1. Pneumonia

2. 1st line:amoxcicillin

Symptomtic rx: paracetamol for fever. Iv fluids
breastfeeding

3. Followup after 2days.



1. Pneumonia
2. 1st line:amoxcicillin
Symptomtic rx: paracetamol for fever. Iv fluids and breastfeeding 
3. Followup after 2days. 


Rutherford-Morrison Incision

\ : ) « Oblique Muscle
NS Cutting Incision
« Extension of
McBurney incision by
division of oblique
Pie] fomsa
Graron « Can be used for right
and left sided colonic
(T resection, caecostomy
or sigmoid colostomy
Symptoms | Score
_Migratory right iliac fossa pain 1
Anorexia 1
Nausea/Vomiting 1
Signs
Tendemess in rnight iliac fossa 2
Rebound tendemess 1
Elevated temperature 1
Laboratory Findings
Leucocytosis 2
S_hiﬁ to the left of neutrophils 1
Total score 10
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KEY 9

a. G stone 1
b. Alcohol 1

a. Ranson |
b. Glasgow |
c. Apache scoring 1

a. Pancreatic abscess 1
b. Pseudocyst 1

¢. Acute fluid collection 1
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Chodocolithiais diagnosis 
2. Causes: billiary duct stones, strictures, ca head of pancrease, cholangiocarcinoma 
3. InVs: abd US, mrcp, ercp 
Preparation before surgery: optomization(electrolytes correct, antibiotic prophylaxis billiary decompresssion
Then surgery 





11, what sign does this XY ghov? duodenoduodenosto

Q2. Whatis the diagnosis? - y

Q2 write down treatment StEPSERE |duodenojejunostomy

Mangolion spot.

Natural History:

Clubbing:

Causes:

IBD

Coeliac Disease
Empyema
Interstitial Lung Diease,CHA
Lung

Cynotic Heart Disease

N3 .l 41% 8 6:45P

This 3 year old boy became unwell within a few hours.
"

-
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Name the X-ray: Barium meal
What is the most likely diagnosis: Pyloric Stenosis

2 Common Causes of this diagnosis: congenital; chron’s disease (may cause inflammation and
adhesion); PUD.

Mention the electrolyte abnormality in this condition: hyponatremia, hypokalemia, and
hypochloremic alkalosis

What investigations will you do to confirm? ABG:s; Abdnominal U/S

Treatment: surgery

Name another important investigation that can be done: Gastroscopy

If it is a benign disease, name on operative and one operative treatment which can be done:
Endoscopic balloon dilation/gastrojejunostomy.

If it is a malignant condition, name one operative treatment which should be done: Radical
Gastrectomy.
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 Station 20

This 35 years old man presented with 3 days history
of fever and these lesions after returning from Eidul
~adhaleave.

Questions:
1. Describe these lesions.
2. Give 3 dilferentials in infectious discases.

3, -Mention 3 steps of immediate management.

Lesion: conjuctivitus/ subconjuctival hemrrage on arm:
is/ vasculitis
D7d: leptospiroses, ricketissicial infection, meningocog

Management: supportive care, empirical antibiotics,diag
workup.



Lesion: conjuctivitus/ subconjuctival hemrrage on arm: cellulitis/ vasculitis 
D/d: leptospiroses, ricketissicial infection, meningococcemia 
Management: supportive care, empirical antibiotics,diagnostic workup. 


Station 76

This 70 years old gentleman presented
with decreased attention, apathy and
loss of memory for three months. He

also  had unsteady gate and
incontinence of urine.

What investigation is shown?
What abnormality is present?
What is the diagnosis?

Whot is the most effective
treatment?

el

Ins: MRI

Dilated ventricles with normal corte
NPH

Treatment: Vp shunt



Ins: MRI 
Dilated ventricles with normal cortex 
NPH 
Treatment: Vp shunt





KEY 4

1. Single, well define cyst in the Rt lobe of liver /
Hydatid cyst. 2

- A
a. Liver abscess 1

b. Simple liver cyst |

a. Medical

SNy (albendamWMandmle)
L

- ¢ Surgical 1




2019 Peads toacs-1

a ventilator. CSF analysis

Clear fluid, Protein 250 mg/dl, glucose 50 mg/dl, blood

sugar 54 mg/dl, microscopy 4 cells, lymphocytes L §
PMN cells 1, culture negative.

Q1. What is the diagnosis?







STATION NO T

ures: right sided hemip

ebral artery



Ischemic infaracts 
2 clinical features: right sided hemiplagia, aphasia
Left middle cerebral artery 
Risk factors: DM, AF, HTN
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! b. Urethral dialatation 1

¢. Urethroplasty

Name the X ray
What are the pelvic Findings?

N

3. Name 6 conditions leading to this positive finding.
4. How will you manage this patient?

KEY STATION§
1. Erect abdomen x ray 1
2 Multiple air fluid level (step ladder pattern)
|
i
2 Band / adhesions 5+5

b Obst Hernia/ paralytic lus 5+
¢ Malignancy / TB Abd 5+5
4 Adumit paient. v fhudh, v amalgesic antibictics, NG
suction, catheterize, intake output record, prepare for
- 3 other conditions: bowel
obstruction, ileus, ischemia, gastroenteritis

S+ . (4] 4]
A B T O & @
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Station 12: instruments (pictures taken from internet):

Silicon Foley Catheter:
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3) Myocarditis with CCF (2.0)

A newborn baby is brought to the nursery because
parents are concerned about the appearance of
external genitlia of the baby.

1. Describe the positive findings?

2. What is the likely diagnosis?

3. What investigations will you do?

| 1)nlred clitoris, rugose labia,absent testes (2)
2) CAH (")
3) Serum electrolytes,ultrasound abdomen,serum 17-hydroxyprogesterone, karyotyping




Siéps of Appendectomy:

e The patient should be supine with both arms extended.

e The entire abdomen is prepared and draped in case a midline incision is needed (eg, unexpected
disease is encountered or the operative course dictates it).

« AFoley catheter is placed to decompress the bladder.

e The patient's entire abdomen is prepared and draped.

e The classic transverse incision can be made with two thirds of the incision lateral to McBurney's
point.

« Alternatively, the point of maximal tenderness or the location of the appendix based on preoperative
imaging can be used to determine the location of the incision.

3/44

o Ascalpel is used to incise the epidermis and the dermis. Bovie electrocautery is used to dissect down
to the external oblique aponeurosis.
o The aponeurosis is opened in a superolateral to inferomedial direction along the direction of
its fibers to expose the internal oblique muscle.
o Theinternal oblique muscle is bluntly divided perpendicular to the direction of its fibers.
o The transverse abdominal muscle is similarly divided and the peritoneum is identified.
e The peritoneum is grasped with forceps and incised with a 15-blade knife.
« Attention is now focused on locating the appendix.
o Ifthe cecum is visualized, it can be used as a guide to help identify the appendix.
o Babcock forceps can be used to grasp the taeniae coli and advanced until the appendix is
externalized.
o Alternatively, a finger can be swept around the cecum, beginning superolaterally and continuing
inferomedially to locate the appendix.
¢ Onceidentified, the mesoappendix is dissected and the appendiceal vessels are divided between
clamps and ligated with silk sutures.
e The completely free appendix is crushed near its junction with cecum with artery forceps
o Artery forceps are removed and reapplied just distal to the crushed portion.
e Absorbable 3 0 vircyl ligatiure is tied around the crushed portion and the appendix is amputated
between the artery forceps and the ligature.
« Hemostatis is checked, peritoneum is closed with vicryl 30 (not a necessary step)
« Internal oblique and transverse abdomenis are approximated and vicryl Nol in an interrupted
manner and external oblique aponeurosis is closed in a continuous manner. Skin can be closed by a
few interrupted stitches.



55 years old man presented with ¢/o of
abdominal pain and fever for past 6 days

1. whatare the findings on this scan

2. whatis the diagnosis

3. Outline the most preferred

treatment

1. Abdominal CT: large hypodense lesion in right lobe of liver
2. Liver abcess

=

i SRS

3. Empirical antibiotics: cetrixone+ metronidazole percutaneous Drainage, supportive care %
1 ¥ 4 i Scanned with CamScanner

4


1. Abdominal CT: large hypodense lesion in right lobe of liver 
2. Liver abcess 
3. Empirical antibiotics: cetrixone+ metronidazole percutaneous Drainage, supportive care


. Flaky dermauus, rnypuwina, yian vuns
and texture, behavior

kwashiorkor

1-What is most likely:
2-How will investigate
3-What therapy would yo

KEY

« Acrodermatits enteropathica
+ Serum zinc level

KEY
l 2 1 2
[T s jw
cyanosis
futee <60 60-100 >100 _—‘
Grimace No Grimace Some FULL CRY \
[Mlmy Limp Some activity | Active ~‘
E Noresp Normal 1

38/92




transfusion

station 21

Cullen sign

extra peritoneal hemorrhage sentinal lobs
effusion

pancreatitis




14/92



Viral encephalitus


IR
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COUNSELLING FOR MULTIPLE SCLEROSIS
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8 Station 21

Questions: '
1 Name this sign
-2 Name two underlying causes.

"3 Hention two other chinical features the patient
~may have.

Cullen sign/ intraperitoneal hemorrage/ retroperitoneal
Acute pancreatitus/ ruptured ectopic preg
Abdominal pain, shock and hypotension

Vo o ¢



Cullen sign/  intraperitoneal hemorrage/ retroperitoneal hemorrage 
Acute pancreatitus/ ruptured ectopic preg 
Abdominal pain, shock and hypotension





n in referred o sunical cinie
promatic swelling
natlon, RL
There I8

A 30 yoars old ma

witly @ six week history of asym
iy the Rt testiol his serotum. On exami
testh was hird & one can get above it
suspicion of testicular tumor.

o Give0d Aifferential diagnosis?
. What are differsnt types of testicular
tumoer?
Name the different tum
resticular tumor.
List the investigations.
State the principles of treating this
condition

or markers for

e
' ::lm-lmu Hornia
G, Hematoma Nda
- nsehydrocele o
each(total=02 muarks) g ‘.‘
L. Teratoma 2
. Seminoma b
HL Yol sac taumor o
v Ly mmp o e
i o
i HBota HNHOCG
1 e L s
i Alpha Feto Praotoein 3:
. O.5 oach{total«O01 mark)
L Ulrrasound
e C1T sean g':
. Traninguinal orchilodectamy., Radio lnr.puru o
o1

Lymph node + chamotherapy




11, what sign does this XY ghov? duodenoduodenosto

Q2. Whatis the diagnosis? - y

Q2 write down treatment StEPSERE |duodenojejunostomy

Mangolion spot.

Natural History:

Clubbing:

Causes:

IBD

Coeliac Disease
Empyema
Interstitial Lung Diease,CHA
Lung

Cynotic Heart Disease

N3 .l 41% 8 6:45P

This 3 year old boy became unwell within a few hours.
"

-
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1- Kocher incision

2- Midline incision
3- Mc Burney incision
— 4- Battle incision

5+ Lanz incision
6- Para median incision

i 7- Transverse incision
A_‘ 8- Rutherford Marrison

5 incision
9 9- Pfannenstiel incision

SURGICAL INCISIONS

A
)

o

» 1. Kocher's incision

» 2. midline incision

» 3Gridon musdle splitting

» 4, Battle incision

» 5. Lanzincision

» 6. paramedian

P 7.transverse

» 8. Rutherfold Morrison indsion

» 9. Pfannestiel

Station 1 (picture taken from internet): air under diaphragm:
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KEY 9

a. G stone 1
b. Alcohol 1

a. Ranson |
b. Glasgow |
c. Apache scoring 1

a. Pancreatic abscess 1
b. Pseudocyst 1

¢. Acute fluid collection 1
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station 13
1. tongue daviated to left
2. 12 nerve .. medulla. lateral medullary

syndrome. stroke . infection. any
problem in posterior vessel
3.




STATION 13

Q1. Name the X 1y

(2. Which structures are outined i

KEY 15

I. T. Tube cholangiogram 2
2. T tube cholangiogram outline the CBD, hepatic
duct and deuodenum
a T.tube |
b. Common hepatic duct I
¢. Common bile duct |
d. Deudonum 1

a. CBD stone  / stricture |
b. latrogenic CBD injury |



: Barrium swallow : o
STATION 2 D/d: GO0, pyloric stenosis, gastrlc ca
Hypokalemic hypochloremic metabolic al

kalosis |
A 70 yeqr old maje NS UGIE, Abd CT

wi
Was adviseq ﬂns e ith persisten Yomiting

- Name the X
ray.
2 What is mog likely

3. Write 2 commdiﬂgnosis?

Sy of Your

4. Mentiog | "“"-‘fmlm
Condition
- Which



Barrium swallow 
D/d: GOO, pyloric stenosis, gastric ca 
Hypokalemic hypochloremic metabolic alkalosis
Ins: UGIE, Abd CT





1) Herniated Disc
between L5-S1
(tip: T2 weighted MRI
image: CSF white)
2) Laminectomy.... .- =~
with-spinal fixation




—
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KGMCITES BATCH 2019-2024...

only admins can send messages

~ Forwarded

Carcinoid syndrome

Vertebral fracture interactive
T Tube interactive

Sepsis interactive

Examination of facial nerve
Cerebral malaria

Meningococcemia

Examination of abdomen medicine
Examination of abdomen peds
Hernia steps of surgery interactive

2 Stations of epidural hematoma
Caput medusae

Viva depression

OCD history and management
Intestinal obstruction i
PCM interactive

i
Rabia Bangash g
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Name the X-ray: Barium meal
What is the most likely diagnosis: Pyloric Stenosis

2 Common Causes of this diagnosis: congenital; chron’s disease (may cause inflammation and
adhesion); PUD.

Mention the electrolyte abnormality in this condition: hyponatremia, hypokalemia, and
hypochloremic alkalosis

What investigations will you do to confirm? ABG:s; Abdnominal U/S

Treatment: surgery

Name another important investigation that can be done: Gastroscopy

If it is a benign disease, name on operative and one operative treatment which can be done:
Endoscopic balloon dilation/gastrojejunostomy.

If it is a malignant condition, name one operative treatment which should be done: Radical
Gastrectomy.
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Station 75

1. What is it?

2. What other signs in eye?

3. What is the diagnosis?

4. What is pathogenesis &
5/s?

5. How will you investigate?

6. How will you treat?

a Kayser-Fleischer ring ;
: - et~
2. What other signs can be seen in the kg&'_&__
Sunflower cataract
Kayser-Fleischer rings

3. What is the diagnosis?
Wilson' s disease

4. Pathogenesis and Signs/Symptoms (S/S):
Pathogenesis: Mutation in the ATP7B gene leads to defective copper excretion in bile, causing copp
umulation in organs.
- Symptoms:
Liver involvement — Hepatitis, cirrhosis, liver failure.
Neurological signs — Dysarthria, tremors, dystonia, parkinsonism-like features.
Psychiatric symptoms — Personality changes, depression, psychosis.
Ophthalmologic signs — Kayser-Fleischer rings, sunflower cataracts.

5. How will you investigate?

Serum ceruloplasmin — Low.

Serum copper — Low (due to ceruloplasmin deficiency).
24-hour urinary copper excretion — Elevated.

Slit-lamp examination — Detects Kayser-Fleischer rings.
Genetic testing for ATP7B mutation (confirmatory).

Liver biopsy — Shows increased hepatic copper content.

0T WN

6. How will you treat?
- Copper-chelating agents:
Penicillamine — First-line treatment, increases copper excretion.
Trientine — Alternative in case of penicillamine intolerance.
Zinc therapy — Blocks copper absorption.
Liver transplantation — In cases of fulminant liver failure.


a Kayser-Fleischer ring

2. What other signs can be seen in the eye?
	•	Sunflower cataract 
	•	Kayser-Fleischer rings

3. What is the diagnosis?

Wilson’s disease 

4. Pathogenesis and Signs/Symptoms (S/S):
	•	Pathogenesis: Mutation in the ATP7B gene leads to defective copper excretion in bile, causing copper accumulation in organs.
	•	Symptoms:
	•	Liver involvement – Hepatitis, cirrhosis, liver failure.
	•	Neurological signs – Dysarthria, tremors, dystonia, parkinsonism-like features.
	•	Psychiatric symptoms – Personality changes, depression, psychosis.
	•	Ophthalmologic signs – Kayser-Fleischer rings, sunflower cataracts.

