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Q1.This patient had a 2-week
history of fever, rigors and chills.

A- What is the diagnosis?
Lung abscess (Left sided)

B- Mention two lines of
management.
1-Antibiotics

2-Surgical drainage




A-What is the diagnosis?
Right-sided tension pneumothorax .

B-How to manage?
Insertion of a chest tube in 4th or
Sth intercostal space




Q3.A young patient presented with
fever & chest pain.

A-What’s the X-ray diagnosis?
Left pleural effusion.

B-What’s the underlying cause?
Left lower lobe pneumonia.




Q4.This patient had a history
of fever & rigors for 2 weeks.
What’s the most prominent
diagnosis?

#lung abscess




Q5.This patient presented with a
sudden SOB. What’s your
diagnosis?

#Right sided Pneumothorax




Q6.This patient is
receiving inhaled steroids
to treat asthma, what’s
your diagnosis?

#0Oral Candidiasis




Q7.Mention the abnormal
radiological finding in this
picture?

#Bullous Emphysema

Note:-many xray or CT in
miniOSCE exam comes
from radiopedia website

P




Q8.This patient presented with
hemoptysis.

A-What’s your diagnosis?
Lung cancer.

B-What’s your next investigation?

Bronchoscopy & biopsy.




Q9.Mention 2 causes of this
sign(clubbing finger)?
1.Bronchiectasis.

2.Lung cancer




Q10.A 55 year old male patient
presented with progressive SOB for 3
months. On examination he had raisec
JVP, lower limb oedema, & clubbing.
And this is his chest X ray. Lab results
—ABG: pH 7.46 / CO2 30/ 02 60
—PFT: FEV/FVC=90/FVC 60




1.What is the Dx ?
Idiopathic pulmonary fibrosis with cor pulmonale.

2.What is the Acid base abnormality in his ABGs?
Chronic respiratory alkalosis.

3.What is the interpretation of his ABG?
Hypoxia without hypercapnia (Type I respiratory failure).

4.What is the interpretation of his spirometry?
Restrictive lung disease.

S5.What is the treatment ?
Supportive measures, O2 supplement.



Q11.Diabetic patient with
productive cough of 3 days

duration associated with
fever & chills. What is the

diagnosis?
#Right upper lobar
pneumonia




Q13.Patient with this Spirometry result, what is his
ventilatory defect ?

Age: 49

Ref
FEV4 (L) 3.24
FVC (L) 4.30
FEV4/FVC % 75
PEF (L/sec) 6.05

FEF25-75 (L/sec)  4.09
FET100% (sec)

FEVg 4.23
FEV4/FEVg 80

Height (cm): 167
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#Restrictive lung disease (suggesting lung fibrosis)



OBSTRUCTIVE VS. RESTRICTIVE

Obstructive disorders

Restrictive disorders

» Characterized by: reduction in
airflow.

* So, shortness of breath =2 in
exhaling air.

( the air will remain inside the
lung after full expiration )

1. COPD
2. Asthma
3. Bronchiectasis

= Characterized by a reduction
in lung volume.

« So, Difficulty in taking air
inside the lung.

( DUE TO stiffness inside the lung tissue
or chest wall cavity )

Interstitial lung disease.
Scoliosis
Neuromuscular cause
Marked obesity

o o ol o

FEV1/FVC<75%

FEV1/FVC normal or >75%




Dynamic Flow-Volume Loops
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Obstructive: Loop shifts Left, Restrictive: Loop shifts Right;
Volumes are > than normal; Volumes are < than normal.

FEV1 decreases more than FVC FEV1 and FVC decrease in proportion
(lower FEV1/FVC). (normal or even elevated FEV1/FVC)



Q14.27 Y pt presented with SOB associated with fever, chills & cough
with yellow sputum, the patient was unable to talk & uses his
accessory muscles, RR=30, BP =100/70, T=39.5 , he had Hx. of
previous attacks.

A-Mention 2 signs indicating the severity from Hx.

1-patient was unable to talk
2-BP =100/70

B-Mention 3 lines of management.

1.0xygen therapy to maintain O2 saturation of 94-98%.
2.Nebulized B2-agonist (salbutamol Smg or terbutaline 10mg).
3.Systemic corticosteroids (oral prednisolone 30-60mg or IV
hydrocortisone 200mg).

4.Antibiotics if evidence of infection on chest X-ray, purulent
sputum.

5.1V fluids if necessary.



Q15.This patient came
with chills, fever & cough,
what is your diagnosis?

#Right Lung abscess




Q16.30 year old female
patient, presented with

progressive SOB over the
last 3 months. On

examination she has

clubbing, raised JVP &
lower limb edema.
There was ABG result &
PF'T results.




1. What’s your diagnosis?
Right sided heart failure.

2. what’s the best diagnostic test?
Biopsy

3. what’s the cause of her condition?
Pulmonary fibrosis

4. Interpretation for ABG ?
Respiratory Alkalosis

S. interpretation for PFT ?
Restrictive lung disease



Q17.Patient with back
pain, hematurea, Weight
loss, anorexia & general

weakness. What is the Dx?
#L.ung metastasis




Q18.Patient presented with
sudden onset chest pain &
SOB. What is the 1st step in
management?

#Insertion of a chest tube in
4th or Sth intercostal space




Q19.This pt presented with
cough for 8 weeks, fever,
Hemoptysis, wt loss, night
sweats & anorexia.

A-What is the finding in
this CXR?

#Right upper lobe
consolidation

B-What is your Dx?
#Tubercolosis




Q20.Write 3 Findings in
this CXR?

1. Cardiomegaly.

2. Pulmonary infiltration.
3. Right-tracheal deviation




021.A42YO ptis

presented with sudden
onset breathlessness, SOB.
An urgent CXR was done

for him & showed the

following. What is your
spot Dx?

#Right sided
Pnuemothorax




Q22.This X-ray is for a pt
admitted with SOB, he
has stony dullness on
percussion, diminished
breath sounds, decreased

vocal resonance &
fremitus over the left side,
What is your Dx?

#left pleural effusion




Q23.The pt presented with
SOB. On physical exam, his
chest was dull to percussion.
What’s your Dx. from the x-
ray?

#Right-side pleural effusion, or
right lung collapse/atelectasis
(not sure!).




Q24.What’s the Dx. depending on this pulmonary function

test?

Age: 39 Height (cm): 172 Weight (kg): 2.0 BMI: 31.10 Gender male
Ref Pre Pre Post Post Cl LLN

Meas %%Ref Meas 7% Chg

FEV4 (L) 3.1 "2.00 o4 2.85 42 1.00

FVC (L) 4.35 40 78 4 10 21 1.36

FEV4/FVC % 72

PEF (L/sec) 8.17 4.45 o4 6.81 83 3.87

FEF25-75 (L/sec) 4.06 "*1.23 30 2.24 82 2.67

FET100% (sec) 7.46 10.62 42

FEVg 4.22 3.40 81 3.97 17 3.34

FEV4/FEVg 79 59 72 70

#0Obstructive Lung Disease (Asthma).FEV1/FVC <75%



Q25.A pt presented with
sudden onset of SOB &
this X-ray. What is your

Dx?
#1.eft Pleural effusion




Q26.what is the most likely Dx?

Gender: Male | Date: 03/21/07
Age: 49 Race: Caucasian Temp: 20 PBar- 712
Height(in): 70 Weight(lb). 211 Physician: D.Musa Malkawi
Any Info: Technician: R.T RAED BASHTAWI
R PRE-RX POST-RX
opirometry  (BIFS)  ppgp BEST %PRED BEST %PRED % Chg
EVC Liters 4.57 452 99 459 100 1,3;_
FEVA Liters 3,70 234 63 5 74
FEVI/FVC % 78 ﬁ?
FEF25-75% L/sec 4.03 , 27 55~ 39 46
FEF50%  L/sec 4.84 134 28 184 38 37
PEF Lisec 8.93 481 52 592 66 28
WA I Imin

Most likely obstructive lung disease(because FEV1/FVC ratio<75%)




Q27.Mention 2 auscultatory
findings in the pts with this

X-ray(it is most likley to be
pulmonary fibrosis or pneumonia).

1-Crackles, pleural rub.
2-Bronchial breathing

to hear lung sound collection go for
EMTprep or medzcool channels on
youtube which are very good




028.32 Y female pt, presented with sudden onset of
dyspnea, she has Hx of pregnancy 2 weeks ago.

1. What is the most probable Dx? “2 marks”
Pulmonary embolism.

2. Give 2 diagnostic tests for this pt?
CT angio, D-dimer, V\Q scan.

3. What is the treatment?
LMWH (Anticoagulant).



Q29.What is the immediate
treatment for this patient?

#Needle thoracostomy (Chest
tube)




Q30.65 Y male smoker came
with cough, hymoptosis, loss
appetite, polyurea & polydepsia.]

A-What is the Dx?
#Bronchogenic Ca

B-What’s the cause of polyurea?
#Due to hypercalcemia(because
lung ca produce PTH-like
hormone)




Q31.Mention two
respiratory causes
for this condition?
1-Cystic Fibrosis
2-Bronchiectasis
3-Lung Carcinoma

clubbing finger




Q32.Give 2 DDx?
1-TB abscess
2-hydatid cyst.

Cyst with fluid
level in the Lt.
Lower zone




Q33.This pt came with red
nodule on lower limbs.

A-Mention 2 findings on X-ray?
1.bilateral hilar
lymphadenopathy.
2.reticulonodular infiltration

B-What is the Dx?
Sarciodosis.

Note:-red nodule(erythema
nedosum)-+bilateral hilar
lymphadenopathy=systemic sarciodosis




Q34.This pt presented with
productive cough, associated with
hemoptysis & intermittent fever,
resistant to levofloxacillin.

A-what are CXR findings?
Rt upper lobe consolidation (TB)

B-Investigations?
1-PPD

2-Sputum analysis
3-Bronchoscopy




Q35.35 YO female, known case of AF, on
amiodarone. Chiefly complaining of dyspnea.
FEVI\FVC >80%, FVC 60%, TLC 55%, DLCO low.

1. what is this ventilatory pattern?
Restrictive pattern(FEVI\FVC >80%)

2. what is the cause of her dyspnea?
Drug-induced pulmonary fibrosis(amiodarone is the
most common drug which cause PF)



Q36.35 YO male pt, known
case of pancreatitis only,
presented to ER complaining
of SOB, What’s the cause of
his SOB?

Acute respiratory distress

syndrome(ARDS)

Note:-most common causes of ARDS
are:-

1-severe chest injury

2-Acute pancreatitis

3-Sepsis

4-severe pneumonia




Q37.YO male pt, previously
healthy presented complaining
of cough of greenish sputum &
fever, What’s the most likely
micro-organism?

#Strep. Pneumonia

Hint for S.pneumonia:-

1-widge-shaped or triangular infiltration
2-green seputum
(pseudomonas,haemophilus,pneumococcal)




Age: 49 Helght (om). 167 Weight (kg): 1465 BN 5293 Gender, male
Flow
Ref Pre  Pre  Post Post Cl  LLN )
Q38.Give 2 causes Meas %Ref Meas ‘% Chy 5:
for thi ¢t e FEV: (L 34 2 10 100 |
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1-Sarcoidosis EVRCE 5 i
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Q39.This CXR i1s for a 30
YO farmer complaining
of fever & night sweats 2
weeks prior to admission.
What is your Dx?
#Tuberculosis




Q40.A 70 year old man presents
to the outpatient clinic

C/O chronic cough and

Severe pain in the

shoulder region radiating
toward the axilla and

scapula .a CXR was done .

What is the Diagnosis ?
#Pancoast tUIMOY (neoplasm of the superior

sulcus of the lung (lung cancer) with destructive
lesions of the thoracic inlet and involvement of the
brachial plexus and cervical sympathetic nerves
(stellate ganglion)




Q41.A 43 year old female
lady, previously healthy ,
C/0O a Hx. Of S.0.B of
Imonth duration .a CXR was
done.

1-What is diagnosis ?

right pleural effusion

2-What will you do next ?
Thoracocentesis,to do a pleural
fluid analysis and to determine
the cause of this effusion

(( transudate or exudate ))




Q42.a 52-year-old man enters the ED complaining of
shortness of breath and tingling in fingers. His breathing is
shallow and rapid. He denies diabetes; blood sugar is
normal. There are no EKG changes. He has no significant
respiratory or cardiac history. He takes several
antianxiety medications. He says he has had anxiety
attacks before. While being worked up for chest pain an
ABG is done:

* ABG results are:

o pH=7.48

o PaCO2=28

o HCO3= 22

o Pa02= 835



A-What is the diagnosis?
#respiratory alkalosis

B-What is the best management?

#If he is hyperventilating from an anxiety

attack, the simplest solution is to have him

breathe into a paper bag(not work in case of CORD)



A-Spot diagnosis?
#right middle lobe
pneumonia/consolidation

Y ¥
4 ' |

B
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B-What is the specific sign
on CXR?

#The SILHOUETTE SIGN P




How to differentiate between
right lower

and right middle lobe
pneumonia?

BY SILHOUETTE SIGN

-In right middle lobar
consolidation the right border
of the heart is loss which
cause silhouette sign but in
right lower lobar
consolidation the right border
of the heart is intact

RIGHT MIDDLE LOBE CONSOLIDATION

LOSS OF THE RIGHT HEART BORDER SILHOUETTE




Q43.A 28 year old female presented to the ER
complaing of low grade fever , SOB and

chest pain of 2 hour duration . She is also
complaining of pain in her right calf for 2
days.

A-Spot diagnosis?

#Pulmonary embolism &DVT

B-Risk factors?

Long travel , prolonged immobilization , oral
contraceptives , inc. age , pregnancy , trauma,
surgery , cancer , obesity , previous Hx. of DVTs ,
thrombophilia

C-diagnostic tests?
Pulmonary CT angio , doppler US of lower limbs ,
D-dimer




+ The following is a PET for a 65 year old man .

Q44.What is the spot
diagnosis? TLC 55%
#Restrictive lung RV 50%
disease(Interstitial

( VC 0%

lung disease)

FEVI/EVC  90%
DLCO  40%



Q45.This CXR of a 17 year old boy
presented with year old boy presented

with acute decreased urine output
and hematuria with HTN and SOB.

A-What is the x-ray diagnosis?
#Bat-wing sign

B-What is the underlying diagnosis?
#Pulmonary edema due to nephritic
syndrome




BAT WING APPEARANCE. Chest radiograph, schematic drawing and corresponding picture.



Q46.patient suffers multiple
episodes of Apnea.

A-What is the cause?
#vocal cord paralysis, tracheal ®oray
tumor

B-Explain the mechanism of B?  Flow
#Extra thoracic obstruction (LiSec)

Volume

(L)



Q47.Mention one
Complication?
#pneumothorax




Q48.What is your
diagnosis?
#Lung abscess

Air-fluid
level=cavitation
lung abscess



Q49.A 45 year old man presented complaining of shortness
breath, spirometry was done:-

hs
1.What does this flow volume loop represents ? n\
#ODbstructive lung disease

2.What would improve survival in this patient?
Mention one.
#0Oxygen therapy

|‘ \\\ ‘-I-:-I:I E:.m &
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Q50.This chest radiograph was obtained for a patient who came
with acute SOB.Name 2 signs ?

1-Radiologic Signs:-
-Kerley A and B lines

-Hazy perihilar opacity on the right -

AP ERECT MOBILE
b BOKV 4MAS
| P o

2-Physical Signs: . | ,
-Increased tectile vocal frimitus . &
-Crackles

Note:- increase cardiac size

with Kerley lines and acute SOB
indicate mainly for pulmonary
edema




Q51.A 55 year old lady.
presented to ER
complaining of SOB.Name
the mask on her face?
#Ventori Mask




Q52.This chest radiograph is for a
70 year year old man who presented
with SOB.

