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History	&	Physical	examination	
&	assessment	of	Dehydration	

Q.M.A	Team



DEFINITION:
• Dehydration is a condition that can occur with excess loss of 
water and other body fluids.
Dehydration results from decreased intake, increased output 
(renal, gastrointestinal or insensible losses), a shift of fluid (eg, 
ascites, effusions), or capillary leak of fluid (eg, burns and 
sepsis).



Signs	&	Symptoms	of	Dehydration	



History	for	oliguria	or	anuria	(acute	renal	failure)

Patient	profile
Chief	complaint	+	duration	
OPP
Pre-renal	causes:
- Is	he	dehydrated?	(thirst,	dry	mouth,	absent	tears,	and	change	in	consciousness,	fatigue)
- Nutritional	history	(Pharyngitis)
- Does	he	have	diarrhea	or	vomiting?	
- Does	he	have	any	blood	loss	from	skin,	GI,	or	urine?
- Heat	or	sunlight	exposure	or	burn?
- Is	he	septic	or	have	current	illnesses?	(fever)
- 3rd space	losses	(HF,	Liver	cirrhosis,….)	
- Polyurea



Renal	causes
- Hematuria?
- Poststerp GN	(history	of	sore	throat	within	the	past	30	days)
- HSP	(rash,	joints	pain,	abdominal	pain)
- HUS	(history	of	bloody	diarrhea	or	chest	infection	during	the	past	10	days,	and	
bleeding	tendecny)
- Hemolytic	anemias	(pale,	jaundice,	and	past	history	of	anemia	especially	sickle	
cell	disease)
Drug	intake	…
Post	renal	or	obstructive	problems
- Stones	(Flank	or	suprapubic pain	and	dysuria)
- Trauma
- Neurogenic	bladder	(diabetes,	back	lesion	or	hair	tuft,	or	past	history	of	back	
surgeries)
- Ask	if	he	had	recurrent	UTIs
- Past	and	family	history	of	renal	diseases
Perinatal	history	(drugs	intake,	and	prematurity)



Physical	examination	

General	appearance,	vital	signs,	growth	parameters
Dehydration	signs
Eye:	jaundice,	anemia
Oral:	pharyngitis	
Skin:	HSP
RS	examination	
Abdominal	examination	



Investigations	

• CBC	(sepsis	+	HGG)
• Bd	smear
• Urinalysis	(specific	gravity,	stones,	UTI)
• Lactic	acid
• BD	sugar
• KFT	+	Electrolytes	(Na	&	HCO3- +	K+)
• VBG
• C3,	C4



History	&	physical	
examination	for	diarrhea	

Q.M.A	Team













History	&	physical	
examination	of	fever

Q.M.A	Team



Hx	taking	

• 1.	Duration
• 2.	Describe	the	fever
• - Degree	(the	highest),	where	measured	and	by	whom?
• - Progression	(remained	as	it	is,	increased,	decreased,	or	fluctuates??)
• - Is	there	a	specific	time	for	increased	degree	(night,	morning,	or	
day??)
• - Did	it	respond	to	medications	(or	treatments),	and	what	are	the	
medications	(or	treatments)	given??
• - General	associated	symptoms	especially	in	infant	(convulsions,	
malaise,	poor	feeding,	activity,	and	sleeping	pattern)



3.	Causes	of	fever
-Meningitis (vomiting,	headache,	photophobia,	rash	and	hypoactivity)
- OM (ear	discharge	and	pain)
- Respiratory (cough,	sputum,	distress,	poor	feeding	/	sore	throat,	nasal	congestion	and	
rhinorrhea)
- Gastroenteritis (diarrhea,	abdominal	distention,	pain	and	blood	in	stool	(shigella).	If	
those	presents	ask about	dehydration signs	(thirst,	absent	tears,	and	oliguria)
- UTI (frequency,	dysuria,	and	heamturia)
- Skin	infections,	OR	TRAUMA	that	may	have	caused	skin	infection.
- Chronic	or	systemic	conditions	like	TB (anorexia,	weight	loss,	night	sweats,	and	living	
with	elderly	(TB))
- Arthritis (joint	swelling	or	pain)
- SLE,	rheumatoid	diseases	and	Rheumatic	fever	_only	ask	about	these	in	case	there	was	
arthritis	in	your history	(sore	throat	within	30	days,	rash,	malar rash,	painless	mouth	ulcers,	
and	photosensitivity)
- Has	there	been	recent	drug	intake (drug	allergy)??
- Vaccinations are	important	as	well	in	any	case	with	possible	infection.



