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Physical Examination - RS
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v .,
Examination
e The physical examination

- The thorax is Ffully exposed
—  45° 8itting position
— hands must e beside him ( not on Cnest)

[ General inspection

When You enter the Room , You bhave to tawe a general
lookk on the patient
le the patient consciouds , alert, or oriented 9
why do Ydu oswk?
1 wnow that a CNS patient , if he have CVA he may
have low consciouy ( also a brain 8tem infarction patfeny or
a meningoencaphalitis patient can have .\I, conscfousness )

« Bur a Respiratory patient may develope LOW coNSUOUONES
due to Respiratory acid0osid / hypercapnic respitatory
Faflure couse

hypercapnia —> 4 consciousness

patieor that came 10 ER with I consciousned  with
5igNs  and symptoms of CoPD " or in a home oxygen
therapy

You have 10 Rule our hypercapnia

&y doing the arterial Olood gas 1est

( Noxmal €O, 35-45) ( CoPO / hpercapnia o, =70-90)
70-90 €O, level (s at Risk of developing decreased
condciousness and hypercapnic  Respiratory Cailure

o Other Respiratory Cause to develo ping loss of consciouss
an elderlv:j patient with pneumaniq
thar  MAY a0 cause confusSion

S0 CONSCIOUS , ALERT , ORIENTATION

fou loow in pahents with COPD / hypércapnic

Respifatory tailure that they may develope

decreased level OF conscious
80 if You saw a 1ow conscions patfent You Sure
wont give benzo diazepene nor  morphing
cause they would dcause more respiratory
deppresion , acumwating more €O, leading
to  wmechanical veniilation )



e hypercapnia is a cause of | level of conscbusness
in o COPO patient or motphine overdose hypoventilaiion
or a \ung infection 4nat (ead to It , speddly in elderl!j

ModT common infection that lead to + in

conscioudness s UTI
but heve o re.spiratcrq infectlon can cause

Mmention if we's sitting ot ying flat

Note signs of RQspi(atorg disreess

£ the patient is using accessory MUSCAES
indicates he's in  respiratory distress
50 You bhave to mention 1€ he use of not the

acessory muscles

. tripod pOosSiyion &een in

- coPD

- emphysemaq C Most \ikely )
Chygnic  bonehit's

-

« puwsed (ip
— paffent  trying t0 keep in reSpiqtory  pressure

to  prevent alvedldlr colapde

usudly in  coPD IS seen
( COPD (s either emphysema of Caronic beonchit's )

most ll'Rellj

haue t0 mention 1he Raie ofF Respiratory

- You
movement
— Notice (¢not ask) if he have an inhaler | neoulrzer
or 0, thevapy
—_— Noie it he have Cyanos's
- Nole qudible gSounds — ( Wheez , sfridar, hoarsness)
—_— mention  Respiralory Rare
—_— Nore Cnest deformity
—_— Noite ‘oreathing patiern

male have abdomingThoraco b:eathinq
female have thoracoabdominal breathing



Respiratory Distress Signs

— Yachyenea

- Infercostal Space indrawing
- use of dccessory muscles

Tripod Position

- peatient iS ﬂ'qmq To increase lung volume and achieving
(-) intrathoracic pressure +o help him Inhale

- 8o patient have 8horness of breath sifting like Ahis.
The Name of this sign 9 Tripod position
The underlying issue ? sevefe COPD or Emphysema

Pursed Lip

- be do that to Keep end- eéxpifatory pressure
usudlly in Severe coPD or Emphysemq

- S0 IF I gaue You ihis picture and asked

, 8 & due
emphysemq or Chronfc  bronchitts 9

- trying to keep () presSure

in_his alveoli 10 prevent 15
collapde in this emphysemq

parient
Respiratory pattern

- a type of bremhfnq Cheyne - Stoke brecuh(ng
0]
- 8een in adults ar bigh alfitude due to increased
rate and depth of breathing followed by demfni&h‘n(’@
Respiratory effort and rate”, @ ending in a period of

apneo 7/ hypopnea ( Seuerely decreased respiratary rate )
and the Cycle repeatsd

wh\, 9

bigh altitude induce lung mnjury
When he goes up .. ¢ i 0y . g O, partial
pressure