1. Name the radiological sign ?
Pleural Effusion

2. What is the criteria used to
differentiate between the causes

Light’s Criteria

o o ‘) Pleural:Serum Protein <0.5 >0.5
Of thlS ﬁndlng ° Pleural:Serum LDH <06 =06
Light9s criteria Pleural fluid LDH < 2/3 upper limit of normal > 2/3 upper limit of normal
« Malignancy
» Bacterial/Viral pneumonia
= Heart failure » Tuberculosis
» Cirrhosis » Pulmonary embolism

Main Causes | Nephrotic syndrome » Pancreatitis

+ Pulmonary embolism - Esophageal rupture
» Collagen vascular disease
» Chylothorax/Hemothorax




Q53.A 20 years old years old presented complaining of
lower limb edema ,on examination those nails were found.

"I

1. Name this finding ?
Yellow nail syndrome

2. Mention one chest complication
he might develop?

A-Pleural Effusion
B-Bronchiectasis(Another answer)

Yallow nail syndrome:-is a very rare medical syndrome that includes pleural
effusions, lymphedema (due to under development of the lymphatic vessels)
and yellow dystrophic nails. Approximately 40% will also have bronchiectasis



Q54.A 60 year old man presented to clinic for follow up or
COPD,on physical,examination you found this sign.

1-What is the most likely diagnosis
finding in this patient ?
Lung Ca

2-If you know this pt has
constipation,what is cause of his
constipation?
#Hypercalcemia(due to PTH-like
hormone which release from
bronchogenic Ca

Remember:-COPD don’t cause clubbing
finger so think of other causes like Lung
Ca




Q55.This is ABG of al3 years old girl presented to
ER with hyperventilation.

* Ph=7.5

*pCO,=20
1.what’s the acid -base P-Y2
disturbance? *HCO;=15
Respiratory Alkalosis with high * 02 sat=96%
anion gap metabolic acidosis e Na=140

*Cl=103

2.what diagnosis diagnosis?

It is most likely to be Salicylate
overdose



Physical examination summary

RS examination video links:-
1-https://www.youtube.com/watch?v=gRWSyqatWQQ
2-https://'www.youtube.com/watch?v=_ rHRPjsCu8U

Tachypnea

Chest Palpation
Tracheal shift

Vocal tactile fremitus

Percussion

Normal respiratory rate: 14-20 breaths per minute (bpm) in adults; up to 44 bpm in children

Tachypnea: rapid shallow breathing (>20 bpm)

Causes: restrictive lung disease; pleuritic chest pain; pulmonary embolus with infarction (key
finding)

Causes:

Pressure in contralateral lung: large tension pneumothorax, large pleural effusion
Decreased volume in ipsilateral lung: large spontaneous pneumothorax, resorption atelectasis

Palpable thrill (vibration) transmitted through chest when patient says “E” or "1, 2, 3" or "99”

Decreased vocal tactile fremitus with emphysema or asthma, with increased AP diameter from an
increase in total lung capadcity

Absent vocal tactile fremitus with atelectasis (collapse of airways); fluid (effusion); air

(pneumothorax) in pleural space
Increased tactile fremitus (sound travels well through consolidations) with alveolar consolidation
(e.g., lobar pneumonia)

Dull percussion with pleural effusion; lung consolidation; atelectasis (no air in the alveoli)
Hyperresonant percussion with pneumothorax; asthma; emphysema



PNEUMONIA PNEUMOTHORAX PLEURAL EFFUSION COPD

Chronic smoking,
repeated chest infections,

Dyspnoea, mild non-
productive cough, chest

Dyspnoea, chest pain, Hx

HISTORY / of trauma. TIJVPin

INSPECTION

Cough, sputum
production, fever.

M Tactile fremitus

tension. pain.

J Tactile fremitus
Tracheal deviation if

J Tactile fremitus

dyspnoea, cough.

) tension {away from Tracheal deviation . J chest expansion
chest expansion -
PALPATION e T 3 affected side) (away from affected bilaterally
unilatera
@ J chest expansion - side) if >1000ml
unilateral
PERCUSSION Dull Hyper-resonant Stony Dull Hyper-resonant
J vesicular breath
Bronchial Breathing sounds
Added sounds: ) Crackles at the * J,, vesicular breath
. 4/, vesicular breath
crackles and wheeze upper edge of the sounds

AUSCULTATION

TVocal resonance
(whispering
pectoriolquy)

sounds
Added sounds

effusion

Pleural friction rub
Muffled vocal
resonance

. Added sounds:

wheeze, crackles

astbieep))




lable 3.4.6: Physica
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Palpation

Acute upper
airway
obstruction

Consolidation
(Fig. 3.4.32)

Pneumothorax

Pleural effusion

Collapse

Diffuse
interstitial
fibrosis

anteroposterior
diameter

Labored breathing

Inspiratory lag

Reduced unilateral
chest wall
movement

Reduced chest wall

movement of affected
hemithorax

Reduced chest wall

movement with
retraction of chest

Rapid shallow
breathing

Often normal

Increased
fremitus

Decreased
fremitus

Decreased
fremitus

Decreased
fremitus

Often normal
or increased
fremitus

Often normal

Dull note

Increased
resonance

Dull note

Dull note

Slight increase
in resonance

Abnormality Inspection Percussion Auscultation
l.ﬁ.l:l..lte airways Use of accessory Reduced Increased Rhonchi

obstruction muscles expansion resonance

Chronic airway Use of accessory Reduced Increased Diffuse reduction in
Iuhrstructim muscles, increased expansion resonance breath sounds;

Presence of early
inspiratory crackles

Inspiratory or
expiratory stridor or
both

Bronchial breath
sounds; crackles

Absent breath
sounds, scratch sign
and coin tests positive

Absent breath sounds

Absent breath sounds

Late inspiratory
Crackles




SIGN DISCUSSION

Tubular breath sounds Sound is like blowing air through a tube
Tracheal breath sound: normal sound over lateral neck or suprasternal notch
Bronchial breath sounds: always an abnormal sound
Loud, high-pitched sound with a peculiar hollow or tubular guality
Expiratory sounds longer than inspiratory
Significance: consolidation (e.g., lobarbronchopneumonia)
Mechanism: bronchi must be patent and partially collapsed

Alveolar
consolidation Partially
(exudate, collapsed
transudate) bronchus

Associated with an "air bronchogram™ : air-filled bronchi form silhouette against airless
conslidated parenchyma

Wesioular breath sounds Mormal breath sounds: tracheal sounds that are modified (Tiltered) in alveoli
Sites: most lung fields except trachea and central bronchi
Inspiratonyfexpiratony ratio is 2:1
Present in: normal lungs; chronic bronchitis, emphysema
Diminished in: emphysema and asthma due to increased AP diameter
Absent in: pneumothorax; atelectasis. effusion

Bronchowvesicular breath sounds Normal breath sounds heard over main bronchi
Abnormal if heard in lung peripherny
Inspiratory and expiratory breath sounds are egual in length

Adventitial sounds Extra sounds that are mnormally absent in respiratory cycle
Crackles Crackles: usually inspiratony
Early and mid inspiratory crackles: due to secretions in proximal large to medium-sized ainways
{e.g., chronic bronchitis); clear with coughing
Late inspiratory crackles: due to reopening of distal airnways partially occluded by increased
interstitial pressure {e.qg., interstitial fluid—pus, transudate in CHF); do not dear with coughing;
vary from fine to coarse




Wheezing

Rhonchi

Inspiratory stridor

Pleural friction rub

Causes: pulmonary edema; lobar pneumonia; interstitial fibrosis (e.q., sarcoidosis

Wheezing: high-pitched musical sound usually heard in expiration; sometimes inspiration and
expiration; expiration longer than inspiration

Causes. inflammation of segmental bronchi, small airways (e.q., asthma, chronic bronchitis)
pulmonary edema constricting ainway (called cardiac asthmal; pulmonary infarction (release of
TXA; from platelets in embolus causes bronchoconstriction)

Rhonchi: low-pitched snoring sound heard during inspiration or expiration; due to secretions in
large ainways (bronchus, trachea); usually clear with coughing; common in chronic bronchitis

Inspiratory stridor. high-pitched inspiratory sound; sign of upper ainvay obstruction

Causes: epiglottitis (Haemaphius influenzag); croup (parainfluenza virus)

Inspiratory and expiratory stridor. sign of fixed upper airway obstruction (e.q., from cancer

Pleural friction rub: two inflamed surfaces (pleural and parietal) rubbing against each other

Timing: end of inspiration and early part of expiration

Disappears. large effusion is present (separates inflamed surfaces); holding breath (continues with
pericardial frction rub)

Causes. pleuritis due to cancer, infarction, pneumonia, seroitis (SLE)






Q1.An endoscopy was done for a patient with liver
cirrhosis and showed the following.

A-What is the diagnosis?
#Esophageal varices

B-Mention a line of management.

Esophageal band ligation




Q2.What’s your diagnosis?
#Intestinal Obstruction




Radiology

. Prone radiograph from a patient with
 complete large bowel obstruction
[ | .
. obstruction by adhesions; patient | | Shﬂ?ﬁ distendad Iagre hPWEl nEhe
! i | periphery of abdomen with |
i erect. b |
hnemeecasassssssssasacmeessensanesenenenenneeest | [lALUSEFALION. |

................................................................................

| Fluid levels with gas above;
 ‘stepladder pattern’. lleal




Pt presented with hx of SOB since 3 years
A.What are the x ray findings’jg
Air fluid level

B.Ddx?
hiatal hernia

Air fluid level(hiatal
hernia)



Q3.This patient presented with
intermittent dysphagia.What’s
your diagnosis?

#Achalasia

Dilated ocesophagus

Tight "bird’'s beak’
lower aesophageal
sphincter




1.What’s this procedure?
ERCP

2.Mention one serious
complication of it.
Pancreatitis

Note:-Complications of ERCP are
pancreatitis(most serious),
cholangitis, hemorrhage, and
duodenal perforation




Q4.This patient had GERD
for 10 years, what’s your
diagnosis?

Barrett’s esophagus

Note:-Barrett’s esophagus is
happened due to long term of

GERD and it has risk
to convert to adenocarcinoma




1.What’s your diagnosis?
Erythema nodosum.

2.Mention one cause.
Inflammatory bowel disease

Note:-IBD is associated with
skin manifestation such as
Erythema nodosum &Pyoderma
gangrenosum




Q5.This patient presented
with massive hematemesis.
This is the picture of his
endoscopy. What’s your
diagnosis?

#Esophageal varices(or
ruptured EV)




Q6.A male patient presented complaining of itching for 3 months

not responding to antihistamine. His lab data:

1.Mention two signs on the examination of this patient.
Jaundice , spider nevi

2.What is the Diagnosis ?
Primary biliary cirrhosis.

3.What is the finding expected on ERCP?
Some said obstruction, others answered
normal(normal is more accurate i think)

4.Diagnostic confirmatory test?
Liver biopsy.

S.What’s the treatment for his itching?

Lab result:-

—Total protein 85/
Albumin 35 / Bilirubin
80 / Direct 20

—GGT and ALP high
—Antimitrochondial
titer positive 1/280.
—ALT and AST
normal.

—Ultrasound normal

Cholestvyramine.(byv increase excretion of bile salt which cause itching




Barone Rocks Primary Biliary Cirrhosis Primary Sclerosing Cholangitis

The Official $ita of Joba Barcas. W.5 PEC FSC
» Females > Males e Males > Females
o « Middle age o 20-40's

Clinical _ " . L .
e Fatigue & pruritis » Progressive obstructive jaundice
» Cholestatic Labs « Cholestatic Labs

Site of Involvement Intrahepatic Intrahepatic & Extrahepatic
Granulomatous inflammation Fibrosis destroying bile ducts

Cause of Obstruction destroying bile ducts

Key Microscopic Florid duct lesion (granulomas) = Concentric “onion-skin” fibrosis around
Feature bile ducts
Anti-mitochondrial antibodies Beaded appearance of bile ducts on

(AMA) - Antibodies against the cholangiogram/ERCP/MRCF

Diagnostic clue .
subunit of pyruvate

dehydrogenase complex P-ANCA
o Other autoimmune disorders Ulcerative colitis
Association
Sjogrens, RA, etc.
Long-term Cirrhosis Cirrhosis

Complication Cholangiocarcinoma



Q7.Mention the
endoscopic finding for this
patient?

#Esophageal varices(EV)

Note:-this pic show spider nevi
which indicate the liver cirrhosis
and if do endoscopic examination
in this case it is most propably to
see EV




Q8.This patient came with
intermittent abdominal pain of
1 weeks duration, what is the
best initial diagnostic test to
order for him?

Don’t know exactly! The
answer could be LFT or
Ultrasound or IgM for
hepatitis A




Q9.23 year old male
patient came with severe
abdominal pain, what is
your diagnosis?
#Perforated viscous (air
under diaphragm).




Q10.30 YO female patient presented with jaundice &
itching. Can’t recall the rest of the case! In lab results there
was direct hyperbilirubinemia, AST & ALT were slightly
high, ALP = 800, +ve anti-mitochondrial antibody, biliary
tree is normal (on US).

1.What’s your diagnosis ?

Primary Biliary Cirrhosis

2. Mention 2 serological test ?

AMA (anti-mitochondrial Ab) , ASMA (anti-smooth muscle
Ab)

3.Best diagnostic test ?

Liver biopsy

4. Treatment?

Ursodeoxycholic acid+cholestyramine or liver transplant



Q11.Patient presented with agitation & confusion,
now he comes complaining of Hematemesis, on
endoscopy he has bleeding varices . What is the

cause of his confusion?
#Hepatic encephalopathy.

spider nevi



Q12.Patient has bloody
diarrhea & this skin lesion.

1-What is your Dx?
Erythema nodosum.

2-What is the name of this
lesion?

Inflammatory Bowel Disease
(Mostly Ulcerative colitis)




Q13.This pt presented with
RUQ pain, diarrhea,
anorexia, & nausea. His
sister has similar
condition.what is your
diagnosis?

#Acute Hepatitis A

Note:-Acute hepatitis A is
usually come with RUQ pain(but
chronic not come with
pain),diarrhea and Hep A is can
transmitted by contaminated
food(his sister has same finding)




Q14.A 47 YO pt, known case of liver cirrhosis, presented with decreased
level of consciousness. He takes propronolol, furosemide, spironolactone,
lansoprazole, lactulose. He has been constipated for the last 2 weeks. His
wife noticed abdominal distension. On P/E he is jaundiced, has ascites but
no tenderness, paracentesis revealed clear fluid with 55 neutrophils per ml,
gram stain was -ve. Lab results showed hyponatremia, hypokalemia, high
creatinine.

1- What's the Dx?
Hepatic encephalopathy.

2- What's the cause of his hypokalemia?
Furosemide

3- Give 2 possible causes for his condition(abdominal distention)?
A-Constipation
B-Hypokalemia(i think because hypokalemia will cause Paralytic ileus)



Q15.What is the name of
this sign?

Spider nevi/ Spider
Angioma




Q16.Mention 2
diseases in which you
can see this condition.
1. Sarcoidosis.

2. Inflammatory Bowel
Disease (especially UC)




Q17.The pt presented with
bloody diarrhea. What’s the
name of the condition in the
picture?

#Pyoderma Gangrenosum.

Note:-bloody diarrhea in Q
indicate for IBD(UC)



1-What is this sign?
Xanthelasma.

2-What is the cause of it?
Hypercholesterolemia




Q18.A pt presented with fever,
abdominal pain, dark urine &
nausea. Three of his classmates
had similar condition.What is

your Dx?
#Acute Hepatitis A




Q19.A pt presented with bloody diarrhea &
tenesmus as well as this painless eye lesion.

1-What is your diagnosis?
Ulcerative colitis.

2-What is this eye lesion?
Episcleritis.




