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Odénya onueia mpocOLacg emidpavelog
Bwpaka

* KAetda/Clavicle
* YpayLtidLkn evtoun
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Odnya onueia omicOLac emipavelog
Bwpaka

* [IpogxwVv oTtovOUAOC
(A7)

Vertebra prominens
(oY)

* AkavOwdelc amodUoEeLC
Spinous processes

* QuormAatn
Scapula




Nontec ypapeg avadopag

Midclavicular
line

Anterior,
axillary "\
line

[1p00BLo BwpPaKLKO
Tolywua

Midsternal
line
J/z

* MeoooTtepVLIKN

* MeookAeldkN




Nontec ypoUEC avadopaC

OnicBo Tolywua

el © > TTOVOUALKN

N line

VPO

* QuomAatLaia
YPOUUN




AAAa odnya onpeia

THORACIC ANATOMY

5 Supsion b
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FRONT VIEW BACK VIEW

.. H 12" mAeupad omioBiwg

.. H ywvia tn¢
wpomAdrne (avTioToixei
0TO UYo¢ ThG 7" TtAeupdcg
R Tou HegoTtAgupiou
d1aoTANATOC)




Nontec ypoUEC avadopaC

MoaoyaAloia
EPLOYN

* Méon poaoyaAaio
* MpooOHa
paoxoAlaia

* OnicOwx
paoxoAlaia

VPO




Lungs, Fissures and Lobes

THE LOBES OF THE LUNG

R LaTtE)




O untielwkotoc/The Pleurae

ToixwHaTIKOC
2 tAaxVIKOC
Yre{wKoTiKN KolAOTNTA




Lobar surface markers
anterior chest

Fissure

orizontal
Fissure




Lobar surface markers

posterior chest
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Lobar surface markers

Right lateral view




Lobar surface markers

Left lateral view




T4/5
Angle of Louis ey
Bifurcation of trachea -~ P
Start of aortic arch
Azygos arch enters
svC 4
2 U# (Gpine T3
Horizontal
fissue E! Oblique
& N fissure
54 0% 4 ILung |
4 8]
- lz ’
Pleura . .
0
Mid axillary) a3 Mid clavicular | -
"M "I'I-I-

|Pleura| Starts above middle of medial third of clavicle
Meet at rib 2. Diverge at rib 4 (left more than right)
Right is still parasternal at rib 6. Both rib 8 in mid clavicular
line, rib 10 in mid axillary line and rib 12 posteriorly
(Mnemonic - 2-4-6-8-10-12)

2 spaces less than pleura below &th rib

[Heart|2nd left rib to 3rd right rib to 6th right rib (all parasternal)

to Sth intercostal space midclavicular line (Scm from midline)

Mnemonic 2-3-6-51.2)
“5@[:: of T3 posteriorly to 6th rib anteriorly (medial
border of abducted scapula

4th rib/costal cartilage anteriorly to 5th rib in
mid axillary line (Mnemonic for both fissures 3-6-4-5)

Mote that the pleura extends just below the
12th rib posteriorly. This is important in
approaching the kidney surgically from behind




H tpayxela Kol oL agpaywyol

Bronchi, Bronchial Tree, and Lungs _
FPulmanary vein

Pulmanary artery

Primary branchi
Trach

secondary bronchi \

Tertiary bronchi -/

Branchioles "

Alveolarduct  Alveol

Cardiac noteh

O apLoTEPOC MVELUOVAC Elval
MOKPUTEPOC, OCTEVOTEPOC KA EXELC
MLKPOTEPO OYKO O oUYKPLON HE TO
oe&lo

Ou Bpoyxot SrakAadilovtot TOAAEG
$POPEC OE ULKPOTEPOUC OLEPAYWYOUC
Ttov ovopalovtol

210 TEAoC KA Oe BpoyxloAiov avoiyouv
XWALASEC HLKPOL OAKOL TTEPLEXOVTEC
oEpa TtovU A€yovtal

EVtOCg TOU TOLYWHATOC TWV
kKupeAibwv Pprhoeveital Eva UKVO
Siktuo Aemtwv alpodpopwv ayyeiwv
Ttov ovopaletol




Blood supply, lymphatic drainage and

innervation

* The lungs are innervated by parasympathetic fibers via the
vagus nerve and sympathetic fibers from the anterior and
posterior pulmonary plexuses to the smooth muscle in the walls
of the bronchial tree.

