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Virtual physical examination in video consultations:
A valid inspection component of physical examination?
The use of telemedicine to provide consultations at remote places is
possible these days with advances of digital technology in audio,
video, messaging, chat, especially in synchronous mode. Among the
available modes of communication, video consultations (VCs) are
more appropriate for remote consultations in view of better examination
that is reassuring to the treating doctor. VCs provide real-time
audiovisual assessment of the patient and enable appropriate treatment.
VCs offer potential advantages to patients (in terms of cost and
convenience of travel) and the healthcare system (cost-effective).
Telemedicine is used for consultation1 and on-consultation training
(for primary care physicians)2 models.
One of the contentious issues among physicians in the direct-topatient, bi-directional live, real-time VCs is the inability to perform
a complete physical examination. A complete physical examination
consists of general and systemic physical examination. A general
physical examination includes examination for pallor, pulse, oedema,
nutrition, nails, skin, hair, cyanosis, icterus and lymph nodes. A
systemic physical examination is a detailed examination of the four
major systems of the body: respiratory, cardiovascular, gastrointestinal
and nervous systems. The four methods of physical examination are
inspection, palpation, percussion and auscultation.
We propose a new concept of ‘virtual (inspection) physical
examination’ (ViPE) specifically for VCs. A stand-alone live VC
provides an excellent opportunity for ViPE, a partial physical
examination that includes only the inspection part of physical
examination where inspection on rest as well as inspection on
instruction (tremor, deglutition, gait, etc.) can be carried out. A ViPE
can also assess the side-effects of medications such as extrapyramidal
symptoms (tremor, slowness in gait, even akathisia and dystonia).
There is a need to evolve the methodology to validate the concept
of ViPE in different clinical scenarios. The three possible methods to
validate ViPE could be: First (subjective method), during an ongoing
VC, clinicians may be asked to rate, on a 5-point Likert scale, the
experience of ViPE in comparison with in-person consultation in case
the same patient visits him/her: worst, worse, similar, better and best.
Second (objective method), on experimental basis, examine patients
by one clinician first in a ViPE followed immediately by an in-person
inspection component of physical examination and compare both
findings. Third and last (comparative method), examine the same
patients in a ViPE by one clinician and by an in-person inspection
independently by another clinician and then compare both findings.
Validation of VCs with a scientific method will provide confidence not
only to the clinician but also to the patient.
There is a need to adopt various techniques and scales related to
in-person consultations to a newer mode of VC for future medical
practice. For example, the Unified Parkinson’s Disease Rating Scale
was created specifically for telemedicine based on visual impressions
only and it has shown higher reliability and validity.3 Similarly, we
suggest disease-by-disease adaptation to integrate VCs in future
clinical practice across primary care and specialist care.
In the present Covid-19 pandemic, some countries such as the USA
and India encouraged the use of telemedicine as a method of infectionfree teleconsultations for both doctors and patients. We believe that
Covid-19 should act as a catalyst for exponential increase of VCs in
clinical practice across the globe.4 Hence, the concept of a ViPE is more
important to build confidence among telemedicine-naïve physicians.
A telemedicine training programme for future physicians shall integrate

into ongoing and prospective undergraduate medical and residency
programmes. Advances in technology may integrate the remaining
important methods of physical examination such as palpation and
auscultation into telemedicine consultations in the future.
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History of medicine in the undergraduate medical
curriculum in India
I read the article, ‘History of medicine in undergraduate medical
curriculum in India’ by Ahmad, Kant and Gupta, with great interest.1
I wish to highlight a few points. I think we must sensitize our young
graduates regarding our rich legacy in the field of medicine and the way
practice and ethos of medicine have evolved over the millennia. The
authors have well argued the necessity to teach history of medicine
citing the discovery of ether, smallpox vaccination, role of citrus fruits
in preventing scurvy, how cigarette smoking was found to have a link
with cancers and about our great ancient surgeon, Sushruta, considered
to be the Father of Surgery in India. I may point out that Sushruta is
not only the Father of Surgery but he is also credited to be the Father
of Plastic Surgery, the first one to describe the entity of diabetes
(madhumeh: honey-like urine) and the one who advocated exercise for
the prevention of diabetes.2 Besides Sushruta, there are two other great
ancient physicians, Caraka and Vagbhatt, who have made enormous
contributions to internal medicine popularly known as ‘Kaya Chikitsa’.
The trio, Sushruta, Caraka and Vagbhatt are known as Vrihattryi (the
three greats) of the ancient system of medicine.
The authors have rightly advocated the need for 4 hours of lectures
in the first 6 months of the entry year of MBBS and then integrating
historical perspectives in each discipline at appropriate points.
Interestingly, the authors have given a comprehensive table on
teaching of history of medicine in the top 25 medical institutions of

