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Inquiry.

The main complaints of the patients
with disease of the respiratory.
Sy Stem are:

¢ dyspnea (breathlessness)
¢ cough

¢ ChEest pain

¢ sputum (Color and duantity)
% NEMOPLYSIS




Dyspnea Is determined as an abnormally
uncomfortable awareness of breathing.

Patients use a large number of verbal
expressions to describe these
uncomfortable sensations, such as:

‘breathlessness’, ‘short off breath’,
Out o breaths, Cannet get eneugh airs,

2l dees net goralifthesway downs



Dyspnea In its manifestation can be subjective,
objective, and mixed.

¢ Respiratory diseases are often accompanied by
mixed dyspnea.

¢ Dyspnea Is possible with normal, rapid breathing
(tachypnea), and slow: rate off breathing
(bradypnea).

¢ [hree types of dyspnea guality: are differentiated
Py the prevalent breathing phase:

inspiratory dyspnea (mpore difficult to breath in
than out)),

expiratory dyspnea (more difficult tor breath out
thaniiny, anad

mIXed dysprRearWwhentbothNinspikation and
EXpPIration Phases BecomE difficult.



¢ [he symptom of dyspnea is related
to a process such as obstruction of
the airways or to conditions that are
associated with decreased vital lung
capacity and ventilation.

¢ Heavy dyspnea, often followed by
asphyxia Is called suffocation.

» Asphyxia arising as sudden attack Is
asthma. In bronchial asthma the
expiration s alffictlt, leng, and neIsy.
asS a result off spasm: o smallfBrenchi.



Cough Is a defensive reflex designed to
clear and protect the lower respiratory. tract.

¢ [he cough reflex can be initiated by
stimulation of irritant receptors in the
larynx, trachea, and major bronchi.

¢ [hese receptors respond to
mechanical Irritation BV, Intraltminal
material such as mucus, adust, or
[Oreign bedies, and te chemical
IFrtation: By, FUMES and teXIC gases.




The clinical analysis of cough.

¢ Any disorder resulting in
Inflammation, constriction,
Infiltration, or compression of
alrways can be associated with
cougn.

& A cough withoeut sputum; such type
O coughris called dry.

¢ [[he colghr productive off sputtim: can
PEe descriped as moist.



Some diseases are accompanied only by dry
cough:

¢ laryngitis, dry pleuritis or
compression of the main bronchi by
the bifurcation lymph nodes
(tuberculosis, tumor metastases)

¢ Some disease, such as bronchitis,
pulmoenary: tuberculosis,
PREUMOSCEIErosis, albSCESS, or tumor
off the lungs, can manifiest by: dry.

coughn



Cough may be periodic or permanent

¢ Periodic cough occurs more
frequently.

¢ Such cough Is characteristic of;
Influenza, pneumonia, pulmonary
tuberculosis, and chronic bronchitis.

& Permanent cough eccurs in
laryngitis, acute BronchIts,
PFONCAGEENIC tUMOK o the Ilngs;
andl N CeErtalin forms: off tUbberculesis.



Hemoptysis defined as the cough with blood.

¢ In the assessment of the hemoptysis it is
Important to establish first that the blood-
stained material has come from the chest
and not from the gastrointestinal tract.

¢ [he most common site of bleeding Is the
alrways, tracheobronchial tree, which can
pe affected by Inflammation’ (acute or
chronic bronchitis, bronchiectasis) or by
neoplasm.

¢ Hemoptysis that IS described as bleed with
O mUucopUrUieEnt o purtient sputtm: ofiten
sUuggest bronchitis.



Chest pain.

¢ [he greater part of the lower
respiratory tract Is not sensitive to
pain.

Ihe clinical: analysis of the chest pain:

¢ [ypical pleural pain has a sharp and
knife-like character in pleuritis and Is
accentuated by respiratory.
MoeVEemeEnt.



Past medical history:

¢ asthma,

¢ bronchitis,

¢ eEmphysema,
¢ pneumonia,
¢ tuberculosis,
¢ PIEUFRISY,,

¢ last chest x=ray.




Physical examination

Patients with symptoms of respiratory tract
diseases need medical examination.

