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Chapter 1

'!‘\ \\

SWELLING
o SHEET &

By ~y,
* PERSONAL HISTO .
i __§l Vﬁ 2. Age 3. Sex 4. Occupatron

5. Residence 6. Marital status 7. Special habits of medical importance

How to Tell @
/
c.g. A Female patient, named......... ,aged...... , from
houscwa!u .......... ... Cigareties per day since.........- y

. What are the hazards of smoking? (See Q- 1)

r—— 9

. 3 . A
" Must be in patient’s wards " usually Swelling or PQI:])//\’ o s gy,
T~

* PRESENT HISTORY
I. Analysis of complaint (Swelling £ Pain)
II. Analysis of symptoms related to Part affected
IIL Analysis of symptoms related to Other parts affected

(MAnalysis of complaint (Swelli

I SWELLINGI S’é’ Lo “")‘ oc
1. 0.C.D. (Onset - Corse - Durzuun + f s ‘/ ﬂ QLD $¢
< Onset Mot P2 ¢ Course 2. Site
Y Gradual as lipoma#*t ¢ k.., ,.nts) 7€ Progressive as malignancy |
TIks B ' ’ - ¢ ? ¢ 3. Extent
I\ A s/ ‘ A . .
- —, % Sudden as hacmatomd_($-in % Regressive as inflammation
¢ {/1;'/ e N [,;.r., 1;9 sl a 4. Characters as colicky,
- “ Acute as inflammation J R Stationary as lipoma dullach, dragging etc..
) 4O ks e{pif e -"-,«i 0 Chooric in€ 4y =
~ L 4 lns‘dmuc as 2ry toxic goiter ‘c Intermittent as hernia 5 Ty o cond ks
“c Accidental as cancer breast “ Remission & exacerbation ’ s BN
— —-I—__——— 6.vb Q’ g
as iry toxic goiter \
2. Swelling 20, T A 2 g >

7. Associated symptoms,

S 7 Site )}‘/zﬂ(mraf $. 7t gronyt 57 )
N # Number
I
A

‘e Jrreshaations & m EAHSE 17“‘ Pl difference (See Q. 2)

7€ A snuulul swnllmml Ns)
,(

t Referred or Radiat€’ i'or,

AN

RS

ptoms related to Part affected N = R399 SO f [

¢. Pressure sympmms = Local C mﬁphulmns [:r\)
V % Vein: ()Ldu]hl & Varicosc vein (How to ask?) (See Q. 3)
A ¥ Artery : Color & Trophic changes

Q. What are the Trophic changes? (See Q. 4)
N # Nerve : P:x(muslhcsnd & deformity

). What are the drI]Frem ¢ between Paraesthesia & Anaesthesia? (See Q%
{l
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[[MANnalysis of Symptoms related to Other parts affected

i.c. General Complications & Search for the cause.
"Toxic Symptoms” (F.HM.A)
(Fever, Headache, Malaise, Anorexia)

" Metastatic Symptoms™ (L.B.L.B) ¢ schex (e
1. » Lumng: chest pain, dyspnea and haemoptsis
For D.D From hacmatemesis (See 0:6)

Y
B * Brain: Headache, Vomiting , blurring of vision etc.... ¥ -

L * Liver: Pain at Rt hypochondrium and Jaundice.

B * Bone: bone ach, pathological fracture (How ro Ask? Sec Q:7)

* PAST HISTORY 7C
* Similar condition
* Diseases as DM, hypertension, hcart disease etc.....
* History of drug allergy. ~ M 8

* FAMILY HISTORY = Slor Cordibin - Contenpunily
* To cxclude any familial tendency as Cancer breast ™

GENERAL EXAMINATION

"Normal = 36.5-37.2 °C"
"Normal = 60 — 90 / min"

& ViTaL siGNs:
1. Temp
2. Pulse Rate.
3. Blood pressure.
4. Respiratory Rate. "Normal =16-20 / min "
Bvikd colarss jewdices cdomesis, pailer
A} GENERAL EXAMINATION | A, B. C,D,E&F|
- A'=iAppearancer; — "Healthy orill"
d ,.I»,_w_ﬁm%‘m,.rd

B =Puil¥ j —» " Over, Average, or Under-weight”

nintis” AP o

- p'  ~C=Constlois 4 — "Conscious or Apathy" \vf"
,:‘ o "—-C-.Q.c:»nu s \(,mk \"‘
e A——
D‘

Perobitus 3 " e.g. Orthopnea with HF"
S b SR @
£ =Eméfion ,“‘i — "Alert, Nervous,
T i AR It Pk D o .
FSEnc:;’- T, "Toxic face if inflammation
T - ; buw (£
il A""‘ﬂ( La’y 7
P‘ ’?,k.-'s '( L, bare lau.sgju_n)h;m,d‘l

"

..... etc.