SO ne'll  compensare by increadin Rar¢ and
depth of bYedthing , hyperventilation

then he'll have .se\rerty o, wasmng , dQU‘Q\Opin9
low €0, caute ot incueased respiratory rare
then because of increased respiratory  weight the
respivatory (enjer wil be  suprussed ~ by low O,
Supreseiry / de.creas(ng Respivatlory Rate



So couse respiratory vafe s decregsed +he (O,
will nCredde

Again
. Wven reap\'(awfg rate decrease due +to
Nypocapneq il we veaqch hyeopnoea [ apnoeq

in _apnoea / hypopnea  awumdlarion of (O,

. % COo, will motivate &S cenrer increasin
Reapira‘ro<3 Rate and Depth of breathing
\eacling +to  hypocapneq

— kussmaul  brearnin
type of breathing tNAt (ungs emergency MedpPond to acidosis

- patient with DXA develope &ho(iness brealh and deep
b{ed’th\'ng rRate

—_ know the ditterence of Nownal and deep b(eqﬂm‘ng in
swde

— Young eatient with Shodness of breath and  labored
loreathing / deep breq‘tm'nq rate  came in

fou have tQ Think of Kassmaul reathing and Rule out
DKA or any cause ofF wmetalbolit  acidosis

_ metabelic acidosis incude :
end- stage cendal disease
Chyonic Wdney ds
LTV CMOST  COMMON  +o Induce  KusS Maul)

[ Che gt deformity

[ Hands and Ams
— &xamine cyanosis

when we &y pestephrdl  Cyanosis as in bhands (fingers)
ond teet

central  cyanosis Sou'll look atr 4he tonque and under the
tonque

- nall  discolordtion
Yellow nai) syndrome
fellow Mnail  with exuadate pleural effusion

— wusCle wasting
assymytrical  wastin
Rigm- hand wast n_q indicate homer syndrome
horner  eyndrome associated win panCoast rumer
pancodst Fumer is opical wng considilation ds



—  Finger cluobing

You have to look for hypertrophic puimanary
osteoarthropathy
b o pamfuw tender swewning gn weisTs qnd A0Kies
assosfated with  Clubbing caused by ung cancer

— examine for £ing tremor and flagping dremor

fine 1remor  [due 16 medications)

ask pakent i he have a history of asthma or is taking
8- agonfst / Theophyline

Flapping {remor ( astrescis)

i due to (O, reremlion

Check For pulse , BP, RR
€O, retention will lead 10 bounding pulse

@ How can You diffreniate the Cyanosis is due to cardiac ds or Co, rerention / COPDQ
. usually CO, retentton cyancsis will induce warm pirephr '
heart Failure cyanosis due +o low cardiac output so well have cold periphry

tar 6tainm9 , on the Hnger They Smoke with i3 the discoloration
Yellow nail Syndrome | an the naqils dre Yewow ( Picture)

the underlying eriology if this finding ie associared with pleural effusion?
Yellow navr syndrome

Asterixis | Fflapping tremor
a wide ranje of tremor bappen
seen in (O, retention , bepatic encphelopathy due o0 ceriticular , uremio
\
QU

3
Hy per trophic puimonary o.sfeoanhropdﬂ\g

Patient wit,  finger clubbing associaled with Wrist and ankle tenderness,swelling
Diagnosis o lun3 Cancer

Pulsus paradoxus

. \n Nowmal , during inspitation the systolic 8P wil decrease less than 10 mm Hg
n pulsus patadoxus , the decrease of 8P during (nspitqifon s more Than 10 mmtg
Co so it exaqurate the Notmal findings O the fall of &P

causes : . cardiac tamponade _ consfrictive and festnctive pericardits
-~ Severe lung diseases as severe asthma — fewtion pneumotoray
- large pleural effusion - large puimonary embelism
—  w would cause &
30 severe lung diseases would cause I dbetruciive Shock

