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R ecently | came across a paper titled “The importance of
valvular defects and arrhythmias of heart and blood pressure
determinations in life insurance medicine”, by Dr K. Sitapati Rau
who was the Medical Referee of the Andhra Insurance Co. Ltd at
Masulipatam. The article was presented at the Third International
Congress of Life Insurance Medicine held in Rome in 1949. The
paper was published in the Journal I.M.A. in December, 1950.

As the entity of “international congress of life insurance medicine”
was new to me, | tried to find some information about this. By
Google search, | could track down till 1979 when the 13t
International Congress of Life Assurance Medicine took place in
Madrid. It is to be noted that by then the term “insurance” has been
changed to “assurance”. Further research revealed that in 2001,
in Sydney, the 20! International Congress of Insurance Medicine
took place. | think that as a medical graduate very few of us are
aware of this stream of insurance, or life insurance, or life assurance
medicine. Dr S Rau himself has observed this and proposed that
medical students should have an exposure to this stream of medical
science. But even after 70 years of publication of this article, situation
did not change.

Now, the relevant question is whether we need such an
exposure. | see this issue from two separate angles.

Firstly, insurance medicine looks into normal healthy population
and follows them to find out the longevity and the factors affecting
the same. What appears to be a normal healthy condition or
parameter by today’s knowledge may prove to be a death
determinant in future. The classical example is hypertension. Till
the death of USA president F. D. Rooseveltin 1941 due to untreated
high blood pressure, medical community did not consider high
blood pressure as a treatable entity. Even after that, till late sixties,
there was not enough evidence to suggest routine treatment of high
blood pressure. However, even in 1950s, the USA insurance
companies refused life coverage for people with high blood
pressure. So, at least in this particular field, they outsmarted the
medical community.

Secondly, the insurance medicine promotes thorough clinical
assessment along with available investigative modalities to determine
the life expectancy of a person. This is not an easy job. In how
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many clinical situations we, as medical practitioners, can accurately
predict the longevity of our patients? Even when we predict, we
may give a casual estimate, as there is no stake involved. But when
it matters to the insurance company for the running of their business
on the correct predictions of the doctors, the responsibility and
pressure on the doctors can well be imagined. That is reflected in
the way the clinical assessment is done. This article is a fantastic
example of how, by systematic approach on history taking and
bedside clinical examination, one can assess the remaining longevity
of a person with various cardiac problems. If we remember that the
first ever electrocardiography (ECG) machine was used in K.E.M.
Hospital, Mumbai, in the late 40’s, we can somewhat guess the
excellence of this paper which was presented in 1949, talking on
cardiac arrhythmias, and how to assess them at bedside, and how
to predict outcome of a person with different arrhythmias of heart.
This is mind boggling.

Even more astonishing fact is that the echocardiography was
firstintroduced in India again in the K.E.M Hospital and Port Trust
Hospital, Mumbai in 1974-75, and the descriptions of the valvular
lesions given in this paper was in 1949! Even today, we cannot
beat the elaborate way the valve diseases have been described.
Itis a big lesson to us that even without gadgets, just what a simple
stethoscope can achieve. Obviously, the bias of their examination
was to predict who could live for how long, but nevertheless, to
achieve that, they needed to go through such amazingly thorough
examination of a person.

Of course, with time, the perspectives have changed. Most
valvular and arrhythmic diseases are now well treatable, and
consequently the longevity with such conditions has improved
considerably. But, the fundamental premise remains unchanged.
And that is the fact that an astute clinician with his thorough bedside
clinical approach, can diagnose and prognosticate most conditions
even without modern gadgets. The skill of clinical examination,
which is sadly receding in the modern era of medicine, can be
reappraised by our medical students and teachers by having a
read of this phenomenal paper. At the same time, we may get
interested to acquire a new skill of predicting the longevity of our
patients. | strongly recommend all readers to go through this article
and enjoy its richness.
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Cardiopathies and Life Insurance:

(a2) Valvular defects,

(b)) Arrhythmas.

