AMMA ME TYXIAKQI\fAJYAQN
OMETPIA KAI ATOKATASTAZH>»

ANATINEY2TIKA
2YMITTQOMATA
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« The symptom of cough, which is responsible for

approximately 30 million clinician visits annually in the
United States

* One of the most common symptoms for which outpatient
care Is sought



* O Bnyxoc xapaktnpiletal amno tn ¢aon ELCTVONC, KOTA TNV
OTtoLOl TO ATOUO ELOTIVEEL 000 To duvato Babutepa, tn
dAoN CUUTILECEWC KATA TNV omola e KAELOTA TN
YAWTTLOO cuprmLE(ETaL O AEPAC OTOUC TIVEUOVEC KL TN
bAon EKTOVWONC KATA TNV OO0l O CUUTILECUEVOC AEPOLC

g&epyeTal e TN peyoAutepn duvatn pon



® RECEPTOP.S
® "COUGH CENTER

GN GLOSSOPHARYNGE AL NERVE
PN PHRENIC NERVE

TN TRIGEMINAL NERVE

VN VAGUS NERVE

?N CORTICAL INPUT




Simplified schematic diagram of the cough reflex

Location of cough Merve Merve Effector
receptors®
CHNS cortical . -
madulation Spinal motar Expiratory muscles,
= Larynx and —— including pelvic
supralaryngeal area l sphincters
« Trachea and bronchi
+ Ear canals and Vagus Cough center Phirenic
eardrums —————= | (madulla, nucleus - Diaphragm

« Pleura, pericardium tractus solitarius)

and diaphragm

+ Esophagus and Vagus Larynx
stomach — - Trachea
Bronchi

* Cough receptors include rapid acting receptors {(RAR), slow acting receptors {SAR),
C fibers, and other cough receptors. Some receptors are mechanosensitive and
others are chemosensitive. Impulses from these receptors are all carried by the vagus

nere,
| UpToDate



 Chemical receptors sensitive to acid, cold, heat

 Mechanical cough receptors can be stimulated by
triggers such as touch or displacement



AITIA BHXA

NAI'I NEYZTIKO AANAA

*  Nowpwéels (papuyyitida, Bpoyyxitda, *  Ynelwkotog
nveupovia) *  Kapdlayyslako

* NeomAdopata *  MEéoo oug

e XAl

*  Yrnobiadppaypotika
—  XoAngopa
*  [Tlveupovikn tvwon —  YroSLoppoyHOTIKO OIOOTNHA

*  Zéva owpata



XNOTEPA AITIA BHXA

O=YZ BHXAZ (<3w) XECRIOE BHXAZ (>6w)

* Acute respiratory tract ) - )
. Juvbdpopa omoBoppLVIKNAG EKKpLonG (aAAepyLkni

infection
pwitida, mapappvokoAmitida)
e AcBua
* Exacerbation of underlying «  Xpovia Bpoyyitia

chronic pulmonary disease < oo BO bR aAVSpOIINN

* AMEA

*  AM\epykn pwitda
o .. *  NeomAdopoata nvelpova



O=YZ BHXAZ- ETTTAHMIOAOIIA

= uvﬂewc autoTreplopI{OUEVOC
B 2Tdvia 1aTpikh tapépupaocn

B 2uoxéTion pe 1oyeveig Aoipwéeig (2-5 popég/y) oTov evilika
%  Aiagpkei AiyoTepo améd 3 epdopddec

B To mo ouxvo cUuTTTwa Tou oxeTileTal e TapofUvaeIC Kal voonAgieg og
aoBeveic e doBua kar XATT

% Aiapopa oTnv euaioBnoia Tou avravakAdoTikoU Tou PAxa avapeoa ota dUo
@UAa (yuvaikeg 16-64 cTwv)

