At the start of any exam sort your WIG out

Wash your hands

Introduce yourself

Get permission

The general examination

A quick look

· Is the patient comfortable or obviously unwell

· How many pillows are there if the patient is in bed

· Any accessories (oxygen, ECG, sputum pot etc.)


Hands – there are enormous lists of obscure cardiac hand signs – you will never see most of them so remember:

· Clubbing

· Splinter haemorrhages

· Cyanosis

· Koilonichia

· Xanthelasmata

Pulse

· Radial (for rate, rhythm and volume)

· Both radial pulses together (is there any delay)

· Radio-femoral pulse (coartctation)

· Collapsing pulse (ask about shoulder pain)

· Look at the neck while testing for collapsing pulse – for Corrigan’s sign - an abrupt distension and collapse of carotid arteries as a sign indicating aortic regurgitation / incompetence.
· Carotid (or brachial) pulse for character

Eyes

· Pallor (only one eye at a time)

· Corneal arcus (common in the elderly and called arcus senilus)

· Xanthoma

Mouth + tongue

· Cyanosis

· Glossitis

· Central cyanosis

Legs

· Peripheral oedema (feel how far up the legs it goes)

Inspection

JVP

Scars

The main examination

Palpation

· Apex beat

· Left parasternal heave (heel of hand on left sternal edge)

· Thrills (pulmonary and aortic area with flat of hand)

Percusion

· No longer used – in the past it has been used to estimate heart size but is inaccurate.

Auscultation (D) = with diaphragm, (B​) = with bell – press lightly

· By feeling the carotid pulse at the same time you can time the murmur to see if it is systolic of diastolic
· At the apex. If a murmur is present then auscultate at the axilla. (D)

· At the apex with the patient rolled to the left (B) for mitral stenosis
· At the lower left sternal edge (D)

· At the lower left sternal edge (B) for TS and innocent flow murmurs
· At the upper left sternal edge (D)

· At the upper right sternal edge (D)

· Over both carotid arteries (D)

Lean the patient forward, tell them to ‘breath in, and out, then STOP’

· Listen over the lower left sternal edge (D) for aortic regurgitation
Tell the patient they can breath again. While they are still sitting forward:

· Listen over the lung bases

· Palpate the sacrum for peripheral oedema (its out of sequence but this is a good time to do it to minimise moving the patient too much).

‘I would now take the patients blood pressure’

If you have found signs of infective endocarditis add ‘…and perform a urine dip for microscopic haematuria’

To describe a murmur, give the following information:


· Systolic or diastolic

· Grade (1-6 systolic; 1-4 diastolic)

· Pitch (high or low)

· Where is it heard loudest

	
	MR
	AS
	MS
	AR

	Inspection
	
	
	Malar Flush
	

	Apex
	Displaced
	Forceful
	Tapping
	Displaced

	Pulse
	
	Low Volume
	
	Collapsing

	Timing
	Pan Systolic
	Ej. Systolic
	Mid Diastolic
	Early Diastolic

	Radiation
	Axilla
	Carotid
	
	

	Heart sounds
	Quiet S1
	S4
	Loud S1
	S3

	Causes
	Redundant cusp prolapse, IHD, 2˚ to aortic valve dis
	Congenitally bicuspid; 

Calcification
	Rheumatic fever
	Cong. bicuspid

Rheumatic

Endocarditis


Note:

Both the systolic murmurs radiate

· The mitral area is lower and MR radiates to the axilla

· The aortic area is higher and AS murmur radiates to carotid (higher than the axilla)

Both the regurgitation murmurs have a displaced apex beat

· Compensating left ventricular dilatation and hypertrophy

Both of the stenotic murmurs have a change in the nature of the apex beat

· You can remember that MS has a Tapping apex beat by recalling that this is the palpable equivalent of the loud S1

Both of the mitral murmurs are accompanied by changes in S1 (mitral and tricuspid valves closing)

· MR has a reduced (quiet) S1

· MS has a strong (loud) S1 (and a tapping apex beat which is the palpable equivalent)

Both of the Aortic murmurs affect the pulse and give extra sounds

· AR has a reducing (collapsing) pulse and third heart sound (S3)

· AS has a small (low volume) pulse and fourth heart sound (S3)

Brownie Points: The pulse deficit

Listen over the heart for 15 seconds, if you find that the rate is higher than that you got from the pulse then there is a pulse deficit.

History

Exertional dyspnoea

Orthopnea

Paroxysmal nocturnal dyspnoea (cough and white frothy sputum)

Chest Pain

Angina pectoris (less blood getting to portion of heart muscle than the needed)

· Usually narrowing or stenosis in one or more coronary arteries

· Less often aortic stenosis or hypertrophic cardiomyopathy

Pericarditis – inflammation of serous sac surrounding heart. MI complication, uraemia or bacterial infection)

· Constant soreness behing breastbone

· Gets worse with deep  breath

· Related to movement (e..g turning in bed) but not to exercise.

Musculoskeletal 

Often arising from chest wall or thoracic spine

· Aching pain

· Persists at rest

· Related to certain movements

· Often localised tenderness (esp over costal cartilages)

· Precordial catch syndrome: sudden, sharp jabbing pain in precordium (short lasting but may recur, benign)

Dissecting aortic aneurism (rare but characteristic pain)

· Starts as ‘tearing’ sensation felt between shoulder blades or in back

· Severe and persistent

Dx Chest pains: pleurisy, acute pneumothorax, shingles

Palpitation (abnormal awareness of heart beat)

· Fast, irregular or abnormally forceful: find out which

· Sometimes precipiataed by certain foods or drugs

Paroxysmal tachycardia may be stopped by Valsalva technique – sudden forceful breath out against closed mouth and nose.

Syncope (loss of consciousness following failure of blood flow to brain)

Caused by heart block – sudden, complete, unheralded

Caused by fainting – seldom abrupt, pale or ‘green’ before and imm. afterwards

Dx Syncope: Epilepsy, fainting (postural hypotension etc.)

Claudication (pain in one or both legs upon walking, eases on rest).

· Sign of narrowing of arteries to legs

Family History

· Heart dis in family

· Parents still alive

· Did they live to a good age

· What did they die from

· Do you have brothers or sisters with heart problems

Personal History

· Smoking!

· Alcohol intake

· Medication

· Occupation (some may be incompatible with heart condition
A Mnemonic for the systolic murmurs is:


MR AS (think of a male donkey)


For diastolic murmurs use MS AR (think of a female pirate (Arrr me hearties!!!).





(Suggested by Vicky Smith)





The pulse is irregularly irregular – what are the differentials


Extrasystole (ectopic beats)


Atrial fibrillation. Main causes are:


Rheumatic heart disease


Ischamic heart disease


Hyperthyroidism





Signs of endocarditis:


2 in the hands (clubbing and splinter haemorrhage


1 in the heart (changing murmur)


2 in the abdomen (splenomegaly & microscopic haematuria)


Mnemonic: SCUMS – splinters, clubbing, urine, murmur, spleen





Scars


A midline thoracic scar (median sternotomy) is likely to be due to CABG – check the legs for scars where the saphenous vein has been stripped for grafting.


A horizontal scar about the level of the 5th intercostal space is likely to be from mitral valvotomy – expect to hear the murmurs of MS + MR.





You can remember what the two special manoeuvres are for by remembering that they are to accentuate the fainter diastolic murmurs – The acronym MS AR (see below) helps as the first one (rolling to the left is for MS while the second one (sitting forward) is for AR





Thanks are given to Vicky Smith for helping with this. The cardiovascular exam has always been my weakest system and this section would be nowhere near as good without her aid.








