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6o THE MEDICAL EXAMINATION FOR LIFE INSURANCE.

Fic. 2.—AN ACTIVE, ENERGETIC MAN, AGE FORTY-NINE.

Fig. 3.—SAME Man, Six YEARS LATER.






























Gout and rheu-
matoid states.

Pulmonary and
cardiac disease,

jo THE MEDICAL EXAMINATION FOR LIFE INSURANCE,

The ordinary forms of coated tongue are too well known to
require elaborate description.
| The Hands.—The amount of knowledge that may sometimes
be obtained by an inspection of the hands is astonishing. It is
quite useless for an applicant to deny chronic rheumatic gout or
rheumatoid arthritis if the hands show the characteristic deform-
\ities and nodosities that result from those diseases. The assis-
| tance afforded by the examination of the hands in cases requir-
\ing identification is specially considered further on, under the
head of * Stigmata of Occupation.”

The general form and texture are not unimportant, and
often reflect quite accurately the physical make-up of the
patient. We recognize the slender flexible hand of the nervous

i Fic. 7.—CrLuspep FINGERS—CHRONIC PNEUMONIA.

‘individual as something quite distinct from the more clumsy
lone of the phlegmatic man. In those who are predisposed
to tuberculosis one often finds a hand of the feminine type :
delicate, easily compressed, and imparting in shaking hands
la distinct impression of lack of vigor and tone. In others
of the same type the hands themselves are thin, the fingers
'slender, and the joints clumsy and prominent. The- hand of
long-standing and advanced disease is well known and easily
recognized. The clubbing of the finger-tips and incurvation of
the nails are extremely characteristicc. The same conditions are
met with in certain cases of chronic emphysema and in some
| cardiac lesions. (Fig. 7 shows this condition in a child who had
suffered for about a year from chronic pneumonia.)


























































































































































































































































































































































THE EXAMINATION OF THE CHESL. r8g

of vessels, dyspnea, and similar signs, are considered under
General Inspection and the Special Cardiac Lesions.
Inspection.—In local inspection two things are chiefly to be
L-.lfl'llhiL]L'I'R'l]—l_‘!;'.:l the presence, ]}Uﬁillluﬂ, t'L&JTL':_‘, and extent of []1!]2‘-;1—
tions. (&) Bulging of the precordial area.
Pulsation.—Normally, a visible or palpable pulsation 1s pres-
ent at the apex, and in an insurance examination the beat may

be unduly diffuse and forcible even though the heart be wholly

Heart Displaced to the Right
by Pleuvral Effusion.

Fig. 19.

sound., It should properly be represented by a gentle rhythmic
uplifting of an area not more than an inch in diameter.

If the rib divectly overiie the apex, or the applicant be unusi-
ally fat, the beat of a normal heart may be wholly invisible.
When present, it is essentially a visible pulse, and from it one
may determine the rate, rhythm, and force of the ventricular
contractions. )

Position.—Furthermore, as the heart is movable and capable

13

Normal apex-
beat,









188 THE MEDICAL EXAMINATION FOR LIFE INSURANCE.
pains about the chest should always suggest a special inquiry in
this direction.

Bulging of the Precordial Region.—This is rarely seen save
as a part of general deformity of the chest or as indicating some
heart lesion dating back to youth or childhood,

Enlargement
of both Right and Left Heart,
dueto Combined Mitral and
Aortic Lesions.

‘ Fig. 21.—Dotted lines indicate percussion area,

; PERCUSSION.

| Percussion ot the heart is very easily and rapidly carried out.
To determine the deep or relative cardiac dullness the examiner
|should percuss with moderate force along lines converging
| toward the center of the heart, beginning always well outside the
Inormal limits. If the heart be normal a marked increase in re-
sistance and rise of pitch will occur just within the nipple line on

the left, the third cartilage above, and the left sternal edge on the
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right.™ The lower border 1s so closely in contact with the liver
as to make 1ts delimitation difficult. Very fine shades of dullness
as elicited by heavy pevcussion had best be disregarded.,

Superficial Cardiac Area.—To percuss the superficial cardiac
area itis better to commence at the center of known dullness and

percuss lightly in lines radiating from that center until the note

Enlargement
of Left Heartl.

of relative dullness is obtained. Percussion over the manubrizom
sterni should never be omitted. (See Fig. No. 14.)

