INTEGRATED EMERGENCIES
COMPILED MODULE



CASE-1 o S

H/o RTA with Chest bruising + Dyspnea
BP 90/60mm, Pulse 114bfm“¥‘-p
Next step:
a) Needle thoracos;omy
b) ICD
ﬁ@:AST — H&Wo'hr\omx /mew?w.wnx
d) CXR

'C}ﬁ@
- CFAST

PXR

H/o RTA with Chest bruising, Dyspnea

BP 90/60mm, Pulse 114bpm /\@>

Neck veins dilated// ~ obiwetie /Y W Jamporade
Right hemithorax hyper-resonant on percussion

5th ICS MAL 27 ICS MCL |
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Next step:

V;éjTeedle thoracostoB)

' b)ICD =
c) NG tube
d) CXR

wide “boe
Lateral edge
—— — f?‘ o /of petg-ajor Base of axilla
I4G 3.25 lnCh 5thintercostal space /‘[ S o i——

Lateral edge of latissimus dorsi
—
e——
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CASE-2

H/o RTA

Chest bruising + Dyspnea

BP 90/60mm, Pulse 114bpm

eFAST in right hepatorenal pouch shown
Next step:

a) CECT abdomen

(ﬁlCD) —s tinle /Untm

c) Needle thoracostomy

d) CXR

THORA Co TVMY:

Immediate output > 1.5 Lin first hour
Adults
Ongoing Output > 200 cc/hr over next 2-4 hours
Immediate output > 20 mL/kg in first hour
Childrérelegr
t.me/b

Ongoing Output > 3 mL/kg/hr over next 2-4 hours




PORTABLE

SUPINE

AP
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CASE-3

10yr old child with sudden respiratory distress
a) Pneumonia

@B aspiration >

c) Pneumothorax

d) Massive effusion ) @

b:;wst‘a \\\
P \\
: L, ébp
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CASE-4

Q. 28yr old pregnant female 28 weeks POG with sudden respiratory distress and pain in right lower limb.
Next step? —

@\\ w — C
. No rod”

Doppler B/Zl wer limbs b—’ — —

)‘?Af

c) CTPA
d) V/Q scan l/
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DIAGNOSTIC APPROACH

Suspected PE in pregnancy

PRESENT
Leg Symptoms

rad” ¥
mwamc\«j J

NEGATIVE

Joc
—

POSITIV

STOP
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Pulmonary embolism

High Clinical Likelihood of Pulmonary Embolism (PE) if Point Score

Diagnostic algorithm: Wd[fs Carve ExCoede s .
> 4 CLINICAL VARIABLE \ PESCORE ©

<4. \ Signs‘ind symptoms of DVT 3.0

Alternative diagnosis less likely than PE 3.0

Dirc: Heart rate >100/min 15

- ,W Immobilization >3 days; surgery within 4 weeks 1.5

— Prior PE or DVT 1.5

, OC— Hemop?ﬁ ! 1.0

— Cancer 1.0
o —
ﬁ i’
@ .

Treatment algorithm: EI

OO - . }
mﬁﬁﬂ |

M . / :

L wH o /\-b,‘/gwg, Mc [snne 8'7w

!
CEo gt 2 embplecidfyg >-pep [,




CASE-5 me &R

A 65-year-old male presents to the emergency departngent with severe chest
pain radiating to his back. He has a history(of hypertensionyand smoking. His
blood pressure is TSO[lOO mmHg, and heart rate’is pm. An
electrocardiogram shows no acute ischemic changes. CTA is shown. What is the
next step for this patient?
A) Immediate surgical repair 9

Intravenous beta-blockers
C) Intravenous nitroprusside YX7°
D) Intravenous anticoagulation
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CASE-6

A 55-year-old female with a history of pneumonia requiring mechanical ventilation develops acute
respiratory distress syndrome (ARDS). She is currently intubated and receiving mechanical

ventilation. Which of the following is a key component of lung-protective ventilation in the
management of ARDS for this patient?

A) High tidal volume ventilation — Low
B) Low positive end-expiratory pressure (PEEP) -H#h
C) Permissive hypeeapnia J{‘Ii“"“f’—“"‘_

J})ﬁlateau pressure monitoring
[ 4
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ARDS w0, /602 _ Boalins Culslin
DIAGNOST{C CITERIA FOR ARDS 4

