Section-01
Counselling




Mid-Term

Synapse Medical Academy



@) @TRY {TS! ST GFAR I FRCZA O AT @R FFOAN (Ted oF #Iff s «<4F W[[ Retreatment &
T | @4 @S ST T GG @Y (ST S AR AR TP 748 2ifSfvre (400 209 ¥ aFfvee I (ARl AT
?m%mm%%&m@mm,mﬁwmwmmma«mﬁmw
Jfsorf |

b) G SFYYCET HIPFI SRE (¥ g sifefsferm awne | @ww-
> ePIER R/ 20O A e @ ey
> THICY AP (FATS AT |
> GiGH TS AR | QI T, (BICAR AWy SR* W 20O 21T |
> PR PeR RN 20 21T |
> TS ¢ A B 3@ @Y *fF I @O 2107 |
> I SR R 2o AR T95in |
> @ AP (7Ll T 891 I 40 A 1, TSI R ZIeT, SR AN AL TTSEF A @A FAC |

q)  @IFCE Q ASICER &) AW SHZTHCETHC TS T |

v) Dots G5 (AF 874 =T AR #1137 W3k fFafirs fofestr 7iffe @ @9 it S=Er 899 7ated &« Dots
CTBICE AT FHCIT |

5) T go= T R S 6 Jraceae

30) P & o7 @I a1 Sitg?

) 2 (AT (*¥ 2FS eye to eye contact maintain IO = |

32) SAMICE GO HANTS! TR & AN AR ST A SN[ FA(R |

Medicine > 8 > Lactating Mother Tb Positive

S)  SPFIEN SRR |

R) I © | SIS @3 & fRreG T oifmerdt | Snfsr St STt e fegesy ver @ |
(Self introduction and consent) S« f& wirsIce wwfs fosza?

©) AT @R @G ST GT6T FE (1 GRET SCR?

8) Same as pervious counselling (4-8)

¢) (Some adding point)

b) T ST S_ER ABTT 0 74 AT AF |

Q) R AR Jf> I > (T [T AFE |

v) AR G T elfetary ofee e =1 |

5) I®IE BCG Vaccine e #ate =7 |

50) (T ARG I (@ A (I T 0N TF (A (77 5411 |

3Y) W @O 1 ety Sl = rRica?

3R) PR & = (@ fErearT wiee?

59) &2 (AT (<17 S eye to eye contact maintain FCO A |

38) TNICF IS FRINST FAR G (T G AT I FINAT FA |

Medicine > 9 > Haemophilia Patient's Genetic Counselling

) SPPIRY SEEH |
3) wifyen | SIS @ e fRresnf 2wt | snfir srem e fce g w21 259 | (Self

introduction and consent) S« & St Sgwfs esa?

©) AR @ @G SR G5 A (& (R A2

8) WK @ @G zwatR @7 TN frwifEsferan | «ft @G & TS @y @ S N (T €3 @0 (S R (T
@ 1 T2 B0 AP | 48 @GS FTo 99 Gis JKTS HRITS! T3 @9 g TAm 21 I Coagulation
Factor VIII/8 31 &8 @ TG 95 A0 | G @A *R<6! R 4F PORIRA (e ARRIE No4y e
YRS AR | R &S FSLRT IS R

€) ¢ & ReER owE

) 0% (*TOIR) (BT T (FCN AGFS 2 |

Q) €o% (¥TOTR¥) (T BT U3 G 2 FACI IR NHITT ST L0 Q@1 (T e |

v) W qowe 3T e e 5 e

5) WoEE T " @ fereerT SItRe

50) @2 (ATF ¢*1¥ *% eye to eye contact maintain FICO =J |

3Y) TNCF IS FZNST FAR G GG G AT (Y TN FAE |

_ Synapse Medical Academy




Melaena (Black, Tarry Stools)
Causes

Swallowed Blood

Epistaxis
Haemoptysis

QOesophagus

Reflux oesophagitis
Oesophageal varices
Oesophageal carcinoma

Stomach

Peptic ulceration

Acute gastric erosions

Mallory—Weiss syndrome

Carcinoma

Leiomyoma (gastro-intestinal stromal
tumour - GIST)

Hereditary haemorrhagic telangiectasia
Vascular malformations

Duodenum

Peptic ulceration

Duodenal diverticulae
Aortoduodenal fistulae
Invasive pancreatic tumours
Haemobilia