Significance of Changes in Percussion Areas.—Increase in
the area of superficial dullness means usually one of three things :

(¢) Enlargement of the heart.

(#) Retraction of the lung.

() Pericardial effusion.

Some clinicians make the right sternal margin or mid-sternal line the right

boun .I::. of |r_'|_|_|i',|'!" dullness.



Dilatation with-

oL

MUrmurs.

10 THE MEDICAL EXAMINATION FOR LIFE INSURANCE.

The examiner should always have in mind the Jact that serious
dilatation of the heart may manifest wself in an increased area of
dullness though no murmur be present. Moreover. the shape of
the area of relative heart dullness often assists a diagnosis. A
reference to the three figures (Nos. 21, 22, and 23) will show the
effect of hypertrophy of the left ventricle, of the right ventricle,

and of both combined, and one readily sees how suggestive may

be the different outlines to an examining physician.

Enlargement
of Right Heart.

FiG. 23.—Dwotted lines indicate percussion area.

AUSCULTATION.

By auscultation one determines

(@) Valvular competence ;

(&) Thee condition of the heavt muscle ;

(¢) Yension in the aortic and pulmonary ctyciuls.

It is essential that the normal sounds be held clearly in mind.
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and a dangerous tendency to dilatation of the right ventricle, If
this dilatation become extreme, the pulmonary second sound is
markedly weakened, and if tricuspid regurgitation occur, it may
be wholly lost—a sign of the gravest import.

The pulmonary congestion incident to mitral stenosis and re-

gurgitation makes accentuation of the pulmonary second sound

F1G. 24.—DNVISION AND REDUPLICATION OF THE HEART-50UNDS.

Fig. 1. Reduplication of the first sound. Fig. 2, Division of the first sound. Fig.
3. Division of the second sound,

an important diagnostic feature. As in pneumonia, so also in
mitral lesions a loss of this accentuation may be a serious symp-
tom. The first sound as heard at the apex may be wholly re-
placed by a murmur of mitral regurgitation, and both ;u‘n‘llic
stenosis and incompetence tend to obscure the second sound in

the aortic area. In mitral stenosis the aortic second sound is



THE EXAMINATION OF THE CHEST. 193

weakened, and in aortic regurgitation the first sound at the apex
is obscured.

Reduplication of Heart-sounds.— The normal heart-sounds
consist of two systolic and two diastolic sounds so blended as to
form a single systolic and diastolic sound because of the synchro-

nous closure of the valves of the right and left heart. Under many

FiG. 25,—REDUPLICATION AND DIVISION OF THE FIEART-SOUNDS,

Fig, 1. Reduplication of the second sound. Figs. 2 and 3. Gallop rhythm.— (A ffer
Fierordat. )

conditions this synchronism 15 so interfered with as to produce
doubling or actual division of one or both sounds. The phe-
nomenon of reduplication has aptly been compared to the sound
produced by the closure of double swinging doors. A normal

heart if temporarily overacting (insurance heart) may be the seat

"“The swinging

A00Ts.
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necessary, reexamination are usually sufficient to make clear
the actual condition.

Important Sources of Error.—As regards frue Murnrs,
certain general facts must be borne in mind.

Posture—Posture is important, and all patients or applicants

Fig. 26— ANEMIA.—( Sansont. ) Fig. 27.—ANEMIA.—(dansorit. )
Usual site of murmur—pulmonary area. Murmur over right ventricle and conus.
(Fifty-nine per cent. of cases. ) (Eleven per cent. of cases.)

Fig, 28, —ANEMIA { Samsone.) FIG. 20 —ANEMIC MURMURS.—{ San-
Muormur in aortic area. [Eleven per sont. ) ;
cent. of cases. ) Coexisting pulmonary and apex mur-
murs. (Nine per cent, of cases.)

should be examined in both the recumbent and the erect posi-
tion.