% Enintwon Aoipwéng avwrépou avanveuoTikoU 4nAdcia oc waidia 0-4
ETWV



ZYMTITOMATA TTOY ZYNOAEYOYN TON O=Y BHXA

% AIgoTTUON
¢ AlUomvola
¢ EpmupeTo
% TTovog oTo aThOo¢

% AmwAecia pdpoucg



\ N\ VT KYPIOTEPES KATAZTAZEIS TTOY
- A T EKAHAQNONTATI MONO ME BHXA

‘ TAaola
® Nowwéelc m.x. pupatiwaon
& Ewpopnon {Evou owpatoc
® AMepyla-avapuiaia

@ Awpeoec mveupovomaBeleg



5 au<r’; eéctaon

> PIviTIOA,IyHopiTIOA,0TTIo00PAPUYYIKA EKKPIOH
> WTiTI10a

> akpoaon Bwpaka: Aoipwén KATWTEPOU
avdTVEUOTIKOU



XEIPI>MOI

@ AemTopEpEC 10TOPIKO

AITIA O=EOZ BHXA ME ZYZIOAOIIKH AKTINOIPAZIA
OfIPAKA

—>BpoyyockoOnnon
A * w0Yevig Aoipmen

® a ° opdenon EEVOU COUATOG/TOEIKMV aEPT®V

* Baxtnprokn Aolpumén (o&eia Bpoyx{ttéia)l
Bpoyyookommon



Ocpamela

n O loyevoU¢ aiTioAoyiag ouvhBwg
KaAonOng kai h Bepameia 6x1 Tavra
amapaitTnTth

m ATTAEC OUUPOUAEC

m KevTpIikh KATAOTOAR TOU
avTavakAaoTikoU Tou pnxa odnyei oc
eAATTWON TG OUXVOTNTAC TOU

m Omoeidn 0ev CUCTAVOVTAI



Xpovioc Bnxoc

* Acause is identified in 75 to 90 percent of patients with chronic cough

* Some patients may experience chronic cough of unclear etiology for years, despite extensive
evaluation. The etiology of so-called "chronic idiopathic cough" is unknown; exaggerated cough

reflex sensitivity induced by upper respiratory infection has been suggested



S UVOTTTIKG OL KUPLOTEPEC OLLTLEC TOV BR)xa slva:
1. lypopitida pe omioBopivikn katappon

2. AM\epyia kal acOpua

3. lTaotpoolcodaylkn maAwvdpopnon
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Arici : ,
glotensm-convertmg enzyme inhibitors
Nonasthmatic €0sinophilic bronchitis

Bronchogenic carcinoma
Interstitia| lung disease
Occult pulmonary infection
Occult heart failyre

Occult aspiration

Tracheobronchial foreign body or mass (other than
bronchogenic carcinoma)
Occupational asthma

Nasal polyps

Disorders of the external auditory canals, pharynx, larynx,
diaphragm, pleura pericardium, esophagus, stomach, or
thyroid

Psychogenic

Xpoviog Bnxag

Akers, S, DuBois, J, Ann
m Pratter, MR, Bartter, T, A ot
Adaptetz"grg 1993; 119:977, Poe, RH, Israe{, RH, I«]4' gf.sall’/rclf)vle »
%gg? 18:629, Irwin, RS, Boulet, LP, Cloutier, MM, et 3l

| { /:Iul)m‘
1998; 114(suppl):133S.
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| Cough =3 weeks I

v

v

v

History, physical exam

asthma or GERD

suggest post-nasal drip,

History, physical exam do not strongly
suggest cause or do suggest pulmonary
parenchymal disease

Purulent sputurm OR
Smoker OR
ACE inhibitor

[ Treat accordingly ]

Cough Cough
resolved persists hd

treatment OR
Immunocompromised
host

v

Evaluate and treat
accordingly (eg, chest x ray;
antiblotics; smokin
cessation; stop ACE inhibitor)

Chest radiograph
T

Normal (or old Abnorrmal
unrelated abnormality)

Cough Cough
resolved persists

the radiographic abnormality

[ Evaluate based on the nature of I

[ Treat accordingly l

Cough Cough
persists resolved

Asthma (PFTs)

Non-asthmatic eosinophilic bronchitis (sputum eosinophilia)

GERD (esophageal pH monitor

Sequentially treat (or evaluate) for the most common causes of cough®*:
Upper airway cough syndrome (allergy skin testing, sinus CT)

ing)

v

| Treat accordingiy |
T

v

| €cugh resotveda |

I Cough ‘perslsls I

v

I Consider

postinfectious cough

1
Evaluate for less
common conditions

Sputum tests, HRCT scan, modified

esophagography. bronchoscopy, cardiac studies

I Treat accordingly I

I Cough persists I v
I Cough resolved ]

before considering cough to be psychogenic

Always reconsider adequacy of treatment regimens I




\ AGE XPONIO BHXA...

N
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* Aktwoypadio Owpoaka..

e JuvnOn aitia tov dtadevyouv...

— Ca mvevpova (o0& KOTVIOTEC)
— Z€vo ocwpa (og mada)



AKTINOIPADIA OQPAKOZ




YNOAOQOTI:TIKH TOMOIPA®IA ©QPAKOZ

512x 512




AIATNQ2H

Etopodnon EEvou cwpotoc
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KAINIKH EZETA2H







[XEIPHTIKH YOOAOQOTIIZTIKH TOMOIPAQDIA

KOIAIA2
(mpo €toug)




Complications of cough

Cardiovascular

Arterial hypotension

Loss of consciousness

Rupture of subconjunctival, nasal and anal veins
Dislodgement/malfunctioning of intravascular catheters
Bradyarrhythmias, tachyarrhythmias