ULCERATIVE COLITIS (uG)

(ROHN DISEASE (CD)

Epidemiology

Extent
Location

Gross features

Microscopic features

More common in whites than blacks

No sex predilection

Occurs between 14 and 38 years of age

Lower incidence in smokers and other nicotine
users

Lower incidence if previous appendectomy <20
years old

Mucosal and submucosal

Mainly rectum (usually begins in this location)

Extends continuously into left colon (may involve
entire colon; see Fig. 18-22A)

Does not involve other areas of Gl tract

Inflammatory pseudopolyps (see Fig. 18-22B)
Ulceration and hemorrhage

Ulcers and crypt abscesses containing neutrophils
Dysplasia or cancer may be present

More common in whites than blacks, in Jews than
non-Jews. More common in children than adults.

No sex predilection

Smoking is a risk factor

Majority (>75%) of cases occur between 11 and 35 years
of age

Transmural (see Hg. 18-22C)

Terminal ileum alone (30% of cases; see Fig. 18-22E),
lleumn and colon (50% of cases), colon alone (20% of
Cases)

Involves other areas of Gl tract (mouth to anus)

Thick bowel wall and narrow lumen (leads to
obstruction)

Aphthous ulcers in bowel (early sign)

Skip lesions, strictures, fistulas

Deep linear ulcers with cobblestone pattern

Fat creeping around serosa

Noncaseating granulomas (60% of cases), lymphoid
aggregates (see Fig. 18-22D)
Dysplasia or cancer less likely



Clinical findings

Complications

Treatment

Recurrent left-sided abdominal cramping with
bloody diarrhea and mucus

Fever, tenesmus, weight loss

Toxic megacolon (up to 10% of patients).
Mortality rate 50%.

Extra-gastrointestinal: primary sclerosing
cholangitis (UC > CD), erythema nodosum,
intis/uveitis (CD > UC), pyoderma
gangrenosum, HLA-B27 paositive arthritis.

p-ANCA antibodies >45% of cases

“Lead pipe” appearance in chronic disease

Toxic megacolon (hypotonic and distended bowel)
Adenocarcinoma: greatest nsks are pancolitis,
early onset, duration of disease >10 years)

Sulfasalazine or mesalamine (5-ASA active
metabolite; O, free radical scavenger; inhibits
lipoxygenase pathway in arachidonic acid
metabolism)

Corticosteroids for severe disease (systemically or
enemas)

Nicotine patch

Immunosuppressants: azathioprine or cydosporine

Surgery: colectomy with ileostomy usually cures

Recurrent right lower quadrant colicky pain (obstruction)
with diarrhea and weight loss

Bleeding occurs only with colon or anal involvement
(fistulas; abscesses)

Aphthous ulcers in mouth

Extragastrointestinal: erythema nodosum, sacroiliitis
(HLA-B27 association), pyoderma gangrenosum, iritis
(CD > UC), primary sclercsing cholangitis (UC > CD)

“String” sign in terminal ileum from luminal narrowing
by inflammation (see Fig. 18-22G), fistulas

Anal fistulas (see Fig. 18-22F), obstruction, colon cancer
(UC > CD)

Calcium oxalate renal calculi (increased reabsorption of
oxalate through inflamed mucosa)

Malabsorption due to bile salt deficiency

Macrocytic anemia due to vitamin B,; defidency if
terminal ileumn s involved

Sulfasalazine or mesalamine (5-ASA; oral salicylate)

Corticosteroids for moderate to severe disease

Steroid analogues that target areas of Gl tract (e.g.,
budesonide)

Immunosuppressants: azathioprine or cydosporine

Metronidazole for colonic fistulas

TNF inhibitors for enterocutaneous fistulas

Surgery for obstruction, fistulas, toxic megacolon,
refractory disease



1-Give the cause of this
condition?
Portal hypertension

2-Name this pathology?
Caput medusa




Q20.Pt with liver cirrhosis &
ascites , presented with fever &
abdominal pain , P/E shows rigid
abdomen.

1-what is the most likely Dx?
Spontaneous bacterial peritonitis

2-How to confirm?
peritoneal fluid analysis & culture




0Q021.A 25 YO non-smoker female presented to the ER with
bloody diarrhea mixed with mucus & tenesmus. Mention 2
DDx?

A. Behchet’s disease .

B. I1BD.




Q22.0ver a period of 6 weeks,
the 18 YO pt began to develop
abdominal bloating, pain, &
Diarrhea. in CBC: she was
anemic.

1)What is the pathology seen
in the picture?
Dermatitis herpetiformis.

2)What is the most likely Dx?
Celiac disease.



Q23.This is a barium swallow of
40 year old lady presented with
chest pain and dysphagia.

1.What is the name of this
finding?

#Corkscrew appearance

2.What is your diagnosis?
#Diftfuse esophegeal spasm




Q24:This is a duodenal biopsy of
20 year old female patient with

long standing history of diarrhea
and abdominal discomfort . "

Flattening of the villi

211 anti-TTG was positive what
your diagnosis?
Celiac disease



* Celiac disease:is malabsorbtion disease which caused by sensitivity to gluten in
cereal products.

Clinical manifestations:- include weight loss, weakness, and diarrhea with pale,
bulky,frothy, foul-smelling stools. In chlldren it is also characterized by anemia,
growth retardation and general failure to thrive.

Diagnosis involves:-

1-Documentation of malabsorption

2-small intestinal biopsy demonstrating blunting of small intestinal villi
3-presence of IgA endomysial and anti-tissue transglutaminase antibodies(TTG+)

treatment:-
Clinical improvement and restoration of normal
intestinal morphology on a gluten-free diet.



Q25.pt of Crohn's disease
presented with these lesions
on his abdomen. What's the
name of these lesions & what
is the cause?

Abdominal Stria due to
Steroid Therapy in IBD.




Q26.Pt with cirrhosis .

1-What the most important organomegaly
you look for in examination ?
Splenomegly.

-What is the technique you do if you can’t

feel it? |
Abdominal ultrasound or some answered
it by tapping on the lower left ribs




0Q27.A79 YO, is admitted to the
hospital with CC: intermittent
rectal bleeding for 3 days.

1-What is the diagnosis?
Diverticulosis

2-Mention one complication of
the diagnosis.

1-Bleeding

2-infection (diverticulitis)
3-perforation.




Q28.Pt with CHRONIC
hepatitis B.what is the cause
of this picture?

#Liver cirrhosis(cause
gynecomastia)




Q29.A previously healthy 36 YO male applied for a job in KSA, his
application was refused because of abnormal liver function test. He drinks
Alcohol occasionally, he was asymptomatic. his AST and ALT were mildly
elevated. (numbers were mentioned in all the following tests, so you should
know the normal ranges), his ALP was in normal range, +ve for Hbs I1gG, -
ve for Hbc antigen & Hbs antigen, —ve for other hepatophilic viruses. There
was increase in LDL, Triacylglicerides, and a high BMI. Tests for metabolic
and inherited liver diseases were normal.

1- Mention 3 DDx ?
chronic hepatitis B infection, steatohepatits, Autoimmune diseases.

2- Mention 2 tests to confirm your diagnosis ?
Ds-DNA of hepatitis B, Liver biopsy

3- Mention 5 health problems associated with his BMI.
DM, HF, HTN, OSA, Atherosclerosis



Q30.A40 year old lady presented with pruritis and

jaundice.Her labs are shown . ‘__

1.What is your diagnosis? ALT %0 UA
Primary billiary cirrhosis AST 70 UL
(because AMA is +) ALP 600 U/L
Total Bilirubin 3 mg/d|
2.What is .the drug used to Direct bilirubin 2.5 mg/d
slow the disease progression ? — , —
AMA (antimitochondrial positive

Ursodeoxycholic acid antibody)



Q31.This patient with liver cirrhosis
presented with painful abdominal

distension . WBC count in ascitic
fluid was 1000/ml. 30% neutrophils .

1.What is your diagnosis ?
Spontaneous Bacterial Peritonitis

2.What is the drug of choice for
treatment?
Ceftriaxone




Q32.This picture is taken from
the lower esophegous endoscopy
of a 60 year old man with long
standing heartburn.

1.What is your diagnosis?
Barret's esophagus

2.What will be found on biopsy ?
Intestinal metaplasia (simple
columnar epithelium with
interspersed goblet cells)




Q33.A 25 year old man
presented with chronic
intermittent abdominal pain and
diarrhea. While evaluating him
you found this rash .

1.What is the name of the rash?
Erythema nodusum

2.What is your diagnosis?
IBD



A.What is the name of this
study?
Barium swallow

B.What is the Dx?
Achalasia




Q34.A 25 year old man
presented with painful leg
lesions

A.What is the name of the
rash?

A3

S
Erythema nodusum 7

B.Mention 2 diagnosis?
IBD, sarcoidosis

© Jere Mammino, DO




29.Pt was applying for work and his routine labs
reviled the following:HBc AG +, HBs +

A.What is your diagnosis?
Acute hepatitis B

B.Next step?
Follow up and supportive treatment



Q30.46 YO male pt comes vomiting coffee ground blood
& black stools. Pulse: 96, RR: 24, BP: 100\60. He had
dizziness, general fatigue & weakness, SOB , &
palpitation at rest.

1-The first physical sign u want to look for?

postural hypotension .

2-Indications of severity?
Massive upper GI bleeding.

3-Management?
IV fluid, Blood.



Physical examination GI
link:-

https://www.youtube.com/w
atch?v=PYAnFo6GJY2I

https://www.slideshare.net/

meducationdotnet/abdomin
al-exam

Palpation, Percussion, Auscultation

* Light palpation tenderness
rebound tenderness
palpable mass

* Deep palpation enlarged organs,
liver, spleen, kidneys, gall
bladder.

* Percussion liver, spleen, shifting dullness
fluid thrill.

* Auscultation bowel sounds, aorta (above

umbilicus), renal bruits, liver bruits, rub

succussion splash.



SHIFTING DULLNESS

METHOD OF EXAMINATION

BEGIN BY PERCUSSING AT THE UMBILICUS AND MOVING TOWARD THE
FLANKS. THE TRANSITION FROMAIR TO FLUID CAN BE IDENTIFIED WHEN
THE PERCUSSION NOTE CHANGES FROM TYMPANIC TO DULL.

ROLL THE PATIENT ON THEIR SIDE AND PERCUSS AS BEFORE. THE AREA
OF TYMPANY WILL SHIFT TOWARDS THE TOP AND THE AREA OF
DULLNESS TOWARDS THE BOTTOM.

JAMA 1992,267 2¢

FLUID THRILL

Place the palm of your left hand
against the left side of the
abdomen

Flick a finger against the right side
of the abdomen

s

Ask the patient to put the edge of 2 A
a hand on the midline of the
abdomen

If a ripple is felt upon flicking we
call it a fluid thrill = ascites







Q1.This blood film is for a patient
with vitiligo.

A-What is the blood film finding?
Hypersegmented Neutrophil

B-What is the diagnosis?
Pernicious anemia

Note:-in megaloblastic anemia we see to
things huge densed RBC and
hypersegmented neutrophil




Q2.This patient with a
prosthetic valve, developed this
skin lesion.

A-What is the cause?

Wartarin overdose

B-What is the appropriate lab
investigation?
INR

Note:-in warfarin toxicity we should NO“‘;' | ; v
monitor INR but in Heparin toxicity Wartfarin overdose treated by Vit-

. &ftresh frozen plasm
we should monitor PTT heparin overdose treated by

protamine sulfate



Q3.This patient after having a prosthetic valve,
developed this picture. What’s the cause?
Wartfarin Overdose

Figure 1. Skin necrosis induced by warfarin



Q4.In this case, what’s the
first lab test you order for this

patient? |
CBC (Platelet count)

Note:-if we see echymosis

or petechiae on the skin

we should think the problem is in
platelets count or functions




Q5.This patient is anemic, and
have abdominal & lower limb
pain. What’s your diagnosis?
Sickle Cell Anemia




Q6.What’s you diagnosis?
Megaloblastic anemia




Q7.This patient had abdominal pain, hematuria &
this picture. What’s your diagnosis?
Henoch—Schonlein purpura (HSP)

HENOCH-SCHONLEIN PURPURA

THE MOST COMMON FORM BIOPSY OF AFFECTED
OF STSTEMIC VASCULITIS ORGAN DEMONSTRATES |
IN CHILDREN

IgA DEPOSITION




Q8.A young male patient presented complaining of bloody
diarrhea for S days, followed by confusion, anuria, and low
grade fever. Below is his blood film. His labs are:

—Platelets 55 / PT & PTT normal
—Hb 8

—Urea and creatinine high. nd ¢ i ) O¥ l 00"
1.Mention 2 findings on the blood film. — W & < | .
Schistocytosis (helmet cells) , spurcells p ¥ ¥ g _
2.Mention two possible DDx. a® #0 MY ©® (
L : . @' i»,,.” 3 i ."_h.'}
TTP ,HUS 00" ¥na 2 ® O
3.What is the Treatment ? O. Y0 a” 92.a 09O

Plasmapheresis.



0Q9.32 YO female patient presented with pallor,
lower limb numbness, & Vitiligo , what is the
diagnostic test?
Serum Vit-B12 level

NOTE:-decrease vit-B12
level will cause:-
Neurological symptoms:-
numbness,virtigo,parasthesia
hematological symptoms:-
pallor due to anemia




Q10.This patient complained from abdominal pain &
hematechezia. He had this rash, what is the lab test you should
do to confirm your diagnosis?
1-Anti- ds DNA

2-Anti SM(anti-smooth muscle)

Note:-in HSP the lab test
show Anti-ds DNA & Anti-
SM




Q11.This patient suffered from parasthesia and
weakness in her lower limbs, what is your diagnosis?
Megaloblastic anemia (Due vit.B12 deficiency).

27




Q12.21 YO male patient presented with dark urine &
mild jaundice.What is the diagnosis?
Sickle cell anemia




Q13.35 YO pt with Hx of 5 days of bloody diarrhea,
confusion, now he has many ecchymosis. (High urea &

creatinine, low Hb & Plts )
1) What is the diagnosis?
TTP

2) Mention two abnormalities in blood film .

Schistocytes & Burr Cells

3) Mention two complications .
Bleeding tendency,Multi organ failure

4)What is the treatment ?
Plasmapheresis.

3 ‘OG“O Df@*;:“ d | _é'@‘
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Q14.This blood film is for a pt who
has terminal ileum resection in his
past Hx ,& now he presented with

dyspnea & fatigue.

1.What’s your Dx.?
Megaloblastic Anemia due to Vitamin
B12 deficiency.

2.Give one abnormal finding in this
blood film.
Hypersegmented neutrophiles.



Q15.A 23 YO female was presented with purpuric &
petechial rash, especially on the extremities , Gum
bleeding, Menorrhagia & leg ecchymoses, with a Hx
of epistaxis.

A. What is the most probable Dx?

ITP

B. Mention 2 predicted abnormalities on her CBC
testing.
low platelets & low Hb.

NOTE:-Hx of epistaxsis is most common indicator for ITP
with GUM bleeding and menorrhagia(mild bleeding)



Q16.What’s the hematological abnormality in this
blood film?
G6PD deficiency

O
), O
00, 0a
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NOTE:-In G6PD def blood smear you can see Heinz
bodies & bite cell

BITE CELL

Heinz bodies ' bite cell
SEEN IN G6PD DEFICENCY

IN G6PD DEFICENCY OXIDATIVE STRESS IS INCRESED .
ALONG WITH TOXIC METABOLITES IN RBC.
THIS LEADS TO BREAKING OF HEAM- GLOBIN BOND. o

SOME PART OF GLOBIN SEPERATED & STICK INSIDE RBC .
THIS STICKED GLOBIN CHAIN KNOWN AS HEINZ BODY.

WHEN THIS RBC CONTAINING HEINZ BODY PASSES VIA
SPLEEN ,SPLENIC MACROPHAGES BITES OUT HEINZ BODY
& GIVES BITTEN APPERANCE OF RBC.