Murmurs of regurgitation are usually best heard when the
patient is recumbent, those of obstruction when he stands

erect. Some of the latter 'may at times appear only at the



Characteristics
and differentia-
Lo,
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moment a patient reaches the perpendicular and then rapidly
subside,

Stethoscopic Pressure —The effect of stethoscopic pressure is
most important and comparatively little known. In the author's
experience all vibratory murmurs, of which mitral stenosis is
the chief, may be completely removed or much diminished if
too much stethoscopic pressure be applied. On the other hand,
moderate pressure usually intensifies the blowing systolic mur-
murs, unless one excepts the hemic murmurs which Sewell of
Denver believes are obliterated by stethoscopic pressure,

Intensity of Murmurs.—It must further be borne in mind
that, speaking broadly, the seriousness of a murmur is in inverse

proportion to its loudness—i, ¢.,
the louder the murmur the better
the prognosis, this dictum being
based upon the logical assump-
tion that the stronger the heart
and narrower the opening the
louder is the murmur, the latter
portion of the assumption apply-
ing especially well to cases of
mitral or tricuspid regurgitation.

Hemic Murmurs.—Themur-
murs associated with anemia are

F1G. 30.—ANEMIA.—( SANTONE )

i ) systolic in time and blowing in
oystolic apex murmur. (Seven per

cent, of cases, ) character, are seldom widely

transmitted, and are usually best
heard over the pulmonary area (second left intercostal space).
They are heard less frequently over the apex, and differ from
the true murmur of mitral regurgitation in the fact that they
have not the same transmission to the axilla and back.

S0 also when heard over the aortic area (second right inter-
costal space) they lack the transmission into the carotids and
subclavian characteristic of true aortic stenosis. Their associa-
tion with anemia and disappearance under appropriate treatment
further serve to differentiate them in practice.

Such murmurs call for postponement until their cause has
been removed and the murmurs themselves have entirely disap-

peared. Associated dilatation is uncommon, and when present
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is slicht. A lew cases of diastolic hemic murmur have been
[-L']ll."‘l".L'l.I.. .
: . W e o Fm et : e

The Normal Circulation.—lIigure 31 Shows that, practi
cally, the lungs are interposed between the two sides of the heart.

: i i A A
The right heart, recewving venous blood from the body, passe
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FiG. 31.—RIGHT AND LEFI HEARTS.
5. V.C., 1.V.C, Superior and inferior venz cavi. P.A. Pulmonary artery. D.V.
Pulmonary veins. ACQ. Aorta,

it on to the lungs, from which it is carried to the left heart and
distributed throughout the arterial system.

The secondary effects of valvular lesions are thus clearly
indicated,

Murmurs Erroneously Considered Unimportant.—Une
frequently reads of the cardiorespiratory murmur, but in most

instances its close association with ]:hlhi*iw‘ is not mentioned.
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Cardiorespira- [ The cardiorespiratory murmur is a systolic, whiffing murmur,

tory.
he

bo

Pleuropericar-
dial friction and

ard best during inspiration and in the region of the heart
rder, It is commonly associated with pulmonary tuberculosis,
The same statement may be made as to the association of

rhythmic pleuro-pericardial friction as evidenced by a friction murmur of

crackles.

cardiac rhythm heard best in full inspiration ; or of the crackling

Fic.

IT1L

Normal Heart.
Suystole.

32.—THE NORMAL HEART IN S¥sTOLE. The full ventricles are contracting,
the blood flows freely from them into the pulmonary artery and aorta; the mitral
and tricuspid valves are tightly closed ; the auricles are refilling.

'. Mitral valve. Tv. Tricuspid valve. AV. Aortic valve. Ppv. Pulmaonary

valve. LA, Left auricle. R A. Right auricle. LV, Left ventricle. R V.
Right ventricle. V CS. Vena cava superior. V C1. Vena cava inferior. P Vn.
Pulmonary veins. A O. Aorta. PA. Pulmonary artery.

irmurs or rales heard over the right ventricle at a point be-

tween the apex and the sternum.*

If persistent, such murmurs are very important, and should

always be considered a cause for postponement or special rating.