Neurologic

Cough syncope
Headache

Cerebral air embolism

CSF rhinorrhea
Acute cervical radiculopathy
Malfunctioning wentriculoatrial shunts
Seizures

Stroke due to vertebral artery dissection

Gastrointestinal

Gastroesophageal reflux events
Hydrothorax in peritoneal dialysis
mMalfuncrion of gastrostomy button
Splenic rupture

Inguinal hernis

Genitourinary

Urinary incontinence
Inversion of bladder through urethra

mMusculoskeletal

From asymptomatic elevations of serum creatine phosphokinase to rupture of rectus abdominis muscles

Rib fractures

Respiratory

Pulmonary interstitial emphysema, with potential risk of pneumatosis intestinalis, pneumomediastinum, pneumoperitoneum,
prneumoretroperitoneum, pneumothorax, subcutaneocus emphysema

Laryngeal trauma

Tracheobronchial trauma (eg, bronchitis, bronchial rupture)
Exacerbation of asthma

Intercostal lung herniation

Miscellaneous

Petechiae and purpura

Disruption of surgical wounds
Constitutional symptoms

Lifestyle changes

Self-consciousness, hoarseness, dizziness
Fear of serious disease

Decrease in quality of life

Reproduced with permission from Inwin, RS, Boulet, LP, Cloutier, MM, et al. Managing a cough as & defense mechanism and as a
symptom. A consensus panel report of the American College of Chest Physicians. Chest 1998, 11<4(supp! 2):133S5.

I pToDate






ANMOXPEMWH

Amnoxpepdn: €ivol TO EKKPLULO TO OTIOLO TIPOEPYETAL A0 TO
TpaxeloBpoyXLIKO SEVTpOo



XPOIA IMTYEAQN

Y&apr — adpwsn: MNEYMONIKO OIAHMA
BAevwwédn — L€won: BPOMNXIKO AZOMA

Mnxta — BAevvwdn: XPONIA BPOTXITIAA
NMNEYMONIEZ

Muwdn: BPOIMXEKTAZIEZ
AMNOzZTHMA, TBC



XPQMA MTYEAQN

s N
o WY
Ca G

* /\EUKO: BPOIXIKO AzOMA-
XPONIA BPOIXITIAA

e Kitpwo: BPOIXIKO AZOMA
ANOIMQ=H
* Pobdoxpoa —adppwdn: MTNEYMONIKO OIAHMA

* Mpaocwwmno: MIKPOBIAKH AOIMQ=H
TBC

* Mpooun aipatoc: AIMONTYZH
*  JKwploxpoa: MNEYMONIA ANO NNEYMONIOKOKKO
Atknv mnktng ppaykootadpulouv: MNEYMONIA AMO KLEBSIELLA
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YAIKO at1rd atroxpepwn e
TTUKVOTNTA vEPOU. MNapduolag
UQnNG ATAV Kal TO TTAEUPITIKO
uypo













Alpomntuon: eival n armofoAn aipatoc pe to BAxa
(> 500ml padikn)









JH acofolj vov axelovlei Ty acrofolij ecipectog e
Kxacrozre acxoAovlet 1 pbion xoa o Bavecrog»
Intmokpatng

42



TA=ZINOMH2H

« Mikpn: Aiyotepa atrd 30 mL
 Métpia: 30-150 mL
 MeyaAn: 150-500 mL
 Madikiy: >500 (600) mL



AITIA AIMOTMNTY2H2

* Nooruara Kapdidg Kal
ayyEiwv
— JTEVWON ULTPOELOOUG
— Aplotepn KapSLaKkn aVEMAPKELD

* Noonpara TTveupovwyv
— Nolpwieig
* [lveupovia
* [Mveupoviké améoTnua

. dupariwon — Avebpuoua aoptig (pngn)
« BpoyxekTaaoieg * Alpoppayikn 61a6gon
+ KuoTikn ivwon — AvTITTNKTIKA) BgpaTreia
* MuknTidoeig — Aeuxaiyia
* [NlopaoiTwaoelg — OpopBotevia
— NeomAdopuara — Aigoppo@iAieg

— Xpovia Bpoyximda « Noonuarta koAAayévou

Mveupovikn epBoAn — SLE

— 13101TTa®NAG TTVEUMOVIKN
aigooIdpWOoNn

— Goodpasture
— Wegener

* laTpoyevn aitia



AIATNQ2TIKH MPO2EITIZH

ALAKPLON ALUOTITUONG KOL OULLATEMEDNG

AIMOIITYZH

Mponyeital BAxag

To aipa TTepIEXEl aEpa (aPPWOEC)
MPOCoUIEN YE BPOYXIKES EKKPIOEIC
2uvnNOw¢ wnpd epubpd xpwua
AAKaAIKN avTidpaon

loTopikd véoou Tou
QVATTIVEUOTIKOU

Makpo@adya pe aigooidnpivn
(MIKPOOKOTTIKA €€£TAON)