* The bronchial arteries and veins circulate blood to the bronchial
tree. The pulmonary arteries and veins circulate the blood

involved in gas exchange.

 Superficial and deep lymphatic vessels drain toward the hilus
and end in pulmonary and bronchopulmonary nodes. These in
tum drain into the tracheobronchial nodes.




Breathing

A. Establishment of Basic Pattem: requlated by
neuronal mechanisms

1. Medullary Structures
a. Dorsal Respiratory Group - (Inspiratory Center)
b. Ventral Respiratory Group - (Expiratory Center)

2. Pontine Structures

a. Pneumotaxic Center: A role in respiratory patterns

b. Apneustic Center: to amplify inhalation - Breathe in deeply
and get little expiration of gas - Expiration is impeded but
Inspiration is not - It amplifies inspiration




Avarvon

fib muscles BB Rib muscles

comlract (rib cage Vi M rielics (£it cage | .-. ol 'Hp sun avaﬂvof‘

comtracts)

Eionvon: oweiAeTal Kupiwg
oTnv Kivhon Tou
dlapayHaToc Kdai
OEUTEPEVOVTWC OTN dOpaon
TWV oKaAnvwv Kai

Ditpicees TAPAOTEPVIKWY HUWV

(maves dov) " Eknvon: EBivai kare€oxnv
waOnTIKO PAIVOHEVO




\ELTOVPYLEC TNC AVATIVONC

* Na tapEXEL OTOV OPYAVLIOLLO 0EUYOVO YLo
TTOLPOYWYN EVEPYELOC

* Na amoBaAAeL to dtoéeidlo Tou avBpaka
wWC AXPNOTO TTPOLOV TOU PETOBOALGHOU

* Na dlatnpel tnv oéeoPaoikn Loopporia
TOU OPTNPLOKOU QLLUOTOC

* Na cUpBAAAEL OTNV OpOLOOTAGCHN TNG
Oepuokpaotog







* Bpadunvora<8 avarnvoéc/A

* Tayurnvola: >25 avanvoec/A

* QuoloAoyikoc puBuoc npepioc 8-16
ovaltvoECG/A

* Cheyne-Stokes nepiodol tayunvorag nov
gvaAaocoovtal PE mMePLOdouc anvolac

* Ataéwkn (“Biot’s”): avapyn avanvon, o€
eykepaAkn BAABN Kot VAMVEVUOTLKNA
OLVETIAPKELDL




Entokomnnon
° 2xnua kot Stopopdwon Tou
Bwpaka

* [pocBlomicOLo/eykapoLa
OLOMETPOC TIPETIEL VAL ELvall <1:2

°* Oeon
* Xpwpa 6EPUOTOC KOl KATAOTOON




Accessory Nﬁf@ﬂ@'- -




Elo€xov otEpvo
«Owpoakag umtodnpaTomoLlou »




Pectus Excavatum







MNtnvoetdnc Bwpakoac
Pectus carinatum




Kyphoscoliosis




Scoliosis

FLASH.RICHARD L
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Extrapulmonary tuberculosis in a child with AIDS:
kyphoscoliosis




Barrel chest

MBoedbnec Bwpakoc

g2eert.