5. How will you investigate?
	1.	Serum ceruloplasmin – Low.
	2.	Serum copper – Low (due to ceruloplasmin deficiency).
	3.	24-hour urinary copper excretion – Elevated.
	4.	Slit-lamp examination – Detects Kayser-Fleischer rings.
	5.	Genetic testing for ATP7B mutation (confirmatory).
	6.	Liver biopsy – Shows increased hepatic copper content.

6. How will you treat?
	•	Copper-chelating agents:
	•	Penicillamine – First-line treatment, increases copper excretion.
	•	Trientine – Alternative in case of penicillamine intolerance.
	•	Zinc therapy – Blocks copper absorption.
	•	Liver transplantation – In cases of fulminant liver failure.




Station 49

Questions:

1. This patient presented with fover
headache and shock \What s the most
likely diagnosis?

2. Whatimportant nvestigation would you
advise?

3. Whatis the suspected cause for this

patient’s hypotension?

The most likely diagnosis is Meningococcal septicemia (Meningococcemia), caused by Neisseria meningitidis

2. What important investigations would you advise?
-

tures —
Lumbar puncture (CSF analysi
Full blood count

2
3
5.
6
7

\JUGUU:QL;UII pl Uf; :C

Serum lactate

Electrolytes, renal & liver function tests .
(PCR)

3. What is the suspected cause for this patient’ s hypotension?

LI

The hypotension is likely due to septic shock caused by meningococcal endotoxins triggering widespread vasodila
apillary leakage, and DIC. This can lead to Waterhouse-Friderichsen syndrome, characterized by bilateral adrena
hage and adrenal insufficiency, further worsening hypotension.


The most likely diagnosis is Meningococcal septicemia (Meningococcemia), caused by Neisseria meningitidis.

2. What important investigations would you advise?
	1.	Blood cultures –
	2.	Lumbar puncture (CSF analysi
	3.	Full blood count 
	4.	Coagulation profile
	5.	Serum lactate 
	6.	Electrolytes, renal & liver function tests .
	7.	 (PCR) 

3. What is the suspected cause for this patient’s hypotension?

The hypotension is likely due to septic shock caused by meningococcal endotoxins triggering widespread vasodilation, capillary leakage, and DIC. This can lead to Waterhouse-Friderichsen syndrome, characterized by bilateral adrenal hemorrhage and adrenal insufficiency, further worsening hypotension.






station 22

1 Cushing syndrome
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progression over months could indicate malignancy such as hepatocellular carcinoma or
pancreatic cancer and a long-term slowly progressing jaundice over years could indicate
liver cirrhosis)

5. Establish predisposing events such as trauma or iliness

6. Associated Symptoms:

a. Pain - painless pundice (especially if with weight loss) may signify a serious
wunderlying condition (such as malignancy) or RUQ pain and jaundice (e.q.
gellstones, acute cholangitis, hepatitis)

b. Nausea and vomiting - especially important to ask about haematemesis (may
be due to varices seen in chronic liver disease)

c. Bowel habit - loose stool, constipation

d. Change in stool colour - e.g. pale and greasy (steatorrhoea indicating bile
duct obstruction seen in pancreatic malignancy or gallstones
etc), dark/black/tarry (seen in an upper Gl bleed)
. Change in urine colour - dark urine & seen in bile duct obstruction
f. Skin - pruritis (itching due to bile salts/acids deposits in the
skin), bruising (due to coagulation disturbances seen in liver disease)
g. Fever -the trio of fever, RUQ pain and jaundice often indicate ascending
cholangitis
7. Eslablish red flag symptoms: Weight loss, anorexia, night sweats
8. Establish risk factors: alcohol, drugs, tattoos/plercings, sexual history, travel
history, family history, blood transfusions, past medical history
9. Thank patient, offer DD's and Ix

Location Bilirubin ALT/AST ALP

- SEE e

Hepatic Sometimes
elevated but rarely
very high

Post-hepatic

Other histories:

[l

A A B B
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CTBRAIN

This is the CT brain of 60 year old hypertensive who presented with acute

onset severe headache followed by drowsiness.

Q1. What is the radiological diagnosis? |

Q2. Name any two treatment options? £
Q1: What is the radiological diagnosis? intracerebral hemorrhage (ICH) e

po

Common locations for hypertensive hemorrhage include:
- Basal ganglia (most common)
Thalamus
Pons
Cerebellum
Lobar regions

Q2: Name any two treatment options.
1. Medical Management:
- Blood pressure control (e.g., IV labetalol, nicardipine)
Intracranial pressure (ICP) management with head elevation, mannitol, or hypertonic sal
Seizure prophylaxis if needed.
Supportive care (oxygen, fluids, nutrition, DVT prophylaxis).
2. Surgical Management (if indicated):
- Surgical evacuation (craniotomy) if hemorrhage is large, causing mass effect or brainst
mpression.
Ventriculostomy for hydrocephalus if intraventricular extension occurs.


Answers:

Q1: What is the radiological diagnosis? intracerebral hemorrhage (ICH)

Common locations for hypertensive hemorrhage include:
	•	Basal ganglia (most common)
	•	Thalamus
	•	Pons
	•	Cerebellum
	•	Lobar regions

Q2: Name any two treatment options.
	1.	Medical Management:
	•	Blood pressure control (e.g., IV labetalol, nicardipine) 
	•	Intracranial pressure (ICP) management with head elevation, mannitol, or hypertonic saline.
	•	Seizure prophylaxis if needed.
	•	Supportive care (oxygen, fluids, nutrition, DVT prophylaxis).
	2.	Surgical Management (if indicated):
	•	Surgical evacuation (craniotomy) if hemorrhage is large, causing mass effect or brainstem compression.
	•	Ventriculostomy for hydrocephalus if intraventricular extension occurs.



—rrapsy i

Interstitial Lung Die
Lung
Cynotic Heart Dise:

NG il 41% B

* Meningococcal Meningititis /Meningococcemia

10 month o boy weighing 10K s brought by 1.Severe Pnemonia

the notherbecauseofcoughing forthe st 235~ 2 Give first dose of an
mmmhisrespimorymofss appropriate antibiotic.
breath per minute and chestndrawing,The et of Treat wheezing if presen

Treat the child to preven
inati abnormal fi
exaniniton shOwS 0 k. hypoglycemia

Refer urgently to hospite
Q1. Clasy his chiines accrdingto NNCY?

ies iUt izabanasb assarding tn IMNCT)


Meningococcal meningitus 


station 14
1. distended abdomen e everted

umbilicus

2_cirrhosis. CHF. nephrotic
3. beta blockers. diuretics. hypertension




Key station 23

|. Subdural hematoma 2
2. Fluctuating level of consciousness
3. Burr hole & drainage of hematoma
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This patient is having diplopia mostly in afternoon,What is the most likely
diagnosis?Mention at least one drug in management of this patient?What surgical treatment is
needed?

Answers:
T. Myasthenia gravis........cc.oeeeeeeeceecee e e 2

2. Serological tests-—anti acetylcholine antibodies, antistriated muscle antibodies, anti
Musk antibodies, Tensilon test.

Radiological tests. X ray, CT and MRI for thymoma.
Electrophysiological tests—EMG.

Ice pack test.
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3. 5 Conditions: intestinal obstruction; caused by fibrous bands of tissue
(adhesions); colon cancer; hernia, strictures, crohn's disease, diverticulitis,
peritonitis.

4. Pass NG, decompress stomach, laparotomy

This shows the coffeebean sign which is pathonomonic for intestinal obstruction due to

sigmoid volvulus.

(A\ Ao T GEn éo I_j)o

bad
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Galactosemia

Spider angiomata
Paeds abdomen exam
Adult abdomen exam
Lower limb motor exam

| Organophosphorus poisoning
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Ask Copilot i B 27 | of 162

I‘la‘."’-“‘\' gl

Repeat

Questions: e s Marks 0
1. Describe this abnormality. = 3
2. Which nerve is involved?

3. What are the causes? ‘,(*

v


Repeat
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1- Kocher incision

2- Midline incision
3- Mc Burney incision
— 4- Battle incision

5+ Lanz incision
6- Para median incision

i 7- Transverse incision
A_‘ 8- Rutherford Marrison

5 incision
9 9- Pfannenstiel incision

SURGICAL INCISIONS

A
)

o

» 1. Kocher's incision

» 2. midline incision

» 3Gridon musdle splitting

» 4, Battle incision

» 5. Lanzincision

» 6. paramedian

P 7.transverse

» 8. Rutherfold Morrison indsion

» 9. Pfannestiel

Station 1 (picture taken from internet): air under diaphragm:
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station 6
1 dermatic herpetiformus
2. ceilic disease

3. antiglydein
4. weight barely oat Mai







Station 49 (Leg Case) - Key
Points

* Diagnosis: Meningococcemia
(Neisseria meningitidis septicemia)

* Investigations: Blood culture, lumbar
puncture (if stable), CBC, coagulation
profile, blood gas, PCR for N.
meningitidis

» Cause of Hypotension: Septic shock,

Waterhouse-Friderichsen Syndrome
(adrenal insufficiency)




These are the CSk findings from
presented with Inability to walk an
a ventilator. CSF analysis showed:

Clear fluid, Protein 250 mg/dl, glucose 50 mg/dl, blood

sugar 54 mg/dl, microscopy 4 cells, lymphocytes -
PMN cells 1, culture negative.

3 6 year old who
dthenendedupon

Q1. What is the diagnosis?

WGl 41% B 6:45 PM
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station 23

1 dangue

travel hx

malaria lashmenia yellow fever

ns 1 antigen pcr

station 24
dupteren contracture
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KEY

1-Guillain Barre' Syndrome (AFP)
2-Nerve conduction studies
3-Management will include

— admit
— monitor for respiratory compromise

- IVIG
— Nutritional care

2. What is most probable diagnosls

KEY

. Flaky dermatitis hypotonia, hair colour
and texture, behavior

kwashiorkor

1-What is most likely diagnosis.
2-How will investigate

et b A

. ® 4
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eformity”

motor neu!

ereditary |

treatment:

1. Conservative Management:
- Splinting to prevent contre

Physiotherapy & occupatiopal®

Pain management (NSAIDs, Ste
2. Medical Treatment:
Nerve decompression
Antibiotics & anti-inflam
Blood sugar control in di

3. Surgical Treatment:




a) Name the clinical sign: claw hand deformity”, 

b) List the causes:
Claw hand can be caused by:
	1.	Ulnar nerve injury (most common cause)
	•	At the wrist (e.g., Guyon’s canal syndrome)
	•	At the elbow (e.g., cubital tunnel syndrome)
	2.	Lower brachial plexus injury (Klumpke’s palsy)
	3.	Leprosy (Hansen’s disease) – ulnar nerve involvement
	4.	Trauma or compression of the ulnar nerve
	5.	Diabetic neuropathy affecting the ulnar nerve
	6.	Syringomyelia – affecting lower motor neurons
	7.	Charcot-Marie-Tooth disease – hereditary neuropathy
treatment:

	1.	Conservative Management:
	•	Splinting to prevent contractures
	•	Physiotherapy & occupational therapy
	•	Pain management (NSAIDs, steroids)
	2.	Medical Treatment:
	•	Nerve decompression
	•	Antibiotics & anti-inflammatory 
	•	Blood sugar control in diabetic neuropathy
	3.	Surgical Treatment:
	•	Tendon transfers to restore function
	•	Nerve repair or grafting in cases of nerve laceration
	•	Decompression surgery in severe cases
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abdominal examination
arched foot pe questions thy
malnutrition me kwashiorkor
diarrhoea IMNCI classification
chest x ray

Abdominal x Ray be
hydronephrosis

TBM pe observed

Haematology me mam
Ambreen k sath aik scenario
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, There was an X-ray showing
rickets in child us pe questions







KEY STATION 8

I. Erect abdomen x ray |
2. Multiple air fluid level (step ladder pattern)

l
3.

a. Band / adhesions 5+5
b. Obst Hemia / paralytic ileus .5+
¢. Malignancy / TB Abd 5+5

4. Admit patient, i'v fluids, i'v analgesic, antibiotics, NG
suction, catheterize, intake output record, prepare for
laprotomy 3




. Significance of enlarged node: It means the malignancy has spread. It will assist with grading
and staging.
b. Investigations:
a. Abdominal and Chest CT
b. Gastroscopy
c. MRI
d. Lymph node biopsy/FNAC
c. Principles of treatment:
a. Gastrectomy (roux en y reconstruction)
b. Chemotherapy
c. Radiation
d. Palliative treatment
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7. This exposes the galibladder fully
8. With lateral traction on the gall-bladder neck, the peritoneum overlying the

triangle of Calot is incised and the cystic duct is ligated and divided after carefully
tracing it onto the gallbladder.

9. Pringle’s maneuver may be needed for sever bleeding

10.Abdomen s closed and pertoneum and transverse abdonimis and internal
oblique are closed together, then rectus muscle is closed then rectus sheath.
Skin is closed with subcuticular technique.

Complications of Cholecystectomy:

1. Damage lo hepatic duct or CBD
2. Damage to hepatic artery.
3. Biliary leakage leading to biliary peritonitis.
4. Missed stone in CBD or cystic duct.
5. Would complication

a. Hematoma
b. Infection
c._Incisional hernia
R

-

Station 10: Scenario D/D's ~ Testicular Torsion, epididymio-orchitis
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. Obstructive Jaundice (ALP Is elevated which is characteristic of QJ)
. 4 Common Causes: Gallstones in CBD, CA Pancreas, Swelling of lymph nodes

near bile duct, Pancreatic cysts, other pancreatic duct obstructions such as
scarring.

. 3 Ix which can help in reaching cause of the diagnosis: ECRP, CT scan, MRCP?
. Prepare patient for surgery: IV fluids, NG aspiration, foley, Vitamin K, high CHO

diet etc. {one other point im forgetting?

KEY STATION 24

1. Choledocholithiasis
2. USG, ERCP
3. Papllotomy
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Carcinoid syndrome

Vertebral fracture Interactive
T Tube interactive

Sepsis interactive

Examination of facial nerve
Cerebral malaria

Meningococcemia

Examination of abdomen medicine
Examination of abdomen peds

Hernia steps of surgery interactive
2 Stations of epidural hematoma
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Viva depression

OCD history and management
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1. caput medosa
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progression over months could indicate malignancy such as hepatocellular carcinoma or
pancreatic cancer and a long-term slowly progressing jaundice over years could indicate
liver cirrhosis)

5. Establish predisposing events such as trauma or iliness

6. Associated Symptoms:

a. Pain - painless pundice (especially if with weight loss) may signify a serious
wunderlying condition (such as malignancy) or RUQ pain and jaundice (e.q.
gellstones, acute cholangitis, hepatitis)

b. Nausea and vomiting - especially important to ask about haematemesis (may
be due to varices seen in chronic liver disease)

c. Bowel habit - loose stool, constipation

d. Change in stool colour - e.g. pale and greasy (steatorrhoea indicating bile
duct obstruction seen in pancreatic malignancy or gallstones
etc), dark/black/tarry (seen in an upper Gl bleed)
. Change in urine colour - dark urine & seen in bile duct obstruction
f. Skin - pruritis (itching due to bile salts/acids deposits in the
skin), bruising (due to coagulation disturbances seen in liver disease)
g. Fever -the trio of fever, RUQ pain and jaundice often indicate ascending
cholangitis
7. Eslablish red flag symptoms: Weight loss, anorexia, night sweats
8. Establish risk factors: alcohol, drugs, tattoos/plercings, sexual history, travel
history, family history, blood transfusions, past medical history
9. Thank patient, offer DD's and Ix

Location Bilirubin ALT/AST ALP

- SEE e

Hepatic Sometimes
elevated but rarely
very high

Post-hepatic

Other histories:

[l
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poly-75%, lympho-
sugar -30mgldl

Questions
1-What is the diagnosis
2—What are the two most probable causaﬁvﬁ,ﬁxganisﬂ\\._

KEY

1-Acute bacterial meningitis

2-H —influenzae, streptococcus
pneumoniae

3_His management will include

— ABC

— Anticonvulsants

_— antibiotics

Table 2. KDIGO Classification of Nephrotic Syndrom






Barium Swallow X-ray•	The X-ray shows a “bird beak” appearance
	3.	2 investigations 
	•	Esophageal manometry
	•	Endoscopy
	4.	three treatment options: 
	•	Pneumatic balloon dilation
	•	Heller myotomy 
	•	Botulinum toxin injection


A 3 year old previously healthy girl is brought to the
emergency room with complaint of difficulty in
breathing for the last 2 days Read her chest x-ray
given below.