*I]I h':'.'\'(-l'ﬂ'! ir]-&:.".r'lr-|_n-. I_:-||;_~-_:|_' |'|ﬂ-.r‘_- EEEEHEl] 4] |||: ﬂ.li]"..'i.'l.i}' L'I!":h(:ll.:-i;'lll:'-ia '|'|':i|.h -:;m]-]ly-

zema.
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the auscultator, systole is initiated by the first sound and diastole
by the second. In his mind’s eye he sees the cycle of events,
Thus with the first sound he sees the ventricles contracting, the
mitral and tricuspid valves tightly shut, the aortic and pulmonary
valves freely open, and the blood rushing into the pulmonary
lartery and aorta. With the second sound he sees an exact

Normal Heart.
Diastole.

FiG. 33.—THE NorRMAL HEART IN IMASTOLE. The ventricular contraction has
ceased, the aortic and pulmonary wvalves, tightly closed, are shutting off and
supporting the blood column; the ventricles are filling from the open mitral and
tricuspid orifices above.

MvVv. Mitral valve. Tv. Tricuspid valve. Av. Aortic valve. Pv. Pulmonary
valve. L A. Left auricle. B A, Right auricle. LV, Left ventricle. R V.
Right ventricle. V C5. Vena cava superior. V CI. Vena cava inferior. P Vn.

Pulmonary veins.

reversal of conditions ; the aortic and pulmonary wvalves are
tightly closed, the mitral and tricuspid freely open, and the
blood is rushing through them from the auricles above to the
ventricles below.

Important Deductions.—Anuy erganic valvular murmuy that
tmmediately follows, replaces or modifies the normal first sound (sys-



rHE EXAMINATION OF THE CHEST. 201
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CHARACTERISTIC SYMPTOMS OF THE SYSTOLIC
VALVULAR MURMURS.
MITRAL REGURGITATION.
Lme.—5Systolic.
Maxvmum fntensily.— At apex.

15" Sound. 2% Sound.

—11 1t
A NP

— |t <
s i ~Z-

Mitral Requrgitation.

FiG. 35.—MITRAL REGURGITATION. Four varieties of the murmur of mitral regurgi-

tation are shown graphically. The heartin systole, mitral leakage evident. ‘lhe
contracting ventricles are forcing the blood through the open aortic and pulme-
nary valves ; the tricuspid, tightly closed, prevents regurgitation into right auricle.
The leaky mitral allows backflow into the left auricle already filling from the
pulmonary veins above.

Resulis. —A _-C.:.-'-j.{l::-:il: TUFmur, dilatation of left Huri[:lh:, i]'ll]l'[’]ﬁ]lﬂ[’:-‘ L'{l]Lglﬁﬁ[in'l, and
consequent enlargement of right ventricle.

M v. Mitral valve. Tv. Tricuspid valve. AV, Aortic valve. PVv. Pulmonary
valve. L A. Left auricle. R A. Right auricle. LV. Left ventricle. RV.
Right ventricle. V. C. S. Vena cava superior. V. C. I. Vena cava infernor.
P, Vn. Pulmonary veins. PA. Pulmonary artery. AQ. Aorta.
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Teansmission.—7To the left through theaxillary space and just to
the right of the edge of scapula between its spine .'uullml"-:r:m' angle.
: T e el i g & ] a F
Associated Signs.—Second sound accentuated in pulmonary

FiG. 36.—MITRAL REGURGITATION.

Percussion area (cardiac and hepatic).
I Hard ul'.#r'.".]

F1G. 37.—MITRAL REGURGITATION.—(Suniont. ) -
Maximum intensity and transmission.

area, Hypertrophy of right heart, and to a lesser degree of ThL‘?
left. ;'J".?’ft'.l‘ r.!"e".&'l.-"ff"ri'.r's'r.r" Y, 4".:_';"]"' and .':f."_ij'.-".e'.r‘.{j’ downward. Cardiac
dullness is increased cliefly to the vight ; the cardiac area is well

shown in the accompanying diagram. (Fig. 36.) -
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Pulse usually irregular and of poor tension.® Cyanosis present

to a variable degree. Pulmonary congestion. Edema.

