTS) |  

Low-T |  

Loxapine (Adasuve) | 

Lp(a) | 

LPFB |   

LSIL |  



Ludwig’s & Vincent's |  

Lugol’s |  

Lumbar Disk Herniation & Radiculopathy Syndromes |  

Lumbar Neuropathy |    

Lumbar Puncture (LP) |  

Lumbar Roots |  

Lumbar Spine | 

Lumbosacral Root Compression |  

Lumbosacral Root Diagram |  

Lunelle Shots |  

Lung |  

Lung Ca Syndromes |  

Lung Cancer |   

Lung Fields (Kerley lines, Consolidation etc.) |  

Lung Volume Testing Results | 

Lupus | 

LUQ |  

Lurasidone | 

Lutein |  

LUTS |  

Luvox |  

LVG |   

LVH & RVH |  

Lying |  

Lying | Personalities | Pt’s Frustrating Their Doctor |  

Lyme (Borrelia) |  

Lyme Disease |  

Lyme Syndrome | 

Lyme VAC | 

Lymph Drainage | 

Lymph Nodes Diagram | 

Lymphadenitis |   

Lymphadenopathy |   

Lymphangioleiomyomatosis (LAM) | 

Lymphangitic Carcinomatosis & Secondary & Mesothelioma |  

Lymphangitis |   

Lymphatics & Drainage - ENT |  

Lymphatics |    

Lymphatic filariasis |  

Lymphedema |   

Lymphocytes - Smears |  

Lymphocytes |   

Lymphocytic / Microscopic Colitis |  

Lymphocytic choriomeningitis virus (LCMV) 

Lymphocytic Colitis | 

Lymphocytosis |   

Lymphoma |   

Lynch Syndrome |  

Lyrica |  

Lying - Deception | 

 

M |  MC | Mem | Mi | Mo | MR | 

M genitalium | 

MAC - “Hot Tub Lung” | 



Macroglobulinemia 

Macrolides & Ketolides |  

Macrolides |    

Macrovascular | 

Macular Degeneration | 

Maddox Rod Test |  
Maggots |  

Magic mouthwash |  

Magnesium (Mg) - serum |    

Magnesium - Nutrient |  
Magnesium Sulfate |  

Magnets | Fish Bone  Swallowed |  

MAI / MAC |  

MAI in HIV |  

Majocchi’s |  

Majocchi’s Granuloma |  

Major & Minor CAD/CV Risks |  

Malabsorption |    

Malaria | 

Malarone (Atovaquone + Proguanil) |  

Male Hypogonadism |   

Male Infertility |    

Male Latex Condoms |  

Male UTI |  

Mal de Debarquement (MDD) Syndrome | 

Malignant / Pre- Lesions |  

Malignant Ascites |   

Malignant Effusions |   

Malignant Hyperthermia |   

Malignant Lesion |  

Malignant Nodules |    

Malignant OE |  

Malignant Skin Lesion |  

Malignant/ Pre- Lesions |   

Malingering |  

Mallampati Class & Anatomy |  

Mallet Finger |    

Mallory-Weis Tears |  

Malnutrition | 

Malnutrition Assessment |  
Malpractice |  

Malpresentations | 

Mamillary Duct Ectasia |  

Mammo Report, Digital & Computer Aided |  

Mammography |  

Mammography, U/s & MRI |  

Mandible Fx |  

Manganese |  

Mania | 

Manifestations of Systemic Dz |  

Manipulation and Traction | 

Mantle cell, Sézary & Burkitt's Lymphoma |  

MAOi & Emsam |  



Marburg | 

March Anemia |  

Marcus Gunn pupil |  
Marfan | 

Marfan’s Syndrome-cardiac |  

Marijuana (Cannabis) |  

Marine Envenomation’s |  

Marine Ingestions |  

Marine Injuries & Bites |   

Marine Phytoplankton & Algae | 

Mastication and Neck Anatomy |  

Mass / Nodule |  

Mass Casualty Situation |   

Mass Hysteria & Cults |  

Mass Psychogenic Illness |  

Mass Trauma Casualty Predictor |  

Massage therapy |  

Massive Hemoptysis |  

Massive Hemothorax |  

Massive PE & Percutaneous Thrombectomy |  

Mast Cell Stabilizers |  

MAST Suits |   

Mastalgia = Breast Pain | 

Mastitis / Abscess / Infections |  

Mastocytosis |  

Mastoiditis - Acute |  

Maternal Serum Profiles |  

Mattress Sutures | 

Max O2 Uptake |  

Maximal Breathing Capacity |   

MAXIMS |  

May-Hegglin anomaly (MHA) | 

MBC |  

MC | 

MCI - Mild Cognitive Impairment |  
MCP Injury / Dislocation |  

MCV |   

MD - Mediterranean Diet | 
MD - Muscular Dystrophy | 

MDMA (Ecstasy) |  

MDI Meds |  

MDI Use |   

MDS - myelodysplastic syndrome |  

Meal-Replacement Plans |  

Measles | 

Measles, Mumps & Rubella (MMR) |  

Meatal Stenosis |  

Mechanical Ventilation |  

Mechanism, Risks and Variables affecting |  

Mechlorethamine 

Meckel’s | 

Meconium |   

Med Withdrawal Syndrome |  

MED’s for Fever Reduction | 



Medial Apophysitis (Little Leaguer's Elbow) |  

Medial Epicondylar Physeal Injury | 

Medial Epicondylitis |   

Medial Tibial Stress Syndrome | 

Median Nerve |    

Median rhomboid glossitis | 

Mediastinal Mass |  

Mediastinitis | 

Medical (Radiology) Exposure Doses |  

Medical and Functional Foods |  

Medical Diseases Causing Psychiatric Sx's | 

Medical Expulsive Therapy - Stones | 

Medical Hypnosis |  

Medical Kits / Basic Meds (OTC & Rx) in Travel |  

Medical Maxims | 

Medical Statistics |  

Medically Unexplained Sx’s | 

Medicare - Notes, Hospitals & Coding |  

Medication Compliance |  

Meditation & Biofeedback | 

Mediterranean Diet | 

Medium Vessel (Kawasaki, PAN, Rheumatoid) |  

Medline / PubMed |  

MEDs - Allergy |  

MEDS - Asthma |  

MEDS - Derm |  

MEDs - ENT |  

MEDs - Overactive Bladder |  

Meds - Potentially Harmful Drugs | 

MEDs - Urologic |  

Meds & Doses Typically Used in Adults in ICU |  

Meds & Pregnancy |    

MEDS |  

Meds Causing HTN |  

Meds- Common and doses by Wt or Age | 

Meds for Dementia |  

Meds for Hypertension |  

MEDS for insomnia |  

Med-withdrawal Syndromes |  

Mees’ lines | 

Mefloquine (Lariam) |  

Megaloblastic anemias (B12 & Folate) |  

Meglitinides = Glinides [Nateglinide (Stlarlix), Repaglinide (Prandin)] |  

Melancholic |  

Melanocytic Nevi |  
Melanoma |    

Melasma (Chloasma) |  

Melatonin |    

MELD Score | 

Melioidosis | 

Melphalan (Alkeran) 

Mem | 

Memantine (Namenda) | 

Membrane Defects (Spherocytosis) etc. |  



Membrane Stripping | 

Membranous  GN |  

Memory |    

Memory in Aging |  

MEN |   

Mendelian & AD |  

Ménière’s |   

Meningitis |   

Meningococcal |   

Meningococcal VAC |  

Meningioma | 

Meniscal Injury |  

Menopausal meds |  

Menopause - Non-Rx & Alternative Tx’s |  

Menopause |  

Men's health | 

Menstrual & Uterine |   

Menstrual Cycle |   

Mental & Social Activity |  

Mental Exercises |  

Mental fitness -- Exercises for the Brain |  

Mental Retardation |  

Mental Status Exam & Definitions |    

Mentally Retarded Pt |     

Meperidine (Demerol) |   

Meralgia Paresthetica (Lateral Femoral Cutaneous Nerve) | 

Mercury |  

Mercury in Fish | 

Meropenem (Merrem) |  

Mesenteric Ischemia | 

Mesenteric Lipodystrophy |  

Mesenteric Venous Thrombosis |    

Mesna (Mesnex) 
Mesothelioma | 

Met-Hb | 

Metabolic & Mitochondrial Myopathies    

Metabolic Acidosis |   

Metabolic Alkalosis |  

Metabolic and Bone Dz |   

Metabolic Myopathy |  

Metabolic Syndrome-X |  

Metabolic/ Infectious / PML |  

Metacarpal Fx’s |  

Metal Sensitivity / Allergy | 

Metatarsal & Calcaneal Stress Fx | 

Metatarsal fx |  

Metatarsal Stress Fx |     

Metatarsalgia |  

Metformin (Glucophage) |  

Methadone |   

Methamphetamine (Desoxyn) |  

Methamphetamine - Crystal Meth | 

Methanol |   



Methemoglobinemia |  

Methimazole |  

Methotrexate (MTX, Amethopterin) 

Methotrexate (Rheumatrex, MTX) |    

Methylene Blue |  

Methylene Blue and Wayson Stain - Microbiology | 

Methylene Chloride & Mustard Oil… |  

Methylphenidate (Ritalin, Daytrana, Concerta, Focalin = Dexmethylphenidate) |  

Metronidazole (Flagyl), Chloramphenicol, Telavancin (Vibativ) |  

MET's- Cancer |  

METS - Exercise Physiology |  

Mexiletine (Mexitil) |  

Mg |  

MGUS | 

Mi | 

Micro - Urine |  

Micro / Sediment |  

Microalbuminuria |  

Microangiopathic |  

Microdermabrasion, Focused Ultrasound, Cellulite | 

Microhyphema |  

Microscopic Colitis | 

Microscopic Polyangiitis |  

Microneedling & Scars |   

Microsporidia |  

Microtubule Polymer Stabilizers |  

Microvascular |  

Mid position pupil |  
Middle Mediastinum |  

Midges, Beetles, Centipedes, Millipedes & Other |  

Migraine |   

Migratory arthritis |  

Mild Cognitive Impairment (MCI) |  

Mild Hypothermia |  

Milia | 

Military Medicine | 

Milk Alkali |   

Milk Allergy |  

Milk Thistle |   

Milligrams |  

Military Medicine | 

Mindfulness & Mindful Meditations | 

Mineralocorticoid | 

Mineralocorticoid Excess |   

Mineralocorticoid receptor antagonist -- Spironolactone (Aldactone), Eplerenone (Inspra) |  

MiniCog, SLUMS & MMSE |  

Minimal Change Dz |  

Minimally Conscious State |  

Minimizing the Spread of Viral Illness |  

Mini-MSE (MMSE) |  

Minocycline (Minocin) |  

Minor CAD Risks | 

Minor wound First Aid |  

Miosis |  



Miosis, Mydriasis and Nystagmus in Toxidromes |  

Miotic Meds |  

Milotic’s | 

Mirapex | 

Mirtazapine (Remeron) | 

Miscarriage / Abortion |  

Missed Pills & Common Non-Contraceptive uses of OCPs |  

Mite (Demodex) Infestation | 

Mitragyna (Kratom) | 

Mitochondrial & Multifactorial Inheritance |  

Mitochondrial Myopathy | 

Mitomycin (Mutamycin) 

Mitotane (o, p'-DDD, Lysodren) 

Mitoxantrone (Mitoxantrone)  

Mitoxantrone] | 

Mixed (MCTD) |  

Mixed Acid-Base Disorders |  

Mixed Connective Tissue D/o |   

Mixed Incontinence |  

Mixed insulins 

Mixed Mood |  

Mixed Urinary Incontinence |  

MMPI, Sentence Completion Test | 

MMR |  

MMSE |   

MO | 

Modafinil | | 

Modifiable Cancer Risk Factors |  

Mohs |  

Molar Pregnancy = Chorionic Tumors | 

Mold Allergy  

Mold Hypersensitivity | 

Molds |   

Mollusca (Shellfish), Starfish, Sea Urchins, Sea Cucumbers) |  

Molluscum |    

Molybdenum |  

Mongolian Spots |  

Monkeypox | 

Mono |  

Monoarthritis |  

Monobactams (Aztreonam) |  

Monoclonal Ab’s | 

Monocyte - smears |  

Monocyte |   

Monocytosis |  

Montelukast |  

Mononeuritis multiplex | 

Mood |  

Mood D/o |  

Mood Swings |  

Moraxella |   

Moraxella PNA |  

Morbilliform / Urticarial |  
Morgellons disease | 



Moricizine (Ethmozine) |  

Morning Sickness and Hyperemesis gravidarum |  

Morning Stiffness |  

Morphea |  

Morphine Sulfate (MS) |     

Mortality |  

Mottling - Livedo Reticularis |  

Motivational Interviewing | 

Morton Neuroma |    

Motion (Sea) Sick and Other | 

Motor |    

Mountain Sickness | 

Mouth |   

Mouth, Tongue, Lips, Salivary |  

Movement Disorders |   

Moxifloxacin | 

Moyamoya Disease | 

Mpox | 

MPGN |  

MR - Mitral Regurge |  

MR | 

MRA |  

MRI |  

MRI-related Nephrogenic Systemic Fibrosis | 

MRSA |   

MS |  

MSA | 

MS Contin |   

MSOF / MODS |  

MTX, Misoprostol, Mifepristone, Surgical |  
Mucolytics | 

Mucormycosis (Zygomycosis) |  

Mucormycosis - Rhinocerebral | 
Mucosal Venous Malformations | 

Mucositis |  

Mucous / Myxoid cysts - digital |   
Muehrcke lines | 

Multifocal motor neuropathy |  

Multiple Chemical Sensitivity Syndrome | 

Multiple Cranial Nerve Lesions |  

Multiple Day ACTH Test |  
Multiple Endocrine Neoplasia | 

Multiple Gestations (Twins) |  

Multiple Myeloma |  

Multiple Nodules |  

Multiple Sclerosis |    

Multiple System Atrophy (MSA) | 

Mumps |  

Munchausen |   

MUPS - medically Unexplained Sx’s |  

Murmurs |   

Muscle Cramps & Soreness | 

Muscle Relaxer |   

Muscle Testing & Pectoral Injury |  



Muscle Toxicity | 

Muscular Dystrophy | 

Muscle Soreness | 

Musculocutaneous and Cervical Nerves |  

Musculoskeletal |  
Musculoskeletal Pain |  

Mushrooms |   

Music | 

Mutisms, Catatonia |   

Muslims - Ramadan etc. | 
MV |  

MVP |   

Myalgic encephalomyelitis (CFS/ME) | 

Myasthenia Gravis |  

Mycobacterial | 
Mycobacteria - Atypical | 
Mycobacterium marinum (Swimming Pool Granuloma) | 

