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PREEACE

In approaching a case of illness the observer is confronted with
certain signs and symptoms, the significance of which he must be
familiar with before he is able to form any intelligent conception
of the morbid processes at work. It is, therefore, necessary to
study carefully the language of signs as presented in the bodies of
our patients.

Among the most fruitful methods of clinical teaching is that of
considering fully the nature and origin of individual symptoms,
observing in what respect the processes to which the symptom is
attributed differ from those occurring in the healthy body. It is
possible, by reviewing in this manner the subjective and objective
symptoms, severally and collectively, presented by the patient, to
indicate the nature and situation of the diseased condition ; and it
is precisely this comprehension of the nature of the process or
condition, and not the mere labelling it with a name, which con-
stitutes a rational diagnosis.

The study of individual signs and symptoms of disease deserves
more attention than has been devoted to the subject by authors.
For some years I have been in the habit of noting, for my own
use and for teaching purposes, the significance of the various
morbid phenomena, considered strictly from the observer’s point
of view. In the following pages I have embodied and extended
these notes, and have endeavoured to lay before the practitioner

and student a concise, but I hope a sufficiently explicit, descrip-
 tion of the symptoms commonly encountered in medical affections.
Where it seemed advisable I have referred to the physiology and
pathology involved, indicating at the same time the affections in
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Vi PREFACE

which the symptom might be expected to occur. Beyond such
passing references to the affections which give rise to the
symptoms under consideration, and their mention in the com-
parative tables to be found in a number of the articles, I have
avoided the discussion of diseases, and have restricted the descrip-
tions to the various signs and symptoms of disease. The considera-
tion of the disease is left to the text-books of medicine, for which
the present work is not intended as a substitute, but as a
complement.

In dealing with obscure or complicated cases the observer may
at times experience some difficulty in determining which of the
sections of his medical treatises he should consult in search of
hght. A careful study of one or more of the prominent symptoms
presented by the case, with a knowledge of the morbid processes
which produce the symptoms, and of the diseases in which they
are likely to occur, should serve to guide the observer in the
further study of the case.

In the present volume I have attempted to place within reach
of the reader, in an easily available form, the information neces-
sary to attain the objects just mentioned. In order to facilitate
reference to the different subjects, these are dealt with in alpha-
betical order, and not in anatomical or nosological grouping.

The descriptions of the various methods of examination are
restricted to such procedures as may be fairly considered clinical
methods, and 1 have refrained from presenting numerous alterna-
tive processes where sufficiently accurate results might be secured
by the methods described.

Three of the articles have been written by colleagues, whose
special experience in the respective subjects lends value to their
contributions. These are ‘¢ Blood Examination,” by Dr. Thomas
Houston, heematologist to the Royal Victoria Hospital, Belfast;

*X-Ray Diagnosis,” by Dr. J. C. Rankin, physician in charge of the
electrical department of that hospital ; and ¢ Examination of the

Sputum,’ by Dr. J. E. Macllwaine, medical registrar to the same
hospital.
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PREFACE vii

I have to express my indebtedness to Dr. T. K. Monro, for the
use of a number of illustrations from his ¢ Manual of Medicine’; to
Dr. James Mackenzie, for a similar kind permission to insert some
figures from his ¢ Study of the Pulse’; and to Dr. L. Werner, for
permission to reproduce two diagrams. The illustrations from
these sources are indicated in the text.

To my colleagues on the staff of the Royal Victoria Hospital I
desire to express my gratitude for kindly help and advice, and
for the use of their clinical material for photographic purposes.

My thanks are also due to successive house physicians and
resident pupils of the hospital for much help, and to Mr. J. Cole,
who has produced the majority of the photographs, some of which
I owe to the kindness of Mr. A. McMillan.

H. L. McKISACK,
17, UNIvERSITY SQUARE,

BELFAST,
April, 1907.
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A DICTIONARY OF MEDICAL
DIAGNOSIS

ABDOMEN : Abnormalities in its Shape, Size, Movements,

and Surface Markings.