SEVERIY: <309 |ONSET CHEST ABSENCE E OF LEFT 2y tﬁzz:s\/z::jn:r:gsmumk -
GENATIONA RADIOGRAPH ARTRIAL HYPERTENSION volume/pressure-limited Platoat press_ure <30 omH;
Mild: 200 (3"0 ) Acute: within 1 | Bilateral U N ventilation Y iy
— week of clinical | opacities fCW_P EEP: & )
insult or new or | consistent with 1 i
Moderate: worsening pulmonary =12 mm V?_ & Fio, <0.6
- e SpO, 88-95% ( )
|69 - 209 |respiratory edema not fully , : PY2
symptoms explain by I
Severe:  effusions,
<loo lobar/lung pH >730
~tcollapse or Minimize acidosi RR <35 bpm
_Lnodules ' s
MAP >65 mmHg
Avoid hypoperfusion
Exudative Proliferative Fibrotic
Hyaline
Edema Membranes Interstitial Inflammation Fibrosis

2gram: @brainandscalpel
e/brainandscalpel

| E—

Day: 0 2 7 14 2



CASE-7

A 65-year-old male with a history df COPD )presents to the emergency department with increased shortness of breath,
cough, and sputum production for the past two days. He has a long-standing smoking history. On examination, he is
tachypneic with diffuse wheezing. Arterial blood gas analysis shows respiratory acidosis. Which of the following is NOT
typically used in the initial management of this patient’s management? —
A) Inhaled Short-acting bronchodilators _~ A E - Co PO

MCe

- .\/
C) Antibiotics ‘
D) Inhaled Muscaranic antagonists @

’%.tha.l.ed corticosteroids QULW
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AE COPD

Acute exacerbation of]
COPD (AECOPD) J

v

A

y

Assess severity of AECOPD

/ Obtain workup for alternate diagnoses\

and relevant comorbidities
CBC, vitamin D level, troponin, BNP/NT-
proBNP, d-dimer
Sputum gram stain and culture if frequent
exacerbations, severe airflow limitation
(GOLD Il1) or mechanically ventilated
CXR, Lung US, Echo, LE doppler, CTA

Respiratory rate((: > 30/min )
Accessory muscle use |- ves

Mental status |- New confusion, lethargy, or coma
Degree of hypoxemia |- Re
Hypercapnia

threatening acute
resplratory failure

AECOPD with life- j’
')tl

4

Immediate trial of
NIPPV

v

. Admit to ICU ICU consglt if patien
Telegram: @brainandscalpel deteriorates
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« Clinical examination + ECG
« Continuous pulse oximetry + Nasopharyngeal swab for influenza and
tarfSupplemental oxygen to SARS-CoV-2 (or complete respiratory viral
maintain targetoplly 8e-92% i?;:ggf:rﬁ?;p?sin deficiency for newly )
5 — o
VBG/ABG K diagnosed COPD
<@ + 20-30/min
* Yes *No
- Baseline « Baseline

uires FiO» > 40% or hypoxemia despite Venturi

baseling
OR > 60 mmHg and

(

* Improves with FiO» < 35%

#PaCOos 1 from baseline >
OR 50-60 mmH

N — d

A

A

AECOPD with non-life- L
threatening acute
respiratory failure _——

A

y

Consider trial of
NIPPV or HFNC

A

* Improves with FiOp < 35%

== fato, @

AECOPD without
respiratory failure
—

Y

Continue oxygen
upplementation

A 4

|
¥

Admit to inpatient °

Standard-dose inhaled SABA + SAMA
Consider systemic c%Wroids";
Antibiotics if T sputum purulence plus = 1
other cardinal symptom of AECOPD
Consider adjunctive treatment

T



CASE-8

A 35-year-old female presents to the emergency department with acute shortness of breath, chest tightness, and
wheezing. She has a history of asthma and reports worsening symptoms over the past 24 hours. On examination, she is
tachypneic with audible wheezing. Which of the following findings on peak expiratory flow (PEF) measurement would
indicate a severe exacerbation of asthma in this patient?

A) PEF > 80% of predicted or personal best

B) PEF 50-79% of predicted or personal best

C) PE€.30-é8% of predicted or personal best

9 PEF < 50% of predicted or personal best
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AE ASTHMA

Assess severity

Measure PEF:

Yalue <50 percent personal best or predicted suggests severe exacerbation.

MNote signs and symptoms : Degrees of cough, breathlessness, wheeze, and chest tightness
correlate imperfectly with severity of exacerbation. Accessory muscle use and suprasternal
retractions suggest severe exacerbation.

'

Initial treatment

Inhaled short-acting beta2-agonist: up to three treatments of 2-4 puffs
by MDI at 20-minute intervals or single nebulizer treatment

v

¥

v

L

\

Good response

Mild exacerbation

PEF >20 percent predicted or
personal best

No wheeze or shortness of breath

Response to betaZ-agonist
sustained for 4 hours

® May continue betaZ-agonist
every 3-4 hours for 24-43
hours

® For patients on inhaled
corticosteroids, double dose

Telegram: @brainandscal
t.me/brainandscalpel

pel  for 7-10 days

Incomplete response

Moderate exacerbation

PEF S0 to 80 percent predicted or
personal best

Persistent wheezing and shortness
of breath

® Add oral corticosteroid

® Continue betaZ-agonist

Poor response

Severe exacerbation

PEF <S50 percent predicted or
personal best

Marked wheezing and shortness
of breath

® Add oral corticosteroid

® Repeat betaZ-agonist immediatel

® |f distress is severe and

nonresponsive, call your doctor and
proceed to emergency department;

consider calling ambulance or 9-

, L

1-1.