1S

Kyphos




Enduonuatikog
ooBevnc pe

dvornvolLa

* Use of accessory
muscles

* “pursed-lip”
expiration

* Paradoxical
INspiratory
retraction of the

lower interspaces
(Hoover's sign)













* Kvavwon

* Je de€La kapdiakn
OLVETTAPKELA (MVEVLOVLKN
Kkapbia)

* Awataon pAefwv
TpaxnAov, Wbiwg otnv
EKTIVON

* EvaioOnto kot
SLOYyKWHEVO Nmop




Central Cyanosis




NMANKTPOOAKTUAI
e



Hormal

Clubbing

Clubbing of the fingers In a hormal finger, the length of
the a perpendicular dropped from point & to point B should be
greater than a similar line from C to DL In clubbing, the
relationships are reversed — that is, the distance C-D is
greater than the distance &-B. The other important change is
the angle described by A-C-E. In the normal finger this is
usually <180 degrees whereas in clubbing it is » 180 degrees.
Redrawn from DeRemee, R4, Facets of the algorithmic
syhthesiz. In: DeRemee, R4, (Ed), Clinical profiles of diffu
interstitial pulmonary disease, Mount Kisco, NY, Futura

Fublishing Company, Inc, 1990, pp. 9-44



CLUBBING

Cyanotic congenital
heart disease

Lung disease

Cystic fibrosis
Interstitial fibrosis
Malignancy
Sarcoidosis
Bronchiectasis
Hyperthyroidism




O£on Tpaxeliog

* Napektonon :
* Mpo¢ TNV nNAcYovoa MAEUPA GE ATTWAELOL OYKOU TOU TIVEULOVA TTOU
TLALOXEL TL.X OLTEAEKTOLGLOL, TTVEULOVEKTOMA

* Mpog¢ TNV vyl MAeVPA enti avENUEVNC Itieon G (EKTETAUEVN
TAEVPLTLKN GUAAOYH, MVEUOOwWpaKOC

° AuvaTtov VoL LKOUYETOIL QYOG OTEVWONC TNE TPAXELAC XWwPLC
otnOooKomLo




Central Cyanosis

* Results from pulmonary dysfunction, the mucous
membrane of conjunctiva and tongue are bluish.

* If there was chronic hypoxemia and secondary
erythrocytosis, you can detect the conjunctival and
scleral vessels to be full, tortuous and bluish.




Accessory Muscles

Trapezius, Scalenus, Sternomastoid

May also include intercostals and rhombi

Neck muscles used for inspiration, abdominals for
expiration

Used in extreme exertion (exercise, asthma, etc.)




Deformities

* Barrel chest- COPD

Flail chest- trauma

Pigeon chest- (pectus carinatum)
Funnel chest- (pectus excavatum)
Thoracic kyphoscoliosis
Kyphosis- anterior-posterior
Scoliosis- lateral




AoctaBnc Bwpakac (Flail Chest)
Napadoén KlvnTtikotTnta

. Flail chest occurs when three or more
Figure : £ :
adjacent ribs fracture in two or more places.




Inspiration
Ribs rise

Flail section
sucks in

Expiration
Ribs fall

Paradoxical motion indicates a flail chest.
Figure




Flail Chest




EMLoKOmMNonN aVamVEUGTIKOU CUCTIULOTOC

Juvoln
Mopdoloyia Owpaka  ° TUMOC AVOTTIVONC
Kuavwon * Enwbduvog
NMAnktpodaktulia " Epywdng
* Twvia >180° petafl * Cheynes-Stokes
TMEPLWVUXLOU Kol Koitng ovuxog * Kussmaul
PuBuAC avamvonc * Biot
* @uololoykd 14-20/A * EmutoAaun
@£on acBevoucg
Brixag

XpNon EMKOUPLKWV HUWV




WnAadnon

* Metadoon dwvnNTIKWV SOVACEWYV KoL NXOU OVATIVONC
* WnAadnon palwv, SucpopdLwv Kot SLOYKWOEWV
* WnAadnon Aepdadevwy

* ‘EAeyxoc kwvntikotntoc SLadppayUaToC KOTA TLC AVOTTVEUOTLKEC
KLV OELG

* 'EAeyxoc evalocOnoilag mAevpootepvikwy dlapBpwoswv
* EAeyxoc B€onc kot kaBNAwong tTng Ttpaxeiog




* Palpate the Trachea
: to locate the trachea and verify that it is in the midline.
- may be displaced by masses in the neck.
- the trachea gives an indication of the position of the
mediastinum within the chest