¢ Physical examination by a health care
orovider may reveal fever or sometimes
OW. hoedy: temperature;

¢ an Iincreased respiratory rate,
¢ oW, Dleed pressurke,
¢ d f[astiheart rate, or

¢ o low oxygen saturation, Which is the
amount effoxygenin the blood as
Indicated by either pulSe OXIMmELEY, Or
pleeE dastanalVsis:
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¢ People who are:

¢ struggling to
breathe,

¢ confused, or

¢ Who have cyanosis
(blue-tinged skin)
Fequire

Immediate

Cyanosis, deep blue color of face and lips
a tte n ti O n charactenstic of death by asphyxia. G. Gresham,
m Color Atlas of Forensic Pathology, 1975.
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General examination

¢ Cyanosis: diffuse cyanosis! Not
acrocyanosis.

+ Respiratory rate (normal 12-14,
tachipnoe, bradypnoe).

¢ The respiratory effort is inspected,
Including:

(13 Overall ease or difficulty: of respiration
dyspnoe)

(2) Use of accessory muscles, such as
tFapezils, stiap mUSCIes;, or:
Ssternoecleldomastoids

(3) Intercostal muscle retractions
abnermal)



Palpation of the Chest

Palpation of the
chest has three
potential uses:

1, identification of
the tender
adlFeas;

2. dssessment ofi
elasticity, of the
chest:;

3. assessment of
tactile firemitus.




Assessment of tactile fremitus
(vocal fremitus).

¢ Fremitus refers to the palpable
vibrations transmitted through the
bronchopulmonary tree to the chest
wall when the patient speaks.

¢ Ask the patient to repeat the words
“NINELY-NINE" OF "GNE-ONE-ONE".
¢ [ fremitus Is neak, ask the patient to

Speaks morerioudiy or In ar deeper:
VOICES



assessment of vocal fremitus

¢ Palpate and
compare
symmetrical areas
of the chest, using
the palms of your
poth hands
Simultaneously.




¢ Vocal fremitus is increased in
consolidation of the pulmonary tissue
(lobar pneumonia, lungs infarction,
pulmonary tumor, tuberculosis, com-
pressive atelectasis).

¢ Vocal fremitus is decreased when the
VOICe IS soft in weak patients.

¢ Causes include separation of the Ilung by
moderate amount of fltid (pleural
effusion) or air (phneumothorax),
eDStrUctiVe atelectasis; and alsoera Very
Fhic):k chest wall (edema, subcutaneous
at).

¢ lactie firemitus; canr be apsent When
Significant amoeunt off fllid or air ake
accumulatediin: ther pletrals Cavitys



assessment of vocal fremitus
Site of arms

Fig. 3.26. Assessment of tactile fremitus.
Anterior view.




Percussion of the Lungs

¢ Two types of
ercussion of the
ungs - comparative
and topographic -are
existed.
Comparative
ercussion of the
ungs
¢ [he task of
comparative
PErcussion IS to
cCompare percussion
sounds over the lungs
0N the oppoesIte paKkts
Of the chest, and alsSo [T
OGN NEIGNBORNG areas
On therene side:




The technigue of comparative percussion.

¢ [he patient should be in a comfortable
posture and relaxed.

¢ The best position is standing or sitting.

¢ Patients with grave diseases should be
percussed in the lying posture.

¢ he room should be warm and protected
irom external noise.

¢ All'areas off the chest are percussed, that
IS, the firont, beth axillary/ regions, and
PaCK.

¢ [he air-containing lungrtissue willsgivera
clear pulmoenary; sotnd (Fesenance) in
PEFCUSSION.



The common cause of percussion Notes
changes include:

¢ decreased airiness of the pulmonary
tissue or full absence of air in a part
of the lung;

¢ Increased airiness of the pulmonary
tissue; pleural accumulation of fluias;

¢ pleurallaccumulation: off air.



¢ In decreased amount of air in the lungs
clear pulmonary sound becomes duller,
that is intermediate. Causes include:

¢ 1. lobar pneumonia initial stage, when
alveoll in addition to air contain also a
smalll amount of fluid,

¢ 2. pheumosclerosis, fibrous-focal
tuberculoesis;

¢ 3. pulmonary edema due to the: lefit
ventricular falltre;

¢ 4. cOmpressive atelectasis (apove fiuid
level)r;



Auscultation of the Lungs

Auscultation of the lungs is
the most importing
examining technigue for
assessing airflow through
the tracheobronchial tree.