But more gpecific with cardiac diseases



e face

took €or anemia and conjuctiva hemoraqe

look if there 5 congestion in the conjuctiva ond pleihonc face
parient bave Superior yena Cova  abstruction

Superfor Véna cava ODSHUCHON anay happen due +to lymphoma o¢ LUng mass
that Compfess Ik OR  thrombud infernal  §VC

—

indicat ing

Check for central eyanosis

—

theck for pupil asymmeiry
whny 9 Hormer  Syndrome

Plethoric Face / cormplexion
think avout polycytemia ( In COPD lead to Serondady polycythemia )

O any Cause +hat lead fo +ype 2 Respiratory Failure
in Respiratory think of O secondary polyeythemia (@ (€O, retention

® SVC ebstructon
our OF RS +think oF O tue polycythemia

—

® ®

(0]
@ Patient with conjuctiva Hemorage , plethoric face , absent abdominpjaqular

reflex would bhove BVC Obstruckion

® Hotner syndrome findings : ( caused by Ti congrition)
® myosis s
® ptosis
® enopthaimos
@ unhidosis in be same side
Associated with apical \ung pathology , usually pancoast tumer

® 8NC  obstruction
ook for distended abdominojaqular
avdomino jagular Retlex is absent
plethovic  face
dilated veins  ( picture)

o Neck
examine JVP and Lymph Nodé

Enlavged Scalene Lymph Node (0 any cancer | matied in TR



® Thorax

\ncpection
You have to look for symmetrical Chest expansion
N pPneumothofdy | he'll hove assymemcal chest movement and fesiricted

thesy movement on the  Right side
S0 he'll have a pathalody (0 the Right Side cause Its restricted
It the (nest vs depressed on this side You'll thinK of collapSe and pneumoctom
IF the Cchest (s distended You'l tninK of pieural eHusion , preumotnoray
.\t may be bilareral eHusion, oiateral f{owosis , COPO ... erc
MosT of (ung diseases cause bilaleral decrease Chest expansion
Bur symmety pathology 1 in one dide ay when
depressed at the Right Side and deciease expansion ar the Rignt Jide You'll
think of prneumactomy o collapse
decrease expansion bur inflaled lung on the Right Sou'll +hinK of
pleural effusion o¢ pneumothoro

You have to \ook for Cheet deforaty , AP diameter €3. parallel Chest

T+ we have same &inding i B lung colapse with obsiuded aliway and in
preumotomy  or  loboctomy
what . preumoctomy from q \ung cl\apse s thoractomy scar
80 Bolh will have :
_ alr entery
- 4 Chest expansion
. depressed lung on tnhe tebwctomy / collapsed Lunz
So , if You see thoractomy scar and findings that Suqgest lung collapse
with gbstucted aiway It would  be  pPNeUMoCtO My du? fo tholactony
( Picture = tnotaciomy Sar )
examiner ask to examine sy CnesT | exumine post. ond \ateral
¢ rold omerior |, examine art. and  (aterol Chesr

Palpation -

. loow for any upper mediastinum deviation by looking at the fcacheq
100k for any lower mediastinum deviation by looking at te apex beal
examination
we have +o palpare For Rignt vemicular heave
The Right venticular heave i 8een in  pulmonavy hyperrention
Then we'll look for loud bea¥

&xamination of Trachea
You have 4o detfcr if the eatlent have deviated tracheq
trachea is normaly in ihe Center, mildly deviared to the Right 3dide .
we bhave *o look for 3 1hings
- trachea -tucs c pic)
b i we have W , I+ would be assodated with severe COPD , malnutrition patient
Lt the Sterndl Node€ would be deppresed i a COPD patient
four Ffinger would depress and Move down in the Stemal NOTeh



cricosternal  disrance
(> win dectease n COPD, or any cause oF hyperinflated Chest