The best way Is to place the index and the middle fingers either side of
the trachea and judge whether the distances between it and the

sternocleidomastoids are equal on both “




‘EAeyxoc dwyvnTikwy 6ovneewv He tnv. PnAadnon
Tactile Fremitus

*ZnTape otov aoBevn va met 33 1 99
*WnAadoupe pe 1o wAEVLO XeIAOC TNC TOAANG

*AloBavopaote TL¢ 60VNOELS TToU petadidovtoal amo 1o OwpakLlko
TolYwpo 0To XEPL LA




Posterior Chest

Tactlle fremitus

* Place ulnar edge on skin;
client repeats 99

* Symmetry is expected

* Decreases If sound
transmission Is obstructed




Anterior Chest

Tactile fremitus

* Apices to MCL

* Side to side

* Symmetry
expected

Palpate chest
wall




EAgyxoc petadoong pwvntikwv S0VNOEWV UE

tnv YnAadnon
Tactile Fremitus

* Av¢non nmoapovoio MUKVwong N vypou ENTOZ tou
TIVEULLOVLKOU TTAPEYXUHATOC

* Meilwon napouoia vypou N agpa EKTOZ tou
napeyxvportoc (mAevpitikn cuAdoyn N
NVEVOOwpaKaG) Kal o€ xpovia amoPPaKTLKNA
TMIVEVOVOTTAOEL




Metpnon ¢ ekmTocns Tty
nuibwpakiov ue tyymiapnon

FIG. 2-13 Estimation of thoracic expansion. A, Exhalation. B, Maximal inhalation.

YOUUETPLO, KIVIGT] AVTLYELP@V TTOV OEV KOVUTOVV GTO
TOlY N,
EVM 01 TAAANES €Ival KOONAOPEVES 6TO OMPAKIKO TOlyONO



Anterior Chest

Symmetric chest
expansion

* Place hands at
costal margins

* Equal movement
of thumls with
iInhaling




Posterior Chest

Symmetric chest
expansion

* Place hands at
T9-T10

* Equal movement
of thumbs with
iInhaling




E/eyyoc kivntikotntog Koi Gcong
NG TPOYELOG LUE TNV WHACPNON




WpAadnoen Aspdadevwv

‘MaoyaAiaio KoltAotnTa
*‘YniepkAeidlot foOpot




Erixkpovon

* Extiua tnv mokvotnta
KOl GLGTOCT TOV
VTTOKELUEVIOV OO ULDV-
0pPYAV®OV




Percussion Notes

WVIKOS (PUGLOAOYIKA)

*  AuPrommro- 16t0¢ avinuévne TukvotTas (1mop, unpog)
— Atelextacio, TANPOTNTO KLYEAMO®V, TOKVOGT, TAEVPITIKN
cLALOYY, Tveon

— THayvcapkot

* Ymeposapnc TVELUOVIKOC
— Bpoyyiko doOua

* Toumavikog (mapovacia 1 Tayidgvom aEpa)
— Ymnepoidrtaon (COPD),

— IIvevpobowpaxac



STEPS

‘Hyperextend the middle fi n%er of the left hand. This finger is
known as the pleximeter finger.

*Place it on the chest, running in the space between two adjacent
ribs. Itis important that the pleximeter finger is placed flat against
the chest wall.

*Separate the fingers as wide as possible and make sure the
thumb, the index, ring and litle fingers are not touching the chest.

*the vibrations.

+ The right middle finger (the —
plexor finger) is used to ~ : L.
strike the pleximeter finger. '
Itis important that the tip of
the plexor finger (and not
the finger pad) is used to
strike the DIP joint of the
pleximeter finger.




* The chest should be percussed in 5 areas on each
side mparing the right and left sides at each
St

imeter finger 2 or 3 times
ausing to move on the

ould be

fnq-
- damping




Posterior Chest

Percu55|

* Begin at alces
* Use same pathway

side to side
* Com aqf one side

I:O()t’zl N

asym
-Noeth Iocz% N
ua,

|
erc 5|o
ounds you hear




Posterior Chest

Diaphragmatic Excursion
* Find lower lung border in
%, Resonant expiration and inspiration

* Measure: Should measure
3-5cm, equal distance
bilaterally.




