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PREFACE TO THE SECOND EDITION.

The occasion for a new edition of this manual has
given the author an opportunity to enlarge it in such
manner as to cover more fully the title of Physical
Diagnosis, while he has endeavored, also, to improve it
in other respects.

He has also seen fit to add, under the heading
¢ Appendix,’’ several subjects not strictly belonging to
physical diagnosis, viz., the examination of blood, that
for the more important bacilli associated with the infec-
tious diseases, the various chemical examinations re-
quired in diagnosis of diseases of the stomach, and
directions for making an autopsy. These are added
more especially because they form an important part of
the instruction to the classes in the University of Penn-
sylvania, but it is hoped that they may also prove useful
to others. The shortest and simplest methods have
been selected, with a view to maintaining the original
purpose of the book, conciseness with practical suffi-
ciency.

October 15t 1893.
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PREFACE TO THE FIRST EDITION.

It cannot be said that the making of a new book on
Physical Diagnosis is demanded by reason of the few-
ness of existing treatises on the subject. It is, how-
ever, but natural that it should occur to one, a part of
whose duty it is to teach physical diagnosis to large
classes of medical students, that he might accomplish
more satisfactorily his task by having a text-book of
his own preparation. In this I have sought to secure
conciseness with sufficiency, a task acknowledged to be
difficult, but which experience in teaching is, perhaps,
best calculated to overcome. It is the object I especially
sought in my Manual on the Examination of Urine,
which has now reached its Seventh* Edition. The
present book is not intended to be pretentious, and if it
effects its simple purpose in being useful to students I
will feel repaid. JamEes Tyson.

15006, Spruce Street, October 1st, 1891.

*The Eighth Edition was issued April, 1893.
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GENERAL CONSIDERATIONS.

The term physical diagnosis strictly defined would
include the diagnosis or investigation of disease by the
aid of all the special senses, but practically it is con-
fined to eliciting such information as can be furnished
by vision, touch, and hearing, whence come the terms
inspection, palpation, and auscultation. The informa-
tion acquired by hearing is further subdivided—aist.
Into that gained by listening directly to the normal
breathing sounds and heart sounds, and to their ab-
normal modifications; and to certain new sounds pro-
duced by diseased states. 2d. Information gained by
striking or percussing the part to be investigated.
Hence, too, the words auscultation and percussion
are constantly used in association.

The information furnished by inspection is also ren-
dered more accurate by measuring or mensuration,
when this can be applied. Thus constituted, physical

B 9



10 PHYSICAL DIAGNOSIS.

diagnosis is applied to any portion of the body, but it
is more especially in the study of diseases of the thoracic
and abdominal contents, and particularly the former,
that it is useful. The phenomena thus learned are
known as physical signs. The use of the term ¢¢ physi-
cal’’ is based upon the fact that it is through alterations
in the physical properties of the tissue or organ investi-
gated that information is obtained, such as the shape,
density, transparency. On the other hand, in its usual
application there is a limitation inconsistent with strict
accuracy. Thus there is no more accurate means of
recognizing physical states than by thermometry, yet
thermometry is not one of the measures employed in
physical diagnosis.

It is very true that physical signs cannot be acquired
from books and must be learned at the bed-side; but
we may record their import and significance in the
recognition of disease and render somewhat easier their
study. To this end is indispensable a familiarity with
the physical condition of the organs of the body in a
state of health. This, too, can only be learned on the
living subject by giving the student an opportunity to
listen until he is thoroughly familiar with the normal
breathing and heart-sounds, to observe the normal shape
and configuration of the body, and to learn the percus-
sion note characteristic of different regions over impor-
tant organs, as the heart, lungs, and various abdominal
viscera. Such a study of the situation of internal organs
in relation to external parts, for the purposes of the
physician, constitutes medical anatomy.
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typical lung note on percussion can be expected in that
situation. Behind the inner end of the clavicle is the
commencement of the innominate vein; behind this,
on the left side, the common carotid ; to the outside
of this the left subclavian artery, and on the right side
behind the sterno-clavicular joint, the bifurcation of
the innominate.