Lo usually > 5 cm from crocoid cartilage to Stemal Noteh

— 1racheql deviation ceic)
b toward the Side of the Region , something aftract the 4rachea G5:
. upper lobe collapse , tung will Sheink , trachea deviate to the Same side
.+ upper lobe Fibrosis |, aftraction 10 trachea
. pneumoctomy
_py Aaway from the Side of lesion
. _tengion pneumoThorax
- _massive pleuva) effusion
lung cancer / Lafge iung m™asses

@ why do we Check Por apex beat in RS- examinarion 9
10 Check Ffor deviation
4w (n RS , You have to think as - for example a patient with -

- CoPO
- emphygsemq
- Obese

~ pleural effusion
hyperinflated Chest
- eneumo thovax

would hove decreased apex beat impulse

S dewviarion to the Right and leét in RS view
pleural effusion in the left | move the cardiac 1o Right
collapse , pneumothoiax in left ,  move the cavdiac to the Right

( trached wilt owmplied on Cardiac)

47 Some patients have dexvrocardia as Kartagner syndrame or primary cilitary disfunction
You wont feel his heart o the leFt , S0 You have fo palpate the Right side
it You palpate the qpex beat on the Right side aNd the patient came with Signs / symptoms
oF bronchiastisis , think abour Kactagner Syndrome
v’. Tactilevocal Fremitus
(s think abour symmefrical Crest examinaton < N dlald 0551 g2k dslas G0l (sl Giass it
PUT trhe pam of four hand on patienr Cnest WOy go I Qe IS olads Lo X
and QSh  him 10 SQY One- ONE-ONE (Gl dul o o2l )
. Some diseases would inctease/ decrease tactilevoca) fremitus

\ncreased
fransmission incceased from lung 1o the Chest wall
considiladation \the pneumonia o Llung cancer would cause decreased aic entery to lung , so this

-

-

mass will lead 1o increased Sound transmission from 4he  lung to Chest wal
~ *he increased tactilevocal fremitus  When ke say one-one -one Toull fee) more vibration in Your hand if

There is considilation a8 (n pneumonia , Severe dense puimonary Fikrosis , (obar collapse with pajent

major bronchu$ ( patent aitway would increase transmission ) lung Ccancer



. Decreased :

as_in_pleural effusion , cbesiry , preumotroras , COPD , asthma

conapsed lung with Owstrueted major brenchus (O, want enter collapsed lobe So iransmission of any uibration would
decrease

..
o

the vocal resonance (s as same as tactilevocal Eremitus

L"by stethoscope % 8y hand

You Should do Bamh examingtion ,You'd find the same tindings

® (Chest Expansion

- decreased in Fbrosis , preumorthorax

@ percussion

put Your IGEt nand oOn the patients Chest and tap by Your Rignt rliddle finger

elbow JI g0 wrist JI (sgiuas QS0

tap 2 times on each Symmytrical position

& percussion Note

- Resonant  : Noma\ lung
— _\nyperresonant pneumoThovay
- Dun ;. collapse , severe puimonary Ffibrosis ,  consilidation
(_ consitidation ; think doour pneumaniq * thest infection” + Cancer
Stony dunl - pleural efEusion

) Haemothorax

o Dlaphargamatic exursion Is nor Required

() Oscultation
must be Symmytrrical

. use digphram 81ethoscope 10 listen : ( 8lide)

- cover 3 dreas lateral , 4 areas ant  , 4 qreas posy ChesT

o Breathing  Sounds
- Vvesicular is Normal
inspitation [onger than expicarion
. No Gap between

Soft

inspiration _and _expiration

low
- RBronchial
expitation longer +han (nspiration

@il oy ¢ Sei BBy ¢ oasly gl
toud

H\'gh

most uv«ely with pneumonia , considakon , top pleurdl effusion



causes oF Diminshed vesicular oreathing

1) Reduced conduction , anyming thar prevent sound 10 transmir ro Stetnoscope
- pleural effusion