* AKpoaon
Auscultation

* H onpavtikoteEPN TEXVLKA VLA TN MEAETN TNG PONC ALEPA EVTOC
TOU TpaxeLloBpoyxtkoU SEvipou

1. AKpOQION TWV NXWV TTOU TTOLPAYOVTOL KOTA TNV aAVOTTVON
(Listening to the

2. Akpoaon yla erimpocBetoug nxouc (Listening for any

3. Akpoaon tn¢ petadoonc tng dwvnong tov acBevouc dLa pEocou
TOU BWPAKLKOU TOLXWHLOTOC




XopUKTNPLOROS TOV TUPAYOUEVOV YOV AVAAOYQ 1UE TNV £VTOON,
T GLYVOTNTA, T1] YPOLA KOL TT] GYEGT TPOS TIS PUGELS TNS OVATVONG




Posterior Chest

Auscultation

* Use diaphragm of
stethoscope; place firmly

* One full breath at each
position

* Use same pathway
* side to side comparison




Anterior Chest

P ercussion

* Dullness over breast
tissue, liver, cardiac
borders

* Tympany over gastric
Auscultation

* Displace breast and listen
over chest wall




Breath sounds

* produced by vibrations due to turbulent airflow
through out the airways. These sounds are
transmitted through the smaller airways and
lungs to the chest wall.

* the intensity of the sounds increase during

Inspiration and then fade away during the first
third of expiration.




Breath Sounds

« Vesicular Breath Sounds - These are soft and low-pitched sounds that
are heard over most of the lungs. They are heard through inspiration
and continue without pause through to expiration, but fade away about
one third of the way through expiration.

« Bronchovesicular Breath Sounds - These are slightly louder and of
higher pitch than vesicular sounds. The inspiratory and expiratory
sounds are about equal in length. They may be head normally in the 1st
and 2nd interspaces and between the scapulae.

 Bronchial Breath Sounds - These are loud and high-pitched sounds,
whose expiratory phase lasts longer that the inspiratory phase. Heard
over the manubrium, if heard at all. Also result from enhanced
transmission of higher frequency sounds through solid lung tissue as in
consolidation or fibrosis.

* Tracheal sounds - very loud, harsh sounds, inspiratory and expiratory
sounds are about equal, heard over the trachea in the neck.




Notes on Breath Sounds...

* |f bronchovesicular or bronchial sounds are heard
distant from those listed, then you should suspect
that air-filled lung has been replaced by fluid-filled or
solid lung tissue.

* Breath sounds may be decreased when airflow is
decreased (as by obstructive lung disease or
muscular weakness) or when transmission of sound
'S poor ( as In pleural effusion, pneumothorax or
emphysema).

* A silent gap between inspiratory and expiratory
sounds suggests bronch%l breath sounds.




Adventiious (Added) sounds
Discontinuous Sounds (Crackles/Rales/Crepitations)

Fine crackles occur in inspiration and are soft, high-pitched,
brief sounds (5-10msec).
- be imitated by rubbing some hair between your fingers near your ear.
- occur due to the 'popping' opening of small airways that
were closed prematurely at the end of the previous
expiration.

Coarse crackles are somewhat louder, lower in pitch and not quite so
brief (20-30msec)

- occur when there is fluid in the larger bronchi.




Crackles...

Listen for the following characteristics:

* Loudness, pitch and duration

Number ( few to many)

Timing In the respiratory cycle

Location in the chest wall

* Persistence of their pattern from breath to breath

* Any change after a cough or a change in patient’s
position




Crackles

May be due to abnormalities of the lungs or of the airways.

If they occur early on in inspiration reflect bronchiectasis or chronic
oronchitis. If they occur later in inspiration, then they may be due to
restrictive conditions of the lungs such as pneumonia, fibrosis or
pulmonary edema.