Auscultation involves:

I, listening the seunds
generated by breathing —
PDreath seunds: (respiratory.
SOURNAS);

2. lIStERING o any.
adventitiots (added)
sounds.

‘s
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Two types of sound can be heard coming from the lungs:
the main respiratory sounds (breath sounds) and
adventitious (added) sounds

Main respiratory
(breath) sounds:

¢ Vvesicular (alveolar)
pbreath

¢ bronchial
(laryngotracheal)
breath sounds

Adventitious (added)
o falEes
J Chepitation

° pletral frction
souUnAs




The main respiratory sounds
(breath sounds).

Normal breath sounds have been
classified into two categories:

¢ vesicular
¢ bronchial.

\/esicular breath sounds are hearad
nermally; ever most off both Itngs.



Adventitious (added) sounds.

hree types of adventitious sounds can
be heard in breathing pulmonary.
pathology:

¢ rales,
¢ Creplitation,
¢ pleurall friction seund.

Rales are denerated 1nf bronchitand
PDFONCHIGIES.

DrEY: and meist ralesyare distinguished.



Mechanism and site of dry rales
generation

& Dry rales can be
caused by
narrewing of
airfways, or By
Presence of Viscous
sputum in them.

Fig. 3.48. Mechanism and site of dry rales generation.
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Sibilant rales (wheezes) are relatively high pitched,
whistling sounds

Sibilant rales signify obstruction in small bronchi in:
e Dbronchial asthma (total bronchospasm during attack);
e Dbronchitis

Sonorous rales (rhonchi) are relatively low pitched,
SONOring sounds Sonorous rales are generated by vibration
of the viscous secretions or in widespread obstruction of
medium and large bronchus. They may. be also heard in
bronchial asthma, tuberculosis, and bronchocarcinoma.

Mojst rales (clackies) are generated in bronchi and cavities
N the lungsiin the presence of liguid secretions (sputum,
congestive fluid, blood).

Airflow! in liguid-containing bronchil causes formation of ailr
bubbles, wWhich break to prodUce SpeCIfic cracking sound.
Similar seund can be heard

When bubblingl air threughrthe wWater using small tube: Sueh
soundsiare called bubbling 6rF MOoIst rales.



The most common causes of the moist rales include;

¢ acute and chronic
bronchitis

& bronchopneumonic
(consonating
rales);

¢ bronchiectasis (of
various caliber,
OVeEr limited area,
NOR-CORSORating
rales));

‘ p U / m On a r y e d em a Fig. 3.51. Mechanism and site of moist rales generation.
due tortherlert
vVentrictlariaiure




Crepitation

Crepitation is generated in alveoli, when
they contain small amount of liquid
secretion.

During expiration alveoli stick tegether as a
result of fluid presence.

Relatively: constant crepitation can be due
to:

¢ acute lobar pneumonia at the initialfand
fiinal stages

& puUlmoenary: tuberculosis (In small amoeunt
o Inflammatery: fHuidtin alveol:

¢ Iungnpiarcton (Inrsmallfamoetnt o bieed
RS alveoln);

9 congestiverneart randrernrsmallramount
Ol cOngestive fuidinralVeoln);



Pleural friction sound

Pleural friction sound (pleural rub, friction rub) is diagnostic

added sound of pleuritis.

Adventitious sound known as pleural friction sound, generates

as a result of decreased amount of pleural fluid.

Dry. pleuritis due to dehydrotation:

&

® &0

o |ntestinal infections (cholera, dysentery);
e profuse bleeding;
e profuse diarrheas;
o profuse vomiting;

O WHER HBrin deposits onfinfliamed: pletia ter make it suriace

rFOUGH NG
& o Dpleuropnetmonias;
& o rheumatic pleurisy;
¢ o pleural tuberculesis;
¢ o UmMoL;



Signs

Characteristics of added sounds.

Dry rales

Moist rales

Crepitation

Pleural
friction
sound

Relation to the
respiratory
phases

Best heard
during
expiration

Best heard
during
inspiration

Heard at the end
of inspiration

Heard
throughout
respiratory
cycle

Change during
cough

Decrease or
change
character

Decrease
or
disappears

Without changes

Without
changes

Pressure

with the
stethoscope

Breathing
movement with
close nose and
mouth

Without

changes

Absent

Without

changes

Absent

Without

changes

Absent

Increase

Only this sound
is heard




Instrumental and Laboratory Methods

Diagnostic procedures for assessing
the patients with suspected or known
respiratory system disease include

¢ Imagine studies,

¢ technigue for ebtaining biclogical
SPECIMERS,

¢ and method used to characterize the
Unctional changes developing as: a
result of disease.



