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Case Report

An 80-year-old man was transferred to our hospital (day 1) from a local hospital because of
persistent dyspnea on exertion for two weeks. He had aortic valve replacement with a mechanical valve for aortic valve stenosis 8 years prior to this admission and 40 pack-years of smoking,
though he had stopped smoking 8 years prior to this admission. He had been taking warfarin (3
mg per day), and denied a history of hemoptysis. On examination, he was in mild respiratory
distress. The blood pressure was 112/78 mm Hg, the pulse 98 beats per minute, the temperature
37.3 ºC, respiratory rate 24 breaths per minute, and mild hypoxemia with oxygen saturation of
90% while he was breathing ambient air. Auscultation of the chest revealed coarse crackles at
bilateral lower lung fields, predominantly heard on right side. Neither accentuated S2 sounds
of pulmonary component nor adventitious cardiac sounds were recognized. Examination of
the neck did not reveal the elevation of jugular venous pressure (JVP) since jugular venous
waveform was not clearly visualized. Lower extremity edema was noted. An electrocardiogram (ECG) revealed complete right-bundle branch block. Chest radiograph revealed bilateral
opacities, which was further confirmed by computed tomography of the chest, as it revealed
diffuse bilateral consolidation and ground glass opacities (Figure 1). On further inquiry, he had
disclosed of drinking herb tea for two months prior to this admission. He was thus suspected
for herb tea induced pneumonia and the treatment with oral corticosteroid was initiated. His
respiratory status improved quickly after the initiation of the therapy.

Copyright
©2016 Saraya T and Minami T.
This is an open access article distributed under the Creative Commons Attribution 4.0 International
License (CC BY 4.0), which permits unrestricted use, distribution,
and reproduction in any medium,
provided the original work is properly cited.

Pulm Res Respir Med Open J

Figure 1: Chest X-ray and thoracic CT on admission.

However, on day 30, careful inspection of jugular vein revealed the elevation of JVP
with 25 cm water with a deep y descent rather than x descent (Video 1), which was confirmed
by electrocardiophonogram analysis presented as mild “y dip” (Figure 2). Echocardiography
later revealed elevated right ventricular systolic pressure (38 mm Hg) along with right diastolic
dysfunction.
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Video 1: Jugular venous waveform at day 30.

Figure 2: Electrocardiophonogram with mild y-dip pattern on jugular venous waveform

In general, the “y” descent or diastolic collapse is produced mainly by the tricuspid valve opening and the rapid inflow
of blood into the right ventricle.1 A sharp y dip and rapid ascent
to the baseline suggests the presence of the constrictive pericarditis or severe right sided heart failure. In this regards, this
case might implicate that mild y dip without rapid ascent to the
baseline (Figure 2) together with elevated JVP can be seen in patients with moderate right ventricular diastolic dysfunction due
to underlying lung diseases and/or post-cardiac surgery status.
Careful examination of jugular vein and the assessment of jugular venous wave form have become the “lost art of medicine”,
however, as seen in our case, it unmasked the presence of right
ventricular dysfunction at the bedside, and facilitated further diagnostic and therapeutic interventions.
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