Topography of the abdomen—Bony landmarks—Natural surface
markings—Artificial surface lines—Kegicns of the abdomen.
Method of examination—Palpation—Dipping—Resistance—Colour
—Enlarged veins — Caput Medusa — Umbilicus — Line® albi®

cantes,

Shape of abdomen : flattened, rounded, boat-shaped—Swelling in
the various abdominal regions.

Size of abdomen: diminished, increased — Obesity — (Edema —
Ascites — Tympanites — Free gas in the peritoneal cavity —
Enteroptosis,

Movements of respiration: increased, diminished—Movements of
circulation— Epigastric pulsation—Irritable aorta—Aneurism—
Pulsation of the liver — Peristalsis — Tumours movable with
respiration—Fluctuation— Feetal movements.

In referring to the topography of the abdomen one makes use
of certain natural landmarks, and of various artificial lines and
areas, in order to localize an observation. The various natural
fixed points are: (1) The bony landmarks—viz., the ensiform
cartilage, the two outcurving free borders of the ribs (the costal
margins), the crests and anterior superior spines of the ilia and the
symphysis pubis. These, with the bodies of the lumbar vertebrz,
perhaps the lower end of a kidney, the lower edge of the liver, and
at times indistinct fiecal masses, are the only solid bodies to be
seen or felt in a healthy abdomen. (2) Certain natural surface
markings are also useful in fixing the locality of any observed
condition : the umbilicus; the linea alba, seen as a mesial groove
extending from the ensiform cartilage to the umbilicus; the lineax
semilunares, forming the outer border of the recti muscles on each
side ; three linea transvers® separating the muscular segments of
the recti, the uppermost being immediately below the ensiform
I
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2 : MEDICAL DIAGNOSIS

cartilage, the next midway between that point and the umbilicus,
and the lowest at the level of the umbilicus, all three being
horizontal. . :

Four artificial lines, two vertical and two horizontal, divide the
abdomen into nine regions (see Fig. 1). The vertical lines are
drawn from the mid-point of Poupart’s ligament ; the upper of the
two horizontal lines extends between the lowest part of one tenth
rib and its fellow on the opposite side; the lower joins the two
anterior superior spines of the ilia. The regions so formed are :
in the middle from above downward, epigastric, umbilical, and
hypogastric; on each side a hypochondriac, a lumbar, and an
iliac. The hypochondriac regions are bounded above by the
lower border of the ®pulmonary region’ (see Thorax, p. 447);
internally by the costal margin of its own side, as far as the point
where the vertical line meets the ribs, thence by that line as far as
the upper horizontal line.

By referring to one or other of these regions, or by stating the
distance in inches from any of the fixed points at which the object
1s observed, a sufficiently accurate record can be made.

Abnormalities in the aspect, shape, size and movements of the
abdomen are detected on examination, by inspection, palpation,
and mensuration. The patient is best examined as a rule in.the
recumbent position, face upward, the abdominal walls being
relaxed as much as possible, with which object the knees may be
drawn well up. Inspection in a good light from the front, sides,
and (the legs being extended) from the foot of the bed, is of the
utmost importance. FPalpation is best carried out with the whole
palmar surface of the hand, its ulnar edge being toward the pubes ;.
that is, if standing on the patient’s right side, the observer uses his
richt hand, and wvice versa. The abdominal muscles by their
voluntary or involuntary contraction form a great obstacle to an
efficient examination. The patient must be encouraged to maintain
the body in as relaxed a condition as possible; the head and
shoulders may have to be slightly elevated by a single pillow, the
mouth being kept open, and the patient breathing easily. A cold
hand or sudden pressure of the finger-tips will cause a defensive
contraction of the recti and other muscles ; it is therefore advisable
to commence the palpation with a warm hand laid gently and flat
upon the surface. Pressure may be increased when the abdomen
has grown accustomed to the touch. By increasing the force of
pressure at the end of each expiration, when the muscles involun-
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3
tarily yield, the deepest portions of the belly may be searched.

