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Axial picture of a new born with

cephalohematoma in the left parietal area of the
head.

Baby born with this
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Surgery station :
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Grades of hemorrhoids

Treatment options
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A female patient was sitting,command
was to examine the hand of the patient

and report positive findings and give
differential diagnosis 1150 AM
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Hand examination and presentation with

differential diagnosis and investigations
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2 days infant presented to opd for routine

neonatal checkup take history from his
attendant. -40 PM L/
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Patient has Ca rectum!!! Counsel him for

APR and permanent colostomy!!!!
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Xray abdomen : intestinal perforation
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Intestinal Obstructions
Definition: A blockage in the small or large intestine that prevents the normal passage of digestive contents.
Causes:

Mechanical Obstruction:

Adhesions: Scar tissue that forms after abdominal surgery, causing loops of intestine to stick together.
Hernias: Protrusion of an organ or tissue through a weak spot in the abdominal wall.

Volvulus: Twisting of the intestine around itself.

Intussusception: Telescoping of one part of the intestine into another (more common in children).
Tumors: Growths that block the intestinal lumen.

Foreign bodies: Swallowed objects that become lodged in the intestine.

Diverticulitis: Inflammation of pouches (diverticula) in the colon.

Inflammatory bowel disease (Crohn's disease): Inflammation that causes narrowing of the intestinal lumen.
Functional (Paralytic lleus):

Post-surgical: Temporary paralysis of the intestines after abdominal surgery.

Medications: Certain drugs can slow down intestinal motility.

Electrolyte imbalances: Disturbances in potassium or other electrolytes.

Infections: Sepsis or other severe infections.

Neurological disorders: Conditions that affect the nerves controlling intestinal motility.

Treatment:

Non-Surgical:

Nasogastric (NG) tube: To decompress the stomach and intestines.

IV fluids: To correct dehydration and electrolyte imbalances.

Pain management: To relieve discomfort.

Treatment of underlying cause: Addressing infections or electrolyte imbalances.

Surgical:

Laparotomy or laparoscopy: To remove the obstruction (adhesions, tumors, volvulus, etc.).

Bowel resection: Removal of a damaged or obstructed section of the intestine.

Stoma creation: In some cases, a temporary or permanent opening (stoma) is created to divert stool.
Complications:

Dehydration and electrolyte imbalances.

Ischemia and necrosis: Lack of blood flow to the obstructed bowel, leading to tissue death.
Perforation: Rupture of the intestinal wall, causing peritonitis (infection of the abdominal cavity).
Sepsis: A life-threatening systemic infection.

Short bowel syndrome: If a large portion of the intestine is removed.

Death.

Megacolon

Definition: Abnormal dilation of the colon.
Causes:

Congenital (Hirschsprung's Disease): Absence of nerve cells in the colon, preventing normal peristalsis (muscle
contractions).

Acquired:

Chronic constipation: Long-term difficulty passing stool.

Chagas disease: Infection caused by the parasite Trypanosoma cruzi.

Inflammatory bowel disease (ulcerative colitis).

Neurological disorders.

Certain medications.

Volvulus: Can lead to a megacolon.

Pseudo-obstruction: Condition where the colon acts as if it is blocked, but there is no physical blockage.
Treatment:



Hirschsprung's Disease:

Surgical resection: Removal of the affected portion of the colon.

Colostomy or ileostomy: May be necessary in some cases.

Acquired Megacolon:

Treatment of underlying cause: Addressing constipation, infections, or other contributing factors.
Laxatives and enemas: To relieve constipation.

Bowel retraining: To establish regular bowel habits.

Surgery (colectomy): May be necessary in severe cases.

Complications:

Fecal impaction: Hardened stool that cannot be passed.

Volvulus: Twisting of the dilated colon.

Perforation: Rupture of the colon.

Sepsis.

Toxic megacolon: Severe dilation of the colon with systemic toxicity (more common in ulcerative colitis).
Death..



Instruments

NG tube

T-tube

Foleys catheter

Identification and theiruse .,



https://v3.camscanner.com/user/download

Nasogastric (NG) Tube: Uses, Indications, and Contraindications

Uses of NG Tube

Gastric Decompression — To relieve stomach distension in bowel obstruction, paralytic ileus, or post-surgery.
Enteral Feeding — Provides nutrition in patients who cannot eat orally but have an intact Gl tract.