Mﬁ SU¢

Hediox 2



CASE-9

A 45-year-old male with a history of tuberculosis presents to the emergency department with massive hemoptysis,
coughing up approximately 300 mL of bright red blood. He is hemodynamically stable. What is the next step in the

management of this patien renol L
A) Immediate intubatiop/and mechanical ventilation > |60 WA eFSa

B) Administering intravenous a ibiotics;q = - ,)41\/3.

C) Performing emergentwscopy . 5<uY wml /

Get a CTBA

> ] '

y I i
ons UL
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MASSIVE HEMOPTYSIS

Initial evaluation:

-Are vital signs and oxygenation stable?
-Obtain chest X-ray to identify potential bleeding source

Stabilize patient (eg, intubate, correct bleeding
abnormalities, position with bleeding side dependent)

Not
stable L,d-, decetnaa
Obtain chest CT: Is likely - Flexibl o localize bleeding source Kig el —Conli3l
bleeding source identified? and reduce bleeding (eg, iced saline, topical epinephrine, balloon blockerf ==

Yes

No

CTBA

Embolization

Telegram: @brainandscalpel
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Thoracic aortogram followed by selective bronchial and
systemic angiography 4 <

Is bleeding source identified and amenable to embolization?

Perform pulmonary angiography

Is bleeding source found

Yes l

Embolize bleeding source ‘

Yes

—>| Consider advanced bronchoscopic treatments

No

Has patient stabilized?

No

Continue supportive care

(eg, balloon tamponade, laser, stent)*




CASE-10 oY il

Initial Investlgatlon.( V< 4)

IOC/Best: CECT —s C >4cha

% Typical abdominal pain {

2 Serum Ilpase or amylase activity

4 3x upper limit normal
3 Cha/ractenstlc CT findings / 0 €

d

AEVISED  ATLANTH

2/2

3 [ ——
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Acute Pancreatitis - Fluid Collections
D PR 1
ﬂ? Viged
—

Symptoms

' v
w Necrotizing Pancreatitis Disease severity

< 4 weeks ek Mild acute pancreatitis

Aate Acute Moderately severe
ol s acute pancreatitis

Collection Collection

> 4 weeks >4 weeks Severe acute pancreatitis

. No organ failure
No local or systemic complications
Organ failure that resolves within
[ 48 h (transient organ failareT
Local or systemic complications
without persistent organ failure
[ Persistent organ failure (>48 h)

Single organ failure -
Multiple organ failure

Walled off
Pseudocyst Necrosis

ONI

Telegram: @brainandscalpel
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BISAP score

BUN * BUN >25 mg/dL (8.9 mmaol/L) (1 point)

Impaired mental » Abnormal mental status with a Glasgow
status coma score <15 (1 point)

» Evidence of SIRS (systemic inflammatory
response syndrome) (1 point)

SIRS
Age » age >60 years old (1 point)

* Imaging study reveals pleural effusion (1
point)

2leural effusion

0-2 Points: Lower mortality (<2 percent)
3-5 Points: Higher mortality (>15 percent

Baltmacasr [/ Medl:

GE tic infl ti
ncreatic in am@ @ CTSJ:

* 0:normal pancreas
e 2:intrinsic pancreatic abnormalities with or without inflammatory changes in peripancreatic fat

e 4: pancreatic or peripancreatic fluid collection or peripancreatic fat necrosis

ancreatic necrosis >

¢ 0:none

o 2:30% orless
¢ 4; more than 30%

@apancreatic ;omplications
¢ ITelegidny @brain 1es, vascular complications, parenchymal complications

ahdie/lrainandscalpelvolvement

C——

riteria and Prognosis

At Admission At 48 hours
&
* Age > 55 years ¢ Decrease in
o Leukocyte count > 16 x 10°/mcL o Increase in §
¢ Blood glucose > 200 mg/dL ¢ Serum calclum less than 8 mg/dL
* Serum LDH > 350 IU/L +Pa0,<60mmHg POO
¢ Serum ﬁg_]’ > 250 IV/L cn-ww‘ e deficlt > 4 mEq/L
» Estimated ﬂul@uestmtlon > 6,000 mL

Score < 3 = Mortality 0-3% e Score > 3 = Mortality 11-15% ¢ Score 2 6 = Mortality 40%

