بسم الله الرحمن الرحيم

اللهم علمنا ما ينفعنا وانفعنا بما علمتنا وزدنا علما

اللهم إجعل هذا العلم شاهداً لنا لا علينا يوم نلقاكـ

إنك سميعٌ مجيب

أخواني أقدم لكم هذا الجهد المتواضع راجياً من الله

أن يكون قد اتسم بالتسهيل والوضوح

وهو عبارة عن تلخيص لـ(clinical note)

لمادة التشريح الظاهري(anatomy)

نصيحة في هذا الجزء

أخي الطالب غلِب جانب الفهم في هذا الجزء

لتتغلب على صعوبات الأسئلة

هذا والله أعلى وأعلم وصلى الله على نبينا محمد

يسرني تقبل ملاحظاتكم واستفساراتكم وتصويتكم حول هذا الموضوع

على المنتدىwww.ksums.com
قسم سنه أولى

في موضوع  clinical noteبين الواقع والمأمول

مع أطيب أمنياتي لكم بدوام التوفيق والنجاح
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(العقبة بدايتها جبل ونهايتها صخره)

لا تنسونا نحن والمسلمين من صالح دعائكم

PLEURAL REFLECTION (P.74)

· Structures that lie beneath the stethoscope:-

1. the cervical dome (قبة) of pleura .

2. apex of the lungs .

*apex of the lungs :-

· extand up to the neck.

· Highest point lie about 1inch(2.5cm) above clavicle.(fig.2-6, fig.2-13, fig.2-23)
· May be vulnerable (معرضه) to wounds in root of neck.

· Lower limit of the pleural seen from the back.

· May be damaged during nephroectomy .

………..

POSITION & ENLAREMENT OF THE HEART (P.75)

· In normal case, the physician cannot determine where the apex beat .

· When, the heart is enlarged the apex beat can often be seen and felt.
· The position margins of the heart can be determined by percussion(القرع "الطرق").

………

Pleural effusion(p.89)

(from slides' Dr.Vohra) 
· Accumulation of pleural fluid.

……….

Pleurisy/pleuritis(p.89)

(from slides' Dr.Vohra) 
· Inflammation of the pleura . 

· Pleural rub can be heard with the stethoscope . 

· Pleural adhesions which is binding of visceral & parietal pleura . 

Pneumothorax(p.89)

(from slides' Dr.Vohra) 
· air in the pleural cavity. 

· Hydro, hemopneumothorax, pyopneumothorax (empyema).
…………….
INHALED FOREIGN BODIES(P.93)

· Most of foreign bodies tend to enter the right lung .

· Because the right bronchus is the wider and more direct  continuation of the trachea . ( fig. 3-14)
…………
SEGMENTAL RESECTION OF THE LUNG (P.107)

· If we found chronic lesion such as tuberculosis(السل) or a benign(حميد) neoplasm(ورم) & they are restrict(منحصر) to a bronchopulmonary segment it is possible to remove it .

· Radiologist & thoracic surgeon need to sound knowledge of bronchopulmonary & cooperate to localize the lesion .

……….

POSTURAL DRAING (P.107)
· Stagnation (جمود) of excessive accumulation of bronchial secretions is often quickly followed by infection .
· A Physiotherapist (المعالج الطبيعي) alters the position of the patient to aid normal drainage by gravity . 

Pericarditis (p.109)

Cardiac temponade ( compression of the heart ) may be caused by:

[image: image2.emf]1. Pericarditis which leads to accumulation of fluids in the pericardial cavity       Compression of the heart.

 2. Penetration of any forign body to the champers       Blood accumulation in the pericardial cavity      Compression of the heart.

The cardiac temponade may further cause restriction of refilling of the heart champers specially the thin-walled atria.

Pericardial friction rub is caused by accumulation of exudatesمواد مفرزة )  (  which will consequently cause roughning in the serous layer of the pericardium.

Paracentisis ( aspiration of  fluid form the pericardial cavity by introducing a needle to the left of the xiphoid process exactly on the cardiac notch) is done to remove excessive fluid accumulation.

Coronary Artery Disease (p.120)

The blood supply of the myocardium comes form both Lt. and Rt. Coronary arteries.

They make several anastomoses with each other but they are not enough because they anastomose thru functional end arteries ( This means that even they anastomose, if one is blocked the other can never carry out the work alone and the supplied tissue will suffer from necrosis and  die consequently). 
Most common blocks are caused by acute thrombosis in narrow atherosclerotic artery.

Arteriosclerotic disease may present in 3 ways according to the rate of narrowing of the artery,

1. Gradual narrowing in a long term          degeneration of the myocardium.

2. Greatly narrowed arteries ,leading to ischemia,which is caused by exertion and completely relieved after rest.

It may cause cardiac pain called Angina pectoris.

3. Sudden narrowing caused by myocardial infarction which leads to necrosis in the myocardium.
For further info. , please refer to table3-1 at p.120

Cardiac pain (p. 121)

Usually results from myocardial ischemia which is caused by 

    O2 or accumulation of metabolites.

This stimulates sensory nerves in the myocardium causing the pain
This sensory fibers go to,

1. CNS thru central branches of sympathetic trunk.

2. Spinal cord thru the posterior root of the upper 4 thoracic nerves.

The pain is felt in skin areas that are supplied by nerves that correspond to the previous portions of the thoracic nerves.

T2, the intercostobrachial nerve, is connected to the medial cutaneous nerve of the arm causing the pain to be felt in the medial sides of the arm as well. Besides, due to nerve spread the pain may be felt at the jaw and neck.  

The myocardial infarction may affect also the inferior wall of the heart             discomfort in the epigastrium.

This pain may be felt in the skin over the epigastrium because the dermatomes that supply it communicate with the spinal nerves and cause the referred pains to be distributed over the skin.

Therefor, the myocardial infarction may be confused with the epigastritis.

Ascultation of the heart valves( p.122)

Heart sounds are casued by contraction of ventricles and closure of valves.

Areas of auscultation,

1. Tricusped at the Rt. Half of lower end of sternum.

2. mitral at the level of 5th Lt. intercostals space 3.5 inches from the midline.

3. Pulmonary at medial end of the 2nd Rt. Intercostals space.
4. Aortic over medial end of the 2nd Rt. Intercostals space.

(…..honored again in revising and sharing Abdullah writing this new

 Episode, I can confidently say that it will be much more informative  

than the previous one because of many reasons. First, it was written 

in a concise manner which will make the revision and studying much 

easier. Besides, if we analyze the last CAT, we will all agree in that the 

questions about the clinical notes were greatly superficial and no ambiguity
 were in those questions so there is no any need for deep details. Second, 
in this edition some of the clinical notes were brought from the Doctors 
slides which will make the students at the safe side while studying 
because, by experience, any doctor is more likely to bring questions from 
his own slides rather than referring to the book….I wish you all the best ).

Aws AlMufleh
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