AORTIC STENOSIS.

18t Sound. 29 Sound.

I+H+H|“”I4r--- S’

| e i
e~
Aortic Stenosis.

FiG. 38.—AORTIC STEND-1S.—A spygmographic tracing is shown, and three varieties
of the aortic systolic murmur are represented graphically. Diagrammatic repre-
sentation of the heart in systole, stenosis of the aortic valve being present; the
mitral and tricospid valves have closed : the right ventricle 15 nearly empty ; the

| left ventricle is still more than half full of blood, because of the cbstruction
present at the aortic orifice.

Resuit.—A systolic murmur in the aortic area ; enlargement of left ventricle, etc.

M v. Mitral valve. TV. Tricuspid valve. A V. Aortic valve. FPV. Pulmonary
valve. L A. Left auricle. R A. Right auricle. LV. Left ventricle. RV,
Right ventricle, V.C.S. Vena cava superior. V. C.I. Vena cava inferior.
P. Vn. Pulmonary veins. P. A. Pulmonary artery. AOQO. Aorta.

Tine.—Systolic,
Quality.—Usually harsh and blowing.

# In well compensated lesions the pulse may be perfectly regular.
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Maximum Intensity —Right second intercostal space or over

sternum at that level.
Transmission.—Upward into carotids and subclavians unless a

FiG. 30.—AORTIC STENOSIS.

Transmission, |

Fig. 40.—AORTIC STENOSIS.

Percussion area.

( Ward cases.)

very faint murmur. May, if intense, be heard over whole |
chest. :
Associated Signs—Hypertrophy or dilatation of the left ven-
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tricle.  Apex-beat markedly displaced downward and to left
Pulse usually deliberate, artery small and full between beats,
Second sound in aortic area relatively diminished.

Mitral and Tricuspid
Regurgitation.

FIG. 41.—MITRAL AND TRICUSPID REGURGITATION.—IHeart in systole. Mitral
and tricuspid valves both incompetent.

KNesnelt.—Double systolic murmur, enlargement of both right and left chambers, pul-
sating jugulars, general venous congestion, edema, anasarca, etc,

M V. Mitral valve. TvV. Tricuspid valve. AV. Aortic valve. pPv. Pulmonary
valve. L A. Left auricle. RA. Right auricle. L V. Left ventricle. RV,

| Right ventricle, V. C. 5. Vena cava superior, V. C. 1. Vena cava inferior,

P. Vo. Pulmonary veins. P. A. Pulmonary Artery. A O. Aorta.

Notkg :—Dilatation of the right heart and tricuspid leakage are much more com-
maon E]]ﬁ1l was |I:IIT]I:|L"T|:'-' !-j'l.l]'l]'l(}ﬁ.!f_‘-:j,

TRICUSPID REGURGITATION.
Time.—Systolic,

Cuality.—Blowing.

Maximum Intensity.—Ieft edge of sternum from third to sixth

cartilages or over lower third of sternum.
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rh-t'_" t} pical signs are the following :
Quality —Rough, harsh murmur.
Time —Systolic.,
Maximum Intensity.—At second or third left interspace.,
Lransmission.—May be heard over whole right heart, but is
usually markedly transmitted from pulmonary area upward and
outward toward the clavicle. It is uof transmitted along the
aorta and into the carotids.
Not likely to t ey i el
R A Associated Signs. — Diminished pulmonary second sound.
exXid TS, R = 2 e - - e s
St Hypertrophy of right heart, Cyanosis is easily produced by
cough or exertion, and may be permanent. It will certainly be

F16, 43.—PULMONARY STENOSIS IN FiG. 44, —PULMONARY STENNSIS,
. ""‘”'*]-T";-_i.*"‘""”-'_"”"'f-.] ¥, Maximum point and direction of
Shaded area represenis field of maxi- transmission.

mum intensity.

so if a patent foramen ovale coexist with the pulmonary steno-
sis. Its victims usually die young of pulmonary tuberculosis,
and the insurance examiner is not likely to meet with it.

