L IBRRE

Handbook
of

, Medical
i;nghsh

RIEHRIEH R A 7
L= ) /N



THERXETH

A Handbook of Medical English

xR BFE

KK H it B BR A #)
AP 4 1R 2 )



THEEXRETMH
kEA BF
Kkt A PR B H AR

Z2Rre ﬂ‘n.'rj.] EE{] :

(AbsEIR A 137 5

db b A EI R BRI

FEeBERERITRET SHHELESE

19914F 2 HE L FA: 787 x1092)%
19914F 2 A% 1 kEIR Epak. 9. 125

m&: 07‘, 001—1,550 =% 20.6 5=
ISBN *7-5062-0828-8/ R+ 17
- SEfr: 4.507C

ARG AKHEHARLAD B F R
BEHELTED, BEART. 1991



TABLE OF CONTENTS

B 4%
PART I — Hl}jSETORY OF ILLNESS , soiss ova o .
G

STATISTICAL DATA (GENERALDATA) ............. 2
setae (—ama)
CHIEF COMPLAINT . . o0v et nivscinnvinin o 8
EX 3
PRESENTILLNESS i : cxuacioissiittiisssitons sty 10
s
PASTE BESTORY. .. 0s0i: i1 A DA YRAMARIO B0 16
i@ :
FAMILY HISTORY ...... PRCRPP Mg SRS L e - < i 20
K
BRCIAL SIRTOIY . s s . A ST ER L 22
LR (ALHR )
REVIEW OF SYSTEMS «.iov. o v one. o JRTRDIRTN 26
#EMY ( RSB )
COMPLETE HISTORY SAMPLES .........ccovivenene.. 34
A A5 & 519

PART Il — PHYSICAL EXAMINATION ............ 50

1324 &

GENERAL APPEARANCE ........cciivveneunnnannnns 56
— AR : '
SKINANDLYMPH . . OB 140 AANEOTL Ve Se 62

BR ke,



HEAD AND NECK

58 $L95 i
1 BUSHOINE S e e A R 76
L/:8
EARS . MG R R P e R bR t s e vera e e 82
H
MOBE . i ot s o b P s o 4 i 86
¥ 3
MOUTH AND THROAT ¢ .. I AQ ¥ Td i o L .4 90
A e
CHEST, LUNGS ANDBREASTS ..........cviieinannes 94
B9 » R $LIL 5
HBART .. ... .. .ioiiidovesssvison ol tieis Ui 100
N~
BOPBMEN . oo s s B 106
B3R
GENITOURINARY AND PELVIC ...........c.coovnnnn 112
ek 8 LR B
RECTAL - ., . . . i b i BRGNS N 122
LN 2
EXIREMITIES . i s IO 1488 126
) 3
NEUROLOGICAL ... ... .. 0. 55, e aIENE SO ST 134
APaE R 4%
SAMPLES OF COMPLETE PHYSICAL EXAMINATION .. ... 142
T AT R

PART IIl — CLINICAL RESUME ................. 158

B R R4

LABORATORY DATA ..........006s500.390s . 2250 160
AL A
NAME AND NORMAL VALUES OF
LADORATORYL.IREE occmon . peion i » it . 3 161