Small Intestine

Leiomyoma (GIST)
Meckel’s diverticulum

Bleeding Disorders

Liver disease-associated
Thrombocytopenia
Haemophilia

Drug-Induced

Anticoagulants
Aspirin
NSAIDs
Steroids

Other Causes

Uraemia
Connective tissue disorders

Other Causes of Dark Stools

Iron therapy

Bismuth preparations
Liquorice

Charcoal biscuits

Red wine (large quantities)
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Pruritus (Itching)
Causes
Obstructive

e  Obstructive jaundice

e Chronic renal failure
Haematological Disease

e Iron deficiency

e Polycythaemia
Internal Malignancy

e Bronchial carcinoma

e Hodgkin’s disease
Endocrine Disease

e Hyperthyroidism

e Hypothyroidism

e Diabetes mellitus
Drug-Induced

e Oral contraceptive pill (cholestasis)

e Opiates (histamine release)

e Alcohol and drug withdrawal

Syncope (Fainting)
Causes
Cardiovascular
Vasovagal Syncope
e Situational syncope
e Micturition syncope
e Cough syncope
Orthostatic Hypotension
e Prolonged bed rest
e Drug-induced

e Hypovolaemia (dehydration, blood loss)

e Autonomic failure
Arrhythmia

e Supraventricular tachycardia
Ventricular tachycardia
Sick sinus syndrome
Stokes—Adams attack
Myocardial infarction
Pulmonary embolism

e o o o o o

e Carotid sinus syndrome
Neurological Causes

e Seizure

e Hysterical syncope
Metabolic Causes

e Hypoxia

e Hypoglycaemia

Cardiac outflow obstruction (e.g., aortic
stenosis, hypertrophic cardiomyopathy)



History Taking
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Differential

First and worse headache—subarachnoid hemorrhage

Thunderclap headache—subarachnoid hemorrhage

Unilateral headache and eye pain—cluster headache, glaucoma

Unilateral headache and ipsilateral symptoms—migraine, cerebral tumor, vascular headache
Cough induced headache—raised ICP, cerebral venous sinus thrombosis

Persistent unilateral headache with scalp tenderness over 50 years—temporal arteritis
Headache with fever or neck stiffness—meningitis

Changes in the pattern of usual headache—intracranial space occupying lesion, psychogenic
Decreased level of consciousness—meningitis, encephalitis, cerebral malaria.

Jaundice
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Mid-Term Clinical Guide

e Apply traction in the line of the handle of the laryngoscope, this should lift the
epiglottis and expose the v-shaped glottis behind.

e  Once the triangular-shaped laryngeal inlet is in view, position the ET between the vocal cords, use the
markon the tube above the cuff to indicate the correct position.

e Ifdifficulty is experienced passing the ET tube into thelarynx, pass a gum elastic bougie first and then
try passing a lubricated ET tube over this.

e Once the ET tube is in position, inflate the cuff whileventilating through the ET with a self-inflating
bag.

Confirm correct tube placement by

e Directvisualization-the tube is seentopass between the vocal cords.

e Auscultation over the epigastrium and thorax bilaterally.

e Portable CXR-to confirm where the tip of the tube lies and exclude complications such as
pneumothorax.

e Measurement of expired carbon dioxide by capnography.

Complication

Trauma-to teeth, airway, larynx, or trachea.
Tube misplacement.

Aspiration.

Airway obstruction.

Hypoxia from prolonged attempts.
Tracheal stenosis (late complication)

12. Lumbar puncture

Equipment Required

Sterile gloves and surgical mask

Sterile drapes

Sterile gauze swabs

Antiseptic solution for skin preparation

Small wound dressing

Sml Syringe,25G and 21G needles, 1% lidocaine

Spinal needle (20 or 22G)

Manometer and threeway tap

Sample pots (label 1,2,3), Fluoride oxalate(grey)sampletube-for glucose

Indication

e A diagnostic test for pathology affecting the cental nervous system e.g. meningitis and multiple sclerosis-
if bacterial meningitis take blood cultures and start antibiotics, before lumber puncture.

e Suspected Encephalitis-ifviral startacyclovir immediately, before lumber puncture.

e Suspected Subarachnoid hemorrhage-wait 12hr from onset of headache before performing lumbar
puncture.

e  Suspected idiopathic intracranial hypertension, othercauses of raised CSF pressure must be excluded first.

e Suspected Guillain-Barre syndrome

Contraindication
e Raised CSF pressure associated with ‘brain shift’ e.g.
secondary to focal lesion. (Focal neurological signs)
e Reduced level of consciousness
e Papilledema
e Recentseizure
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Mid-Term Clinical Guide

20. Abdominal Paracentesis (Drainage)

A drain is inserted into the abdominal cavity allowing drainage of large amounts of ascitic fluid for
therapeuticpurposes.

