	Heart and Blood Vessels – Chapter 13
	Student Comments/Questions

	The following steps are performed w/ pt sitting & leaning forward, supine, & in L lateral recumbent; these positions are all used to compare findings or en​hance assessment.

	1. Inspect the precordium for the following (p. 430):
	Apex: L 5th ICS in midclavicular line

Heave or lift = more vigorous apical impulse than expected

Lift along L sternal border: R ventricular hypertrophy

Thrill = fine, rushing vibration, palpable murmur often over base in area of R or L 2nd ICS (valve defect, pulm HTN, ASD)
All Physicians Steal The Money

Aortic: 2nd R ICS at right sternal border

Pulmonic: 2nd L ICS at left sternal border

Second pulmonic: 3rd L ICS at left sternal border

Tricuspid: 4th L ICS along lower left sternal border

Mitral (apical): 5th L ICS at MCL

Pitch: S1 is always ↓ than S2

Loudness: S1 is always ↓ except in mitral and tricuspid areas

Duration: S1 is always longer than S2

S2 split: always greater upon inspiration

Wide splitting: R bundle branch block, pulmonic stenosis, pulmonary HTN

Narrow, no splitting, or paradoxic: L bundle branch block

Fixed splitting: large ASDs, VSD, right ventricular failure)

Paradoxic (reverse) splitting (P2 1st, splits during exp): L bundle branch block

Mitral valve: only valve w/2 cusps

↑ S1 intensity: anemia, fever, hyperthyroidism, mitral stenosis

↓ S1 intensity: syst or pulm HTN, mitral disease (rheumatic)

↑ S2 intensity: systemic HTN, pulmonary HTN

↓ S2 intensity: hypotension, aortic stenosis, pulmonic stenosis

Gallops: best heard w/bell at apex; presystole and intense

Aortic valve ejection click: early systole, intense, radiates

Pulmonic valve ejection click: early systole, less intense
Location of pulses

Carotid: just medial to and below angle of jaw

Brachial: just medial to biceps tendon

Femoral: inf and medial to inguinal ligmanet

Popliteal: pop fossae (pt should be prone w/knee flexed)

Dorsalis pedis: medial dorsum w/foot slightly dorsiflexed

Posterior tibial:  behind and slightly inf to medial malleolus

↑ auscultatory gap: HTN, severe aortic regurg

↓ auscultatory gap: pulsus paradoxus w/cardiac tamponade

If diastolic is >90 or suspect coarctation, measure BP in legs (popliteal) – leg pressures usually ↑, but will be ↓ w/coarctation

Orthostatic hypotension: Hypotension when pt stands erect; (hypovolemia/blood or fluid loss, antiHTN meds). Nl: as pt stands, slight or no ↓ systolic & slight ↑ in diastolic. Postural/orthostat hypoten: sig ↓ systolic (> 15) & ↓ diastol
JVP: Raise head of bed until JVPs are seen (45 degree angle). Place ruler w/its origin at mid-axillary line at level of nipple and extend vertically. Place another ruler horizontal in line w/JVP. Vertical distance above level of heart = mean JVP in cm water. Nl JVP is < 9 cm  (study chart on pt. 456)
Homans sign = flex pt’s knee slightly w/one hand and w/the other dorsiflex to the foot (Pain = + = DVT)

Grading edema

1+: slight pitting/2 mm, disappears rapidly, 

2+: somwehat deeper pit/4 mm, disappears in 10-15 sec

3+: deep pit/6 mm, may last > 1 minute; dep extremity swollen

4+: very deep pit/8 mm, lasts 2-5 min, dep extremity grossly distorted

	· Apical impulse
	

	· Pulsations
	

	· Heaves or lifts
	

	
2. Palpate the precordium to detect the fol​lowing (p. 431):
	

	· Apical impulse
	

	· Thrills, heaves, or lifts
	

	3. Percussion to estimate the heart size 
(optional) (p. 433).
	

	4. Systematically auscultate in each of 5 areas while patient is breathing
regularly and holding breath for the fol​lowing (pp. 433‑441):
	

	· Rate
	

	· Rhythm
	

	· S1 (closure of AV valves, beginning of systole)
	

	· S2  (closure of semilunar valves, end of systole)
	

	· Splitting
	

	· S3 and/or S4
	

	· Extra heart sounds (snaps, clicks, fric​tion rubs, and murmurs)
	

	5. Assess the following characteristics of murmurs (pp. 441‑444):
	

	· Timing and duration
	

	· Pitch and intensity (Grade II: quiet but clearly audible, Grade IV: loud, associataed w/thrill) There are 6 grades
	

	· Pattern (crescendo, decrescendo, or square/plateau)
	

	· Quality (harsh, raspy, machinelike, musical)
	

	· Location and radiation
	

	· Variation with respiratory phase
	

	Blood Vessels
	

	1. Palpate the arterial pulses in distal extremities, comparing characterize bilaterally for the following (p. 444):
	

	· Rate
	

	· Rhythm
	

	· Contour
	

	· Amplitude (0: absent, 1: ↓, 2: expected, 3: full, ↑, 4: bounding)
	

	2. Auscultate the carotid, temporal, abdominal aorta, renal, iliac, and femoral arterial for bruits (p. 449).
	

	3. Measure the blood pressure in both arms, first supine and then, in patients at risk for orthostatic hypotension, standing. (pp. 451‑455).
	

	4. With the patient reclining at a 45‑degre~ angle elevation, inspect for jugular venous pulsations and distention; differentiate jugular and carotid pulse waves and measure jugular venous pressure (pp. 455‑457). 
	

	5. Inspect the extremities for sufficiency on arteries and veins through the following (pp. 457‑459): 
	

	· Color, skin texture, and nail changes
	

	· Presence of hair
	

	· Muscular atrophy
	

	· Edema or swelling
	

	· Varicose veins
	

	6. Palpate the extremities for the following} (pp. 449, 458):
	

	· Warmth
	

	· Pulse quality
	

	· Tenderness along a superficial vein
	

	· Pitting edema
	