AIMATEMEZH

« [lponyeital vauTia Kal EUETOG

* To aipa dev TTEPIEXEI aEPQ

* T[lpoouIgn pe yaoTpiko
TTEPIEXOMEVO

*  2UvABwG OKOUPO KOKKIVO | KapE

«  0Og&vn avridpaon
* loTopIKO OUOTIETTITIKWYV
EVOXANUATWYV



loTOpLKO

lpérmrel va SIEUKPIVIOTOUV:

. H didpkeia Tou €1mE1000i0U, N TTOCOTNTA KAl N XPOIA TOU AiuaTog
. Ta CUPTTTWOTA TTOU TTPONYRONKAV TNS AINOTITUCNG.

. H UtTapgn Tponyouhevwy ETTEICOdIWY AIJOTITUCNG KAl O TPOTTOG
QVTIMETWTTIONG TOUG

. To 10TOPIKG VOONUATWY TOU AVATTVEUCTIKOU Kal TOU KapdIAyYEIAKOU )
OUCTNUATIKWY VOONUATWY Kal TTP0dIaBECIKWY TTAPAyOVTWYV YIa TTVEUUOVIKN

EMBOAN
. H mlavA Aqyn avTITTAKTIKWY 1 avTIAIMOTTETAAIAKWY QaPUAKWYV
. O1 KaTTvIOTIKEG OUVNBEIEG TOU 0BEVOUG KAl

. H mlavn ékBeon o€ eTTayyEAPATIKOUS TTAPAYOVTEG



EkTignon aipémruong

* History and physical examination

* Initial important study for evaluating the patient with
hemoptysis is the chest radiograph

* Oxygenation is assessed with pulse oximetry or arterial
blood gas analysis.



PEOYQoTNPLOKOG EAEYXOG

Ueful laboratory studies include measurement of:
hematocrit

urinalysis and renal function

coagulation profile

collection of sputum for cytologic microbiologic
studies



* Acovikn) topoypagio Oowpakoc. Extipnon tov Bpoyyoyevodv KopKIvoLAT®Y,

BpoyylekTaci®v, Kot Le CKIOYPapLKO Y1l VEVPVGLLATA KOl OPTNPLOPAEPDOELC
EMIKOIWVOVIEC.

*Bpoyyookdénnon: avadeién g PAAPNG Bepamneia.

* Ayyeroypapio fondd va avaderyBel 1] avatopio Tov Bpoyyik®y aptnpidv 1
TNG MVELUOVIKNG KVKAOPOopiag. Mmopel Katd tn dtapkeld g vo

TPOYWPTCOVUE GE EUPOMGCUO TOV ALUOPPOYOVVTOG Oy YELOV.



Bpoyxookomnon

Flexible bronchoscopy is often considered in patients with hemoptysis and a normal or
nonlocalizing chest radiograph to rule out endobronchial malignancy that is radiographically
silent.

The likelihood of finding a tumor by flexible bronchoscopy is generally less than 5 percent.

Risk factors predicting those individuals most likely to have tumor found on bronchoscopy
include:

Male sex

Older age, greater than 50 years in one study, greater than 40 years in another
Smoking history greater than 40 pack years

Duration of hemoptysis greater than one week



' M\Bpoyyxookornnon evavtt HRCT

Flexible bronchoscopy and HRCT are complementary studies,
each with specific advantages in certain clinical situations

In one study of 91 patients with hemoptysis, HRCT
demonstrated all tumors seen by bronchoscopy as well as
several which were beyond bronchoscopic range.

HRCT could not detect bronchitis or subtle mucosal
abnormalities which could be seen by bronchoscopy.



AOOEVNC HE AQIHOPUPTA NTUEAA ANO £TOUG




A=ONIKH TOMOI'PA®IA OQPAKOZ




BPOIXO2KOMNH2H

@OX, TPAXEIA, KYPIA TPOMIAA: kd

APIZTEPO BPOIXIKO AENTPO: k¢

AE=Z10 BPOIXIKO AENTPO:

E€wdutkn pala otnv €icodo tou katw Aofaiov
Bpdyxou




BIOWIA BPOI'XOY

MIKPOKYTTAPIKO KAPKINOMA NMNEYMONA




AY2NOIA

Oplouoc:

TO UTTOKELLLEVLKO ailoBnua SuokoAlog otnv avarmvon
e "eNewpn agpa”, "Bapog oto otnBog", "dovokwua"

e Elval pa kataotoon Omou "ol avarmveuoTLKoL pnxaviopol
dev umopouv va Aeltoupynoouv Pe eUKoAla oto Pabuo
nov ataltouv oL dlepyaoieg Tou ocwpatoc"



e ‘S 8§

Qualities of dyspnea and associated disease

states
Descriptor S Dph?s'.ﬂlﬂg e Disease state
mechanism
Chest Bronchochonstriction, Asthma

tightness or
constriction

Increased
work or effort
of breathing

Air hunger,
neaed to
breathe, urge
to breathe

Rapid, shallow
breathing

Suffocating,
smothering

Heawy
breathing,
breathing
maore

intersttial edema

Airways obstruction,
neuromuscular dissease,
reduced chest wall or
pulmonary compliance

Increased drive to
breathe

Reduced chest wall or
pulmonary compliance

Alveolar edema

Inadeguate oxyagen
delivery to the muscles

My ocardial
ischemia

COPD, moderate
to severe
asthma,
myopathy,
pulmonary
fibrosis

HF, pulmonary
embolism,
moderate to
severe asthma or
COPD

Interstitial
fibrosis

Pulmonary edema

Dreconditioning

I L/pTolate




H2H AY2IINOIA2

* AITIONOIA

* BAPYTHTA
— AvamnveuoTtika altia — Xtnv npoomnabesla
— Kapdlayyelaka aitia — e npeuia
— MetafoAka aitia e ENAP=H
— Wuxoyevn aita —  Ofela
— Xpovia
 KAINIKH EKOPAZH
— Mapofuouikn

— JuveXng



AY2NOIA

e AUoTvola oTnV TPooTabsLa
e AUoTvola OTNV NPEUL
— OpbBonvola

KA (aAAd kal mapeon nuiSladpayudtwy)

— Mapo&uoulkn vuytepvny duomvola

KA ("kapdlako acOua" ala kot Bpoyxko acBbuay)

— MAatumvola



TAZINOMHZH AYZIINOIAZ

KAIMAKA mMRC

210010 | AUOoTTVOIQ

0 Abcmvolo HOVO 6TV £VTovn AGKN o

1 Avbomvola ot ypryopn Padion ce eninedo £0apog 1 dtov
avePaivel og LKpr| avneopo,

2 Baodilet mo apyd amd cuvounAkoug o€ eninedo £60.pog
eEautiog g dVoTVOL0G 1 OTAUATA AOY® dVGTVOLG OTOV
Baoiletl pe to ko Tov Prua oe emimedo £30POG

3 Yropatdel Aoyw dvomvolag otav mepratnoel tepimov 100
LETPOL 1 LETA oo AMyo AemTd o€ emimedo £0POG

4 AYomvola 6Tic KaOnuepvég OpacTnPLOTNTES EVTOS GMITION
(vtoolo, OGO KOPOOVIMVY K.AT.)

Modified Medical Research Council, UK






Acutedyspnea

Breathingidiscomfortiansingioverthe courserofiminutesitornours

v

Causes of acute dyspnea

Cardiovascular system

Acute myocardial ischemia
Heart failure

Cardiac tamponade

Respiratory system

Bronchospasm
Pulmonary embolism
Pneumothorax

Pulmonary infection - bronchitis, pneumonia

Upper airway obstruction - aspiration, anaphylaxis

ETUDHJE




ETABOAIKA AITIA AY2TTNOIA2

*  Avaiuia
— Avornvola otnv mpoonaBela

 O¢Ewon
— Zakxopwdnc dtaBAtng (dtafntikn keToéEwaon)
— Nedpkn avenapkela




Ektinon Avormnvolog

* Pulmonary function studies

* Imaging techniques

* Cardiac evaluation

* Esophageal examination or PH monitoring
e Otolaryngologic assessment

e Sleep studies

* Laboratory tests

e Psychologic assessment



OwpakaAylo

e gkONAwon nobnoewv Tou BwPAKLKOU
ToLYWMOTOC (LUIKO Tolxwua, TTAEVPEC,
oTtovOUALKN O0TNAN),TWV TIVEUUOVWY, TNC
KaPOLAC KoL TWV LEYAAWV OYYELWY, TOU
olocoPpAyou KATT.

 Mmopel va elvall avtovoKAQOTIKOC OO
noOnNoeLc TNC KOLALAC.