THE CHARACTERISTIC SYMPTOMS OF THE DIAS-
TOLIC VALVULAR MURMURS.

The dastolic wvalvwlar murmurs  are, theoretically, witral
stenosis, aorlfic regurgitation, tricuspid stenosis, and pulmonary
regurgitation.

An exception must be made in the case of stenosis of the
mitral or tricuspid orifices. Such murmurs are rarely diastolic,
possibly because the flow of blood from auricle to ventricle during
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diastole is not sufficiently forcible to produce a murmur until
‘ust before systole, when the ventricular suction is reinforced
by auricular contraction. For this reason the rhythm of
n:|[1r.ll or tricuspid murmurs due to stenosis is presystolic

or auriculosystolic—t. é., beginning late in the diastolic period,

AV

9¢Sound.  |¥Sound

uiﬁlll“”"m“——
\...f""mn ""“"“—_
/ “'ﬂ‘“" --lll"’—

Stenosis.

FiG. 45.—GRAPHIC REPRESENTATION OF THREE VARIETIES OF THE MURMUR

oF MiTrAL OpsTRUcTION, (With Sphygmogram. )

Heart at moment of auricular contraction immediately h: fore systole I.]*Tf"-'-*l'ﬂﬂ" y
mitral obstruction evident; aortic and pulmonary valves closed ; tricuspid freely
open ; right auricle m"Lr|'~' empty; right ventricle filled : leff auricle fnt partly
empiied ; left 2 endricle bavely half full,

Kesnlt.—Presystolic or diastolic murmur, dilatation of left auricle, congestion of lungs,
consecutive enlargement of right heart.

Mv. Mitral valve. Tv. Tricuspid valve. A V. Aortic valve, PV, Pulmonary
valve. L A. Left auricle. R A. Right auricle. I.V. Left ventricle., RV,
Right ventricle. V. C. S. Vena cava superior. V. (. I. Venn cava inferior.

P. Vn. Pulmonary veins. P. A. Pulmonary Artery. A, Aorta,
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may often be made by palpation, a presystolic thrill in the mitral
area being Emtim'fuutuumf_ of mitral stenosis. Second sound
frequently doubled.

Sonrces of Error, —_The diastolic murmur of mitral stenosis
may be confounded with a rare form of aortic regurgitant mur-
mur that is distinctly heard at the apex.

The p;':'_x;|-,c!u:’.';' murntiey 15 often 1 wariable or intevinittent, may
be heard only in cither the standing or vecumbent position, and miay
be entively obliterated by pressing oo heavily with the bell of the
stethoscope.

Fic. 47.—MITRAL STENOSIS.—(San- FiG. 48. —MITRAL STENOSIS.—(San-
sam-Bramwell.) sont.)

* Point of maximum intensity and Lipper shading, Area of audibility of

transmission, simulated doubling of second sound.

Lomwer shading, Area of murmur
transmission.

The sharp flapping first sound is usually so strikingly charac-
teristic as to suggest the presence of mitral stenosis even when
no murmaur 1s present.

AORTIC REGURGITATION.

Ouality.—A blowing murmur of variable pitch and intensity,
usually somewhat prolonged, occasionally very short, may be
musical.

Time.~—Diastolic. Commencing with or immediately follow-
ing the second sound.

Maaimum Intensity.—/At aortic area (second right interspace),

third left interspace, or at ensifarm. Is increased by raising the
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arms to a vertical position. Very rarely this murmur is heard

only at the apex.,

I Sound. 22 Sound.

S
~ 111l

e HH‘I"”“HFH:_..
Aortic Regurgitation.