Imagine studies

Imagine studies used to examine the patients with
disorders of the respiratory system include:

Roentgenoscopy.
Roentgenography: (radiography)
Eluerography.

Computed tomography: (CilF)
Magnetic resonance imagding (MRI)
Scintigraphic imaging
Bronchoedraphy.

PUlmoenany angiograpny.
Ultrasounar examination

® & 6 6 6 6 6 O o



¢ Roentgenoscopy

+ Roentgenography.
(radiography,)

A
o



Technique for obtaining biological

SpPecimens

¢ skin tests for tuberculosis,

¢ scratch or intradermal tests to detect
atopic reactions (prick-test)

¢ appropriate serum complement
fixation tests,

¢ sputum test,
¢ pleural fluid test,

+ bronchial washings test,
¢+ BRONCHOALVEOLAR LAVAGE
¢ THORACENTESIS AND PLEURAL BIOPSY



Method used to characterize the functional
changes

¢ PULMONARY FUNCTION TESTS
(spirografy)

¢ PReumotachymetry

¢ Mleasurement off blood gases



RESPIRATORY
SYSTEV

Maln syndromes




There are such syndromes of the diseases of

respiratory system:

¢ the syndrome of the pulmonary: tissue
consolidation,

¢ the syndrome of increased airiness of the
pulmonary. tissue,

ot

(

ot

Ne syndrome off bronchium obstruction
DFrONChoSpastic syndrome),

1€ syndrome off fluidraccumulation: in

pleurals cavity: (hydrothorax),

¢ the syndrome off allFf accumulationtin
pletral cavity, (pRetmotherax)),

¢ Che syndreme: off the cavity iR the lungs:



Syndrome of the pulmonary tissue
consolidation

¢ [he syndrome of the pulmonary.
tissue consolidation is one of the
most widespread syndromes of the
respiratory system pathology.

¢ It IS based on the significant
decrease or full disappearing off the
pulmoenary: tissue alriness.



Etiology:

¢ - pulmonary tissue infiltration (pneumonia,
tuberculosis);

¢ - thromboembolia of the pulmonary artery.
(TEPA), lung infarction;

¢ - pulmonary edema due to the left ventricular
heart faillure;

¢ - adhesion off the pulmoenary: tissue (Ccompressive
atelectasis) due to the external compression by
alrr or fluid (pReumothorax, hydrothorax);

¢ - adhesion of the pulmonary: tissue (ehstructive
atelectasis) due torthe termination off alrf Entrance
to the ltng tissue below: bronchitm: ohstruction
(tumor, ferelgn bedies, enlardement intratnoracic
IVmMpPhatic NOAES);



Pathogenesis

Depending on the causes there are the
next mechanisms of pulmonary
tissue consolidation:

¢ decreased airiness of the pulmonary.
tissue due to the consolidation and
infiltration of alveolus's walls via
Inflammatory. edema (pReumonia,
tuberculosis) or

¢ due to the interstitial edemar (FEPA,
congestive heart fialtre) via
INCreased



Clinical features

Decreased airiness of the pulmonary: tissue

lead to the impaired lung ventilation,
development of tissue and cellular hypoxia
that clinically: manifested by

¢ dyspnea,
& asphyxia,

¢ cough,

& hemoptysis,

¢ Painiin the chest duking rEspIkation.




¢ Dyspnea — the major complaint in
patients with the syndrome of decreased
airiness of the pulmonary tissue.

¢ Cough - may. be dry or with sputum
discharge, periodic or permanent, from
time to time accompanied with hemoptysis
(pneumonia, tuberculosis).

& Pain iR the chest - the onset off the pain Is
connected with the deep respiration,
coUgnIng or permanently Increased in
oncological patnology:



Objective examination.

& General patient’'s condition may be
satisfactory (prodromal period, the stages
of recovery or remission); may be middle

rave, moderate; grave, extremely grave
?Iobar pneumonia, TEPA, Cancer).