* Typicallyifitis associated with Pulmonary Oedema and Fibrosing
Alveolitis affect both lung bases equally, whereas in pneumonia and in
mild bronchiectasis the crackles are localised.

* Bear in mind that normal individuals may have a few basal crackles
after maximal expiration. Can also be heard in dependent portions of
the lungs after prolonged recumbency. These often clear on coughing.

* Early inspiratory crackles are heard most often in chronic bronchitis and
emphysema, are fairly coarse, and change with coughing.




Adventitious sounds

Continuous Sounds |longer than crackles (>250msec), musical

\Wheezes - high-pitched, with hissing or shrill quality
- predominantly expiratory sounds that reflect localised
narrowing of the airways. Asthma and Chronic bronchitis

are the most common causes. Occasionally, they may occur with
pulmonary oedema.

Stridor is an ins irato?/ wheeze associated with upper airway obstruction
(croup) caused by a foreign body or possibly a tumour.

Rhonchi - relatively low-pitched, ften have a "snoring" or "gurgling" quality.
Any extra sound that is not a crackle or a wheeze is probably a rhonchi
which suggests secretions in large airways.




Adventitious sounds

Ira rub together.

acts the pleurae),
ey usually occur in




'Hxoc¢ Avarvong

* Bpoyxlkn avarmvon

y Auvatoq nxo¢ ne v ilouyxvo Ko cbucnuatw(Sr] XOpOKTAPQ,
oKoUyeTalL unepesv NG Tpaxelag, aAAa lowc Kol otn
LECWUOTIAQTLOL WP

* EKTIVOr>€L0TVON

* BpoyxokueALOLKn avarvor

* Metploag evtaocews PLBuplopa, Umepbev Twv Ppoyxwy, 1-2°
dlaotnpa tpocBiwe Kat oTtn HECWHOTAATLALO XWPoL

* Avarmveuotiko PBuplopa ) kupeAdikn avarvor)
(Vesicular)

* MaAakoc PLBuplotog Nxog otnv nePLPEPELO TWV MVEUUOVWV
* ELoTtVON>€EKMVON




Melwon n anovocia PplBuplopatoc

* Anodpaén
Ekkploelg, Buopa PAEvvng, EEvo cwpa

* Eupuonua
A):[d)}\ELOL ¢ EAOLGTLK(')TI‘]TOLC, nioytdbevaon
QLEPOL OTOV TTIVEVU LOVOL

* 2LWTtNAOC TTVEL LWV
>e ooBapn napoéuvon XAl kuplwg
eLPUONUATOC




AU¢non Twv NXWV TNG VATTVONG

* BpOYXLKI OVOTTVON OE TEPLOYEC EKTOC
TwV poavadepBelocwv

*[TUKVOC LOTOC CUVTEAEL oTNV aAVénon TNC
netadoonc twv 6OVNOEWV

*[TuKvwaon HE avolxto Bpoyxo

*[Mvevpovia oe paon Avonc n
TTOLPOUCLOL LYPOU OTOV UTTE(WKOTLKO
XWPo




EntunpoocBetol avamveuoTLKOL YOt
XapaKktnpoc Kot StapKeLa

JUVEYXELC

*JTEVWON AEPOYWYWV OTIO EKKPLOELG, oidnua 1 Bpoyxoomacpo
-Wheezing (severe), rhonchi

Mn cuvexeic

*JUXVA ELOTIVEVOTLIKOL, AAAote dipaoikol

*TEAOELOMVEUOTLKOL
* AenTol N HOUGOLKOL TNG KAPOLAKAG AVETIOPKELOLG

*MpwLOL ELOTIVEVOTLKOL
* Moayxeig un povoikoi poyxol o acOua  xpovia Bpoyxitida




ErumpooBetol nyot
Mn nouvotkol

Aemtol un pouotikoi poyyot Crackles (Rales):
Fine

* Aemtol OLOKOTITOMEVOL, ELOTIVEVOTIKOL, UPNANC
ouxVOoTNTAC poyxoL ou dev «kaBapilovvy» UE TO