Q17.What’s the finding in
the blood film of this pt?
This Q didn’t answer In
past paper but i think we
see Schistocytes & Burr

Cells because this case
might be TTP




Q18.A pt presented with pallor, fatigue, cold intolerance, ... The pt also had
Vitiligo. [They gave us the result of the pt’s CBC which showed that the pt had
pan-cytopenia; all the blood elements are low].

1- What is the most probable diagnosis?

Pernicious anemia.

2- What’s the cause of the patient’s “cold intolerance”?
Hashimoto’s thyroiditis(because if the pt has one autoimmune disease such as
pernicious anemia you should think he has another autoimmene dz)

3- What finding can you see in an upper GI endoscopy for this patient?
Chronic atrophic gastritis.(because auto-Ab will distruct gastric mucosa)

4- What is the drug used to treat this condition?
Vit B12 supplements(cobalamin)

S5- Mention the route of administration for this drug.
Intramuscular



Q19.A 29 YO previously healthy female pt presented to the OPC for fatigue
& pallor. On examination she is mildly jaundiced, & spleen is mildly
palpable 2 inches below the costal margin. Liver span in mildly increased, &
on CBC her Hb is severely decreased, her LDH was highly increases. After
performing blood film, spherocytic & Kkoilocytic changes were observed. The
resident suspected this was hemolytic anemia.

1- What is your next investigation to reach a Dx?
Osmolarity Fragility Test.(this test is diagnostic for herdiatary spherocytosis)

2- The pt was given prednisolone to treat the condition. Based on which test
was this drug given?
Coombs test.

3- Mention 3 side effects for the drug.
Wt gain, Central Obesity, Osteoporosis, Immunity suppression, DM



0Q20.25 YO male pt presented with this picture, with a
Hx of URTI 1 week ago what’s the most important test

you should be order?
CBC to check platelet count.




Q21.1f PT & PTT are
normal, what is the cause
of this sign?
Thrombocytopenia




Q22.Pt presented with
anemia & splenomegaly
with family Hx of
Anemia, what is the Dx?
Hereditary

spherocytosis




Q23.30 YO female complain from easy bruise for
several months & Recurrent epistaxsis, what is the
type of skin rash? |
Petechial rash




Q24.A 29 YO female has become increasingly lethargic
for the past 6 months. She complains from SOB, fatigue
& tachycardia. Her peripheral blood smear is shown here.
What is the Dx?

Iron deficiency anemia




025.73 YO woman with known risk factor (HTN) for cerebrovascular
disease who developed a TIA like symptom & vertigo , & headache.
Splenomegaly are also finding.

WBC x 109/L 18.0 [4-11], Hb g/L. 200 [140-180], HCt 0.62 [.42-.51], MCV {1
75 [80-100], Platelets x 109/L. 850 [150-450], Neuts x 109/ 14.6 [2-7.5],
Lymphs x 109/L 2.0 [1.5-4], Monos x 109/L 0.8 [0.2-0.8], Eos x 109/L 0.1 [0-
0.7], Basos x 109/L 0.5 [0-0.1].

Q1: What is the most likely Dx?
Polycythemia rubra vera.

Q2: mention 2 common secondary causes of Dx.
Tobacco abuse, Renal Cell Carcinoma, Chronic heart or lung disease.

Q3: mention 2 lines of treatment.
Phlebotomy “venesection” , low-dose aspirin.



Q26.This pt presented with
jaundice, splenomegaly, &
family Hx. of the same
condition.

1. What is the Dx?
Hereditary spherocytosis

2. Give one diagnostic test for
this pt?
Osmotic fragility test.

g




Q27.What’s the cause of bleeding in this Pt?




028.40 YO pt, already admitted to ICU, sepsis had oozing
from sites of cannula. A lab result shows low platelets, anemia,
low WBC('s, fibrinogen low, PTT prolonged, INR increased.

1. What is the most likely Dx?
DIC.

2. Mention 2 causes.

massive injury,dehydration...etc

3. What is the primary ttt?

TREAT UNDERLYING DISEASE.




0029.45 YO pt complains of
progressive fatigue,
exertional dyspnea,
jaundice, & with following
picture.what the most
likely Dx?

Hemolytic Anemia.




A.mention one finding?
shistocytes

B.If PT was normal, mention *
one ddx?
TTP, HUS ( not DIC because

in DIC there is prolongs PT)




Q30.The patient with
the legs shown has
developed this raised = %
palpable rash.What is
the type of this rash ?
Henoch Schonlein
Purpura




1.Mention 2 abnormalities
you see in this blood film?
A-Microcytes /
hypochromic RBCs
B-anisocytosis(variation
of RBC:s size)

2.what is the diagnosis ?
Microcytic anemia




Q31.A 15 year old boy with
fever and sore throat given

antibiotic developed skin rash.
His blood film shown
below.

1. What is the diagnosis ?
Infectious mononucleosis

2. What is the causative
organism ?
Epstein—Barr virus




1-Spot Diagnosis ?
Sickle cell anemia

2-Type of inheritance?
Autosomal recessive




Physical exam summary:-
https://www.slideshare.net/DevRamSunuwar/anemia-ppt-

78003456

Diagnosis of anemia

Physical exam

oGeneral findings might include
Hepato or splenomegaly
Heart abnormalities
Skin pallor

oSpecific findings may help to establish

the underlying cause:

In vitamin B,, deficiency there may be signs
of malnutrition and neurological changes
In iron deficiency there may be severe pallor,
a smooth tongue, and esophageal webs
In hemolytic anemias there may be jaundice
due to the increased levels of bilirubin from
increased RBC destruction






Q1.This X-ray was done for
a 60-year old male who was
C/O hypercalcemia. What is
your diagnosis?

Multiple Myeloma




Multiple myeloma . E Normal SPEP
Symptoms of multiple myeloma:- o

1-Osteolytic bone lesions / bone pain - o
2-anemia , thrombocytopenia , b2 |
neutropenia : — ‘ |
3-Recurrent bacterial infections ';‘:::,“;;?":: . :

4-Renal impairment

Diagnostic Tests:- A
1-Normocytic Normochromic anemia
,Joulex formation on blood film . N 8
2-TESR, Turea and creatinine ,

3-hypercalcemia
4-normal ALP

S-increased plasma cells found in bone marrow biopsy
6-monocolnal protein band in serum or urine electrophoresis



Q2.This patient had hypercalcemia
we did this skull X-ray for him.
Mention 2 tests for the diagnosis of

this case.
1.Serum protein electrophoresis.
2.Bone marrow biopsy.




Q3.Patient with bone pain,
High ESR & anemia, What
is diagnosis?

Multiple Myeloma




Q4.What is the best 2
investigations to diagnose this
disease?

1.Serum protein electrophoresis.
2.Bone marrow aspiration.




Q5.Patient with general
weakness & wt loss, he has
low HB & platelet, his
WBCs=75,000, he has
cervical lymphadenopathy
& spleenomegaly. What is
your diagnosis?

Chronic Lymphocytic
Leukemia (NOT sure! ...
Hodgkin's lymphoma??)




Q6.Patient has normal protein
level & protein electrophoresis
with hyper-calcemia. He has
Kidney stones. What’s the blood
test needed to confirm the Dx?
He has multiple myloma, &
Kidney stones are uric acid
stones due to hyperurecemia,
blood test is blood film & the
finding will be (rouleaux RBCs).




Q7.A pt presented with bone pain and anemia, what is
your Dx?Multiple Myeloma

—_—

Serum Protein Electrophoresis

® Nomal
B Multiple myeloma

Albumin @, @, 3 y




. man presentec
to the outpatient clinic C/O
chronic back pain and
bilateral lower limbs pain .
- a pelvic Xray was done .
- a routine blood tests are
significant for :

*anemia (Hb=8)

*Creatinine =2.5

*Calcium =11.4

*alkaline phosphatase=normal

* Spot diagnosis?Multiple Myeloma




Q9.Spot diagnosis? .
Reed-Sternberg cells of
Hodgkin’s Lymphoma |




Q10.CBC shows a serious blood dyscrasia.what is the
diagnosis?
Acute Myeloid Leukemia




is a pic of bone marrow biopsy.What is the

is?

Q11.This i
diagnosis

Hodgikin lymphoma (not sure)




1.What abnormality do
you see?

Multiple lytic lesions
(multiple myeloma)

2.Mention Two
Investigations:
A-Blood & urine tests
for M protein.
B-Bone marrow
aspiration




Table 1. CRAB Criteria Used in the Diagnosis of Multiple Myeloma

Symptom Diagnostic Criteria Management
C  HyperCalcemia Corrected serum Hydration and IV bisphosphonates; additional
calcium >11.5 mg/dL agents include corticosteroids and calcitonin

R Renal insufficiency  Serum creatinine >2 mg/dl. ~ Correct hypercalcemia and possible dehydration;
avoid nephrotoxic agents such as NSAIDs

A Anemia Hemoglobin <10 g/dL or Correct iron, folate, and vitamin B,, deficiency;
»>2 g/dL below the lower consider use of erythropoietic agent if symptomatic
limit of the normal range and not receiving immunomodulatory agents

B Bone disease Severe osteopenia, lytic Monitoring required with use of bisphosphonates
lesions, pathologic in the prevention of skeletal-related events

tractures, and/or pain

NSAID: nonsteroidal anti-inflammatory drug, Source: References 4, 10, 11,



4 types of leukemia
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Acute Acute Chronic Chronic
lymphoblastic ~ myelogenous lymphoblastic myelogenous
leukemia leukemia leukemia leukemia
Found in lymphoid cells Found in myeloid cells Found in lymphoid cells  Found in myeloid cells
Grows guickly Brows quickly Grows slowly Grows slowly
Common in children Common in adults and children Commeon in adults 55+ Common in adults
6,000 cases a year 18,000 cases a year 15,000 cases a year 6.000 cases a year
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Table 1. Characteristics of Major Subtypes of Leukemia

Typical group(s) Five-year relative

Subtype Description affected Common presenting features survival rate*

Acute Blast cells on peripheral Children and young Symptoms: fever, lethargy, < 50 years: 75%
lymphoblastic blood smear or bone adults (53% of bleeding, musculoskeletal pain > 50 years: 25%
leukemia marrow aspirate new cases Occur in or dysfunction

persons < 20 years)  Signs: hepatosplenomegaly and
lymphadenopathy

Acute Blast cells on peripheral Adults (accounts Symptoms: fever, fatigue, weight < 50 years: 55%
myelogenous blood smear or bone for 80% of acute loss, bleeding or bruising > 50 years: 14%
leukemia marrow aspirate; Auer leukemia in adults) Signs: hepatosplenomegaly and

rods on peripheral smear lymphadenopathy (rare)

Chronic Clonal expansion of at least  Older adults (85% of  Symptoms: 50% of patients are < 50 years: 94%
lymphocytic 5,000 B lymphocytes per new cases Occur in asymptomatic > 50 years: 83%
leukemia uL (5.0 X 10° per L) in persons > 65 years)  Signs: hepatosplenomegaly and

the peripheral blood lymphadenopathy

Chronic Philadelphia chromosome Adults Symptoms: 20% of patients are < 50 years: 84%
myelogenous (BCR-ABL1 fusion gene) asymptomatic > 50 years: 48%
leukemia

Signs: splenomegaly

*—Relative survival compares a cohort of leukemia survivors (diagnosis made in 2005) to a similar cohort of cancer-free individuals.

Information from references 1, and 9 through 18.






Before you start with CVS system you should
look for 2 inks which summary ECG ﬁndings:-

l—https: // geekymedics.com/ how-to-read-an-
ecg/

7



Q1.A 30-year old male had a sudden onset stabbing
chest pain. ECG showed the following. What is the
diagnosis? Acute pericarditis
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Q2.What’s the
diagnosis ?

Atrial Fibrillation 4 4 | |} I AL AL |
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Q3.What’s the immediate definitive treatment?
PCI(Percutaneous coronary intervention)

WL“WNW%};\.

_‘[”T%ﬂw\?’_‘?sdu \J B

A A



M”’W’“TT”TH’\

’\._n./\,\_h/\\__A/\-\_J/\
Q4.What’s the
diagnosis 7 pEotHb R

First degree heart
[:t: - Mmr—“ - -

block




ECG Basics - Heart Blocks

First Degree AV Block Second Degree AV Block - Type 1
(aka Mobitz 1, Wenckebach):

P-RINTERVALS BECOME PROGRESSIVELY LONGER
UNTIL'ONE P WAVE IS BLOCKED, AND A QRS IS DROPPED.

e BNERE e m HEEH

25mm/ssec 10mm/mV 25mm/ssec 10mm/mV
Rhythm: Regular Rhythm: Increasingly Prolonged
PR interval: Prolonged >0.20 sec PR interval: Irregular
P Wave: Normal P Wave: Normal
QRS: <0.11 sec QRS: <0.11
Second Degree AV Block - Mobitz Type 2 3rd Degree AV Block
Common ratio 2:1, 3:1, or 4:1 P waves are not related to the QRS complexes

25mm/sec 10mm/mWV 25mm/sec 10mm/mYV

© Jason Winter 2016 - The ECG Educator Page

Rhythm: Irregular Rhythm: Regular
PR interval: Normal (more P waves then QRS) PR interval: None
P Wave: Normal P Wave: Normal does not relate to QRS

QRS: Usually wide >0.10 QRS: Normal or wide



Q5.What’s the diagnosis ?
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The 12-Lead ECG: Anatomic Locations and Supplying Coronary Arteries

Name: HR 77bpm * Normal ECG “*Unconfirmed™
D #0167213625 | PR 8. 162s 0RS 9. 8845 | * Normal sirm :
- hoe: 48 Sex: (WI/Uc 8. 350s/8. 4875 " RS,
12-Lead7 P-RS-T Aes: @58
81 May 87 .35

- I b

1 AN

Anterior [LAD]
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Q6.This chest radiograph was
obtained for a patient who
came in shock.

1.Name this sign?

Water bottle sign(in pericardial js
effusion) e

2.What’s the management?
Pericardiocentisis




Pericardial effusion:-is the
buildup of extra fluid in the
space around the heart.

Causes:-

1-trauma

2-post-M1
3-inflammation(pericarditis)

Sign:-Water bottle sign

Treatment:-
mild-moderate cases---> lasix
severe——> pericardiocentisis
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Sine Wave on ECG
"Hyperkalemia"

Ty

B.What is the ddx?
hyperkalemia



A.Describe the ECG finding
Electrical alterans

B.Ddx
Pericardial effusion(or temponade)
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Electrical Alternans with Pericardial

Tamponade




Q8.This pt was found unconscious in the farm
A. Ddx?
Angioedema(As adverse effect from ACEI)

B. Mention 2 drugs for management?
1-Steroids
2-epinephrine




A.What is the diagnosis?

Acute anterior STEMI
B.What is the immediate treatment?
PCl1
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Q9.This is an ecg of ventricular tachycardia.
A.Write another differential diagnosis.
SVT with aberrant conduction

B.Write two reasons why this is more likely to be v tach and not

your differential diagnosis
Wide QRS complex, AV dissocation
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Table 6. Wide Complex Tachycardia: Clues for Differentiating VT vs. SVT with Aberrancy*
Clinical Clues ECG Clues

Presenting symptoms Not helpful AV dissociation

History of CAD and previous VT Capture or fusion beats
Mi

Physical exam (RS width >140 msec

Cannon “a" waves Extreme axis deviation (left or
Variable S1 right superior axis)

Carotid sinus massage/ Positive QRS concordance
adenosine terminates (R wave across chest leads)
arrhythmia

Negative RS concordance  May suggest VT
(S wave across chest leads)

Axis shift during arrhythmia VT (polymorphic)

*if patient >65 yr and previous MI or structural heart disease, then chance of VT >95%
**May terminate VT in some patients with no structural heart disease




Q10.This patient with
hypertension came with this
picture.