YV ALVULAR DEFFCTS

Physical dmgnmm——\wumte physical (].lagnus

a product of modern era, and 1s made clinically h
n](_dng, of four traditional procedures: (1) ins &mm-;’"
(2) palpation, (3) percussion, (4) auscultatmn-‘- 5
a post- graduate ]Dllt‘!‘lﬂl it 1S not necessary to £0 intq
details regarding the various points observed by these
methods.

The real judgment of the doctor is taxed when
an organic heart disease has been diagnosed and ﬂlt“
author has found the following criteria quite good.

OrcanNic Murmurs: (1) Matral regurg:tatmﬂ._.,
The first sound 1s audible as floo; 1t I‘Eldlates-
towards axilla and back. The second sound is audible"
as dub: the murmur is systolic in time, Summmts,"
rtplaces the ﬁrst sound at the apex (whmh conditi 2
is serious) ; in this condition, the pulmonary 2
sound in the 2nd left interspace is accentuated. [f
the applicant is young under 25, with otherwise
less personal and famuly hlstary and if the
power of the heart is good with no dilatation, he
be accapted under Pure Endowment Puhcy o
years’ term or 10 years’ Endowment with a con
lien of &0 per cent on the 2nd half of the term.
if the apphcant is obese, he is unmsurable,
murmur is of rheumatic origin,’ one shcn.ﬂd
mend for complete rejection.

(2) Mitral Stenosis—The first sound i
as lub sharp and loud or as lub-dub; the
sound is heard as froo; a presystolic murmu
without fibrillation and in aortic insufficiency.
latter case it is known as Flint’s or cre 1do :
Hirsh Felder showed that a “relative” mit
in aortic msufﬁmency may be cause
ference of regurgitant blnud mth the c
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Uf I]“ __:"|]:l :*L']]H‘I al l]f][]] ;]_:”'li{:

1 in L‘]]:n';u'h.l.
and i:LiIllla-};zlill.li“.““"“
regions ; 1f 1t 15 accompanied with a rqpig o, Yalve
tensioned, or small or empty it 1-”[1].':]“..|m]-t:, higly
condition. It 1s best heard at the e .HI}IH[} a s

ratllf‘l‘ than IHI'L'“E}'_H'U"JIQ, C'”H]'}E‘]]s;l[im] o 1}4 {I.F:lﬂ_tll[.
very I.:n;:lunl_llcc In regurgitation: and };.l}._ lnm h.]"'“
small, rapid, irregular alternatine S {-llw(?b(_-nt with
and 1:151‘]_1." :;‘{'mgh, dyspneea and ?\'zmmiw l.ntu; pulse
'Pres_‘,'stfﬂlﬂ thrill is present ﬂIunz{ Ihu;::h ]LE[?IE ]*{r(lm-nl._
the heart area and with low blood I_”_Hqu“_‘a‘giﬂ of
advisable to reject all cases of 111111‘111111'-5-{\'1]1'}6 111, 1S
and mitral stenosis comes under that r;a[tc.T!]I_:_ thrills,
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Aortic Regurgitation—Murmur begins ear

is more common after the age of 40 hhui often dates
from an attack of “rheumatism” in l‘hil{lhnncl Ict i
usually accompanied by regurgitation (a rare }mmf;?
valve lesion) ; 1s usually loud, long and harsh ;3
rough thrill 1s present in erect position, but is heard
in recumbent position over the aortic valve: may be
transmitted to the apex area while the :Lpf;x is dis-
placed downward and to the left. One facteto B e
—membered 1s that an aortic murmur is loudest at the
base and grows fainter towards the apex, while it is
just the opposite in the case with mitral murmur; and
‘an aortic murmur 1s sometimes heard in the mouth,
while mitral 1s not. Applicants of this type of heart
- disease are uninsurable,