Mycobacterium avium | 

Mycobacterium ulcerans (Buruli ulcer) | 

Mycoplasma genitalium | 

Mycoplasma pneumonia |  

Mycosis Fungoides & Sezary |  

Mycotoxin | 

Mydriasis |  

Myeloblasts | 

Myelodysplastic Syndrome |  

Myelofibrosis | 

Myelopathy |  

Myeloproliferative (ET, PV, MF) | 

Myelitis - Acute Flacid (AFM)  |  

Myiasis | 

Myocardial Perfusion Study | 

Myocarditis |   

Myoclonic Jerks |   

Myoclonus |  

Myoglobin | 

Myofascial Pain Syndrome (MPS) & Trigger Points |   

Myopathy & Myositis |  

Myopia |  

Myopyositis (Muscle Abscess) |  

Myoview |  

Myrbetriq (Mirabegron)| 

Mysoline | 

Myxedema Coma |   

Myxoid cysts - digital |  
N |  Ne | Ng | Np | 

N95 | 

Na intake (foods) & HTN | 

N-Acetylcysteine (Mucomyst) |  

Naegleria fowleri and Acanthamoeba) | 

NAFL |  

NAFLD | 

Nail Bed / Plate Bx |  

Nail Dyschromia |     



Nail Dystrophy |  

Nail Fold Analysis | 

Nails |  

Nalidixic Acid) |  

Nalmefene & Baclofen | 

Nalmefene (Revex) |  

Naloxone (Narcan, Evzio) |  

Naltrexone (Revia) | 

Namenda | 

Nandrolone decanoate 

Napping & Dreaming |  

Napping | 

Narcissistic | 

Narcolepsy |  

Narcotics |   

Narcotics, Naphthalene… |  

NARES | 

Narrow Gap Metabolic Acidosis |  

Nasal Airway |  

Nasal corticosteroids |  

Nasal FB |  

Nasal Foreign Body |    

Nasal Fx | 

Nasal Irrigation |  

Nasal Meds | 

Nasal Polyps |  

Nasal Trauma (Fx, laceration, hematoma, perforation) |  

Nasal Trauma |    

Nasal Vestibulitis |  

NASH |   

Nasoduodenal / Nasojejunal |  

Nasogastric Tube |   

Nasolaryngoscopy |  

Naso-Orbit-Ethmoid & Zygomatic Arch (Tripod) |  

Nasopharyngeal & Oropharyngeal Cancer |  

Nasopharyngeal |  

Nasopharyngeal Cancer |  

Nasopharyngeal swab & DDx | 

Natalizumab] | 

Native American healers | 

Natrecor (Nesiritide) | 

Natural = Safe? |  

Natural Ways to Lower BP | 

Nausea & Vomiting |   

Nausea |  

NC (nasal cannula) |  

NCS/ EMG |  

Ne | 

NE |  

Nebivolol (Bystolic) |  

Nebulized |  

Nebulizer |  

Necator americanus |  

Neck Adenopathy W/u |  



Neck Mass |  

Neck Pain |  

Neck Rehab Exercises | 

Neck Trauma | 

NECK-Cervical Pain Syndromes |  

Necrobiosis Lipoidica Diabeticorum |  

Necrotizing |  

Necrotizing Enterocolitis (NEC) |  

Necrotizing Fasciitis |  

Necrotizing Infections |   

Necrotizing Ulcerative Periodontitis | 

Needle (Emergency) Crico |  

Needlestick | 

Needle Thoracentesis Decompression | 

Neer Fx | Smith Fx |   

Nefazodone (Serzone) |  

Nephrogenic Systemic Fibrosis | 

Negative Calorie Foods |  

Negative Pressure (VAC) |  

Neglect |  
Neisseria gonorrhea | 

Neisseria meningitidis - meningococcal | 
Nelfinavir (Viracept, NFV) |  

Nemato 

Nematodes |  

Neonatal Sz & Infantile Spasms |  

Neonate Physical & Neuro Exam |  

Neonates & Babies |   

Nephritic |  

Nephritis - lupus 

Nephritis | 

Nephro |  

Nephrocalcinosis & Nephrogenic Systemic Fibrosis | 

Nephrogenic DI | 

Nephrologist Eval |  
Nephrology |  

Nephropathy |    

Nephrostomy and Ureteral Stents | 

Nephrotic |   

Nephrotoxicity |  

Nerve & Brachial Plexus |  

Nerve & Vascular injury |  

Nerve Agents | 

Nerve Blocks |   

Nerve Blocks and Ablative Techniques | 

Nerve Conduction Velocity (NCV) 

Nerve Gas (Tabun, Sarin, Soman, VX) | 

Nerve Injury Grade |  

Nerves & Dermatomes of LE - front |  

Nerves, Testing & Quadriceps Injuries |  

Nervous System (Neuro and Psych) |  

Netti Pot - Sinus Irrigation |   

Neumega 



Neupro |  

Neuralgia (Post-herpetic) |  

Neuraminidase inhibitors: Oseltamivir (Tamiflu) & Zanamivir (Relenza) |  

Neuro Exam |  

Neuro Levels |  

Neuro pearls / Approach |  

Neurocysticercosis | 

Neuro-Dermatitis - Lichen Simplex Chronicus | 

Neuroendocrine Tumors |  

Neurofibromatosis |  

Neurogenic (central) DI |  

Neurogenic Claudication |   

Neuroimaging in Sz |  

Neurol |  

Neuroleptic Malignant Syndrome (NMS) | 

Neuroleptics (Antipsychotics)(Older agents) |  

Neurologic Patterns / Alterations | 

Neurology |  

Neuromuscular (NM) Block | 

Neuromyelitis optica (NMO) |  

Neuropathic / Charcot arthritis |  

Neuropathic Pain Tx |  

Neuropathic Ulcers |   

Neuropathy  

Neuropraxia |      

Neurotic Excoriations | 

Neutropenia |  

Neutropenic fever 

Neutrophilia |  

Neutrophils |   

Nevirapine (Viramune, NVP) |  

Nevus anemicus | 

Nevus Depigmentosus | 

Newborn (<1mo) Fever |  

Newborn Jaundice |  

Newer / Atypical Meds |  

Nexium | 

Ng | 

NGAL | 

NGT |  

NGU & M genitalium |  

NGU |  

NHL (Burkitt, Lymphoblasic, Mantle-cell) |  

Niacin (B3) |  

Nicotine | 

Nicotine OD | 

Nicotine Replacement Products: Spray |  

Niemann-Pick disease | 

Night Blindness |  

Night Eating & Binge Eating |  

Night Sweats |  

Night Terrors |  

Nightmares |   

NIH Stroke Scale |  



Nipple Disorders |    

Nit Removal (Combing & Inspection) | 

Nitrates / Nitroglycerin (NTG) |  

Nitrous Oxide | 

Nitric Oxide (FENO) | 

Nitrite - Urine |  

Nitro |  

Nitro Drip |   

Nitrogen Narcosis |   

Nitroprusside |  

Nitrous Oxide – NO2 | 

Nits |  

NMO (neuromyelitis optica) | 

NMS |   

NNT & Communicating Risks and Benefits |  

No pulse |  

No Scalpel & Vasclip | 

Nocturia |  

Nocturnal Enuresis (Bed wetting) |  

Nocturnal Leg Cramps |   

Nodal Ablation & Surgery |  

Nodular lymphangitis. 

Nodules - Skin |  

Noma | 

Non Gonococcal Urethritis |   

Non-Allergic Rhinitis |  

Nonallergic Rhinitis Eosinophilia Syndrome (NARES) |  

Non-Benzo Agonists (Zolpidem, Zaleplon and Eszopiclone) |  

Non-Classic (late onset) CAH | 

Non-commercial Diets |  

Non-Depolarizing |  

Non-freezing cold injury (NFCI) - Trench foot | 

Non-Hodgkin’s Lymphoma |  

Non-immune (Most Common) |  

Non-immune food allergy |  

Non-Infective & Marantic Endocarditis | 

Noninflammatory | 

Non-invasive Ventilation |  

Non-occupational HIV exposure |  

Non-palpable Purpura |  

Non-pharm Tx - Headaches |  

Nonpuerperal Mastitis |  

NonRebreather |  

Non-ruptured Aneurysms & Fistulas |  

Non-Stress Test (NST) 

Nonvenereal Treponematoses (Yaws, Pinta, etc.) |  
Normal AGMA |  

Normal Distribution | 

Normal Losses |  

Normal Memory in Aging |  

Normal Pressure Hydrocephalus |  

Normal Variants in Puberty & Genital Stages |  

Normocytic |    

Normocytic anemia |  



Noroviruses |  

Norplant |    

Nose (Nasal Vestibulitis, Septal Abscess & Granulomas) |  

Nose |  

Nose Bleed - epistaxis |  

Nosocomial Pneumonia | 

Notalgia paresthetica & Lichen Simplex Chronicus | 

Notes - OBGYN |  

Notes - Orders, Hospitals & Coding | 

Notification & What to do next |  
Novantrone (Mitoxantrone)] | 

Np | 

NPH - insulin |  

NPH - hydrocephalus | 

NPV |  

NQMI / NSTEMI / Acute Coronary Syndrome |  

NSAID toxicity |  

NSAIDs - Ocular |  

NSAIDs & CV Risks | 

NSAIDs |    

NSAIDs Allergy |  

NSAIDs, ASA & Other |  

NSAIDs - Topical |  

NSF-  Nephrogenic Systemic Fibrosis | 

NSTEMI |  

NTG |  

NT-proBNP  |  

Nuclear Casualty Situation |  

Nucleated |  

NUD |   

Nursemaids Elbow |   

Nursing Home Pneumonia |  

Nursing Home Visit Coding |  

Nursing Homes / Care Oversight / Home Visits |  

Nursing Homes |  

Nutcracker |   

Nutcracker Esoph | 

Nutraceutical (Herbal) Agents |  

Nutrients / Vitamins |  

Nutrition / Diet |  

Nutrition |  

Nutrition in Elderly |   

Nutritional Support |  

Nuts, Legumes & Herbs | 

Nystagmus | 

Nystatin |   

 

O |   On | OS | 

O157 |H7) 

O2 |  

O2 therapy |  

OA |   

OA Meds  

OAS - Oral Allergy Syndrome |  



OAVRT |  

OB H&P |  

Obese Children |  

Obesity |   

Obesity Epidemic |  

Obesity Hypoventilation Syndrome (OHS = Pickwickian) |  

Obesity Surgeries & Post-op Concerns |  

OBGYN- Notes |      

Obsessive Compulsive Disorder - OCD |   

Obsessive-Compulsive PD | 

Obstipation & Opioid induced |  

Obstructions (Ileus, SBO, Intussusception and Volvulus) | 

Obstructions of Intestines | 

Obstructions-GI |   

Obstructive-Lung |   

Obturator, Gluteal, Inguinal |  
OC (Oleoresin of Capsicum) & Personal Protection Irritant Liquid Dispersion Devices | Vomiting 

Agents & Noxious Chemicals | 

Occipital Neuralgia | 

Occipital Nerve Blocks | 

Occlusive Dressing |  

Ocular |  

Ocular Nerve Lesions |  

Occult GIB |   

Occupational |  
Occupational Asthma | 

Occupational Exposures | 

Occupational HIV |  

Occupational Infections |  

Occupational-Related Dermatitis | 

OCD |   

OCP Pills |  

OCP’s to HRT |  

Octopuses & Squid |  

Octreotide 

Ocular SE of Systemic Drugs |  

Oculomotor Palsy (CN 3) |  

OD- Overdose - TOXIDROMES |  

Odd & Hazard Ratios (OR, LR & HR) |  

Odor (Body & Foot)(Bromhidrosis) & Anhidrosis |  

Odors & Epidemiology |  

Odors in Toxidromes | 

OE |  

Office Cystometry |  

Off-Label Drug Use |  

Off-Loading |  

OH - orthostatic | 

Olanzapine (Zyprexa) | 

Olecranon Bursitis |   

Oliguria |  

OM with Effusion (OME) |  

OM with Effusion |  

Omalizumab |  



OME |  

Omega-3 fatty acids (Fish oil) | 

Omeprazole (Prilosec) | 

Osmolarity & Osmolar Gap |  

Osmolarity |  

ON | 

Onchocerciasis (River Blindness) 

Oncogenes |  

Oncology |  

Oncology Emergencies |  

Onfi | 
Online Ratings / Internet | 

Onycholysis |  

Onychomycosis (Nails) |  

Open Angle Glaucoma |  

Open Fx’s & Traction |  

Opening Pressure |  

Opening Snap |  

Operative Technique | 

Ophth Abbr.’s |  

Ophthalmia neonatorum |  

Ophthalmology |  

Ophtho Exam | 

Ophthalmoscopy | 

Opiate |  

Opiates & IV Drugs |  

Opioid Abuse / Withdrawal | 

Opioids |   

Oppositional Defiant Disorder | Violence |  

Optic Disc Atrophy |  

Optic Neuritis |  

Oral Abx - Acne |  

Oral Albuterol |  
Oral Allergy Syndrome |  

Oral Blocks |  

Oral Cancer | 

Oral Contraception |  

Oral Cyst |  

Oral Estrogen |   

Oral Factor Xa inhibitors: Rivaroxaban (Xarelto) | Apixaban (Eliquis) |  

Oral Fibroma / Papillomas & Cancers | 

Oral Laceration |  

Oral Lesions |  

Oral Leukoplakia |    

Oral Lichen Planus |  

Oral Metaproterenol |  
Oral Nutritional support Formulations | 

Oral PDE-5 Info & SE’s |  

Oral Progesterone |  

Oral Rehydration |  

Oral Supplements |  

Oral Ulcers |    

Orange Tinge |  

Orbital Blow-out fx , Zygomatic Arch, LaFort) | 



Orbital Blowout Fx / Foreign Body |  

Orbital Cellulitis |  

Orbital Emphysema |  

Orchitis |   

Orders & Notes |  

Orders, Notes, Hospitals & Coding |  

Orf, Sporotrichosis, Vibrio, Mycobacteria etc. | 

Organic |  

Organic Foods | 

Orientation |  

Orofacial Pain |   

Oropharyngeal Dysphagia |    

Oropharyngeal FB |  

ORT / ORS |  

Ortho |  

Ortho Conditions |  

Ortho Evra Patch & Spermicidal Devices |  

Orthodontic Complications and Terms |  

Orthoses | 

Orthostatic Hypotension (OH) |  

Orthostatic Proteinuria |  

OS | 

Oseltamivir (Tamilflu) | 

Osgood-Schlatter Dz |  

Osler-Weber-Rendu | 

Osmolality - Urine |  

Osmolality |  

Osmolar Gap | 

Osmotic Diarrhea |  

Osmotic Fragility Test | 
Osmotic Laxatives - Pediatrics |  

Osmotic Laxatives |   

Osteoarthritis | 

Osteochondritis Desiccans (foot) |   

Osteochondritis Desiccans (OCD) |  

Osteochondritis Dissecans-knee |   

Osteogenesis imperfecta | 

Osteolysis of Distal Clavicle |   

Osteomalacia | 

Osteomyelitis |   

Osteonecrosis - Jaw | 

Osteonecrosis (AVN) |  

Osteopathy (DO) | 

Osteoporosis |  

Osteoporosis tx |  

Ostomy |  

Otalgia |    

Otitis Externa (OE) |    

Otitis Media |  

Otitis Media with Effusion (OME) |  

Otosclerosis | 

Outbreaks & Medical Surveillance |  

Outer: Perineum & Vulvar |  

Ovalocyte |  



Ovarian Cancer |     

Ovarian Cancer Screening |  

Ovarian Cyst |  
Ovarian Failure |   

Ovarian Function 

Ovarian Torsion |   

Ovary |  

Overactive Bladder | 

Overcome Objections & Excuses |  

Overdiagnosis in Medicine | 

Overdose - OD - TOXIDROMES |  

Overflow - incontinence |  

Overflow (Retention) |  

Overflow Incontinence |     

Overflow Proteinuria |  

Overnight, Low-Dose & Dex-CRH) Suppression Test  
Over-Prescribing Abx? |  

Overproducers: Allopurinol, Febuxostat (Uloric) & Pegloticase (Krystexxa) |  

Oversedation |   

Overtraining Syndrome & Exercise Addiction | 

Overuse H-A |  

Overuse Injuries |   

Overview of What to Eat |  
Ovulation Failure FSH & AMH |  

Oxacillin Resistance |  

Oxalates - urine and diet | 

Oxaliplatin (Diamino cyclohexane platinum, DACH-platinum, Eloxatin) 