& [he posture of the patients is frequently
forced: orthopnea - in order torreduce
dyspnea Vvia decreased voelume ofi
C|rculat|n blood (lebar preumonia) o
IVIRG on the alfiected side - 1IN order te
relieve the painl via limitation: off the
Rleural layers movement (pReunoniaj,

Vdretherax, pneumothorax, massive lUng
CUMOorK).



ODbjective examination

& Facies pneumonica - one-sided blush on the
same cheek as affected lung is specific for lobar
pneumonia;

¢ facies tuberculous - exhausted, pale face with
blush localized on the cheeks, “burning eyes", dry.
lips, excited countenance, halff open mouth is
SpPEecific for tuberculosis.

& [he color of the sKin is characterized by central
Or diffiise cyanosis due tor the accumulation off the
carbon diexide and reduced restored nemogionin:

¢ [ISpECHion Of the Chest may. reveal -
asymmetricallchest withrone haliFfallstin the
Preathing act (PREUMEG- or hV.drotherax).



ODbjective examination

& Vocal fremitus as usual increased, except
obstructive atelectasis when it isn't detected on
the affected side.

& In comparative percussion. of the lungs
determinates the changes of percussion sound
from Intermediate to dullness:

¢ - dullness (soft, high, short) — consolidation of:
the pulmoenary: tissue (lobar pnetmonia
conselidation stage, lung Infarction).

o [ auscultation: o the ltungs:
¢ -pathologically decreased vesicular breathing
¢ - pathologically: bronchial breathing

$ - OVer the regionsywithrpathoelogically, decreased
Vesiculanr breathing as ustalfisrrevealed
Crepltation:



Additional methods of examination

¢ clinical blood analysis: due to inflammatory
rocess - leukocytosis, neutrophilia, shift of
eukocyte formula to the left, accelerated
Erythrocyte Sedimentation Mule (HSR);

¢ Sputum analysis:

due to Inflammatory: process the character of the
Sputum IS mucous-purulent or mucous-purulent
bloody,

N MICroscopic study: are revealed cellular elements
(columnar;, ciliary, alveolar macrophages, IncCreased
amount off leukocytes and erythrocytes), ibrous
elements; (fbrin fbers)

and Presence off PREUMOCOCCUS, StrEePtOCOCEUS)
StaphYIeCOCCUSH N’ DACLERIOSCOPIC StUdy, Off the
SpUtUm; IRk destructive Frocess arerrevealedilarge
amoeunt eifcelltiar andiibroustelemeEnts) presence of
mycobacteritm tUbeErcUlesISI e atypicalrcells:



Additional methods of examination

& Roentgenoscopy and roentgenography. (X-

ray. examination): consolidation of the
oulmonary: tissue, tumor, the signs of
pronchium obstruction, hydrothorax,
Dheumothorax.

Chapter 1. Respiratory system




consolidation of the pulmonary
tissue - pneumonia

Man. 2. BorH1uesa nHEBMOHIA HIDKHBOT 4acTku npasoi




Pneumonia

Phneumonia is an
illness of the lungs
and respiratory.
system in which the
alveoll (microscopic
air-filled sacs off the
lUng responsible for

Oxygen (O,)

Oxygen unable to

abSOI"blng Oxygen - . reach bloodstream
irem the YR (Ce e KCds

atmesphere) >y |

DEcomE Inflamed
and floeded With

f I F d / Fluid filling air spaces
Uflef Pneumonia
veo
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Syndrome of increased airiness of the
pulmonary tissue

TThe syndrome of
Increased airiness
of the pulmoenary.
tissue Is based on
the protracted
enlargement of
residual air volume
IR Ehe Itng that
climcallysmanifests
PV, EMPHRYSEMA.




Etiology:

¢ - chronic bronchial obstruction;

¢ - decreased of the pulmonary tissue
elasticity;

Usually: of bronchial ebstruction has
diffuse character, lung emphysema IS
most frequently: bilateral process and
aSSessed as complication off CAronic
LRG| diSEaSES.



Clinical features

The main complaints in patients with
Increased airiness of the pulmonary.
tissue are dyspnea and cough.

& Dyspnea- has expiratory or mixed
character and increased during
physical activity.

o Cougn - commonly dry and has
reflex: character, on destructive

PrOCESSES -With purulent sputum
discharge.



