funduscopic examination. Extensive lentiginoses have been described
in a variety of development delay–cardiovascular syndromes, including Carney’s syndrome, which includes multiple atrial myxomas.
Cutaneous manifestations of sarcoidosis such as lupus pernio and
erythema nodosum may suggest this disease as a cause of an associated
dilated cardiomyopathy, especially with heart block, intraventricular
conduction delay, or ventricular tachycardia.

Abdomen In some patients with advanced obstructive lung disease,
the point of maximal cardiac impulse may be in the epigastrium.
The liver is frequently enlarged and tender in patients with chronic
heart failure. Systolic pulsations over the liver signify severe tricuspid regurgitation (TR). Splenomegaly may be a feature of infective
endocarditis, particularly when symptoms have persisted for weeks
or months. Ascites is a nonspecific finding but may be present with
advanced chronic right heart failure, constrictive pericarditis, hepatic
cirrhosis, or an intraperitoneal malignancy. The finding of an elevated
JVP implies a cardiovascular etiology. In nonobese patients, the aorta
typically is palpated between the epigastrium and the umbilicus. The
sensitivity of palpation for the detection of an abdominal aortic aneurysm (pulsatile and expansile mass) decreases as a function of body
size. Because palpation alone is not sufficiently accurate to establish
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Chest Midline sternotomy, left posterolateral thoracotomy, or infraclavicular scars at the site of pacemaker/defibrillator generator implantation should not be overlooked and may provide the first clue
regarding an underlying cardiovascular disorder in patients unable
to provide a relevant history. A prominent venous collateral pattern
may suggest subclavian or vena caval obstruction. If the head and neck
appear dusky and slightly cyanotic and the venous pressure is grossly
elevated without visible pulsations, a diagnosis of superior vena cava
syndrome should be entertained. Thoracic cage abnormalities have
been well described among patients with connective tissue disease
syndromes. They include pectus carinatum (“pigeon chest”) and pectus excavatum (“funnel chest”). Obstructive lung disease is suggested
by a barrel chest deformity, especially with tachypnea, pursed-lip
breathing, and use of accessory muscles. The characteristically severe
kyphosis and compensatory lumbar, pelvic, and knee flexion of ankylosing spondylitis should prompt careful auscultation for a murmur
of aortic regurgitation (AR). Straight back syndrome refers to the loss
of the normal kyphosis of the thoracic spine and has been described
in patients with mitral valve prolapse (MVP) and its variants. In some
patients with cyanotic congenital heart disease, the chest wall appears
to be asymmetric, with anterior displacement of the left hemithorax.
The respiratory rate and pattern should be noted during spontaneous
breathing, with additional attention to depth, audible wheezing, and
stridor. Lung examination can reveal adventitious sounds indicative of
pulmonary edema, pneumonia, or pleuritis.

Extremities The temperature and color of the extremities, the presence of clubbing, arachnodactyly, and pertinent nail findings can
be surmised quickly during the examination. Clubbing implies the
presence of central right-to-left shunting, although it has also been
described in patients with endocarditis. Its appearance can range from
cyanosis and softening of the root of the nail bed, to the classic loss
of the normal angle between the base of the nail and the skin, to the
skeletal and periosteal bony changes of hypertrophic osteoarthropathy,
which is seen rarely in patients with advanced lung or liver disease.
Patients with the Holt-Oram syndrome have an unopposable, “fingerized” thumb, whereas patients with Marfan’s syndrome may have
arachnodactyly and a positive “wrist” (overlapping of the thumb and
fifth finger around the wrist) or “thumb” (protrusion of the thumb
beyond the ulnar aspect of the hand when the fingers are clenched over
the thumb in a fist) sign. The Janeway lesions of endocarditis are nontender, slightly raised hemorrhages on the palms and soles, whereas
Osler’s nodes are tender, raised nodules on the pads of the fingers or
toes. Splinter hemorrhages are classically identified as linear petechiae
in the midposition of the nail bed and should be distinguished from
the more common traumatic petechiae, which are seen closer to the
distal edge.
Lower extremity or presacral edema in the setting of an elevated
JVP defines volume overload and may be a feature of chronic heart
failure or constrictive pericarditis. Lower extremity edema in the
absence of jugular venous hypertension may be due to lymphatic or
venous obstruction or, more commonly, to venous insufficiency, as
further suggested by the appearance of varicosities, venous ulcers
(typically medial in location), and brownish cutaneous discoloration
from hemosiderin deposition (eburnation). Pitting edema can also
be seen in patients who use dihydropyridine calcium channel blockers. A Homan’s sign (posterior calf pain on active dorsiflexion of
the foot against resistance) is neither specific nor sensitive for deep
venous thrombosis. Muscular atrophy or the absence of hair along an
extremity is consistent with severe arterial insufficiency or a primary
neuromuscular disorder.