Bnxa
* Topn deoptdac LaAALwWV YUITPOOTA OO TO AUTL
* TNV IMVELLOVLAL KOl TNV KopOLaKN OVETIAPKELDL




EntumpocOetol nyot
Mn pouaikol

[Noxelc un LouoLkoi poyyol

Crackles: Coarse

* Auvartol, YapnAnc cuxvotnTtoc Yol Tou
Ou uiZoqucl)Ll)lch]a)r\]'t%a r%( Ttepnté'tvangsxr]

* ApXiCouV ELOTIVEUOTIKQ, UTOPEL VAL
OKOUYOVTOL KOl EKTTIVEUCTIKA

* Mewwvovrtal peE to Brnxa aAla emovEPXOVTOL

* MVEUUOVIKO OLONHA, KATOOTOAY ,
OLVTOAVOKAOLOTLKOU TOU Braxo TEALKOU
otadlov




MAgvupLtikn TPLPN KOl TTOLXELG LN LOUOCLKOL

* Mayv¢ AXOC MPOKAAOUMEVOC OO TNV TPLRNA TWV
NETAAWV TOU Untel{wkota Katd tn daon tng
$dAeypovic autou, UtoXwPEL Otav GUAAEYETOL LYPO
OTNV UNMTEXWKOTLKA KOWAOTNTA-0UVROWC 0LKOVGTOC
Kol oTtic Suo PpAGELC TNEC AVATIVONC

* Nayxeic pun povowkoi Nxot/CRACKLES-
TIVEULOVLOL, KOLPSLOKN AVETIAPKELD, TIVEUHOVLKA
lvwon, KAwvootatiopoc/aduvapio dtaxeipnong
eKKpLoEwV, aAAa Kot o€ pUOLOAOYLKOUG




MouotLkoi nxot

* Anodpaén, oTEVWON AEPAYWYWV, EKKpLloelc, acOua, XAMN
 RHONCHI- Sonorous, secretions in large airways

* WHEEZES- musical, mainly expiratory, in asthma and
COPD




ErtimpooBetol nyot

Yupypoc (Wheeze):

* Mouotkog rxog (squeaking), kupiwg
OTNV EKTTVON

* ANAWVEL OTEVWON TWV OEPOYWYWV

* Yy louxvocg

* Atoppaén Aoyw aoBuatikng kpiong n
XpPOVLlou eucbuon LLOTOC

* XapunAnc ouxvotnTtac CUPLYLLOC
*2tn Bpoyxitida Kot TNV amodppaén amo OykKo




ErtimpooBetol nyot

Elomveuotikoc ouplyuoc (Stridor)

* YPnANcC ouxvotTnTocC ELOTIVEVOTLKOC
NXOC, TILO OLKOUOTOC OTOV TpaXNAo,
OUXVO KOL XWPLC aAKOUOTLKO

* AOPPOEN OVWTEPWV OLEPAYWYWV
* Croup, emyAwttitda, E€vo cwua




Metadoon twv AXwV thG dwvnong
Voice Transmission Tests

* Bpoyxodwvia/Bronchophony/oce nokvwon pe avolyté Bpdyxo
Ask the patient to say "ninety-nine" several times in a normal voice.
Auscultate several symmetrical areas over each lung.

The sounds you hear should be muffled and indistinct.

Louder, clearer sounds are called bronchophony.

° Adwvn o'tneoi\ai\td/ Whispered Pectoriloquy/os nvebpova pe anovcia
OLEPLOLOV
Ask the patient to whisper "ninety-nine" several times.
Auscultate several symmetrical areas over each lung.
Y ou should hear only faint sounds or nothing at alll.

If you hear the sounds clearly this is referred to as
whispered pectoriloquy.

* Awodwvia/Egophony/octo 6plo vypoU-nveupova
Ask the patient to say "ee" continuously.
Auscultate several symmetrical areas over each lung.
Y ou should hear a muffled "ee" sound.