A-What is the diagnosis?
Angioedema

B-What is the possible cause?
ACE inhibitor




Q11.This patient had unilateral
lower limb swelling & redness.
What’s the investigation that
you’ll do to diagnose this case?
Venous Doppler Ultrasound
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Panel 1: Class | drugs and their primary indications
Class of drug Drug Primary indication
Class [A Quinidine Atrial fibrillanon
Procainamide Ventricular arrhythmias
Disopyramade
Class IB Lidocaine Ventricular arrhythmias
Mexilitene
Phenytoin
Class IC Flecaimide AV nodal re-entry
Propafenone Woltt-Parkinson White syndrome-related arrhythmias
Ventricular arrhythmias (but increased risk of mortality)

Panel 2: Classification of drug according to principal site of action’
Site of action Anti-arrhythmic drug Action
AV node Verapamil, dilatiazem, adenosine, Delay AV nodal conduction
digoxin, beta-blockers Useful for control of

supra-ventricular tachycardias

Ventricles Lignocaine, mexehtine, phenyoin Control of ventricular
arrhythmias

Atria, ventricles CQuinidine, disopyramide, ammodarone, Effective in both supra-

and accessory flecaimide, procainamide, propafenone  ventricular tachycardias and

pathways ventricular arrhythmias




Q13.This young patient is a smoker, presented with inflammatory,
submammary chest pain, what’s your interpretation of this ECG?

Normal ECG(The ECG that we had in the exam wasn’t so typically normal,
a lot of the students thought that it had ST elevation in some of the leads)
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Q14.This 40 year-old patient presented with chest pain,
what’s your diagnosis?
Acute Anterolateral ST elevation MI
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Q15.This patient had SOB
& chest pain for 2 weeks,
and a normal blood
pressure. What’s your
diagnosis?

Pericardial effusion




Q16.Pt presented with sudden
chest pain & dilated neck
veins .What is your immediate
management?
Precordiocentesis
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Q17.Patient presented with chest pain. what is your
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Q18.67 YO patient taking multiple drugs to control his irregular
heart rate, what is the name of the drug that caused this finding ?
Digoxin or Amiodarone(This Q didn’t answer in past paper but i
think the Ans might be amiodarone or digoxin)

Cardiovascular drugs-induce gynecomastia
Amiodarone
Captopril
Digitoxin
Diltiazem
Enalapril
Methyldopa
Nifedipine
Reserpine
Spironolactone
Verapamil




Q19.Patient presented with palpitation & the following
ECG?
Atrial fibrillation

1
I 2 et o i ‘_"‘\_.F"'ﬁ" I-----""'---.-“I\""-""lll I ™ et el N — e ol -".__‘‘I_._Jl"'_""-—-.d""“I i -'-_-"'_'- ,\__.-'"_"-"\-ﬂ""-" T
1 \ | | " | [ i
I1 . ' . i
T [ 5 - I e I I & . ’, I*I"'h\.-.n"‘-"' | ™
J—— L1 " !.._‘_-_," l-‘-.,- . Jfﬁ"' I.-’ff"\-—..! % & '-_--"-'-""' .._.."'-n\""--—ﬂ" ___;-"-"-—.,--W "-r-\‘_‘,r‘-“u_ N N _--“_._r.-.ﬁ"'\-' W e
\ §
I I I | | L L .-l I I ¥
_— —_— ‘.l 4 s =5 o { II'_.-.I I - . == '} i —
"k.,_,—-'-'-l’-. - ‘-_Jylﬁ_.j -\._p""-'—-ur" - ','.‘-Il""-"__,.r' I'H..--F"-' -\._-_'_-—"ﬁl'b._ -._..-ﬁ"._____,. ‘-._‘/IH"\_,J—"-h f w i “\_—.-‘ M Fh-_-"'fﬂ'-—‘__ ""‘h‘_’_.lr‘"\\_. ¥ T
aVR NS N AT, [T Sy [y N [t —— e e W e ¥ N B Y e T
¥ | | { t1 ! { L ’

—d . -'i i 2 L: B -2
|' | i J i | { A i

aVvlL = § 21 Sy P 850 0 B

avVF | 1 | _
F 4 H ] i |
3 5 ™ 1_;"'"---——""':' l..r""qh_ i = W uﬂ—-—a' L ﬁ\—"",-" e )

i, 5 #

| 1
' H i '
S L A A




Q20.Patient with chronic renal failure presented with chest
pain, what is the biochemical test you have to do? Peaked T

wave(hyperkalemia)
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Hyperkalemia ECG changes

Note:-if you see
chronic renal
disease or
missed dialysis
or crash of
muscle(painfull
muscle) you
should think of
hyperkalemia

Serum potassium

Typical ECG appearance

Possible ECG abnormalities

Mild (5.5-6.5 mEqg/L)

Moderate (6.5—8.0 mEq/L)

Severe (>8.0 mEqg/L)

-
L]

EpoMedicine

Peaked T waves
Prolonged PR segment

Loss of P wave

Prolonged QRS complex
ST-segment elevation

Ectopic beats and escape rhythms

Progressive widening of QRS complex
Sine wave

Ventricular fibrillation

Asystole

Axis deviations

Bundie branch blocks

Fascicular blocks



Q21.This patient came with (??) & blood pressure of it is
normal, & this is his ECG, what is the treatment?
Adenosin(Since the patient is stable).
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Q22.This patient complained
from chest pain of 2 weeks |
duration, his blood pressure
is 130/80, what is your Dx.?
Since the patient is
stable...It’s pericardial
effusion.




Q23.Patient has episodes of palpitation, his ECG was like
this, what is your Dx?

Delta wave(WPW)

VR preesemrag e sy




Q24.SLE patient presented with central chest pain started
acutely for 30 Minutes along with mild fever. What is the ttt?
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Pericarditis ECG changes

PR Elevation ST Depression ST elevation

oy

PR Depression



Q25.70 YO male came with palpations & chest pain. Mention 2

abnormalities in this ECG.
1.ST elevation leads 11, 111, avF.
2. T—1nvers10n in aVL

| l aVR i




Q26.Patient presented with intermittent fever of 2 wks
duration, he has a Hx. of dental caries & hematurea. On P/E
there was heart murmur, otherwise the exam was
unremarkable! Mention 2 tests to confirm Dx?

1.Blood culture.
2.Echocardiography.

Note:-this pic show
splinter hemorrhage which
indicate infective endocarditis




Q27.DM patient on enalapril presented with face
swelling.
1-What is the Dx?

Angioedema.

2-What is the cause of this?
Side effect of ACEI -(Drug-induced). L## - &




Q28.This ECG is for a 48 YO pt, presented with chest
heaviness, diaphoresis & nausea for 2 hrs. What is your Dx?
Acute Anterior wall (anteroseptal) ST elevation MI
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0Q29.This CXR is for a pt who is a known case of chronic
renal failure, presented with SOB, BP 85/60. What's your
Dx?

Cardiac Tamponade.




Q30.This ECG is for a 70 YO pt presented with
recurrent attacks of dizziness. What's your Dx?




Q31.What is the name of
this sign?




0Q032.A 32 YO Pt with a Hx of
IV drug abuse & renal
dialysis, was presented with
fever, malaise & endurance
fatigue. Chest auscultation
has revealed pan-systolic _ TS
murmur. An ECHO showed |8 e
the following, what is your &

spot Dx?




Infective endocarditis:-is an infection in the heart valves or
endocardium

Risk factors:-

1-Artificial heart valves.
2-Damaged heart valves diseases.
3-A history of endocarditis.

4-A history of illegal 1V drug use.
S-Poor dental health

Sign:-fever, presence of a new or changing heart murmur, rigors

ECHO:-presence of vegetations defined as mobile echodense
masses implanted in a valve



Q33.What is your spot Dx?
Acute inferior ST-elevation MI.




Q34.What is your spot Dx?
Ventricular bigeminy
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Ventricular Bigeminy

Ventricular Trigeminy

Ventricular Quadrigeminy

ECG Tips & Tricks

PremaTure Bea'ls
Terminology

on Basis of Sequence

Bigeminy
when Premature Beat follows
every normal Beat

Trigeminy
when Premature Beat follows
every Znd normal Beats

et PR N i
4(1‘_ ;ﬂ_‘*u%\—'l \NP-H'_""_J ..r_q,.:;-i- r
»h % ~ b
N {_‘ zul 1J1\L_N_4_fm I{J l'“w*n_.-‘{;—" -
Irngeminy

MNo=NMormal PD = Premsture Deoar



Q35.Write 3 Findings in this
CXR.

1. Cardiomegaly.

2. Pulmonary infiltration.

3. Right-tracheal deviation.




Q36.50 YO male, smoker, has HTN, & hyperlipidemia came to you with chest
pain, effort dizziness or lightheadedness, easy fatigability, & progressive inability
to exercise. After Chest examination you found mid-systolic ejection murmur &
you felt in left systolic thrill in left mediastinum.

1. What is Your spot Dx?

Aortic Stenosis.

2. What is Your investigation?

Echocardiogram.

3. What are The Causes?

A-Congenital heart defect.

B-Calcium buildup on the valve.

C-Rheumatic fever.

4. What are the Complications?

A) infective endocarditis.

B) Heart failure.

C) Cardiac arrest.

S. What Is the Treatment?

Aortic valve replacement.



Q37.This ECG is for a known case of chronic renal failure.
1-What is your spot Dx?

Hyperkalemia

2-What is the most emergency ttt?

IV calcium gluconate.
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Q38.18 YO male came to ER complaining of palpitation,
depending on ECG of this pt, what is your spot Dx?
Supraventricular tachycardia (SVT




Q39.A case of a pt with mid-diastolic murmur, & difficulty on
swallowing. No LVH, normal CXr. The pt develops stroke.
1)What is the valvular heart disease in this case?

Mitral stenosis.

2)What is the most common arrhythmia seen in this condition ?
Atrial fibrillation.

3)What is the best diagnostic radiological test in this case?
ECHO.

4)What do you think the cause of the stroke is?
Emboli.



Q40.The pt came to the ER with chest pain of a 6-hour
duration. What is the Dx. depending on his ECG?

Acute Pericarditis
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Q41.What’s the main abnormality in this ECG?

Left Bundle Branch Block(Notice the M shape of the

QRS complex in V6).
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Mnemonic - William Marrow

For LBEB and RBB

eadV, - V |f| ead V.V .
W pattern'.""‘ pattern
Ll 'l' Malg me W pattern
Right Bundle Branch Block




Q42.A pt presented with
fever & murmur on
auscultation since 8 weeks
ago, what is your Dx?
Subacute Infective
endocarditis.




Q43.60 YO male pt, presented with acute chest pain for 30
minutes.

1-What is the Dx?

Acute inferior wall myocardial infarction

2-What is your management for this pt?

A-Oxygen

B-sublingual nitrate —*V—%J—“[W—ﬂu\k/’ i %wam
C-aspirin .
D-IV morphine *“J/\JL\“WWUQ P

B

E-streptokinase. ) M@ MMW/ \\Nm:j i
7% mmfsect) smhny ’V‘JMQULJ\_HIH—L




IMMEDIATE TREATMENT OF T : ;
MYOCARDIAL INFARCTION Complications of Myocardial Infarction

-MONA TASS" DARTH VADER

Analgesic drugs such as morphine are to reduce pain and anxiety, also has other beneficial effects as
a vasodilator and decreases the workload of the heart by reducing preload and afterload. ] eath

To provide and improve oxygenation of ischemic myocardial tissue; enforced together with bedrest 7 A h ‘t h '

to help reduce myocardial oxygen consumption. Given via nasal cannula at 2 to 4 L/min.

NITROGLYCERIN

First-line of treatment for angina pectoris and acute Ml; causes vasodilation and increases blood
flow to the myocardium.

Rupture (free ventricular wall, septum or papillary muscles)

constrict. The earlier the patient receives ASA after symptom onset, the greater the potential benefit.

Tamponade

THROMBOLYTICS Hearth failure

To dissolve the thrombus in a coronary artery, allowing blood to flow through again, minimizing the size
of the infarction and preserving ventricular function; given in some patients with MI.

ANTICOAGULANTS
other anticlotting medicines to help prevent or reduce heart muscle damage.
STOOL SOFTENERS

Given to avoid intense straining that may trigger arrhythmias or another cardiac arrest. 5

SEDATIVES

In order to limit the size of infarction and give rest to the patient.
Valium or an equivalent is usually given.

Valve disease

A Aspirin prevents the formation of thromboxane A2 which causes platelets to aggregate and arteries to Q

Aneurysm of ventricle

Dressler's syndrome

1 DO NOT REPRESENT THE ORDER :.g,
AND PRIORITIZATION OF
ADMINISTERING MONA.

Embolism (mural thrombus)

LEARN MORE: MONA AND MYOCARDIAL INFARCTION

MONA is a mnemonic for the four primary interventions that are performed when treating a patient with
Myocardial Infarction (MI). However, MONA does not represent the order and prioritization of administering
them. Aside from MONA, TASS is also given which includes thrombolytic drugs are also given within 6 hours
of onset to interrupt Ml evolution. Anticoagulant therapy reduces the risk of recurrent infarction and death
in patients with ST-segment elevation. Stool softeners are used to avoid straining of stool, and sedatives
and tranquilizers to increase rest.

v Recurrence/mitral Requrgitation
www.medical-institution.com




Q44.What is your finding in this lead of ECG?
Venticular tachycardia.

A




Q45.A pt presented with recurrent palpitation for 8
weeks, what is your Dx according to his ECG?
Paroxysmal supraventlcular tachycardla._ -




Q46.This is an ECG for a 22 YO male presented for a regular
check-up. What is your interpretation?
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Q47.A pt presented to ER with severe chest pain. On P/E
he had some Marfanoid features, & this was his Chest X-
Ray. What is your Dx?

Dissecting Aortic Aneurysm

@)te 1:-Pt with aortic anurysm has \

“Widening of the mediastinum” on
CXR

Note 2:-indication for Dissecting
Aortic aneurysm

1-Very severe chest pain
2-history of uncotrolled HTN

QPt with marfan syndrome like in Q/




Q48.Mention two cardiac causes for this sign?
1) infective endocarditis.
2) congenital cyanotic heart disease.

Note:-caridiac causes of
clubbing finger are include:-
1-Congenital cyanotic heart
disease (most common cardiac
cause)

2-Subacute bacterial
endocarditis.

3-Atrial myxoma (benign
tumor)

4-Tetralogy of Fallot




Q049.54 YO male pt, known case of DM, HTN, presented
with acute chest pain, what is the Dx?




Q50.The pt came with central sudden onset of sever chest
pain for 6 hrs , What is the diagnosis?
Acute Pericarditis
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Q51.55 YO male presented to ER complaining of chest pain
of 30 min duration, with this ECG. What is the Dx?

| ' aVR " TR i V4

i+ ' —'aVL SRR Vb




Q52.Pt presented with sudden onset chest pain, Bp:
90\60 & dilated neck veins ,what is the Dx?
Cardiac temponade

Cardiac Tamponade
Beck’s Triad

1 Hypotension
2 Jugular venous distension

3 Muffled heart sounds

¥/  Don't mix up with:
Tension pneumothorax
1. Hypotension
2. Jugular venous distension
3. Absent breath sounds

BRI
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Ventricular
wall collapse

Electrical Alternans



Q53.30 YO pt came to the ER suffering from, SOB, palpitations,
sweating & productive cough with irregular irregular pulse &
mid-diastolic murmur heard on the apex of the heart.

1.What the cause of the murmur?

Mitral stenosis

2.Mention the cause of the SOB.
Acute pulmonary edema.

3.What caused the irregular pulse?
AF



Q54.This pt presented with palpitation, he is known case of
recurrent attacks of DV'T. Give 2 abnormalities in this ECG?
1-S1Q3T3(in PE)

2-RBBB(which is comes usually with pulmonary embolism)




Causes of RBEBB Causes of LAFB

*Chronic hypertension

*Normal vanant.

*Cor pulmunale.
*Pulmonary embolism.
*MI, CMP 5, HHD,CHD
*Mechanical damage.