Two VARIETIES OF
( With Sphygmogram. )

FIG. 49.—GRAPHIC REPRESENTATION OF MURMUR.
AorTIc DiAsTOLIC MURMUR SHOWN GRAPHICALLY.
The heart is shown in ﬂi;lﬂ[u]t_"_ aortic lcn'kagr_- |1-eing evident. The hlood has _in.h'.t
been projected into the aorta and plﬂmmmr}' artery by the ventricular contrac-
tion. The pulmonary valve tightly closed maintains the blood column, but
through the leaky aortic valve a regurgitant current meets the stream descending

from above through the open mitral valve.
Results.— A diastolic murmur, dilatation and hypertrophy of left ventricle, a slapping,

low-tension |1L:|[jr:,
valve, TV. Tricuspid valve. Av. Aortic valve. P V. Pulmonary
LA, Left auricle. R A. Right auricle. L. A. Left ventricle. RV,
V C5. Venacavasuperior. YV CI. Vena cava inferior. P Vo.

P A. Pulmonary artery. A 0. Aorta.

M V. Mitral
valve.
Right ventricle.
Pulmonary veins.

Transmission.—Along lines shown in figure §2—i. ¢., from
second right interspace to second left or third left cartilage,
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down left edge of sternum; is frequently heard at apex and in
the carotids.

Assoctated Signs.—Pallor, visible jerking pulsation of peripheral
vessels—. ¢., temporal, carotid, subclavian, axillary, brachial,
radial, ete, Second sound lost in carotids. ** Pistol-shot '’ sound
in femorals. Pseudomitral stenosis (Flint) murmur.

Capillary Pulse—If the nails be examined closely, or if a
olass slide be pressed upon the lips, or if the skin be reddened
by friction, a rhythmic flush may be seen.

" Radial Pulse.—A jerking, throbbing, slapping pulse. (The
““ Corrigan " or *‘ water-hammer " pulse.) In shaking hands, the
pulse may be felt, or in grasping the tips of the fingers or toes.

Fic. 52.—AORTIC REGURGITATION. —(Sansom-Branmvell.)

3

, ¥, ¥, Maximum intensity and directions of transmission.

In order to best appreciate the lack of sustained tension, it is well
to raise the arm and grasp the wrist with the hand in such a way
that the ball of the examiner's thumb overlies the radial artery,
the finger and thumb meeting on the back of the hand.

Cardiac Area.—The cardiac area is increased downward and to
the left because of left ventricular hypertrophy. (See Fig. 50.)

Pistol-shot Sound in Femorals—This curious sound may be
heard in the femoral arteries in well-marked cases. Dizziness,
fainting, palpitation, cardiac pain, and neurasthenic symptoms are
common in this lesion. The ophthalmoscope may show jerking
retinal arteries. The second aortic sound is markedly diminished
and usually lost in carotids. Aortic regurgitation is frequently
associated with aortic stenosis.






FiG. §3.—ANEURYSM OF THE AORTA.
Fercussion area,

FiG. 54.—AORTIC ANEURYSM (ASCENDING PORTION OF ARCH ).
Had taken out insurance

Unusual percussion area. . Only point of pulsation.
within two years,
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Percussion reveals an area of marked dullness over or near
‘the manubrium of the sternum or along its right edge. The
' heart area usually but not always gives evidence of an enlarged
left ventricle.

Pulse.—The pulse may or may not be affected. Frequently
'there is a marked difference between the right and left radial
|carotid and subclavian pulsation. Such differences often give
' material assistance in the determination of the portion of the aortic
|ar=:h that is affected.

i F1G. §55.—AORTIC ANEURYSM.
| Same case as figure 54, three months later.

Auscultation.— Aneurysms of the aorta are usually attended
by systolic murmurs of variable intensity, heard best over the
:aneurysm itself, and transmitted into the vessels beyond. The
heart-sounds are peculiarly loud and ringing, this being espe-
cially true of the second sound. In aneurysms that spring from
the ascending portion of the arch there is frequently an associ-
ated diastolic murmur, due to insufficiency of the aortic valves.
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aneurysm, but is apt to be regarded as rheumatic or neuralgic
both by the examiner and the applicant. All cases in which
pain has been experienced about the upper chest should strongly

suggest aneurysm.

