Clinical Examination for the Cardiovascular System(An undergraduate Approach)

(1) Inspect patient as a whole for alertness, pain,discomfort(eg./dyspnoea – pulmonary oedema secondary to left or congestive heart failure). Feel hands for coldness, clammy, sweating, finger clubbing(suggests cyanotic heart disease), splinter haemorrhages(embolism involving rupture of capillary bed at finger pulps), peripheral cyanosis, Osler’s nodes &/or Janeway lesions(suggests endocarditis) and tobacco stains on nails or between fingers(used to hold up a cigarette)

(2) Take radial pulse(check rate, character, volume, regularity, rhythm, symmetry). Check for a collapsing pulse/water-hammer pulse/Corrigan’s pulse(indicates severe aortic regurgitation) by gripping patients forearm at segment where radial pulse is felt and release pressure a little at a time until the pulse is barely felt, then quickly lift the arm above the head and see if pulse becomes stronger, maybe with a knocking nature that rapidly collapses. Do not forget to get vital signs by this point in time( blood pressure, heart rate, respiratory rate, temperature).

(3) Check lower eyelid for pallor, conjunctiva/sclera for jaundice, retina for haemorrhages(eg./Roth spots indicating endocarditis), tongue and lips for central cyanosis, and nicotine stains on teeth.

(4) Take the carotid pulse and assess as with radial pulse except check it one side at a time,as you do not want to inflict distress on the patient. Observe jugular venous pulse and assess its height from the sternal angle(of Louis) or the manubrium sternum. Check for radio-carotid delay(suggest an uncommon form of coarctation of the aorta) by palpating both pulses at the same time and assess for delay in the beats.

(5) Locate the apex beat with the palm and pinpoint it, noting its position(should be in the midclavicular line, 5th intercostals space). Check for parasternal heaves with palm of the hand placed vertically on each side of the sternum, and on the left anterior chest, with the palm horizontally for the apical and tricuspid region. This primarily assesses right ventricular hypertrophy.

(6) Palpate the abdomen to locate the liver and spleen, assessing for enlargement( suggests haemolytic disease causing an increased heart rate, or a systemic hypertension causing the enlargement).

(7) Palpate the femoral pulse assessing as with the other pulses, and check for radio-femoral delay( for aortic coarctation).

(8) Inspect the legs mainly for pitting oedema, by pressing the skin firmly with a thumb and holding it there for 30 seconds before releasing and run your fingers over the area to check for a depression or ‘pit’ (suggests right-sided/congestive heart failure), starting from the ankles and proceeding upwards to determine extent of oedema, if present. Toes can also be assessed for peripheral cyanosis, clubbing, coldness or clammy feel.

(9) Check the posterior tibial pulse and dorsalis pedis pulse. Attempt the popliteal pulse as well.

(10) Auscultate the apex beat and the aortic, pulmonic, tricuspid regions for normal heart  sounds, added sounds(eg./ pericardial rubs suggesting long-standing pericarditis) and murmurs( suggests incompetent or stenosed valves). Auscultation should be done with patient in the supine position, lateral decubitus position( lying on left side – accentuates apex beat murmurs, which are low-pitched and should be heard using the bell of the stethoscope), whilst sitting upright and tilted forward(accentuates aortic, tricuspid and pulmonic beats and murmurs, which are high-pitched and should be heard using the diaphragm of the stethoscope).

(11) Auscultate the lung bases posteriorly(as most of the lung is situated here) for crepitations/rales/crackles( indicates pulmonary oedema of left-sided/congestive heart failure or pneumonia or basically any fluid collection in the lung parenchyma).

(12) If any peripheral pulses indicated thrills on palpation, auscultate them for bruits. Note that auscultation of peripheral pulses for bruits should be limited to the larger arteries like the femoral and carotid arteries. Booming systolic and diastolic sounds, somewhat like pistol shot sounds on the femoral arteries is the Traube’s sign that suggests chronic aortic regurgitation.