1. Describe the positive findings?

2. What next test is indicated?

3. What is the most likely diagnosis?

1) Cardiomegaly (1.5)
2) Echocardiography (1.5)
3) Myocarditis with CCF (2.0)
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STATION ..2*)
(STATIC)

y ER with complaints ol

by prese nted W

A 3 weeks old ba
Dm\t‘ﬂ\\t‘ non billous yOmiting for last A4 days. On examination.
an olive \ike mass can be felt in Epigastric reglon
i What is your Ainical diagnosis’?
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this case?
W What (s the expect metabolic & electrolyt®
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iv.
: 1 1 s
: ypertrophlc Pyloric Stenosis (HPS) 7

 Investigations:


Hypertrophic Pyloric Stenosis (HPS)..

Investigations:
	1.	Ultrasound abdome
	2.	Upper GI contrast study Shows a “string sign
	
	•	Hypochloremic, hypokalemic metabolic alkalosis

Surgical Treatment:
	 Pyloromyotomy


STATON  Noi Ol
_—
|

o O
Wi Wnee signs ef dehadwlh\ag.u
* thv&". oA unconseaos 5 Cerlless ot tenikalie

Rs o1
] Sewere ddn‘a.qd’un
[.» 5

T S D S )



12:45 © @ P OB = 1.

< ® & 0 B8 & :

3. 5 Conditions: intestinal obstruction; caused by fibrous bands of tissue
(adhesions); colon cancer; hernia, strictures, crohn's disease, diverticulitis,
peritonitis.

4. Pass NG, decompress stomach, laparotomy

This shows the coffeebean sign which is pathonomonic for intestinal obstruction due to

sigmoid volvulus.
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Thas young man
presented with recurrent
knee swelling while playing. =

Questions;

1. What 15 the most likely diagnosis?

2. “What sor! of genetic disorder is present?
352 Mentton important counseling step.

1. Most Likely Diagnosis:
Hemophilia (either Hemophilia A or B).
2. Type of Genetic Disorder:
X-linked recessive inheritance pattern
The affected individual is male, and the tralt is inheritel
carrier mother.
3. Important Counseling Step:
- Genetic counseling
Carrier screening
Prenatal diagnosis can be considered for at-risk pregnanci

Cditnatinn ahant avnidina #raima ﬁnrl AN

SR




	1.	Most Likely Diagnosis:
	•	Hemophilia (either Hemophilia A or B).
	2.	Type of Genetic Disorder:
	X-linked recessive inheritance pattern
	•	The affected individual is male, and the trait is inherited from a carrier mother.
	3.	Important Counseling Step:
	•	Genetic counseling
	•	Carrier screening
	•	Prenatal diagnosis can be considered for at-risk pregnancies.
	•	Education about avoiding trauma and injury


n in referred o sunical cinie
promatic swelling
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A 30 yoars old ma

witly @ six week history of asym
iy the Rt testiol his serotum. On exami
testh was hird & one can get above it
suspicion of testicular tumor.

o Give0d Aifferential diagnosis?
. What are differsnt types of testicular
tumoer?
Name the different tum
resticular tumor.
List the investigations.
State the principles of treating this
condition

or markers for

e
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Uses of this device: a draining tube placed in the common bile duct after common bile

duct (CBD) exploration with supra-duodenal choledochotomy. R provides external
drainage of bile into a controlied route while the haaling process of choledochotomy is
maturing and the orginal pathology is resolving.

T-ubes can also be used for persistent duodenal fistulas, pancreaticoduodenectomies,
or hepaticojejuncstomy In liver transplantation.

Comglications of T-Tube: Accidental T-tube displacement leading to CBD obstruction, bile
leakage, duodenal erosion, persistent biliary fistula and excoriation of the skin,
dehydration, saline depletion, cholangitis and CBD stenosis. I also increases the
chances of a post-operative infection.

When should o T-Tube be removed: T-tube should be removed 2 weeks ufler its placement.

Complications of T-tube removal: Bile leakage leading 1o ascites, biloma, and bile peritonitis

Station 9: Steps of a Cholecystectomy:
Laproscopic:
1. Prepared and draped similar to open procedure after giving GA

2. Foley catheter is placed and Orogastric tube is inserted to avoid inadvertent injury and
IMprove exposure.

. Pncumoperitoncum is established with a veress needle through a sub-umbilical incision

10mm trocar canula is inserted sub umbilically,

. A 30 degree luparoscope is then inserted through the umbilical port, and an examination

% 0T o &° B°

PN

Edit Annotate  Fill&Sign  Convert All

= O J






12:44 © © 2 © AR = 1

® B O B8 o :

T-Tube and Foley's catheter
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station 16.

1.;hyperdense shadow on right side e

irregular margin e hypodense surrounding
and mass effect center shift

2. left side

3. bery anurysum , polycystic kidneys .
vasculitis.

4. hypertensive




2.

Three Differential Diagnoses:
Acute appendicitis
Ovarian torsion or ruptured ovarian cyst
Pelvic inflammatory disease (PID) with tubo-ovarian abscess

Two Investigations to Confirm Diagnosis:
Transvaginal ultrasound (TVUS)
Serum 3 -hCG

Initial Steps of Management:
Resuscitation:
Establish two large-bore IV lines and initiate fluid resuscitation with cry:

Normal Saline or Ringer’ s lactate).

Blood transfusion if the patient is hemodynamically unstable.

Confirm Diagnosis:

Perform an urgent ultrasound and check serial B -hCG levels.

Emergency Surgical Intervention:

Laparoscopy or laparotomy for surgical removal of the ectopic pregnancy
Monitor and Follow-up:

Monitor vital signs, urine output, and hemoglobin levels- Rh immunoglobulir



	1.	Most Probable Diagnosis:
	•	ruptured ectopic pregnancy.

	2.	Three Differential Diagnoses:
	•	Acute appendicitis
	•	Ovarian torsion or ruptured ovarian cyst
	•	Pelvic inflammatory disease (PID) with tubo-ovarian abscess
	3.	Two Investigations to Confirm Diagnosis:
	•	Transvaginal ultrasound (TVUS)
	•	Serum β-hCG
	4.	Initial Steps of Management:
	•	Resuscitation:
	•	Establish two large-bore IV lines and initiate fluid resuscitation with crystalloids (Normal Saline or Ringer’s lactate).
	•	Blood transfusion if the patient is hemodynamically unstable.
	•	Confirm Diagnosis:
	•	Perform an urgent ultrasound and check serial β-hCG levels.
	•	Emergency Surgical Intervention:
	•	Laparoscopy or laparotomy for surgical removal of the ectopic pregnancy
	•	Monitor and Follow-up:
	•	Monitor vital signs, urine output, and hemoglobin levels•	Rh immunoglobulin


e sTATIoN 08

This patient is having gc:'::l::mmw & diplopia mostly.
Question 1: What is the most likely dlagniosis? 3
Question 2: Enumerate the investigation plan? 4+

3

Question 3: What is the treatment?

1. Diagnosis:
- Myasthenia Gravis (MG)

2. Investigation Plan:
Edrophonium (Tensilon)
Serum anti-acetylcholine receptor (AChR) antibodies ..
Repetitive nerve stimulation test
Single-fiber EMG
CT or MRI of the chest
Ice pack test

3. Treatment:
First-line treatment:
Acetylcholinesterase inhibitors
Immunosuppressive therapy
Corticosteroids (Prednisone)
Azathioprine or Mycophenolate mofetil
Plasmapheresis or Intravenous Immunoglobulin
Thymectomy




	1. Diagnosis:
	•	Myasthenia Gravis (MG)

	2.	Investigation Plan:
	•	Edrophonium (Tensilon)
	•	Serum anti-acetylcholine receptor (AChR) antibodies 
	•	Repetitive nerve stimulation test
	•	Single-fiber EMG
	•	CT or MRI of the chest
	•	Ice pack test
	3.	Treatment:
	•	First-line treatment:
	•	Acetylcholinesterase inhibitors 
	•	Immunosuppressive therapy 
	•	Corticosteroids (Prednisone)
	•	Azathioprine or Mycophenolate mofetil
	•	Plasmapheresis or Intravenous Immunoglobulin 
	•	Thymectomy
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nature
i cations.

. What is your diagnosijs?
i, ] igati
! What Investigations wijj You advijse?
1i. I '
What is the treatment recommendeq?
e

Lifestyle and Dietary Che

diagnosis {eafiet - Avoid fatty and grea
-Biliary Colic due to Cholellthlasymptoms_ 3
i 95 ! - Maintain a healthy w
2. Liver function tests (LFTs) 2. Definitive Trelim

- Elevated ALP and GGT

lap cholecystectomy
3. Complete blood count (CBC) =

i Ercp
4. Amylase/Lipase 3. Symptomatic M
5. **HIDA scan NSAIDs

Anticnacmads


diagnosis
	•Biliary Colic due to Cholelithiasis 
	1. US
2.	Liver function tests (LFTs)
	•	Elevated ALP and GGT 
	3.	Complete blood count (CBC) 
	4.	Amylase/Lipase
	5.	**HIDA scan 

Lifestyle and Dietary Changes:
	•	Avoid fatty and greasy foods to prevent symptoms.
	•	Maintain a healthy weight and diet.
	2.	Definitive Treatment:
	lap cholecystectomy 
Ercp 
	3.	Symptomatic Management:
	NSAIDs
	antispasmodic
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7. This exposes the galibladder fully
8. With lateral traction on the gall-bladder neck, the peritoneum overlying the

triangle of Calot is incised and the cystic duct is ligated and divided after carefully
tracing it onto the gallbladder.

9. Pringle’s maneuver may be needed for sever bleeding

10.Abdomen s closed and pertoneum and transverse abdonimis and internal
oblique are closed together, then rectus muscle is closed then rectus sheath.
Skin is closed with subcuticular technique.

Complications of Cholecystectomy:

1. Damage lo hepatic duct or CBD
2. Damage to hepatic artery.
3. Biliary leakage leading to biliary peritonitis.
4. Missed stone in CBD or cystic duct.
5. Would complication

a. Hematoma
b. Infection
c._Incisional hernia
R

-

Station 10: Scenario D/D's ~ Testicular Torsion, epididymio-orchitis
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. Obstructive Jaundice (ALP Is elevated which is characteristic of QJ)
. 4 Common Causes: Gallstones in CBD, CA Pancreas, Swelling of lymph nodes

near bile duct, Pancreatic cysts, other pancreatic duct obstructions such as
scarring.

. 3 Ix which can help in reaching cause of the diagnosis: ECRP, CT scan, MRCP?
. Prepare patient for surgery: IV fluids, NG aspiration, foley, Vitamin K, high CHO

diet etc. {one other point im forgetting?

KEY STATION 24

1. Choledocholithiasis
2. USG, ERCP
3. Papllotomy
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positive findings:
	•	Ambiguous genitalia:
	•	Enlarged clitoris resembling a penis.
	•	Fusion of the labial folds, resembling a scrotum.
	•	No palpable testes in the scrotal region
diagnosis:
	Congenital Adrenal Hyperplasia (CAH)

 2 important investigations:
	Serum 17-Hydroxyprogesterone 
Elevated levels confirm 21-hydroxylase deficiency (CAH).
	2.	Karyotyping 

Investigations (if needed):
	•	Electrolyte
	•	Ultrasound Abdomen/Pelvis
	•	ACTH Stimulation
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Station 43

Questions;

1

4

Look carclully 31 this CT image of the

@bdomen and give at least three
differentialy

Vih other inyeatigations would you
want o sei?

What four el 3igns would you expect
nntﬂr$pah¢n\7

What comghation the paticnt (a0 havt !

differential diagnoses:
Liver abscess
Hepatocellular carcinoma (HCC)
Liver metastasis
Hemangioma
Hepatic cyst

investigations:
LFTs)

Amoebic serology
Tumor markers (AFP for HCC, CEA
Blood culture
Ultrasound abdomen
MR
Biopsy/FNAC
clinical signs:
1. Fever and right upper quadrant (R
Q) pain
2. Jaundice
3. Hepatomegaly
4. Weight loss and fatigue
complications:
Rupture of liver abscess
Sepsis and septic shock
Portal vein thrombosis

I Svinv Failiiva


differential diagnoses:
	Liver abscess 
	Hepatocellular carcinoma (HCC)
	Liver metastasis 
	Hemangioma
	Hepatic cyst

 investigations: 
	LFTs)
	Amoebic serology 
	Tumor markers (AFP for HCC, CEA
	Blood culture
	Ultrasound abdomen
	MRi
	Biopsy/FNAC
clinical signs: 
	1.	Fever and right upper quadrant (RUQ) pain 
	2.	Jaundice
	3.	Hepatomegaly 
	4.	Weight loss and fatigue
complications: 
Rupture of liver abscess
Sepsis and septic shock 
Portal vein thrombosis 
	Liver failure 
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lymphadenopathy, metastatic neopl hydrocele, epididymitis, abscess, hematoma

Key station 22

1. Inguinoscrotal swelling 2
2. Inguinal hernia, infantile hydrocele 3
3. Can reach above the swelling or not 3
a Reducibility
b. Cough impulse
c. Deep ring occlusion test
Hydroceles may

appear bluish; If hernia, there may be presence of a "silk glove sign* when the layers of
the hernia sac are palpated sliding over each other.
What pathologies could you palpate in the kidneys bilaterally?

A & T m &° p°
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Large gut obstruction....Haustra
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A7 years old boy is admitted with history of fever,
headache and unconsciousness from the last 3 days.

He is unwell for the last 1 month with low grade fever,

off and on headache and was coughing with lots of
sputum.

B
His CSF finding are

Turbidity = present

Cell count = 250 cells / mm?
N=2%

L=98%

Protein = 120 mg/dl

1 Sugar = 28 mg/dl

' Blood Sugar = 104 mg

X-ray chest show hilar lymphadenopathy interpret
this data.

a)  What is the diagnosis?
b)  Discuss treatment plan

N3 .al 40% & 6:45 PM
==

» 1.GBS

A 9 years old girl who had previously been

~e



staiion 17
1 hypodense shadow e internal

hyperdensity
2. disphagia paralysis
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STATION 16

A 60 years old man sustained a fall in toilet 4
days ago. s CT scan had presented here.
Carefully examine the given CT and answer
the following questions:
1. What positive findings does it show?
2. What clinical feature is likely to lead w0
suspicion of diagnosis?
What should be the management?

w

positive findings:

The CT scan shows a hyperdense (bright) biconvex/lentif
n-shaped lesion in the right hemisphere, indicative of an ep
al hematoma (EDH).

There is midline shift, suggesting raised intracranial
re (ICP).

Possible compression of adjacent brain structures due t
nass effect.

2. clinical feature:

History of head trauma/fall

Lucid interval

Headache, vomiting, drowsiness, confusion, or loss of c
ciousness.

Focal neurological deficits
the management:

Immediate neurosurgical evaluation.

Emergency craniotomy or burr hole evacuation if there i
gnificant hematoma (>30 mL), midline shift, or neurological
rioration.

Mannitol or hypertonic saline to manage raised ICp

Supportive care: Airway protection, oxygenation, and bl
pressure control.

Monitoring in ICU/neurosurgical ward for deterioration

CT scan




positive findings: 
	•	The CT scan shows a hyperdense (bright) biconvex/lentiform-shaped lesion in the right hemisphere, indicative of an epidural hematoma (EDH).
	•	There is midline shift, suggesting raised intracranial pressure (ICP).
	•	Possible compression of adjacent brain structures due to mass effect.

2. clinical feature: 
	•	History of head trauma/fall
	•	Lucid interval
	•	Headache, vomiting, drowsiness, confusion, or loss of consciousness.
	•	Focal neurological deficits
the management: 
	•	Immediate neurosurgical evaluation.
	•	Emergency craniotomy or burr hole evacuation if there is significant hematoma (>30 mL), midline shift, or neurological deterioration.
	•	Mannitol or hypertonic saline to manage raised ICp 
	•	Supportive care: Airway protection, oxygenation, and blood pressure control.
	•	Monitoring in ICU/neurosurgical ward for deterioration
	CT scan
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Intestinal clamp Uses:

(NON Crushing [ o spoees of comiomte
8
CIamp)  Control bleading during
~Intestinal anastomosis
{Noncrushing-eox * Occlude portal vein
|~ Locked — Non | * Ccapitation of intestine
‘toothed

Guedel's Airway: oropharyngeal airway tube that bypasses the tongue and upper pharayne. The
wse of this devise is reserved for incompletely conscious, as its insertion into the face of an alent
person is usually greeted with violent confrontation

Indications: unconscious patient with loss of upper airway muscle tone; unconscious patient with
difficult bag/mask seal; intubated patient. in whom the oropharyngesl airway acts as a bite block,
preventing the kinking o the softer endotracheal tube.