3. The infraclavicular regions are occupied almost
purely- by lung structure. The superior cava extends
slightly beyond the right edge of the sternum in this
region, the pulmonary artery and the left auricle some-
what more to the left of the left edge of the sternum.
The latter is in the second intercostal space and extends
to the left parasternal line, covered by the edge of the
lung. )

4. The structures occupying the mammary regions
differ considerably on the two sides. The right side is
the simpler. The fissure between the upper and middle
lobes of the right lung begins in the quiescent state of
the lung at the fourth costo-sternal junction and passes
upward and outward behind the third rib. The fissure
between the middle and lower lobes of the right lung is
found laterally about the fifth rib. The fissure between
the upper and lower lobes of the left lung is behind the
fifth rib laterally, terminating in the lower edge of the
lung at about the fifth chondro-costal junction ; butall
these fissures change place with the act of deep breath-
ing. To the right of the sternum is the right auricle,
behind the third costal cartilage, the third interspace,
the fourth costal cartilage, and fourth interspace, and
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artery. The upper and central part of this region is
uncovered by lung.

8. The lower sternal region contains a part of the
aorta, a portion of the right auricle, much of the right
ventricle, beginning opposite the fourth cartilages, and
behind this the left ventricle. The edges of the two
lungs unite through the upper part of this region in the
middle line, the left diverging at the fourth rib where
the uncovered tongue-shaped piece of the heart com~
mences. The primary bronchi are found diverging at
the upper part of this region, where they penetrate the
lung. The right, larger and shorter, passes downward
on the level of the fourth dorsal vertebra; the left,
longer and smaller, downward and outward to the level
of the fifth dorsal vertebra. ’

9. The scapular regions cover the lung, the incisure
between the upper and lower lobes passing obliquely
downward under the bone from the upper edge of the
fifth rib behind to between the fifth and sixth ribs
laterally.

10. The snterscapular region in its central portion is
occupied by dorsal vertebra, in front of which is the
trachea, bifurcating at the fourth, whence its primary
bronchi extend downward and outward surrounded by
lung structure.

11. The infra- or subscapular regions, extending from
the angles of the scapule to the edge of the thorax,
include on the right side lung as far as the tenth rib in
the mid-scapular line. Below this is the complemental
pleural space (see p. 24) filled by lung only in deep in-
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spiration, as far as the eleventh rib, where the lower
border of the liver is met. The thick lumbar muscles
separate the integuments to the right of the vertebra
from the upper end of the right kidney behind and the
pyloric orifice of the stomach in front. The upper end
of the right kidney is under the eleventh interspace and
the short twelfth rib. On the left side there is pure
lung tissue as far as the ninth rib, whence it dips down
in deep inspiration into the complemental pleural space
between the thoracic wall and that part of the dia-
phragm covering the spleen, which extends from the
ninth to the eleventh ribs inclusive. A small portion
of lung tissue is interposed between the posterior edge
of the spleen and the tenth dorsal vertebra. The
cardiac orifice of the stomach is on the left side about
opposite to the body of the ninth dorsal vertebra.
Behind the eleventh rib is the upper end of the kidney,
which extends a little higher on the left side than the
right. The left end of the pancreas is close to the
spinal column in the eleventh interspace and under the
root of the twelfth rib.

12. The axillary regions on both sides are occupied
with lung structure, a part of the upper lobe of each
lung.

13. The 7nfra-axillary regions are again more com-
plex in the structures they cover. On the right side
there is lung as far as the ninth rib in the mid-axillary
line ; below this is liver to the eleventh rib, or edge of
the thorax in this line. '

On the left side there is lung as far as the ninth rib in
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the fifth costal cartilage, but at the sixth cartilage
again turns outward to form the tongue-shaped indenta-
tions into the lung boundary, by which a portion of the
heart is uncovered. Behind the breast bone, from the
second to the fourth cartilage, the edges of the two
lungs approach each other very closely.

The summit of the dome of the liver in front reaches
as far as the fourth interspace on the right side, but it
is covered with a wedge-shaped extension of the lung as
far as the sixth rib, where what is known as the absolute
dulness of the liver begins.