OwpakaAylo

e MAgvpoduvia
— TTAEUPLTLKOC TTOVOC

— 0&UC oadwC EVTOTILOUEVOC, ETILOEWVWVETOL UE
TOV Brxa Kol KOTA TV €0TIVON, Kol ortoANyEL
O€ TIEPLOPLOMO TNC ELOTIVONC (N €loTtvon
SlokomrTeTOL AOYyW TIOVOU)



Cardiac
Coronary artery disease

\ Vascular
\) = Dissection of the aorta

. -

* Aortic valvular disease 'rit =% &+ Neural

* Pulmonary hypertension " ) * Herpes zoster

* Mitral valve prolapse = \ \ {‘; Musculoskeletal

* Pericarditis . JE . * Costochondritis

» Idiopathic hypertrophic/ / « Arthritis
subaortic stenosis // i » Muscular spasm

. Pu|rt;1<:!13ry Gastrointestinal

) gm olism » Ulcer disease

g Plneu'r?oma * Bowel disease

euritis = Hiatal hernia

* Pneumothorax » Pancreatitis

Emotional » Cholecystitis

* Anxiety

* Depression

69



Emergency department approach to chest pain

Assess vital signs
Cardiac monitor, IV access, O2
Focused history and physical examn
I

Stable patient Unstable patient
weith chest pain

 Stabilize ainway, breathing and circulation
® Treat arrhythmias according to ACLS protocols

Obtain 12 lead ECG and CXR

wenous ultrascnography)

jdminister ASA (If patient » Check for presence of life-threatening
s 1= r @ortic dissection) chest pain diagnosis: AMI. Massive PE. Tension
preumothorax, Pericardial tamponade
L STEMI-Rewa larizatic
" . " — sculariz n
ECG dimgnostic | Yes ECG diagnostic :l;uﬂ[_)lgge'stlve of ACS ——-| L UL o ity
or suggestive Patient low risk for acrtic dissection
of ACS
Mo Py " = o MNSTEMI-Anticoagulation and
—— sho reatment based . o
full s o e i appropriate ACS medications
and size of Cardiclogy consultation
CXR shows widened preumothorax
mediastinum
ar a";':fnk""h Emergent thoracic
History/physical exam surgesry consultation
- | - suggestive of | o | Bloed pressure contral
aortic dissection + Confirmatory
Yes = Swudden onset sharp or imaging (CT, MRI,
tearing pain, sewvere echocardicgraphy )
at onset
= Pulse or blood
pressure discrepancy LOW pretest probability
Obtain D-dimer
CHR shows infiltrate Imaging IF D-dimer positive
or evidence of HF Appropriate
- History and exam ™| management HIGH pretest probability
consistent with CXR .
Confirmatory besting (CT. W/Q.

Use scoring system to |
assess pretest probability
for pulmonary embolism |

Anticoagulation therapy

-

Anticoagulation and
appropriate ACS medications

Obtain cardiac markers
Risk stratify for ACS

w [——-—

Cardiac markers Confirmed alternate| Yes, | Treat alternate
negative diagnosis diagnosis
OR H Cutpatient
Age <40 yrs and evaluation
loww cardiac risk

Admit telemetry
for rule out
myocardial
infarction

History, exam, and ECG diagnostic Bedoide ultracound .
- or suggestive of pericarditis -
or pericardial tamponade Appropriate treatment

Further testing
bassad upon
patient risk

ACS: acute coronary syndrome; ASA: aspiring CXR: chest x-ray; ECG: electrocardiogram; HF: heart
failure; PCI: percutansous caoronary intervention.

Copyrights apply



H puaikn e€£Taon amoTeAei Th ouvéxeld TAC ARYNG Tou 10TopIKoU.

E¢eTdleTal mpwTa To avu




e 2 XAUad Kal d1aoTdoelc Owpaka -

°  YEVIKO OXAHa Tou Bwpaka Kai TUXov dUCHOPYiEg A~
(ouyyeveic SuoTAADieC, UTIOKEiEVA VooRuATA) @

AUEnon Tnc TAdyiag Kai TTpoaBomicOiac diapéTpou (L =
Tapathpeital otov moeidh OWwpaka Tou oUVABWG 4 ) ks

i X
uttodnAwvel coPpaph aTToPPAKTIKA VOGO TWV KaTwTe&uV

acpaywywyv (m.x. XATT, KuoTIkh ivwan) ,

eeeeeeeeeee




Emoxkomnon

e 2 XAUad Kal d1aoTdoelc Owpaka

« AuomAacia Tou oTépvou pTropEi va eKGNAWVET
eppuBion (okawoeldng N Bwpakag urodnuaTo
pectus excavatum) i mpoegoxn (TpomidoeIdNg
pectus carinatum).

* Mmopcei emiong va amoteAolv ekdnAwon PAap

ouvdeTIKoU 10ToU (T1.X. oUvdpopo Marfan) i
paxiTidac (Tpomdocidhg Bwpakag). i



2 XAua Kai d1aoTdoeic Owpaka

AvoTmtAacia Tou oTépvou pTopEi va eKANAWVETA! HE
eppuUBion (okawoeldng n Bwpakag uTTodNUATOTTOIW
pectus excavatum) i mpoe§oxn (Tpomidogidng Ou
pectus carinatum).
* Mmopei emiong va amoteAoUv ekdnAwon BAAP ‘ TOU »ﬁ |
ouvdeTIKOU 10ToU (T1.X. oUvdpopo Marfan) h anueio

paxiTidac (Tpomdocidhg Bwpakag).