[Rigid lonk-resistant curve to push he torgue ferward,
!mhmeﬂmmwm

[Remtorcad bite block | '

(Colour coded range of sees |

cropharyngeal mucosal trauma | |inart polymer J
0 insertion - -

[Flenge to imit depth of insertion |
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AST, ALT (already elevated), Bilirubin, ALP, Albumin
3. Coagulation Profile:

PT/INR - To assess liver synthetic function
4. Ultrasound Abdomen:

To rule out biliary obstruction, fatty liver, or other structural causes
5. Autoimmune & Metabolic Workup (if needed):
- ANA, Anti-Smooth Muscle Antibody (autoimmune hepatitis)
Serum ceruloplasmin (Wilson’ s disease)

Treatment:
1. Supportive Care:
- Rest and hydration with IV fluids if necessary
Nutritional support with a light diet, avoiding fatty and fried foods
Antiemetics (ondansetron) if nausea/vomiting is present
2. Monitoring:
- Serial LFTs and PT/INR
3. Avoid Hepatotoxic Drugs:
No paracetamol, NSAIDs, or unnecessary medications
4. Specific Treatment- If hepatitis A or E - No specific antiviral theraf
imiting
If fulminant hepatitis (INR >1.5, encephalopathy) - Consider ICU admissi
d liver transplant evaluation
5. Prevention:
Hepatitis A vaccination for close contacts

Whnsana anA canstatinn adiiratAnn


acute viral hepatitis, particularly hepatitis A or E
differential diagnoses:
	•	Drug-induced liver injury (DILI)
	•	Autoimmune hepatitis
	•	Wilson’s disease (in pediatric patients)
	•	Leptospirosis (if history of exposure is present)

Investigations:
	1.	Viral Hepatitis Panel:
	•	Anti-HAV IgM → for hepatitis A
	•	Anti-HEV IgM → for hepatitis E
	•	HBsAg & Anti-HBc IgM → for acute hepatitis B
	•	Anti-HCV IgM → for hepatitis C
	2.	Liver Function Tests (LFTs):
	•	AST, ALT (already elevated), Bilirubin, ALP, Albumin
	3.	Coagulation Profile:
	•	PT/INR → To assess liver synthetic function
	4.	Ultrasound Abdomen:
	•	To rule out biliary obstruction, fatty liver, or other structural causes
	5.	Autoimmune & Metabolic Workup (if needed):
	•	ANA, Anti-Smooth Muscle Antibody (autoimmune hepatitis)
	•	Serum ceruloplasmin (Wilson’s disease)

Treatment:
	1.	Supportive Care:
	•	Rest and hydration with IV fluids if necessary
	•	Nutritional support with a light diet, avoiding fatty and fried foods
	•	Antiemetics (ondansetron) if nausea/vomiting is present
	2.	Monitoring:
	•	Serial LFTs and PT/INR
	3.	Avoid Hepatotoxic Drugs:
	•	No paracetamol, NSAIDs, or unnecessary medications
	4.	Specific Treatment•	If hepatitis A or E → No specific antiviral therapy, self-limiting
	•	If fulminant hepatitis (INR >1.5, encephalopathy) → Consider ICU admission and liver transplant evaluation
	5.	Prevention:
	•	Hepatitis A vaccination for close contacts 
	•	Hygiene and sanitation educaton
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Uses of this device: a draining tube placed in the common bile duct after common bile

duct (CBD) exploration with supra-duodenal choledochotomy. R provides external
drainage of bile into a controlied route while the haaling process of choledochotomy is
maturing and the orginal pathology is resolving.

T-ubes can also be used for persistent duodenal fistulas, pancreaticoduodenectomies,
or hepaticojejuncstomy In liver transplantation.

Comglications of T-Tube: Accidental T-tube displacement leading to CBD obstruction, bile
leakage, duodenal erosion, persistent biliary fistula and excoriation of the skin,
dehydration, saline depletion, cholangitis and CBD stenosis. I also increases the
chances of a post-operative infection.

When should o T-Tube be removed: T-tube should be removed 2 weeks ufler its placement.

Complications of T-tube removal: Bile leakage leading 1o ascites, biloma, and bile peritonitis

Station 9: Steps of a Cholecystectomy:
Laproscopic:
1. Prepared and draped similar to open procedure after giving GA

2. Foley catheter is placed and Orogastric tube is inserted to avoid inadvertent injury and
IMprove exposure.

. Pncumoperitoncum is established with a veress needle through a sub-umbilical incision

10mm trocar canula is inserted sub umbilically,

. A 30 degree luparoscope is then inserted through the umbilical port, and an examination

% 0T o &° B°
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T-Tube and Foley's catheter
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B Station 11

Questions:
1 Whndmtcai sign 15 shown in this picture?
Memson at least 4 causes of this condition.

3 WM i the most common chnical symptom 1hc pauem
~p11=9¢m?
¥ 4.!‘1enbon the diagnostic snvestigation in this patient

“clinical sign: ptosis

2. Diagnosis: Horner' s syndrome or oculomotor nerve palsy.
Causes of Horner’ s Syndrome:
Pancoast tumor (apical lung tumor affecting the sympathetic cha
- Carotid artery dissection : X SR8
Brainstem stroke (lateral medullary syndrome)
Cervical spinal cord injury or syringomyelia
Causes of Oculomotor Nerve Palsy (CN Il palsy):
- Aneurysm of the posterior communicating artery (PComA)
Diabetes mellitus (microvascular ischemia)
Head trauma
NMidbrain stroke (Weber’ s syndrome, Benedikt' s syndrome)

B WN -

W N

3. What is the most common clinical symptom the patient presents with?
- If Horner’ s Syndrome:

Unilateral ptosis

Miosis (constricted pupil)

Anhidrosis (loss of sweating on the affected side of the face)

If Oculomotor Nerve Palsy:

Diplopia (double vision)

Ptosis

“ Down and out” eye deviation (due to unopposed lateral rectus and superior
muscles)

4. Mention the diagnostic investigation in this patient.
For Horner’ s Syndrome:
1. MRI/MRA of the brain and neck — To rule out stroke or carotid artery dissect
2. Chest X-ray or CT scan of the chest - To check for a Pancoast tumor
3. Cocaine or apraclonidine eye drop test — To confirm Horner’ s syndrome
For Oculomotor Nerve Palsy:
1. MRI brain with contrast - To rule out midbrain stroke or tumor
CT angiography (CTA) or MRA — To check for PComA aneurysm
Blood glucose and HbAlc — To check for diabetic neuropathy

w N


clinical sign: ptosis 

2. Diagnosis: Horner’s syndrome or oculomotor nerve palsy.
	•	Causes of Horner’s Syndrome:
	1.	Pancoast tumor (apical lung tumor affecting the sympathetic chain)
	2.	Carotid artery dissection
	3.	Brainstem stroke (lateral medullary syndrome)
	4.	Cervical spinal cord injury or syringomyelia
	•	Causes of Oculomotor Nerve Palsy (CN III palsy):
	1.	Aneurysm of the posterior communicating artery (PComA)
	2.	Diabetes mellitus (microvascular ischemia)
	3.	Head trauma
	4.	Midbrain stroke (Weber’s syndrome, Benedikt’s syndrome)

3. What is the most common clinical symptom the patient presents with?
	•	If Horner’s Syndrome:
	•	Unilateral ptosis
	•	Miosis (constricted pupil)
	•	Anhidrosis (loss of sweating on the affected side of the face)
	•	If Oculomotor Nerve Palsy:
	•	Diplopia (double vision)
	•	Ptosis
	•	“Down and out” eye deviation (due to unopposed lateral rectus and superior oblique muscles)

4. Mention the diagnostic investigation in this patient.
	•	For Horner’s Syndrome:
	1.	MRI/MRA of the brain and neck → To rule out stroke or carotid artery dissection
	2.	Chest X-ray or CT scan of the chest → To check for a Pancoast tumor
	3.	Cocaine or apraclonidine eye drop test → To confirm Horner’s syndrome
	•	For Oculomotor Nerve Palsy:
	1.	MRI brain with contrast → To rule out midbrain stroke or tumor
	2.	CT angiography (CTA) or MRA → To check for PComA aneurysm
	3.	Blood glucose and HbA1c → To check for diabetic neuropathy


An 8 year old boy presents with increased thirst and
increased urination for the last 3months.

Now he has nausea, vomiting and abdominal pain
for the last 2 days. Laboratory tests show serum
glucose concentrations of 400 mg/dL, arterial pH
7.29, and serum bicarbonate concentration 14
mEq/L , urine glucose is 4+ and urinary ketones are
positive.

3. What is the diagnosis?
4. Give initial treatment plan?

1) DKA (2)

2) IV Normal Saline infusion, IV Regular Insulin Infusion , IV Ceftriaxone, Close
monitoring of hydration and neurological status, glucose and electrolytes and intake
output record (3)

1 year old girl is brought to emergency room
with history of fever, difficult breathing and
severe cough. At home she was given poppy
containing tea for the cough. She has become
difficult to arouse. Her GCS is 9 with a
respiratory rate of 15/min and pin-point pupils.

3. What is the diagnosis?
4. What is the

5. specific treatment?
1) Opium poisoning (2.5)
2) Naloxone (2.5)






1. What is the diagnosis?
The young woman presents with sudden blindness triggered by a hot bath (Uhthoff <

enomenon) and a history of similar episodes with diplopia.
This is suggestive of multiple sclerosis (MS), specifically optic neuritis as the

indness.

2. What is Lhermitte’ s sign? Give 3 causes of a positive Lhermitte’ s sign.
Lhermitte’ s sign is an electric shock-like sensation that runs down the spine int

bs when the neck is flexed.
It is a classic sign of demyelination of the cervical spinal cord.

Causes of a positive Lhermitte’ s sign:
1. Multiple Sclerosis (MS) (demyelination of the spinal cord)
2. Cervical spondylosis (compression of the spinal cord)
3. Vitamin B12 deficiency (subacute combined degeneration of the cord)

3. What is the underlying pathology?
Multiple sclerosis is an autoimmune demyelinating disease of the central nervous <

(CNS).
It involves T-cell-mediated destruction of myelin, leading to plaques in the white

of the brain and spinal cord.
Common sites include the optic nerves, periventricular white matter, brainstem, ar

Station 57 ii‘onrg,

4. How would you proceed further? What is the diagnostic criterion called?

Investigations:

A young Iady presents to therelrb MRI Bg&z&iﬂi ne w&?é&trast = sz@méﬁgnm;%matter lesions (
hours while taking hot bath, sﬁe HW gwmmamuf similarsepisodeas MG o R

and OCCOSIOHOI 8pf50d85 Of d'pio ked potentials (Visual and Somatosensory) — Delayed conduction suggests demye
nation.

What iS the diagn05i5? Diagnostic Criterion:
What is Lhermitte’s sign, also gived mumo[mmasmmm&% and space, as seen on MRI or

:

>

3. What is the underlying path8logy?

4. How would you proceed furtherowhat isthediagaestic criterion called?
5
6.

HOW WOU’d you treat the P gﬁ(ﬁﬂaﬁggeme (Relapse treatment):
What is the pragnos:s Of this dl!ﬁaiﬂ}rednlsolone (lg/day for 3-5 days) — Reduces inflammation and speeds rec
ery.

Long-term Disease-Modifying Therapy (DMT) to prevent relapses:
First-line: Interferon beta, Glatiramer acetate
Second-line: Natalizumab (for aggressive MS), Fingolimod, Ocrelizumab

Symptomatic Treatment:
Fatigue: Amantadine, Modafinil
Spasticity: Baclofen, Tizanidine
Neuropathic pain: Gabapentin, Pregabalin

6. What is the prognosis of this disease?
MS is a chronic disease with relapsing-remitting or progressive courses.
Early treatment with disease-modifying therapy (DMT) can significantly reduce rele

and slow disability progression.
Some patients develop secondary progressive MS (SPMS), leading to gradual worsenir



1. What is the diagnosis?
	•	The young woman presents with sudden blindness triggered by a hot bath (Uhthoff’s phenomenon) and a history of similar episodes with diplopia.
	•	This is suggestive of multiple sclerosis (MS), specifically optic neuritis as the cause of blindness.

2. What is Lhermitte’s sign? Give 3 causes of a positive Lhermitte’s sign.
	•	Lhermitte’s sign is an electric shock-like sensation that runs down the spine into the limbs when the neck is flexed.
	•	It is a classic sign of demyelination of the cervical spinal cord.

Causes of a positive Lhermitte’s sign:
	1.	Multiple Sclerosis (MS) (demyelination of the spinal cord)
	2.	Cervical spondylosis (compression of the spinal cord)
	3.	Vitamin B12 deficiency (subacute combined degeneration of the cord)

3. What is the underlying pathology?
	•	Multiple sclerosis is an autoimmune demyelinating disease of the central nervous system (CNS).
	•	It involves T-cell-mediated destruction of myelin, leading to plaques in the white matter of the brain and spinal cord.
	•	Common sites include the optic nerves, periventricular white matter, brainstem, and spinal cord.

4. How would you proceed further? What is the diagnostic criterion called?

Investigations:
	1.	MRI Brain and Spine with Contrast → Shows periventricular white matter lesions (Dawson’s fingers), spinal cord plaques, and active contrast-enhancing lesions.
	2.	Lumbar puncture (CSF analysis) → Presence of oligoclonal bands (IgG bands) supports the diagnosis.
	3.	Evoked potentials (Visual and Somatosensory) → Delayed conduction suggests demyelination.

Diagnostic Criterion:
	•	McDonald’s Criteria (requires dissemination in time and space, as seen on MRI or clinically).

5. How would you treat the patient?

Acute Management (Relapse treatment):
	•	IV Methylprednisolone (1g/day for 3-5 days) → Reduces inflammation and speeds recovery.

Long-term Disease-Modifying Therapy (DMT) to prevent relapses:
	•	First-line: Interferon beta, Glatiramer acetate
	•	Second-line: Natalizumab (for aggressive MS), Fingolimod, Ocrelizumab

Symptomatic Treatment:
	•	Fatigue: Amantadine, Modafinil
	•	Spasticity: Baclofen, Tizanidine
	•	Neuropathic pain: Gabapentin, Pregabalin

6. What is the prognosis of this disease?
	•	MS is a chronic disease with relapsing-remitting or progressive courses.
	•	Early treatment with disease-modifying therapy (DMT) can significantly reduce relapses and slow disability progression.
	•	Some patients develop secondary progressive MS (SPMS), leading to gradual worsening
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This is the CT Scan Brain of 0 65 yeors
to odd behavior

Questions:

1. Describe the radiological lesion
2. What is the likely diagnosis?

3. How would You manage this patient?
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Management of appendicular mass
Ochsner-Sherren regimen
Conservative treatment with
* Nil by mouth
* Ryle’s tube aspiration
* Antibiotic therapy
« Cephalosporins
» Aminoglycoside

« Metronidazole
* Recording of size of mass daily
* Recording of TPR chart 4hourly
* Input & output chart

Pancreatic cancer

Courvoisiers Law = Jaundice in the presence of an enlarged
non tender gallbladder is unlikely to be gallstone related.
Therefore likely to be pancreatic or GB cancer.

Other features
* Weight loss
Steatorrhoea
N&V
New onset diabetes
are palliative -5yr survival ~¥3%
Abx for cholangitis
Biliary stent
Creon replacement

Chemotherapy

10-15% are surgical candidates — Whipples procedure




Q 1. What sign d0€s

Q2. What'is the diagnosis?

Q 2. Write down treatment steps?

Mangolion spot.

Natural History:

?
this x-ray ShOW?

NG .l 41% & 6:45 PM

1.Double Bubble Sign

2.Dudenal Atresia

3.eCorrect Electrolyte

deficit
eSurgical Therapy:
duodenoduodenosto
my
duodenojejunostomy

Clubbing:

Causes:
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KEY STATION 14

1. Cysto urethrogram
2. Stricture of the bulbar urethra

3.

a. Pelvic fracture

b. Rec UTI

c. Instrumentation =3
d. History of fall / FAI - |

a. Optical urethrotomy 1

b. Urethral dialatation 1
c. Urethroplasty

1. Name the Xray
2. What are the pelvic Findings?
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Station 3 (picture taken from internet): D/D’s — pvogenic liver abscess and hydatid cyst.

virtualmedstudent.com__—
medastudent.com
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Station 18 (B)

This patient presented with diplopia
Q1. Which extra ocular muscle is involved?