It is to be remembered that in quiet breathing, during
which the boundaries above traced are supposed to be
noted, the anterior edge of the left lung and the inferior
edges of both lungs do not reach the extreme limit of
the pleural space, so that between the edges of the
lungs and the boundary of the pleural sac there remains a
space which is only filled at the time of deep in-
spiration. At other times the costal and pulmonary
pleura below the lower edge of both lungs are in con-
tact, as are also the costal and mediastinal pleura
toward the median line at the anterior border of the
left lung. The spaces thus formed are called comple-
mental spaces.

Above the cartilage of the fourth rib the anterior
border of both lungs fills the pleural space, but below
these the edge of the left lung deviates from the pleural
border to form the tongue-shaped cardiac indentation
referred to. The inferior border of the left lung ex-
tends a little lower than that of the right, more particu-
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INSPECTION AND MENSURATION.

The appearances of the regions described, during and
independent of the motions of breathing, are objects of
inspection, but these are best described in connection
with the conditions which modify them. In inspecting
the chest from the front or behind, the patient should
stand erect with the hands at his side; during lateral
inspection the hands should be raised alongside of the
head, or they may grasp opposite shoulders. Such rela-
tions to light should be chosen as will obviate shadows
as much as possible. It will be remembered that during
breathing, a woman exhibits more motion in the upper
part of the chest, while in men abdominal motion is
marked.

Mensuration is for the most part practised by an
ordinary tape measure, and thus the circumference of
the chest at different situations is determined ; also dif-
ferences in the circumference at the end of inspiration
and of expiration, and differences in the semi-circum-
ference as the result of abnormal states. It is to be
borne in mind that in right-handed persons the semi-
circumference of the right side is often a quarter of an
inch to an inch greater than that of the left, owing to
the greater muscular development of that side. The
reverse obtains to a less degree in left-handed individuals.
The transverse and antero-posterior diameters of the
chest may be determined by a pair of calipers; any
deviations in the shape of the chest by the cyrtometer,
a simple form of which may be made out of strips of
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ease. Such a chest is small ; the angles of the scapule
project so as to give the appearance of wings. It is
narrow, shallow, and long; but the ratio between the
antero-posterior and transverse diameters is not neces-
sarily changed. The ribs droop or are unduly oblique.

FiG. 5.

i}

Transverse section of healthy adult chest at level of sterno-xiphoid
articulation. (After Gee.)

The throat is prominent, the neck long and the head
bent forward.

3. Then there is the flat chest, also phthisical,
wherein the antero-posterior diameter is dispropor-
tionately short, owing to the loss of convexity in the
cartilages, which are even sometimes turned in so that
the sternum is below the level of the cartilages, produc-
ing a shape of chest which on section is kidney-shaped.
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of the chest is more or less triangular, the result of a
straightening of the ribs and forward protrusion of the
sternum, which takes place while the ribs are plastic and
yielding. The pigeon breast is usually associated with
the transverse constriction above described, both being
the result of different degrees of the same cause.

6. The rickety chest is characterized by a shallow

FiG. 7.

Rickety chest.

Dotted line indicates the shape of the chest of an infant about the same age
. (After Gee.)

longitudinal groove on each side of the chest, parallel
and a little external to the sternum. It is due to
external atmospheric pressure upon soft, rickety ribs be-
fore the lungs are sufficiently filled to occupy the space
rendered vacant by the descent of the diaphragm. The
groove takes the position it does because the softest
parts of the ribs are about the costo-chondral articula-
tions.
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difference may exist to a less degree. Tactile fremitus
is, of course, more marked in persons with thin chest-
walls than in those with thick muscular walls, or walls
covered with fat, while it is feebler but still easily ap-
preciable in women. It is also greatly influenced by the
pitch or tone of the voice used, being more marked in
a deep, low-toned speech than in a high one. Itis
further influenced by words selected for utterance. My
favorites are ‘‘ ninety-nine,’’ as producing a longer vi-
bration than words like ‘¢ sixty-six,’’ for instance. But
“one, two, three,”’ or “twenty-one,”’ ¢ twenty-two,”’
and ‘¢ twenty-three,’’ and the like, are useful also to
bring out vocal fremitus.