3

Ea Aortic Regurgitation—Murmur begins early in the
diastolic phase; heard best in the left 3rd interspace;
‘also audible over the mitral area, as also in the aortic
‘area and fades out to the median line; usullly re-
places the 2nd sound, which over the aortic area is
faint; usually loudest in the erect posture and 1s
intensified by exertion; the 2nd sound prolonged,
sometimes harsh, radiates upwards into the carotids
d sometimes downwards to ensiform cartilage.
lse-pressure is high on account of high systolic au_cl
w diastolic blood pressure. Pulse is that of Corri-
s “water-hammer” soon full, soon empty. Capil-
7 pulsation detected 1n mtcous membranes - of hl’?

under finger nails; pulsation 1n ﬁ'upra-sterrlm
h (due to aortic dilatation). Apex impulse dls:

aced downward and outward and is diffuse and heav
character, decided increase in dullness 1n Itraﬂi
ameter due to the enlarged left. ventric E;f'tis

v common complication of s-yphrllt:c ao til !
mann and Kahn tests may often be Negazt ™
1atism attacks the mitral valves thI: as =
ly as it implicates the aortic valve. LS Ci

ly in the
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cases there pulse-pressure, in four out of five

IS grave aortic regurgitation,
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p n Young persons
such lesion couple

accepted on ten
constant (latter)

el below 25 vyears of age,
( mll_u‘ a rheumatic history may be
years Endowment with &0 per cent

311 "olaeti aras ]_H;*Il (in the 2nd half of the term);
et 1 sons and all syphilitic subjects with the
51011 are il(‘t‘il]{_‘tu}' Ulliﬂﬂtll'illllt_'.

Tricus ‘tenost
e :pm’ .‘54"{Hf:'.ﬂ:.'F—-]{i‘?-;["l‘l‘l]b]t'ﬁ mitral stenosis in
dracter and stenosis of this

. orifice never exis >
there i ce never exists alone;

always an associated tricuspid regurgitation,

s TI?E 5lra.1:] D”.”ik_' rnight auricle whose walls are
b 15 SO great that it cannot compensate with suffi-
i I'.}'I]E'_l!'“]}h,‘f to overcome the obstruction at the
tricuspid orifice; such subjects do not survive very
long,

Tricuspid stenosis produces a mild diastolic
murmur in the tricuspid area which is limited to the
lower half of the sternum and just to the left of it,
which 1s_often described as a_ presystolic _one, not
accompanied by a thrill, ; i

Tricuspid stenosis exists as a confirmatory evid-
ence of rheumatism which has already attacked the
mitral valve (mitral stenosis) ; there exists increased
cardiac dullness to the right, with dilated cervical veins
and cyanosis and large pulsating liver; it may also be
present in tuberculous subjects.

Pulmonary Regurgitation—QOrganic lesions are
extremely rare; relative insufficiency more common;
a soft blowing murmur heard best in the 2nd and 3rd
left interspace and close to the sternal margin, trans-
mitted downward along the left sternal border for a
short distance and curving slightly towards the apex
and best heard during expiration.

Pulmonary Stenosis—It is the rarest of acquired
organic valve lesions; a very common congenital
anomaly; usually associated with pulmonary regurgi-
tation; systolic thrill present over pulmonic valve area
and hypertrophy and dilatation of left ventricle
present also. The murmur is harsh, best heard over
pulmonic valve area, often distributed diffusely over
2 wide area on the chest but rar_'ely into the great
vessels of the neck (as observed in, aortic. stenosis ).
Pulmonic 2nd sound absent or faint, clubbin _.af' the
emia may occur. If pulmonary
coupled with partial transposition of aorta,
“Fallot's tetralogy” which exhibits visible
pulsation and bulging and cyan with
in addition tn,ﬂﬂ th
pulmonary stenosis. Ap