Clinical features

Objective examination.
General patient s condition may. be:

¢ sSatisfactory (early slntfe of the disease,
the stage of remission);

¢ middle grave, moderate grave or grave
(progression of bronchiectatic disease,
destructive proecess in the lung, brenchial
asthma attacks).

¢ DUe te the acute or dradual  chrenic
AVpPeXxia may, be ohSeErRVed the deranged
CONSCIOUSRHESS:



Clinical features

o The posture of the patients is frequently
active. May be observed the forced posture in
form of orthopnea (spasm of bronchi, attacks of
bronchial asthma, decreasing the breath surface).

¢ The color of the skin is characterized by central
or diffuse cyanosis due to the accumulation of the
carbon dioxide and reduced restored hemoglobin.

¢ Inspection of the chest may reveal barrel-like
(emphysematous) fiorm off the chest with
protruded supra- and subclavicular fioSSes,
horizontal direction: off the Fbs, Smoeothed and
narreowW InteErCostals SPaCeS, INCrEaSE
aNtErOPOStEROR diameter.

9 May e ehServed tachypRnearwith shallow.
resplration depth:



Clinical features

¢ Palpation of the chest. Elasticity of the
chest is decreased (rigid chest), the chest
s painless. VVocal fremitus is badly
transmitted.

& Percussion or the lungs. In comparative
Eercussion of the lungs generalizea
VPerresonance (bandbox sound) may: be
neard over the hyperinflated lungs of
emphysema.

o AuscUltation of the ungs. In auscultation
Ol the lUngs may: De eSeRVed Patho-
legically, decreased vesicllar breatning
and dry rales;



Additional methods of
examination

¢ Clinical blood analysis: secondary
erythrocytosis; leukocytosis, neutrophilia,
accelerated ESR (during progression of
chronic diseases), eosinophilia (brenchial
asthma).

o Sputum analysis: data depends on the
main disease.

& X-ray. exdmination;: thersigns of INCreased
alFNESS) Off the! pulmonary: tiISsue, oW
diaphragm’s pesition.



Syndrome of bronchium obstruction
(bronchospastic syndrome)

Bronchospastic syndrome - the
grouping of symptoms that
developed due to the impaired air
entrance to the pulmonary tissue
through bronchus and accompanied
Py decreased lung's ventilation,
enlargement of residuall air velume in
them, clinically: manifests: by
INtEnsIVe; colighr and resulted in
emphysema.



+ Etiology:
# - Spasm of the smooth muscles;

¢ - Inflammatory infiltration and edema of
the tracheobronchial tree mucus;

¢ - hon-uniferm swelling off the brenchial
MUCUS due to the inflammation: or VISCouUs
SpUtUm Narrews; the Itmen: off BroncnI;

¢ - defermity’ off the bronchiall tree:
9 - eExplratorysBronchil Collapse;



The main complaints in patients with
bronchium obstruction are dyspnea and
cough.

& Dyspnea commonly has expiratory
character, gradually increased (chronic
obstructive lung diseases) and frequently.
transformed to periods of asthma
(bronchial asthma).

o Cougn isicommoniy: periedic, moist with
difficult sputum; expectoration: that nas
mUcoUS or mucopurtlant character;
tENacious consisteney, wWithrvellow: traces
COIOK.



ODbjective examination.

& [he posture of the patients is frequently forced in
form of orthopnea - sitting postion fixing the
shoulder girdle in order to reduce dyspnea Vvia
assistance of accessory muscles and diaphragm
to take part in respiration.

& [he color of the skin depends on the variant of
obstruction.

¢ e data of Chest Inspection, palpation and
percussion include clinical fieatures off Bronchitm
opstruction complicationss emphysematous form
Off thie Chest With) aCCESSOrY, rESpIratory, MUSCIES
participationtin ther breatning act, decreased
eExcUrsion ofF the chest, badly transmitted vocal
iFEmMItUS and generalized hanabox SOUNGE GVER the
IURGS dURNG PERCUSSIGN:



ODbjective examination.

& Auscultation of the lungs. Auscultative
data are the main specific in patients with
bronchospastic syndrome: they.
characterized by dry: rales over the
patholoegically increased vesicular
preathing.

¢» Moreover, the particularities off the rales
give possipility: terevaluate the cause: of
the OPStrUCtion), the Size and depth Bifthe
aliiected.



