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CHAPTER III.

EXAMINATION OF THE ABDOMEN.

INSPECTION.

THE physical examination of the abdomen can only be made
with advantage when the patient is in the recumbent posture.
It is well to have the shoulders slightly elevated by means of a
pillow, so as to relax the abdominal muscles, which can be still

further effected by causing the
knees to be raised. The examin-
ation is conducted by means of
inspection, palpation, percussion,
and auscultation, each of which
will be considered in turn.

The abdominal surface has been
arbitrarily divided into certain
regions, the position of which is
sufficiently indicated in the accom-
panying diagram.

The form of the abdomen varies
greatly within physiological limits,
A full dietary and a corpulent
habit cause prominence in this
region, whilst in old age and after
prolonged inanition, the belly sinks
in, and its bony walls become un-
duly prominent,

F1G. 10.—REGIONS OF THE ABDOMEN

(a.) Hypochondriac regions.
{#.) Lumbar regions.

{e.) Iliac regions.

(d.) Epigastric region,

{e.} Umblical region.

(/) Hypogastric region.

The pathological changes which inspection indicates may be
considered under three heads—(1) General prominence; (2)
(eneral retraction ; (3) Local tumefaction.
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140 CIRCULATORY SYSTEM.

Marey, in its latest modification, gives the most satisfactory
results. The principle of its construction is to be found in all
text-books of physiology, and need not therefore be dealt with
here. We may therefore confine ourselves to a consideration of
the typical pulse curve, and the modifications which it undergoes
in health and in disease.

The typical healthy curve, of which the accompanying tracing
(fig. 26) is an example, is usually divided into an ascending and
descending portion, either or both of which may present certain
secondary undulations. In its most typical form (as in fig. 26)
the ascending line (a to &) rises abruptly at first, and afterwards
morée slowly, till it reaches its highest point. Then descending
more obliquely, it usually
presents a more or less
well - defined notch or
indenture (¢) before it
reaches the principal
notch or valley (&). This
latter notch 1s best known
as the dicrotic notch, and
is of great importance,
corresponding as it does
exactly to the closure of
the aortic valves., After
the dicrotic notch, the
curve describes a slight
elevation before descending to its lowest level, in the course of
which descent a low wave-like eminence (f) is not unfrequently to
be discovered. Since the point (@) corresponds to the opening of
the aortic valves, and the point () to their closure, the artery is,
during the time represented by the interval between these two
lines, in free communication with the interior of the ventricle,
while, during the time of the rest of the curve, the artery is cut
off from the heart.! The point &, therefore, forms the most

Fig. 26,—Normal Pulse Curve,]

! For this curve and those which follow, the author is indebted to the
kindness of the late Professor C. S. Roy, of Cambridge University.
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GRAPHIC CLINICAL METHODAS. [41

natural division of the pulse wave into its more fundamental
parts, the causes which influence its form during the first half
being essentially different from those which modify the second
half. Keeping this fact in view, and premising that it is
almost always easy to find in any curve, of whatever form, the
point which corresponds to 4, we may now proceed to describe
-he modifications of the pulse wave which are to be met with.
And first, with regard to changes in the first half of the curve.
Anacrotic Pulse.—The typical pulse curve, of which I have
@iven an example above, is sometimes called dicrotic, owing to
the fact that it presents a fairly well-marked notch in its descend-
ng part, although it is better to
‘estrict the term dicrotism of the
ulse wave to cases in which
‘hat notch is abnormally well
marked. In contradistinction
vo the dicrotic pulse, it is the
custom to call those pulse waves
m which a more or less well-
marked notch occurs in the as-
cending line as anacrotic. The
rracing (fig. 27) annexed shows
. fairly typical example of the anacrotic pulse wave. It can be
veen that it differs from the normal pulse wave only in the part
thich lies between the lines @ and 4 ; in other words, in that part
°f the pulse wave which corresponds to the time when the aortic
salve is open. We would, therefore, expect, @ priori, that this
thange in the form of that part of the pulse wave must be due to
vome difference in the relation between the qualntity of blood
mrown out of the left ventricle and the elastic resistance offered
by the aorta and larger arteries. Let us suppose that the arteries
rre relatively lax, and that the quantity of blood thrown out of
me ventricle is not above normal, then it is not difficult to

Fi6. 27.—Anacrotic Pulse Wave,

I The whole pulse wave is delayed in its transmission from the commence-
ment of the aorta to the radial artery, but the delay of the different parts of
e curve is usually tolerably equal, so that the relative distance between the
ra-stroke and the dicrotic notch remains the same,















146 CIRCULATORY SYSTEM.

confounded, owing to the fact that the rounded smooth
eminences of which it is made up show it at a glance to be of the
dicrotic type ; it 1s, in fact, an exaggerated dicrotic pulse wave.