*Lev s disease.

*Aortic stenosis

*Aortic root dilation

*Dilated cardiomyopathy
*Impairment of the cardiac electrical
conduction system

* Acute myocardial infarction

*Lung diseases

*Aging

*Degenerative fibrotic disease




Q55.Pt has had infrequent episodes of palpitations, what is
the Dx?

Atrial Fibrillation

H _.J'L.h .JI' i" M_.IIL A1 !
 SbGaNERANEEE- 53 54 ASSEE JLEi S8E (558 185 2 pat

’ 1 = _,.Jhkﬂwllln.- au.,-"t...f«....,_.l'lk_ .-m,_lll.__..,_.q...rﬁl,uw o "M-n_._]rrﬂh =—1|~*’ﬂ‘~—--—-{{ﬁ“" L L_ l.,-x_,____,’[J\
! av1 vi || f I

HI_ et e e e i e P =S Fa== "—H:L—“——L“*—-JL—MJA—'

.

H*‘*--ﬁ | “—H—H—wr““—“ﬂr*——ﬂr‘“—hﬁ i ——
RTi 25 1525 3551 551 S35 5% [an £53 5% o0 S5t ERiant
H_._;'-._,-a.__,._ﬂ. -FH_JL#L-—H_H—JV‘—‘_LW— La__..u___J'Lﬁu- A .."l._.-a__h F - —— Lrh___JhL»-\.._.JL.--n—_.. l\_/-H

L_JL L\L L,h 1551 52 IRS22RE 500 221 B2 SE




Q56.Known to have HTN & IHD for long time came with
SOB, orthopnea, crepitating & S3 gallop sound.

1-What is the Dx?

Acute heart failure

2-Give 2 Investigations to confirm the Dx.
x ray + echo

3-Mention 2 lines of management.

a- position and oxygen.
b- diuretics (IV lazix).



Q57.50 YO male pt presented to ER 1 hour ago
complaining of chest pain, diagnosed as having acute
anterior wall M1, while he’s in the ER he suddenly
collapse, BP=30/0, with raised JVP.
1- What’s the Dx?

cardiac tamponade.

2- Mention the most important test.
ECG OR ECHO.

3- What is the management.
Pericardiocentesis.




Q60.What is the diagnosis?




Q61.60 YO DM pt with chronic dialysis came with this EKG.
1-Give 2 abnormalities in this EKG.

hyper acute T-waves , Wide QRS.

2-What is the cause of this EKG?

Hyperkalemia.

3-Give 2 line of treatment.

Ca gluconate , Glucose+1V insulin.
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Q62.Known to have HTN & IHD for long time came
with SOB, orthopnea, crepitating & S3 gallop sound.
A)What is your Dx?
Acute heart failure.

B) 2 investigations?
1-X-ray
2-echo.

C) 2 lines for the treatment?
1-Position and oxygen
2-Diuretics (1V lazix).



Q63.30 YO female pt presented to ER complaining of
palpitation, What is the cause of her arrhythmia?
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Q64.A 40 YO man is brought, to the hospital because of
fever. He has Hx of heamturia. On exam, there is a systolic
murmur, at the lower left sternal border. What IS the Dx"

Infective endocarditis




Q65.50 YO male in CCU, he is waiting for cath., he lost his
consciousness, with this ECG.

1-What is your Dx?

ventricular fibrillation

2-What is Your management"

DC shock. |77 =




Q66.72 YO male come to ER with chest pain for 30 min prior to
admission.

1-What are the 2 investigations you want to order?

ECG, cardiac enzymes.

2-What’s the most likely Dx (ST depression in anterior leads, -ve
cardiac enzymes)?
Unstable angina.

3-What’s your management?
Admission and cath.

4-Whats your management if cath. Showed 4 vessels occluded?
CABG



Q67.A 35 year old female patient was diagnosed with
essential HTN 1 month ago , and she has been

started on an anti-hypertensive drug .

She presented to the ER complaining of the following pic

1-Spot diagnosis ?
ACEI induced angioedema

2-What is the class of the antihypertensive ? |
ACE-inhibitors

3-mention other side effects for this drug ?
dry cough , angioedema , flushing , myalgia
renal impairment and hyperkalemia



Q68.A 42 year old female presents to the ER complaining
of severe substernal chest pain, an ECG was done
1-What is your diagnosis ?

Acute pericarditis (diffuse ST segment elevation , except in AVR,
PR segment depression is very specific )

2- WhatlstheManagement‘7 s M e e e et e o MR e
A- ttt the etiology Lo R e s
B- NSAIDs , aspirin, M
cortlcostermds N
C- You can add Colchicine td
NSAIDs (to decrease recurre.




1-Spot diagnosis ?
Raynaud’s Phenomenon

2-Management ?

In severe cases use
calcium channel blockers
(nifedipine)




Q69.A 26 year old man is undergoing a strenuous physical
examination to become a firefighter . 1 hour later , he is brought
to the ER C/O generalized fatigue , painful muscles and dark
urine& You did an ECG for him in pic.
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1-What is the spot diagnosis ?
Rhabdomyolysis induced Hyperkalemia

2-What is the most important test to be done in such cases ?
0ECG and K+ level

o UA

o CPK

o0 Creatinine

3-Management ?

Ist : ttt the hyperkalemia (emergency ) by Ca-glucanate + dextrose and IV insulin
2nd : ttt of rhabdomyolysis part by hydration+ mannitol and

Alkalinization of the urine with bicarbonate



Q70.A 61 diabetic lady , presented to the ER C/O sever
substernal chest pain that radiates to her left arm .
an ECG was done .

1-What is your Diagnosis?
2-What is the best ttt “if provided promptly * 2




Q71.A 31 year old female, previously healthy ,presents to
the ER C/O fever of 4 days duration and SOB.

When you examine her you hear a 4/6 holosystolic
murmur at the apex. And you have noticed the

following changes on her nails . |
1-What is diagnosis?

Infective Endocarditis

2-What is the workup for such case?
blood cultures ( 3 sets),echocardiogram
,JECG,general blood tests (CBC , ESR CRP, LFT,

Mg+2 ), urinalysis



Hypertensive retinopathy

Arteriolar constriction

Generalized Arterionlosclerosis (A-V changes)

Extravascular signs

-
vy &

L

timal Cotton-wool spots and Disc oedema
- macular star




Q72.60 YO male pt, diabetic & hypertensive. Mention 2
pathologies seen by ophthalmoscope.

1-flame shape hemorrhage.
2-hard exudate.

3-cotton wool spot "5

4-Papilloedema i =23

Flame haemorrhage L_ﬁ_
e

':n....___

e -‘ Cotton Wool Spot |
| Papilloedema |

’




Q73.This patient has hypertension, he presented
with occipital headache but no visual defects.
What’s this finding?
Papilloedema




Q74.A 25-year old male |
with history of '
hypertension. Whatis |
the radiological finding?}
Rib notching sign
(Coarctation of the
aorta).




Physical exam:

https://www.oxfordmedicaleducation.com/clinical-
examinations/cardiovascular-examination/

< Translate from Arabic







Q1.A pt presented with palpitation
& tachycardia, sweating & heat
intolerance.

1-What is the diagnostic test?
Thyroid function test.

2-What is the main feature in this
figure?
Exophthalmus.

Note:-Graves disease is Greatly
increased free T4 and greatly
reduced TSH and this pt has
Striking exophthalmos (protrusion
of the eyes)




Hyperthyroidism (thyrotoxicosis):-increase in free T3,T4 and decrease TSH

Clinical features

a. Restlessness, irritability, fatigability

b. Tremor

c. Heat intolerance; sweating; warm, moist skin (especially of palms)

d. Tachycardia, often with arrhythmia(AF) and palpitation, sometimes with
high-output cardiac failure

e. Muscle wasting and weight loss despite increased appetite

f. Fine hair

g. Diarrhea

h. Menstrual abnormalities, commonly amenorrhea or oligomenorrhea

Diagnosis:-by thyroid function test

Treatment:-surgical mainly



Q2.This patient presented
with new onset hypertension
and diabetes. What’s the
best screening test for this
case?

24-hour urine cortisol level

Note:-this pt most likely to have
cushing dz(high cortisol level)




Q3.40 YO female patient, with
new onset of DM and
HTN.What is the diagnostic
test for her condition?
Overnight Dexamethasone
suppression test.




Q4.What is the best test to
diagnose this disease?
Overnight dexamethasone
suppression test.




Cushing syndrome (hypercorticism):-increased circulating glucocorticoids,
primarily cortisol.

Causes:-

a. Exogenous corticosteroid medication (most common)

b. Hyperproduction of ACTH by pituitary adenoma

¢. Adrenal cortical adenoma or adrenal carcinoma (less common than adenoma)

Symptoms:-

1-Redistribution of body fat with round moon face, dorsal “buffalo hump”
2-thin extremities caused by muscle wasting

3-skin atrophy with easy bruising and purplish striae, especially over the
abdomen; and hirsutism

4-Muscle weakness, osteoporosis, amenorrhea, new onset of HTN and DM ,
and psychiatric dysfunction

Best screening test:-is 24-h urine cortisol level

Diagnostic test:-



Q5.This pt presented with new onset HTN
& DM...etc.

1-What is your Dx?
Cushing’s Syndrome.

2-Give two abnormal tests you would use
to reach the Dx?

A) 24-hour urine cortisol (elevated).

B) Overnight dexamethasone suppression
test (no response/no suppression).




Q6.This patient has
hypertension & DM,
what’s your diagnosis?
Acromegaly(due to high
release of growth
hormone)




Acromegaly:-is happened due to overproduction of
Somatotropin (growth hormone) after epiphyseal closure.

Causes:-Somatotropic adenoma

Symptoms:-

1-Overgrowth of the jaws, face, hands, and feet, and
seneralized enlargement of viscera

2-hyperglycemia(due to anti-insulin effect of somatotropin),
3-osteoporosis

4-hypertension

S-vision problem

Diagnostic test:-Glucose suppression test



Q7.This pt has HTN,
diabetes insipidus, ...etc

and his/her hand in the pic. {3

What's your Dx?
Acromegaly.

What's the diagnostic test?
Glucose suppression test




Q8.This patient has general
weakness & hyperkalemia.
What’s your diagnosis?
Addison’s disease(adrenal
insufficiency)




Addison’s Disease

Protein anabolism Onset of symptoms is gradual
s lethargy - Diagnosis is often made late

Aldosterone deficient
s Postural hypotension, fainting, dizziness

Androgen deficient
= Impotence

Others

s Hyperpigmentation — palmar creases, buccal mucosa,
scars (1increased ACTH), vitiligo (autoimmune), Abdo
(diarrhoea, constipation, vomiting), depression, anorexia,
welght loss, myalgia, arthralgia, hair loss



Q9.Patient has hair loss
and weight gain. What is
the test you want to do?
Thyroid Function test




Hypothyroidisim:-decrease in free T3,T4 and decrease TSH

Causes:-

1-Therapy for hyperthyroidism with surgery, irradiation, or drugs
2-Hashimoto thyroiditis,Primary idiopathic myxedema

3-lodine deficiency

Clinical characteristics:-

(a) Insidious onset Diagnosis:-Thyroid function
(b) Cold intolerance test, TPO

(¢) Tendency to gain weight because of a low metabolic rate

(d) Lowered pitch of voice Treatment:-L-thyroxine
(e) Mental and physical slowness

(f) Menorrhagia

(g) Constipation

(h) Abnormal physical findings:

1. Puffiness of face, eyelids, and hands

2. Dry skin

3. Hair loss, coarse and brittle hair, scant axillary and pubic hair, thinning of
the lateral aspect of the eyebrows

4. Increase in relaxation phase of deep tendon reflexes



Q10.This patient had
thyrotoxicosis, what is this lesion?




Q11.This patient had thyrotoxicosis,
what’s this finding on her limbs?




Q12.This patient came with
constipation & wt gain,
mention 2 cardiac
complications for it.
1.Hypertension.
2.Cardiomegaly.
3.Bradycardia.

Note:-hypothyroidisim cardiac
complications include mild HTN,
Cardiomegaly &bradycardia




Q13.34 YO female pt come to you with fatigue, hair loss, her
blood pressure 130/80, HR 12 .

1- What is the Spot Dx ?
Hypothyroidism.

2- What is most diagnostic lab investigation ?
Thyroid function test .

3- What is The Treatment ?
Give thyroxine & trilodothyronine



Q15.A 17 YO male has fatigue,
lightheadedness upon standing or

while upright, muscle weakness, —
fever, wt loss, difficulty in 105l ge
standing up, anxiety for long S
period with hyper-pigmentation, "--" ot
this is his hand (inf.) compared to
his brother (Sup.). What is your
spot Dx.?

Adrenal insufficiency

Note:-Hyper-pigmentation of the skin is
happened in these case because ACTH is
high and cause increase melanin
production in the skin



Q16.This pt has new onset DM,
& HTN, What is your spot Dx?
Cushing syndrome (cushinoid
face).




Q17.The pt
presented with
HTN & vision
problem. What’s
the Dx?
Acromegaly




Q18.A pt newly diagnosed
with HTN, DM & bone
pain, what is your Dx?
Acromegaly




Q19.37 YO female presented with thyroid enlargement,
the thyroid was firm, non-nodular & double-sized.

She is suffering from increase in weight, cold intolerance,
thin dry skin & hair loss as well as menstrual
irregularities.

1- What is your Dx?

Hypothyroidism

2- Give 2 causes of such condition.
Iodine deficiency, Hashimoto's thyroiditis

3- What drug would you prescribe to this pt?
Thyroxin.



Q20.A pt presented with puffiness in
the face & increase in weight.
1-What is your most likely Dx?
Cushing's Syndrome.

2-After starting the patient on
medications. What test should you do
to confirm your Dx?

Urine Cortisol Test [There were
doubts about Dexamethasone
Suppresion Test since it is diagnostic |
not confirmatory]. |




Q21.Patient with fatigue , hair
loss, her blood pressure 130/80, |
HR 12 what is the most
diagnostic lab investigation ?
Thyroid function test




Q22.Pt after total thyroidectomy presented with this
condition, what is the cause ?
Hypocalcemia (carpopedal spasm).

Note:-If cuff of sphygmomanometer present in pic the answer will be
troussie sign.

Note:-this sign
happened due to
resection of
parathyroid gland
during thyroidectomy
surgery so PTH
become low which
lead to hypocalcemia




023.A 23 YO woman, presented to ER presenting with
diarrhea, excessive sweating, & tremor. on examination RR:

32, BP 130\90, HR: 120.
1. What is the diagnosis?
Thyrotoxicosis.

2. What is the test should be done?
Thyroid function test.

3. Give 2 modal of treatment in such a case?
Radioactive iodine, Thyroidectomyities



Q24.What is your
diagnosis?
Acromegaly




J25.60 YO female pt, presented to the clinic complaining mainly
of lower limb pain, bilateral but more severe on the right side,
muscle weakness, she has difficulty standing up from chair
without help, in addition to back & thigh pain, on examination
there was tenderness mainly on right calf muscle. On
investigations: Ca=2.1(normal range 2.2-2.4), low), alkaline
phosphatase=600.

1- What is the diagnosis?

2- mention the most important 2 tests.

3- give 2 modalities of treatment.



Q026.33 YO male pt, underwent
subtotal thyroidectomy 5 days ago,
presented with this pic.

1-What is this sign?

Troussie sign

2-What is the investigation of choice?
Ca+2 level




Q27.Female pt presented with tremors, loss of wt & irregular
irregular pulse.

1-What is your Dx?
Thyrotoxicosis .

2-Most common rhythm you see in this case?
Atrial fibrillation .

3-what are the Invistigations ?
Thyroid function test .



Q28.You review the patient
shown in this picture.

1.What is your spot diagnosis?
Acromegaly

T
-

2.Name two possible complications.
DM/Hypertension




0Q29. A 30 year old female,
with a TSH of 15 mIU/L, has
the following physical finding.