After the muscles have become familiarized with the pressure of
the flat hand, the palmar surfaces of the fingers and the finger-tips

Fia, 1.—TorocrarHy 0F THE THORAX AND ABDOMEN,

A, mid-sternal line ; B, side-sternal line; C, parasternal line; D, nipple line ;
E, anterior axillary line ; F, right hypochondriac region; G, epigastric
region; H, right lumbar region; I, umbilical region; ], right iliac
region ; K, hypogastric region; T, Traube's semilunar space ; i, iii, iv, v,
on the left ribs of the same numbers.

The shaded areas are the absolutely dull regions of the liver, heart, and spleen.

may be used to investigate deep-seated regions. In cases of
peritoneal effusion (ascites) tumours or enlarged organs may escape

==




4 MEDICAL DIAGNOSIS

discovery if palpated in the ordinary manner : we then employ the
method known as dipping. By a sudden, unexpected “.dive " of the
finger-tips the muscles are taken unawares, and, the fluid being
driven to one side, the tumour seems to bump against the
examiner's fingers. One must guard against mistaking a con-
tracted muscle for an intra-abdominal tumour ; the sections of the
recti muscles are especially liable to deceive one, and the deeper
masses of muscles may in some cases mislead. If the recti are
persistently contracted, it is sometimes possible to insert the
fingers under the edge of the muscle, and so palpate the deeper
parts. Rigidity of the abdominal muscles as a whole is found in
many healthy persons whose reflex contractions are too readily
stimulated by the contact of the examining hand; such indi-
viduals are quite incapable of producing the desired relaxation.
Strongly developed abdominal muscles are often a serious
hindrance from the same inability to relax; but it is in painful
inflammatory conditions of the peritoneal cavity that the chief
difficulty from rigidity occurs. Here the muscles are automatically
on guard to protect the damaged organs, and no desire on the part
of the patient to assist the examiner will avail to induce the
muscles to relax. This rigidity is fortunately in some cases a help
instead of a hindrance in diagnosis; where a localized peritonitis
or other painful condition is found, a localized rigidity or ‘re-
sistance’ of the overlying muscles commonly appears, and this
is at times a valuable, and perhaps the only, guide to the nature of
the affection. In some cases of rigidity of the muscles it may be
worth while to examine the patient under an anzsthetic ; this may
also be necessary in cases of abdominal distension in hysterical
cases, where an apparent tumour (pseundocyesis), occupying the
greater part of the abdomen, and consisting of flatulent distension
combined with lordosis, disappears as soon as the patient is
anzesthetized.

In addition to the palpating hand in front of the abdomen,
assistance may be obtained from counterpressure with the other
hand placed behind on the lumbar region, just below the last rib;
this procedure is especially useful in examining the hypochondriac
regions. At times the prone or knee-elbow position may help. By
this means, for example, it may be more surely ascertained if a
pulsating abdominal tumour is an aneurism or is a solid tumour
transmitting pulsations from the aorta.

Percussion is of considerable value in investigating abdominal
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disease, and is discussed at p. 15. Auscultation 15 here of much
less importance, and is referred to at p. 19.

1. Aspect and Surface Markings.—(a) Colour: Pigmentation
is seen in pregnancy, chiefly located along the linea alba. The
yellow colour of jaundice, that of pernicious an@mia, cachexi® of
different descriptions, and the wvarious colour abnormalities
mentioned on p. 284, may be observed in this region. (4) Enlarged
Veins: A considerable enlargement of superficial veins in the
neighbourhood of the umbilicus (the blood-current directed away
from that point) indicates an obstruction to the blood-return in
the portal circulation, the most probable causes being cirrhosis of
the liver or thrombosis of the portal vein near its entrance into
the liver. A radiating arrangement of the veins, with the
umbilicus as a centre, is occasionally seen under the above
circumstances, and 1s known as the caput Medusz. When the
veins are more definitely situated at the sides of the abdomen,
and when the blood current in them is upward, the cause is
obstruction of the inferior vena cava. A slight dilatation of these
superficial veins might be the result of moderate compression of
the vena cava (¢.g., ascites), while a more marked enlargement of
the veins would indicate more serious obstruction, as thrombosis
of the vena cava or the pressure of tumours. (¢) Umbilicus: A
retracted umbilicus is seen in fat abdomens and in cedema of the
abdominal wall. It is flattened and stretched in ascites, but
projects in pregnancy and hernia. (d) Linea albicantes are seen as
whitish streaks (reddish when recent). They indicate a consider-
able and prolonged stretching of the skin, as occurs in pregnancy,
tumours, ascites, and excessive fat. In addition to their invari-
able occurrence in multipare, they are seen on the abdomen,
thighs, and axillary folds of stout persons. (¢) Eruptions of
various exanthemata and other skin affections may be found on
the abdomen, but, with the exception of typhoid spots, are not
specially likely to occur here (see p. 362).