Oxazepam (Serax), Herbal & Others |  

Oxcarbazepine (Trileptal) |  

Oxidative Stress, Diet and Inflammation | 

Oxybutynin (Ditropan, Oxytrol, Gelnique) | 

Oxymorphone |   

Oxytocin | 

P |  Pap | Pep | Per-Pf | Ph |  PL | Po | Pr-Pri | Pro | Ps | Pu | 

P wave |  

P-450 System | 

P-Glycoprotein Interactions | 

PA = Pernicious Anemia - B12 |  

PA Cath Patterns |    

PAC |   

Pacemaker |  

Pacemakers & Guidelines | 

Pacer’s Transvenous & Transthoracic |  

Packing Bags & Trip Prep Lists |  

Paclitaxel  (Taxol) 
PaCO2 & Hypercapnia | 

Paget’s - Bones |   

Pain - Pelvic |  

Pain - Gyn |  

Pain and Substance Abusers |   

Pain in eye |  

Pain Management |  
Pain Pumps | 



Pain - Diffuse Pain | 

Paleo Diet |  

Palindromic Rheumatism |   

Paliperidone | 

Palivizumab 

Palliative |  

Palliative Sx Management |   

Palmoplantar keratodermas |  

Palpable Purpura |  

Palpation |  

Palpitations |  

PALS |   

Pamidronate (Aredia) 

PAN | 

Pancreas - Transplant |  
Pancreatic Ca |   

Pancreatic Cysts & Enlargement | 

Pancreatic Enzymes |    

Pancreatic insufficiency |   

Pancreatic Tumors |  

Pancreatitis & Post-Cholecystectomy syndrome |  

Pancreatitis |   

Pancreatic incidentaloma | 

PANDAS = Pediatric Autoimmune Neuropsychiatric Disorders Associated with Strep infection | 

Pandemic |  

Panic D/o |  

Panniculitis |  

Pantoprazole (Protonix) | 

Pantothenic Acid |  

  PAP | 

PAP - Smear Exam & Intervals |  

PAP procedure |  

Pap Results (ASC-US, LSIL, HSIL, AGUS, CIN etc.) |  

Pap Results |      

PAP Smear |  

Papaverines (Verap) |  

Papilledema |   

Papillitis / Retinitis |  

Papillomatosis |  

Pappenheimer |  

PAR |  

Paracentesis - Abd |  

Paracoccidioidomycosis | 

Paragonimus |   

Paralysis |  

Paralyzing (NM Block) | 

Paraneoplastic Syndromes |    

Paraphimosis |   

Paraproteinemias - Plasma Cell Dyscrasias (MM, Amyloid...) | 

Parasite Rx |  

Parasites & Insects |   

PARASITES (Insects & Intestinal) |  

Parasites in Travelers |  

Parasitic Cholangitis |   



Parasomnias (Walking & Arousal D/o) |  

Parasomnias |  

Parathyroid |   

Parathyroid Ca | 

Parenchymal Patterns |  

Parenteral Solutions |  

Parathyroid Hormone Analogs: Teriparatide (Forteo) & Tymlos (Abaloparatide) - Osteoporosis Tx 

| 

Parenting Advice & Guidelines |  

Parenting Advice (Meals, Personality, Driving, Sleep etc.) & Guidelines |  

Parkinson’s |  

Parkinson’s Dz |   

Parlodel |  

Paronychia |    

Parotid |  

Paroxetine (Paxil) |  

Paroxysmal & Ballism |  

Parsonage Turner syndrome - Brachial Plexus Neuritis (Idiopathic) | 

Partial |  
Partial Rebreather |  

Partner Therapy |  

Parvo B19 | 

Paste/ Oint - Nitro | 

Patch testing.  

Patellar Dislocations |   

Patellar Subluxation |   

Patellar Tendonitis |  

Patellofemoral Syndrome |   

Patent Ductus Arteriosus | 

Patent Foramen Ovale (PFO) | 

Patent Foramen Ovale | 

Pathologic & Congenital Heart Defects |  

Patient Education on Antibiotics | 

Patellar Rupture | 

Patulous eustachian tube | 

Pauses | 

PAWP |  

Paxil |  

PBC (Biliary Cirrhosis) |  

PCA pumps | 

PC SPES |  

PCB’s, Pennyroyal Phenol & Phenytoin (Dilantin)… |  

PCI / Angioplasty |  

PC-IRV |  

PCL Tear |  

PCN - 1st Gen |  

PCN - 2nd Gen (Oxacillin, Nafcillin, Methicillin, Cloxacillin, Dicloxacillin) |  

PCN |  

PCN 3rd Gen (Amoxicillin, Amox-Clavulanic acid = Augmentin, Amp-Sulbactam = Unasyn, 
Ampicillin, Bacampicillin) |  

PCN 4th Gen (Piperacillin, Ticarcillin, Ticarcillin-clavulanic = Timentin, Piperacillin-Tazobactam = 
Zosyn) | 

PCN Allergy |  

PCOS |  



PCP / PJP |  

PCP |   

PCTA & Stents |  

PCTA / CABG |  

PCV |  

PCV-7 & 13 |  

PDA |  

P-dominant OCP's | 

Pe | 

PE | 

PEA |  

Peak expiratory flow 

Peak Flow | 

Peanut Allergy |  

Pearls & Maxims in Medicine | 

Pectoral Injury | 

Pectoral M. Injury / Rupture |  

Pectus excavatum & Carinatum | 

Ped’s foot-ankle d/o |  

Pediatric - Migraines |  

Pediatric - Urology |  

Pediatric Back & Scoliosis |  

PEDIATRIC Derm |  

Pediatric Dyslipidemia | 

Pediatric Emergencies |   

Pediatric Exanthems |  

Pediatric Fever & Infections |  

Pediatric FUO |  

Pediatric Hernias |  

Pediatric HTN | 

Pediatric Limp |  

Pediatric Sedation | 

Pediatric Septic Arthritis | 

Pediatric UTI |  

Pediatric Voiding Disorder |  

PEDIATRICS |  

Pediatrics |  

Pediatrix (combo) | 

Pedophilia & Incest |  
Peds Hypoplastic |  

PEEP |   

PEG (Gastrostomy) |  

Pegasys (INF-2a) |  

Peg-Intron (INF-2b) |  

Peg-Intron |  

PEGJ |   

Pelger-Huet abnormality / Anomoly | 

Pelvic Examination |    

Pelvic Inflammatory (PID) |  

Pelvic Floor Physical Therapy |  

Pelvic Mass | 

Pelvic Pain |  

Pelvic Prolapse |  

Pelvic Relaxation |  



Pelvic Trauma |  

Pelvis Types & Anatomy |  

Pemetrexed 

Pemoline (Cylert) |  

Pemphigoid |  

Pemphigus Vulgaris |   

Penetrating / Knife |  

Penetrating Neck Trauma |  

Penetrating trauma, Diaphragmatic Hernias, Traumatic Asphyxia & Tracheobronchial Disruption |    

Penicillins |    

Penile & Scrotal Trauma |  

Penile |      

Penile Ca |  

Penile Cancer | 

Penile Nerve Block |  

Penile Trauma |  

Pens - Insulin |  

Pentostatin (2'-Deoxycoformycin, Nipent, dCF) 

People of Color and Skin Changes |  

PEP/ Needlestick |  

Pepper - capsicum | 

Peppermint |  

Peptic (Stomach) Ulcer Dz (PUD) |  

PER | 

Perampanel (Fycompa) | 

Perceptual (Hallucinations etc.) |  

Percussion |  

Perfectionism |  

Perforated TM |     

Perforation/ Peritonitis |  

Performance Characteristics of Athletes | 

Performance Fuel  

Pergolide (Permax) | 

Pericardial Friction Rub |  

Pericardiocentesis |  

Pericarditis | 

Pericarditis, Tamponade and Contusion 

Perichondritis - Ear | 

Perineal Dermatitis |  

Perineal Lac Repair |  

Perineal Laceration | 

Perineal Lesions | 

Periodic Exams |  

Periodic Limb Movements of Sleep (PLMS) |   

Periodontal Abscess |  

Periodontitis / Gingivitis 

Peri-op Beta-blocker |  

Perioperative |   

Peri-Operative Eval |  

Perioperative Management of Antithrombotic Therapy & Diagnosis of DVT | 

Perioral Dermatitis |     

Periorbital Contusion |  

Periorbital edema | 

Peri-partum |  



Peri-partum cardiomyopathy | Dilated & Hypertrophic cardiomyopathy |  

Peripartum Emergencies |    

Peripheral & Carotid Pulses |  

Peripheral IV / Capillary |  

Peripheral Neuron Antagonists |  

Peripheral Neuropathy |  

Peripheral Smears | 

Peripheral Vascular Disease |   

Peritoneal |  

Peritoneal Abscess | 

Peritoneal Lavage |   

Peritoneal Signs |  

Peritonitis |  

Peritonitis-Abd Abscess |  

Peritonsillar Abscess |  

Permanent Methods (Tubal, Essure, Quinacrine) |  

Permax | 

Pernio, Cold intolerance Syndrome & Other |  

Pernicious Anemia - B12 |  

Personality Traits | 

Peroneal (Foot Drop) | 

Peroneal Nerve | 

Peroneal Tendonitis | 

Peroneal, Sural, Tibial & Saphenous Nerves |  

Peroxisomal d/o’s & Lysosomal Storage / Enzyme Disorders |  

Perennial Allergic Rhinitis - PAR |  

Persistent Vegetative State (PVS) |  

Personal Antiterrorism Measures Abroad and Traveling |   

Personal Protective Equipment (PPE) | 

Personality Changes |  

Personality D/o | 

Personalized Medicine | 

Pertussis |  

Pertussis Vaccine (DTap & Tdap) | 

Pes Anserine Bursitis) |  

Pes planus (flat) & Pes Cavus - Feet | 

Pessary |     

Pesticide / Organophosphate | 

Pet Exposures | 

PET Scan |  

Petechiae |  

Petechiae & Purpura | 

Peyronie |    

Pfiesteria |  

PFO |  

PFS |  

PFT’s |  

PH | 

PH - Acid-Base | 

pH - Urine |  

Phagocytes |  

Phagocytic system |  

Phantom Limb Pain & Stump Pain | 

Pharm Stress Echo | 



Pharmaco-genetics | 

Pharmaco-kinetics |  

Pharmacologic Pupil |   
Pharmacotherapy |  

Pharyngeal Foreign Body |   

Pharyngitis |  

Phases of acute RF |  

Phenobarbital (Solfoton) |  

Phenol Ablation of Nail | 

Phenylketonuria (PKU) | 

Phenytoin (Dilantin) |  

Pheochromocytoma |  

Philadelphia Chromosome |  

Phimosis |  

Phlebitis | 

Phlegm - Sputum |  

Phobias | 

Phonogram of Abnormal Heart Sounds |  

Phorias & Tropias |  

Phosphate (P) |    

Phosphorus |  

Phosphodiesterase (PDE-3) Inhibitors |  

Photoaged Skin |   

Photoallergic, Photodermatosis / Phytophotodermatitis |  

Photophobia |  

Photopsias | 

Photosensitivity |   

Photoxic & Drugs Causes |  

Physical & Physiologic Changes |  

Physical Abuse |  

Physical Assessment | 

Physical Exam | 

Physical Exam - Chest & Abnormalities |  

Physical Therapy and Rehabilitation |  

Physician-Assisted Suicide | 

Physicians advice - Alternative Medicine |  

Physics of vision & Lenses |  

Physiologic Changes with Aging |  

Physiologic Vaginal d/c |  

Physiology (Nerves & Muscles) | 

Physiology - Exercise |  

Physostigmine (Antilirium) |  

Phytoestrogen |  

Phytonadione (Vit-K) |  

Pica |   

PICC | 

Picks |   

Picky Eaters | 

PID |    

Piercing - body | 

Pigmentation |   

Pigmented Fungiform Papillae |  

Pigmented Oral Lesions |  

Pigmented Villonodular Synovitis |   



Pill-Cam |  

Pilomatrixoma |     

Pilonidal Abscess |   

Pilonidal Cyst |  

Pincer Nail |  
Pinguecula/ Pterygium |  

Pink Puffer |   

Pinta | 
Pinworms |   

PIP Injury / Dislocation |  

Piriformis Syndrome |    

Pisiform Fx |  

Pits in Nails |  

Pitted Keratolysis |    

Pituitary |  

Pityriasis Alba |     

Pityriasis Rosea |  

Pityriasis rubra pilaris |   

PJP / PCP | 

PKU | 

Pl |  

Placebo Effect |  

Placenta | 

Placenta Accreta | 

Placenta previa | 

Plagiocephaly: Skull Shape | 

Plague |  

Plant Alkaloids |  

Plant Dermatitis | 

Plant, Clothing & Occupational Dermatitis | 

Plantar Fasciitis |  

Plantar Laceration | 

Plants |  

Plaque |  

Plasma Cell Dyscrasias (Waldenstrom, Myeloma etc.) |  

Plasmapheresis |  

Plaster of Paris | 

Platelet Concentrate |   

Platelet Pheresis |   

Platelet-Rich Plasma (PRP) | 

Platelets |  

Plavix (Clopidogrel) |   

Plesiomonas |  

Pleural Effusion |   

Pleurisy |   

Pleurodesis |  

Pleurodesis | 

Plica Syndrome | 

Plicamycin (Mithracin) 