The anacrotic and the dicrotic pulse waves are the two
principal simple modifications which are met with, but there are
various intermediate or combined pulse waves due to combination
of the conditions fitted to produce the anacrotic and the dicrotic
waves,——for example, in cases of aortic
regurgitation with hypertrophied ven-
tricle, the first or ventricular part of
the curve usually is of the true ana-
crotic type, while on cessation of the
systole, the reflux into the heart
cduses a more or less powerful
negative wave producing an ab-
normally deep dicrotic notch. In
addition to this the rapid filing of
the comparatively empty arteries with
each ventricular systole leads to an

_ FiG.ag. abnormally steep and high ascending

Hyperdicrotic Pulse Waves, .

limb of the curve.

The conditions which lead to the two principal forms of pulse
wave met with in disease have been indicated, but it should be
remembered that all possible combinations of these conditions
are constantly occurring, leading to some less well-defined type
of pulse curve. Into a detailed account of these more com-
plicated pulse curves we cannot enter here. Examples are to
be found in the various modifications of pulse curve in prolonged
fever cases; in the early stages of which it 1s often high and
bounding with a tendency towards the anacrotic type, but
gradually, from day to day the curve becomes more and more
dicrotic, and not unfrequently is eventually hyperdicrotic.

Cardiograph.—The results which may be obtained by the
use of the cardiograph are less satisfactory than those of the
sphygmograph. This is in part due to the fact that none of
the instruments at present in use for recording the contractions




GXALHIC CLINICAL METHODS 147

of the human heart can compare with the sphygmograph in so
f-'.l],' S L‘l"[-[l[Hll."ll'lL'.‘;:-l :1|'|.':1 51('.[‘“]':'1':'}' are ':.‘H'Il'f'L'T]]I.:Li.

Normal Heart Curve.—In Fig. 30 1s represented a typical
norma

curve of this kind. The curve, it will be seen, immedi-
ately after rising from its lowest point f, describes a more or
less well marked rounded elevation between f and a, and from
a it ascends at first r;mitiiy', afterwards somewhat more slowly,
to its highest point &, from whence it describes a more or less

Fic. 30—Normal Heart Curve,

obliquely descending, usually undulating line to e, after which
the curve descends, at first slowly, then more rapidly, and
finally with increasing slowness, until the point £ is reached.
T'hat part of the curve lying between f and « corresponds in
time to the contraction of the auricles, and when the curve is
taken from the apex, the elevation between f and a 15 due to
the more or less sudden filling of the ventricles, which results
from the auricular contractions. That part of the curve ]".']II‘IE_’;
between the lines @ and ¢ is produced during the time of con-










































EXAMINATION OF SPUTA. 161

will then readily sink to the bottom of a conical glass, and
can be secured by means of a pipette.

While the debris of lung tissue occurs by far most frequently
in the sputum of phthisis, it may also be found in cases of
pulmonary abscess and of gangrene of the lung. In the last-
named affection the lung-tissue is only to be found in very fresh
sputum. It rapidly disappears, being apparently acted upon
and dissolved by some peculiar ferment which is present in the
expectoration in such cases. It need hardly be said that where
such elastic fibres occur, we have absolute proof of the destruction
of lung tissue, hence the great importance of this symptom in
ease of phthisis where the physical signs are not distinct.

(4.) Fibrinous Bronchial Casts.—In pneumonia and in crou-
pous bronchitis, there are sometimes to be found in the expectora-
tion casts in fibrin of the finer bronchioles and their branches.
In the sputum they are usually rolled together, and only unroll and
spread out when washed with water. The perfect way in which
they reproduce the arrangement of the bronchioles makes the

FiG. 31.—Curschmann's Spirals, in Sputum, seen on black ground (after Curschmann).

recognition of these casts easy. In pneumonia they are most

numerous 1n the sputum on the third and fourth dav of the

affection, and Remak, who devoted much attention to the
L.





































































































































































































































































248 INTEGUMENTARY SYSTEM.

that there are at least two, if not three or four forms of trico-
phyton. There is a small-spore variety (Tinea microsporon) met
with frequently on the heads of children in obstinate cases.
There is also another variety, with large spores (Tinea megalo-
sporon), seen in sycosis and sometimes in tinea circinata, but
not so frequently on the scalp.

Fig. 59.—Hair affected with Tinea Tonsurans (after Neumann).

(3.) Microsporon Furfur is the parasite which gives rise to
pityriasis versicolor. This disease is characterised by the pre-
sence on the skin (usually of the back and chest) of variously-
sized pale yellowish-brown or reddish patches covered with
fine powdery scales. It is most frequently met with in those
suffering from wasting diseases. The microsporon furfur consists
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410 NERVOUS SYSTEM.

the motor graphic memories are stored in this centre, and
that, consequently, its destruction would involve the loss of

Fig. 112.—Course of the Optic Fibres (irom Wyllie, after Dejerine).

these, and produce agraphia, at least in so far as the right
hand is concerned.





































































