
The main, but not exclusive
focus in this issue of Podi-
atric Dermatology is the ini-

tial exam of a patient where the
chief complaint does not involve
the dermatologic system. The key
thing to keep in mind here is that
self-review of our own unique ways
of practice may often turn up ways
to improve. Although the first pri-
ority is better patient care, it is un-
deniable that such self-reflection
may impact on billing and risk
management issues. This goes be-
yond counting bullets of documen-
tation or judging levels of complex-
ity. More to the point, it is more
than simply about whether or not
we do things. It is whether how we
report them is meaningful or not.

Documentation
Templates

Exam note
templates help
with documenta-
tion require-
ments. In my typ-
ically careful
surveillance for
pigmented le-
sions, I noted the
sentence “No pig-
mented lesions
noted” in the der-
matology section
of my “Normal
Examination” template. When I
wrote the original template, this
notation gave me comfort that if
anything developed after the visit,
this note would be proof that it
started after my examination. After
reviewing too many cases of alleged

delayed diagnosis, I can
tell you that the best doc-
umented notes are often
called into question and
can result in poor defense
outcomes. To be sure, this
does not compare to the
incidence of unfavorable
defense outcomes due to
poor documentation.

An Actual Case
Recently, I reviewed a

case where DPM # 1 noted
a lesion on the “right
heel” as an incidental finding dur-
ing a diabetic foot exam. DPM # 1
noted in the record that the lesion
was debrided and a foreign body re-
moved from it. A repeat visit soon
after yielded the chart notation
that the wound was “healed.” The

patient never re-
turned.

Some eight
months later, the
patient writes a
note to the treat-
ing podiatrist #2
(she changed her
HMO) stating
that the original
spot, which was
the size of a “pin-
point” when she
saw DPM #1, was
getting noticeably
larger. She even
specifically re-

quested that a biopsy be performed.
None was. She was eventually diag-
nosed with melanoma, and
brought suit against both podia-
trists. In the deposition of DPM#1,
the chart notation “right heel”
proved to be meaningless, as it be-

came clear that although “right
heel” certainly was enough for
billing purposes, it left him unable
to state exactly where the lesion
was (even if his recollection was
total) or to refute that the lesion di-
agnosed as melanoma was not the
same one.

I proposed that the case was
defensible for DPM #1 due to the
patient’s own description of the
lesion being pin-point in size at
the time of the evaluation. The
outcome is not important, but be
sure that a more accurate descrip-
tion of the location of the lesion,
and some reference to its size and
color in the chart would have
been better to have. But that is
only in hindsight….I believe 90
percent of us would have similar
notes in the same circumstances,
which is entirely to the point of
this essay.

After critical review of my own
template, I realized that the nota-
tion “no pigmented lesions noted”
also means that I actually looked
for pigmented lesions during the
visit. This notation was appearing

By Bryan C. Markinson, DPM

Continued on page 70

Seek and 
Ye Shall Find
Here are some tips to avoiding pitfalls in the podiatric skin examination.

It is more than 

simply about whether

or not we do things. 

It is whether how we

report them is

meaningful or not.

MARCH 2008  •  PODIATRY MANAGEMENTwww.podiatrym.com 69

I S S U E S I N P O D I A T R I C  D E R M A T O L O G Y

Figure 1: This may be the typical way the foot is first
viewed while examining this patient for ankle pain.
Notice all the area of the skin which is not visible.



skin and/or nails.
Let us assume that a 27 year old

female lacrosse player is referred to
you for the first
time by a family
practitioner for
evaluation and
treatment of a
chronic tibial
sesamoiditis of
the right foot.
The patient is
being referred be-
cause the family
practitioner be-
lieves orthotics
are indicated and
that you would
be best able to
prescribe and dis-
pense the most

efficacious device. The patient fills
in the intake forms which are re-
viewed by you either in a consult

in many notes that I
had written where the
chief complaint may
have been an acute
nail infection, a bro-
ken toe, or some other
such problem where I
could not guarantee to
myself, in reflection,
that the notation “no
pigmented lesions
noted” was at all accu-
rate, and therefore at
all meaningful.

My goal is not to imply that use
of templates may unwittingly result
in fraudulent notes, but to advise
that they should
be used as a re-
minder to actual-
ly do what they
state, or delete
portions of them
from the particu-
lar note in ques-
tion. Will a
teenager and his
or her parent re-
member if you
tested the deep
tendon reflexes if
they show up two
months later at a
neurologist with
progressive lower
extremity neuromuscular symp-
toms? Maybe.

Skin observation, however,
often is done in silence while
you are talking about the pro-
cedures for permanent partial
nail surgery, or explaining the
mechanics of plantar fasciitis.
If all is normal, you may not
even comment about it, yet
have a few lines written in the
final notes of the visit to cover
your “body system” bullet re-
quirement. Hopefully, if the
chief complaint involves the
skin, then both patient and
physician are focused on a
more detailed evaluation.

Potential Problems
Let’s review some potential

problems in the “cursory” skin
exam that most of us probably
do in the majority of our daily
practice, especially when the
chief concern does not involve

room or exam
room.