"



CASE-11

Colicky pain abdomen, Constipation, Abdominal distension, Vomiting
Likely diagnosis?
Cecal volvulus
b) Sigmoid volvulus
c) SBO
d) Internal hernia

Telegram: @brainandscalpel
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SUPINL
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Sigmoid volvulus @cal volvulus ‘—g/
Direction a,Nb"Chbl - @o
Predisposing - w -
factors CW" [o“'d"f Pre_?rw / fdwc Q«
Starting from/Base LLR l X S { RLE
Apex . RV‘R LuQ

umber of loops & @ G
¥Associated bowel
loop dilation @
austrations in @ @
tm?bm@b apel F’q’l\m&\ @
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CASE-12

Young adult on NSAID}
Severe pain abdomen with guarding
Next Ix:

a) CECT abdomen with oral contrast
CXR-PA erect

c) AXR

d) Barium meal

77\
Nextstep- Ty flumdda — (Sx)
Most sensitive Xray- CxR— PA ereel
Too sickto stand- L¢ (st d€
Most sensitive Ix- C€CT

Contraindicated- BaRi1vM @0
I

[oal/?"{/

Telegram: @brainandscalpel
t.me/brainandscalpel

Mlaa\,_)(ja



Telegram: @brainandscalpel
t.me/brainandscalpel



l :
LY
Telegram: @brainandscalpel ’ S B'D . q . C&D
t.me/brainandscalpel — -
p g



CASE-13

Fever, right upper abdominal pain, and jaundice
GGT, ALP high
Next Investigation:

@ USED

b) MRCP

c) ERCP

d) Xray abdomen

- CHAR (0T A

&

Initial- US4
10C /best-  MACP
Gold standard- ERcP
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CASE-14

RUQ abdominal pain, Fever
GGT, ALP normal

Next Investigation:

feute Wlew

-7 a) USG
by MRCP
c) ERCP
d) Xray abdomen
nitial- S G
IOC / best- (1€ q

Most accurate- ~H/p A
S ———
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Severity

TokY 0

Criteria

Grade 1 :

Acute ifis not meeting other severity criteria
Mild gallbladder inflammation, no organ dysfunction

°

Acute cholecystitis with any of the following but no organ/system
dysfunction:

Elevated white blood cell count (>18,000/mL)

Palpable tenggrmass dTTIENT upper quadrant

Duration of complaints exceeding 72 h

Marked local inflammation (such as biliary peritonitis,
pericholecystic abscess, hepatic abscess, gangrenous cholecystitis,
emphysematous cholecystitis)

Grade

Telegram: @brainandscalpel
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2

Acute cholecystitis with dysfunction of any one of the following
organs/systems:

Cardiovascular dysfunction (hypotension requiring treatment with
pamine > 5 mg/kg/min of body weight or any dose of

norepinephrine)

Neurological dysfunction (decreased levels of consciousness)

Respiratory dysfunction (ratio of PaO;/FiO, < 300)

Renal dysfunction (oliguria, creatine > 2.0 mg/dL)

Hepatic dysfunction (PT-INR > 1.5)

MiDS
——



CASE-15

MI 0.6

RTA with Abdominal tenderness ris 0.0

RUQ

BP-105/70mm Hg, Pulse-90 bpm
Next step:

Exploratory laparotomy

d)MRI ’

eFAST has limited role in evaluation of all except:

%enallnjury

Bowelinjury X*

b)
c) Diaphragm injury »
d) Refroperitoneal hematoma ¥
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Bladder

Free fluid
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. ~“Waves only
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CASE-16

A 60-year-old male with a history of cirrhosis secondary to alcohol abuse presents to the emergency department
with confusion and altered mental'_g,ams. His wife reports that he has been increasingly forgetful and disoriented
over the past week. On examination, he is lethargic with asterixis and slurred speech. Laboratory tests show

elevated ammonia levels. Which of the following pathophysiological mechanisms is primarily responsible for the
patient's altered mental status?

A) Increased ammonia produgtion in the liver ( !‘ef"j’c’ WW
B) Dgcreased ammonia méetabolism in the kidneys ¢
%vated levels of glutamme brain~

D) Impaired neurotransmitter synthe5|s in the brain m

Nu Fr/x;
> )

COllimndi
iy D B LN

pra

Qo
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Grade Level of

C

essness
2 Lethargy, slowed
response
@ Somnolence,
confusion

nsciousness

: Day/night sleep
reversal,

Uanes/

Neurologic signs

et

Personality and
intellect

Forgetfulness mild Tremor, apraxia, incoordination,
confusion, agitation, impaired handwriting
irratibility oS¢

Disorientation to time, M sarthria, ataxia,

loss of inhibition, hypoactive reflexes

inappropriate behavior S 2L
Asterixis, m {1y,

Disorientation to place,
aggressive behavior Babinski signs, hyperactive
reflexes

None Decerebration

o

« ~Telegram: @brainandscalpel
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Electroence-phalogram (EEG)

< Triphasic waves (5 tb S

Delta/slow wave activity
——

la .