2. The Shape of the abdomen often conveys information as to
the nature of morbid conditions. A flattened shape, bulging at the
sides, is characteristic of moderate ascites. If a large quantity of
fluid is present, a general rounded swelling and protuberance of the
abdomen is found. Retraction in the epigastric and umbilical
régions (the scaphoid or boat-shaped abdomen) is seen in cases of
meningitis and of cerebral tumour; also in colic, especially in
that due to chronic lead-poisoning. Swelling or bulging of one or
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more of the regions of the abdomen: epigastric swelling may be
due to flatulent distension of the stomach or intestine, to tumour
of the liver, gall-bladder, or pylorus, or to abdominal aneurism ;
right hypochondriac bulging, to enlargements of the same organs
and of the kidney ; left hypochondriac swelling, to enlargement of
the spleen and kidney, abscess, and gastric distension, Right iliac
and lumbar protuberance may indicate affections of the cacum
and ascending colon (e.g., facal impaction, appendicitis, malignant
growths), or uterine or ovarian tumours. Enlarged or displaced
right kidney may cause a swelling in these regions, while psoas
abscess and inguinal hernia cause swelling of the lowest part
on either side. Left lumbar and iliac swellings may mean dis-
placed or enlarged kidney, perinephric abscess, enlarged spleen,
cancer of the bowel, feecal accumulation, volvulus, intussuscep-
tion, psoas abscess, hernia, ovarian and uterine tumours ;
umbilical swelling may be caused by hernia, floating kidney,
tumours of the liver, gall-bladder, and peritoneum, intussuscep-
tion, dilated stomach, gastroptosis, enteroptosis, tubercular glands
and peritonitis ; hypogastric projection may signify distended
bladder, uterine fibroid, pregnancy. The table on p. 8 gives a
comparison of the commoner abdominal tumours.

3. The Size of the abdomen may be (a) decreased or (&)
increased.

(2) A Diminution in the size of the abdomen is found in
emaciation from inanition, in starvation, and in stricture of the
cesophagus, in wasting diseases, in cholera.

() An Increase in the measurement of the abdomen occurs in
obesity. A considerable deposition of fat takes place, not only
subcutaneously, but also in the omentum, round the kidneys, and
elsewhere internally. The thick fatty wall can be easily dis-
tinguished on grasping it in the fingers, and the navel is
retracted. (Edema of the abdominal walls is an occasional cause
of increased size. It is often associated with ascites, and is
recognized by the pitting on pressure and the retracted navel.
In case, however, that a fair amount of fluid is free in the
peritoneal cavity, the umbilicus becomes flattened, or even
projecting. Besides, the excess of wdema in the flanks and
back, as compared with the front, facilitates the diagnosis.
Ascites, when in large quantity, causes a general enlargement of
the abdomen (see Fig. 2). Its presence is more accurately
determined by means of palpation and percussion (see pp. I4




ABDOMEN 7

and 44). Tympanites (meteorism) causes a general distension of
the abdomen, which is often most evident in the epigastrium. It
may be possible to perceive by inspection the shape and outline

FiG. 2. —AsciTES DUE To TueseErRcULoUs PERITONITIS.

of a distended stomach, and so distinguish it from inflated bowel.
This 1s most likely to be possible when the stomach has been
artificially inflated for the purpose, and in all conditions where

-
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Enlarged Liver

| Tumour or Cyst

| Facal Accumu-

Description of

SO Sitvation of Tumour,
IMumonr.