If you hear an "ay"” sound this is referred to as "E -> A" or

__egophony




Signs in Respiratory Diseases

Tracheal |Tactile Percussion Breath Spoken/ Additional
Shift Fremitus Sounds Whispered |[Sounds
Voice
Normal none N, resonance vesicular \ none
symmetric
Chronic none \ resonance vesicular \ coarse
Bronchitis crackles
ILD, CHF none \ resonance vesicular \ fine crackles
Pneumonia none increased |dullness b-v/b broncho, ego, | crackles (f, ¢),
Wp wheeze/
rhonchi
Atelectasis to same |absent dullness absent absent none
side
Emphysema none decreased |hyperresonance |decreased |decreased none
Asthma none decreased |hyperresonance |decreased |decreased wheeze/
rhonchi
Pleural to opposite|decreased |dullness decreased* |decreased* |none
effusion side
Pneumothorax |to opposite|decreased |hyperresonance |decreased |decreased none
side
Abbreviations:
N -- normal
f -- fine broncho -- bronchophony * Bronchial breath sound, bronchophony, egophony, and
C -- coarse ego -- egophony whispered pectorilquy could be heard near the top of a large

b-v -- bronchovesicular

b_--_bronchial

wp -- whispered pectorilquy

effusion.




COPD

Clinical Features
* Cough, sputum, dyspnea

* Pursed lip respiration (Forced expiratory ime
>0 seconds)

* Hyperinflation- increased AP diameter/ hyper-
resonance

Barrel chest
Reduced breath sounds
Wheezes and rhonchi

Hoover sign (paradoxical indrawing of the
lateral rib margin seen during inspiration)




Pulmonary Fibrosis

Clinical Features

* Dyspnea on exertion

* Non-productive cough

* Clubbing (50% in idiopathic fibrosis)

* Fine bibasilar inspiratory crackles (Velcro)




History

* Pre-existing conditions
* Family Health History

- Immunizations status

* Allergies

* Current Therapies tried
* Last Medications




Observation

* Patient ‘s surroundings, ie: the view from the door

* Equipment present
* Posted signs
* SPUTUM!

Table 13-2. Disease States Associated with Abnormal Gross Appearance of the

Sputum*

TYPE OF SPUTUM

Mucoid (white or clear)
Mucopurulent
Purulent (yellow or green)
" Fetid
_ Bloody

Frothy, sometimes pink




Common or Concerning Symptoms

1. Chestpain

Sources:

1.

o N

O

Myocardium

Pericardium

Aorta

Trachea and large bronchi
Parietal pleura

Chest wall, including musculosketal system
and skin

Esophagus

Extrathoracic structures such as neck, GB,
stomach




Common or Concerning Symptoms

2. Dyspnea - nonpainful but uncomfortable awareness

of breathing that is inappropriate to the level of
exertion. Ask PQRST.

3. Wheezing - musical respiratory sounds

4. Cough - reflex response. Ask if with sputum, volom,
color, odor and consistency.

5. Blood-streaked sputum - coughing up blood
from the lungs




ITracheal Alignment
Abnormalities

Pneumothorax — shifts to unaffected side
Pleural Effusion — shifts to unaffected side

Fibrosis or Atelectasis — shifts towards
affected side

Pulmonary consolidation — no shift



PA Chest

PA=Pulmonary Artery LV=Left Venlricle
TR=Trachea D=Diaphragm
CL=Clavicle G=Gasltric Air Bubble
AA=Aortic Arch L=Liver
SVC=5uperior Vena Cava Sca=5capula
RA=Right Atrium R=Rib
CoPhS=Costophrenic Sulcus




TR=Trachea D-RE=Right Hemidiaphragm
Strm=5ternum D-L=Left Hemidiaphragm
AA=Aorhc Arch EV=Right Veniricle
Sca=S5capula LV=Left Ventricle
PA=Pulmonary Artery




Subjective Data

* Cough

* Shortness of breath

* Chest pain with breathing

* History of respiratory infections
Smoking history

* Environmental exposure

Self care behavior
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