Additional methods of examination

¢ Clinical blood analysis: secondary
erythrocytosis; leukocytosis, neutrophilia,
accelereted ESR (during progression of chronic
diseases), eosinophilia (bronchial asthma).

¢ Sputum analysis: the character of the sputum
S MUCOUS or mMUcoe-purulant, tenacious or
tenacious thick consistency. In microscopic study:
are revealed coelumnar, ciliary: epithelium,
leucocytes, alveolar macrophades, eosinephils, fi-
Brin fibers, Charcot-Leyden crystals and large
amount o microorganisms (bacterial flora).

» X-rady. examination: augment and defermity, of
IUNG PICEUrE BVERINCreased N transpakent Itng
tISSUE;



Syndrome of bronchium obstruction
(bronchospastic syndrome)




Asthma is a chronic
disease of the
respiratory. system
I which the airway.
occasionally.
constricts, becomes
Inflamed, and is
lined withr excessive
aMounts off MmuUcUs,
OfFtEn INf FESPONSE; to
ONE OF MOKE
tHgGErs:



http://en.wikipedia.org/wiki/Disease
http://en.wikipedia.org/wiki/Respiratory_system
http://en.wikipedia.org/wiki/Lung
http://en.wikipedia.org/wiki/Mucus

The syndrome of air accumulation
In pleural cavity - Pneumothorax



http://images.google.com.ua/imgres?imgurl=connection.lww.com/products/smeltzer9e/images/figurelarge21-12a.gif&imgrefurl=http://connection.lww.com/products/smeltzer9e/imagebank.asp&hl=uk&h=340&w=573&start=18&prev=/images%3Fq%3Dpneumothorax%26svnum%3D10%26hl%3Duk%26lr%3D%26ie%3DUTF-8%26oe%3DUTF-8%26sa%3DG

The syndrome of fluid accumulation
In pleural cavity (hydrothorax),

EKCyaaTHBHME NAespMTY




Inspection of respiratory system organs from
point of view of dentistry.

A dentist must utilize the knowledge about
internal disease in a few basic directions:

¢ 1. for the prophylaxis of  negative
Influence of internal pathology: to the teeth
and tissue of oral cavity.

¢ 2. fior the prophylaxis of internal diSEases
When the factor of risk off these diSeases Is
pathelegy: of Oral Cavity.

¢ 5. fOr providing; o5 the fiikst aid:



Inspection of respiratory system organs from
point of view of dentistry.

¢ Diseases of the respiratory system, especially
chronic obstructive lung diseases and
bronchial astma with the phenomena respiratory
Insufficiency. accompanied the hypoxia of tissue of
oral cavity, negatively influence on the state of
teeth, tissue and mucous membrane of oral cavity.

¢ At patients off chronic obstructive lung diseases

MErE firfequent developing caries and pathoelogy: of
pParadontitm.

¢ A ChrenICinNiECtion! Off the eralfCavity IS the iaCtor Off
fISk Off development off chronic obstructive lung
diseases and bronchial astma



¢ [herefore during the sanation of oral
cavity dentist hinders development
of these illnesses.




Inspection of respiratory system organs from
point of view of dentistry.

o Patients with chronic obstructive
lung diseases and bronchial
astma permanent accept inhalation
medicine which have influence on the
state mucous membrane off oral
CaVity.

¢ Patients with pneumonia accept
antibIetics, for them development of
Candidoesis (R eral cavity IS pessible:



AcCUte pseudomempraneous
canaiadosis
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Chronic hyperplastic candidosis




Change In the oral cavity at the
diseases of lungs.

¢ White or brown raid on the lateral surface
of tongue.

¢ Due to pneumonia there is folds and
cracks of mucous membrane of inside of
tongue.

¢ Due to chronic obstructive lung
diseases there s a foam raid on firont
third' off tongue.

¢ DUe to emphysemal off lUngs and
rESpPIFatoRy INSUHCIERCY, IS a’ raldr Onrthe
IFONE thiFa el tongUE Off darks Colored:



Pneumonia - there Is folds and cracks of
mucous membrane of inside of tongue.

Man. 4. A= NpHd NHeEsEMOHiIT




Emphysema of lungs and respiratory insufficiency
- a raid on the front third of tongue of dark colored.




