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Thyroid exam OSCE

Scenario: Please exam the thyroid status of Mrs Gillian Rave.  

Washes hands








□
Introduces self to patient and establishes patient’s identity 


□
Explains examination and obtains permission 




□
Inspects patient








□
 
general appearance (lethary, anxiety etc.)
body habitus

attire suitable for room temperature

facial complexion
Examines hands








□
Hyperthyroid: 
palmar erythema 
any hyperdynamic circulation will cause 
this, e.g aortic regurgitation, liver failure, contraceptive pill, pregnancy, sepsis



onycholysis





can also occur with hypothyroidism and 





psoriasis  




tremor




see next marking point



sweating

Grave’s only:

thyroid acropatchy





indistinguishable clinically from clubbing

Hypothyroid:
coarse skin




dry




cold peripheries 
Assess tremor and uses paper if no obvious tremor



□
Physiological tremor is a postural tremor. All hyperthyroidism does is enhance the physiological tremor, just like caffeine or anxiety would. 
Feels pulse







 

□
Hyperthyroid:
tachycardia




atrial fibrillation


Hypothyroid:

bradycardia

Inspect face for general complexion, including hair and eyebrows

□
Hyperthroid:

increased sweating



diffuse alopecia



thin hair
Hypothyroid:

loss of outer third of eyebrow




dry hair 

Examines eyes from in front and behind





□
Grave’s only:
Proptosis is best viewed from above, and is the protrustion of the eye beyond its normal margins

Exopthalmos (visible sclera under the iris)


Both of these are secondary to soft tissue swelling behind the eye, likely driven by the autoantibodies of Graves having some affinity for orbital receptors 
Hyperthyroid:
Lid retraction (visible sclera above the iris)


Lid lag (lid remains elevated as eyes move downwards)


Both of these are secondary to increased sympathetic tone to Muller’s muscle in the eyelid
Assess for opthalmoplegia 







□

This implies more advanced Grave’s eye disease than proptosis alone. The opthalmoplegia arises from extra ocular muscle compression from the periorbital swelling, initially affecting the inferior rectus. The opthalmoplegia does not follow a cranial nerve distribution.
Inspects mouth for lingual thyroid 





□
Inspects neck, asking patient to swallow water




□
Inspects neck, asking patient to protrude tongue



□
Warns patient, asks for pain and palpates neck from behind


□
Palpates neck, asking patient to swallow water




□
Palpates neck, asking patient to protrude tongue



□
Diffuse goitre:
Iodine deficiency (worldwide most common)



Graves disease (OSCE-world most common)



Hashimoto’s (hypothyroid most common)



Thyroiditis (tender)




(Rare: Thyroid hormone insensitivity)



(Rare: Pituitary disease)

Multinodular 
goitre:


Toxic multinodular goitre 

Single lump:

Adenoma




Cyst




Malignancy




Toxic multiple goitre with only one palpable nodule 

No goitre:

Normal




Atrophic hypothyroidism 

Palpates lymph nodes







□
Auscultates for thyroid bruit (use bell)





□
This implies increased vascularity of the gland, and is associated with Graves disease

Percuss for retrosternal goitre






□
Assess for tracheal deviation 






□
Tests proximal muscle strength by asking patient to get up from sitting without use of arms 







□
Assesses ankle reflexes







□
Hypothyroid:

Slow relaxing

Hyperthyroid:
Brisk 

Inspect shin for pretibial myxodema 





□
This is only seen in Grave’s disease. 

Pemberton’s sign 








□
According to Pemberton himself, this consists of “elevating both arms until they touch the sides of the head”. If the sign is present, “after a minute or so, congestion of the face, some cyanosis, and lastly distress become apparent”.

It is most useful for detecting an impalpable substernal goitre and indicates increased pressure in the thoracic inlet (the hole at the very top of the thorax, just above the first rib). 
Pemberton HS. Sign of submerged goitre [Letter]. Lancet. 1946; 251:509