+ We comment : :
Patient is fully conscious, W
normal memory & mood

o/
P.sysTemic EMWZ

For Details; (Sec cach - Chest.- Upper Limb.- Abdomen & Pelvis.- Lower Limb

Head & Neck - Heant &

TR ymploms

Stm) (o (wd.hm —+ DOQ i
A

"Normal = 90- 150 / 60-100 mmHge S/D"

Lutly Concions oder by copretic
ey . ===
<l oricnted to time, place and person. He ifs of

and co-operative to doctor with average intelligence

* INSPECTION NSED

oaf e, ,»O/,U\ ({4' wets

)
Nt

LOCAL EXAMINATION

e 'xpo; uye

N — ¢ Number Usually single Q. What are multiple swellings in the bady ? (See Qi 8)
S \( ‘e Site Usually diagnostic Ciiv ovucbor.cal regmn of saeilig )
. —_— ——y
[~ ¢ Shape e | . ( Loy \ o
p ] .. a i .

f f g 2 | seorue £ L \ p
) ' L e L % . | ¢4
I yourded | OVl | concmis oo etk i { orerd

P P e - ! -, SR ’
s T el ond par Kk
L P teiforv | [rsppor e pmm 1o s
howesg lass  Club ;),ﬂ((..l
— * Size The largest 2 diameters in (cmX*cm) _
= ' Surface / I/ " 'f/ : XTI
)& Yews i ’/—T“ ‘\» I i S /)
/ o I/),. i N Senocth ‘ L"i“g' '&ié I ndular Papihery
- L2 ()},Z_ YT ) -
A T . T B N
Couaubfowe v willota$ | Trogutas
\_) I 4rr<1kj/p. gt

E —  Edge:
3D, . U Deep structure : fli-defined Weli-defined Pedunculated

“¢ SKkin over— Dilated veins, Scar, Ulccukﬁg’ncsiﬂ as intlammation — p o7
bty

(

“ Special sign 1. Pulsation as Aneurysm, v mgcutsr saeling
2. Expansile impulse on cough as Hernia
. Move up & down e deglutition as Thyroid Swelling.
4. Move up & down e protrusion of Tongue as Thyroglossal Cyst.

3

i.e. Relaton to deep muscle.

Ask the pal_icm to contract the muscle against resistance & note the degree of prominence
to differentiate between the swelling deep or superficial or within the muscle.

T —_ = e & 2
e . > = P ol
LS » L, -y » - = _
T e T e . =

$..2

WitwAL.: & acls sl Lrgs o

L.

The resuit If 1. More prominent — superficial to muscle
2. Same size — within the muscle
3. Less prominent — deep 10 muscle

— @ Distal effect:

\

/ % Vein — Oedema & Varicose vein (if lower Himb)
A. # Artery — Color changes & Trophic changes
N Nerve — Deformity.

Q Draising L..Ns For "Metastasis”




‘* PALPATION TMSEC D

31 % Tfemp By dorsum of hand and not the palm. Wiry? (see Q. 9)

. Clom. sanellog medlly [enf)
% Tenderness Palpate during watching patient's face. (‘ r w9 Y "1(‘7

\ "“"ff"l‘ > rv.\H’q Mt /’nd't,
¢ Thrill It present (systolic or cnnlmunu}) M2 .

o
\ \ V4 et over onevrysm AV Erdulas
\"(?‘ M — '« Mobility Grasp the swelling & try to push it in all directions

peluinm Q: When is a swelling mobile in All directions?
Q: When is a swelling mobile in Qne direction?
Q: When is a swelling Fixed in All directions?
For Answers (see Q: 10 -5 12)
68 / B4 m

— ‘¢ Shape

[ Sige » As Inspection

—% Surface-> /:D‘f 5o Fhghr Q

(emFL7

| — % Skin over

,.c/

Aochared by banis

——

Transmitted Pulsauon

Ex
Cit \'u»Irry Close Fe ow h:(j) {

To know if swelling attached to
skin or not by Pinching up skin
(not donce), or Sliding the skin
over (See Diagram).