Eventua l l y ,
the patient is in
the examina-
tion chair, prob-
ably with the
lower extremi-
ties from the
knee down visi-
ble. You begin
your examina-
tion by palpat-
ing the pulses,
feeling the skin
t e m p e r a t u r e ,

and perhaps spreading the toes
apart to observe the toe webs (or
not). You may make certain as-
sumptions about the patient being
that she is an athlete, such as that
her muscle power is probably nor-
mal in all groups, that her reflexes
are intact, etc. You may even accept
at face value that prior exam find-
ings, if available, from the referring
doctor are accurate and repeating
the same parts of the exam may
not be required.

I do not think we would be en-
tirely honest if we all did not accept
that this is possible in the busy day-
to-day practice of podiatric
medicine. You palpate the tibial
sesamoid, review x-rays, do a
weight-bearing exam and perhaps a
gait exam, and cast the patient for
orthotics. Two weeks later, on a
very busy day, you dispense the de-
vices by seeing how they fit on the

foot with socks on, put them in
her athletic shoes, discuss break-
in instructions and out the door
she goes.

Four months later, the pa-
tient shows up in the emergency
room with an oozing lesion on
the medial aspect of the fifth toe
left foot. She tells the ER doctor
that she has had a mole there for
many years which has gotten
darker and elevated over the past
year. Her dermatologist had rec-
ommended a biopsy that she
never got around to because of
lacrosse tournaments. A few
months later requests are sent
for the dermatologist’s and your
chart notes.

Is it possible that you missed
it? You review your notes. Here
is all they say about the skin
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The notation “no

pigmented lesions

noted” also means

that I actually looked
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during the visit.

Figure 2: Note that extension of
the digit is required to actually
view the plantar surface of the toe
in its entirety.

Figure 2A: Note pigmented lesion abutting
prior skin graft in sulcus between toes 2
and 3, probably present for many months
at time when patient was seen regularly by
a podiatrist for nail care.

Figures 3 and 4: Views of the medial right (3) and
left (4) legs
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exam and/or the
fifth toe of either
foot, which is in
part from a tem-
plate:

Dermatolog-
ic: The skin is
supple and well-
hydrated. There
are no rashes
noted. The toe
webs are clear.
There are no
signs of ulcera-
tion or impend-
ing ulceration.
The toenails are
clear for the most
part, but the
right hallux nail
is somewhat dys-
trophic, probably
from repetitive
subtle trauma.
The fifth toenails bilaterally are thickened, most proba-

Ye Shall Find...
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tient a few times without taking
off the shoes and socks of the
other foot? Did you ever treat a
patient for a diabetic ulcer and re-
alize that over the course of a few
months you do
not have any
statement as to
the quality of the
pulses,  as you
concentrate on
wound size,
depth, presence
of granulation,
and the status of
the glycosylated
hemoglobin? Are
these failures to
practice good
medicine, or inci-
dental  to the
practice of good
medicine? I  am
sure that those of
you who see 50
or more patients
a day have one
answer,  and
those who can’t
seem to handle
more than twen-
ty have another.
However, this is
about how the
documented per-
formance of a cursory skin exam
or any other system can indeed
end up being meaningless.

Cursory Skin Exam
So, then, what con-

stitutes a “cursory” po-
diatric skin examination
that should result in at
least the viewing of all
of the required skin, and

bly due to trauma as the toes are in
varus rotation.

Orthopedic: The patient has
semi-rigid high arched feet bilater-
ally. There are no gross deformities.
Joint range of motion throughout
the foot is within normal limits.
Weight bearing examination does
not reveal excessive pronation or
other signs of hypermobility. There
are no keratotic lesions. The fifth
toes are underlapping the fourth bi-
laterally, which has not been a
problem for the patient. There are
no soft tissue masses or palpable
nodules.

You begin to think to yourself:
“Did I actually examine the toe
webs? Did I just do a quick skin
exam in view of the complaint? Did
I look at the left foot at all after I
palpated the pulses? I don’t remem-
ber seeing a mole or other pigment-
ed lesion. I know that the patient
didn’t tell me anything about it. If
the toe is underlapping and I didn’t
actually open the toe web, I could
have missed it. My chart states that
the toe webs are clear. Now I am
not sure…” Continuing, one may
start to question where on the foot
and/or leg was the skin well hydrat-
ed, or absent of any rashes. So, on
the surface, what appears as a well
documented note, certainly from a
reimbursement standpoint, may
not be so well document-
ed as to the actual find-
ings or lack thereof.

If  this or a similar
scenario (not necessarily
involving such a serious
a diagnosis) is totally for-
eign to you, then Bravo!
If we are honest, then we
must admit that for most
of us mortals, this is a
real life event that can
and does happen. This is
just one example. There
are certainly parallels in
any other body system
impacting on the foot
and leg.  For example,
that beautiful Charcot
reduction you just per-
formed…is it not possi-
ble in the post-operative
period that you may
have examined the pa-

to the furthest extent possible, the
least possibility of missing some-
thing noteworthy?