4.	Has	there	been	contact with	another	family	member	or	friend	that	
had	fever	or	infection??
5.	Signs	of	dehydration (thirsty,	dry	mouth,	absent	tears,	oliguria,	and	
level	of	consciousness)
6.	Previous	episodes??	What	was	the	diagnosis	of	those	previous	
episodes??
7.	If	the	patient	is	neonate,	ask	about	risk	factors	in	perinatal	history	
(premature,	birth	weight,	maternal	fever,	maternal	UTI,	and	
prolonged	rupture	of	membranes,	foul	smelling	liquor)
poor	feeding,	poor	suckling	,	irritability,	seizures	,	drowsiness,	
vomiting,	cough,	diarrhea,	ear discharge,	jaundice,	cyanosis	…)



Fever	of	Unknown	origin

Temperature	of	a	38	degree	or	higher	with	a	minimum	duration	of	3	
weeks	without	an	established	diagnosis.
It	may	be:	
1- Infectious	
2- Inflammation	
3- Malignancy	
4- others











Investigations	
• Blood	(CBC,	CRP,	Culture)
• LP
• CXR
• Urine	analysis	and	culture
• Stool	analysis
• ASO
• FMF	genetic	testing	
• Otoscope
• PPD/	IGRA
• Echo
• Brucellosis	ELISA	or	antibody
• ANA,	anti	DsDNA



Management	

• Sepsis:	1st line	Ampicillin,	Gentamycin //	2nd line	Ceftrixone



History	for	failure	to	thrive

Q.M.A	Team



• FTT	is	defined	by	both	poor	weight	gain	and	low	weight	below	
the	5th	or	3rd	percentile	on	a	growth	chart.	Although	it	includes	
length,	but	weight	is	affected	first.
• the	case	present	to	you	complaining	from	poor	weight	gain	or	
low	length,	or	sometimes	detected	at	hospital	on growth	
assessment.	Disease	of	any	system	can	cause	FTT,	so	we	have	to	
search	between	almost	everything.
• In neonates	and	small	infants	you	better	start	with	perinatal
history	for congenital	and	anatomic	causes,	in	older	infants	and	
children	you	can	delay	it.



Deferential	Diagnosis
Perinatal	problem:	Maternal	or	congenital	infection	(TORCH).
Genetic	problem.	(Down	syndrome	,	Turner	syndrome)
Inadequate	caloric	intake.	
Malabsorption	(diarrhea)	(Celiac,	IBD,	Lactose	intolerance,	CF)
Metabolic	disorders:	Galactosemia.
GERD	(vomiting)
Increased	ICP	(vomiting	)
Chronic	disease	(CVS,	RS,	Renal,	Anemia).
Malignancy.
Hyperthyroidism,	DM
Hypothyroidism,	GH	deficiency	
Immune	deficiency.



Patient	profile
Chief	complaint	+	duration	
OPP
(Current	weight	and	height?	How	much	they	were	6	months	ago?	How	much	
they	were	at	birth)
Perinatal	history:
- Prenatal	history:	IUGR,	Maternal	infections,	illnesses,	and	substances	
intake	during	pregnancy	(smoking	&	alcohol)	(all	of	which	can cause	
congenital	heart	diseases	and	congenital	infections).
- birth	history:Mode	of	delivery,	asphyxia,	prematurity	and	birth	sizes	
(weight,	length	and	head circumference).
- Post	natal	history: early	or	prolonged	jaundice?	(May	indicate	
hypothyroidism,	congenital	infections,	and inadequate	breast	feeding),	any	
diagnosed	congenital	illnesses	including	hypothyroidism?	Did	he	need ICU	
admission,	oxygen	or	ventilatory	support?



Deferential	diagnosis
Feeding	or	diet	history
- In	infant:
� Breastfed	or	formula?	If	formula	what	is	the	formula?	If	he	was	breastfed,	when	
he	stopped.
� How	many	meals	per	day	he	is	fed?	And	how	much	quantity	of	each	meal	(in	
breastfed,	ask	how long	he	spent	sucking)
� Any	issues	like	poor	sucking	or	refusal	to	eat.
� If	he	is	introduced	to	food,	when	and	what	food,	and	was	there	a	complications	
(vomiting)	or allergy	to	any	specific	food?	And	ask	if	he	drinks	too	much	juice
- In	child:
� How	many	meals	and	what	is	their	times	and	lcoations?	What	foods	he	usually	
eats	at	meals?
How	much	is	the	quantity	of	each	meal?
� Does	he	feed	himself?	If	so	does	anybody	observe	him	while	eating?
� Any	issue	like	refusal	to	eat	or	complications	or	allergies	after	certain	food?	Does	
he	drink	too much	juice?