.

« Special sign

® Pulsation May be
o Transmitted pulsation
1.e. over artery
e Expansile pulsation
i.e. Ancurysm

How to cli&d—w [AVE

R MR e

Impul h may be -—Vb(/(/

. ngansible impulse on cough as Hernia.
For other causes (see Q. 13)

¢ Transmitted impulse on cough as Varic?se Vein

ansile Pulsation
(e yomt 4»"()
""’4" ef »M‘u&j)

e N
3

i

True (Expansile)

Ealse (Tranamitted)

E * Edge Well defined or Ill defined. —-M{O

2C

e T T A T R R S, £ e e

s
1. 7 Consistency 1" solid or cystic (by Fluctuation Test) scc ;‘:I«m
T, o _ .
/- “Then If solid it may be Fiem © Like o Nose §le a/n) N Y] ,
VIEN . - ——

[[er>_ AN Hard  Likc a Bone
(:\ } Soft  Like a Lobule of Ear
N /

N.B May be slippery edge as in [ipoma

NS : /
To Differentiate between Solid & Cystic Mass

(”H ,r," )

FLUCTUATION TEST Uest for cyshc

- The ‘Two index fingers of both hand are applied as
far as, llu. swelling allows.

- One lm;.,t-r 18 QS{«H‘.R, finger & the other moves
towards it.

- +ve Fluctuation test indicates presence of gas or
fluid as in cyst.

1. Fluctuation must be done in two perpendicular directions why 7 (see Q & 14)
2 Pseudo-fluctuation can be elicited in lipoma.

--'---nyn.--..--n-.....--..--'

v

3. Other types of fluctuation. el :

: A AN o e :

4. A.Cross fluctuation » : . :

4. a—c.g. Psoas abscess in Rt iliac fossa with an : —— .:
i extension below imguinal ligament in femoral A PH

swsesveccee

.
-
.
.
.
.
.
.
.
.
.
.
-
-
-
-
.
.
.
.
.

B. Bipolar fluctuation c.g. in Hydroccle

C. Paget's test: indicated if
» Too Tender.
—» Too Tense.
—» Too Decp.
» Too Small <

2¢m : ! ‘
MN o
» When the test inconclusive

The idea is to compare ahdgansra» nsislancy

1. Solid: Center is Ifkm)“xyu\ai ad (p pl‘:oz“ a
2. Cystic: Center is

v
.
.
.

N.B.