~~—— —




CASE-17

A 65-year-old male presents to the emergency department wi
peptic ulcer disease and is hemodynamically stable. What ig

this patient?

A) Initiate intravenous proton pump inhi

B) Perform urgent upper endoscopy

C) Administer intravenous eryhtromycin
7z

%egin oral propranolol

itor therapy

”

hematemesis and melena. He has a history of
dn appropriate next step in the management of

Gon) > e

— uGlE (30'%) -/rvhwhc

ROCKBLL Scorl
iables Responses Scores
@ (in years) < 60 0
60-79 1
prat Clormihe a @ >80 2
No shock 0
1

i :‘ Adherent clot l
J u

lat spot in ' Clean base
Icer crater ulcer

orbidity
Diagnosis (poopy)

Tachycardia (SBP > 100 mmHg,
Pulse > 100 beats/minute)

Hypotension (SBP < 100 mmHg,
Pulse > 100 beats/minute)

None

Cardiac failure, IHD,
any major co-morbidity

Renal/liver failure,
metastatic malignancy

Mallory-Weiss tears
All other diagnoses

Malianancy of the tuinner Gl tract



Approach to UGI bleed VAR CERL

Rovvpe I DOC- Tenlcp renton
Notus%ﬂowz,

CUGIED > Bandi =

A N ET

No bleed
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CASE SCENARIO-18

Preterm baby on artificial feeding presented with vomiting, bloody stools, lethargy, incessant cry
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/,
NEC . Doll’s
Stage | Systemic Signs Treatment
ol
IA Bradycardia, Apn@rature instability NPO, antibiotics 3 days ﬁ
63 ) Gross@ody stool Same as |A
IIvA Absent bowel sounds NPO, antibiotics 7 to 10 days
Pneumatosis intestinalis //
(O O
1B Metabolic acidosis, Thrombocytopenia NPO, antibiotics 14 days
( V gas

Bradycardia

NPO, antibiotic 14 days, fluid
resuscitation, inotropic support

pr—

A

N Apnea, Acidosis \BM/
6‘2 (olc > 3 p—
B

I surgery >

@m(operitoneum >
4

Telegram: @brainandscalpel
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CASE SCENARIO-19 (CHPs

Projectile episodes of non-billious vomiting 30-60 minutes after feeding, Weight loss, Persistent hunger

————

Diagnosis:
Ma ement:




CASE SCENARIO-20

Newborn presented with bilious vomiting, abdominal distension with incessant cry
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CASE SCENARIO-21

Newborn presented with bilious vomiting, abdominal distension with incessant cry

Telegram: @brainandscalpel \L
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CASE SCENARIO-22

4 weeks old boy presented with bilious vomiting, abdominal distension with incessant cry

/ o
Diagnosis: Mi V”IVUL‘A& c  malagn )

I
Management;- VoS- Laddl pwtedse




CASE SCENARIO-23 (hmsg.,q%ew

7 months old baby , after Rotavirus vaccination presented with bloody stools, vomiting, incessant cry




CASE SCENARIO-24

8 year old child with peri-umbilical pain and vomiting with mild fever

Alvarado score
Feature Score
Migration of pain 1
Anorexia 1
Nausea 1
Cﬁess in right lower qu@ 2
Rebound pain 1
Elevated temperature 1
Leucocytosis 2
Shift of white blood cell count to the left 1
Total 10
Perfolol
Telegram: @brainandscalpel M C“ﬂ‘j N, "
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CASE SCENARIO-25 Rute 9 2 T g0y e,

8 year old child with RIF pain and vomiting with mild fever
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CASE SCENARIO-26

3 day old baby presents with abdominal distension and failure to pass the meconium

Diagnosis: CHS)

Ielegram: @Dbrainandscalpel

Maragement: Pull “Prarugts




CASE-27

RTA with Loss of consciousness, GCS-7
Next Ix?
in with SWI

C) NCCT C-spine
D) CT angiogram
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Alcoholic-fall

* Bridging veins
* Trivialtrauma
e Sutures:

+ Midline (%)
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* RTA

. Sutures:@
« Midline @

Trauma>
Aneurysm
MC site:
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CASE-28