Medication Administration — Delivers oral medications in patients who cannot swallow.

Gastric Lavage - Cleanses the stomach in cases of poisoning or drug overdose.

Gastric Aspiration — Collects stomach contents for diagnostic analysis (e.g., gastrointestinal bleeding, acid-base
disorders).

Prevention of Aspiration — Used in unconscious or critically ill patients to reduce the risk of aspiration pneumonia.
Indications for NG Tube Insertion

Gastrointestinal obstruction (e.g., small bowel obstruction, gastric outlet obstruction)

Severe vomiting or inability to clear gastric contents

Neurological disorders affecting swallowing (e.g., stroke, ALS)

Postoperative care (to prevent ileus and aspiration)

Gastric bleeding (to monitor and manage bleeding)

Overdose or poisoning (for lavage in selective cases)

Severe malnutrition or conditions requiring enteral nutrition

Contraindications of NG Tube Insertion

Absolute Contraindications

Severe facial trauma (risk of intracranial placement)

Esophageal stricture, perforation, or obstruction

Recent nasal, esophageal, or gastric surgery

Skull base fracture (risk of intracranial misplacement)

Relative Contraindications

Coagulopathy or bleeding disorders (risk of nasal or gastric bleeding)

Esophageal varices (risk of rupture and bleeding)

Recent head or neck surgery

Severe GERD or hiatal hernia (risk of reflux and aspiration)

Foley Catheter: Uses, Indications, and Contraindications
What is a Foley Catheter?

A Foley catheter is a flexible, sterile tube inserted into the bladder via the urethra to drain urine. It has an inflatable balloon
at the tip to keep it in place and is commonly used in medical settings for various urinary conditions.

Uses of a Foley Catheter

Urinary Drainage - For patients unable to urinate due to obstruction or neurological conditions.
Urine Output Monitoring — In critically ill patients or during surgery.

Bladder Irrigation — To flush out blood clots or debris (e.g., post-TURP surgery).

Urinary Retention Management - In cases of acute or chronic urinary retention.

Postoperative Urinary Management — After urological or pelvic surgeries.

Pressure Ulcer Prevention — In immobilized patients to prevent skin breakdown from urinary incontinence.
Indications for Foley Catheter Insertion

Acute or chronic urinary retention (e.g., due to BPH, neurogenic bladder)

Obstructive uropathy (e.g., urethral stricture, bladder outlet obstruction)

Need for accurate urine output measurement (e.g., ICU patients, shock)

Postoperative urinary management (e.g., after abdominal, urological, or spinal surgeries)
Bladder irrigation (e.g., hematuria with clot retention)



End-of-life care (for comfort in terminally ill patients)
Contraindications of Foley Catheter Insertion

Absolute Contraindications

Urethral injury (e.g., pelvic trauma with suspected urethral tear)
Urethral stricture (risk of further damage)

Severe prostate enlargement obstructing catheter passage
Relative Contraindications

Uncontrolled bleeding or infection of the urethra

Severe urethritis (risk of worsening infection)

Allergy to catheter material (e.g., latex allergy)

T-Tube: Uses, Indications, and Contraindications
What is a T-Tube?

A T-Tube is a T-shaped drainage tube inserted into the common bile duct after bile duct surgery, typically following
choledochotomy (surgical opening of the common bile duct). It helps drain bile externally while allowing healing of the bile
duct.

Uses of a T-Tube

Bile Drainage — Prevents bile accumulation and allows external drainage after bile duct surgery.
Common Bile Duct Healing — Maintains duct patency and prevents strictures after surgery.
Contrast Cholangiography - Used to assess bile duct patency before removal.

Management of Bile Duct Injury — Helps in cases of bile leaks or ductal trauma.

Relief of Biliary Obstruction — Temporarily drains bile in cases of stones, strictures, or tumors.
Indications for T-Tube Placement

Postoperative management after common bile duct exploration (e.g., stone removal).

Biliary obstruction due to strictures, tumors, or stones.

Bile duct injury (e.g., iatrogenic injury during gallbladder surgery).

Temporary bile diversion in cases of hepatic or biliary diseases.

Contraindications of T-Tube Placement

Absolute Contraindications

Severe infection or peritonitis that may worsen with bile leakage.

Uncontrollable coagulopathy (risk of excessive bleeding).