PLMS |  

Plummer’s nails | 

Plummer-Vinson |   

Plyometric Training | 

PML | 



PMR |  

Pneumonia Severity Index | 

PNES - pseudoseizure |  

Pneumococcal (Pneumovax, PPSV23) |  

Pneumoconiosis |  

Pneumocystis = PCP / PJP |   

Pneumomediastinum |  

Pneumonia |  

Pneumonia |   

Pneumonia Severity Index | 

Pneumonitis |   

Pneumopericardium |  

Pneumothorax (PTX) |   

PNH |   

POEMS | 

Po | 

Point-of-Care U/S (POCUS) |  

Poison Ivy\Oak and Plant Dermatitis | 

Poisoning |  

Polarized Microscopy |     

Police - Dealing with Law Enforcement | 
Polio | 

Poliomyelitis |  

Pollen Allergy (Trees, Grasses, Weeds) |  

Pollen Count |  
Pollens (Trees, Grasses, Weeds) |  

POLST | 

Polyarthritis |      

Polycystic Kidney Disease | 

Polycystic Ovary Syndrome (PCOS) |  

Polycythemia Vera |   

Polydactyly) | 

Polymorphic Light Eruption (PMLE) | 

Polymyalgia Rheumatica (PMR) |  

Polymyalgia Rheumatica |  

Polymyositis / Dermatomyositis |  

Polypill | 
Polyps - Colon |  

Polysaccharides, Laminates, Contact layers (Silverlon) Dressingss |  

Polyuria – urinary frequency | 

Pompholyx (Dyshidrotic Eczema) |  

Popliteal & Other Aneurysms |  

Popliteal Tendonitis & Artery / Nerve Entrapments | 

Popliteal (Bakers) Cyst | 
Popliteus Tendinitis | 

Pork (Taenia solium) |  

Pork / Cystircercosis (Taenia solium) |  

Porphyria |    

Porphyria Cutanea Tarda |  

Portal HTN |   

Portal Vein Thrombosis |   

Ports |  

Portuguese Man-of-war | 

Positional Release Techniques | 



Positional Plagiocephaly: Skull Shape | 

Post (Chronic) - Lyme Syndrome |  

Post Acute MI complications |  

Post-Coital Bleeding & DUB Ddx |  

Post Coital Test |    

Post Concussion Syndrome & Recovery Stages |  

Post Herpetic neuralgia | 

Post Infectious / Strep |  

Post op Oliguria & Short-of-Breath |  

Post Polio Syndrome | 

Post Strep Glomerular Nephritis |  

Post Void Residual = PVRV |  

Post-AMI |  

Post-Cholecystectomy syndrome |  

Post-coital bleeding |  

Post–dural puncture headache (PDPH) | 

Posterior Interosseus Syndrome |   

Posterior Mediastinum |  

Posterior Segment |  
Posterior Shoulder Dislocation, Recurrent & Other | 

Posterior Uveitis |  

Postinflammatory Hypopigmentation | 

Postmenopausal |   
Postmenopausal Bleeding |  

Post-Op Confusion |  

Post-Op Fever & Infections |  

Postop Hyponatremia | 

Postop Hypotension |  

Post-op ileus & Bowel Recovery |  

Postpartum Hemorrhage |    

Postpartum Mood D/o |    

Post-Partum Thyroiditis | 

Post-Polio | 

Postprandial (Reactive) Hypoglycemia |  

Postrenal | 
PostStrep-GN |   

Postterm Preg & Induction |  

Postterm Pregnancy |    

Post-Thrombotic Syndrome | 

Post-Transplantation | 

Postural Drainage & Controlled Coughing | 

Posture - Body - Neck and Back | 

Posture - Sleep / Positions | 

Posturing |     

Potassium - Food Content |  
Potassium (K) |  

Potassium |  

Potiga | 

POTS | 

Potty - Toilet Train | 

Pouchitis |  

Powassan virus | 

Power of Attorney |   

Powerlifting | 



PP |  

PPD |  

PPHN |  

PPI |    

PPN |  

PPV |  

PR | 

PR |  

Practice Guidelines & Composite and Surrogate Outcomes |  

Pradaxa (Dabigatran) |  

Prader-Willi | 
Pralidoxime (2-PAM) |  

Pramipexole (Mirapex) | 

Pramlintide (Symlin) |  

Prasugrel (Effient) & Ticagrelor (Brilinta) | 

Praxis |  

PRBC |   

Pre syncope |   

Prebiotics and Synbiotics |  

Pre-Competition Meal and Snacks |  

Preconception Care & Counseling |  

Precordial Catch Syndrome | 

Pre-Diabetes |  

Preeclampsia |   

Pregabalin (Lyrica) |  

Pregnancy - Common MEDS Used |  

Pregnancy - Ectopic |  

Pregnancy |  

Pregnancy and Asthma |  

Pregnancy and Common Sx’s / Problems |  

Pregnancy and STI’s | 

Pregnancy Dating | 

Pregnancy Related Dermatosis |  

Pregnancy-related (UTI, Endometritis, Chorioamnionitis & Group-B Strep) |  

Pregnancy-related Problems |  

Pregnancy-Related VTE |  

Pregnant - UTI   

Pre-HTN |  

Pre-Malignant Skin Lesions |  

Premature & Delayed Ejaculation |  

Premature | Newborn Visit |  
Premature Beats | 

Premature CAD | 

Premature Ejaculation |  

Premature Infants | 

Premature Rupture of the Membranes | 

Premature Sexual Development |  

Premenstrual |  
Premenstrual Syndrome |   

Pre-Mixed Insulin |  

Pre-mixed Self-Titration Algorithm | 

Pre-op Abx Prophylaxis | 

Pre-op labs |  

Preparticipation Sports Exam |  



Preppers |  

Prerenal |  
Presbycusis & Otosclerosis |  

Presbylarynx- Age-Related Changes |  

Presbyopia | 

Prescription Drug Monitoring Program (PDMP) |  

Presentation CAD |  

Presentation Skills & Public Speaking | 

Preseptal Cellulitis |  

Pressure Ulcers (Decubiti) |  

Pressure, Volume & Other Common Formulas |  

Presybyphagia | 

Presyncope |  

Preterm Labor |   

Pre-trip Evaluation |  

Prevacid (Lansoprazole) | 

Prevalence / Incidence / Rate / Frequency |  

Prevention & Periodic Exams | 

Prevention |  

Prevention in the Elderly |  

Prevention of Cancer |  

Prevention of Cardiovascular disease |  

Prevention of Dementia |  

Preventive Medicine |  

Prevnar (PCV-7 & 13) |  

Prezista | 

Priapism |  

Prilosec (Omeprazole) | 

Primaquine, Tafenoquine, Atovaquone + Proguanil (Malarone) |  

Primarily Diffuse Alopecia |  

Primarily Localized |  

Primary Biliary Cirrhosis (PBC) |   

Primary Closure & Timing |  

Primary Closure of Wounds |  

Primary CNS Lymphoma | 

Primary HIV |  

Primary HPT |  

PRIMARY Immune Defic) |  

Primary Sclerosing Cholangitis (PSC) |   

Primary Survey & MAST Suits |  

Primary Syphilis |  

Primary TB |  

Primary Varicella (Pox) |  

Primidone (Mysoline) | 

Primitive Reflexes |  

Prinzmetal’s Angina |  

Prions |  

Pristiq | 

Pro | 

Probiotics |  

Problem Person | 

Problem Oriented Records, Dictation, Scribes | 

Procainamide |  

Procalcitonin & Other |  



Procarbazine (Matulane) 

Procedure for Myocardial Perfusion Study (Myoview) |  

Procedure Issues & Heparin |  

Procedure Note |   

PROCEDUREs - Derm |  

Procedures and Allergies |  

Procedures-Derm |    

Prochlorperazine (Compazine) 

Proctalgia / Coccydynia, Levator Ani, Solitary Rectal Ulcer & Other Pain |  

Proctalgia |  

Proctoclysis |  

Production of Herbs |  

Professionalism and Oaths |  

Progestin-only pill |     

Prognosis - Estimating Survival | 
Progressive encephalomyelitis with rigidity and myoclonus (PERM) = Stiff Man | 

Progressive Supranuclear Palsy |  

Proguanil |  
Projective Tests (TAT, Rorschach, DAT) |  

Prokinetic |   

Prolactinoma |  

Prolapse - Pelvic |  

Prolapse & Pessary |  

Prolonged Mechanical Ventilation / Dependence |  

Prolotherapy | 

PROM | 

Pronator Teres Syndrome |   

Propafenone (Rythmol) |  

Prophylaxis for Endocarditis |  

Prophylaxis of Diarrhea |  

Prophylaxis of Migraines |  

Prophylaxis of UTIs |  

Propofol & Ketofol |  
Propaganda | 

Prosorba |  

Prostaglandins - Glaucoma |  

Prostate | 

Prostate Cancer |    

Prostatitis |   

Prostatodynia / CPPS |  

Prostatodynia | 

Prosthetic Joint |  

Protein C / S & Z Defic |  

Protamine | 

Protease Inhibitors (PI’s) -  

Protease Inhibitors [Incivek (telaprevir) and Hep C |  

Protein - dietary | 

Protein - serum | 

Protein |  

Protein Urine dip |  

Protein-Losing Enteropathy |   

Proteinosis |  

Proteinuria |   

Prothrombin G2 |  



Protonix (Pantoprazole) |  

Protozoan (Toxo, Giardia, Amebic..) |  

Proven |   

Proven herbal therapies |  

Proverbs | 

Prozac |  

PRP - Platelet-Rich Plasma | 

Prune Belly |   

Prurigo nodularis | 

Prurigo of Pregnancy (PP) (Prurigo gestationis) | 

Pruritic folliculitis of Pregnancy | 

Pruritis of the Ear Canal |   

Pruritus |  

Pruritus Ani |   

PS – pulmonary stenosis |   

PS | 

PSA Testing |  

PSC (Sclerosing cholangitis) |  

Pseudohemoptysis |  

Pseudocoma & Catatonia & Minimally Conscious State |  

Pseudocyesis |   

Pseudo-disease |  

Pseudofolliculitis Barbae |  

Pseudogout |  
Pseudo-HTN & Masked HTN | 

Pseudomonas |  

Pseudomonas PNA | 

Pseudo-Neurologic Syndromes |  

Pseudo-nits |  

Pseudo-obstruction |  

Pseudoseizure |  

Pseudotumor Cerebri |  

Pseudoxanthoma Elasticum & Xanthelasma | 

Psittacosis |  

Psoas – Iliopsoas |  

Psoas / Subdiaphragmatic Abscess |  

Psoriasis |  

Psoriatic arthritis |     

PSV |  

PSVT | 

Psych |  

Psych Emergencies |   

Psych Eval |    
Psych Meds |   

Psychiatric (Anxiety, Insomnia and Depression) |  

Psychiatric |  

Psycho-Cutaneous Diseases |  

Psychogenic Syncope |  

Psychologic Bladder | 

Psychology and CAD | 

Psychopath |  

Psychosexual Disorders |  

Psychosis |   

Psychosis in Dementia |  



Psychosocial Factors, Guidelines & Dr Sarno |  

Psychotic depression |  

Psyllium & Pycnogenol | 
PT |   

Pt Stutters & Hospital Consults |  

Pt’s with Lists |   

Ptosis |  

Pt's Emotions |  

Pt's Volume Status | 

PTSD |  

PU: 

Pubalgia | 

Puberty |  

Puberty Stages | 

PUD |  

Puerperium |  

Puffer Fish |   

Pulm |  

Pulm Embolism |  

Pulmonary & Cardiac Parameters & Formulas |  

Pulmonary Agents (Arsine, Hydrogen sulfide, Hydrogen Cyanide, Bromine, Cyanogen Chloride, 

Chlorine, Phosgene) |  

Pulmonary Contusion |  

Pulmonary Drug Toxicities |  

Pulmonary Edema (HAPE) |  

Pulmonary Edema |  

Pulmonary Embolism |   

Pulmonary Fibrosis (IPF) | 

Pulmonary Function Testing (PFT) & Spirometry |  

Pulmonary HTN |   

Pulmonary Mass |   

Pulmonary Syndrome  

Pulpitis, Odontalgia / Other |  

Pulsatile Tinnitus |  

Pulse exam | 

Pulse grade / Strength & Carotids |  

Pulse Oximetry |  

Pulse Pressure |  

Pulseless VT | 

Pulsus Alternans |  

Pulsus Bisferiens |   

Pulsus Paradoxus |  

Pumps - Insulin |   

Punch Bx |  

Puncture Wounds, Digital Vessel Lac & Amputations |  

Pupils & Exam Clues |  

Pupils |  

Pupils in Comas |  

PUPP / PEP & Herpes (Pemphigoid) Gestationis |  

Prurigo nodularis | 

Purine Content of Food & Hyperuricemia | 

Purinethol (6MP) 

Purple Glove Syndrome |  

Purpura |   



Pustular Dermatoses in Neonates |  

Pustular Psoriasis |  

PV of Bites & Repellents |  

PV of Cancer |  

PV of Cardiovascular disease |  

PV of Dementia | 

P-value & Confidence interval |  

PVC's / VE’s |  

PVC's |   

PVD |  

PVRV |  

PVS - Persistent Vegetative State |  

PVT - Portal Vein Thrombosis |   

Pyelonephritis |   

Pygeum Africanum & Co Q-10 |  

Pygeum Africanum (African Plum Tree) |  

Pyloric Stenosis | 

Pyoderma |  

Pyoderma Gangrenosum |  

Pyodermas - Skin Infections) |  

Pyogenic Granuloma |   

Pyogenic Liver Abscess |    

Pyomyositis |  

Pyramidal / Spinal Tract Dz/ Babinski / Soft Signs |  

Pyramidal Tract Dz |   

Pyridoxine (B6) |  

Pyridoxine Defic |  

Pyrimethamine-Sulfadoxine (Fansidar) |  

Pyruvate Kinase Def |  

PZA |   

  

Q: |  

Q10 (Ubiquinol) | 

Q’s Pt’s should ask | 

Q-Fever | 

QT |   

QT Interval |  
Quackery |  

Quad Rupture | 

Quad Strain / Contusion | 

Quadratus Lumborum (Q-L) Sprain | 

Quadrilateral Space - See Axillary Nerve |  

Quantity of Protein |  

Quarantine |  

Quetiapine (Seroquel) | 

Quick relief - Asthma |  

Quinidine (Quinaglute, Quinidex, Cardioquin) |  

Quinine |  

Quinolones |  

Q-wave |  

 

R | Red | Ret | Rh | 

R wave |   

RA | 



Rabeprazole (Aciphex) | 

Rabies |  

Rabies VAC |  

Raccoon Roundworm - Baylisascaris procyonis |  

Race & Culture 

Radial (Thumb side) Fx’s |  

Radial Nerve |  

Radial Tunnel Syndrome |     

Radiation - External - Skin Ca | 

Radiation / Nuclear |  

Radiation / UV Keratitis |  

Radiation |  

Radiation and Preg |  

Radiation dose Chart for Common Medical Procedures |  

Radiation Syndrome |  

Radiation Therapy (XRT) |   

Radiation, HER2 & ER status & Chemoprevention | 

Radioactive Iodine Ablation |  

Radiocontrast Nephropathy | 

Radiology | 

Radiology Exposure Doses | 

Radionuclide Techniques |  

Radionuclide Ventriculography/ MUGA |  

RAI Class & Binet Stages 

RAIU |   

Raloxifene (Evista) |  

Raltitrexed 

Ramadan - Religious Fasting | 

Rambling Pt |  

Ramelteon (Rozerem), Trazodone, Doxepin, Amitriptyline |  

Ramsay Hunt |  

Ramsay Scale & SAS |  

Randomization |  

Ranula (Oral Cyst) | 

Rape / Sexual Assault |  
Rape |  

Rapid Acting: Lispro (Humalog), Aspart (NovoLog) & Apidra (Glulisine) |  

Rapport |  
RAS - Recurrent Aphthous | 

Rasagiline (Azilect) |  

Rash and Arthritis |  

Rash Patterns |  

Rat Bite Fever |   

Rate |  

Rates of CKD Progression | 

Rates of Progression of CKD & Age | 

Raynaud’s |  

Razadyne / Reminyl) |  

RBBB |  

RBC Inclusions |   

RDW |   

Reactive Arthritis |     

Reactive Hypoglycemia |  

REAL Class |   



Reasons to Remove Moles |  

Rebetron (2b+Riba) |  

Rebif (INF beta-1a)] | 

Rebound H-A |   

Reboxetine (Vestra) | 

Reclast | 
Recommended Adult Screening & Preventive Services |  

Recommended Healthy Diet |  
Recovery - stroke |  

Rectal |  
Rectal Abscess |   

Rectal Exam |  

Rectal Fb |  

Rectal Prolapse |   

Rectovaginal |  
Rectum/ Anus |   

Recurrent / Chronic Lung dz |  

Recurrent / Chronic Lung Inflammation |  

Recurrent / Chronic Pneumonia |  

Recurrent / Poorly Resolving Inf’s | 

Recurrent Aphthous |  

Recurrent HSV |  

Recurrent Syncope |  

Recurrent UTI |  

Red | 

Red Clover |  

Red Eye |   

Red Flags & Back Imaging |  

Red Nails |  

Red Tinge |  

Red Yeast Rice |  

Reduction Techniques - Hernias |  

Reduviid Bug - Kissing Bugs - Chagas | 

Reentrant (Monomorphic & Polymorphic) |  

Refeeding Syndrome | 

Refer to Psychiatry |  

Referral Criteria |  

Reflex Eye Movement (Dolls Eyes, Caloric Testing) |  

Reflex Sympathetic Dystrophy |    

Reflexes |    

Refraction | 

Refractory Angina |  

Refractory GERD |  

Refractory Constipation IBS - Amitiza (Lubiprostone), Tegaserod (Zelnorm) & Other Meds |  