Focal neurological deficit
Last seen well 3 hours back
BP 150/90mm, Pulse 80 bpm

Next step: sas
a) IV labetalol
<28) NCCT head
c) IV thrombolysis FACE ARMS  SPEECH  TIME
/ ONE SIDE OF THE - ARM & SPEECH “ TIMETOCALL

d) CT angiography FACEISDROOPING  WEAKNESS DIFFICULTY ~ FORAMBULANCE

Telegram: @brainandscalpel
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a3~
Absolute contraindications for IV rtPA:
* arterial blood pressure more than 185 systolic or 110 diastolic despite N on-reversi b le fO ca l' neuro logl ca l' d efl C It

treatmen

=L /¢
.WR>1.6—— —
* PT>15 A/o ” ?&

* platelet count<100,000
* hereditary or acquired bleeding disorders

LAST SEEN WELL?
« use of therapeutic doses of IV or oral anticoagu i P‘ECDQ' Cl to throm bOlySIS@
last 48 hours A o r@l
* extensive hmodengig on initial brain CT ' (/0 2 H .I. - WINDOW PERIO '

« evidence of intracranial haemorrhage on initial brain CT v

* recent extensive traima (including surgery, arterial or lumbar puncture) \

* high risk of intracranial pathology, eg glioblastoma ¥ dj
7

Relative contraindications for IV rtPA:

* NIHSS>25

* blood sugar<2 mmol/L or >18 mmol/L with persistence of symptoms
on treatment

* recent minor trauma or surgery

* low risk intracranial structural lesions, eg meningioma, small
asymptomatic aneurysm

* seizure at onset

* previous intracranial hatre“ny»age
. pre nan%or postpartu

elegram: bralnandscalpel

‘- .y
receatrmwsamdaa mfer/cuo’

Before therapy After therapy
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LOCALISATION

Contralateral paralysi) and sen))ry Ios@imb + Urinary incont@ Personality changes-

Abulia/Gait apraxia

o s

Contralateral paralysis and sensory loss—face and upper limb phasia Mcyp — WC},b)
= — =

Contralateral paralysis and sensory loss—face and upper limb+ Wernicke Aphasia+ T™MCA

right superior quadrant visual field defect

i..ll

Contralateral paralysis and sensory loss—face and upper limb +

Constructional apraxia + A%%a_j @
Agraphia + Acalculia + R-L disorientation+ Finger agnosnac’% W
hans Gres )

C/l hemianopia with macular sparing + Denial of blindness -@!exna without agral Eﬁomlnan

I/lL monocular vision Ioss/Amaurosus fuga-

Contralateral hemisensory loss followed by an agonlzmg, burning pain in the affected areas

~ SN
b%&w\e. ’M—A’%

C;V;!I%?Mdscalpel(#hwg'ng movement HW bﬂ "' c




CASE-29

Severe throbbing headache, Neck pain, Vomiting
Next Ix:

a) LP

, b) MRI brain

c)CI '
gfd:NCCT head )

Telegram: @brainandscalpel
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Location of SAH

_Interhemispheric fissure: ACA —ATo™
-Sylvian fissure: y\ch

-Suprasellar cistern: Cow Cvdv 1 V"l\"c'.
-Prepontine cistern, 4t ventricle: a tifar A
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» Hypervolemia/ Hemodilution/ Hypertension




CASE-30

Q. 35 year old alcoholic patient with acute altered sensorium and confusion. He
received iv fluids in the emergency. MRl is shown. Likely diagnosis? 7'7‘[/47‘4 l@

Vi

A) Marchiafava-Bignami disease

ernicke encephalopathD
C) Alcoholic hallucinosis
D) Osmotic demyelination
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Case-31

A 8-year-old child weighing 26 kg presents with a history of loose stools for 2 days. On
examination, there is severe dehydration. Laboratory investigations are as follows. What is
the initial management as per ISPAD guidelines?

RBS - 550

pH = 7.01

Na+ - 158

Urine glucose = 3+

Urine Ketone = +ve
A. Manage ABC, NS 40?dkg and start insuIijection

M

B. M ABC, NS 40 kg al ith i li D.1 IU/kg/h
anage ABC, g along with insu | /kg/hr

C. Manage ABC, NS 10 mL/kg along with insulin iv infusion 0.1 1U/kg/hr

/ )
\//Aanage ABC, NS 10 mL/kg and start insulin iv infusioff after 1 hour
C— G I
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Shock (reduced peripheral
pulses), ¢ level of
consciousness /coma

¥
/ Resuscitation
Airway £+ NG tube
Breathing (100% oxygen)
Circulation (0.9% saline 20
mi/kg bolus, repeat until
circulation restored)
See Cerebral Injury (Cl)

Management )

~

v

—%| Correct fluid deficit over 24-48

Acidosis not improving | g——

( Re-evaluate

IV fluid calculations
Insulin delivery system &
dose

Need for additional fluid
resuscitation

s recaomr s neae— _________ _— 1
Moderate or greater

4
Minimal dehydration

IV Therapy
Saline 0.9% 10 -20 mU/kg ov

dehydration but not in shock, Tolerating oral fluid
Acidotic / vomiting 2
3 3
Therapy:

Start with SC insulin
Continue oral hydration

Calculate fluid requirements

hours [

¥

Add Potassium 40 mmol/L

No
improvement

fluid ‘)

—_—

0.05-0.1 unit/l:EFhr starting 1
hour after v Huids initiate@.—

(Crltiml Observations/Monitoring
Hourly blood glucose

Hourly fluid input & output
Neurological status at least

Electrolytes 2 hourly after
starting IV fluid therapy
Cardiac monitoring )

¥

Blood glucose €17 mmol/L (300
mg/dL):

Consider sepsis )

v

Add glucose (5% - 12.5%) to IV
flulds to prevent hypoglycemia

~

¥

f
Improved
Clinically well,
Ketoacidosis resolved,
Tolerating oral fluids

v

hourly _'.I

"
Polyuria, polydipsia
Nausea, vomiting

of breath, abdominal pain
Weakness, weight loss
Confusion, | level of
consciousness

Rapid breathing or shortness

o

/ Clinical Signs
Dehydration

Deep sighing respiration
(Kussmaul)

Smell of ketones
Drowsiness

8 |
Blood/urine ketones elevated
Hyperglycemia
Acidemia (pH <7.3, HCO3 <18
mmol/L)

Electrolytes, urea
Other investigations as

) indicated j

/Neurological deterioration

WARNING SIGNS
Severe or progressive
headache
Inappropriate heart rate
slowing,

Irritability, decreased
consciousness
Age-inappropriate
incontinence

Specific neurological signs

~

Rule out hypoglycemia
Is it cerebral injury (CI)?

¥

(" carebraimin (@)

Management
Give mannitol 0.5-1g/kg or
3% hypertonic saline
Adjust IV fluids to maintain
normal BP
Call senior, Move to ICU
Consider cranial imaging
only after patient

stabilised /

Telegram: @brainandsdalpel
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Transition to SC insulin

Start SC insulin, and then stop IV insulin after appropriate interval

J

SPHD
—

GPotaSSium °

Add IV potassium if
serum K* 5.2 mEq/L

e Holdinsulin for serum
K* <3.3 mEq/L
Bicarbonate} e Consider for patients
with pH <6.9




CASE-32

64-year-old woman is brought to the emergency department due to confusion and lethargy. The patient was
asymptomatic when her husband left for work in the morning, but when he arrived home, he found her in bed

weak and disoriented. The patient's medical conditions include type 2 diabetes mellitus and ension, for
which she takes multiple medications. Laboratory testing shows amw';@%? her current
condition is due to an antidiabetic drug, which of the following is t gent? ) #

A. Acarbose )

DZIN > .
_ ~-lde > Sv Z Mgl g,
D. Long-acting insulin - SWM

= VAY,

| -
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HYPOGLYCEMIA

ZGlucose <55 mg/dL wg symptoms or < 45 mg/dL w/o symptoms

A

|
Insulin > 3 mU/L

I____/\

,6 ng/mL

|
PepC< 0,6 ng/mL
, £xogenous insulin intake

Proinsulin

|
{ﬁlnsulin <3 mullﬁ

Very rare!! j
[ I

>5 pmol/L Proinsulin < 5 pmol/L

(__Ketone bodiD
Sulfonyljlrea PepC > 0,6 =

v : ® |nsulinoma 9 '
(—) ® NIPHS @

rlnsulinoma (}q??/’ I Sulfonylurja/h\té:ﬂ<ej

common)

e NIPHS (Noninsulinoma
pancreatogenous
hypoglycemia syndrome)

® |nsulin autoimmune
hypoglycemia (positive
insulin or insulin
receptor Ab)
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These tests are not needed if

diagnosis is evident, like in
sepsis, Al, hepatic failure

IGF2 ® Drugs: mainly
producing ‘thoh
tumor quinolones,
indomethacin
\/O,Critical ilinesses:
CKD, hepatic

failure, cancer,

sepsis
e Adrenal

@mendesthiagob insufficiency



* Arterial glucose

Liver
Pancreas &0 'gg.h/n , dl/
» - + Insulin
Brain }
- i Glucose
Kidneys
r production
/ N—p * Sympathoadre .
outflow ;\I:s;fé
i Muscle Fat
, J _ b A
Adrenal ’
\ medullae .
| * , , Gluconeogenic
Growth [ Epinephrine precursor (lactate,
hormone : amino acids, glycerol)
(ACTH) Sympathetic \ *
postganglionic Glucose -
Adrenal Hetirons clearance .
i i ngestion
cortex — < Norepinephrine J
| Symptoms
Acetylcholine
- *Cortisol B’ b'LO Ck&/)
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NEONATAL HYPOGLYCEMIA