LR EMRE L EFHE



Complete Blood Count.......... EXE LR TR RS 161
& oo 3T

Laborsiory- Blood - Tests =00 .o, vt 162
S At b
Cerebrospinal Fluld .0 o0 el oo i s en oo 165
B -
Urinalysis ...c..cciivveeeeeveescrnsreoscanscesans 165
A H
Renal FunctionTest ..........coiiininnncnvernnans 167
Wk e R
Miscellaneous Laboratory Terminology ................ 168
12 & AESk 5
Samples of laboratory report ........... R 170
(8 o T !
Samples — Electrocardiogram .............cc00ievia.nn 174
S f W ARE )
Chiegt Xoxay SAMPIES . oo vs 50 56 500 55+ 5 st 0000w wavs -0 57 e 180
B30 X 48 40 5 ) 4
SAMPLES OF VARIOUS NORMAL X-RAYS.............. 186
BHE T X 8HE T o)
HOSPITAL COURSE AND TREATMENT ............... 192
A AR R SLE S
FINAL DISPOSITIONNOTES ... .................cv..o 192
WA R I e sk
SAMPLE OF COMPLETE HISTORY ..........c...uuu.. 194
TR BY )
PART IV — MEDICAL ABBREVIATIONS .......... 200
BELPHY
COMMONLY USED IN GREAT BRITAIN ............... 202
FEFHNBRELEAGEY
COMMONLY USED INUSA. .......covvvvnvinnnnnnns 322

FETABEELARE



PART V — PREFIXES, SUFFIXES, HYPHEN, AND

PLURALS OF MEDICAL TERMS ........ 228
BELEH o KB RTFRAMK
PART Vi — APPENDIX. .o covvssvoenssso it 250
E " 3
NAMES OF SURGICAL DRESSING ..............c00nn. 250
PR AR ;
NAMES OF SURGICAL EQUIPMENT .................. 252
oA B L AR
NAMES OF OPERATIONS AND TREATMENT . .......... 253
FHALRLH
WEIGHTS AND MEASURES .. ......0.c0iiieeieniuannss 257
) & 23
MISCELLANEOUS MEDICAL FORMS . . . . ... ......... 259

A B &



P

*FMERRERE MR EELHBEMHMBEH T
¥ o WENZ - GILMAIRISSURE » &575Y
H AT - ERIRRERE B I RCARRIC % » SR8
Xgs ROEERE 32 XMEH AORELFER
ERAREFEHROBMAIR » R » EFETREEK
% o AT A PH & FE B ARE » BIMARE » b
E FHERERES  FEARPWEE - REES W
B3 HARE AR AH - SHEH  FRERA
BAH o LR AKIEEHER « RAVABEILBH -

FFMABE R A FRS S E- A ER B BB E
AT L A R — A TR R RN » BER AR o

B AR AMEERE RO ELRE BT - K
ERIMATH AN « AFMAEPHK » EFDHREE » hiE
REE o RBE AL H R —NEBRASZEER IS B -
R L HRERE » BT BT h R EWEE BRI R E R
BHEMURIBMBERRT  AHBEBIER



PART I—HISTORY OF ILLESS

The first part of the doctor’s record of a patient is the
history. This consist of information gathered from the
patient, or an informant prior to the present examination
(if the patient is unable to communicate due to illness or
language barrier, concerning his history).

The following is a basic outline for a history:

CHIEF COMPLAINT
PRESENT ILLNESS
PAST HISTORY
FAMILY HISTORY
SOCIAL HISTORY
REVIEW OF SYSTEMS

Sometimes doctors will find little use for such a
complete record in their office files, as many of the
aspects of the history will be completely negative. In such
condition, it may be allowed to combine two or more
into a single paragraph, or you may state ‘“not pertinent”
or “noncontributory”.

mEooEe

STATISTICAL DATA (GENERAL DATA)

Before the doctor begins to take the history from
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the patient he will want to know certain things about
the patient such as his age, sex, colour, religion and date
of birth. These will be necessary for the records, and
some doctors may desire the names of parents
of immediate family, the place of birth, and other in-
formation. It is always advisable to have the names of
the nearest relatives in case of an emergency which might
require the signing of an “operative permit” or some
other legal document by someone other than the patient
himself,

Aside from identification purposes, the statistical
information on a patient is quite pertinent in that many
illnesses occur principally in patients of a particular sex,
age group, race or religious group.