L{;’\b:
\ (\
B
)
@Z

Yassssecsssssnnres

Pheasencnsasitasvemnsussesacannsrate

2. & Compressibility & Reducibility

"Look for diagram”)
. TR
SN
\...:n:f.m\.nu
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 CompRESSIBILITY ~ THE MOST IMPORANT "CLINICAL CASES"
" Drsappear partially ar completely on pressing the whale swelling & return to it's normal size [11.L|P°MA "t2] SEBACEOUS cYsy
on releasing pressure” ¢.g. Saphena Variy, 1, gioma - !
* REDUCIBILITY: - : X Retention C
REDUCIBILITY L. DEFINITION ¢ Benign Tumor of Adipose # Retention Cyst
IJ‘.ZI“.'F n:ulni or (-jlsappcar when compressed into certain direction & reappear only “ It may be: % It is caused by :
‘ill;;&’lﬂh ¢ Hernia. I Pure lipoma (Commonest ) {obstruction ot xh;dm of
~ (i " s . sebaceaus cyst) by
3D U Deep structure :  i.c (Muscle) 2. Fibrolipoma i.e. Contain Excess F.T. 1 “;;:;,"'“ ed sebum
Examine mobility be ing ' |
o obility before & after contracting muscle. 3. Hacmangiolipoma = Naevolipoma 2. Dirts.
 Distal effect: V # Vein — Oedema (pitting or non pitting). :
A Y Artery — Pulsation. 1. PATHOLOGY % Yellowish Lobulated aggregations of fat * Epidermoid cyst:
) cells . [P TETPPPPPTPIYL RN 1. Stratified squmaus cpithchium
N 2 Nerve — Sensory & Motor cxamination. D AT SN rempute 2. Schum with bad odor
" ©@ Draining L.Ns For "Metastasis" S ‘/‘1\4' e Mamuls :
T llv-’ i 2 | “« Blocked by black doi called
g 2 N ad T : (F
« PERCUSSION : ?f':-/““-‘—’-yuac\wrgevrﬁ*) : {Punctum)
Over swelling: may be : i v : - - =
- Resonant = gas swelling e.g Hernia. L, }_ : fIII. SITE 1. Sub-cutaneous: (Back) commonest. “ Hairy area (Back).
- Dullness = solid or cystic ¢.g Lipoma. x Yy v 3 I - .
. a;,"’)>)‘;¢}\)i))\ [ 222 g\ o o ‘j_,‘vi""“ — b 2. Sub-fascial: Deep to deep fascia. [Face - Scalp - Trunk - Scrotum
t AUSCULTATIONA) Z‘—-r} pill pk oot ?g’ -,,_,A-’,:‘_-:f_*" Seorirdstt 3. Sub-periosteal: i.e. flat bone. ] ete. |
* Over vasculalr swelling : may be 4. Sub-synovial: i.c. osteoprosis of knee.
- Systelic murmur as Aneurysm. : .
- Continuous murmur as A-)\” Fistula 5. Sub-mucous: ¢.g. larynx or intestine.
e Venous Hum : as in Portal hypertension. (bj P,[\ viek 6. Sub-serous: i.c. Retroperitoneal.
. 5 ¢ : 7. Inter-muscular : simulate abscess.
e Gurgling of intestine : as Enterocele.
. ovheynio - 8. Intra-muscular: D.D. fibrosarcoma. '
= et | L f
¢t TRANSILLUMINATION v 9. Extra-dural (Spinal): paraplegia (rarc).
; i 1 |
As Hydrocele or Meningocele o Intra-glandular: ¢.g. Breast. 7
- ~ 7 e
| (WeveringrainorEyeiid ) ¢ ygmqmﬂmnﬁor_iel;)
1] Anatomical —» Site or Organ involved. ! - e i
2] Aectiological — Congenital, lraumauc,m“. » ne'o,“d'c" e \’./\)/}\ ; -COMPUCKHONS'; 1. Compression Manifestations. 1. Infection & Suppurations
3] Functional —» Complicated or not. ‘ Lo f : T, _
07 005 - cond bior—>TB yBMy hrsinic brmchibisy LCby asths _ede . ) 12 R-‘ga"m:;t":ss" I r“o s 2. Localized Alopecia.
' ) 3. Cock’s Tumer:
EXAMPLES 13- Cakcifications especially in Ulcerated infected scalp with
| s Axilla, groin, Buttocks raised edge & NO Indurated
i 4. Sebaceaus Horm: Successive
layer of dricd inspissated sebum
V. TREATMENT | « IF Solitary: ‘ * IF Uncemplicated
o T -1 i.c. Enucleation by clliptical incision. Excision with local ansesthesia.
L IF Multiple * IF Complicated
’ 7] Removal of the most complicating onc Incision dranage then excision




EXAMINATION

| [1] LIPOMA
Benign Tumor of Adipose Tissue 2055 | Retention Cyst s oms

|

* INSPECTION

N « Number Usually single Single or multiple

68 4 « Site % Sub-cutaneous {The cumrmcrmcs_tr | % Hairvareaas
or Sub-fascial (dcep o decp fascia) | face, scalp, trunk, or scrotum.
For other sites (See before) ,
' Never in Brain or Eye lid i ¥ Never in Palm or Sole

‘« Shape '« Oval or round S | “r"The same"

'« Size | Variable (é;-\bﬁ 7 "The same"

‘ Surface | * Lobulated surface & éd ?c "The same”

‘« Skin over | ‘« Normal or Show Dimpling _,,\\‘\ “ Show Punctum -

k  Special sign |

| ** No special sign

'F « Edge ! T e —

| % Decp muscle —» Superficial to it.