Left h}pm:hcundrmm
growing downward
and forward

Enlarged Spleen

Extends downward
below costal margin
in epigastric, right
hypochondriac, and
lumbar regions

Enlarged Gall-| Extends downward in

bladder right half of umbi-
lical region
Movable or| Rightside commonest.
Floating Kid-| In hypochondriac,
ney .. lumbar regions;

sometimes in umbi-
lical and iliac regions

In either hypochon-
driacandiliacregions,
extending forward
and downward

Tumour of Pan- | Epigastric and umbi-
creas .. .| lical regions

Tumour of Sto- | Ep1gastr1c or umbilical
mach . . | regions; oftenest a
little above and to the
right of wumbilicus
(pyloric end)

May be anywhere ex-
cept epigastrium ;
commonest in left
iliac fossa

Oftenest in iliac and
lumbar regions ; may
be in umbilical or
hypochondriac

Usually in umbilical
and right iliac or
lumbar; may be in
left iliac region

Right iliac and lumbar,

of Kidney

|

Tumonur of

Bowel. .

lation . .

Intussusception

Appendicitiz

at McBurney's point

and right half of um- |
bilical regions ; centre |

ABDOMINAL

Shape and Consistency of
Tumour,

Mobility.

Moderately mov-

Retains shape of spleen,
able

with notches ; usually

hard, but less firm in
| acute affections

Movable. When | Inflammatory and cir-

very large| rhotic: shape normal.
movement is| Cancerous: nodular
restricted and irregular. Syphil-

[ itic: |rregu1ar
Movable |Lemonade-bottle

| shaped ; elastic or
| hard

Very movable | Normal ; may be en-
larged

Slightly movable | Solid (e.g., sarcoma),

I cystic (e.g., hydrone-
phrosis), nodular (e.g.,
cystic disease)

|Hard rounded swell-

| ing

| Hard and nodular as a
rule; most frequently

| rounded or spherical,

| but may be broad and

| flat

Usually small, hard,
and nodular: some-
times more massive

Immovable

Movable

Movable

|
Mavable Irregular masses, often
| cylindrical ; doughy
and yielding on pres-
SUre
Somewhat mov- | Firm, sausage - shaped
able tumour

Immovable | Irregularly rounded and

[ hard

Irregular hard masses,
often multiple

Immovable

Slightlymovable Often an irregular elon-
gated ridge or strip
| across the abdomen

Movable whenof Single, elastic, rounded
moderate size (ovarian cyst); mul-
tiple, hard, irregular,

: : | or rounded (uterine
' fibroids)
Elastic,

pulsating,
rounded

Immovable

Enlarged Glands | Umbilical, iliac, or
| lumbar regions
Tumour of t.he Usually in umbilical
Omentum region
Uterineand Ova- | Hypogastric, right or
rian Cysts and | left iliac, or, if very |
Tumours .. large, umbilical and |
lumbar regions, or
even higher
Aneurism of the | In middle line (epigas-
Abdominal| tric or umbilical) ;
Aorta .. sometimes in lumbar |

or iliac regions
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Pain and Tenderness. Other Promiment Symptoms. |
I

Moderate pain as a | Commonly associated with anamia and toxic blood states,
rule, sometimes| May be due to heart or other affection obstructing portal .
SEeVEre circulation

Usually ' History of alcoholism in many cases ; may be secondary to
primary cancerous growth elsewhere; often due to heart
disease. Jaundice and ascites often accompany it. FPro-
longed suppuration and syphilis may be causes I

Painful and tender, | Occurs usually in elderly persons; females oftenest. When
with severe exacer- | due to gall-stones, pain comes in severe bouts, often fol-
bations lowed by jaundice