Q2. Name three causes?
extraocular muscle involved:

palsy of the superior oblique muscle, which is inr
ted by the trochlear nerve (cranial nerve V).

three causes:
1. Congenital
2. Head trauma
3. Microvascular diseas


extraocular muscle involved: 
palsy of the superior oblique muscle, which is innervated by the trochlear nerve (cranial nerve IV).

three causes: 
	1.	Congenital 
	2.	Head trauma
	3.	Microvascular diseas
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lymphadenopathy, metastatic neopl hydrocele, epididymitis, abscess, hematoma

Key station 22

1. Inguinoscrotal swelling 2
2. Inguinal hernia, infantile hydrocele 3
3. Can reach above the swelling or not 3
a Reducibility
b. Cough impulse
c. Deep ring occlusion test
Hydroceles may

appear bluish; If hernia, there may be presence of a "silk glove sign* when the layers of
the hernia sac are palpated sliding over each other.
What pathologies could you palpate in the kidneys bilaterally?

A & T m &° p°
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b. Peptic ulcer |
3. Hyponatremic, hypochoremic, hypokalemia metabolc
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Questions:

1
Z

Which cranial nerve involvement is shown?

- This patient presented with headache, vbmi\ing and
papilledema, what is the most likely cause?

What is the most urgent investigation she needs?

Mention at least three differential diagnoses

Nhich cranial nerve involvement is shown?
sixth cranial nerve (abducens nerve) palsy.

e?

Station 12

7%

This patient presented with headache, vomiting, and papilledema. What is the most likel

Increased intracranial pressure (ICP) is the most likely cause.

Common etiologies include:

Brain tumor (most common)

Idiopathic intracranial hypertension (pseudotumor cerebri)

Hydrocephalus

Meningitis or encephalitis

What is the most urgent investigation she needs?

Urgent brain imaging:

MRI brain with contrast (preferred)

CT brain (if MRI is not available)

Lumbar puncture (LP) only after ruling out mass lesions to avoid brain herniation
Mention at least three differential diagnoses.

Brain tumor (e.g., posterior fossa tumor, glioma, meningioma)

Idiopathic intracranial hypertension (pseudotumor cerebri)

Hydrocephalus

Others: Meningitis, encephalitis, cerebral venous sinus thrombosis (CVST), trauma


Which cranial nerve involvement is shown?
sixth cranial nerve (abducens nerve) palsy.

	2.	This patient presented with headache, vomiting, and papilledema. What is the most likely cause?
	•	Increased intracranial pressure (ICP) is the most likely cause.
	•	Common etiologies include:
	•	Brain tumor (most common)
	•	Idiopathic intracranial hypertension (pseudotumor cerebri)
	•	Hydrocephalus
	•	Meningitis or encephalitis
	3.	What is the most urgent investigation she needs?
	•	Urgent brain imaging:
	•	MRI brain with contrast (preferred)
	•	CT brain (if MRI is not available)
	•	Lumbar puncture (LP) only after ruling out mass lesions to avoid brain herniation
	4.	Mention at least three differential diagnoses.
	•	Brain tumor (e.g., posterior fossa tumor, glioma, meningioma)
	•	Idiopathic intracranial hypertension (pseudotumor cerebri)
	•	Hydrocephalus
	•	Others: Meningitis, encephalitis, cerebral venous sinus thrombosis (CVST), trauma






These are the Sk findings from a 6 year old who
presented with inability to walk and then ended up on
a ventilator. CSF analysis showed

Clear fluid, Protein 250 mg/dl, glucose 50 mg/dl, blood

sugar 54 mg/dl, microscopy 4 cells, lymphocytes 3.
PMN cells 1, culture negative

Q1. What is the diagnosis?

6/92
- s .l 40% B 6:45 PM




STATION NO

i Mention the sbaormmalsty

1. Mention three camses.

3 Mention three drugs which can be wsed in this
n— ‘-‘L‘*l i3

Diagnosis: ascities
Three Causes of Ascites:
1. Liver Cirrhosis
2. Malignancy
3. Congestive Heart Failure (CHF)

Three Drugs Used for Ascites Treatment:
1. Spironolactone
2. Furosemide
3. Albumin



Diagnosis: ascities
Three Causes of Ascites:
	1.	Liver Cirrhosis
	2.	Malignancy 
	3.	Congestive Heart Failure (CHF)

Three Drugs Used for Ascites Treatment:
	1.	Spironolactone
	2.	Furosemide
	3.	Albumin 
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Intestinal clamp Uses:

(NON Crushing [ o spoees of comiomte
8
CIamp)  Control bleading during
~Intestinal anastomosis
{Noncrushing-eox * Occlude portal vein
|~ Locked — Non | * Ccapitation of intestine
‘toothed

Guedel's Airway: oropharyngeal airway tube that bypasses the tongue and upper pharayne. The
wse of this devise is reserved for incompletely conscious, as its insertion into the face of an alent
person is usually greeted with violent confrontation

Indications: unconscious patient with loss of upper airway muscle tone; unconscious patient with
difficult bag/mask seal; intubated patient. in whom the oropharyngesl airway acts as a bite block,
preventing the kinking o the softer endotracheal tube.

[Rigid lonk-resistant curve to push he torgue ferward,
!mhmeﬂmmwm

[Remtorcad bite block | '

(Colour coded range of sees |

cropharyngeal mucosal trauma | |inart polymer J
0 insertion - -

[Flenge to imit depth of insertion |
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Station 11 (B)

This is the CT brain of 60 year old hypertensive who presented with acute
onset severe headache followed by drowsiness.

Q1. What is the radiological diagnosis?

Q2. Name any two treatment options?

" o

e
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Name the X-ray: Erect PA view?

What are the positive findings? Air under the diaphragm

Most probably diagnosis: perforated peptic/duodenal ulcer; perforation of ileum due to typhoid
or th; injury to the intestine (blunt or penetrating); perforation of intestinal tumor; post
laparotomy/laparoscopy which may persist up to 7 days.

4 Causes: most common cause is hollow viscous perforation. Could occur due to perforated
peptic ulcer. In 10% of case, it can be due to rare causes, both abdominal and extra abdominal
(intra-abdominal infection by gas forming organisms).

What is the mechanism of this finding: Normally, there is no free air in the peritoneal
cavity, rather it is present in the lumen of the gut. When there is perforation of the gut
due to any reason, this air enters into the peritoneal cavity along with other contents of
the gut. When the patient is in standing position, this air moves upward (under the
diaphragm and occupies a space between the liver and diaphragm) when xray is taken
in this position then air becomes clearly visible between the liver and diaphragm. It
usually takes about 3 to 4 hours after perforation of duodenal ulcer for air to be seen in
the x-rmy and minimum amount of air which can be detected on xray is 12cc.

Treatment: Urgent surgery. Follow all pre-op steps.

Station 2: Barium Meal (picture taken from internet).
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station 20

1. conjunctival hemorrhage
2. dangue malaira

3. isolate the pt. platelet whole blood
transfusion
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QUESTIONS.
. What js the DOSE of Hepatitis ‘B
o:/7//dref7>
2. What ;s the Scheduyle Oof doses of this
ch//dren’
3 How Will yvou Manage , baby born ¢
POSitive mother>

7 Regptal 7




KEY STATION 24

| Choledocholithiasis 2
2.USG, ERCP 3
3. Papillotomy



Q 1. What sign d0€s

Q2. What'is the diagnosis?

Q 2. Write down treatment steps?

Mangolion spot.

Natural History:

?
this x-ray ShOW?

NG .l 41% & 6:45 PM

1.Double Bubble Sign

2.Dudenal Atresia

3.eCorrect Electrolyte

deficit
eSurgical Therapy:
duodenoduodenosto
my
duodenojejunostomy

Clubbing:

Causes:
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| P ysto urethrogram
2. Stricture of the bulbar urethra

3.
a. Pelvic fracture
b. Rec UTI
¢. Instrumentation A
d. History of fall / FAI - |
4.
a. Optical urethrotomy 1
b. Urethral dialatation 1

c. Urethroplasty

1. Name the Xray
2. What are the pelvic Findings?
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Based on the X-ray image and the associated que
stions, let’ s go through the details systemati

1. Name the X-ray

This is an Abdominal X-ray (AXR) taken in
e erect position.

It is typically used to evaluate bowel obs
on, perforation, or other intra-abdominal patho
es.

2. What are the positive findings?

The X-ray shows dilated bowel loops with m
Itiple air-fluid levels.

This is characteristic of bowel obstructio
hich could be in the small or large intestine.

There is a “ step-ladder” pattern of air-
evels, indicating obstruction rather than just

3. Name three conditions leading to this findin

Several conditions can lead to this appearance,
luding:

Small bowel obstruction (SBO): Commonly ca
used by adhesions (post-surgical), hernias, or
ors.

Large bowel obstruction (LBO): Often due t
malignancy, volvulus (sigmoid or cecal), or div
lar strictures.

Paralytic ileus: Functional obstruction du
electrolyte imbalances, peritonitis, or recent
y.

4. How will you manage this patient?

Management depends on the underlying cause and
severity:

Initial Stabilization (Conservative Management)

NPO (Nil per 0s): Stop oral intake to prev
worsening distension.

IV Fluids: Correct dehydration and electro
imbalances.

Nasogastric Tube (NGT): To decompress the
stomach and reduce vomiting.

Pain management: Avoid opioids (can worsen

ileus).

6itor vitals closely for signs of perfor

[I:rarsening obstruction.

Definitive Management

Small bowel obstruction:

u(|¥ue to adhesions: Trial of conservative
agement for 24— 48 hours. If no improvement, su
ical intervention may be needed.

If due to hernia or tumor: Urgent surgery
nia repair or tumor resection).

Large bowel obstruction:

If due to volvulus: Sigmoid volvulus may n
endoscopic decompression or surgery.

If due to cancer: Requires surgical resect
or stentina if nalliative


Based on the X-ray image and the associated questions, let’s go through the details systematically:

1. Name the X-ray
	•	This is an Abdominal X-ray (AXR) taken in the erect position.
	•	It is typically used to evaluate bowel obstruction, perforation, or other intra-abdominal pathologies.

2. What are the positive findings?
	•	The X-ray shows dilated bowel loops with multiple air-fluid levels.
	•	This is characteristic of bowel obstruction, which could be in the small or large intestine.
	•	There is a “step-ladder” pattern of air-fluid levels, indicating obstruction rather than just ileus.

3. Name three conditions leading to this finding

Several conditions can lead to this appearance, including:
	•	Small bowel obstruction (SBO): Commonly caused by adhesions (post-surgical), hernias, or tumors.
	•	Large bowel obstruction (LBO): Often due to malignancy, volvulus (sigmoid or cecal), or diverticular strictures.
	•	Paralytic ileus: Functional obstruction due to electrolyte imbalances, peritonitis, or recent surgery.

4. How will you manage this patient?

Management depends on the underlying cause and severity:

Initial Stabilization (Conservative Management)
	•	NPO (Nil per Os): Stop oral intake to prevent worsening distension.
	•	IV Fluids: Correct dehydration and electrolyte imbalances.
	•	Nasogastric Tube (NGT): To decompress the stomach and reduce vomiting.
	•	Pain management: Avoid opioids (can worsen ileus).
	•	Monitor vitals closely for signs of perforation or worsening obstruction.

Definitive Management
	•	Small bowel obstruction:
	•	If due to adhesions: Trial of conservative management for 24–48 hours. If no improvement, surgical intervention may be needed.
	•	If due to hernia or tumor: Urgent surgery (hernia repair or tumor resection).
	•	Large bowel obstruction:
	•	If due to volvulus: Sigmoid volvulus may need endoscopic decompression or surgery.
	•	If due to cancer: Requires surgical resection or stenting if palliative.
	•	Perforation or ischemia:
	•	If there is pneumoperitoneum (air under the diaphragm, indicating perforation),
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Station 3 (picture taken from internet): D/D’s — pvogenic liver abscess and hydatid cyst.
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Station 13

Questions:

1. What abnormality is visible in this picture?
2. ‘Mention three causes for this abnormality,

3. - Mention three other signs this patient may
have.

gue Deviation - Causes and Associated Signs

e Causes of Tongue Deviation
. Hypoglossal nerve (CN XII) palsy — Causes ipsilateral tongue deviation due to unopposed action of the contralateral
Causes include stroke, tumors, trauma, or neurodegenerative diseases.

i i y_infarction or tumors) — Affecting the hypoglossal nucleus or nerve roots, leading to t

rainstem signs.
Motor neuron diseases (e.g., ALS) — Progressive degeneration of motor neurons, leading to tongue atrophy, fascicula

Three Other Signs Seen in Hypoglossal Nerve Palsy
1. Atrophy of the tongue — Wasting of tongue muscles due to lower motor neuron damage.
2. Fasciculations — Involuntary muscle twitches, often seen in motor neuron diseases.
3. Dysarthria and dysphagia — Difficulty speaking and swallowing due to tongue


Tongue Deviation - Causes and Associated Signs

Three Causes of Tongue Deviation
	1.	Hypoglossal nerve (CN XII) palsy – Causes ipsilateral tongue deviation due to unopposed action of the contralateral genioglossus muscle.
	•	Causes include stroke, tumors, trauma, or neurodegenerative diseases.
	2.	Brainstem lesions (Medullary infarction or tumors) – Affecting the hypoglossal nucleus or nerve roots, leading to tongue deviation with other brainstem signs.
	3.	Motor neuron diseases (e.g., ALS) – Progressive degeneration of motor neurons, leading to tongue atrophy, fasciculations, and weakness.

Three Other Signs Seen in Hypoglossal Nerve Palsy
	1.	Atrophy of the tongue – Wasting of tongue muscles due to lower motor neuron damage.
	2.	Fasciculations – Involuntary muscle twitches, often seen in motor neuron diseases.
	3.	Dysarthria and dysphagia – Difficulty speaking and swallowing due to tongue


Diagnosis: tb


Bilateral hilar lymphedanopathy 
Next step Ct scan, TST, biopsy 
Diagnosis: tb


1020PM ® O d - IR U 67

2019 med 1 TOACS

Mention the abnormality and its location shown in this image.

Mention two clinical features you expect in this patient.

Name this vessel most likely involved.

Mention three major risk factors for this illness.

Answers: 2.5 mark each.

1.

2.

Right paritofrontal infarct brain.
Left hemiplegia, dysphasia.
Middle cerebral artery.

Increased lipid/ cholesterol level, cigarette smoking, hypertension and diabetes mellitt
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A 25 years young lad . 2
: | y reports to you that for difficulty in standing from sitting
f,’}’f,"“”,?’Pe?'a ly from ﬁoor for the last mon{,l:s. There is no h:gtory of fever, loss
of appetite, difficulty in sleep, change in bowel habits, joint pains etc. She also
us‘e, lences episodes of double vision in evening which she attributed to excessive
of tranquilizers. Cl nical examination failed to reveal any abnormality except for
Rimlgetie o neck with euthyrold status PR
examination failed to show any abnormality and deep tendon refiexes
were 2+ BIL. Baseline relevant investigationg are within %rmal limits with serum

potassium 3.8 mmol/L

1. Which one of the following is the most likely diagnosis?
2. What is the underlying a?hogenesis? YT
3. Groups of muscles involved?
4. Exacerbating factors?
5. How would you diagnose?
piagltsillow would you treat the condition & crisis?

The most likely diagnosis is Hypokalemic Periodic Paralysis (HPP), a disorder characterized by episodic muscle weakness, t
ered by factors like high carbohydrate meals, stress, or rest after exercise. The presence of difficulty rising from a sit
ing diplopia, and normal neurological examination supports this diagnosis. The small goiter with i sts
of thyrotoxic periodic paralysis (TPP), which can occur in hyperthyroid states but sometimes presents with normal thyroid

on.

Underlying Pathogenesis:

HPP is caused by abnormal potassium regulation, leading to shifts of potassium into muscle cells, reducing extracellular pota

causing muscle paralysis. This occurs due to:
Mutations in ion channels (e.g., CACNALS, SCN4A, or KCNJ18 genes)
Increased Na+/K+-ATPase pump activity triggered by thyroid hormones, insulin, or catecholamines, causing intracellular p

n sequestration.
Reduced potassium efflux from muscles, leading to muscle fiber inexcitability and weakness.

Group of Muscles Involved:
1. Proximal limb muscles (e.g., quadriceps, hip flexors) — difficulty rising from sitting.

2. Neck flexors — may be affected in severe cases.
3. Ocular muscles (causing transient diplopia, as seen in this patient).

Precipitating (Triggering) Factors:
1. High-carbohydrate or salty meals — triggers insulin release, shifting potassium into cells.

Strenuous exercise followed by rest — post-exercise potassium shift.