Vocal fremitus is increased in abnormal states pro-
ducing consolidation of the lung, as in pneumonia and
tubercular deposit, and is diminished by conditions
which separate the lungs from the chest-wall, as pleuritic
effusions, plastic pleuritic thickening, and even solid
tumors.

Fremitus is also produced by the action of coughing,
when it is called tussile, as distinguished from vocal ;
by riles, dry or moist, if the tubes are of sufficient
caliber, when it is called rhonchal; also by pleural
and pericardial frictions.
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the pleximeter. By far the most common plexor,
and for the most part the best, is the middle or index
finger, or both of these, while one or the other of the
same fingers of the other hand becomes the pleximeter.
It is often useful, however, to have a specialized hammer,
like that shown in Fig. 8, while more useful and even
more indispensable at times becomes a pleximeter (Fig.
9), in situations which the fingers cannot conveniently
reach, or where there is mnuch percussing to do, when
the fingers sometimes become sore and tender from the
constant pounding. By far the most satisfactory
pleximeter, in my experience, is the little hard-rubber
pleximeter suggested by Sansom. (See Fig. 10.)
Either the larger or smaller end may be applied to the
chest, and the stroke given to the other, with equal
efficiency.

The pleximeter was invented and first used by Piorry,
of Paris, in 1828, and the hammer by Wintrich, in
1841.

The essential conditions of successful percussion are,
first, the close application of the pleximeter, whether it
be the finger or an artificial pleximeter, to the chest, so
that it will form a part, as it were, of the area to be
percussed ; and, as the two sides of the thorax are com-
monly compared, precisely corresponding points should
be selected. Then care should be taken to strike with
equal force on each side. When the fingers are used as
plexors, the stroke should be made from the wrist, and
vertically on the pleximeter, while the hand should be
raised quickly, and one, two, three, or more blows given
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Respiratory percussion is a term proposed by
Da Costa for the study of a note made by percussion
while the breath of the patient is held after a deep
inspiration or after a prolonged expiration. Constant
reference will be made to the effect of the latter on
sounds elicited by percussing normal organs.

ATTRIBUTES OF PERCUSSION SOUNDS.

Percussion sounds have attributes of quality, in-
tensity or loudness, pitch, and duration. No one of
these attributes can, strictly speaking, be so described as
to enable it to be recognized by the ear. Practice and
illustration must be associated with the description in
order that an adequate idea may be obtained.

Quality is the easiest indicated of the attributes of
sound. Although Flint correctly says of it that ¢ to
attempt to describe the quality of sounds to one who
has never heard them would be like describing colors to
one whois blind,’’ illustration happily comes to our as-
sistance and helps greatly. Thus it is not difficult for
any one who has heard it to recognize the note of a
violin or piano and to name the instrument producing
it. The attribute of sound, by which such recognition
is made is quality, and each quality is produced by cer-
tain conditions peculiar to the instrument producing the
sound. It varies therefore with those conditions.

Now the qualities of sound produced by percussing the
normal chest are mainly two : First, the normal vesicu-
lar resonance or clear sound; second, the dull sound or
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well or faultily done. The differences themselves con-
sist in variations in the other three attributes named—
intensity, pitch, and duration.

Intensity means simply loudness and increases pars
passu with the thinness of the chest-wall and the force
of the percussion blow. The effect of the attributes of
pitch and duration are best studied after the other
qualities mentioned, dulness and tympany, are con-
sidered. .

Dulness in general may be defined as diminished
resonance, but the term is not used by all authors with
a single meaning. Thus Da Costa says,* ¢“a dull sound
denotes the absence of air. It is the sound both of
fluids and solids. It is, thus, the sound sent forth by the
airless viscera; from the liver, spleen and heart.”
Others, however, would use the term ¢¢ flatness’’ to indi-
cate this condition, exhibiting its typical note in percus-
sing the thigh. R. C. M. Page t applies the term flat-
ness to the quality obtained by percussing over fluids
contained in thin walls, and presumably, also, over pure
solids. To retain the word flatness for the sound pro-
duced by percussing an absolutely airless organ or fluid,
and dulness for resonance diminished in positive degree,
gives a desirable latitude in the use of terms, further in-
creased by the application of the adjective terms slight,
moderate, considerable, or marked. I shall therefore use
the term in this sense. Dulness and flatness are both

%« Medical Diagnosis,” 7th ed.; 1890, p. 264.
1 « Physical Diagnosis,” 3d ed.; p. 23.
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same volume of air and membrane of different tension,
the pitch is higher the greater the tension.