it is called

‘this heart valve lesion should be giver

40 years of age.
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B Hapamic Murmurs: These are functional mur- "“”.l"“" “mht1]&1-1::;:'1:::11-“1:11 .:*alh1:1.lnlm;:-r?-t:?t:‘?l“'m# \'{I'ng'
Mitirs and are probably due to dilatation of the mus- nosis; @ 1“.1.“ - In' the cardiac valves t'llf;‘:ﬂ*{ul;‘l‘ i
3 valve ring or ill-llﬂl.'n\l'ﬁ_‘l' closure of healthy valve serious dise -_I'” _‘ : I.i‘h'.l’” the r“mh'n”“ of ”' the D“t‘.
Bueps or to shrinking of the chordw tendinge and  look depends _{..”1.‘ s or failure of which is the g
there is, therefore, some slight regurgitation but 1t m‘muh-, the "I.".t_lt’l.x'!llt.‘.'? - ai‘fn% -3 it m"‘ .““: Cillige
Ehould Le clearly understood that the cause is not of most of the physical sighs afi SyMPLOms of s
disease of the valve, but simply imperfect apposiion. disease .

BREY are characterised by (1) being usually systohic
Ctime and usually not intensified by exercise, 1"\_"- )T~
rmurs are either presystolic, systolic or

8). (2) They are usually soit and blowing

A mitral regurgitant murmur may be considered
as ‘“‘quiescent” provided there 1s good f:u'rdiac cfficiency
and with no hypertension applicant with such lesia
“and are never harsh. In febrile diseases, oo |e accepted on short Endowment with 40 ger
wrmur is often heard in the mitral area .4 lotter lien; and a moderate degree of hypertye it

nd if harsh is not functional.  (3) [he ok murmurs may be i
s ‘th_e usual location in the large major- o o 7 Jeqrs’ loading.
rganic pulmonary vah'el 1“51“-“'{5 'tlln. - _

I ! ieard In  the 4

:e%ﬁﬁnﬁil ml(T)‘m'lr‘l*leg.r ni'u accom- A systolic murmur at the apex and at thf.-_. 'nau

us hum over the right jugular vein; common feature of many normal hearts and if

m apply the bell of the stethoscope over cardiac enlargement and with good cardiac res
chment of the right sterno-cleido- may be ignored. -
the subject sitting or standing (not
‘They are not associated with car- A young applicant with a mitral systolic m rmur
or dilatation. (6) They are transi- ;54 with rheumatic history may be accepted on do ble
metime in chlorotic. (anmmic)  epdowment short-term policy but one with acute ar
' musculature and finally  ylar rheumatism is not acceptable; applicants w
by health or mature ,qrtic disease even though young are to be dei

oty aeom, . e

nﬁuﬁg sfi-.,{g c:;e: When assessing lives with cardiac valvular
| ' neurotic sub- ©one should not ignore the character of the hear
hose ‘with K —normal, weak or accentuated (a) a marked
condition, yet beat exc 2nd sound indicates myocardial degenera
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achyeardiacs (¢) subjects with flabby muscles; (d) 2nd failing cardiac efficiency, which condi
dentary persons and es 1o thace with ntoced ordinary but of very serious significance,
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lominal organs. (9)
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can almost always be induced by the fyl ation or
full expITation; nor is it proper e think of this irre-
gradual Waxing and
very :11-11‘uln|‘

VIS as “phasie”
acterised 1

| inh']:ir
t beat as a . !

uu],li heart "'.'El.lllng n
T]Il?l'l.‘ 1H
variation
y allcrnatiun of

ate s the Lh.t.m_;n-a_:u't olten
Jt-llnuilu'i Lype kli‘ht’l'l[ll“ll T1_‘l.' ].t"'l.
;_,w:['ll'l.‘«r the rhythm i1s char
rapid and slow llh':l_hw" hot related to respiration : ang
changes from the faster to slower rate pot abrupt, but
extends over a tew hﬁ}’llﬂ- Fhere is stig a third type
of disturbance of lli‘ill'lhs rhythm which may be properly
described as a sinus -:115111_1"01111::{*, though seldom desig-
nated as sinus arrhythmia, which consists of sudden
fall of heart rate to very low levels (30 to 40 per

~ minute) associated with a corresponding fal] iy blood
pressure ; such changes

are brought ahout by strong
vagal influences and often lead to fainting or to extreme

giddinesss ; they are chiefly responsible for the loss of
consciousness frequently observed in people exposed to
emotional nfluences such as the sight of an injured

patient, the withdrawal of blood or similar events,

~ It 15 abotistred by—thereasing rate qy |
- appears after exertion and febrile state: also after
- administration of amyl nitrite or atropine (vagal
- stimulation), (digitalis often causes sinus arrhythmia) ;
~ may sometimes he observed during convalescence.