This statistical information can appear on the history
sheet in several different ways: as a heading, as the first
paragraph of the history, or as an integral part of the
chief complaint. If the patient is seen in the doctor’s
office, the complete record would usually be a type of
form filled out by the patient himself on his first visit
to the doctor. In the hospital, this information is usually
contained on an admission card, again filled out by the
patient, in the admissions office before the patient is
seen by the doctor,
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SAMPLES OF STATISTICAL DATA

AS A HEADING:

NAME: Jane Andrew FATHER: Houston

SEX: Female RACE: Caucasian

AGE: 18 RELIGION: R.C.
DATE OF BIRTH: 12-6-1957

or:

JANE ANDREW

18 years, Female
D.O.B.12-6-1957
Caucasian

~ AS THE FIRST SENTENCE:
The patient is an eighteen year-old white female..........

or:
Jane Andrew, an 18 year-old caucasian female, born
61957 i

INCORPORATED INTO THE CHIEF COMPLAINT:

The patient was an eighteen year-old caucasian female,
first seen in the office with a chief complaint of upper
respiratory infection of 3 days’ duration, The patient was
born on the 12th of June, 1957 in County General
Hospital..........
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CHIEF COMPLAINT

The chief complaint is usually one or two brief
sentences, occasionally in the patient’s own words (and
therefore sometimes very picturesque). This contains
tangibles and intangibles as well, i.e. the patient may
notice any alteration or deviation from norm in his
mental status, such as depression or agitation, or in his
bodily functions, such as any blood in the sputum
(hemoptysis), vomitus (hematemesis) or bowel movement
(melena), and the duration of this. The chief complaint
is, in essence, the reason that the patient is seeking
the advice of a physician. He may note any difficulty in
breathing, walking, any dizziness or fainting spell. At
times the chief complaint is not even specific and the
patient may only tell of a general feeling of not being
well, called malaise.

SAMPLES OF CHIEF COMPLAINT

1. CHIEF COMPLAINT: The patient is a 56 year-old
male admitted with the chief complaint of black
tarry stools of three days’ duration.

2. CHIEF COMPLAINT: The patient was seen in the
office for the first time with “shaking chills and a
feeling of falling down” associated with blurred vision
and difficulty in breathing of one day’s duration.

- 8 ¢



* Ei

EFBRR—-MOMESET - AHTREEEOHE
R C RS RBLRL)  EREERGRERS » BN
556 5T R PE AR B SUE bR BT BOB R IERS » AR
W AT FRERY - MEEA M (WMD) B
gl m OB D » AR AN (M) » R
B R EE L AR ERRE S KR BRSO TER
B o AT LR S BT R 6 PR UR AT R » ECRIRTE o
B A S E TR RRAR  HER ARG SR uSEES
RBWE o

EHRRXH

Fl— : £ : BER—E6RBY » ABRERFRER=RBMER
{# o

W= k5 BEREAN ER SRR | X RERIEMR
CEO R — KM E KL o



. CHIEF COMPLAINT: The patient is a 47 year-old
male who was a heavy smoker and a heavy drinker,
and who was admitted with a chief complaint of
marked dyspnea, orthopnea and cough which was
productive of yellow and greenish sputum for the
past three to four days. The patient stated that he
had a history of chronic bronchitis and a mild cold
ore week prior to this admission.

CHIEF COMPLAINT: The patient was an obese 46
year-old male who came to the office with a chief
complaint of a two-day history of severe abdominal
pain, colicky in nature, associated with vomiting. The
patient stated that the vomiting had increased and
had become bright red in colour, with severe
abdominal pain.

CHIEF COMPLAINT: Amputated 2nd toe and
lacerated wound of the third toe, left, with extensive
damage to tissue and tendon.

CHIEF COMPLAINT: The patient came to the office
with a complaint of bloody diarrhea and abdominal
pains. In addition, the patient complained of being
very tired and weak, and having had no appetite for
several days prior to this.

CHIEF COMPI.AINT: The patient was seen in the
office with a chief complaint of wheezing respirations
of 24 hours’ duration.

PRESENT ILLNESS

The present illness is a record of the present complaint

« 10 ¢



