
The Five Minute Moment

Physical Manuever

Model Proper Technique - observation of the nail beds suggests 
clubbing with a “drumstick” or bulbous swelling of the distal phalanx. The 
nail bed often takes an erythematous hue. Nail angles can help bring 
objectivity to the 
assessment of the 
misshapen nail. 
Observe the “profile 
angle” [ABC] at which 
the nail emerges from 
the nail bed (always 
more acute than a 
straight-line 180º) and the “hyponychial angle” [ABD] at which the nail 
bed and clipped-edge appear. 

The most objective 
measure of clubbing, 
however, comes in 
assessing finger-tip 
depth (phalangeal 
depth ratio). The depth 
of the DIP joint [IPD] should always be greater than the depth of the DPD. 
Slide a tight ring on the finger and it should glide past the nail and stop at 
the knuckle. If it gets hung up on the nail first (if the ratio is reversed, or 
DPD:IPD >1:05), clubbing is present.  

INTERPRETATION - Fingernails can present with many shapes and 
sizes. Careful examination of the nails of disease-free patients can often 
reassure them that clubbing is not present (i.e., if the depth ratio is <1.0). 
However, measures in patients with chronic lung disease confirming 
clubbing (>1.05 ratio) should also continue the quest for more sinister 
sources. 

CAVEAT AND COMMON ERRORS - Remember: clubbing can rarely be 
hereditary (benign) or unilateral (indicative of a vascular source). 
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pers on live fingers. To perform this mea-
surement, the calipers should touch but
not compress the tissue at the distal pha-
lanx and the interphalangeal joint of the
index finger during measurement.
Baughman et al26 estimated that this tech-
nique takes no longer than 1 minute to
perform. Visual estimation for the rever-
sal of the phalangeal depth ratio has been
suggested as a simple bedside tech-
nique for clubbing, but the precision of
this method has not been tested.

Schamroth Sign. In 1976, Scham-
roth27 reported a new clinical sign that
incorporated 2 of the clinical features
of clubbing (Figure, D). Normal fin-
gers create a diamond-shaped win-
dow when the dorsal surfaces of ter-
minal phalanges of similar fingers are
opposed. In the clubbed finger, the dia-
mond becomes obliterated because of
the loss of the profile angle and the in-
crease in the soft tissue at the cuticle.
Since its original description, this tech-
nique has become popular with physi-
cians as a quick test to establish the
presence of clubbing. The precision and
accuracy of this sign, however, have not
been formally tested.28

Palpation. On palpation of the base
of the nail bed, the examiner perceives
that the nail is “floating” within the soft
tissue, and in advanced cases may even
be able to feel the proximal edge of the
nail. This sign is best elicited by gently
rocking the nail. The examiner grips the
sides of the subject’s finger between the
thumb and middle finger of each hand.
Exerting downward pressure with his/
her own index fingers, the examiner then
rocks the distal and proximal ends of the
subject’s nail, using the nail bed as a
fulcrum.

METHODS
We used the MEDLINE database to
search for English-language articles re-
lated to the clinical evaluation of club-
bing that were published between Janu-
ary 1966 and April 1999. The MeSH
heading hypertrophic osteoarthropa-
thy, followed by the textword club-
bing, were used in the following search
strategy: physical examination/ or physi-
cal exam$; medical history taking; pro-

fessional competence; sensitivity and
specificity or sensitivity and specificity;
reproducibility of result; observer varia-
tion; diagnostic tests, routine; decision
support techniques; and Bayes theorem.
This strategy resulted in a limited num-
ber of articles.

To expand the search, the titles and
abstracts of all articles retrieved using
the MeSH heading hypertrophic osteo-
arthropathy or the textwords clubbing
and Hippocratic fingers were evaluated
by each author independently. Based on
this review, relevant publications were
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A, Normal finger viewed from above and in profile, and the changes occurring in established clubbing, viewed
from above and in profile. B, The finger on the left demonstrates normal profile (ABC) and normal hyponychial
(ABD) nail-fold angles of 169° and 183°, respectively. The clubbed finger on the right shows increased profile
and hyponychial nail-fold angles of 191° and 203°, respectively. C, Distal phalangeal finger depth (DPD)/
interphalangeal finger depth (IPD) represents the phalangeal depth ratio. In normal fingers, the IPD is greater
than the DPD. In clubbing, this relationship is reversed. D, Schamroth sign: in the absence of clubbing, oppo-
sition of the index fingers nail-to-nail creates a diamond-shaped window (arrowhead). In clubbed fingers, the
loss of the profile angle due to the increase in tissue at the nail bed causes obliteration of this space (arrowhead).
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Narrative Section

HISTORICAL VIGNETTE - While 
convalescing from emergency aortic and 
mitral valve surgery due to endocarditis, South 
African cardiologist Leo Schamroth noticed a 
change in his swollen digits. A painless, lilac 
hue at the nail beds began to recede after 
surgery. “The ‘window’ [seen by holding his 
nail beds together] reappeared 2 months after 
the infection had been controlled,” he wrote in 
his landmark reflection on his own illness. 
However, it took many more months before 
the bulbous slope of the distal nail returned to 
its baseline shape. For decades since, 
“Schamroth Sign” of digital clubbing has been 
a marker for underlying disease, but a careful 
reading of the literature suggests that other bedside tests can indicate 
digital clubbing with both better inter-observer agreement and higher 
disease-specific reliability.   
 

CONTEXT AND USEFULNESS - The presence of digital clubbing can help 
the aware clinician focus further work up. The “gold standard” diagnostic 
test to confirm clubbing, though, is an objective bedside measurement, not 
a lab test or radiograph. Clinicians should also recognized that clubbing 
has many causes (cardiac, hepatic, oncologic, pulmonary) and is not a part 
of the natural history of chronic lung disease. In these pulmonary patients, 
its presence predicts—but does not confirm—pathology. Most patients will 
not readily notice the change of their nails as the process of nail matrix 
hypertrophy is slow and painless. 

 Chi J et. al. “The Five Minute Moment.” Am J Med. 2016 Aug; 129 (8): 792-795.1

 Myers K. “Does This Patient Have Clubbing.” JAMA. 2001 July; 286 (3): 341-347.2
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