Now when a bladder or stomach is so forcibly dis-
tended that its percussion produces a dull sound instead
- of a tympanitic one, and such distention is only possi-
ble when the air space is tightly closed on all sides, it
is as though the air space were surrounded by unyield-
ing walls. Percussion under these circumstances—a
thoroughly closed cavity and firm walls—produces no
tympany, because the waves of the contained air are re-
flected back from the smooth wallsand the sound fails to
be produced. The observer hears for the most part
only the sound produced by the vibrations of the
bladder walls, influenced in part by the convex shape
of the bladder and in part by the condensed air within
it. The pressure of this air resists the inward vibration
of the bladder wall, and by shortening the amplitude of
the air vibrations diminishes the intensity and resonance
of the sound. Inaword, it is shorter, duller, non-tym-
panitic.

If, however, the mass of air thus surrounded by a
tense wall communicates with the exterior by an open-
ing, the tympanitic note responds to percussion.

Dull and flat percussion are high pitched in their
note, and the pitch increases with the dulness and the
area of the dulness, while the first suggestion of im-
paired resonance is a slight heightening of pitch which
the practiced ear readily recognizes, and attaches to it
great importance. The tendency to a higher pitched
note just below the right clavicle in health as compared
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with the absolute dulness due to the fluid below. To
auscultation the breathing sounds are distant and feeble,
the expiratory sound continuing short, but the voice is
ringing, amphoric, and an unmistakable tinkling sound
attends the dropping of fluid from the perforation into
the fluid below. To a sudden shaking of the body there
results a splashing sound similarly intensified by the
reéchoing to which it is subjected.





































































































































































































































































AUSCULTATION OF ABDOMEN. 195

determined, being ascribed by some to audible vibra-
tions of the cardiac orifice, caused by the passage of
food over it ; by others to a ¢‘ pressing through’’ of air
" swallowed with the food.

It is on the absence, therefore, of the second murmur
that diagnostic value depends; 7. e., itis apt to be
wanting in obstructive disease of the cardiac orifice,
although too much stress must not be laid on this sign,
since the murmur is not invariably present in health.

The fetal heart beal and placental murmur should be
mentioned as auscultatory abdominal phenomena.
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with the epididymis weighs about 24.5 grams (35 to 34
0z.).

6. Vagina, uterus, Fallopian tubes, ovaries, parametria.

The average weight of the uterus is 14.7 to 56 grams
(1to 2 0z.); of the ovaries 3.9 to 6.5 grams (6o to 100
grains).

7. The rectum.

8. The duodenum, portio intestinalis of the ductus
communis choledochus.

9. Stomach.

1o. Hepato-duodenal ligament, gall ducts, venz
porte, gall bladder, Zver.

The slomack and duodenum, under ordinary circum-
stances, should be examined 77 sizu. The duodenum
should be opened first, its contents examined above and
below the biliary papilla. The latter should be ex-
amined, its contents expressed, and its patulousness
determined by pressing gently on the gall bladder.
Finally, the common bile duct should be slit up. The
vena cava should be examined, and not until then
should the liver be removed and examined. Sections
should be made through the organ horizontally, from
right to left, to display its interior. The gall duct should °
not be probed, as a duct essentially closed may thus
be opened.

The liver weighs in health, from about 1247.4 grams
(44 oz.) in the female to 1569.7 grams (55 oz. avoir-
dupois).

11. The examination of the pancreas naturally fol-
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grams (153 dr.) in the male, and in the female 28.8
grams (1 oz. ¥ dr.).

The removal of the spinal cord is a laborious operation.
The spinal canal is opened, preferably from behind, by
dissecting back the skin from the median line and saw-
ing upon each side of the spines of the vertebra, or by
using a double saw. The cord when removed is care-
fully examined as to its membranes, and transverse in-
cisions made at intervals of a half-inch or less, leaving
the membrane intact at one spot, so that the pieces are
all held together like the leaves of a book.