3D ﬁ"’/ ¢ No distal effect > AorVorN
\\ | = A

| ——— % No draining l..N "Enlargement". % "The same"

7c"The same”

----------------------- # Well defined Z(Tg? »

¢ "The same"
7 "The same"

*+ Palpation | - TMSECD TMSEC D

| RY§ 2 Not (tender, hot or thrill). 7 "The same"
t .M [ Mobile (in all directions) # "The same"”
_ - =N ey - smam—
6S ‘ As Inspection + attached to skin by 2 As Inspection but@nl_)[mp_[l_!@
e

|
i
} fibrous strand
|
|

E “c Slippery edge

I c  Soft in consistency (pseudo-fluctuant) | & Flcwast
| 3D “ Same as Inspection % "Thosame”

S e S Sl

~,7] Why jipoma)

K Because of E_':iﬁ
) [ A3 » [Pl Painless & Pscudo-fluctuant
IsS|

—» Slippery Edge, Soft 1 Consistency, Skin shows Dimpling,
Superficial o muscle & Surface is lobulated (Sub-cutancous)

or smooth (Sub-fascial)

L

[2] SEBACEOUS CYST |

]

R —— T " ——

3. DERMOID CYST ;
\ R -

% DEFINITION
[tis a Cyst lined by Stratified Squamous Epithelium

* TYPES

- Itis 2 Congenital inclusion of a picce of epithelium in the S.C. Tissuc at hne

of fusion of the body during the foetal Life

- The Commonest sites: @ Face: External & Internal Angular Dermoid.
@ Neck & Trunk:: Middle hne (Ant. & post.)

N.B: Dermoid cvst Never appears in upper & Lower Limbs because
they appears as Buds & not by fusion.

- Examination of Dermoid Cyvst:

(A) Inspection: @ Usually Single. At line of fusion
Hemispherical in shape with variable size
D Well defined edge.

© ©

Not Attached to skin
Lax & Cystic in consistency.
Bonv depression due to constant pressure —————

(B) Palpation:

©0e

2. Tubulo dermoid

¥ Due ta distension of Remnants of Embryonic ducts as Thyroglossal Duct
& Embryonic cyst as Branchial Cvst.

3. Teratomatous Dermoid

7r It is » Benign Teratoma contains Tecth, Hair, Bone, Cartilage ...... el
& It occurs mainly in Ovary & Testis.

4. Inclusion Dermoid

<t It is due tg inclusion of cpidermis during closure of a cavity as Supra-siernal
region,

* ]t occur 2ry te puncture of wounds which displace some epithelial cells u
S.C. Tissue — Cyst formation. It occurs mainly in the Fingers. Palm & Sole 3~ *

* TREATMENE

All Cases are treated by Excision

5. Implantation Dermoid 'ﬂ
5o 4
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§
J

NAEMANGIOMA

|
— +

B. Arterial

!
C. Venous

A. Capittary

Itis Not a Urue Tamer, bat Pamor like i, Hamartoma
| Hamartama - Congemtal Mattomaton or Preor of vessels

A Gapiry Naomangioms >

1. STRAWRERRV-NAENTS

e Nite The conumonest sire s Face
* Colour Bnght rd
* durface 3!

Raisad above the surface

3 weoeks] then after

OO VOAr at stares o undengo wnvolution,

2. PORYWINE STAIN

e Site Along the

Lon OF cutaneou ey e oo
0O CUIANSOUS NTNVE TN

tace and never crosses th

» Coloar . Dark Pumple

e Surface Usually Flat

e Course Prosent Since Birth & Doesn't undergo mvolution

e Treatment: | ASER Application is the choice. Exciston & grafting is very
difficult as it may involve a large arca of the face.

" :i\ -

3. SPIDER NAEVL

o It ocecurs with panents havin

g L.C.F. or Pormal Hyperiensron. b -
o It is due te Hyperoestrogenaemia or unkown cause. “.-*l s
o It comsists of multiple dilated artenoles at the distribation of S.V.C N S

B. Cirsoid Aneurysm
= It is a Dilated Tortuous Arterioles » )
Occurming mostly in the scalp "Temporal & occipital® repons.

o It Appears as Scft Compressible & Pulsating mass
¢ The Treatment:
T Pre-operative Embolization by Gel foarn
Then 2 Ligesion of feeding vesseis,
Thea T Excision of Ancurysm.

I R RO I

C. C_Venous Haemangioma >

& 1t is n Spongy Network of dilated verns like avavily
101s connected to the systemie cieculation b e

o Examination. & Sinee dirth with no wvaolution
O Redddish swelling of mucus membrane ot lips e
& Tongue. 1Cmay imvolve intermal organs as liver
3 Sort, Compressible but Non Pulsating mass

=
NCB: s Complicated by Scvere bleeding due o muld trauma o

Septicemin due 1o 2rv anfechons

o Ireatment O LASER Therapy
or & Imjecaon of selerosing matenat
or O Nurgical Eveision,

5." LYMPHANGIOMA ",
7 AN
v v
[A] Capillary Lymphangioma |Bj Caverneous Lymphangioma

£ is Not a Frue Tumeor, but Tumor like i.e. Hamartoma
Haematoma -~ Congenital Malformation or Error of vessels

" Cystic Hygroma "
* DEFINITION
It is a sac form

ed from sequestrated part of jugular lymph sac of foetus.