2.

3. Emotional stress — increases catecholamines.

4. Alcohol consumption — contributes to electrolyte imbalance.

5. Certain medications — like insulin, beta-adrenergic agonists, or excessive tranquilizer use.
Diagnosis:

1. Serum potassium levels during an episode — typically low (<3.5 mmol/L), though can be borderline normal.
2. Thyroid function tests (T3, T4, TSH) — especially in suspected thyrotoxic periodic paralysis (TPP).
3. Electromyography (EMG) — shows reduced muscle excitability


Diagnosis:

The most likely diagnosis is Hypokalemic Periodic Paralysis (HPP), a disorder characterized by episodic muscle weakness, typically triggered by factors like high carbohydrate meals, stress, or rest after exercise. The presence of difficulty rising from a sitting position, evening diplopia, and normal neurological examination supports this diagnosis. The small goiter with euthyroid status suggests a possibility of thyrotoxic periodic paralysis (TPP), which can occur in hyperthyroid states but sometimes presents with normal thyroid function early on.

Underlying Pathogenesis:

HPP is caused by abnormal potassium regulation, leading to shifts of potassium into muscle cells, reducing extracellular potassium and causing muscle paralysis. This occurs due to:
	•	Mutations in ion channels (e.g., CACNA1S, SCN4A, or KCNJ18 genes)
	•	Increased Na+/K+-ATPase pump activity triggered by thyroid hormones, insulin, or catecholamines, causing intracellular potassium sequestration.
	•	Reduced potassium efflux from muscles, leading to muscle fiber inexcitability and weakness.

Group of Muscles Involved:
	1.	Proximal limb muscles (e.g., quadriceps, hip flexors) – difficulty rising from sitting.
	2.	Neck flexors – may be affected in severe cases.
	3.	Ocular muscles (causing transient diplopia, as seen in this patient).

Precipitating (Triggering) Factors:
	1.	High-carbohydrate or salty meals – triggers insulin release, shifting potassium into cells.
	2.	Strenuous exercise followed by rest – post-exercise potassium shift.
	3.	Emotional stress – increases catecholamines.
	4.	Alcohol consumption – contributes to electrolyte imbalance.
	5.	Certain medications – like insulin, beta-adrenergic agonists, or excessive tranquilizer use.

Diagnosis:
	1.	Serum potassium levels during an episode – typically low (<3.5 mmol/L), though can be borderline normal.
	2.	Thyroid function tests (T3, T4, TSH) – especially in suspected thyrotoxic periodic paralysis (TPP).
	3.	Electromyography (EMG) – shows reduced muscle excitability


Diagnosis:

1.

g s wN

Serum potassium levels during an episode — typically low (<3.5 mmol/L), though can be borderline normal.
Thyroid function tests (T3, T4, TSH) — especially in suspected thyrotoxic periodic paralysis (TPP).
Electromyography (EMG) — shows reduced muscle excitability during attacks.

Genetic testing — to confirm hereditary HPP (mutations in CACNALS, SCN4A, or KCNJ18 genes).

Provocative testing (e.g., glucose-insulin test) — induces an attack for diagnostic purposes (rarely needed).

Emergency Treatment During Crisis:

1.
tion.

Potassium supplementation — Oral potassium chloride (20— 60 mEq) or IV potassium chloride (if severe paralysis) while avoiding

Monitor cardiac function — as rapid potassium shifts can cause arrhythmias.
Avoid glucose-containing IV fluids — as insulin release can worsen hypokalemia.
Treat underlying cause — if due to thyrotoxicosis, manage with beta-blockers (propranolol) and antithyroid medications (methima

Long-term management:
Potassium-sparing diuretics (e.g., spironolactone, acetazolamide) to prevent episodes.
Dietary potassium intake adjustment to prevent attacks

Iron - Deferoxamine

Benzodiazepines — Flumazenil

Acetaminophen (Paracetamol) - N-acetylcysteine (NAC)

Organophosphorus compounds — Atropine + Pralidoxime

Warfarin - Vitamin K + Fresh Frozen Plasma (FFP) or Prothrombin Complex Concentrate (PCC)

a s wWwN -


Diagnosis:
	1.	Serum potassium levels during an episode – typically low (<3.5 mmol/L), though can be borderline normal.
	2.	Thyroid function tests (T3, T4, TSH) – especially in suspected thyrotoxic periodic paralysis (TPP).
	3.	Electromyography (EMG) – shows reduced muscle excitability during attacks.
	4.	Genetic testing – to confirm hereditary HPP (mutations in CACNA1S, SCN4A, or KCNJ18 genes).
	5.	Provocative testing (e.g., glucose-insulin test) – induces an attack for diagnostic purposes (rarely needed).

Emergency Treatment During Crisis:
	1.	Potassium supplementation – Oral potassium chloride (20–60 mEq) or IV potassium chloride (if severe paralysis) while avoiding overcorrection.
	2.	Monitor cardiac function – as rapid potassium shifts can cause arrhythmias.
	3.	Avoid glucose-containing IV fluids – as insulin release can worsen hypokalemia.
	4.	Treat underlying cause – if due to thyrotoxicosis, manage with beta-blockers (propranolol) and antithyroid medications (methimazole or PTU).
	5.	Long-term management:
	•	Potassium-sparing diuretics (e.g., spironolactone, acetazolamide) to prevent episodes.
	•	Dietary potassium intake adjustment to prevent attacks


	1.	Iron → Deferoxamine 
	2.	Benzodiazepines → Flumazenil 
	3.	Acetaminophen (Paracetamol) → N-acetylcysteine (NAC)
	4.	Organophosphorus compounds → Atropine + Pralidoxime
	5.	Warfarin → Vitamin K + Fresh Frozen Plasma (FFP) or Prothrombin Complex Concentrate (PCC)
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Question:

and is Fe€sponsive to pain only.

1. Give most likely diagnosis?

l 2. What is her GCS?

P e

_ NAME:

BLOCK: Station No:
Date: /S

3. How will yOu investigate?




A 16-year-old girl presented with excessive weight gain

and decreased rate of height gain for the last 3 years. Her 1 H | rSUtism
blood pressure is 150/100 mmHg. Her TFT’s and LFT's 2

are normal. Acne
Moon Face
Straie
Central Obesity

2.Cushing
Syndrome




Question 1: Name these leslons?

Question 2 \What are the associated <omplluﬂom!

Question 3: What investigations are peededs
Xanthelesma and palmer erythema
Xanthelesma: hyperlipidemia(cvs dise
se)

Palmer: liver surrhosis

Ins: lipid profile

Lfts
lle
Study Date'l?
Study Time*) STAT]ON 02
Question 12 What isthe likely diagnosis? 3

Question 2t What Is the likely cause?

Intracranial hemorrage
1tn

[ smmoNa ]

A 53 yearold lag A
¥ presented with 2.year history of weakness, fatigue and palior which increased gradually over Ume, She had mul

falnting attacks in t
Ve past with emergency visits to the nearby health facility and used to imprave with IV DjSaline.

Convert


Xanthelesma and palmer erythema 
Xanthelesma: hyperlipidemia(cvs disease) 
Palmer: liver surrhosis 
Ins: lipid profile 
Lfts
Us

Intracranial hemorrage 
Htn


v oes A1C the positive findings in tis
C1 Scan abdomen,
y Name 3 differential diftferennial
dragnosis
1 Eaumerate 3 treatment oplions
4 Name 3 complications ol this

condition

Large ovoid hypodense area in the liver

Differentials: hydatid cyst, liver abscess, benign adenoma. But this is hydatid cyst

Treatment: medical—albendazole; Surgical—PAIR (puncture aspiration injection reaspiration);
Excision; cystopericystetctomy; Captionnage; Hepatic resection

4. Complications: Ruture; Jaundince (due to compression effects of the lesions); Calcifications;
Suppuration.

1
2.
3.
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Mark; l This 30 year old married lady was found as
allocation
Ant-HCV positive accidently during pre-
employment screening. She is worried and
anxious.
Introduction/rapport 0.5
Your task is to talk to him and address his
concerns.
Assessing the level of prior 3
knowledge of patient
Enquire about his concerns 3
Appropriately address his
concerns and suggest 3
solutions
Advise precautions 2
Discuss the required
investigations and 2
treatment options
Advise regular follow up
with physician 1
Thanking the patient 0.5
Total 15
//
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Figure
This is an x-ray (figure 7) of the
levels which are indicative of int
Xerays which are taken in erect

POsture, because of th
& air rises UP.2-3 air fluids levels can b
fluids level in

erect posture showing multiple a
estinal obstruction. These air fluid levels are visible only In

e effect of Bravity the fluids s« tties &
e seen in normal Individuals bt pPresence of rmultig
dicate Intestinal obstruction

Figure &6
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Static Station 2

Marks: 05 Time Allowed: 05 minutes

For Candidate:

A 35 years old female has presented with a history of recurrent episodes of upper

abdominal pain and fever. Her LFT's during one of are as follows:
————————

Total DIlIrUbIN e 8. SMQ/al

Direct bilirubln = 4 5Smg/dl




Questions;
: o

2
3.
4

What is the most likely dhagnosis?
What important history would you ask?
Enumerate three investigations.

Enumerate three management steps

Liver cirrhosis with portal htn

Alcohol hx of hep b and ¢ jaundice gi bleed
3 inv: Lfts, abd us/ ct serology

3 mx: diuretics paracentesis lufe style modifi

ons



Liver cirrhosis with portal htn 
Alcohol hx of hep b and c  jaundice gi bleed 
3 inv: Lfts, abd us/ ct serology 
3 mx: diuretics paracentesis lufe style modifications
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Station 6: Identify types of incisions

Pfannestiel incision (pubic incision): most commonly for C-Sections and abdominal
hysterectomies. Also used for orthopedic surgeries to treat pelvic fractures. Hernia
repair is another indication.

Lanz Incision: It is a variationof the McBumey's incision that is made at the same point
but in the transverse plane. It gives a cosmetically good scar. It is used for
appendicectomy.

Upper midline incision: For laparotomy and other abdominal surgeries

Gridiron incision (McBumey's Incision): for appendicectomy.

Rutherford-Marrison incision: can be sued for a right and left sided colonic resection,
caecostomy or sigmoid colostomy.
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Station 11 (A) W

Q1. Identify two abnormal findings?
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1. Findings: hyperdense (white) crescant-shaped mass between the innar table of
the skull and the surface of the cerebral hemisphere

2. Clinical feature: thunder-dap headache or “worst headache of life.” Confusion
and drowsiness, nausea and vomiting. slurred speech and changes In vision

3. Management: craniotomy




Questions:

o :Memion the abnormality.
2. “Mention three causes.

3. Mention three drugs which can be used
‘in this condition 2




KEY STATION 7

. T Tub (post CBD exploration I4]
1. 3 ways Foleys cathete (post TVP/ clo

fefention) I
3. Non crushing ntestinal clamp (gut

resection) Il
4. Airway (post anaesthesia/unconscious

patient)

I

g’ ' STATION 22

Carefully examine the given Dkticon

answer the following q
. Give the ;

Key station 22

1. Inguinoscrotal swelling !
2. Inguinal hernia, infantile hydrocele 3
3. Can reach above the swelling or not J

a. Reducibility
b. Cough impulse
c. Deep ring occlusion test



g

1. Dermatitus herpetiformis
2. Celiac dusease : :
3. Anti ttg and anti endomysial a/b skin biopsy endscopy

4. Gluten free diet
Dapsone

st etk



1. Dermatitus herpetiformis 
2. Celiac dusease 
3. Anti ttg and anti endomysial a/b skin biopsy endscopy 

4. Gluten free diet 
Dapsone 


ASEPTO SYRINGE \

kS

* For irrigation of
wounds, cavities, and urinary
bladder-.

LUMBAR PUNCTURE NEEDLE




Yesterday, 8:21 pm
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Likely Diagnosis: 2
12244 © © & OB = .

The most probable diagnosis is Celiac Disease (Gluten-sensitive enteropathy). The history of chronic diarrhea since infancy, al
erweight status, protuberant abdomen, and muscle wasting strongly suggests malabsorption syndrome, with celiac disease being ti

st likely cau% @ 50 D l/_J-) E

How to Confirm the Diagnosis?
1. Serological Tests:
Anti-tissue transglutaminase (tTG) IgA (first-line test)
Anti-endomysial antibodies (EMA) IgA
Total serum IgA (to rule out IgA deficiency, which can cause false-negative results)
2. Small Bowel Biopsy (Gold Standard):
Villous a
3. Genetic
HLA-DQ2 a

enal biopsy confirm the diagnosis.

Management: YA s
1. Lifelong|Gluten-Free Diet (GFD):
Avoid wheat, barley, rye, and derivatives.

Dira r~narn  and alidan_fraoo
'

Name the X-ray: Erect PA view?

What are the positive findings? Air under the diaphragm

Most probably diagnosis: perforated peptic/duodenal ulcer; perforation of ileum due to typhoid
or th; injury to the intestine (blunt or penetrating); perforation of intestinal tumor; post
laparotomy/laparoscopy which may persist up to 7 days.

4 Causes: most common cause is hollow viscous perforation. Could occur due to perforated
peptic ulcer. In 10% of case, it can be due to rare causes, both abdominal and extra abdominal
(intra-abdominal infection by gas forming organisms).

What is the mechanism of this finding: Normally, there is no free air in the peritoneal
cavity, rather it is present in the lumen of the gut. When there is perforation of the gut
due to any reason, this air enters into the peritoneal cavity along with other contents of
the gut. When the patient is in standing position, this air moves upward (under the
diaphragm and occupies a space between the liver and diaphragm) when xray is taken
in this position then air becomes clearly visible between the liver and diaphragm. It
usually takes about 3 to 4 hours after perforation of duodenal ulcer for air to be seen in
the x-rmy and minimum amount of air which can be detected on xray is 12cc.

Treatment: Urgent surgery. Follow all pre-op steps.

Station 2: Barium Meal (picture taken from internet).

Edit Annotate  Fill&Sign  Convert All


Likely Diagnosis:

The most probable diagnosis is Celiac Disease (Gluten-sensitive enteropathy). The history of chronic diarrhea since infancy, anemia, underweight status, protuberant abdomen, and muscle wasting strongly suggests malabsorption syndrome, with celiac disease being the most likely cause.

How to Confirm the Diagnosis?
	1.	Serological Tests:
	•	Anti-tissue transglutaminase (tTG) IgA (first-line test)
	•	Anti-endomysial antibodies (EMA) IgA
	•	Total serum IgA (to rule out IgA deficiency, which can cause false-negative results)
	2.	Small Bowel Biopsy (Gold Standard):
	•	Villous atrophy, crypt hyperplasia, and intraepithelial lymphocytosis seen on duodenal biopsy confirm the diagnosis.
	3.	Genetic Testing (if uncertain cases):
	•	HLA-DQ2 and HLA-DQ8 are associated with celiac disease but not diagnostic.

Management:
	1.	Lifelong Gluten-Free Diet (GFD):
	•	Avoid wheat, barley, rye, and derivatives.
	•	Rice, corn, and gluten-free


2ll for the last 1 month with low grade fever, 1 i TU berCU IOUS
off and on headache and was coughing with lots of

sputum. BN Meningitis
His CSF finding are '
Turbidity = present

2.* Antitubercular
Cell count = 250 cells / mm’

N=2 % Drugs
W (12-18months)
Protein = 120 mg/dl

Sugar = 28 mg/dl )

Blood Sugar = 104 mg e Steroids

X-ray chest show hilar lymphadenopathy interpret
this data.

4)  What is the diagnosis?
b)  Discuss treatment plan




Station 76

This 70 years old gentleman presented
with decreased attention, apathy and
loss of memory Jor three months. He

also  had unsteady gate and
incontinence of urine.

What investigation is shown?
What abnormality is present?
What is the diagnosis?

Whot is the most effective

treatment?
- Mﬁ

S Wi




1. Which nerve palsy is shown?

2. Enumerate two symptoms/ signs
You expect.

3. Enumerate three causes.

dypoglossal nerve injury
To gue deviation+ atrophy of tongue on affected side
Causes: stroke tumors trauma during surgery


Hypoglossal nerve injury 
To gue deviation+ atrophy of tongue on affected side 
Causes: stroke tumors trauma during surgery
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Most probably diagnosis: Testicular Torsion (twisting of spermatic cord resulting in
strangulation of blood supply to testes.

Investigations: Diagnosis is mainly clinical

Doppler U/S confirms absence of blood flow to the affected testis. Exploration should be
considered even in doubtful conditions and must be undertaken within 6 hours of onset
of pain.