Pain.—This is one of the most prominent symptoms of

Tracheal Tugging.—In aneurysm involving the transverse
portion of the aortic arch the symptom known as tracheal |

tugging may often be elicited.

Fi1G. 56.—AORTIC REGURGITATION.
Aneurysmal dilatation. Mitral leakage.

Method.—The person under examination should be erect, with
mouth closed and chin well elevated,

The examiner grasps the cricoid cartilage between thumb and
forefinger and makes steady upward pressure, when, if aneurysm
be present, a transmitted aortic pulsation may be distinctly
felt. :






L)
bt

e

THE EXAMINATION OF THE CHES!.

HE CHEST IN CROSS-SECTION.

(After Braune.)

F1G. §7.—NORMAL CHEST.

This figure shows the conditions affecting percussion of the normal chest. («) |
Variation in shape and volume of the two lungs. (#) Modified resonance due
to ribs and sternum overlying pulmonary tissue, . (¢) The uselessness of per-
cussion near the spinous processes of the vertebral column.

Fiz, g8, —EMPHYSEMA.

I'he distended air-cells and voluminous lungs are clea: ly showmn.
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THE CHEST IN CROSS-SECTION.—( Contirized

F1G. 59.—MALIGNANT GrROWTH (LEFT) AND PULMONARY Anscess (RIGHT).
The larger mass on the left side involves a bronchus, and would yield sipns of
consolidation, The anterior 5u|1erli{:izll mass would present cu-n]}' dullness,
diminished voice and breath 5:}1111':35, with defective |1Lr1;_[ movement on affected
side. Such abscesses as are here shown present few recognizable pfysical signs,
and are often overlooked. :

Fi1c. €o.—PNEUMOTHORAX (LEFT) AND ENCAPSULATED FLuiD (RIGHT).



|

THE EXAMINATION OF THE CHEST

'HE CHEST IN CROSS-SECTION.—(Continued.)

Fic. 61.—PLEURAL EFFUSION.
Especial attention should be directed to the compressed lung in the larger effusion.

Fic. 62.—LopArR PNEUMONIA (LEFT); CENTRAL PNEUMONIA (RIGHT).

The lobar consolidation on the right side would present the classical signs of com

plete solidification with patent bronehi.
I'he central area of consolidation would yield no percussion signs, and be chiefly
denoted by distant tubular breathing obscured by the vesicular murmur of

overlying lung-cells.
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symmetrical, although there is invariably a slight difference be-
twcut_] the two sides, the right or left side being slightly larger
than its fellow, corresponding to the right- or left-handedness of its

THE CHEST IN CROSS-SECTION.- (Continued.)

FiG. 63.—VaArious ForMms oF PULMONMARY CAVITIES; INCIPIENT TUBERCULAR
DEFOSITS ; AREA OF SOFTENING (RIGHT INFERIOR).

| I . # § L
owner. The following summary will serve to indicate the most
important variations from the normal form :

Cause. Characteristics.
Barrel-shaped chest.
Emphysema, or the chest of ) Vertical movement.
{ inspiration. Wide costal angle.
Arched spine.

Bilateral enlargement.

i Pneumothorax,
Tumaors.
Unilateral enlargement. { Effusion.
Congenital heart or heart
\ disease in youth.

| Pleuritic adhesions.

| Cirrhiosis.
Collapse,

. Cancer,

Unilateral shrinking.

Rachitic chest.
. Transversely constricted
chest.
General deformities, chiefly congenital. , Flattened chest.
Figeon-breast.
('['riciuc brust (funnel
breast).
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CHEST OUTLINES.

Fic. 64.—Fig, 1. Normal chest. Fig. 2. Pigeon breast. Fig. 3. Rickets.
Fig. 4. Emphysema.—( Gee ; miodified.)

Fig. 65.—Fig. 1. Unilateral Retraction. Fig. 2. Spinal Curvature.
= (red » miodiied. )










































































































































































































































































































































































































































































































































































































