Malabsorption or	other	causative	GIT problem?
- Diarrhea,	steatorrhea,	blood	in	stools,	vomiting,	abdominal	distention	&	pain,	
flatus,	and	jaundice.
- Celiac	disease	(If	these	symptoms	present,	are	they	related	to	wheat	and	grains,	
and	is	there	a	family history	of	celiac?)
- IBD	(arthritis	and	mouth	ulcers)
- Lactose	intolerance	(are	the	above	symptoms	related	to	milk?	Is	there	family	
history)

- Cystic	fibrosis,	in	addition	to	the	respiratory	and	malabsorption	symptoms	you	
ask	about	(past	and	family history	of	CF)
- GERD	(food	regurgitation	and	heart	burn,	vomiting)

Cardio	or	respiratory	or	renal	problem?
- Cardio-respiratory	symptoms	(difficulty	breathing,	cough,	sputum,	hemoptysis,	
wheezes,	cyanosis,	chest	pain,	palpitations,	loss	of	consciousness,	limb	edema)
- Anemia	(past	and	family	history,	blood	loss	in	stool	or	urine	may	cause	anemia)
- renal	problems	(Past	history	of	renal	failure	and	recurrent	UTIs,	oliguria,	
frequency,	urgency	and	changes	in	color)



- Hypothyroidism (cold-intolerance,	slowness,	constipation,	thyroid	
disease	on	newborn	screening)

- DM:	polyurea,	polydypsia,	polyphagia

- Immune	deficiency	history	of	recurrent	fever	and	ear	infections.

- Genetic	problem? Take	family	history
- Are	his	parents	short?
- Any	of	his	siblings	has	the	same	problem?
- Genetic	disease

Social	hx
Occupation	of	parents	and	economic	state
Hx	of	violance or	abuse	or	neglect



Physical	examination	
• General	examination,	vital	signs,	Growth	parameters.







General	appearance:	Cachexia,	temporal	wasting,	sparse	hair	or	alopecia.
Dysmorphic	features
Head: microcephaly
Eye: IBD, Pallor, cataract, jaundice
Oral: IBD
Nasal polyps
Skin: DH, EN, Scratching 
&brusing



Investigations	

• CBC
• Blood	sugar	
• Urine	analysis	&	KFT	(Electrolytes)
• Stool	analysis
• IgA	ttg,	total	IgA,	anti-glidin,	biopsy
• CF:	fecal	elastase,	genetic	testing,	sweat	chloride	test
• Hydrogen	breath	test,	stool	acidity	test	for	lactose	intolerance.
• TFT
• Esophageal	PH	monitoring	
• Karyotyping





Headache History & Physical 
examination

Q.M.A team



Headache differential diagnosis:

• CNS Causes: 

1. Primary: A. Tension: Stressful, usage of phone.                         
B. Migraine: Nausea, vomiting, photophobia, photophobia,  
aura. C. Cluster: Localized to one eye, rhinorrhea, severe).

2. Secondary: Trauma, meningitis, increased ICP, sinusitis, drugs
(vitamin a, doxycycline, a & beta agonist, NSAIDS), abdomen
(change in bowel habit), thyroid disease, refractive error. 

• Non CNS: Life style (sleep, dehydration, food, caffeine), toothache, otitis 
media, UTI, consanguinity, family history. 









Thank you



History	&	physical	
examination	of	Jaundice

Q.M.A	Team







Hx	taking

• Patient	profile
• Chief	complaint	+	duration	+	OPP
• HOPI:	analysis	of	the	complaint	
• SOCrATES:	
Site	:	where	was	it	noticed	?
Color:	stool	&	urine	color	
Associated	symptoms	(itching)
Timing:	intermittent	or	constant
Exacerbating	and	reliving	factors
Severity:	kernicterus (poor	activity,	hypotonia,	seizures,	hearing	loss)







Jaundice	in	CHILDREN





Investigations
- Direct and indirect bilirubin levels.
- BD type of infant and mother for ABO and Rh incompatibility.
- Peripheral blood smear and reticulocyte count for hemolysis.
- CBC 
- LFT (ALT, AST, ALP, GGT) 
- PT, PTT, INR, Albumin, glucose
- Blood culture
- Urine analysis and culture
- Sweat chloride test or gene testing 
- TFT
- Anti-HAV IgM, HBsAg, HBcAb, PCR







Management

Frequent	feeding	should	be	encouraged	to	promote	gut	colonization	
and	fecal	excretion.	
Sometimes	rapidly	rising	hyperbilirubinemia requires	phototherapy for	
kernicterus prevention.	
Exchange transfusion is	indicated	for	total	bilirubin	levels	>20-25	
mg/dL.