Treatment: Take consent for orchidectomy in case testis is not viable. Exploration is
performed through scrotal incision. The testes is inspected. If viability is doubtful, cover
the testis with warm saline soaked gauze and ask the anesthetist to 100% oxygen for 5-
10 mins. Then examine gain. If the testis is now pink, it can be salvaged. If it is blue-
black, orchidectomy should be done.

If viable, torsion is untwisted and testis is fixed at 3places with non absorbable sutures
(prolene) between tunica albuginea and tunica vaginalist to prevent it from twisting
again. The other testis should also be fixed because the anatomical pre-disposition is
nvariably bilateral and other testis is at risk of torsion.

Station 5: Take hx rom a patient of obstructive jaundice

1. Biodata
. What brings you into today? Can you tell me about the skin colour change? When
did you first notice it?

3. Onset: Ask when the patient first noticed the jaundice and whether anyone else had
commented on it before

4. Progression: ask whether it has got more noticeable and how quickly it has
progressed (rapidly progressive jaundice could indicate viral hepatitis, an insidious
progression over months could indicate malignancy such as hepatocellular carcinoma or
pancreatic cancer and a long-term slowly progressing jaundice over years could indicate
liver cirrhosis)

5. Establish predisposing events such as trauma or iliness

6. Associated Symptoms:

a. Pain - painless pundice (especially if with weight loss) may signify a serious
wunderlying condition (such as malignancy) or RUQ pain and jaundice (e.q.
gellstones, acute cholangitis, hepatitis)

b. Nausea and vomiting - especially important to ask about haematemesis (may
be due to varices seen in chronic liver disease)

c. Bowel habit - loose stool, constipation

(=]

d. Change in stool colour - e.g. pale and greasy (steatorrhoea indicating bile
duct obstruction seen in pancreatic malignancy or gallstones
etc), dark/black/tarry (seen in an upper Gl bleed)

A OB & @
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Station 23 | -

Questions: g
This patient presented with high grade fever and

body pain,
& What 15 the most likely diagnosis?

2. Whatimportant history would you ask from this
- patient?

3. Namé atleast three diseases which spread
- through mosquilto bite;

~ 4. Mention three important investigations for this
paticnt, :

Dengue/ malaria
3disease: dengue malaria yellow fever

Invs: chc Lftspcr dengue antigen

N—



Dengue/ malaria
3disease: dengue malaria yellow fever 
Invs: cbc Lftspcr dengue antigen 


transfusion

station 21

Cullen sign

extra peritoneal hemorrhage sentinal lobs
effusion

pancreatitis
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Station 15

Questions:
1./ Name the sign shown in ths peture.

2: \What undeériying chromt i'ness you
suspect
3. Name three other signs this patent may
“have. 2
<. Menbion 3 single most important
myestizaton




STATION NO: 2
A 25 years old male opened for appendicectomy.

A suspected carcinoid tumor is found at the tip of
appendix.

a. What is carcinoid syndrome?

b. What other organs are affected by this
condition?

c. What will be the treatment for carcinoid of 2
cm at the tip of appendix?

d. What findings of the his
can change the managemen

Carcinoid syndrome: a set of symptoms that might be a sign you have neuroendocrine tumors
(NETSs). Carcinoid syndrome symptoms include watery diarrhea and unusually flushed skin.
a. causes redness or a feeling of warmth in your face and neck (skin flushing), chronic
diarrhea, and difficulty breathing.
Other organs affected by this condition: gastrointestinal tract, including your stomach, small
intestine, appendix, colon and rectum.
Treatment for 2cm carcinoid at tip of appendix:
a. If size is <2cm, appendectomy is curative
b. Indications for right hemicolectomy:
i. If tumor size is >2cm
ii. Lymph nodes are involved
iii. Cecal wall is involved
What findings of the histology of the specimen can change the management of the patient?
a. Iflymph nodes are involved or if cecal wall is involved.
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X-Ray KUB

Small radio-opaque shadow on the right side
. Renal Calculus

. ECSWL; PNL; Open removal of stone

BLN

1. X-ay erect abdomen
2. Multiple dilated loops of gut with air fluid levels

3. 5 Conditions: intestinal obstruction; caused by fibrous bands of tissue
(adhesions); colon cancer; hernia, strictures, crohn's disease, diverticulitis,

e O [ © °
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Q. A 4d-year-old man presented with chronie diarrhea. Over the past § years, the patient
expenencad intermittent bouts of watery diarrhea associated with fatigue and a 15+

kg weight loss. Past medical history inchuded W fistula, ‘Mﬁ
surgeny 3 years ago. He denied use of antibiotics or nonsteroidal anti-inflammatony

drugs before the onset of his symptoms. On presentation, vital signs were within the

‘U\
normal range. Physical examination showed a pale appearance, hyperactive bowel

sounds, and mild lower-extremity edema. .

an
-
. . s o f\‘\ '
. Enumerate three differential diagnosis
2. Enlist three investigations? « ;“‘.’-’R‘\
.‘
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Station 6: Identify types of incisions

Pfannestiel incision (pubic incision): most commonly for C-Sections and abdominal
hysterectomies. Also used for orthopedic surgeries to treat pelvic fractures. Hernia
repair is another indication.

Lanz Incision: It is a variationof the McBumey's incision that is made at the same point
but in the transverse plane. It gives a cosmetically good scar. It is used for
appendicectomy.

Upper midline incision: For laparotomy and other abdominal surgeries

Gridiron incision (McBumey's Incision): for appendicectomy.

Rutherford-Marrison incision: can be sued for a right and left sided colonic resection,
caecostomy or sigmoid colostomy.
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T s

Distinguish kidney and spleen on abdominal examination:

O uhs WN R

kidney is BALOTTABLE, spleen is NOT
NOTCH ON ANTERIOR BORDER -

palpable in spleen, not in kidney
spleen enlarges diagonall

y towards RLQ, while the kidney enlarges inferiorly
kidney can be resonant to percussion (d/t overlying bowel), spleen should be DULL
UPPER EDGE of spleen NOT palpable, upper edge of kidney is

SPLENIC RUB on auscultation (have patient breathe in and out) and kidney its not
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1. Findings: hyperdense (white) crescant-shaped mass between the innar table of
the skull and the surface of the cerebral hemisphere

2. Clinical feature: thunder-dap headache or “worst headache of life.” Confusion
and drowsiness, nausea and vomiting. slurred speech and changes In vision

3. Management: craniotomy




Ad poor unnory out
2 years old spons ln}ll r nctival IIVOCM m*!
ucto dM'ODS hlgh gwde Jever, con]u

last rains about 2
n gone for swimming competition in Rawal dam during last of dehydration.
ksa 0. Clmkol i 120/ m, low volume with signs
eks og 5 cmmnanonrev::ls.at' igg'owogo/ Y Ond trenk, Jcms mqur-:ﬂ
m:‘yu:n ia mthouroddedsounds. mol /1, ALT 122
Lablnves tions reveol: TLC 23x109 . serum urea 9 m mol / I, serum bilirubin 55 micro
urine R/E showing proteins 2+, R;Coné'mbulormu ond ECG showing sinus tachycardio.

1. Whatis the probcble diagnosis? -
a. Enteric feve
b. Malignant lcnlcn Malaria
c. leptospirosis il's disease)
d. Scrub typhus fever
€. Dengue fever
Ol anism, route & incubation?

nosis ?
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STATION 9

Case history:

A 17 years old bov Bresented to the outpatient
department with 10 years h istory of
intermlttent diarrhea with 3 to 5 motions per
aY He also complains of abdominal pain and
liness

mostly after meals. No history of fever
or blood in the stool.

On examination he is pale with poor growth of
second aw sexual charactenstics and a bit
wasted is Rulse is regular, BP 110/70, no oral
ulcers/lymphadenopathy. Abdominal
‘examination is unremarkable.

: ﬂgatio s show Hb-9.4gm%, TLC-
lmves r:«-54‘)6 L-44% E-2%. MCV-100fl,
: ova of ascaris lumbricoides and

consistency.



cyanosis l
<60 60-100 >100 ‘
No Grimace Some FULL CRY I
Limp Some activity | Active
No respiration Gasping Normal B
el |
i -

et S oot wt e

a0
1. What is most likely diagmsls !
2. What other clinical signs you will lep
3. How will you confirm your diagnosiS\_ ;

S

KEY

1. Glycogen storage disease
gés-ﬁgpatomegaly , Doll like facies

biopsy , Enzyma—-as,say; iy

)

Nutrition
Q1 What definition this graPh oo s condition.  (2) =
Q2 Enumerate 8 common Causes mamumﬁouln children.(2) .




HYDROCHEPHALUS
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ylosis palmaris

| cutaneous horn

Hypermobile joint ....Marfan syndrome




.
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~“Down syndrom

Port wine sstain




. Causes of splenic enlargement:
a. Hematological cause: Sickle Cell Anemia, Thalassemia, Hereditary Spherocytosis
b. Malignancy: CML, CLL, Hodgkin's Lymphoma
c. Liver diseases like cirrhosis
d. Microbial causes: viral, bacterial, fungal infections
e. Anything else??
. Hypersplenism is a common disorder characterized by an enlarged spleen which causes
rapid and premature destruction of blood cells. Hypersplenism refers to a group of
syndromes that involve splenomegaly and peripheral cytopenia of various causes.
Hypersplenism can be caused by many diseases which, in turn, affects the prognosis of
hypersplenism.
. Name vaccinations to give before splenectomy: vaccinate against capsulated
organisms

a. Hemophiles Influenza B

b. Pneumococcus

c. Meningococcal
. 4 Complications of splenectomy:
a. Infection, hematoma
b. Pancreatitis
c. Injury to pancreas, stomach, and colon
d. Incisional Hernia
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. Foley catheter is placed and Orogastric tube is inserted to avoid madvertent injury and

improve exposure.

. Pncumoperitoneum is established with a veress needle through a sub-umbilical incision
. 10mm trocar canula is inserted sub umbilically.
. A 30 degree luparoscope is then inserted through the umbilical port, and an examination

of the peritoneal cavity is performed.

. Three additional ports are inserted; 10mm just below the xiphisternum, Smm in the mid-

clavicular line at transpyloric plane, Smm in the antenor axillary line just below the
costal margin,

. Gallbladder fundus is identified, grasped and retracted superiorly. With a second grasper,

the gallbladder infundibulum is retracted laterally to expose and open the Callot’s triangle
(the arca bounded by the cystic duct, common hepatic duct, and infenor edge of the
liver).

The triangle is gently dissected to clear the peritoneal covering und obtain a view of the
underlying structures

The cyctic duct and cystic artery are identified and clipped with a tiny titanium clips and
divided between the lips

10. Then the gallbladder is dssected away from the liver bed and removed through one of the 5

ports site usually through the epigastnic port. This is done using electric hook.

Contraindications of laparoscopic cholecystectomy:

1.
2.
3.

Open

9.

Severe COPD or CCF (these patients cannot tolerate pneumoperitoneum).
Severe bleeding disorder
End stage liver failure

. Small 6in incision is made below the umbilicus, fascia incised and peritoneum

entered via finger and a canula (Hanson's canula) is inserted into the peritoneal
cavity and anchored to the fascia. Kocher's (right subcostal) incision is made.

. This incision is 34 cm below and parallel to the right costal margin and extends

from the xiphistemum in the midline to the ninth costal cartilage.

. Peritoneal cavity is insufflated with Ca2?7?
. Skin and subcutaneous tissue and anterior rectus sheath are incised. This

exposes the rectus muscle at medial end and transverse abdomins and internal
oblique at lateral end. The rectus abdominis muscle is divided transversally.

. Peritoneum is opened between two forceps.
. Gallbladder is examined and 3 sponges are placed around the gallbladder. The

first packs the colon downward and prevents bowel from entering into the
operative field. The second is placed so that the stomach and duodenum can be
refracted laterally and the third sponge is placed of the visceral surface of the
liver. These sponges are held with Deaver’s retractors by the assistants.

. This exposes the gallbladder fully
. With lateral traction on the gall-bladder neck, the peritoneum overlying the

triangle of Calot is incised and the cystic duct is ligated and divided after carefully
racing it onto the gallbladder.

Pringle’s maneuver may be needed for sever bleeding

10.Abdomen is closed and peritoneum and transverse abdonimis and internal

A

Edit

oblique are closed together, then rectus muscle is closed then rectus sheath.
Skin Is closed with subcuticular technique.
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1. Name the X-ray: ERCP
2. What are the structures outlined in this film? Right and left hepatic ducts,

CBD
3. What are the Indications of putting in this tube? Already covered InT-tube

gt mporc duct
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Most probably diagnosis: Testicular Torsion (twisting of spermatic cord resulting in
strangulation of blood supply to testes.

Investigations: Diagnosis is mainly clinical

Doppler U/S confirms absence of blood flow to the affected testis. Exploration should be
considered even in doubtful conditions and must be undertaken within 6 hours of onset
of pain.

Treatment: Take consent for orchidectomy in case testis is not viable. Exploration is
performed through scrotal incision. The testes is inspected. If viability is doubtful, cover
the testis with warm saline soaked gauze and ask the anesthetist to 100% oxygen for 5-
10 mins. Then examine gain. If the testis is now pink, it can be salvaged. If it is blue-
black, orchidectomy should be done.

If viable, torsion is untwisted and testis is fixed at 3places with non absorbable sutures
(prolene) between tunica albuginea and tunica vaginalist to prevent it from twisting
again. The other testis should also be fixed because the anatomical pre-disposition is
nvariably bilateral and other testis is at risk of torsion.

Station 5: Take hx rom a patient of obstructive jaundice

1. Biodata
. What brings you into today? Can you tell me about the skin colour change? When
did you first notice it?

3. Onset: Ask when the patient first noticed the jaundice and whether anyone else had
commented on it before

4. Progression: ask whether it has got more noticeable and how quickly it has
progressed (rapidly progressive jaundice could indicate viral hepatitis, an insidious
progression over months could indicate malignancy such as hepatocellular carcinoma or
pancreatic cancer and a long-term slowly progressing jaundice over years could indicate
liver cirrhosis)

5. Establish predisposing events such as trauma or iliness

6. Associated Symptoms:

a. Pain - painless pundice (especially if with weight loss) may signify a serious
wunderlying condition (such as malignancy) or RUQ pain and jaundice (e.q.
gellstones, acute cholangitis, hepatitis)

b. Nausea and vomiting - especially important to ask about haematemesis (may
be due to varices seen in chronic liver disease)

c. Bowel habit - loose stool, constipation

(=]

d. Change in stool colour - e.g. pale and greasy (steatorrhoea indicating bile
duct obstruction seen in pancreatic malignancy or gallstones
etc), dark/black/tarry (seen in an upper Gl bleed)
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Station 16

Questions:
1. This patient is hypenensive, what
2bnormalities are shown in this image?

2. \Which side of hemiplegia you expect?
3. \What is the commonest systemic cause for
this condition?

2. \What is the single most important step in the
management of this patient?







A4, steroids—prednislone, ANSAIDs, hydroxylchloroquine,
immunosupressants—cyclophosphamide, azathioprine, methotrexate, biological agents-—
rituximab Bone marrow aspiration needle
Bone marrow aspiration/ biopsy
Precautions: sterile techniques, patient consent

= ) Assess for bleeding disorder pain mx positioning

Questions:
1. Name this instrument.
2. What is the commonest use of this Instrument?

3. What precautions would you take before this procedure?

4. What are the Complications of this Procedure?

Q No: COMPONENT KEY FEATURES SCé) R
1. | Name this instrument = Trucut Biopsy Needle 2.0
What is the commonest
use of this Instrument? * Liver Biopsy 20
What precautions would * Coagulation Profile
3. | you take before this « Complete blood 1.0
procedure? Counts 1.0
= Liver Hematoma
What are the » Biliary Leak 1.0
4. | Complications of this 1.0
Procedure? * Shock 18
= Pneumothorax '
-



Bone marrow aspiration needle 
Bone marrow aspiration/ biopsy 
Precautions: sterile techniques, patient consent
Assess for bleeding disorder pain mx positioning





KEY

1-Pulmonary TB
2-MANAGEMENT STEPS SHOULD INCLUDE

-ATT

-nutritional rehabilitation

-family counseling

-family screening for TB and management
accordingly

-ensure proper follcw up to check response,
compliance an1 look for complications
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A b months old child presented with 2 days g history high-grade fever,

history of vomiting and generalized tonic clonic fits. On

ination anterior fontanelle is full.