Generally, the podiatric patient
spends most of the time during the

encounter in the
treatment chair,
sitting upright
with the legs ex-
tended straight
out. The entire
posterior leg and
heel is usually not
viewed. That is a
lot of surface area
to leave out if you
are doing any sort
of exam of the
skin. Additionally,
your position
most often is sit-
ting on a treat-
ment stool, some-
what hunched
over the feet,
which mostly are
in relaxed plan-
tarflexion. All of
the following
photos are of the
same patient (Fig-
ure 1). Notice
how much is not
visible in this typ-
ical patient pre-

sentation. Let us assume that the pa-
tient’s chief concern is ankle pain.
Note that the entire plantar surface is
not seen. Note the slight plantarflex-
ion of the toes, leaving the plantar
toes completely obscured from view.

Figure 2 demonstrates how it is
actually necessary to fully extend
the digits to get a total view of the
plantar aspect of a toe. The same is
obviously true for the plantar as-

pect of the feet. Figure 2A
shows a partial plantar
view of a patient of mine
on whom I performed a
wide excision of a
melanoma with a skin
graft. She was a resident of
a nursing home, and in
her chart the history of
this diagnosis and surgery
was prominent. After
being discharged from my
care after about one year,
she had regular podiatry
care in the nursing home
for her toenails. The podia-
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Figures 5 and 6: A full posterior view of the leg and heel can only
be accomplished by lifting the leg or placing the patient prone on
the treatment chair/table.



bullets for
routine foot
care were
well docu-
mented. A
very easy-to-
do cursory
skin exam by anyone would have picked up this lesion.

Now let’s take a look at the medial aspect of the right
and left legs, shown respectively in Figures 3 and 4. Note

trist saw her at least five times in the
year after discharge, and certainly
within two months of this photo.
She was also seen by physicians,
nursing staff, and multiple aids.

The lesion became evident only
when blood was noted on her socks.
Biopsy of the lesion revealed it to be a
new ulcerated primary melanoma. Just
imagine that in a typical nail care situ-
ation, the DPM would come up to
bedside, palpate pulses, and trim or
debride the nails looking straight
down on the foot, which is usually
slightly plantarflexed. Can it be possi-
ble, even understandable, that he
could have missed this lesion? The answer is yes, certain-
ly if she had no history. One would strain to defend this
in light of her history, but that is not the point. The
point is that any notation of a skin exam in her chart by
the DPM in the nursing home, and any other profession-
al who cared for her, would be meaningless. Note in the
photo the black lesion in the sulcus area just abutting
the outer margin of the graft. Upon questioning by the
family, the D.P.M. could only state for sure that he was
not sure if he ever looked, but was pretty sure he would
have done something had he noted it. However, all the

Ye Shall Find...
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Figures 7, 8 and 9: All demonstrate
typical toe web exams. While they all
have limitations, it seems that the
exam shown in figure 9 is most re-
vealing.

Continued on page 76



the multiple moles on both legs. Also, note that the later-
al aspects of the legs are completely out of view from this
vantageless point. With the patient’s legs unexposed, or
not observed, and in the absence of such lesions on the
feet, my notation “no pigmented lesions noted” would
be rendered meaningless. This is because the notation re-
veals nothing about the breadth of the skin examination.
What about the posterior leg and heel, resting on the
treatment chair completely out of view for most of a typi-
cal visit? Figures 5 and 6 show how the legs must be
raised or the patient must be prone to properly view the

posterior leg and
heel. I am sure
that I have not
done this many
times while indi-
cating notes that
speak of “normal
hydration” or “no
palpable nod-
ules,” etc. In this
particular case
shown, while the
patient’s dorsal
foot skin and leg
skin is of normal

hydration, there is marked xerosis of the heel.
The toe webs spaces are of equal concern. Unless

they are spread open, and observed from both the
dorsal aspect and plantar aspect, while paying atten-
tion to the medial and lateral sides, you really can-
not make a full assessment of a toe web (Figures 7, 8
and 9). This demonstrates how positional changes of
the examiner are also required to get best views of
the skin surfaces in toe webs.

The same principles apply when examining the me-
dial and lateral aspects of the feet. So, a complete cur-
sory exam of the skin of the lower legs and feet can be
thorough in part, but in fact incomplete when the
chief concern is not dermatological. It takes literally a
few seconds to do this exam properly, and I guarantee
that in the elderly population alone, just deciding to
examine the skin between the malleoli and the tibial
tubercle on all surfaces during every visit will generate
many lesions suspicious enough for biopsy or at least
referral for further evaluation.

All non-dermatologists in medicine are primary
skin care providers in their area of expertise. We all
need to just look….and we will find. ■
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Circle #117
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Dr. Markinson is Chief of Podiatric
Medicine and Surgery at The Leni
and Peter W. May Department of Or-
thopedic Surgery, Mount Sinai
School of Medicine, New York City
and Adjunct Professor, Division of
Medical Sciences, New York College
of Podiatric Medicine. He is a Trustee
of the Council on Nail Disorders, an
Affiliate of the American Academy of
Dermatology.

Ye Shall Find...



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 100
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 100
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /NLD <>
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (RRD Job Options)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 12.024000
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