The spinal cord weighs 37.2 grams (1 oz. 5dr.) in the
male, and 35.43 grams (1 oz. 4dr.) in the female.

ORDER OF EXAMINATION OF PATIENT.

Name, nativity, and residence.

Age.

Occupation.

Social condition [married or single].

Habits of patient [7.¢.,, as to mode of living, tem-
perance in eating and drinking].

Family history.
Health of parents, brothers, sisters, and children.
History of previous diseases. [Previous history.]

The diseases experienced by the patient before the
present illness [7. e., diphtheria, scarlet fever, ty-
phoid fever, rheumatism, malaria, pneumonia,
pleurisy, venereal diseases, etc.
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History of present disease or of previous attacks of
same disease.
1st. Ask how long patient has been sick. Ascertain
this definitely by suitable questions. 2d. Get the
symptoms in regular order from the beginning to
the present.
Present condition, that is, the symptoms of which the
patient complains at present.
Physical examination. [Patient stripped.]
1. General appearance of patient.
2. Chest: Inspection, palpation, mensuration, per-
cussion, auscultation.
3. Abdomen.
4. Special parts.






INDEX.

ABDOMEN, auscultation of, 194

inspection of, 184

percussion of, 189

palpation of, 185

physical examination of, 182
Absorption, to determine rate of, 222
Acids, fatty, 215

organic, determination of, 213

Acid, butyric, 215

hydrochloric, determination of,

213
Acidity of gastric contents, determin-
ation of total, 210
Acute bronchitis, 81
miliary tuberculosis, g2
Adventitious sounds, 76

fgowaon}:. 76 .

g , P
Amphoric breathing, 71
resonance, 57
voice, 76
Anatomy, medical, of thorax, 15
Aneurism, thoracic, 173
Aortic diastolic murmur, 127
murmurs, 126
obstruction, or stenosis, 152
regurgitation, or insufficiency, 154
stenosis and regurgitation, 157
s¥stolic murmur, 126
Apoplexy, pulmonary, 97
Arterial murmurs, abnormal, 133
murmurs, normal, 132
tension, prolonged, 138
low, 139
Asthma, spasmodic, 85
Auscultation, sg
of the normal lung, 63
voice, 73
Autopsy, making of, 225

4

of, 217

Bacillus of cholera, staining of, 208
of diphtheria, staining of, 208

Bacillus of p ia, staining of, 206
of tubercle, staining of, 203
Bell tympany, 57

Biermer’s change of note, 56
Blood, examination of, 196
corpuscles, counting of, 196
Borders of the lungs, 23
Breathing sounds, abnormal modifi-
cations of, 66
Bronchial breathing, 64
breathing, changes in, 70
Bronchitis, acute, 81
capillary, 81
chronic, 82
Bronchophony, normal, 74
Broncho-pneumonia, g6
Bruit de diable, 134

Cancer of lung,

Cardiograph in diagnosis, 141

Cardio-respiratory murmur, 129

Catarrhal phthisis, 87
pneumonia,

Cavernous breathing, 70

Chest, regions of, 11

Cholera, staining of bacillus of, 208

Cirrhosis of lung, 91

Collapse of lung, 98

Congenital defects of heart, 161

Consumption, 86

Cracked-pot sound, 57

+ Crackling riles, 78

I
|
I
'
'

Danger, relative of different forms of
valvular heart disease, 162

Dilatation of the heart, 170

Diphtheria, staining of bacillus of,

Dulness, percussion, 38, 45, 114
relative, of liver, 48
Duration of percussion sounds, 44

239
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Emphysema, interlobular, of lung, 85
vesicular, of lungs, 83

Endocarditis, acute, 167

Examination of patients, order of, 236

Exocardial sound, 129

Fatty infiltration, 171
Fatty metamorphosis, 172
Fibroid phthisis, g1
Feetal heart beat, 195
Frequency of different forms of val-
vular heart disease, 162
Friction sound, 79
pleural, 79
pericardial, 129
Functional murmurs, 130