Slight sickening pain | Commonest in women who have borne children; also in
on pressure emaciated states ; is dislocated along with other organs in

| enteroptosis. Dietl's crises and intermittent hydronephrosis
may be observed

Usnally painful In cases of hydronephrosis seek cause of obstructed ureter—
¢.£., impacted stone, tumour pressing on ureter, twisting or i
kinking of ureter in movable {J:idnc];

Painful Found in middle or advancing age, often accompanied by
jaundice and vomiting

Painful In either sex, usually over forty ; wasting, pain after food,

vomiting; the vomit often contains blood, also organic acids,
but no free hydrochloric acid. If pyloric (commonest site), |
| the stomach is likely to be dilated

- e | |
FPain commonly, but | In elderly adults. The bowels may be obstructed, or there

sometimes painless | may be diarrheea, with mucus and blood in the stools ;
cachexia

Often painless Constipation, dirty tongue, sickness, vomiting; often anazmia, |
piles

Painful and tender Occurs in children as a result of violent or irregular peris-
talsis. The child is very ill ; tenesmus, mucous and bloody
stools. The tumour is sometimes to be felt per rectum

Painful and tender | Chiefly found in young adults, but may occur at any age.
| Vomiting, pain, which is often epigastric at first; peri-
tonitis, either general or localized in right iliac fossa

Sometimes painless, Evidence of tubercle elsewhere, or Hodgkin's disease (rarely); | |
but usually painful | ascites. In young adults or children '

and tender
Painful | Occurs in elderly adults as a rule, often accompanied by
ascites

In females, adults usually. Metrorrhagia frequently accom-

:
Usually painless |
| panies fibroids; cachexia and symptoms of abdominal

pressurg

Painful | Most frequently affects male adults ; history of syphilis, over- |
exertion

——— e E——




10 MEDICAL DIAGNOSIS

the gaseous distension of the stomach is disproportionately
greater than that of the intestine. A general inflation of the
abdomen with a hyperresonant percussion note (see p. 15), and
possibly a displacement upward of the heart and liver, are
sufficient to indicate tympanites. The condition is produced by
extreme distension of the bowels and stomach, the walls of
which may be practically paralysed. It is seen in peritonitis, in
typhoid fever, in obstruction of the bowel, in gastro-intestinal
disturbances, and in hysteria.

An obstruction to the passage of the fluids and gases of the
alimentary tract at any portion of its course causes a remarkable
dilatation of the proximal region of the canal. In children a
hugely dilated colon may produce an enormous enlargement of
the abdomen. Free gas in the peritoneal cavity also causes a
general enlargement of the abdomen. It results from rupture or
perforation of the intestine or stomach (typhoid ulcer, gastric
ulcer, duodenal ulcer, tubercular ulcer, violence). It is to be
recognized by a consideration of the history of the case, the
sudden onset of distension, pain, probably dyspncea and collapse.
The absence of all dulness on percussion (p. 15), even of that due
to the liver, is an important corroboration. Cystic and occasion-
ally solid tumours, especially when combined, as they often are,
with ascites, may give rise to considerable general enlargement
of the abdomen (see Fig. 3). Enteroptosis, an undue mobility
and displacement of the intestines and most of the other organs
in the abdomen, is found chiefly in women, and is due to a
relaxation of all the supporting structures of these organs, that
is, weakness of the abdominal walls (after pregnancy, in debili-
tated states, in old age); the disappearance of subcutaneous
and intra-abdominal fat; and the stretching of mesentery and
peritoneal ligaments. It is naturally in the upright position that
the abnormal condition is best observed. The epigastrium is
not distended, but, on the contrary, may be sunken, while the
lower part of the abdomen is thrown forward into a pouch, the
recti and oblique muscles being stretched and separated from
their fellows.

4. Certain abnormalities in the Movements of the abdominal
wall may be seen :

(a) Movements of Respiration.-—In children and in men breath-
ing is much more abdominal than in women, in whom thoracic
breathing is better marked. Excessive abdominal respiration is




ABDOMEN 11

seen in painful conditions of the chest—e.g., fractured ribs,
pleurisy, pericarditis, pneumonia; in weakness of the chest
muscles from any cause (rarely), such as progressive muscular
atrophy or other central or peripheral nerve lesion affecting the
thoracic muscles ; in dyspncea from any cause (see p. 124), when
thoracic breathing is also exaggerated ; in mechanical obstruction
to thoracic breathing, such as pleural effusion, pneumothorax, a

Fic. 3—TuMoUR 0OF THE LIVER WITH ASCITES.