1.What is the most likely
cause for her hypothyroidism?
Hashimoto's thyroiditis

2.What type of thyroid
malignancy is this lady at risk
of?

Papillary thyroid carcinoma




Q30.A 40 year old
female with proximal
muscle weakness and
the following features.
What is your dlagnosm"




1-What is the most
prominent abnormality
shown in this picture?
Macroglossia

2.Name two endocrine
disease that may cause such
abnormality.
A-Acromegaly
B-Hypothyroidism




Q31.Pt came with lethargy
A. Describe the two pic.
Vitiligo, gingival pigmentation

B.Ddx?
Addison disease




1-What is the ddx?
Graves disease

2-Mention two physical signs?
Exophthalmus, pretibial
myxedema




Q32.Your patient is telling you the following :
“ doctor ,my rings don’t fit , nor my old shoes, and now|
I have got a wonky bite (malocclusion) and curly hair. 1
put on lots of weight , All muscle and looked good for
awhile , now I look so haggard

1-Spot diagnosis?

Acromegaly

2- complications

A-impaired glucose tolerance

B- vascular : increase BP ,left vent. Hypertrophy ,
ischemic heart diseases

C- neoplasia : inc risk of colon cancer.

3- Management

A- surgery

B- somatostatin analogues ; octreotide
C- GH antagonist ; pegvisomant

D- radiotherapy




Q33.50 year old female

patient C/O generalized fatigue,
constipation and cold intolerance .
1- Spot diagnosis ?
Hypothyroidism

2- What specific Lab tests you will
order?
TSH , free T4




1-Spot diagnosis ?
cushing disease

2-Causes ?

A- ACTH dependent:-bilateral
adrenal hyperplasia from ACTH
secreting pituitary adenomaor
ectopic ACTH production(small
cell lung

cancer)

B-ACTH independent:-adrenal
adenoma , cancer , hyperplasia

&latrogenic prence: Consultont, December 1995, pg. 1841




Physical exam summary:-

https://geekymedics.com/thyroid-status-
examination/






1-This biopsy is taken
from which organ?
Kidney.

2-Mention 1 indication.
A-Neohrotic syndrome
(extereme ages, resistant
to steroids .. Etc)
B-Nephritic syndrome




ﬂ‘Neph ritic _ ~ Nephrotic

» Oliguria « Proteinuria (“nephrotic

+ Hematuria range” >3.59/24h)

« Non selective Proteinuria. + Edema

. GFRY, CrT, BUN® (retention+Hypoalbumi

+ Edema (salt and water nemla}l , .
retention) « Hyperlipidemia

+ Hypertension » Lipiduria

+ _RBC & Protein casts. '=-_F’rn:::-te|n casts.

urine




Uiy Normal Volume Low (but above 400cc/ day)
Above 3-3.5gm/day (S or NS, S is better) Proteinuria Very low
NOrmal (s gnt elevat on @t ammnc scdy) Specific Gravity High (as tubules are nomal)
Maybe indicating GN as a cause RBCs and RC Presemt: a Sure Diognostic Sign
With Hyaline Cast and THP (Tamm—Horsfall Protein)
Mostly Normal To assess renal function Creatinine Elevated in severe cases
LOW Serum Protein ussally Normal
Normal Sodium Possibly Increase
Decaeased Potassium Possibly Increase
Early: normal Later: High dt RF Urea/Creati
High Cholesterol (but not essential) Other:

Low Calcium (but not mnued Ca = no tetany]

Water: given with negative balance. Diet
High Protein — High Calcium Less than nomal (as pt. & hypervolemic)
Sodium and Potassium restriction
Salt Restriction Potassium: given freely Protein Restriction
Look for the underlying couse Drugs Immu no-Suppressor : non-steroidal
Diuretics: Spironolactone - mannitol Anti-Hypertensive: Best is alpha methyl
Albumin infusion — Cakium dOpa (nc Renal B flow too) and avoid ACE
Antibiotics: i pt 8 /mmunocomp. Diuretics: avoid cortico-medullary in balance
Empirical Steroids: .« the pt o respondng Antibiotics
Dialysis If Renal Fallure occured




Q1.21 YO presented with SOB, fatigue, dark-colored urine, Hx of
"cold" 10 days ago. On P/E: BP 140/90, pufty eyes, mild pitting lower
limb edema, lung crepitations.

1-What's your Dx?

Nephritic syndrome (Post-streptococcal GN).

2-Give 2 findings in urine analysis?
Dysmorphic RBCs, RBC casts.

3-What's the most likely agent causing this ?

Group A Beta-Hemolytic strep (Streptococcus pyogenes).because he
tell you Hx of cold 10 days ago



Q2.This pt admitted with of
bilateral lower limb pitting edema,
& pufty eyes. He is a known case
of Diabetes.

1-What do you think this pt have?
nephritic syndrome

2-What is the best test to start with
in this case?
urinalysis, 24 hour urine collection.




Q3.A pt presented with
red urine. The picture
shows a microscopical
view of his urine
sample.Mention 2 causes
for this condition.

This is an RBC cast seen
in nephritic syndrome.
Causes are :

1- IgA Nephropathy.

2- SLE.

3- Cryoglobulinemia.

4- Post-Strep infection.




Q4.34 YO male presented with bilateral lower limb edema,
puffiness of face, peri-orbital edema.

24-hour urine collection sample showed 5.4g proteins.

1- What other 2 findings you suspect to have in the serum of
this patient ?

Hypoalbumenia/Hyperlipidemia.

2- Write 2 causes that would lead to his condition.
Amyloid , Diabetic nephropathy

3- What is the diagnostic test that will give you the etiology &
guide your treatment ?
Kidney biopsy



Q5.67 YO woman presents with SOB on exertion & bilateral
ankle edema that she noticed just today. UA/ 24 hour urine
3+ Protein, low Albumin-3.4 g/dL (3.5-5g/dL).

1-What is the most likely diagnosis?

Nephrotic syndrome.

2-mention 2 common secondary causes of Dx?
DM, SLE , lymphoma.

3-mention 2 complications related to the Dx?
Increased chances of infection, Hypercoagulability.



1-What’s this procedure?
Hemodialysis.

2-Mention 1 indication.
2.Renal failure (ESRD)

Note:-Dialysis Indications

AEIOU:

A:Acid-base problems(severe metabolic
acidosis)

E:-Electrolyte problems(severe
hyperkalemia)

I:-Intoxications

O:-Overload, fluid

U:-Uremic symptoms




Q6.There were results of an ABG, showing :
PH: 7.2, PaCO2 : 22, HCO3: 10, Na: 130, K: 5, CI: 100,
Glucose: 60, Ca: 2.3

1. What is the disorder?
Wide anion gap Metabolic acidosis .

2. Calculate the anion gap.
20(Na — (C1+HCO3))

3. Mention three causes for this abnormality.
(DKA, Uremia, Lactic acidosis, Methanol poisoning).



Metabolic Acid-base Disorders:
summary

METABOLIC ACIDOSIS IHCOs & | pH

- Increased anion gap

* lactic acidosis; ketoacidosis; drug poisonings (e.g., aspirin,
ethylene glycol, methanol)

- Normal anion gap

« diarrhea; some kidney problems (e.g., renal tubular acidosis,
interstitial nephritis)

METABOLIC ALKALOSIS t HCO3 & 1 pH

+ Chloride responsive (responds to NaCl or KCl therapy): contraction
alkalosis, diuretics, corticosteroids, gastric suctioning, vomiting

+ Chloride resistant: any hyperaldosterone state (e.g., Cushing’s
syndrome, Bartter’s syndrome, severe K+ depletion)



Acid Base Disorders

Disorder

Metabolic
acidosis

Metabolic
alkalosis

Respiratory
acidosis

Respiratory
alkalosis

oH [H*]
I 1
Tl
! 1
T

“rimary Sescondary
disturoance responss

4 Meoy1 b peo,

T mcos) T pco,
Tpco, T Hco,
lpco, [HCO,)




Treatment of Acid Base Imbalance

Metabolic Acidosis Metabolic Alkalosis

e Administration of sodium
bicarbonate and sodium
nitroprusside , peritonel
dialysis and hemodialysis
(lactic acidosis)

e Fluid management and
intravenous administration
of insulin (diabetic
ketoacidosis)

e Administration of saline
solutions , dialysis
(hyperchloremic acidosis)

e Sodium chloride
administration

e Potassium chloride
administration

e Administration of carbonic
anhydrase inhibitor
acetazolamide

* Intravenous infusion of
hydrochloride acid



Q7.Patient with diabetes on insulin, presented with
abdominal pain, vomiting, diarrhea, & poly-urea. ABG was
done (the values shows metabolic acidosis wide AG):

1. What is the Dx?

DKA.

2. Mention 2 lines of management.
A-Correction of fluid loss with intravenous fluids
B-Correction of hyperglycemia with insulin .

3. Calculate the anion gap.
Na - (CI+HCO3)



Q8.Given the following lab results, Na=145 K =
3.7 C1=100 Ca = 2.5 Glucose =143 HCO3 =10
Creatinine = 2.1.What's the anion gap?



Q9.Fill the table with the suitable arrow
(1)--->|decrease
(2)---->171 increase

Metabolic Acidosis 4 4 (1)
Metabolic Alkalosis T (] 0
Acute Respiratory Acidosis \ T 1)
Chronic Respiratory Acidosis ¥ T (2)
Acute Respiratory Alkalosis T \ \
Chronic Respiratory Alkalosis T \ Vi




Q10.A 39 YO woman was admitted with a Hx of generalized
weakness, dyspnea, continuous nausea & diarrhea. Bowel

motions were frequent & watery.

*ABG: pH 7.29, PaCO2 25.6, PaO2 98

*Na+=125, K+=2.8, C1-=101, HCO3=14

What is the abnormal electrolyte imbalance in this pt?



Q11.A man is suffering from
haematuria after 2 days of
having Streptococcal
infection in his throat.
What’s your Dx?

IgA glomerulonephritis(the
answer in past paper is IgA
GN but i think the correct

answe is Post-streptococcal
GN)




Q12.a pt had this finding
on microscope for his
urine after he went
cardiac cath

A.What is the finding?
Muddy brown cast

B.What is the ddx?
Acute tubular necrosis
(ATN)




Q13.SLE pt on steroids, presented with high fever, nausea, vomiting
& hypotension(80\60).(There were many labs data, numerical values
were given for ALL of them, normal ranges were given for
some!)Urea: high, creatinine: high, Na: 120, K: 5, HCO3: 10, CI: 100,
Glucose: 60, Ca: 2.3, urine analysis was positive for leukocyte
esterase and nitrites.

1) What is the cause of hypotension?

Adrenal Crisis.

2) What is the underlying acid-base abnormality?

Metabolic Acidosis.

3) What is the cause of hyponatremia?

Low cortisol and aldosterone level.

4) Mention first two steps in management.

1. IV fluid.

2. IV Cortisone + Mineralocorticoids.



Q14.A female patient known case of SLE and on steroids, presented complaining of
high fever, nausea and vomiting, chills, dysuria, and hypotension 80/60 , her lab data
are as follows:

—02 sat 92%

—labs: Na 135 | K 5.9 | C190 | Hco3 10 | Glucose 65

—Whbc 17,000 | Urine positive for nitrites and leukoeseterase.

—Other CBC parameters were normal.

1.What is your diagnosis?

Adrenal crisis / some answered sepsis or pyelonephritis (we’re not sure).

2.What is the confirmatory investigation?

Blood culture (if sepsis) / 24 hour urine for cortisol (if adrenal crisis)

3.Calculate the anion gap?

AG =35

4.How do you explain the bicarbonate level?

Low bicarbonate because of the increase in hydrogen ions that resulted from the
acidosis (not sure)

S.What is the management?

IV fluids, IV mineralocorticoids & steroid, IV antibiotics.



Q15.A 25-year old man is undergoing a physical examination to
become a firefighter. He must carry a 200-pound bag up a flight of
stairs, followed by push-ups and a walk across a balance beam. He
becomes very week afterward and is brought to the emergency
department with painful muscles and dark urine.

1. What is the cause of his urine color?

Myoglobinuria .

2. What is the diagnosis?

Rhabdomyolysis

3. Do you predict having RBCs in urinalysis?

No

4. What is the cause for low serum Calcium level?
Hyperphosphatemia & Deposition of CA+2 in the injured muscles .
5. What is the first line of management ?
Hydration .



Q16.A 50-year old diabetic patient
developed the following.
A-What is your diagnosis?
DM nephropathy

B-What is the first lab
investigation to be done?
24-hour urine collection for
protein



Q17.DM patient presented
with bilateral lower limbs
swelling & frothy urine. What
is the test you want to do for
him?

Urine Analysis for proteinuria




Q138.A 54 YO male pt complaining of severe abdominal pain,
nausea, vomiting. He is a known case of DM. 3 days before he
came he had URTI. On P/E; there is tenderness in the
epigastric area: RR: 33. investigations: Blood Sugar: 620
mg/dl, PH: 7.2, PaCO2 : 22, HCO3: 11.

1) What is your diagnosis?

DKA.

2) What type of acid-base disorder is this ?

Metabolic acidosis.

3) what are the most common causes of this condition? What
is it in this case ?

Infection, stress.

4) Give 2 lines of treatment in such cases.

IV fluid -IV glucose - IV insulin.



Q19.A female pt visited your clinic complaining of bilateral leg
swelling & peri-orbital edema. She is a known case of DM which was
controlled until 3 months ago. She developed HTN 3 months ago, but
was not controlled even with 2 drugs. On examination she has mild
respiratory distress & large edema in her legs.

A- What is your most likely Dx?

Nephrotic Syndrome.

B- Mention 2 confirmatory tests.

1-24h urine collection for albumin (> 3.5 gm)

2- Serum albumin (dec.),Serum lipids profile(inc.).

C- Mention 2 lines of management for this pt.
1-Steroids

2-Prophylactic Anticoagulants.

3-Diuresis



Q20.pH=7.3, Na=136, HCO; =16, CI=110
A.Calculate the Anion gap?

Anion gap= Na - (Cl + HCO3)

=136 - (110 + 16) = 10 (normal anion gap=3-11)

B.Mention one cause.
Diarrhea or renal tubular acidosis (cause
metabolic acidosis with normal anion gap)

Note:-this Q didn’t answer in past paper the answer from me so if
there any mistake please tell me (:



Q21.This abdomen MRI
is for a 40 year old man.
1.what is the diagnosis?
Adult Onset Polycystic
Kidney Disease

2.what is the
neurological
complication of this case?
Uremia




Physical examilnation summary:-

https://geekymedics.com/renal-system-
examination-osce-guide/






What’s your diagnosis?




A-What is this finding?
Rheumatoid nodule

B-How to confirm the
diagnosis?
RF, Anti-CCP
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Female with joints pain in both
hands & dyspnea.

1-What is the diagnosis?
Rheumatoid arthritis

2-What is the sign you look for on
olecranon fossa?
Subcutaneous rheumatoid nodules.

3-Mention 3 drugs which stop the
progression of this disease.
1-Methotrexate.

2-Infliximab.
3-Hydroxychloroquine.
4-Etanercept.




What is Your Spot Dx?
Rheumatoid arthritis
(RA)




The pt complains of
morning stiffness & pain
in the joints of his hands.
What’s the Dx.?




This patient also has non itchy
scaly rash on both knees, what’s
your diagnosis?

Psoriatic arthritis




This photo is for the hand of a
female pt who was diagnosed
previously with Rheumatoid
Arithritis.

1-What deformity can you see in this
photo?

Ulnar Deviation.

2-What pulmonary manifestations
can you expect in this pt?
Interstitial Lung Diseases [Lung
Fibrosis]; Caplan's Syndrome -
[Intrapulmonary Nodules].




A pt came to ER complaining of
swelling in his left knee. He has
no Hx of trauma or bleeding
diathesis. What is your most
likely Dx?