Equipment Required
e Sterile pack (gloves, cotton, container)
10ml syringe x 2
Green needle
Orange needle
5-10ml 1% lidocaine solution.
Antiseptic solution
Bananno abdominal catheter pack (catheter, sleeve,puncture needle, adaptor clamp)
Catheter bag.
Catheter bag stand.
Scalpel.

Indication
e Respiratory compromise secondary to ascites
e Abdominal pain or pressure secondary to ascites (abdominal compartment
syndrome)

Contraindication
e An acute abdomen that require surgery
e Severe thrombocytopenia or coagulopathy

Relative Contraindications
e Pregnancy
¢ Distended Urinary bladder
e Abdominal wall cellulitis
e Distended bowel
e Intra-abdominal adhesions

Procedure
¢ Introduce yourself, confirm patient’s identity, explainthe procedure, and obtain verbal consent.
o Ensure that the patient has emptied their bladder.
e Position the patient lying supine or in the lateral decubitus position leaving the right side available-

undress exposing the abdomen.

Percuss the abdomen for ascetic dullness.

Mark a suitable site of the right iliac fossa with in thearea of dullness.

Clean the area with antiseptic solution and put on sterile gloves.

Inject local anaesthetic, to skin and subcutaneous tissue via orange needle and 10ml syringe and wait

for Iminfor it to take effect.

e Attach the Green needle to 20ml syringe and insert into the abdomen, perpendicular to skin. Advance
theneedle until fluid is withdrawn.

e Prepare the catheter kit- straighten the catheter usingthe plastic covering sheath provided.

e Take the needle in the pack and pass through the sheath until the needle protrudes from the catheter
tip.

e Close offthe rubber bung at the end of the catheter.

e Make a small incision in the skin using the scalpel.

e Grasp the catheter needle 4’ above the distal end and,with a firm thrust, push the needle through the
abdominal wall to 3cm deep.

Synapse Medical Academy



Mid-Term Clinical Guide

4. Cyanosis in TOF

5. Oedema: Leg & sacrum in CCF

6. In Hand: Clubbing

Koilonychia
Cyanosis

Xanthoma (atherosclerosis in IHD)

Tobaco stain (IHD)

7.Pulse: (volume & character are better seen in carotid & brachial artery)
Collapsing pulse in AR & pulsus alternan's in LVF

8.Bp

Low systolic, normal diastolic & narrow pulse pressure in AS

High systolic, low diastolic & wide pulse pressure in AR
9.JVP: Completely discussed in General examination chapter.

Dancing Carotid pulse in AR

Vigorous arterial pulsating in neck (Coarctation of aorta)

Case related question

Name some common cardiac
emergency ?

Normal site of apex beat?
Cause of impalpable apex beat?

When apex beat shifted?
Heaving (pressure loaded) apex
beat when we found?

Thrusting (volume loaded) apex
beat when we found?

Tapping (palpable first heart
sound) apex beat when we
found?

Double impulse apex beat when
we found?

Diffuse apex beat when we
found?

When first heart sound produce?

Why second heart sound
produce?

Unstable angina, MI, ALVF, Arrhythmia -SVT, VT, AF

Left 4th or 5th intercostal space just medial to mid clavicular line.
Obese patients with thick chest wall If Apex beat just beneath a rib
Pericardial effusion Dextrocardia

LVF Pleural effusion Pericardial effusion Collapse Fibrosis

LVH & Hypertension

Mitral Regurgitation, Aortic Regurgitation

Mitral stenosis

Hypertrophic cardiomyopathy
Left ventricular aneurysm

During Ventricular systole due to closure of mitral valve & lesser
extent of tricuspid valve. Best heard at apex. Coincides with carotid
pulse.

During Ventricular Diastole due to closure of aortic & Pulmonary
valve. Best heard at aortic & Pulmonary area.
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Mid-Term Clinical Guide

Station 3

* 15 year old a girl is taking allopurinol and NSAID, now came with a Rash along with fever. On
exam-generalized lymphadenopathy.Inv-

*  CBC-Eosinophil 5% urine RE - 2+ proteinuria

* A.Name of the diagnosis?

*  B.Name four drug causes this complications? carbamazepine, phenobarbitone, phenytoin,
Cotrimoxazole

* C.Investigation? LFT, RFT, Coagulation study, Muscle enzyme

* D.2 management option?

Station 4
* A young female came to you with fever for 2 months. On examination patient had neck rigidity,
lymphadenopathy

* look at the MRI brain-
* what are the findings?
* what is the diagnosis?
* write down other investigations?
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Basic Procedure

Station 8

e A 50 year old patient came with hand pain.
Now look at the underlying pictures-
Name the differential diagnosis?
What are the findings in xray?
What investigation you want to do?

Station 9
e Counselling (a patient unware about his dx of CA lung. Now breaking the bad news to him)
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