History	and	Physical	
examination	of	joint	pain

Q.M.A	team



Differential	diagnosis

1- Trauma
2- Infectious:	Septic	arthritis,	reactive	arthritis,	rheumatic	fever.
3- Inflammatory/	rheumatology:	RA,	SLE,	JIA.
4- Neoplastic:	ALL,	Lymphoma,	Neuroblastoma.
5- Others:	Brucellosis,	IBD,	HSP,	Hemophilia.



Hx	taking	

Patient	profile.
Chief	complaint	+	duration.
OPP
HOPI:	Analysis	(SOCRATES)
S:	site,	unilateral	or	bilateral	
R:	Radiation	(migratory	or	not)	
A:	associated	symptoms	(swelling,	erythema,	hotness,	LOM)
T:	Timing	(morning	vs	night	vs	constant)	
E:	exacerbating	and	relieving	factors
S:	severity	(able	to	bear	weight)











History	&	Physical	
examination	of	polyurea

Q.M.A	Team



Deferential	diagnosis	

Diluted	Urine:	(water	diuresis)
- Psychogenic	polydipsia
- Diabetes	insipidus (Central	or	Nephrogenic)	
Concentrated	urine:	(Osmotic	diuresis)
- Glucose:	DKA
- Na:	Diuretic	
- Ca+2:	HyperCalcemia
- Sodium	bicarbonate	in	renal	tubular	acidosis,	Fanconi's syndrome.



Hx	taking

• Patient	profile
• Chief	complaint	+	duration	
• HOPI:	Analysis
Amount,	color,	frequency,	urgency,	nocturia,	dysuria
Dehydration	symptoms	
Seizures	
irritability,	failure	to	thrive,	fever	due	to	dehydration



HyperCa+2:	Stones,	bones,	abdominal	moans,	psychic	overtones

Drug	hx:	Li+2,	Demeclocycline,	Diuretic	



Physical	examination	

General	examination,	vital	signs,	Growth	parameters	
Dehydration	symptoms	
DKA: kussmal breathing,	Abdominal	pain,	acanthosis nigricans



Investigations

- Establish	the	presence of	polyuria	(24	hour	urine	collection)
- Morning	sample	of	urine	to	be	tested	for	Osmolality.	(Urinalysis)
- Water	deprivation	test.
- Vasopressin	test to	differentiate	Central	from	Nephrogenic
- CT/MRI of	brain	for	signal	in	post	pituitary,	to	detect	cysts,	tumors,	
hydrocephalus	craniopharyngiomas,	histiocytosis as	secondary	causes	
of	central	DI.
- Genetic	studies for	diagnosis	of	inherited	types	of	nephrogenic DI,	
distal	RTA,	nephronophthisis,	cystinosis,	etc.

- DKA	investigations.





Red	Urine	History	&	Physical	
examination	

Q.M.A	team



Differential	diagnosis:

• Systemic	cause:	pre-renal
Blood	>>	Bleeding	disorders	(bleeding	from	other	sites	(gum,melena),	drugs)

>>	Trauma
Pigments	>>	Endogenous	>>	Hemoglobinurea (G6PD,	HUS,	DIC)

>>	Urobilinogen (SSD,	Thalassemia)	
>>	Myoglobinurea (Status	epilepticus,	exercise)

>>	Exogenous	>>	food	(beet	root)
>>	drugs



Differential	diagnosis:

• Kidney	cause:	renal	
Glomerular >>	PSGN,	IgA	nephropathy,	Alport (	hearing	problems),	
Goodpasture (hemoptysis),	SLE	(rash,	chest	pain,	photosensitivity).	
(Hypertension,	Edema,	decrease	urine	output)
Vascular >>	HSP (	Arthralgia,	abdominal	pain,	rash)	,	HUS	(bloody	
diarrhea,	under	cooked	meat).
Tubular >>	Toxic	causes	ATN	(contrast,	drugs)	
Interstitial >>	AIN	(drugs)	
Tumor >>	Wilms tumor