Septic Arithritis




56 YO pt complaining of general
aches & pain, but also some
stiffness & swelling in her both
hands for the past 2 months that is
worse in the morning. What’s Your
Dx.?

Rheumatoid arithritis (Swan neck
and butonniere deformities are
both present).




A 34 YO man comes to the ER
after 3 hours of severe pain in
his knee, on exam is left knee is
swollen, warm, & very tender
to palpation.

1-What is the Dx?

Septic arthritis.

2-Give one investigation?
Synovial fluid aspiration.




In which disease could we
see this lesion?
Psoriatic Arthritis




1-What is the name of this
finding?
Nalil pitting

2-What is the Ddx?
Psoriatic arthritis




This patient presented with
sudden onset pain in his big
toe.

A-What is the diagnosis?
Gout (Acute gouty arithritis)

B-Mention a line of
management.

Steroids, NSAIDS...
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,‘ Treatment of Gout

D

Acute Treatment
« NSAIDs

and peptic ulcer dz

« Colchicine

— Diarrhea, bone marrow
suppression

o Steroids

injection

Prevention of Recurrence

— Caution in renal insufficiency

« Modify risk factors

— Obesity, alcohol, red meat,
thiazides

» Uricosuric agents
— Probenecid, sulfinpyrazone
— Contribute to kidney stones

« Xanthine oxidase inhibitors

- Allopurinol, febuxostat
- Can precipitate acute attack

— Oral, IV orintraarticular

@ jackcfchong/




DM patient started taking thiazide recently, What is the
blood test you want to do for him?

Serum uric acid levels.

Drugs causing gout

CANDLE CAP
C=Chlorthalidone
A=Aspirin
N=Nicotinic acid
D=Diuretics
L=Levo-Dopa
E=Ethambutol

C=Cyclosporine
A=Alcohol
P=Pyrazinamide




A pt with hypertension (or DM) presented with right ankle swelling
& pain. He had 2 previous similar conditions; one was in the same
site, the other was on the left ankle. His CBC showed leukocytosis
(WBC count = 10,000).

1- What is the most probable Dx?

Gout.

2- Mention another DDx.

Septic arthritis, Cellulitis, Pseudogout.

3- If a sample from the synovial fluid was aspirated, what is your
confirmatory test?

Identification of monosodium urate crystals under polarized light
microscopy; they have a needle-like morphology & strong negative
birefringence.

4- Mention 2 drugs for the treatment of the acute attack.
Steroids, NSAIDs, Colchicine.



What’s this disease?
Gout




needle shaped
a 60 year old male pt,presented monosodium urate

C/0 severe pain in his first right crystals
big toe.the light microscopy of
the synovial fluid is shown
1-What is the Spot diagnosis?
Gout

2-management?

1- NSAIDs (endomethacin)

2- colchicine

3-steroids

4-lose weight , avoid prolonged

fasting , alcohol excess ,purine rich
food,allopurinol , probenecid




Note:-
Pseudogout:-has Rhomboid-shaped calcium pyrophosphate
dihydrate crystals , positive birefringence in polarised light .

Metabolic systemic problems associated with pseudogout are
the 4 H’s:-

1- Hyperparathyroidism 2-hemochromatosis

3- Hypophosphatemia 4-hypomagnesemia




This patient had fever &
joint pain. Mention a
specific test for the
diagnosis.

Anti ds-DNA antibodies

Malar rash in SLE




24 YO female patient,
presented with Hematurea &
Hemoptysis,

1-What is the diagnosis?
SLE

2-What is the most specific
test to diagnose this disease?
Anti ds-DNA antibodies




Systemic Lupus Erythematosus S=F =
y p y Antinuclear (ANA)  95% Initial screening test
90% F Anti-dsDNA 50% » Associated with more severe disease & renal
Due to a involvement
650/ [ i E * Used to monitor disease activity
Dl OBERDE CDmbl_naUDn of Anti-Ro/SSA 40% * Associated with skin manifestations
ohnset between the = genetic, * Neonatal SLE, including congenital heart block
environmental, and * Sjogren syndrome
ages of 16-55 e ey ases Anti-U1- 35% * Raynaud phenomenon & esophageal dysmotility
ribonucleoprotein * MCTD [SLE/systemic sclerosis/polymyositis overlap
syndrome)
= Anti-Smith 25% Specific for SLE. Associated with more severe disease
— A negative ANA + a negative anti-Ro/SSA
I‘% essentially rules out SLE.
J 90% % 0% ,
ints a Pericarditis 40%, Renal disease 70%  Skin 90%  Acute lupus leukopenia, . 4 30-50%
arthralgla.s, myocarditis, dsDNA antibody Acute, subacute, * S s 20-75% \“w{/ thrombocytopenia
N?r.1 s CAD, Libman- increases risk and chronic | lymphopenia ¥~ Y § caca
arthritis, Jaccoud  gzcks endocarditis photosensitivity ChanIC / l -
arthropathy Discoid lupus 50% AOCI| and 30-40% APL antibodies
hemolytic anemia (10% w/ APS)
SLE is one of the few autoimmune diseases that presents with
Treatment: pancytopenia
Pleuritis-50%, ILD ~ Headache. mild cognitive 40% Mild disease- Hydroxychloroquine @ Yearly eye exams

10%, rarely impairment, Rarely meningitis

pneumonitis w/ psychosis, or peripheral
DAH neuropathy

Can also present with diffuse LAD

'Serositis, hepatitis,

Moderate disease - Hydroxychloroquine +short course of steroids +/-

mesenteric ischemia methotrexate or azathioprine

Severe disease- high dose steroid+ mycophenolate, azathioprine
cyclophosphamide, or rituximab



Systemic Lupus Erythematosus (SLE) @Lupusreference

Prevalence 10-180/100 000
Epidemiology Age Typically 20-40
F:M sex-ratio 01
Malar rash
Phot itivi
Clinical 0 i::usens: ity If presen_"ut,
el Alopecia, oral ulcers are evocative of
Lupus nephritis SLE versus DIL
NPSLE
Laboratory CRP Usually normal (except with serositis)
Manifestations Cytopenia Common
ANA >95%
Anti-ENA Positive in up to 30%
Immunological Anti-dsDNA Positive in 60-80% of cases
workup Anti-histone Positive in 60-80%
Low complement 50-60%
pANCA anti-MPO Negative
Prognosis Minor to life-threatening
Usual

Treatment therapeutic management of SLE

Evolution Chronic disease



1-What is your spot Dx?

SLE.

2-What is the cause of her
respiratory problems?

Lung Fibrosis.

3-Write the name of a blood test.
C. ANA, anti-dsDNA & anti-smth.
4-Mention 2 other manifestations
for this disease. (Signs or
Symptoms)

photosensitivity, discoid lupus,
Neurological (psychosis,
seizures), ...




This pt presented with
joint pain, protein urea, &
anemia. What blood test
are you going to order for |
her?

1-ANA

2-Anti-dsDNA
3-Anti-Smooth muscle Ab




This lady has developed
photosensitivity , joints
pain and swelling and
alopecia.What is your
diagnosis ?

SLE




A 35 year old lady with
history of arthralgia ,
fatigue and skin rash as
shown in this picture. What

is the most likely diagnosis ?
SLE




What’s your diagnosis?
Scleroderma




o Caused by excess collagen production
that leads to thickening and tightening
of skin

* Can also affect internal organs,
including lungs, Gl tract, heart, and

kidneys ’
* Raynaud’s is a common
early symptom

7
Py

* No cure, but "
different medications
can treat symptoms ’

GHLF
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What is your spot Dx?
Scleroderma




A pt presented with difficulty swallowing & chest
pain, what is your Dx?
Scleroderma




1-Spot diagnosis ?
Scleroderma (systemic sclerosis )

2-What is the leading cause of
death ?
Pulmonary HTN

3-What is the drug of choice to
ttt the renal manifestations of

this disease ?
ACEKEIls




A 31 year old man presents to the outpatient
clinic C/O chronic lower back

pain . Spine Xray was done .

1-Spot diagnosis ?

Ankylosing Spondylitis

2-Drugs of choice (treatment) ?

TNF blockers(infliximab , adalimumab ,
etanercept )unlike RA ,anti TNF are used
first , and methotrexate used later.

3-Mention some extraarticular manifestations
of this disease ?

anterior uveitis,aortic insufficiency (may lead g
to CHF and 3rd degree heart block )




Male patient presented with
unilateral uveitis. This is x-ray for his
spine. What is your Dx.?

Ankylosing Spondylitis.




A 28 YO male pt had
chronic lower back pain
with morning stiffness
which improves with
exercise. What is your Dx?
Ankylosing Spondylitis




Pt came with weakness
that worsen at the end of
the day

A. What is the diagnosis?
Myasthenia gravis

B. What is the best
surgical management?
Thymectomy




This pt presented with ptosis
& miosis on the right side of
his face. Mention 2 findings
can be seen in this pt’s hand.
1. Muscle atrophy.

2. Muscle weakness.

3. Numbness/Parasthesia.
4. Clubbing.

Note:-I think this pt has
Myasthenia gravis







This is a 55-year old man
with history of lymphoma.
What is the diagnosis?

Herpes Zoster Ophthalmicus




This 23-year old patient
developed this skin lesion
after a needle prick.
A-What is your diagnosis?
Behcet’s disease

B-Mention the clinical
manifestation of this disease.
Recurrent oral and genital
ulcers




This patient had this mouth
lesion, and we did this test for
him.

1.What’s the name of the test?
Pathergy test.

2.What’s your diagnosis?
Behcet’s disease.




Behcet's Disease:
The Most Common Sign and Symptoms

A delay in the diagnosis of Behcet's disease is common. Knowing what to
look for can help you take control of the disease.

Eye Inflammation (. ~» Mouth Sores
Occurs in more than 50% of One of the most common
patients and can resultin and earliest signs. Look like
blurry vision, sensitivity to canker sores on the lips,
light, pain and redness. tongue, cheek lining or the
Can lead to blindness if roof of the mouth.
untreated.
Skin Sores . »——— Genital Sores
Occur in 60-90% of patients. Appear in about 75% of
Can look like bumps resembling people. Tend to be larger
acne anywhere on the skin or as and deeper than oral sores
red, tender nodules on the legs, and often scar.

arms, face and neck.

\\ U4

Joint Pain & Swelling
Arthritis or spondylitis affect 50% of patients.
Can affect an individual or multiple joints,
causing pain, swelling, and stiffness.




This patient complained of shoulder and hip weakness.
What is your diagnosis?
DermatomyOS1t1s (Idlopathlc inflammatory myopathy)
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A-What is this skin lesion?
Erythema marginatum

B-What is the diagnosis?
Rheumatic fever




A-What is the ﬁndlng‘?
Palmar Erythema

B-Mention two causes.
1-Thyrotoxicosis
2-Liver Cirrhosis
3-Pregnancy




This pt was presented
with swollen, red, warm
& painful right leg.
WBCs =17.000, what 1s
your spot Dx.?
Cellulitis




Pt with DM & HTN, give
2 DDx?

1-DVT.

2-Cellulites.




1-What is this sign?
Xanthelasma.

2-What is the cause of it?
Hypercholesterolemia.




What is the diagnosis?
Herpes zoster




A pt with skin lesions on
a Dermatological
distribution. What is
your Dx?

Herpes zoster.




A 70 year old male
presented with pain

A.What is the ddx?
Herpes zoster

B.What is the
treatment
Acyclovir(antiviral)




[
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60 YO Pt known case of DM |
30 yrs ago, presented with

this asymptomatic, gradual,
painless lesion. Name this
lesion?

Necrobiosis lipoidica




A young male who have
this lesion with
haemoptysis & other
symptoms of DVT, what’s
your Dx?

Bahcet's disease




1-Spot diagnosis?
acanthosis nigricans

2-Mention Underlying
causes.

A-DM

B-Internal malignancies
(gastric adenocarcinoma) §
C-Familial




1-Name the two signs.
Ancanthosis nigricans, necrobiosis

lipoidica

2-Mention the cause of the second
pic.

IGF activation of epidermal cell
propagation




1.Name the following skin
lesions?
Acanthosis Nigricans

pathophysiology for the
development of this
condition?

IGF activation of epidermal
cell propagation




A.What is the name of this sign
Leukonychia

B.Mention 2 causes.

Any disease that leads to
hypoalbuminemia such as
chronic liver disease &
nephrotic syndrome




A.What is the sign?
Finger and toe clubbing

B.Ddx?
Eisenmenger




A 40 year old lady presented
with SOB, dry cough and
weakness. On physical
examination the following
abnormality was seen.

1.Describe the physical
finding ?
Mechanic's hands

2.What is the diagnosis?
Juvenile dermatomyositis



A 21 year old female patient , known case of epilepsy .she has been started on
new drug recently . She presented to the ER C/O fever and extensive rashes on
the skin of the face and neck, erythema of conjunctiva, ulceration of eyelid and
oral cavity and diffi culty in routine oral habits since a day. It was also
associated with pain which was sudden in onset, burning type, continuous,
localized, and severe in intensity, aggravated on touching, speaking, eating food

& there was no relieving factor.
1-Spot diagnosis
Steven Johnson Syndrome

2-mention some causes for

this disease

1- drug induced(Phenytoin ,
Carbamazepine ,Valporic acids)

2- infectious(HSV ,AIDS,mumps..etc)
3- Malignancy related

4- idiopathic
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Nervous Systeém ang




Q1.In the CSF analysis the glucose was
decreased, the proteins increased and
neutrophil constitutes 90%o0f the cells.

A.what is the diagnosis?
Bacterial meningitis.

B.what is the treatment?
IV antibiotic.



B
Summary

® Meningitis is an inflammation to meninges while
encephalitis is an inflammation to the brain tissue
itself.

® Meningeal irritation signs are Meningeal Nuchal,
Positive kernig's sign, Positive Brudziniski's sign,
and Photophobia

® CSF and blood culture is the main diagnostic test.

B Antimicrobials and antivirals are medical
management.

® Nurses play a significant role in providing care for
patients with meningitis.



Complications

The complications of meningitis can be remembered using the
mnemonic HACTIVE :

H: hydrocephalus

A: abscess

C: cerebritis / cranial nerve lesion
T: thrombosis

I: infarct

V: ventriculitis / vasculopathy

E: extra-axial collection: empyema and hygroma



02.24 YO female, presented with headache, fever, &
deterioration in level of consciousness, brain CT was
free, the L.P s (values shows high WBS, LOW glucose).
1-What is the Dx?

Acute meningitis.

2-give 2 lines of treatment.
IV antibiotics , Anti-pyretics

3-give one major complication.
brain abscess, seizure, encephalitis .



Q3.A 30 year old patient
with high fever, headache,
and Hypotension . His
legs shown below.

1.What is the diagnosis?
Meningococcemia

2.What is the causative
organism ?
Neisseria meningitidis




Q4.Pt complaints of double g ™ (77
vision when going down theg @™ . &
stairs

A.What is the sign?
Head tilting

B.What is the diagnosis?
4th cranial nerve palsy




Q5.What’s your diagnosis?
Left facial palsy




A.Describe the finding.
Thenar muscles wasting

B.What is the cause
Median nerve injury




A.What is the
abnormality?

Extra sex chromosome
(XXY)

B.What is the ddx?
Klinefilter syndrome
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Q6.This patient presented with
nerve deafness .

1.What is the diagnosis?
Neurofibromatosis

2.What is the mode of
inheritance?
Autosomal dominant




Neurofibromatosis Type 1
MNEMONIC:

CAFE SPOT

Cafe-au-lait spots

Axillary, inguinal freckling

Fibroma

Eye: lisch nodules

Skeletal: bowing leg, etc.

Pedigree / Positive family history

Optic Tumor (glioma)

Neurofibromas

Café au lait spots

Bone defects

Optic Nerve

Optic Glioma;
oy

Lisch nodules