Severe adhesions or fibrosis making placement difficult.

Relative Contraindications

Small or fragile bile ducts (risk of tearing).

Patients with a high risk of bile leakage (risk of bile peritonitis).

Unstable patients where alternative drainage methods may be safer
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Answers Based on Acute Lymphoblastic Leukemia (ALL) Diagnosis
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1. Two Differential Diagnoses

Acute Lymphoblastic Leukemia (ALL) — Most likely due to high-grade fever, pallor, epistaxis, hepatosplenomegaly,
lymphadenopathy, severe anemia (Hb 7.0), thrombocytopenia (platelet 27,000), and leukocytosis (TLC 37,000) with 0%
neutrophils, all of which are suggestive of leukemia.

Leukemoid Reaction (Secondary to Infection or Tuberculosis) — Certain infections can cause extreme leukocytosis,
lymphadenopathy, and splenomegaly, but the absence of neutrophils makes this diagnosis less likely.

2. How to Confirm the Diagnosis?

To confirm ALL, the following tests should be done:

Peripheral Blood Smear (PBS): Presence of lymphoblasts suggests leukemia.

Bone Marrow Aspiration & Biopsy: Definitive test showing >20% blasts confirms ALL.

Flow Cytometry: Identifies immunophenotype (B-cell or T-cell ALL).

Cytogenetics & Molecular Testing: Identifies chromosomal abnormalities (e.g., Philadelphia chromosome t(9;22)).
Complete Blood Count (CBC): Confirms anemia, thrombocytopenia, and leukocytosis.

Lumbar Puncture (CSF Analysis): Checks for CNS involvement.

Coagulation Profile (PT, aPTT, INR, D-dimer): Rules out disseminated intravascular coagulation (DIC).

3. How Will You Manage This Case?

Immediate Supportive Care:

Blood transfusion if Hb is severely low.

Platelet transfusion if there is active bleeding.

Broad-spectrum antibiotics if there is fever and suspected infection.
Hydration & Allopurinol/Rasburicase to prevent tumor lysis syndrome.
Definitive Treatment (Chemotherapy for ALL):

Induction Therapy (4 weeks):

Vincristine + Dexamethasone/Prednisone + L-Asparaginase + Anthracycline
Intrathecal Methotrexate to prevent CNS involvement

Consolidation Therapy:

High-dose chemotherapy to kill remaining leukemia cells

Maintenance Therapy (2-3 years):

Low-dose Methotrexate + 6-Mercaptopurine

Bone Marrow Transplant:

Considered in high-risk or relapsed ALL cases
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Macrosomic Baby: Investigations and Complications
Investigations for a Macrosomic Baby

Maternal Investigations:

Oral Glucose Tolerance Test (OGTT): To check for maternal diabetes.
HbA1c: To assess long-term blood sugar control in the mother.
Thyroid Function Tests: To rule out maternal hypothyroidism.
Neonatal Investigations:

Blood Glucose Levels: To check for neonatal hypoglycemia.

Serum Bilirubin: To assess for jaundice.

Complete Blood Count (CBC): To check for polycythemia.

Serum Calcium and Magnesium: To rule out electrolyte imbalances.
X-ray (if needed): To assess for birth injuries (e.g., clavicle fracture, shoulder dystocia).
Two Complications of Macrosomia

Birth Trauma: Increased risk of shoulder dystocia, brachial plexus injury (Erb’s palsy), and clavicle fractures due to difficult

delivery.
Necnatal Hypoglycemia: Due to hyperinsulinemia, especially in infants of diabetic mothers, leading to seizures or
neurological complications..
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1. Most Likely Diagnosis:
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Chronic backache (possibly due to vertebral fractures).

Progressive loss of height (a classic sign of vertebral compression fractures).

History of fragility fracture (wrist fracture after minor trauma), which is a hallmark of osteoporosis.
2. Two Risk Factors for Osteoporosis:

Postmenopausal status — Estrogen deficiency accelerates bone loss.
Advanced age (65 years old) — Bone mineral density decreases with age.
3. One Treatment and One Preventive Measure:

Treatment: Bisphosphonates (e.g., Alendronate, Risedronate) — These help prevent bone loss and reduce fracture risk.
Preventive Measure: Adequate Calcium and Vitamin D intake - Essential for maintaining bone strength.
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Based on the scenario and the likely findings on the X-ray (which we can't fully see), the most probable diagnosis is
osteomyelitis.