Refusal of Care / Against Medical Advice |  

Regional Anesthesia & Nerve Blocks |  

Regional Risks |  

Regranex (Becaplermin) |  

Regular BB (Atenolol, Nadolol, Metoprolol, Propranolol, Betaxolol, Bisoprolol, Timolol, Esmolol) |  

Regular Insulin |  

Rehab Modalities |  

Rehabilitation |   

Reiki | 

Reiter’s | 



Rejection | -transplant  

Relapsing Fever (Borrelia) | 

Relapsing Polychondritis |   

Relative afferent pupillary defect- Marcus Gunn pupil |  

Relative Brady / pulse-temp dissoc |  

Relative Brady |  

Relenza (Zanamivir) | 

REM Sleep Behavior Disorder |   

Remeron | 

Remicade | 

Removal Of Suture |  

Remove Moles |  

Renal |  

Renal Abscess |  

Renal artery Stenosis (RAS) - Renovascular | 

Renal Cell Cancer |  

Renal Denervation |  

Renal Drug Toxicity | 

Renal edema |  

Renal Failure Index |   

Renal Mass |  

Renal Masses |  

Renal Parenchymal |  
Renal Stones |   

Renal Sympathetic Denervation | 

Renal Trauma |  

Renal U/S |  

Renal Vein Thrombosis |   

Renin Guided HTN Tx |  

Renin Inhibitors |  

Renovascular |   

Repair of Nail Bed Laceration and Fingertip Repair with V-Y Plasty |  

Repellents - Insects |   

Requip | 

Rescue Breathing & Bag Valve Mask |  

Rescue Carries |  

Rescue Meds (Steroids, Neuroleptics, Blocks, Etc) |  

Residency Training Issues | 

Resistance / Weights |  

Resistance Testing in HIV |  

Resistant / Labile HTN |  

Resistant Asthma |  

Resistant Depression |  

Resistant HTN |  

Respiratory |  

Respiratory Acidosis |  

Respiratory Alkalosis |   

Respiratory Failure |  

Respiratory Physiology |  

Respiratory Protection - personal |  

Restless Leg Syndrome (RLS) |   

Restraints: Verbal - Physical |  
Restrictive - Lung Disease |   

Restrictive Cardiomyopathy |  



Resynchronization (CRT) |  

Ret 

Retardation |  

Retention - Urine |  

Retic |   

Retinal Detachment |  
Retinal Findings |  

Retinal Hemorrhage & Macroaneurysm |  

Retinal Artery Occlusion (CRAO) |  
Retinal Vein Occlusion (BRAO) |  

Retinitis Pigmentosa |   

Retinoids   

Retinopathy - HTN | 

Retinopathy of Prematurity | 

Retinopathy-DM |   

Retinoscopy | 

Retirement Community |  

Retrograde Airway| 

Retrograde Cystogram |  

Retrograde Ejaculation | 

Retrograde Urethrogram |  

Retroperitoneal Fibrosis | 

Retropharyngeal |     
Retropharyngeal Infections |  

Retrovir |  

Return from Illness |  

Return to school from Illness |  

Return to Work |  

Returned Traveler |  

Reversal with Vit-K |  

Reverse Anorexia |  

Reversing NM Block | 

Review of Systems (ROS) | 

Reyataz (Atazanavir) | 

Reye Syndrome | 

Rh | 

Rh Negative Pregnancy |     

Rhabdomyolysis |   

Rheum |  

Rheum EXAM |  

Rheumatic Fever | 

Rheumatoid |  

Rheumatoid Factor |  

Rhinitis 

Rhinitis medicamentosa  |  

Rhino, Tanapox, Vesivirus, Cox, Echo and Other |  

Rhinosinusitis: Fungal (AFRS) & Rhinocerebral Mucormycosis | 

Rhinosinusitis (Colds) Tx |  

Rhomboid Muscles | 

Rhonchi |   
Rhythm Control & A-fib | 

RIA & RAST |  

RIA |   

Rib Bruise or Fractures |  



Rib Fractures |  

Rib Notching |  

Rib Slipped Syndrome | 

Ribavirin - HCV Tx |  

Ribavirin |  

Riboflavin (B2) |  

Ricin Toxin |  

Rickets |  

Rickettsial (Q-fever, Typhus, Ehrlichiosis, Bartonella etc.) |  

Rickettsialpox |   

Rifabutin |  

Rifampin |   

Rifapentine |  

Rifaximin | 

Right Heart Failure |  

Rigid Sigmoidoscopy |  

Rilpivirine | 

Rimantadine (Flumadine) | 

Ring Removal |  

Riot Control, Vomiting, Lacrimating & Incapacitating Agents |  

Ripening - Cervical |  

Ripening |  

Risedronate (Actonel) |  

Risk Stratification Angina |  

Risks of Sudden Death |  

Risks of VTE |  

Risperdal| 
Ritalin | 

Ritonavir (Norvir, RTV) |  

Rituximab | 

Rivaroxaban (Xarelto) |  

Rivastigmine (Exelon) |  

River Blindness 

RLQ |  

RLS |  

RMSF |   

Roaring Tinnitus |  

Rodenticides |   

Roflumilast | 
Rogue Results |  

Rogue Results, Spin, Ghost Writing, Fraud and Conflicts | 

Rohypnol |  

ROM |  

Root Canal / Implants / Bridges / Crowns |  

Root Compression & SLR Testing |  

ROP | 

Ropinirole (Requip) | 

Rorschach | 

Roseola Infantum (HSV 6) | 

Rotary Chair Test |  

Rotator Cuff Syndrome | 

Rotator Cuff Injection |  

Rotavirus | 

Roth Spots in Endocarditis | 



Rotigotine (Neupro) |  
Tasmar (Tolcapone) |  

Rouleaux  

Rouleaux |  

Roundworms (Ascariasis, Baylisascaris procyonis, Capillariasis & Gnathostoma) |  

Roundworms |   

Roux-en-Y-gastric bypass (RYGB) | 

Rozerem | 

RPGN |   

RSV |  

RTA |   

RTA-1 |  

RTA-2 |  

RTA-4 |  

Rubella |  

Rumination Syndrome |  

Runaways | 

Runner’s | 

Runners Diarrhea |  

Running |    

Rupture in AMI | 

Ruptured Globe / Luxation |  

Ruptured TM | 

RUQ |  

RUSH Protocols |  

RV |  

RV Infarct |  

RVH |     

Rx Meds |  

S | SE |  Sh | Sk | Sp | St | Stom | Sun | Sup | 

S aureus |   

S. pneumo |  

S.G.- Urine |  

S/s & Brief Reactive Psychosis |  

S1 |  

S2 |  

S3 |  

S3 Vs S4 |  

S4 |  

SAAG |  

Sabril | 
Sacroiliac | 

Sacroiliac Dysfunction |    

Sacro-Coccyx Dysfunction | 

SAD |  

S-adenosylmethionine |  

SAH Vs Traumatic Tap (Bloody CSF) |   

Saint Louis Encephalitis |  

Salicylate |  

Salivary Glands |   

Salmeterol (Serevent) |  

Salmonella |  

Salt (sodium) Intake) | 

Salter-Harris Classification |  



SAM Splint | 
SAMe |  

Samples of a Balanced Diet |  
Sanctura (Trospium) | 

Sandfly Fever | 

Saphris) | 

Saquinavir (Fortovase) & Lexiva (Fosamprenavir) |  

Saquinavir Mesylate (Invirase, SQV) | 

SAR |   

Sarcoidosis |  

Sarcopenia | 

SARS | 

Sauna |  

Saw Palmetto |  

SBET | 

SBO |  

SBP |   

SC |  

Scabies |   

Scalp Dermatitis |  

Scalp Dysthesia | 

Scalp Laceration |  

Scaphoid Fx |  

Scapular and Corocoid Fx’s |  

Scapular Dyskinesis | 

Scapular Winging |   

Scarring (Cicatricial) Hair Loss |  

Scarlet Fever (GABHS) | 

Scars |  

SCC - skin |  

Scheuermann’s disease & Schmorl’s nodes |  

Schilling’s |  

Schiotz Tonometry |   

Schirmer test |  

Schistocyte |   

Schistosomiasis  

Schizophrenia |  

Schmorl’s nodes | 

Schwannomas- (acoustic Neuroma) | 

School Refusal | 
Sciatic Nerve & Sciatica |  

Scintigraphy / RAIU |  

Scleritis |  

Scleroderma & Systemic Sclerosis |  

Sclerotherapy - Varcose veins |  

Scoliosis | 

Scombroid |   

Scopolamine (Anticholinergic) and Depression |  

Scorpions |  

Scotoma |   

Scraping Skin for Scabies | 

Screening & BMD |  

Screening & Preventive Services |  

Screening / Pap Smear Exam |  



Screening |  

Screening for Abuse | 

Screening for Cognitive Impairment | 
Screening for Deveopmental Problems |   

Screening for Down’s |  

Screening Intervals & Interventions |  

Screening PPD |  

Screening Protocol, How Pt's Fake the Test & “Home” Tests |     

Screening Teens |  

Screening Tests to Avoid |  

Scribes, Dictation, Problem Oriented Records | 

Scrofula |  

Scrotal Pain |  

Scrotal Trauma |  

Scrub Typhus |   

SE | 

Sea Bathers Eruptions |  

Seafood - mercury in fish | 

Sea Sickness |  

Sea Snakes |   

Seasonal Affective D/o (SAD) |  

Seasonal Allergic Rhinitis - SAR |  

Sebaceous Hyperplasia |  

Seborrheic Dermatitis |  

Seborrheic Keratosis (SK) |  

Second (Partial-superficial) |  

Second Degree Burn (Partial-superficial) |  

Second degree heart block |  

Second Gen / Atypical antipsychotics |  

Second Opinions | Taking Care of Your Family | Taking Care of Other Physicians | VIP's | 
Professional courtesy | Board Scores | Dictation | Scribes | HSAs and FSAs |   