Differential	diagnosis:

• Infectious:	
Kidney	>>	pyelonephritis (fever,	flank	pain)
Bladder	>>	UTI	(irritative	symptoms),	hemorrhagic	cystitis	(drugs	or	
shistosomiasis)
• Stones:	
Kidney	+	Ureter	(flank,	groin	pain)	
Bladder	(obstructive	symptoms)



Hx	taking

P.P
CC:	Onset,	duration,	previous	episodes,	progression.
HOPI:
- Timing	during	micturation (initial	>>	urethra,,	end	>>	bladder,,	
constant	>>	renal).

- Exact	color	(bright	red	>>	bladder,	urethra,,	tea	color	>>	renal)	
- Presence	of	clot	>>	extra	renal
- Painful	(infection,	stone)	,	painless	(kidney:	GN,	tumor)	















History	and	physical	
examination	of	RS	symptoms	

Q.M.A	Team



Cough

It’s	forceful	expiration	that	aimed	to	clear	airways	from	debris	and	
secretions	and	it’s	divided	according	to	chronicity:	
- Acute:	less	than	2	weeks
- Chronic:	more	than	2	months
- Subacute:	btw	them



Wheezing

Musical	continuous	sound	heard	on	expiration	due	to	turbid	airflow	
secondary	to	smaller	airway	in	lungs	obstruction.



Stridor
Stridor is	a	higher-pitched	noisy	that	occurs	with	obstruction	in	or	just	
below	the	voice	box.	Determination	of	whether	stridor	occurs	during	
inspiration,	expiration,	or	both	helps	to	define	the	level	of	obstruction.



Hx	taking



















Differential	diagnosis	of	respiratory	distress	in	
newborn
• Choanal atresia
• RDS
• Congenital	diaphragmatic	hernia
• Meconium	aspiration	



History	of	Lower	Limb	/	
Periorbital /	

Generalized	Swelling
Q.M.A.	Team



Deferential	diagnosis	

• Local:	Trauma,	cellulitis,	arthritis,	allergy.
• Systemic:	CHF,	Liver	failure,	Renal	failure,	Nephrotic	syndrome,	
Hypothyroidism.



Hx	taking	

Patient	profile
Chief	complaint	
OPP
HOPI:	analysis	by	SOCRATES
S:	site	of	swelling
C:	painful	or	painless
R:	other	sites	of	swelling	
A:	fever,	pain,	….
T:	Constant	or	intermittent	
E:	position,	rest,	movement	













Vomiting History & Physical 
examination

Q.M.A team



Vomiting differential diagnosis:

• GI causes: 

1. Gastroenteritis: Fever, diarrhea, abdominal pain, eating junk food/ 
drinking unsterilized water, family history of the same condition. 

2. GERD: Heart burn, regurgitation, dyspepsia.

3. Hepatobiliary disorders: Jaundice, anorexia, dark urine, pale stool, 
itching, hepatitis risk factors (contact with hepatitis patient). 

4. Intestinal obstruction: Distension, constipation. 



Vomiting differential diagnosis:

• Infectious: 

1. Upper respiratory tract infections: Cough, nasal congestion, sore-
throat.

2. Otitis media: ear discharge, ear pain.

3. Urinary tract infections: dysuria, frequency, urgency, flank pain, loin 
pain, incontinence, red urine, oliguria.

• CNS causes: 

1. ICP: chronic headache, mainly upon wakening, seizures, focal

2. weakness, altered personality and behavior, History of trauma.

3. Meningitis: headache, photophobia, neck pain, rash.



Vomiting differential diagnosis:

• Others:

1. DKA: Polyuria, polydipsia, polyphagia, recurrent infections, 
nausea, vomiting, rapid breathing, acetone smell, dehydration 
symptoms, altered mental status, family history of DM.

2. FMF: Cyclical abdominal pain, rash, arthralgia, fatigue, family 
history. 

3. Drugs: Vitamin A, doxycycline. 





Possible causes: 

Think of the Dx in these scenario’s:

A. Vomiting + Headache:

- Meningitis

B. Vomiting + Diarrhea:

- Gastroenteritis (GE)

C. Vomiting in neonate:

- Biliary Atresia (BA)



Physical examination: 



Physical examination: 

Genitalia: hernia
PR Exam



Thank you