2 XAua Kai d1aoTdoeic Owpaka

AvottAacia Tng omovAUAIKAC 0TAANG
ekOnAwveTal ge okoAiwaon (TAdyia
Tapapopewan), kupwan (UtepPoAikA avdmTuén
BwpakikoU kKupTWpaTog), Aopdwaon (UTtepPoAIKA
avamTuén oopuUikoU KUPTWHATOC).
KupookoAiwon = copapd mpopAnuarta
aeplopoU Kal eTTakdAouBn avamveuoTIKA

avemdpkela Tumou IT

Normal

Signs of scoliosis

Lordosis

Uneven
shoulders

Curve in spine

Uneven hips

FADANM



AVATIVEUOTIKEC KIVACEIC

ouxvoTtnta (apiBudéc avamvowv)
To PdBo¢
0 pUBUOC TwWV avamvowv

N AvamveuaTIKA TIpooTtdOeia

H dwpkela the HéTpnong mpémet va elvat
TOUAOXOTOV €va AETTTO
2uvnbwc¢ mapatnpouvtal ol KIVAIES THE KOWLAC.

Taxumvola 2auvénaon tng ouxvotnTac tne
avaTmvong




Emokomnon

AVATIVEUOTIKEC KIVACEIC

ouxvoTtnta (apiBudéc avamvowv)
To PdBo¢
0 pUBUOC TwWV avamvowv

N AvamveuaTIKA TIpooTtdOeia



AVATIVEUOTIKEC KIVACEIC

ouxvoTtnta (apiBudéc avamvowv)
To PdBo¢
0 pUBUOC TwWV avamvowv

N AvamveuaTIKA TIpooTtdOeia

« [Teplodkn avamvon
« Amvou (215 sec)




AVATIVEUOTIKEC KIVACEIC

ouxvoTtnta (apiBudéc avamvowv)

To PdBo¢
0 pUBUOC TwWV avamvowv

N AvamveuaTIKA TIpooTtdOeia

gvapén >awpvidla i TPoodeUTIKA.

avhouxla, dyxog, wxpdtnta

Taxumvola, taxukapdia

EL00AKES uTTEPKAEWDIwY POBpwv, pedomAsuplwv

mapadoén avamvon,.

TAPATAPNAN GXETIKA E TNV TTPOTWOTEPH Béan (KaBuwath
Umta), auwmdpxovta auptyud, Phxa, avtamékpon ata
PooyxodlaoTaATIKd.




« Kudvwan

Kuavil N KuavépuBpn Xpold Tou dEPHATOC KAl
Twv PAevvoyovwy TToU oQEiAeTAl OTNV Ttdpouaia
avénuévng moodTNTAC UN-o§UyovwiEVNg
digoo@aipivng ata Tpixo€idh ayyeia
Emnpedletar amd didpopoug mapdyovTeg,
OTTw¢ o TUTTOC KAl h £€vTadoh Tou YWTOG, O
XPWHATIONAC Tou déppartog Kal h Ocppokpacia

Tou TrepiPpdaAAovTog.

00

KEVTPWKA Kuavwon: Aopd auTiwy, XeiAn,
PAevvoyovo oTOUATOC KAl YAwaaod.
EvdeiEn urofaipiac

PERIPHERAL CENTRAL

CYANOSIS CYANOSIS ' o

MAY BE NEVER
NORMAL NORMAL

TEPUPEPIKN N aKpoKuavwoan: oTa KpUd

akpd, Xwpic va umodnAwvel
UTTOXPEWTIKA urrofaipia.




Central cyanosis — Central cyanosis is evident when
systemic arterial concentration of deoxygenated
hemoglobin (Hb) in the blood exceeds 5 gm/dL (3.1
mmol/L) (oxygen saturation <85 percent).

Cyanosis cannot be detected by observation in patients
with severe anemia (Hb <5 gm/dL (3.1 mmol/L)).



http://www.uptodate.com/online/content/topic.do?topicKey=drug_l_z/59794&source=see_link

Peripheral cyanosis — Patients with peripheral cyanosis have a normal systemic arterial
oxygen saturation.

However, increased oxygen extraction results in a wide systemic arteriovenous oxygen difference
and increased deoxygenated blood on the venous side of the capillary beds.

The increased extraction of oxygen results from sluggish movement of blood through the capillary
circulation.