Secondary and Latent Syphilis |  

Secondary HPT |  

Secondary HTN |  

SECONDARY Immune Defic |  

Secondary Survey & FAST |  

Secretory Diarrhea |  

Sedation |  

Sediment - Urine | 

Segmental Zoster Paresis & Ramsay Hunt |  
Seizures |   

Sz's classification |  

Selegiline (Eldepryl) | 

Selenium |  

Self Harm | 

Self Hypnosis |   

Self Tanning Products |  

Self-reported Health Status & Successful Aging |  

Self-Titration Algorithm - Insulin |  

Semen analysis |  

Semirigid Orthosis | 

Sengstaken-Blakemore Tube |  

Sens / Spec |  

Sensory |   



Sensory Patterns |  

Sensory Tests (Touch, Proprioception, Temp) |  

Sentinel Node |    

Separation Anxiety & School Refusal |  

Sepsis |   

Septal Abscess & Granulomas | 

Septal Hematoma | 

Septic |  

Septic arthritis | 

Septic Joint | 
Serax |  

Serevent |  

Serious ENT Infections |  

Serious Results / Illness |  

Serology |  

Seronegative Spondylopathy (Psoriatic, Enteropathic, Reactive, AS) |  

Seroquel | 

Serotonergic & Sedative-hypnotics |  

Serotonin Syndrome |    

Sertraline (Zoloft) |  

Serum Cardiac Markers |  

Serum Creatinine |  

Serum Electrophoresis & Protein | 

Serum Fe |   

Serum Levels | 

Serum Markers (Troponin etc.) | 

Serum Sickness | 

Serum Tests (QFT, TSPOT) | 

Serum Uric Acid |  

Serum Vit D Levels |  

Serzone | 

Sesamoiditis / Fx |      

Sestamibi |  
Severs Apophysitis |   

Sexting |  

Sexual Abuse |   

Sexual differentiation Disorders / DSDs - Ambiguous Genitalia | 

Sexual Disorders - psychosexual 
Sexual Dysfunction- Female |  

SEXUAL History and Alternative Lifestyles | 

Sexual Issues |  

Sexual Problems & Ddx | 

Sexuality in Teens | 

Sexually Transmitted Dz’s (STD’s) |  

Sézary Cell | 
Sézary Lymphoma |  

Sézary Syndrome | 

SGA = Small-for-gestational-age | 

SGLT-2 inhibitors: Canagliflozin (Invokana), Dapagliflozin |  

Sh | 

Shaken Baby |   

Sharks, Killer Whales | Barracuda | Moray eels |  

Sharps Injury / Needlestick | 

Shave Bx |  



Shellfish |   

Shellfish Poisoning |  

Shiatsu | 

Shift Work & Other |  

Shigella | 

Shin Splints |  

Shingles Vaccines |  

Shock |   

Shoe Wear, Arches / Orthoses | 

Short QT Syndrome |  

Short Stature |   

Short Test of Mental Status |  

Shots / Immunotherapy |  

Shoulder | 

Shoulder and Clavicular Fx’s |  

Shoulder Dislocation |  

Shoulder Dystocia |  

Shoulder Fx’s |  

Shoulder Injections (AC and Glenohumeral Joints) |  

Shoulder Instability / Laxity |  

Shoulder provocative Tests |  

Shoulder Rehab | 

Shunt infections |  

Shunt Taps & Infections | 

SI/HI |  

SIADH |    

Sialadenitis |  

Sialolithiasis |    

Sialorrhea (Drooling) |  

Siblings fighting & Teasing |   

SIBO |  

Sick Building Syndrome |  

Sick Euthyroid |  

Sickle |  

Sickle Cell |   
Sickle Thal |  

Sickle Trait |  
Sideroblastic | 

SIDS |    

Signal Averaged ECG |  

Signs of Deficiencies | 

Signs of Systemic Dz |  

Signs of Vitamin Deficiencies | 

Sildenafil (Viagra) |  

Silent CVA  |  
Silent MI | 

Silent Stroke  | 
Silicosis & Berylliosis |  

Silver / Colloidal Silver | 

Simple Stitch |  

SIMV |   

Simvastatin (Zocor) |  

Sinemet |  
Singulair (Montelukast) |  



Sinus Anatomy |  

Sinus Arrhythmia |   

Sinus Bradycardia |  

Sinus Irrigation |   

Sinus H-A’s |  

Sinus Pauses |  

Sinus Tarsi and Ankle Injections | 

Sinus Thrombosis - Cerebral | 
Sinus Valsalva | 

Sinusitis |    

Sirolimus (Rapamune, Rapamycin) | 

Sitting-rising test (SRT) | 

Situational Awareness | 

Sitz Baths |  

Sjögren’s |   

SJS | 

Sk |  

Skeletal dysplasia: Achondroplasia & Other |  

Skiing & Snowboarding |  

Skin |   

Skin Autofluorescence |  

Skin Care - Basic |  

Skin Care - Eczema |  

Skin Findings |  

Skin Grafts |  

Skin infection, Abx, Types |  

Skin Infections (Pyoderma) |  

Skin Manifestation of Drugs |  

Skin Manifestation of Lipid Disorders  

Skin Manifestations of Lipid d/o's |  

Skin Reactions |  

Skin Scrapings | 

Skin Signs of Systemic Dz |  

Skin Tag |  

Skin Tears / Avulsion | 

Skin Testing for Allergy |  

Skin Types | 

Skin Ulcers (Venous, Pressure, Arterial) |  

Skull Fx |  

Skull Size / Shape & Birth Injuries |  

SLAP Lesions - Shoulder | 

SLE | 

Sleep Apnea (OSA) | 

Sleep / Insomnia |  

Sleep and Sleep D/o’s | 

Sleep Deprivation |  

Sleep Hygiene 

Sleep issues |  

Sleep Monitoring | 

Sleep Posture / Positions | 

Sleep Restriction | 

Sleep Rx Meds |  
Sleep OTC Meds |  

Sleep Stage |  



Sleep Walk |   

Sleep-Disordered Breathing |  

Sleepiness | 

Sliding Scales | 

Slings |  

Slipped capital femoral epiphysis |  

Slipping Rib Syndrome | 

Slit Lamp |  

SLN |  

Slow Depression | 

SLUMS Test | 
Small Bowel Obstruction (SBO) |    

Small Bowel Follow-Through | 

Small Immune Complex (Cryoglobulin, HSP, Leukocytoclastic, urticarial) |  

Small Intestinal Bacterial Overgrowth (SIBO) |  

Small Intestine Motility D/o |   

Small Vessel (HSP, Wegener, Polyangiitis, Churg-Strauss) |  

Small Vessel Disease | 

Small-Capacity Hypertonic Bladder | 

Small-for-gestational-age (SGA) | 

Smallpox |    

Smears |  

Smears in Malaria | 

Smell |  
Smith Fx |   

Smoke |   

Smokeless (Chew, Snuff) |  

Smoking |  

Smudge cell | 
Snake |  

Snapping Scapula | 

Snapping Hip Syndrome & Acetabular Labral Tear |  

Sneeze Reflex |  

Snoring | 

Snuff, Chew | 

SOB |    

SOB and Tamponade |  

Soccer | 

Social Phobia / Anxiety |  

Sociopaths & Psychopath |  

Sodium (Na) Metabolism |    

Sodium (Salt Intake) | 

Sodium Bicarb |  

Sodium polystyrene - Kayexalate |  

Soft tissue |  

Soft Tissue Sarcomas | 

Solar Elastosis & sun damage |  

Solar Lentigo 

Solar Purpura |  

Solfoton |  

Solid Foods, Supplements, Year 2 & Good Eating Habits |  

Solifenacin (Vesicare) | 

Solutions |  

Solutions, Cleansing agents & Debriding |  



Somatic & Visceral Pain |     

Somatic Therapies (Light, VNS, Magnets - TMS, DBS etc.) | 

Somatization d/o |   

Somatizing |  

Somatoform D/o’s |  

Somatic Symptom D/o |   

Soothing Meds |  

Sore Throat/ Strep |  

Sotalol (Betapace AF) | 

Sound-alike Drugs and Abbreviations to Avoid |  

Sources of Vit D (Diet & Sun) |  

Soy |  

Sp. | 

Spacers |  

Spaceflight & Military Medicine | 

Spanking Children |  

Sparlon (Modafinil) | 

Spasms | 

Spasticity & Fasciculations |  

Special diets |  

Special Studies (Holter, EP, Tilt table, ENG etc.) | 

Specific Allergens & Environmental Controls | 

Specific Dietary and Healthy Living Recommendations | 

Specific Health Issues & Exercise Clearance |  

Specific HEALTH MAINTENANCE Needs Based on Age |  

Specific Healthy Living Recommendations |  

Speculum Exam | 

Speech & Learning Problems | 

Speech Delay, Mutisms & Stuttering |  

Speech Problems |  

Speech Therapy | 

Spells |   

SPEP - Electrophoresis & Protein | 

Spermatocele |  

SPF & Sun Exposure Protection Advice |  

Spherocyte |  

Sphincter of Oddi Dysfunction | 

Spiculated RBC's |  

Spiders |   

Spina Bifida |  

Spinal Epidural Abscess | 

Spinal Cord Injury |  

Spinal Muscular Atrophy (SMA) - Cord Dysfunction |  

Spinal Stenosis |   

Spinal Stimulators | 

Spine & Shoulder |  

Spirituality | 

Spiriva | 

Spirochetes | 

Spirometry |  

Spironolactone (Aldactone) | 

Spitz Nevus |  

Spleen |  

Spleen Injury |  



Splenectomy | 

Splenic Deficiency (Asplenia) |  

Splenic exam |     

Splenic Rupture |   

Splenic Scan |  

Splenic Sequestration |  

Splenomegaly |  

Splinting & Bracing |  

Splinting & Casting |  

Splinting & Taping |  

Splinting |  

Spondylopathy |  

Spondylosis/ Spondylolisthesis/ Spondylolysis |   

Sponges & Worms |  

Sponges | 

Spontaneous Bacterial Peritonitis (SBP) |  

Sporotrichosis |   

Sport Concussion Assessment Tool (SCAT) | 

Sports |   

Sports anemia |  

Sports Drinks, Hydration and Nutrition Pearls |  

Sports Hernias |  

Sports Med |  

Sports Nutrition & Performance Fuel | 

Sports-participation Cardiac Hx & Exam | 

Sports-Related Skin Conditions |  

Spot Ur Na |  

Spurling's maneuver |  

Spur Cells |  

Spur - Heel Pain | 

Sputum |  

Sputum Character & Cx |  

SQ, Intradermal and Running Sutures |  

Squamous Cell - Skin |  

SSI |   

SSKI - mucolytics | 

SSS- Tachy-Brady |  

SSSS |  

St |  

ST Dep |  

ST Elev |  

ST segment |  

St. Johns Wort (Hypericum) |  

Stage 1 (Mild) | 

Stages / Evolution of IDA | 

Stages of Change, Recovery & Tx & Complications |  

Stages of Change, Recovery |  

Stages of Grief & Recovery |  

Stages of Labor & The Delivery |  

Standard Release Isosorbide Dinitrate |  

Staph (SEB) Toxin |  

Staph aureus |  

Staph aureus Pneumonia | 

Staph Carrier |  



Staph Rx |  

Staples - Wound |  

Start by Walking / Pedometer |  

Statins |  

Statistics |  

Stats |  

Status Epilepticus |   

Stavudine = Zerit | 
STD’s |   

Stealing & Firesetting |  

Steatorrhea |  

Stem cells (Hematology) |  

Stem Cells (Regenerative) | 

Stenosing Tenosynovitis |  

Stenosis |  

Stenting | 

Steppage (Foot Drop) Gait:  

Stepwise Approach for Asthma Management | 
Steri-strips |  

Sternal Contusion & Fx |  

Sternal Fx | 

Sterno-Clavicular Dislocation / Separation | 

Sternum | 

Steroids - Anabolic | 

Steroids |   

Steroids for fetal lung maturity | 

Steroid-induced Diabetes | 

Stevens Johnson Syndrome - Erythema Multiforme (EM) | 

Sticky Eye |  

Sticky Platelet Syndrome | 

Stiff Elbow & OCD |  

Stiff Person |  

Stillborn | 

Stills Disease |  

Stimulant & Irritants |   

Stimulants & Irritant Laxatives - Pediatrics |  

Stimulants |  

Stingray, Giant Grouper & Piranha |  

Stockings |  

STOM | 

Stoma - Ostomy | 

Stomach |  

Stomatitis - Mouth |  

Stomatocyte |   

Stone Age (Paleo) Diet | 

Stool DNA |  

Stool - Fecal Discoloration |  

Stool Osmotic gap.   

Stool Studies - Diarrhea w/u | 

Stool Retention |  

Stool Softener |   

Stool (Fecal) Transplant | 

Stopping HRT |  

Stowed Finger |  



Strabismus / Amblyopia |  

Strain-Counterstrain and Positional Release Techniques |  

Strains & Sprains |   

Strattera  

Strawberry Tongue (Kawasaki’s) | 

Strength competitions | 

Strength Training: Resistance / Weights |  

Strengthening |  

Strep | 

Strep pneumonia |   

Strep Rx |  

STREP Throat |  

Streptomycin |   

Streptozocin (Streptozocin, Zanosar) 

Stress 

Stress (SI) - Incontinence |   

Stress and Psychological |  

Stress Dose Steroids | 

Stress Echo |  

Stress Fractures |   

Stress Induced Cardiomyopathy | 

Stress Management |  

Stress Reduction |   

Stress Test ECG (EST) |  

Stress Thallium |  

Stress Urinary Incontinence (SUI or SI) |  

Stress Ulcer - Prophylaxis | 

Stretching & Flexibility |  

Stretching | 

Stretch marks (striae cutis distensae) | 

Stricture |   

Strictures & Rings - Esophagus |  

Stridor |   

Stripping - Membrane |  

Stroke 

Stroke Prevention |  

Stroke Risks |  

Stroke Scales |   

Stroke Syndromes (location) |  

Strokes |  

Strongyloides (Threadworm) |  

Strontium | 

Structural Analogs & Antimetabolites |  

Struma ovarii |   

Struvite |  

Strychnine |   

ST-T | 

ST-T Wave |   

Sturge-Weber (Encephalotrigeminal angiomatosis) |  

Stutters - Patients |  

Stuttering | 

Stye |  

Su | 

Subacromial Injection |  



Subacromial pain Syndrome | 

Subacute Sclerosing Panencephalitis |  

Subacute Thyroiditis |  

Subarachnoid Hemorrhage & Intracranial aneurysm | 

Subclavian Steal | 
Subconjunctival Hemorrhage |  

Subcortical Dementia | 

Subdiaphragmatic Abscess | 

Subdural / Epidural Strokes |  

Subjective Cognitive Impairment (SCI) |  

Sublingual (SLIT) Immunotherapy |  

Suboxone | 

Substance Abuse |   

Substances of Abuse |   

Subungual Hematoma |    

Subungual hemorrhages 

Subungual Splinter |  

Successful Aging | 

Succimer (Chemet) |  

Succinylcholine | 

Suctioning |  

Sudden Cardiac Death |  

Sudden Unexpected Death in Epilepsy (SUDEP) | 

Sudden Vision Loss |  

Sugar Substitutes | 

Sugar-Tong (Stirrup) Splint | 

Suicide 

Suicide assessment | 

Sulfa |  

Sulfasalazine (Azulfidine) |  

Sulfonamides |  

Sulfonylurea- OD |   

Sulfonylurea, Soaps & Detergents… |  

Sulfonylureas [Glucotrol (Glipizide), Amaryl (Glimepiride) etc.] |  

Sulfur |   

Sulfur, Strontium & Vandium |  

Sun |  

Sun Burn |    

Sun Exposure |  

Sunburn |   

Sunscreen Ingredients |  

Sundowning / Wandering |  

Sunscreens |   

Sup | 

Superficial Punctate Keratitis |  

Superficial Thrombophlebitis |  

Superfoods | 

Superglue - Cyanoacrylate Tissue Adhesive | 

Super-ovulation / Clomiphene |  

Supplements | 

Supportive Agents (EPO, GCSF, IVIG, Mensa) |  

Suppressive Tx of HSV |   

Suppurative Tenosynovitis | 

Suprascapular Neuropathy |   

Supranuclear Palsy | 



Supraventricular |   

Supraventricular Tachycardia (SVT) | 

Suramin (Antrypol)  

Surgical Crico |  

Surgical Hemostasis Issues |  

Surgical Notes / Orders |  

SURGICAL Pearls |  

Surgical Pearls |  

Surgical Site Infections (SSI) | 

Surrogate |  

Survival - Estimating |   

Survival Medicine | 

Survivors of Cancer | 

Survivors of Malignancy | 

Sustained Release Isosorbide Dinitrate |  

Sustiva | 

Suture Material Types, Needles & Size | 

Suturing & Other Closure Techniques |  

Suturing Complications & Dog Ears | 

SVC Syndrome |   

SVT |  

Swallowed Coin or Fb |  

Swallowing Stages & Eval |  
Swan Neck Deformity |   

Swan Orders |  

Sweating - hyperhidrosis Etc | 

Sweets Syndrome |   

Sweeteners | 

Swimming |  

Swine Flu (H1N1) |  

Swine Flu vaccine | 

Switching off / Tapering Benzo’s | 

Symbicort | 

Symlin |  

Symptom Management |  
Syncope |  

Syndesmotic Sprain |  

Sydenham chorea & PANDAS | 
Syndromes-Child |   

Syndrome-X / Microvascular |  

Syndrome-X-endocrine |  

Syncerid | 

Synovial Fluid Eval & Septic Arthritis |  

Syphilis |  

Syringes & Needles - Insulin | 

Syringoma & Sweat Glands |  

Syringoma, Adnexal Tumors: Eccrine, Sweat Gland |  

Syringomyelia |  

Syrup of Ipecac |  

Systemic Corticosteroids |  

Systemic Corticosteroids in Asthma |  

Systemic Reactions |  

Systemic Sclerosis |  

Systolic dysfunction |  



Systolic HF |  

Sz |  

Sz Classifications | 

T |  Th |  To | Tr | Ts | 

T-2 Mycotoxin & Saxitoxin |  

T3RU |  

T3 (Triiodothyronine) & Ratio (T3/4) | 

T4 (Thyroxine) | 

Tablet Splitting |  

TAC & LET | 

Tachy |  

Tachy-Brady |  

Tachycardia | 

Tacrine (Cognex) |  

Tacrine (Cognex) |   

Tacrolimus / Pimecrolimus | 

Tacrolimus- topical |  

Taenia saginata |  

Taenia solium |   

Tai Chi |  

Takayasu’s Arteritis |   

Takotsubo cardiomyopathy \ Stress Induced | 

Talking to Family of Critical Patient's |  

Tamiflu (Oseltamivir) | 

Tamponade - Cardiac 

Tamponade and Contusion - Pericarditis | 

Tanapox, Vesivirus, Cox, Echo and Other | 

Tangiers’s disease | 

Tanner Stages |  

Tannins |  

Tapeworms  

Taping Ankles |  

Taping (Steri-strips) |  

Taping and Wrapping |  

Taping Plantar foot |   
Tarantulas |  

Tardive Dyskinesia (TD) |  

Target Cell |  
Tarsal Coalition |    

Tarsal Tunnel |    

Tart cell | 
Taste & Smell |  

Tattoos |  

Tattoo Removal |  

Taxol 
Taxotere 

Tay-Sachs disease |  

TB |   

TB Meningitis |  

T-cells |  

Tea | 

Tea Tree Oil |  

Tear Drop |  

Tears - components of | 



Tearing |  

Tecfidera (Dimethyl fumarate) | 

Technetium-99m Sestamibi (Cardiolite) |  

Technique for Uncomplicated Delivery of Baby |  

Teen Pregnancy |  

Teenagers |  

Teen Sleep Issues | 

Teeth / Dental |  
Teeth Chronology |  

Teething |  

Tegretol |  
Telavancin (Vibativ) | 

Telbivudine in HCV Tx | 

Telemedicine | 

Telephone Care | 

Telogen effluvium |  

Telomere Length & Aging Diseases | 

Temozolomide (Temodar) 