Differentiated from auricular fibrillation by increasing
~ the rate of the heart, auricular fibrillation becomes

 intensified while sinus arrhythmia becomes abolished
- when the heart rate is raised.

[t

~ Premature Beats or Extra-Systolic Arrhythmia—
- Premature beats (commonly but _erroneously called
&xtra systole) are cardiac contractions which disturb
the regular rhythm arising in response to impulses
erated in some portion of the heart other than the
Sino-auricular node; premature beats ‘may occur at
0st all ages from early infancy to ninth decade, gut
relatively infrequent in infancy and childhood, but
€ more common in males than females. It is mamlyl
e to causes outside the heart such as () a loca
* focal infection (such as tonsillitis or mfectled
nd disappears permanently after their remn"{:.n) ,
stro-intestinal  disturbances more “Pet:ilz{
sease of the gall bladder, (iii) over-digitaliza
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Cont ract -'“ m
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401t 1'illl't~;_

'lle‘_ ventricle lifts o does not lift the
hL‘:ll‘t dre kt}iitit:lﬂl‘s I:Ilili:11:1]n:1]lti |I;1I,I}—.”1~m“‘|.5“!]‘”']? ol _?t,hﬂ
sounds OcCurring much soomer ll|'\."m s ht_ ara IH:I
followed 1y 4 fairly long oy AN expected and
i again e s .rt;., |]m‘nh_{l~, The regular rh}'thTu
:lfl[‘l; an i“l{"[“l..“[] } .1“'[“.1 .H'_ '-.IH'III]:H']}-' ‘]lh“lrh(‘fl again
1s felt at the 1.\.-1;' it 2 v LIS instance, the JPremature beat
followed iy l: 1:'11 5}1[111111 wave occurring prematurely
OCOHES, ‘S0 nua Er i the abnormal ventricular beat
: ° Prematurely that it fai) to lift the aortic
valves, duscultation il reveal merely a single sound
Iterrupting the regular rhythm followed by a long
bause and the radig] pulse the entire omission of a beat.
he signs may also vary with the frequency of pre-
matm"e beats - i they follow every normal beat and do
not lift the aortic valves there will e heard a regu-
lar succession of three sounds of “pulsus trigeminus”
followed by a long pause, the two normal heart sounds
and the single sound dye to the premature heats,

There is always a conspicuous pulsation of cervical

veins especially on the right side, synchronous with the
premature Heats ; this 15 dme o UTe fact that—anriealas
systole coincides with the contraction of the ventricle,
pumps its blood into the cervical veins instead of into
the ventricles. Auricular premature bheats are less

frequent and in general less important than those which

arise in ventricle and are recognised clinically in the

same way as the ventricular type but they differ in that
the length of the pause following the premature contrac-
tion is usually less than compensatory. It is seldom
important to distinguish between the two types which
can be elicited by means of electrocardiograms only.
Lastly, premature beats are usually ignor | but in
applicants over 35 years of age when the condition may

point to myocarditis, they should indicate the appli-
cant as uminsurable, |

Auwricular Fibrillation—It is the most important
and one of the most frequent cardiac arrhythmias. The
rate of auricles is usually much higher than in auricular

Aflutter (400 to 600 per minute). The ventricular rate

is from 90 to 160 per minute and fibrillation is about 35
Eril‘; more cnnm?un than ﬂutter and is ‘cmnn'j;qn -in'-"“i
mitral stenosis, d enerative myocardial dmm
“(arteriosclerosis, etc.), and _.‘.thymto:m_:nms;_ v_;h ik,
throbbing in precordia present and vertigo and veak-

ness as well.
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