Causes include vasomotor instability, vasoconstriction caused by exposure to cold, venous
obstruction, elevated venous pressure, polycythemia, and low cardiac output.



http://www.uptodate.com/online/content/topic.do?topicKey=drug_l_z/59794&source=see_link

« Kudvwan

Kuavil N KuavépuBpn Xpold Tou dEPHATOC KAl
Twv PAevvoyovwy TToU oQEiAeTAl OTNV Ttdpouaia
avénuévng moodTNTAC UN-o§UyovwiEVNg
digoo@aipivng ata Tpixo€idh ayyeia
Emnpedletar amd didpopoug mapdyovTeg,
OTTw¢ o TUTTOC KAl h £€vTadoh Tou YWTOG, O
XPWHATIONAC Tou déppartog Kal h Ocppokpacia

Tou TrepiPpdaAAovTog.

NINAKAZXZ 3. Atagpoplkh Sidayvwon Kudavwong/urmofalpuiag

Mewwpévn se1cédovu agpa

Tuyyevnig SlapapTia

AnToppagn aspaywyuwv

FUMITIECN TIVEUOVWWY

AVATOMIKEG / AEITOUPYIKEG avwHaAieg BwpakikoU KAwBou

NAuaTapaynr avrallayrg aspiwv

ATTO@Padn MEPLPELIKWV AEPAYWYWV

Suvdpouo ofsiag avanvevuoTIKng Suoxépelag (ARDS)
Eiopogpnon

ATelekTaocia

AlAUECSH TIVEUHOVOTTABELA / TIVEVUHOVIKH (Vwon
Mveupoviko oidnua

ISomaBric MVEVHOVIKE alpoocIShpwon / cuvSpopo Heiner
Mveuvpovikr epfoin

Kapdiayysiakég avwppalisg

KuavwTikEég ouyyeveic kapSlomdaBelsg

SUMPOPNTIKN Kapdlakr averndapkela (KkapdSloyevrg karta-
mAN&ia)

Aefld KApSIAKR AVETApKELIA / TIVEUMOVIKI UTTEptacn /
TTPWTOTTABNG TIVEVUHOVIKH UTIEPTAON VEOYVWWV
NMeploploTiky TTeplkapdSiTISa / puokapditida / evSokapsi-
akn woshdaoTtwon / PUEwpa KOATTOU

AveEmapKnig ofuyovwaon 1oTwvVv

MoAvkuTTapdipia / ERBPUIKH dlpocpalpivn
MeBaipoogpaipivailpia

KatamAn&ia

EpeBiondég / kKatacoTtoArl KNXZ

Zrmacpoi

Mnwviyvyitida / eyke@paAitida

EyKe@AAIKO oidnpa

Alpoppavyia

Dappaka / to§iveg

MeEpupEpiIkK KUAvVWoNn

AvyyvelocVoTiacn

MelwWHEVN AdlHAaTwon

Xpwpa Séppartocg

Kuaveég XpwoTIKES

AEPPATIKESG BAAREC KLAVHG ATTOXPWONS

Dappaka

AANAEG arTieg

Kpdatnua avarnvong

KAdpa

YrroyAukalpia

Owkoyevrc SucauvuTtovouia




TTAnkTPp0daKTUAIQ

TIAXUVON TOU OUVOETIKOU 10TOU TWV

oOVUX09OpwV paAdyywyv Twv 0akTUAWYV, WaTe va

potdlel pe mANKTPO TUHTAVOU.

au€non The uttovuxiac ywviac oe >180°,

pualoAoyika eivai <180

TTapouadia TVEUHOVIKAC vooou (ouvABw¢
PpoyXekTaoIWV), kapdioTdOeiag ~OUYYEVaMG;

evookapdiTidag, NTTaTikAG vooou A

YaoTpEVTEPOTIAOEIAC

E

Normal angle
of nail bed

ed angle
of nail be:

Clubbed fin

MINAKAL 4. Aitia mAnktpodaktuliag

Xpovia Aoipwén mveupovwy e
KuoTikn ivwan

Bpoyyektaoieg

Mpwtonabr¢ duckivnoia KpooowvY

MVELHOVIKO amdoTNa 1) EPIUNA

Mvevpovikda voorjpata pe Xpovia vmo§aipia
Miapeon mveupovondBela

MveupoviKn ivwon

Bpoyxomveupoviki duomacia

YOvdpopa unoaspiopon (ouyyevr), LAAY)
MveupoviKA unéptaon

KakonBei¢ veomlaopartikég digpyacieg mvevpovwy

Kapbiaka voonpara
Yuyyeveic kapblomabeleg
Baktnplakn evbokapditida

Noonpata mentikov
Hmotikd voorpata
Xpovia gAeypovidng vooog TOU EVIEPOU

Oupeotofikwon
Owkoyevi¢ (kahorOng)

| *gUvOpopo AMOPPAKTIKWY ATVOIKV-UTTOTIVOIIY KATA Tov UMVo