IS your diagnosis? (1)
ither signs to look for? (1)
vestigation would you like to perform? (2)

e management?
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Question No. 20

Nutrition

1-  Whatare the abnorma:'l findings?
2-  Whatis the diagnosis

3. Write down the management Steps-
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A 9 years old girl who had previc isly been
well, present with difficulty in walking

w3 Ll 40% B 6:45 PM

1.GBS

2. CSF analysis
EMG

Nerve Conduction

Studies

-

1.Nutritional
Ricket

2.VitD orally
(2000-60001U)
for 4Wks,
VitD3 as single
dose IM
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X-Ray KUB

Small radio-opaque shadow on the right side
. Renal Calculus

. ECSWL; PNL; Open removal of stone

BLN

1. X-ay erect abdomen
2. Multiple dilated loops of gut with air fluid levels

3. 5 Conditions: intestinal obstruction; caused by fibrous bands of tissue
(adhesions); colon cancer; hernia, strictures, crohn's disease, diverticulitis,
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/

This b5 4 CT Scan el of 2 30-yeu reatment for Palmaonary
Tubercubmis wha presented with svers hes o he followed by drowsiness

Question | Lientify twens ¢ adurlogics] ahiormal Andings” Question f:  What s the radielogical diagnesis?
Question 2 Name sty two treatment option: ! s

Question 2: Wit is the ity diagmonis !




Behaviour Response
o, | 4 Spontaneously
3. To speech
. ‘ 2. To pain
1. No response
C— C~—
Eye Opening Response
5. Oriented to time, person and place
4. Confused
3. Inappropriate words
2. Incomprehensible sounds
1. No response
Verbal Response
3 6. Obeys command
5. Moves to localised pain
7 4. Flex to withdraw from pain
3. Abnormal flexion
=~ 2. Abnormal extension
Motor Response 1. No response




35/44
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Key station 22

1. Inguinoscrotal swelling 2
2. Inguinal hernia, infantile hydrocele 3
3. Can reach above the swelling or not 3

a. Reducibility
b. Cough impulse
C Deep ring occlusion test

© A R =

~
J

Hydroceles may

appear bluish; If hernia, there may be presence of a “silk glove sign” when the layers of

the hernia sac are palpated sliding over each other.
What pathologies could you palpate in the kidneys bilaterally?

. ADPKD

. Bilateral hydronephrosis
Amyloid

. Bilateral RCC

Tb Sclerosis

s wN =

What pathologies could you palpate in the kidneys unilaterally?
1. RCC
2. Hydronephrosis
3. Bilateral cause with only one palpable kidney

*In chronic renal failure, kidneys tend to be small and shrunken*

D/D Hemothorax; Pleural Effusion

Treatment: place a chest tube with one side in a water seal.
Surgery is another options (open thoracotomy or a thoracoscopy)

Station 8: Interactive Station

Identify the T-tube
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This young femabe patient under went 5 mapor surgery for an underying
Hiews! g D der

Splenectomy
Itp thalasemia HS



Splenectomy 
Itp thalasemia HS 
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Station 2: Colostomy/Stoma (picture from internet):

Right hemicolectomy + transilial anastomosis done.

What is this stoma called??

4 complications of stoma formation: poor siting, parastomal hernia (PH), prolapse,
retraction, ischemia/necrosis, peristomal dermatologic problems, mucocutaneous
separation, and pyoderma gangrenosum.

Station X:

The following results are from an 8 year old child with short stature.

TSH: 100mu/L (normal <5)
T4: 10n mol/l (normal 60-160)

What is the diagnosis? Hypothyroidism?
Treatment: Anti-thyroid drugs and surgery (thyroidectomry). Radio-active iodine.
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ation 8
1. myesthenia gravis
anti acetylene esterase antibodies

RI ceiling test curtun test counting test

jwar menure
3. pyrinistagmin




Station 17

Queéstions:
5 49

Mention the abnormality and its location shown in
this image.

Mention two clinical features you expect in this
patient.

3. Name this vessel most likely involved.

Mention three major risk factors for thisuliness

i

/S







Name this abnormality? What is the most common
cause?What are the findings on blood picture?

What is the commonest cause of this pathology in Pakistan




This boy presented with loose motions and vomiting
for the last two days,

QL What signs are shown in these pictures?
Q2 Whiat i the classiication?
Q3. Whats the tregtment?

N3 .l 41% & 6:45 PM

1. « Sunken Eyes

e Skin pinch goes back

very slowly

| ethargic
2. Severe Dehydration
3.Treatment Plan C
(start IV fluids immediately Give
100ml/kg Ringer Lactate. Give first
30ml/kgin 1 hr. Then 70mli/kg in
5hs in infants under 12 months.
30ml/kg in 30 min then 70 ml/kg in
2 n a half hrs in Children 1-5years
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Indirect i guinal hernia 
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. Foley catheter is placed and Orogastric tube is inserted to avoid madvertent injury and

improve exposure.

. Pncumoperitoneum is established with a veress needle through a sub-umbilical incision
. 10mm trocar canula is inserted sub umbilically.
. A 30 degree luparoscope is then inserted through the umbilical port, and an examination

of the peritoneal cavity is performed.

. Three additional ports are inserted; 10mm just below the xiphisternum, Smm in the mid-

clavicular line at transpyloric plane, Smm in the antenor axillary line just below the
costal margin,

. Gallbladder fundus is identified, grasped and retracted superiorly. With a second grasper,

the gallbladder infundibulum is retracted laterally to expose and open the Callot’s triangle
(the arca bounded by the cystic duct, common hepatic duct, and infenor edge of the
liver).

The triangle is gently dissected to clear the peritoneal covering und obtain a view of the
underlying structures

The cyctic duct and cystic artery are identified and clipped with a tiny titanium clips and
divided between the lips

10. Then the gallbladder is dssected away from the liver bed and removed through one of the 5

ports site usually through the epigastnic port. This is done using electric hook.

Contraindications of laparoscopic cholecystectomy:

1.
2.
3.

Open

9.

Severe COPD or CCF (these patients cannot tolerate pneumoperitoneum).
Severe bleeding disorder
End stage liver failure

. Small 6in incision is made below the umbilicus, fascia incised and peritoneum

entered via finger and a canula (Hanson's canula) is inserted into the peritoneal
cavity and anchored to the fascia. Kocher's (right subcostal) incision is made.

. This incision is 34 cm below and parallel to the right costal margin and extends

from the xiphistemum in the midline to the ninth costal cartilage.

. Peritoneal cavity is insufflated with Ca2?7?
. Skin and subcutaneous tissue and anterior rectus sheath are incised. This

exposes the rectus muscle at medial end and transverse abdomins and internal
oblique at lateral end. The rectus abdominis muscle is divided transversally.

. Peritoneum is opened between two forceps.
. Gallbladder is examined and 3 sponges are placed around the gallbladder. The

first packs the colon downward and prevents bowel from entering into the
operative field. The second is placed so that the stomach and duodenum can be
refracted laterally and the third sponge is placed of the visceral surface of the
liver. These sponges are held with Deaver’s retractors by the assistants.

. This exposes the gallbladder fully
. With lateral traction on the gall-bladder neck, the peritoneum overlying the

triangle of Calot is incised and the cystic duct is ligated and divided after carefully
racing it onto the gallbladder.

Pringle’s maneuver may be needed for sever bleeding

10.Abdomen is closed and peritoneum and transverse abdonimis and internal

A

Edit

oblique are closed together, then rectus muscle is closed then rectus sheath.
Skin Is closed with subcuticular technique.
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Station 02

is 33 year old man presented with gcnomhzcd

™
weakness and poor healing of wounds.

Q1. identify two clinical signs in this photo?

Q2. What Is the diagnosis?
Q3. What two bio-chemical investigations would you

advise to confirm the diagnosis?
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1. Name the X-ray: ERCP
2. What are the structures outlined in this film? Right and left hepatic ducts,

CBD
3. What are the Indications of putting in this tube? Already covered InT-tube

gt mporc duct
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This Is an X-Ray of a 35 year old female who presented with upper

abdominal
and has a history of chronic

headache

Carefully examine the given radiograph/ photograph and the answer

the following questions:

1. What is the probable diagnosis?

01
2. Name TWO important steps in the pra op treatrment f this patient 02
3. Name the definitive procedure which nesds to be Arine 02

" 'K Ex.

01
1. pPerforated duodenal ulcer %
2. Fluid resuscitation and antiblotics =
3. Closure of perforation, with omental patch If necessary

¢



Station 56

i ; Sh hi 12 days
A 22 years shopkeeper is admitted to your ward with history of high grade fever of 12
duration. Whi/e, he was being investiQZled in ward, he collapsed. Later in t(e night patient

: : Ise was
passed red colored stools with clots. His BP dropped to 74 mmHg systolic and pu -
144/m, low volume. He had cold clammy extremities and had drenching sweats. Temp 99F.
Abdominal exam reveals 2 cm soft sglenomegaly.

1. What is the most likely diagnosis
Enteric fever with Parer's patches ulceration.
PUO with l’lf&f Gl bleed due to acute gastric erosions.

0.

b.

c. PUO with DS induced ulcerations.
d. Viral hémonhogic evers (Dengue shock syndrome Or Congo Crimean hemorrhagic fever).
e. Diverticulitis with bleeding.

2. Organism, route & incubation?

3. s/s

4. Dit;qnosis? J ! }

5. Rx: Mlost Likely Diagnosis:

6. Complications?

7. Rx Carrier? Enteric Fever with Peyer’ s Patch Ulceration Leading to Gl
8. Interpret widal? ing.

1. Organism, Route & Incubation:
Organism: Salmonella typhi / Salmonella paratyphi.
Route: Fecal-oral (contaminated food/water).
Incubation: 7— 14 days.

2. Signs & Symptoms:
Step-ladder fever, relative bradycardia.
Abdominal pain, splenomegaly, hepatomegaly.
Gl bleeding, perforation in late stages.

3. Diagnosis:

- Blood culture (1st week) — Gold standard.
Widal test (paired rising titers).
Stool/urine culture (carriers).

CBC: Leukopenia, thrombocytopenia.

4. Treatment:
IV fluids, blood transfusion if needed.
IV Ceftriaxone / Azithromycin (10-14 days).
Surgery (if perforation).

5. Complications:
Gl bleeding, perforation — peritonitis.
Septic shock, chronic carrier state.

Let me

anned with CamScanner




Most Likely Diagnosis:

Enteric Fever with Peyer’s Patch Ulceration Leading to GI Bleeding.

1. Organism, Route & Incubation:
	•	Organism: Salmonella typhi / Salmonella paratyphi.
	•	Route: Fecal-oral (contaminated food/water).
	•	Incubation: 7–14 days.

2. Signs & Symptoms:
	•	Step-ladder fever, relative bradycardia.
	•	Abdominal pain, splenomegaly, hepatomegaly.
	•	GI bleeding, perforation in late stages.

3. Diagnosis:
	•	Blood culture (1st week) – Gold standard.
	•	Widal test (paired rising titers).
	•	Stool/urine culture (carriers).
	•	CBC: Leukopenia, thrombocytopenia.

4. Treatment:
	•	IV fluids, blood transfusion if needed.
	•	IV Ceftriaxone / Azithromycin (10-14 days).
	•	Surgery (if perforation).

5. Complications:
	•	GI bleeding, perforation → peritonitis.
	•	Septic shock, chronic carrier state.
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Ptosis: physical sign
Diagnosis: MG(mysthenia gravis)


Ptosis: physical sign 
Diagnosis: MG(mysthenia gravis) 
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! b. Urethral dialatation 1

¢. Urethroplasty

Name the X ray
What are the pelvic Findings?

N

3. Name 6 conditions leading to this positive finding.
4. How will you manage this patient?

KEY STATION§
1. Erect abdomen x ray 1
2 Multiple air fluid level (step ladder pattern)
|
i
2 Band / adhesions 5+5

b Obst Hernia/ paralytic lus 5+
¢ Malignancy / TB Abd 5+5
4 Adumit paient. v fhudh, v amalgesic antibictics, NG
suction, catheterize, intake output record, prepare for
- 3 other conditions: bowel
obstruction, ileus, ischemia, gastroenteritis

S+ . (4] 4]
A B T O & @
Edit Annotate  Fill & Sign  Convert All

= O J



10:16 PM ® O d - % ol 03B (OE)

Edit

dupetryne contracture ubeonjuctival hemorhage..actté

+jaundice..causesalcoholic leukemia.trauma.viral hemorhagic

cirhosis..primary billiary cirhosis fever.congo fever.ITP

Ro

Tools Mobile View Share Edit on PC WPS Al




Small Gut obstruction ...

Coin on stack appearance
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StationA 05 (A)

Q1. Identify the clinical sign?
Q2. Name two gastrointestinal causes?

Diagnosis: clubbing
Gi causes: IBD , cirrhosis of


Diagnosis: clubbing 
Gi causes: IBD , cirrhosis of liver , 
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Intravascular Hemolysis (Possibly G6PD Deficiency or Hemolytic A
mia).

1. Three Important Physical Findings:
Jaundice (yellow discoloration of skin & sclera).

Dark-colored urine (hemoglobinuria).
Pallor (due to anemia).

2. Three Investigations to Confirm Diagnosis:
Peripheral Blood Smear (schistocytes, Heinz bodies if G6PD)
Reticulocyte Count (elevated in hemolysis).
Direct & Indirect Coombs Test (to differentiate immune vs.




Most Likely Diagnosis:

Intravascular Hemolysis (Possibly G6PD Deficiency or Hemolytic Anemia).

1. Three Important Physical Findings:
	•	Jaundice (yellow discoloration of skin & sclera).
	•	Dark-colored urine (hemoglobinuria).
	•	Pallor (due to anemia).

2. Three Investigations to Confirm Diagnosis:
	•	Peripheral Blood Smear (schistocytes, Heinz bodies if G6PD).
	•	Reticulocyte Count (elevated in hemolysis).
	•	Direct & Indirect Coombs Test (to differentiate immune vs. non-immune hemolysis).
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Station 12: instruments (pictures taken from internet):

Silicon Foley Catheter:
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1. Inguinoscrotal swelling 2
2. Inguinal hernia, infantile hydrocele 3
3. Can reach above the swelling or not 3

a. Reducibility
b. Cough impulse
C Deep ring occlusion test
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Hydroceles may

appear bluish; If hernia, there may be presence of a “silk glove sign” when the layers of

the hernia sac are palpated sliding over each other.
What pathologies could you palpate in the kidneys bilaterally?

. ADPKD

. Bilateral hydronephrosis
Amyloid

. Bilateral RCC

Tb Sclerosis

s wN =

What pathologies could you palpate in the kidneys unilaterally?
1. RCC
2. Hydronephrosis
3. Bilateral cause with only one palpable kidney

*In chronic renal failure, kidneys tend to be small and shrunken*

D/D Hemothorax; Pleural Effusion

Treatment: place a chest tube with one side in a water seal.
Surgery is another options (open thoracotomy or a thoracoscopy)

Station 8: Interactive Station

Identify the T-tube
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Station 2: Colostomy/Stoma (picture from internet):

Right hemicolectomy + transilial anastomosis done.

What is this stoma called??

4 complications of stoma formation: poor siting, parastomal hernia (PH), prolapse,
retraction, ischemia/necrosis, peristomal dermatologic problems, mucocutaneous
separation, and pyoderma gangrenosum.

Station X:

The following results are from an 8 year old child with short stature.

TSH: 100mu/L (normal <5)
T4: 10n mol/l (normal 60-160)

What is the diagnosis? Hypothyroidism?
Treatment: Anti-thyroid drugs and surgery (thyroidectomry). Radio-active iodine.
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Station 2: Colostomy/Stoma (picture from internet):

Right hemicolectomy + transilial anastomosis done.

What is this stoma called??

4 complications of stoma formation: poor siting, parastomal hernia (PH), prolapse,
retraction, ischemia/necrosis, peristomal dermatologic problems, mucocutaneous
separation, and pyoderma gangrenosum.

Station X:

The following results are from an 8 year old child with short stature.

TSH: 100mu/L (normal <5)
T4: 10n mol/l (normal 60-160)

What is the diagnosis? Hypothyroidism?
Treatment: Anti-thyroid drugs and surgery (thyroidectomry). Radio-active iodine.
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These are the Cs¢ findings from
presented with Inability to walk an
a ventilator. CSF analysis showed:

Clear fluid, Protein 250 mg/dl, glucose 50 mg/dl, blood

sugar 54 mg/dl, microscopy 4 cells, lymphocytes 3,
PMN cells 1, culture negative.

3 6 year old who
dlhene'\dedupon

Q1. What is the diagnosis?
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