- pneumcthorai
- Obesity / thich Chest wal

2) Reduted Flow
- usualy ¢oPD , alwoys think abour Wheeze Chest and Reduced air entry [ flow

occluded major bronchus  collgpsed lung , No air_enfer aiveolus lead to | ai flow

Bronchial breathing Sounds Causes : Peo

1) caost likely conslidation pneumonia

2) common bionchidl breathing  dense pulmonary Fibrodis  ( Not idiopaihic puimonary €lbrosis)

3)  collapsed lung ( patent mqjﬁlondwb)

a) +op of pleutal effusion ( There will be decreased air entry but at the 1op of pleural effusion You'd hear
bronchial breathing , same thing with pneumonio and patent bronchus )

wheeze

if It was wheezy Cnesr, think about asthma , COPD , bronchiactisis

1€+ was localized wheezy ChesT , 4nink oboul cancer o¢ foreqn body

heared during expiration

CRACKLES

inspiratocy

heared  during

inspiration  either early inspiation , middle rospication, late inspiration

biphasic CoQssSe ; inspiratory eypiratory COAYSE  Seen in loronchietasts

early (nspiration 8een (0 Small aliway ds bronchiolites

riiddle  eseen in  puimondary oedema

late seen in

So when | S0y late biphasic puimonary edema

puimonary  Eibrosis

»

fine lale bilateral mnspialory crackle  think abour  pulmonary  €ibrosr's

‘bfsl;.;,,‘p

pulmonary  €forosfs 5 assocfated with Clubbing

Pattent with @ Clubbing  and on Chest Examination You Hod (D tine @ tate (3 biateral
crack\e

He'd nave idiopathic  puimonary Fflorosis

a pafient with COPD  developed pneumonio  may Come with coarse crackle

o pattent with
He developed

long- Stand  HisTOovy of COPD , Now came with Einger Clubbing . Diagnasts 9

tung Cancer

S0 COPD dont couse Finger Clubobing

finger Clubwing , think about !
- lung cancer ___empyemqg
- lung Hbrosis _ otoncniactisis
-~ lung abcsess - cystic fibrosis

soxcidosis



& Pleural Rub

accomepanied by

pleuratic Chest pain
«pleuvdl

RUb « oleuratic Cnest eain indicate thromboembolism

( eulmonary €Embolism )
®  After completing Chest €xamination , look for igns of puimonary hypertertion
IF_the patfent hove Chest ds as foc example idiopathic puimonary Fibrosts , lung cancer , P€
al wowd do pumonaryg hypertention
pulmonary hypertention  will_tead +o Right venticular strain  then eventually  Rignr Sided HF
. Right - Stded HF on pase of pulmonats hypertention (5 called Cot pulmonale
cor pulmondle Signs
- lower limp edema
- hepatomeqgally
- Renomeqgally
- QSCiHs
- elevated JVP
sacral  edemq
- smeenomecgaug
. in Right HF usually there is no Crackle due fo HF , no lung congestion
( \eft HF, the patfent come with orthopnea , Shartness of reath give diurenc +o relteve I+)
. And We have o looK For Signs of DVT
- unilaterql  Swelling
- blue o¢ whire discoleration
- erythema nodosum
. Exythemq Nodosum , +think about in RS dSs :
- Savaidosis
- T8
- Streptococcus pneumaniq
"’;@ erythema nodosum must colerate with symproms
d“’»\ . pPatient with wight Sweat , 2 -3 months his'rovg ok productive cough , came
Erom  syria  resently
VL thinK  about T®

Shotthess of breath , female | Young , dey Cougn ; Chest tigntness
I'}_+hink of sarcoide

3 [o sivider

is  tnspicatory « expitatory and  loud
wheezy Chest s Fine

noisy Sound
» e:\pnomrg