CHAPTER 267

Head and Neck Dentition and oral hygiene should be assessed in every
patient both as a source of potential infection and as an index of general health. A high-arched palate is a feature of Marfan’s syndrome
and other connective tissue disease syndromes. Bifid uvula has been
described in patients with Loeys-Dietz syndrome, and orange tonsils
are characteristic of Tangier disease. The ocular manifestations of
hyperthyroidism have been well described. Many patients with congenital heart disease have associated hypertelorism, low-set ears, or
micrognathia. Blue sclerae are a feature of osteogenesis imperfecta. An
arcus senilis pattern lacks specificity as an index of coronary heart disease risk. The funduscopic examination is an often underused method
by which to assess the microvasculature, especially among patients
with established atherosclerosis, hypertension, or diabetes mellitus. A
mydriatic agent may be necessary for optimal visualization. A funduscopic examination should be performed routinely in the assessment
of patients with suspected endocarditis and those with a history of
acute visual change. Branch retinal artery occlusion or visualization
of a Hollenhorst plaque can narrow the differential diagnosis rapidly
in the appropriate setting. Relapsing polychondritis may manifest as
an inflamed pinna or, in its later stages, as a saddle-nose deformity
because of destruction of nasal cartilage; granulomatosis with polyangiitis (Wegener’s) can also lead to a saddle-nose deformity.

this diagnosis, a screening ultrasound examination is advised. The 1443
presence of an arterial bruit over the abdomen suggests high-grade
atherosclerotic disease, although precise localization is difficult.

CARDIOVASCULAR EXAMINATION
Jugular Venous Pressure and Waveform JVP is the single most important
bedside measurement from which to estimate the volume status. The
internal jugular vein is preferred because the external jugular vein is
valved and not directly in line with the superior vena cava and right
atrium. Nevertheless, the external jugular vein has been used to discriminate between high and low central venous pressure (CVP) when
tested among medical students, residents, and attending physicians.
Precise estimation of the central venous or right atrial pressure from
bedside assessment of the jugular venous waveform has proved difficult. Venous pressure traditionally has been measured as the vertical
distance between the top of the jugular venous pulsation and the sternal inflection point (angle of Louis). A distance >4.5 cm at 30° elevation is considered abnormal. However, the actual distance between the
mid-right atrium and the angle of Louis varies considerably as a function of both body size and the patient angle at which the assessment is
made (30°, 45°, or 60°). The use of the sternal angle as a reference point
leads to systematic underestimation of CVP, and this method should
be used less for semiquantification than to distinguish a normal from
an abnormally elevated CVP. The use of the clavicle may provide an
easier reference for standardization. Venous pulsations above this level
in the sitting position are clearly abnormal, as the distance between
the clavicle and the right atrium is at least 10 cm. The patient should
always be placed in the sitting position, with the legs dangling below
the bedside, when an elevated pressure is suspected in the semisupine
position. It should also be noted that bedside estimates of CVP are
made in centimeters of water but must be converted to millimeters of
mercury to provide correlation with accepted hemodynamic norms
(1.36 cmH2O = 1.0 mmHg).
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