A, Position of apex-beat in fourth interspace; iv, v, o/, on the ribs of the
same numbers. The shaded area is dull on percussion, owing to malig-
nant disease of the liver with ascites.

flattened or otherwise imperfectly expansile chest. Diminished
abdominal breathing, or, in other words, defective action of the
“diaphragm, is seen in painful conditions of the peritoneum or of
the diaphragm. Thus it occurs in peritonitis from any cause,
and in diaphragmatic pleurisy. It also results from weakness of

e — e
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12 MEDICAL DIAGNOSIS

the diaphragm, as seen in paralysis due to lesions of the phrenic
nerve or of its spinal centres, and it very often is due to
mechanical obstruction to the proper action of the diaphragm, as
may occur in abdominal distension from any of the causes named
above, or from the pressure of a large pericardial effusion.

() Movements due to the Cireulation.—Pulsation in the
abdomen is rarely seen except in the epigastrium, where it is a
fairly common symptom. Here the time of the pulsation is of
importance, Systolic epigastric pulse is due to the contraction
of the right ventricle in most cases. It may be observed in
health at times when the heart is acting forcibly, as in emotional
states, and as a result of exercise. It is found in cases where the
right ventricle is dilated and hypertrophied, in consequence of
mitral disease. A systolic pulsation in the epigastrium may be
due to displacement of the apex-beat to the right from the
various causes of this dislocation mentioned at p. 468 ; or, lastly,
the movements of the heart may be transmitted to the surface
through the liver or a tumour in the epigastrium. A pulsation
occurring a fraction of a second (about one-tenth) after the
ventricular systole is frequently observed in the epigastrium of
dyspeptic patients, and especially of those who are neurotic. It
1s merely an exaggerated pulsation of the abdominal aorta—the
so-called irritable aorta—and is without serious diagnostic signifi-
cance. The pulsations from a normal or from an irritable aorta
may be transmitted to the surface through a solid tumour in the
epigastrium. In this case the pulsation may disappear from the
tumour when the patient is placed in the knee-elbow position.
In rare instances the epigastric pulsation may be due to aneurism
of the abdominal aorta (which is much rarer than those of
the thoracic aorta). Here the pulsation is ample, and the
tumour is laterally expansile. The pulse in the lower limbs is
weakened, and the patient suffers pain in the back and in the
region of the tumour.

Pulsation of the liver may be the causein rare cases of epigastric
pulsation. In order to demonstrate it the edge of the liver should,
if possible, be grasped by the fingers and thumb of one hand, or,
what is usually more practicable, it may be pressed between two
hands, one placed behind supporting the last two or three ribs,
and the other in front, placed over the right hypochondrium. If
the liver is pulsating, a general expansion of the organ may be felt
with each systole, but this must be carefully distinguished from




ABDOMEN 13

pulsation transmitted through the liver from the heart or the
aorta. The liver pulse may be venous or arterial. In venous
hepatic pulsation the wave is originated in the dilated and hyper-
trophied right ventricle, in cases of mitral disease: is transmitted
thence through the tricuspid valve, which under these conditions
must be incompetent ; it then travels against the languid venous
current, and is perceived in the liver. In such cases the larger
tributaries of the superior vena cava will also exhibit pulsation,
which is plainly seen in the veins of the neck. Arterial hepatic
pulsation may on rare occasions be found in cases where the
pulsations of the arteries generally are exaggerated. This is almost
exclusively in cases of aortic incompetence. In the latter con-
dition the wave starts, of course, from the left ventricle, passing
through the aorta to the hepatic artery. See Liver, pulsating,
p. 186,

(c) Movements transmitted to the abdominal walls from the
museunlar contractions of the viscera may be seen at times. It is
usually possible 