Screening and Management of Postnatal Glucose Homeostasis in Late Preter BLOD D
and Term SGA, IDM/LGA Infants Jic
[(LPT) Infants 34 - 3657 weeks and SGA (screen 0- 24 hrs); [OWand LGA 234 weeks (screen 0-12 hrs)]

IV glucose \ < 4{~7/c€1

/
ASYMPTONATIC z ——=
Birth to 4 hours of age 4 to 24 hours of age S
INITIAL FEED WITHIN 1 hour Continue feeds q 2-3 hours
Screen glucose 30 minutes after 15t feed Screen glucose prior to each feed
Initial screen <25 mg/dL Screen <35 mg/dL
Feed and check in 1 hour Feed and check in 1 hour

<25 mg/dL 1 25-40mgial ] <35 mg/dL 35 - 45 mg/dL

- .
IV glucose’ Refeed*V glucose’ IV glucose’ RWoose'
as needed l/

as needed /
e
Target glucose screen 245 mg/dL prior to routine feeds
* Glucose dose = 200 mg/kg (dextrose 10% at 2 mL/kg) and/or 1V infusion at 5-8 mg/kg per min (80-100 mL/kg per d). Achieve
plasma glucose level of 40-50 mg/dL.

Symptoms of hypoglycemia include: Irritability, tremors, jitteriness, exaggerated Moro reflex, high-pitched cry, se'EuLes, lethargy,
Telegram: @brainandscalpel ﬂopplness cyanosns apnea, poorfeedlng
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CASE-33

A 40-year-old female presents to the emergency department with symptoms of fever, tachycardia, and altered
mental status. She has a history of untreated hyperthyroidism. Physical examination heart rate of 160 bpm, and

signs of delirium. Laboratory tests show elevated free T4 and T3 levels. What is not an appropriate-next step in
the management of this patient? @

A) Initiate high-dose glucocorticoid therapy ——=

ow rewarminb 5< 7S —

C) Start mtravenous beta-blocker therapy - '\UKM e
D) Initiate thionamide antithyroid medication therapy
—_—
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Thyroid emergencies

THY RoID  &TORAN Z’U[J xed Qe S

Altered mental status
Raised fT3, T4+ TSH> 15 MU/L
CNS-Restlessness, delirium+ Hypothermia/Bradycardia
Fever/ Tachycardia / CHF PPT: Sepsis/ Sedatives

- T (\ etiologic therapy
- 5 eta blockers: decreases adrenergic

hyperactivity (sympathetic outflow) [ Ly LIOTHYRONINE and/or L-THYROXINE

- PTU (large amounts): prevents synthesis of
the hormone

support therapy
/, i.v. HYDROCORTISONE

[~
ﬁatment of electrolyte imbalance

1. Water restriction
2. 0.9% NaCl solutions if Na+ <120 mEg/I

~ Glucocorticoids: inhibit hormone
production and decrease peripheral

conversion from T4 to T3.

sodium iodide solution (Lugol's solution):
High levels of iodide will initially suppress
release of thyroid hormone

- Treat cardiac symptoms, fever and
hypertension

selected cases

1. Assisted mechanic ventilation in patients with
respiratory acidosis
2. i.v. furosemide if pulmonary edema occur
3. Treat hypothermia (temperature <35 C)
e ——
BE _AWARE OF:

Concurrent hypoadrenalism (Schmidt’s syndrome)
urrent panhypopituitarism

HYPOTHYROID COMA
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CASE-34

A 24-year-old man met with an RTA and was brought to the casualty after 6 hours. His B.P. was 90/60 mm Hg, heart rate was
110/min, and Sp02 was 92%. A blood transfusion was done. After a few hours, the patient is febrile, tachypneic, and starts
bleeding from the IV and NG tube sites. His SpO2 levels started falling. What could be the cause?

A. Acute hemolytic Transfusion reaction
B. Non hemolytic Transfusion reaction
C. TRALI

D TACO
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Complication Signs/Symptoms Treatment

Fever, Chills, Malaise Supportive-acetaminophen

£ NHTR _—
A o

(ﬁ

Fever, chills, pain at the site of K_STOP tﬂe transfusion
@ reaction useal/vomiting, IV fluids +/- diuretics
shogk, dark urine

— Aﬁo T PVPY Ve

Urticaria, pruritis, hives Symptomatic-antihistamines.

[ —

Dyspne@, hypoxemia, bilateral ( | STOP tl?e’transfusion airway
m M/T chest infiltrates control, supportive care

i

)

Dyspnea, edema, Slow infusion + Diuretics
"7_} cO JVP Raised D —_—
—

G—"—.
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