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                       Notes on Chpt. 8 & 9, Bates’—Thorax, Lungs, CV

Fall 2001


Lung Exam Techniques

Palpation

· ID tender/lesioned areas, assess any abnormalities (masses, sinus tracts)

· Test respiratory expansion (posterior, thumbs parallel to 10th ribs on either side of spine; patient inhales(thumbs diverge)

· Tactile fremitus [vibrations transmitted when speaking]—“99”

Percussion:  middle finger on X, all other parts of hand raised off body; 

right middle finger strike + English backspin [it’s all in the WRIST] (p. 257-8)

Excursion:  estimate by noting distance between levels of dullness on full expir & inspir (~5-6 cm)
Descent of diaphragms:  percuss progressively downward until dullness replaces resonance

Auscultation (including right middle lobe):  

steth diaphragm as patient breathes deeply and open-mouthed

same pattern as for percussion – one full breath in each location


If suspect sound, listen in adjacent areas, check fremitis 

Assessing Jugular Venous Pulsation (JVP) & Carotid Upstrokes  (CARDIAC EXAM albeit in neck )   (p. 288-9, 299 – 301) Consider patient’s volume status (hypo-/hyper-/euvolumic)—if hypo, instead of raising the head of the bed 30 degrees, lower it; if hypervolumic (CHF), JVP often elevated, so elevate the head of the bed.

zero point = sternal angle (~ 5 cm above right atrium)

v. pressure = point above which the external JV appear collapsed/highest oscillation of internal JV

**JVPressure reflects right atrial pressure = central venous pressure

· pt. head slightly turned to left

· tangential lighting

· ID highest point of pulsation

**report:  “X cm above sternal border/right atrium”  [ABNL = greater than 3 or 4 cm above sternal angle  or 8 or 9 cm above right atrium]

carotid upstrokes: palpate with your left hand as you listen to S1, S2.  The carotid upstroke coincides with systole (interval between S1 & 2); helps one determine whether murmurs are systolic or diastolic.

Cardiac Exam Techniques

Palpating

· heaves/lifts – unusually prominent RIGHT ventricular sound/movement

· thrills – ONLY Grade 4,5, or 6; turbulence d/t advanced valvular dz, rheumatic fever

· PMI – apex of heart @ left ventricle

Six Areas of Auscultation [p.310]

2nd R ICS
2nd L ICS           (pulmonic)
(Aortic)
3rd L ICS




4th L ICS            (tricuspid)


5th L ICS
Apex = 5th L ICS, 

midclavicular line (mitral)



(p. 328-331)




	VALVULAR

DISEASES
	Mitral Insufficiency
	Mitral

Stenosis
	Aortic

Insufficiency
	Aortic

Stenosis

	DESCRIPTIVE KEY WORDS
	Holosystolic
(also in tricuspid regurge & VSD)
	“opening snap”  after S2
	Ejection murmur; 

(PP ((dias, (sys)
	

	PATHOPHYS
	does not fully close(regurge
	thick, stiff, distorted leaflets(turbulence
	does not fully close(regurge
	narrowing(turbulence & increased afterload

	TIMING

(when heard)
	Systole

(holosystolic)
	Diastole
	Diastole
	Systole

	BEST HEARD @
	Apex 
	Apex 
	2nd –4th RICS  [RUSB]

	2nd RICS       [RUSB]

	AIDS to AUSCULTATION
	
	-use bell on apical impulse;

-pt. in L lat. position

-mild exercise (isometrics)
	pt. sitting, leaning forward, having exhaled
	N/A

	SOUND

RADIATION
	Left axilla
	
	RSB/Apex (

	Neck—carotid bruits

	SOUND SHAPE/

CHARACTER 


	“blowing”


	
[use bell] LOW PITCH
	[diaphragm] HIGH PITCH

“blowing”


	

	GRADE/INTENSITY
	
	Quietest (least flow); 1-4
	1-3; Loud
	Loudest

	LEADS TO
	LVH

S3 heard
	RVH

Pulmonary edema
	(LVEDV ((preload)
((LVH


	LVH ((afterload)



Grading system for murmurs (p. 315)
	1                             softest
	faint—must “tune in”—not heard in all positions

	2
	quiet but heard immediately with stethoscope

	3
	~ Loud

	4
	Loud

	5
	Very LOUD; heard when steth is partly off chest

	6      LOUDEST
	NO STETHOSCOPE NECESSARY!


*Grade/intensity depends on many factors, not the least of which is the severity of a given valve’s pathology.  Relative intensities are listed in the table. 
(Some texts claim that the aortic valve regurgitation may be heard at the apex of the heart as that is where the jet of flow would hit.
[p. 275] [Also note decreased fremitus for both]

Pathophysiology of COPD:  Thorax may be expanded anteroposteriorly (barrel chest); lungs diffusely hyperresonant, diminished/absent breath sounds; wheezes and ronchi may be noted (adventitious sounds, if present, are d/t associated chronic bronchitis)

Pathophysiology of Asthma:  Lungs diffusely hyperresonant, breath sounds obscured by wheezes… 

Normal cardiac cycle  [SEE appendix of SPA syllabus]

Pericardial rubs:  result of pericarditis; best heard at 3rd LICS[

S1 = mitral valve closure = end of diastole; [p.280]


S2 = Ao valve closure = end of systole


systole versus diastole:  [LUB-dub], diastole longer


	(p. 302):   S1  systole   S2  diastole  S1…


	








ORDER:  Inspect, Palpate, Percuss, Auscultate





   Eliciting Low-Pitched Sounds (S3, S4, m. stenosis):


use bell


                   (L. ventricle closer to chest wall)


sound is louder with exhalation	


isometric hand-grips (mild exercise)		





Eliciting Ao insufficiency (p. 311)


use diaphragm


pt. holds breath in exhalation





S4 (atrial gallop):  ok in athletes/elderly; but         (p. 327)


Hypertensive HD


CAD


Ao stenosis


cardiomyopathy


L—bell at apex; left lateral position


R—bell at xiphoid, often louder during inspiration (HTN, pulmonic stenosis)





S3 (vent. gallop): in pt. > 40 ( pathology


↓contractility or failure


vol. overloading of vent. (mitral/tri regurge)


L—bell at apex; pt. in left lateral position


R—bell along LLSB/below xiphoid; pt. supine
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