Temp |  

Temp Conversion |  

Temper Tantrums & Biting |  

Temperaments / Nurturing / Praise |  

Temporal arteritis |   

Temporal Mandibular Joint Disorders |  

TEN |  

Tenckhoff Catheters | 

Tendon Injury and Extremity Lacerations | 

Tendon Ruptures | 
Tendonitis |  

Teniposide 

Tennis Toe= subungual hemorrhages |  

Tenofovir disoproxil fumarate in HCV Tx | 

Tenosynovitis |    

Tenosynovitis, Bite Injuries, Palmar space infections | 

Tenofovir |   

TENS |  

Tensor Fascia Lata - Iliotibial Band Syndrome |   

Tension H-A |   

Tension PTX |  

Teratogens |  

Terbinafine (Lamisil) & Noxafil (Posaconazole) |  

Terbinafine |   

Terbutaline & Others and Steroids for fetal lung maturity | 

Terbutaline |  

Teriflunomide | 

Teriparatide (Forteo) |  

Terminal Delirium |  

Terminal Sedation |   

Termination (Normal & Abnormal Responses) |  

Terminology |  

Terrorism |  

Terrorist Attack Actions: Suspicious Packages, Bombs |  

Terry’s Nails | 



Tertiary & Neurosyphilis |  

Tertiary HPT | 

Test Your Memory (TYM) Test |  
Testicular | 

Testicular Cancer |  

Testicular Edema / Swelling |  

Testicular Mass |   

Testicular Torsion |   

Testing - Fetal |  

Testosterone | 

Testosterone Replacement | 
Testosterone Replacement in Women 

Tetanus |  

Tetanus Vaccines |  

Tethered cord |  

Tetracyclines | 

Tetralogy of Fallot |  

Tetrol adines | 

Tetrodotoxin & Puffer Fish |  

Textures of Diet |  

Th | 

Thalassemia |   

Thalidomide (Thalomid) 

Thallium |  

The Art of Medicine |  

The Negative Calorie Foods & Good Examples of Foods to Eat |  

The Plexus and Nerves |  

Theophylline |   

Therapeutic alliance | 

Therapeutic Drug Levels |  

Therapeutic Relationship & Pt Centered Care |  

Therapeutic Tap |   

Therapeutic touch & Oriental Medicine |  

Therapy for Ischemic Stroke & In CV and PAD Disease | 

Thiamine (B1) |  

Thiazide -- [Hydrochlorothiazide (HCTZ), Chlorthalidone (CTD), Metolazone (Zaroxolyn) etc |  

Thigh / Groin Pain Ddx |  

Thigh Pain |   

Third Degree block (complete) | 

Third Degree Burns (Full thickness) |  

Thoracentesis - Diagnostic |   

Thoracentesis - Needle Decompression |  

Thoracic & Thoracoabdominal Aortic Aneurysm |  

Thoracic (upper) Back | 

Thoracic Aortic Aneurysm |  

Thoracic Back |  

Thoracic Discogenic Pain |  

Thoracic Outlet Syndrome |  

Thoracic Spine |  

Thoracotomy - Emergency Technique |  

Thought & Delusions |  

Thought Disorders |  

Threadworm |     

Threatened & complete Ab |   



Throat & Nasal Specimens |  

Throat / Laryngitis / Strep |  

Throat / Tonsils |  

Throat |  

Thromboangiitis Obliterans (Buerger’s Dz) |  

Thrombocytopenia |   

Thrombocytosis |   

Thromboembolic Renal Dz | 

Thromboembolism |  

Thrombolytic (Fibrinolytic) |  

Thrombolytic-PE/DVT |   

Thrombolytics in AMI |   

Thrombophlebitis | 

Thrombosis & HTN |  

Thrombosis: Jugular | Cavernous Sinus & Cerebral venous sinus  | 

Thrombosed Hemorroid 

Thrombotic Microangiopathy |  

Thrombotic Thrombocytopenic Purpura (TTP-HUS) | 

Thrush / Stomatitis |  

Thumb - De Quervain’s | 

Thumb OA |  

Thumb Injury |  

Thumb Spica Splint |  
Thymic Gland & Cancer (Thymoma) |    

Thyroglobulin |  

Thyroid |  

Thyroid Cancer |  

Thyroid Cysts | 

Thyroid Disease |  

Thyroid Nodules |  

Thyroid Storm |   

Thyroiditis |   

Thyrotoxicosis | 

Thyrotoxicosis factitia |  

Thyrotoxic Periodic Paralysis (TPP) - Ddx Hypokalemia | 

Thyroxine (T4) | 

TIA & TNA |  

Tiagabine (Gabitril) | 

TIBC |   

Tibial & Saphenous Nerves) |  

Tibial Stress |  

Tibial Tubercle Pain (Osgood-Schlatter) |  

Tic |   

Tic Douloureux | 

Tick paralysis |  

Tick Spread Zoonosis |  

Tick-borne Encephalitis | 

Ticks |  

Tick Removal | 
Ticlopidine (Ticlid) | 

Tadalafil (Cialis) | 

Tigecycline |   

Tilt Table Testing |  

Time Management |  



Timing of sounds | 

Tinea Capitis |  

Tinea Incognito | 

Tinea pedis |  

Tinea Versicolor |  

Tinnitus |  

Tinzaparin (Innohep) | 

Tiotropium (Spiriva) & Tudorza (Aclidinium) | 

Tipranavir (Aptivus) | 

TIPS |   

Titration of basal |  
TLC |   

TMJ Disorders |   

TNA |  

TNF alpha inhibitors |  

TNKase (Tenecteplase), Alteplase (tPA, Activase), Streptokinase, Reteplase (Retavase) & Other |  

To | 

Tobacco / Nicotine |  

Tocainide (Tonocard) |  

Tocolysis   

Toe / Hallux Block |  

Toe | 

Toe Fx | 

Toe Walkers (Equinus) | 

TOF |  

Tofranil| 

Togaviridae (Ross River, Chikungunya, other) |  

Togaviridae |  

Toilet Train |  

Takatsubo Syndrome | 

Token Economy & House Rules | 

Tolcapone | 

Tolterodine (Detrol) |  

Toluene, Valproic Acid & Other Agents.. |  
Tomographic imaging procedures (SPECT) |  

Tonal quality |  

Tone, Atrophy, Posture, Coordination and Muscles Innervation |  

Tongue  & Oral Lesions |    

Tongue |  

Tongue Anatomy | 

Tongue Fasciculations |  

Tongue Laceration |  

Tongue-Tie (Ankyloglossia) | 

Toning Exercises | 

Tonometry |  

Tonsillectomy |  

Tonsillitis |  

Tooth Avulsion |  

Tooth Discoloration | 

Tooth Displacement | 

Tooth Extractions |  

Tooth Fracture’s |  

Topamax | 

Topical Abx - Acne |  



Topical Acne Tx |  

Topical allergy MEDS |  

Topical Anesthesia |   

Topical Antifungals | 

Topical Calcineurin Inhibitors (Tacrolimus / Pimecrolimus) |  

Topical Corticosteroids |  

Topical Estrogen Cream / Gel / Spray |  

Topical Meds - Vehicles & Absorption |  

Topical NSAIDs |  

Topical Progest |  
Topical Steroid |   

Topical-Local Anesthesia |  

Topiramate (Topamax) |  

Topoisomerase Inhibitors |  

Topotecan 

Tornado (Twister) and Lightening |  

Torsades |  

Torsades |     

Torsion | 

Torticollis | 

Torus Palatini |  

TOS = Thoracic Outlet Syndrome | 

Total T4 & T3 |  

Tongue & Oral Laceration |  

Tourette’s Syndrome | 

Tourniquet's |     

Toviaz (Fesoterodine) | 

Toxic Adenoma/ Goiter |  

Toxic Adenomas |     

Toxic Epidermal Necrolysis | 

Toxic erythema |  

Toxic Food (Shellfish, Mushrooms, Plants) | 

Toxic Herbs | 

Toxic Megacolon 

Toxic Shock 

Toxic Synovitis |   

Toxicology – Workup and Bedside Clues |  

Toxicology | 

Toxidromes |   

Toxins |  

Toxo in HIV | 

Toxocariasis |   

Toxoplasmosis |  

TPN |  

Tr | 

TR |  

Trace Elements |  

Tracheoesophageal Fistula | 

Tracheostomy |  

Trachoma | 

Trachoma Keratitis |  

Tracings - Fetal 

Training Effects on HR |  

TRALI | 



Tramadol | 
Tranexamic Acid - Topical Hemostatic |  

Transcranial magnetic stimulation (TMS) | 

Transdermal and Buccal Testosterone |  

Transdermal Estrogen Patch |  

Transdermal Nitro |  

Trans Fat & Fried Food | 

Transfer Assisting and Aids |  

Transferrin |   

Transferrin saturation (TSAT) |  

Transfusion Orders, REACTIONS |  

Transfusions |  

Transgender Patients | 

Transient Ischemic Attack (TIA) & TNA |  

Transient Global Amnesia | 

Transient Tachypnea |  

Transmission (Airborne, Droplets) |  

Transparent Films & Semipermeable Dressings |  

Transplant / Immunosuppressive meds |   

Transplant |  
Transplant Complications | 

Transplant Rejection |  

Transplantation Medicine |  

Transposition of the Great Vessels |  

Transudate |  

Transudative Ascites |  

Transvenous & Transthoracic Pacer |  

Transverse Myelitis | 

Tranxene | 

Trapezius Sprain/Strain | 

Trastuzumab 

Trauma - Eye |  

Trauma - Urologic |  

Trauma & Tox |  

Trauma and Preg | 

Trauma and Pregnancy |   

Trauma Casualty Predictor |  

Trauma, Radiation and Preg |  

Traumatic & Other Forms & Syndromes |  

Traumatic alopecia |  

Traumatic Encephalopathy | 

Traumatic Optic Neuropathy |  

TRAVEL |  

Travel Medicine |   

Travel Related VTE |  

Traveler’s Red Eye |  

Travelers Diarrhea | 

Travelers Vaccines |  

Trazodone (Desyrel) |  

Treadmill Stress Test (EST) |  

Trematodes (Flukes / Flat worms) 

Tremors |  

Trench Fever - Bartonella | 



Trench Fever (q5 days) - Bartonella | 

Trench foot |    

Trench mouth/ Vincent’s Angina |  

Trendelenburg Test |     

Treponemes | 

Tretinoin  

TRH |  

Tri & Quadraphasic |  

Tri 13 |  

Tri 18 |   

Triads and pentads in medicine | 

Triage | 

Trial Guidelines |  

Triamcinolone (Azmacort) & Mometasone (Asmanex Twisthaler) |  

Triangular Fibrocartilaginous Complex |   

Triatoma (Kissing Bug) |  

Triceps Tendonitis |  

Trichinosis |  

Trichograms |  

Trichomonas |    

Trichomycosis Axillaris |   

Trichotillomania | 

Trichuris trichiura (Whipworm) | 

Tricuspid Atresia | 

Tricyclic (TCA) |  

Tricyclics OD… |  

Triethylenethiophosphoramide (thiotepa, TSPA, Thioplex) 

Trigeminy  | 
Trigeminal Neuralgia |   

Trigger Finger |    

Trigger Foods (Emotional eating) | 

Trigger Points (myofacial) |    

Triggered Arrhythmia | 

Triggers - Asthma |  

Triggers - Migraines |  

Triglyceride |  

Triiodothyronine (T3) | 

Trileptal |  
Trimetrexate 

Trinucleotide Repeat Expansion |  

Triple HTN Drug |  

Triptans |   

Trochanteric Bursitis | 

Tropheryma whippelii - Whipple’s | 

Trophoblastic | 

Tropias |  

Tropical Sprue |  

Trospium (Sanctura) | 

Trouble Shooting Ventilators | 

Truncus Arteriosus |  

Trust |  

Truvada (Emtricitabine + Tenofovir) | 

Trypanosomiasis | 



Trypanosoma cruzi - Chagas | 

TS | 

TS |   

TSAT | 

T-score |  

T-score |    

TSH |  

Tsunami, Floods, Tropical Storms & Hurricanes |  

TTKG |  

TTP - Thrombotic Thrombocytopenic Purpura (TTP-HUS) | 

T-tube |  

Tuberculosis |  

Tuberous Sclerosis |   

Tubes - Ear | 

Tubular Dz |  

Tubular Proteinuria |  

Tudorza (Aclidinium) |   

Tularemia |   

Tumor Lysis |  

Tumor Markers |   

Tumors - Chorionic | 

Tumors of the Paranasal Sinus and Nasal Cavity | 

Tungiasis |   

Turf Toe |      

Turner Syndrome | 

TV = Tidal Volume |  

TV/Video |  

T-wave | 

Twinrix |  

Twins | 

Two foot, one hand dz |   

Tx of Exercise-related & Muscle Soreness |  

Tylenol = Acetaminophen (Paracetamol) | 

Tympanocentesis |   

Tympanometry |  

Type 1 & LADA |  

Type 2 and Other |  

Types of Angina & Functional CP |  

Types of Fevers | 

Types of Fx & First Aid |  

Types of HL (Conductive, Sensory-Neural (SNHL), Functional, Central) |  

Types of Infections | 

Types of Insulin’s | 

Types of Integrative Medicine |   

Types of Memory |  

Types of Mutations |  

Types of Paps |  

Types of Reactions |  

Typhlitis |   

Typhoid Fever |  

Typhus (Endemic, Scrub) |  

Tyrosine kinase-inhibitors |  

Tysabri (Natalizumab)] | 

Tyzeka (Telbivudine) in HCV Tx | 



Tzanck |   

TZD's |  

U | 

Ultrasound (U/S) | 
U/s - Thyroid |  

U/s Guided & PICC |  

U/S in Appendicitis |   

U/S Trauma scan | 

UAP / NQM (Acute Coronary Syndromes) |  

Ubiquinol | 

UC Vs Crohn’s |   

UFH |  

Ulcer, genital- Ddx |  

Ulcerative Colitis |  

Ulcerative Periodontitis |  

Ulcers - Oral |  
Ulcers |  

Ulnar Collateral Ligament |  
Ulnar Nerve |    

Ulnar Tunnel | 

Ultram |  

Ultra-Short (Rapid acting Insulin) |  

Ultrasound (U/S) |  

Ultrasound - Pregnancy |  

Ultraviolet Radiation |   

Umbilical Hernia | 

Umbilical Lines |  

UMN |  

Unable to Exercise (Pharmacological Stress) |  

Unconventional / Nontraditional Medicine |  

Under secreters: Uricosurics (Sulfinpyrazone (Anturane) & Probenecid (Benemid) |  

Unexplained Sx’s |  

Unfractionated Heparin | 

Unilateral Cover Test |  
Units of radiation |  

Universal Precautions | 

Unna Boot & Compression Dressings |  

Unstable Angina 

Upper (Thoracic) Back |  

Upper Back Rehab Exercises |  

Upper Extremity Blocks  

Upper Extremity & Brachial Plexus |  

Upper Extremity DVT |  

Upper GI Study | 

Upper GIB |  

Uprima |  

Urate - uric acid (serum) | 

Ur Osm |  

Ur Prot-Cr Ratio | 

Urea Cycle Defects (Citrullinemia, Ornithine transcarbamylase def, Arginase def, N-