Osteomyelitis is an infection of the bone, and the symptoms described (pain, swelling, discharging sinus, fever, weight loss,
anorexia) are highly suggestive of it. The history of trauma provides a potential entry point for infection.
2. What are the two main types of this condition?

Acute Osteomyelitis: This is a recent infection, usually lasting less than two weeks. It's characterized by sudden onset of
symptoms.

Chronic Osteomyelitis: This is a persistent or recurring infection that has been present for weeks or months. It often
involves bone necrosis (death) and the formation of sinuses.

3. What is the treatment of this condition?

The treatment of osteomyelitis typically involves a combination of:

Antibiotics: Prolonged courses of intravenous antibiotics are essential to eradicate the infection. The specific antibiotic is
chosen based on the identified bacteria, if possible.

Surgical Intervention: Surgery may be necessary to:

Drain abscesses.

Remove infected or necrotic bone (debridement).

Stabilize fractures or address bone defects.

Supportive Care: This includes pain management, nutritional support, and physical therapy to restore function.

Important Considerations

Confirmation: A definitive diagnosis of osteomyelitis requires further investigations, including:

Blood tests: To check for elevated inflammatory markers (e.g., ESR, CRP) and identify the causative organism.

Bone biopsy: To obtain a sample of bone for culture and sensitivity testing to determine the specific bacteria and its
antibiotic susceptibility.

Imaging: MRI or CT scans may be needed for a more detailed assessment of the extent of bone involvement.

Prompt Treatment: Early diagnosis and treatment of osteomyelitis are crucial to prevent complications such as chronic
infection, bone deformity, and sepsis.
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Symptoms: Recurrent knee and thigh pain/swelling for years, family history (brother with similar symptoms).
Lab Findings:

Hb 8 g/dL (Low): Indicates anemia.

TLC 13,000/mm3 (Elevated): Suggests infection or inflammation.

Platelets 490,000/mm3 (Elevated): May be reactive to inflammation or other underlying process.

BT Normal: Normal bleeding time.

CT Prolonged: Prolonged clotting time.

APTT Prolonged: Prolonged activated partial thromboplastin time.

Q-1: What is your diagnosis?

The combination of recurrent joint pain/swelling, family history, anemia, elevated TLC, and prolonged CT/APTT points
towards Hemophilia A or B (likely A given the prolonged APTT). The recurrent joint bleeds (hemarthrosis) are a hallmark of
hemophilia.

Q-2: What immediate treatment would you offer?

Factor Replacement Therapy: This is the cornerstone of hemophilia treatment. Infusion of the deficient clotting factor
(Factor VIl for Hemophilia A, Factor IX for Hemophilia B) is crucial to stop bleeding and prevent further joint damage.
Pain Management: Analgesics (avoiding NSAIDs which can exacerbate bleeding) for pain relief.

Rest and Immobilization: To reduce further bleeding into the joints.

If there is a significant joint bleed, aspiration and/or corticosteroids may be needed.

Case B: 25-year-old lady with bleeding and petechiae

Symptoms: Nosebleeds (epistaxis), petechiae (small red or purple spots due to bleeding under the skin).
Examination: No lymphadenopathy or splenomegaly.

Lab Findings:

Hb 11 g/dL (Slightly Low): Suggests mild anemia.

TLC 10,500/mm3 (Slightly Elevated): May be reactive.

Platelets 12,000/mm3 (Very Low): Indicates thrombocytopenia.

Bleeding Time Prolonged: Suggests platelet dysfunction or low platelet count.

Clotting Time Normal: Normal coagulation cascade.

Q-1: What is your diagnosis?

The combination of petechiae, nosebleeds, low platelets, and prolonged bleeding time strongly suggests Immune
Thrombocytopenic Purpura (ITP).

Q-2: How would you confirm your diagnosis?

Peripheral Blood Smear: To examine the morphology of platelets and rule out other causes of thrombocytopenia.
Bone Marrow Biopsy (if necessary): To assess platelet production and rule out other bone marrow disorders. This is
usually not done initially but may be considered if there is no response to treatment or if there are atypical features.
Testing for Platelet Antibodies: To confirm the autoimmune nature of ITP
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