Gastric contents, chemical examina-
tion of, 209

General considerations, g

Gerhardt’s change of note, s5

Gurgling, 77

Hzmic murmurs, 130
Hzmoglobin, to measure, 201
Heart, absolute dulness o}, 114
anatomical relations of, 109
auscultation of normal, 115
congenital defects, 161
dilatation of|,-170
fatty infiltration, 171
metamorphosis, 172
percussion borders of, 112
physical examination of, 109
relative dulnessof, 114
sounds, abnormal modifications
of, 120
impurity of, 128
intensity of, 121
mechanism of, 116
reduplication of, 120
time of, 119
Hemorrhagic infarct, 97
Hydrochloric acid, determination of,

213
Hydropericardium, 168
Hypertrophy, general, of the heart, 170
of the left ventricle, 169
of the right ventricle, 170

Inspection, 26
Intensity of sounds, 38
Intestines, percussion of, 190

Lactic acid, determination of, 215
Lung, cancer of, 99

cirrhosis of|, g1

collapse of, g8

INDEX.

Lung, compressed, 99
normal, auscultation of, 63
Lungs, outline of, 23

Mensuration, 26
Metallic tinkling, 80
Metamorphosing breath sound of
Seitz, 72
Mitral diastolic murmur, 125
insufficiency, 146
insufficiency and stenosis, 152
murmurs, 124
obstruction, or stenosis, 149
presystolic murmur, 125
systolic murmur, 124.
Motor, function of stomach, 223
Mucous rile, 77
Murmurs, aortic, 126
cardiac, 121
cardio-respiratory, 129
functional, 130
mitral, 124
organic, 124
vascular, 132
venous, 134
Medical anatomy of the thorax, 15
Myocardium, diseases of, 169
Myositis, acute, 173

Normal breathing sounds, modifica-
tions of, 63
chest, percussion of, 44

(Edema, pulmonary, 98
Ovarian cysts, percussion of, 193

Palpation, 31
Pectoriloquy, 75
Peptone, 218
Percussion, 33
auscultatory, 35
of bladder, 193
dulness, 38
of normal chest, 44,
respiratory, 36
sounds, abnormal of lung, so
attributes of, 36
duration, 44
intensity of, 38
quality of, 36
of stomach, 190
topographical, 44
Pericarditis, 168
Phthisis, catarrhal, 87
fibroid, g1
tubercular, 86
Pitch of sounds, 39
Placental murmur, 195
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Pleurisy, acute, 100
chronic, 103
Pneumonia, g3
acute croupous, 93
catarrhal, g6
embolic, 97
lobar, 93
lobular, g6
Pneumothorax, 107
Pneumococcus, staining of, 206, 207
Pracordium, 111
Presystolic murmur, 124
Propeptone, 218
Pulmonary apoplexy, 97
cedema, 98
murmur, 128
obstruction, or stenosis, 160
regurgitation, 161
Pulse tracing, normal, 136

Quality of sounds, 36

Rales, 76
dry, 77
moist, 77
mucous, 77
Regions of the chest, 11
Rennet, action of, 220
Resonance, amphoric, 57
tympanitic, 53
vesicular, 37
vesiculo-tympanitic, 40

Seitz’s metamorphosing breath sound,

72
Shapes of chest, 27

Stleen, percussion borders, 189
Skoda’s sign, 53

Sphygmograpﬁ in diagnosis, 135

241

Sputum, examination of, 196

Staining of bacilli of tubercle, 203
cholera, 208
diphtheria, 2c8
pneumococcus,

206, 307

Starch, digestion of, 221

Stomach, percussion, 190

Sugar, digestion of, 221

Tricuspid obstruction, or stenosis, 159
murmur, 128
regurgitation, 157
Tubercle bacilli, staining of, 203
Tubercular phthisis, 86
Tuberculosis, acute miliary, 92
Tympany, 39, 53

Valves, cardiac, topography, 118
Valvular defect , relative fr q y
of, 162

gravity of, 162
Vascular murmurs, 132
Venous hum, 134 .
murmurs, 134
Vesicular murmur, 64
breathing, 64
murmur, changes in, 66
resonance, 37

tymp T » 5T
Vocal resonance, diminished, 76
normal, 73
Voice, abnormal modifications of the
auscultated, 75
auscultation of, 73
whispering, 74

Wintrich’s change of note, 54
Whispering voice, 74



