acetylglutamate def) | 

Uremia |  

Uremic/ ARF |  

Ureteral Stents |  



Urethra -  Congenital Malformations |  

Urethra | 

Urethral / Bladder Catheterization Procedure | 

Urethral Cancer |  

Urethral Disorders (Ectopia, Prolapse, Ureterocele) |  

Urethral Hypermobility |  

Urethral Lesions |  

Urethral Suppository |  

Urethral Swabs |  

Urethral Syndrome |  

Urethral Trauma |  

Urethritis |   

Urge Incontinence (UI) = Overactive Bladder (OAB) |  

Uric Acid (serum) | 

Uric Acid Stones |  

Urinalysis |    

Urinary Electrolytes |     

Urinary Gap |  

Urinary Incontinence |    

Urinary Retention |     

Urinary Tract Infections |  

Urine Catheter Balloon Fails to Deflate |  

Urine Drug Testing |  

Urine Incontinence |  

Urine signs |  

Urodynamics and Studies |      

Uroflow/ Frequency Volume Charts / Flow Rate studies |  

Urologic |  

Urologic injury |  

Urology |  

Urticarial  

Urticarial Vasculitis |   

USPTF |  

USPTF |  

Uterine & Menstrual Conditions |  

Uterine Bleeding |   

Uterine Ca | 

Uterine fibroids |  

Uterine Rupture |  

UTI |  

UTI’s |  

UV Keratitis |  

Uveitis (Iritis/ Iridocyclitis) |  

U-Wave | 

V |   Ve | Vit | 

VAC - Negative Pressure Dressing |  

Vaccine Safety |  

Vaccines & Related Dz’s |  

Vaccines / Immunizations |  

Vaccines/ Immunizations |   

Vacuum Assisted Delivery |  

Vacuum ED Device |  

Vagal Maneuvers |  

Vagal Nerve Stimulation (VNS) | 



Vagina |  

Vaginal & Pelvic Pain |  

Vaginal / Topical Estrogen |  

Vaginal |  
Vaginal Birth after C/s (VBAC) |  

Vaginal Cancer | 

Vaginal Estrogen |   

Vaginal Fb |  

Vaginal Infections |  

Vaginal Lesions |  

Vaginismus |     

Vaginitis - atrophic |  

Vaginitis |  

Vaginosis- Bacterial |  

Valerian | 

Validity |  

Valium |  

Valproate (Depakene, Depakote, Stavzor) |  

Valrubicin (Valstar) 

Valsalva Maneuver |  

Valve Replacement |   
Valves |  

Valvular  

Valvular Heart Dissease and Pregnancy Issues | 

Vancomycin |  

Vanadium | 

VAP |  

Vaptans | 

Vardenafil (Levitra, Staxyn) | 

VAREC |  

Variant (Prinzmetal’s) Angina |  

Variant Angina |  

Variant Angina |  

Variants - ECG & Troubleshooting |  

Variants in Athletes & Congenital Anomalies | 

Variants, Lead Reversal & Troubleshooting | 

Variceal Bleeding |   

Varicella (Chicken Pox, Zoster) |  

Varicella (Chicken Pox, Zoster) Vaccines |  

Varices - Esophageal  
Varicocele |   

Varicose Veins |  

Varicose/ Cosmetic Procedures |  

Various Abx |   

Various Other Neuro |   

Various Renal Disease & Masses |  

Various Skin Lesions |  

Various Vulvar & Perineal Lesions |  

Vasa previa |  

Vasclip | 

Vascular Access | 

Vascular Anatomy |   

Vascular Dementia |  



Vascular Derm Lesions (Cherry Angioma, Telangectasias etc) | 

Vascular Diseases | 

Vascular Renal Lesions |  

Vascular Malformations & Embryology and Anatomy | 

Vascular Phenomena in Neonates |  

Vascular Skin Phenomena in Neonates |  

Vasculitis |   

Vasectomy |   

Vasomotor (Idiopathic) |  

Vaso-occlusive |  

Vasopressin |   

Vasopressors |  

Vasovagal (Neurocardiogenic) / Autonomic |  

VBAC |  

VC |   

Ve | 

VE’s |   

Vectors |   

Vegetables, Fruit, Nuts & Fiber |  

Vegetarians & Organic |  

Vegetative State | 

Vein Sclerotherapy |  

Velocity - PSA |  

Vena Cava Filter |  

Venezuelan equine encephalitis (VEE) |  

Venipuncture | 

Venlafaxine (Effexor XR, Pristiq) |  

Veno-occlusive |  

Venous Blood Gas (VBG) | 

Venous & DVT |  

Venous / Arterial Gas Embolism |  

Venous cutdown |   

Venous Devices (Ports) |  

Venous Lake (Lips) | 

Venous Thromboembolism (VTE): DVT / PE |  

Venous Ulcers & Stasis Dermatitis |  

Venous Waveforms |  

Vent Modes |    

Vent monitoring, Pearls & Suctioning |  

Ventilation Dependence | 

Ventilator |  

Ventilator Associated Pneumonia (VAP) |  

Ventilator Pneumonia |  

Ventilator Types |  

Ventilatory Modes |  

Ventilatory Patterns |  

Ventral (Epigastric) | Umbilical | Spigelian | Incisional Hernias | 

Ventricular Arrhythmia | 

Ventricular from SVT |  

Ventricular Septal Defect | 
Venturi |   
Verap | 

Vernal Conjunctivitis (SAC) |  

Vertebrae & Spinal Tracts |  



Vertebral Dissection | 

Vertebral Fx’s | 

Vertebral Osteo |  

Vertebrobasilar Dz | 

Vertebroplasty |  

Vertical & Horiz Mattress |  

Vertigo |   

Very-Low Cal |  
Vesicants / Blister Agents (Sulfur & Nitrogen Mustards, Lewisite) |  

Vesicare (Solifenacin) | 

Vesicoureteral Reflux |  

Vesicular / Blister | 

Vestibular & Viral Neuronitis |  

Vestibular Rehab Exercises |  

Vestibular Schwannomas- (acoustic Neuroma) | 

Vestra) | 

VF / Pulseless VT |  

VHF’s |  

Viagra |   

Vibativ | 

Vibrio sp | 

Vidaza (Azacitidine) 

Videx | 

Vigabatrin (Sabril) | 

Viibryd (Vilazodone) | 

Vilazodone |  

Vimpat |   
Vinblastine (Velban)  

Vincent’s Angina |  

Vincent's | 

Vincristine (Oncovin)  

Vinorelbine (Navelbine) 

Violence - Domestic |  

Violence – Violent patients - Severe Agitation |  

VIPoma |    

Viral (Follicular) Conjunctivitis |  

Viral |  
Viral Gastroenteritis |  

Viral Load Testing in HIV |  

Viral Pneumonia | 

Viral Rhinosinusitis (Colds) |   

Viral URI Tx |  

Viread (Tenovir) |   

VISA |   

Visceral larva migrans |   

Viscosupplementation |  

Vision - >24hr Decr Vision |  

Vision - Transient Decr Vision | 

Vision Loss |  

Visual Acuity |  

Visual Fields |   

Vit | 

Vit B-12 |  

Vit E | 



Vit K |  

Vitals |  

Self Harm |  

Vitamin A |  

Vitamin D | 

Vitamin Deficiencies |   

Vitamin Supplements & Aluminum |  

Vitamin Toxicity |   

Vitamins & Nutrients |   

Vitamins |  

Vitamins and CAD |  

Vit-D |  

Vit-E |  

Vitiligo | 

Vit-K | 

Vitreous Hemorrhage | 

Vocal Cord Dysfunction |   

Voiding Disorder - Pediatric | 

Volar Plate Fx & Metacarpal Fx |  

Volume |  

Volume State |  

Voluntarily Stopping Eating and Drinking (VSED) | 

Volvulus | 

Von Hippel-Lindau |  

Von Willebrand Dz | 

VP Shunt |   

VP-16 
VOD - hepatic veno-occlusive disease | 
Vortioxetine (Trintellix - Brintellix) | 

VQ |   

VREF |  

VREF Agents (Linezolid and Syncerid) |  

VSD |  

VT from SVT |  

V-Tachy Tx |  

VTE | 

Vulvar & Vaginal Ca |  

Vulvar Ca |   

Vulvar dermatitis | 

Vulvar Lesions | 

Vulvar Pain |  

Vulvar Vestibulitis |   

Vulvodynia / Vulvar Lesions | 

von Willebrand disease (vWb Dz) |   

Vyvanse (Lisdexamfetamine) | 

W | Wa-We | Wh-Wr | 

Waddell’s (Exaggeration) Signs |  

Waist Circumference |  

Wait-and-see / Safety Net (SNAP) Rx |  

Waldenström's macroglobulinemia |  

Walkers |  

Walking / Pedometer |  

Warfarin |  

Warfarin OD | 



Warfarin Reversal with Vit-K | 

Warfarin Skin Necrosis 

Warfarin,  Comparison Chart & Combo’s |  

Warm-up |  

Warts |  

Warts- genital |   
Warts-skin |  

Wasting - HIV |  

Wasting Syndromes & Wt loss |    

Watchful Waiting - Active Surveillance - Prostate Ca |  

Watchful Waiting in AOM | 

Water | 

Water Disinfection |  

Water Purification |  

Waterborne Bacteria |  

Waterhouse-Friderichsen Syndrome (Primary adrenal insufficiency) |  

Waveforms |  

Ways to Spot Qucks & Fad Diagnoses | 

Wayson Stain | 

WBC Abnormalities on Smears |   

WBC's - Urine |  

WBCs |   

WBGT & Temp-Humidity Index |  

Weber -Osler-Weber-Rendu | 

Weber Test | 
WEAKNESS |  

Weakness Disorders |   

Weaning | 

Weaning Trials |  

Weaning Vent |  
Weather | 

Web Searching |  

Web Online Ratings / Internet | 
Webs - Esophagus |  

Wedge Resection & Phenol Ablation - Nails |  

Wedge Resection of Nail |  

Wegener | 

Weight / pound to kg |  

Weight Conversion |   

Weight Gain, IUGR and Exercise |  

Weight Loss |  

Weight, Sleep, Lifestyle and Dementia | 

Weight-loss” and Fad Diets | 

Weights |  

Well Child Visits |  

Well-Balanced Questions | 

Wellbutrin |  

Well's Score | 

Well-Woman Visits | 

Wernicke-Korsakoff Syndrome | 

Wernicke's area | 

West Nile Virus |  

Western Diet |  



Western equine encephalitis |  

Wet Prep |  

Wetting - Urine | 

Wet-to-Dry Dressing |  

Wh-Wr: 

What to Eat, Examples and Food Plate / Pyramid | 

Weight loss Syndrome | 

Wheelchairs | 

Wheeze |  

Whiplash |  

Whipple’s |   

Whipworms (Trichuris) |  

White-coat HTN |     

White-matter hyperintensities | 

White Nails |  

White Oral Lesions |  

Whitlow and Gladiatorum |  

WHO-EORTC Class |  

Whole Blood |  

Why pt Sues |  

Williams (William-Beuren) Syndrome |  

Willow Tree Bark |  

Wilson’s Dz |   

Winging, Scapular |  

Winter Pruritus |  

Winter Storms and Volcanic Eruptions |  

Winter's Formula |  

Wisdom Teeth | 

Wiskott-Aldrich Syndrome |  

Withdrawal |  

Withdrawing from Ventilators |  

Withholding / Withdrawing Care |  

Women & Child Bearing - Sz |  

Women and CAD |  

Women’s Health |  

Woods Lamp |  

Work Injuries & Guidelines |  

Worker’s Compensation |  

Wound Care & Suturing |  

Wound Care instructions |  

Wound Care Products / Dressings | 

Wound Culturing |  

Wound Dressings |  

Wound Foreign Bodies (Glass, Metal, Splinters, Fiberglass etc.) |  

Wound Healing Pearls |  

Wounds - Complicated |  

Wounds & Suturing | 

Wounds |  

Wounds- burn care | 

Wounds with FB’s |  

WPW |  

WPW |   

Wrestling |  

Wright Stain | 



Wrist & Hand |  

Wrist and Other Fx’s | 

Wrist Fractures |  

Wrist Fx’s |  

Wrist Pain |  

Wrist Problems & Hand Pain |  

Wrist Splints | 

Wrist Sprain & Rehab |  

Wrist Trauma |  

Wrist, Ankle, Elbow & Other |  

XYZ | 

Xanax |  

Xanthelasma: Skin Manifestation of hypercholesterolemia | 

Xarelto | 

Xerosis |  

Xerostomia |  

Xifaxan (Rifaximin) |  

Ximelagatran (Exanta)] |  

X-linked |  

X-Linked Agammaglobulinemia |  

X-Linked Lymphoproliferative Syndrome |    

Xolair (Omalizumab) |  

X-ray Findings (KUB & CXR) | 

Yawning - reflexes |  

Yaws and Pinta | 

Yeast - Candidiasis |  

Yeast - Fungi in urine | 

Yellow Fever |  

Yellow nail syndrome | 

Yellowish Nails |  

Yersinia |  

Yersinia Diarrhea |  

Yoga | 

Zalcitabine) |  

Zanamivir (Relenza) | 

Zarontin |  

ZE Syndrome | 

Zebinix | 

Zenker’s | 

Zenker’s Diverticula |  

Zerit | 
Zidovudine, Retrovir) | 

Zika & Omsk Virus | 

Zinc |  

Zinc Gluconate or Acetate |  

Zinc Lozenges | 

Ziprasidone (Geodon) | 

Zoledronic acid (Zometa, Reclast) | 

Zollinger-Ellison (Gastrinoma) | 

Zoloft | 
Zolpidem, Zaleplon and Eszopiclone) |  

Zone Diet |  

Zonegran | 

Zonisamide (Zonegran) | 



Zoonotic Infections |  

Zostavax (adult) |  

Zoster 

Zoster Ophthalmicus |  

Z-Plasty | 

Z-score |  

Zyflo (Zileuton) | 

Zygomycosis |  

Zyprexa | 

 
 
 
 
 
  



 

 

 