* PATHOLOGY

* It Consists of Multiple Intercommunicating Cystic Lymph Space.
« Itas hined by Endothelium. i Yo
* lt contains Lymph.

* Age : Since Birth or Shortly after.
+ Site: ® Common at lower part of side of neck superficial
to Stemo-mastoid & extends to post. Trangle
@ The next common site is Axilla alone or with Npc‘::sk e
@ The less common Cheek, Lip (Macrocheilia) & Tongue (Macroglossia )

* Characters : lregular shape large in size. Il defined cdge
Characters shape, 1Ze. - Translucent,
. Lax, Cystic & Compressible but non pulsating mass

1

@ Excision as early as possible
or @ Injection of boiling water of scleros ' ibrosis '
ing matenal ¢ ;
or D IF infected give A B. — Fibross weekly > F




6. NEUROFIBROMA

It is a Congenital Disease affecting Nerves.
The Tumor arises from fibrous neurolemmal sheath.

A. Generalized Neurofibromatosis

“Von Recklinghausen’s Disease”

e 1t is Multiple Tumors of the body along the course of cranial
& spinal nerves.
e It is diagnosed by
D Pamless swelling.
= Fusiform in Shape. Firm in consistency and Mobile
across but not along the course of nerve

1 Associated with brown pigments "Cafe au laif" patches

N.B: Neurofibroma not interrupt the nerve function. Because
There is No paralysis or pain or anesthesia except if sarcomatous
Transformation occur.

e Treatment
Removal only of tumors causing pain or pressure effect.

B. Solitary Neurofibroma

o As Generalized but single

C Acoustic Neuroma
» Neurofibroma arising from Acoustic nerve lcading 1o Deafness & cerebellar
zlized type

syrnptoms. It may be single or part of gene

D. ;i 3
asis of the limb + Mechanical block of the joint = "Cafe au laif” patches
E Neuroma ° Pachydermatoceie ™
e plexuses leading to thickening of the nerves
& Redundant thickened skin
N_B. Newrosarcoma: (De-nove or on Top of Neurofibroma)

rersctenzed by ! Rapidly growing mass
e by ttraion & Distant metasuass

3. Paralysss of corresponding mascles.

(1) BURSIIS

* TYPES OF CHRONIC BURSITIS

1. House-maid’s knee (Pre-patellar Bursa) ey

‘r Present as S.C fluctuant swelling.
# Site: Over the lower part of patella

2. Student’s Elbow (Olecranon Bursa)

% Present as lax fluctuant swelling
“ Site: Over the Olecranon process.

Medial j lateral
Ut
2. Semi-membranous Bursa - | /‘ zto-“—r*‘-ﬂ"‘"
R VAN s
* Present as Swelling & characterized by becoming oAk ‘f“‘,‘.‘;""*‘ =
Tense on Extension & Flaceid on Flexion of knee S s Buars O

% Site: Medial part of pophiteal fosse
& above the joint hine

|
!

;i Semi-membranous u

N.B D.D from Baker's Cyst

Which is herniation of synovial membrane of knee joint with oste-oarthritic patients &
present at center of popliteal fossa below joint line.

# TREATMENT Excision

12) EPLE GANGLION

#* DEFINITION
Itis a Myxomatous degenerauon of Tendon sheath. It contam jelly like mucin

# CLINICAL PICTURE
% Localized, Tense, Cystic, painless & related to tendon. Back of wnist is the commonest site
# 1tis mobile across but not along.

* 1m.,, Tlﬁll‘tv ; -Euidon

NB Compound Ganalion
It is T.B Synovitis of Synovial sheath of (endons under Flexor Retinaculum.
Characterized by " Cross Fluciwation Test
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Qu.;étio;ls-'o-n Examination

msousion == SWELLING

Q8. What are the Multiple swellings all over the body ?

- Lipoma - A -> Haemongioma
QUESTIONS ON SHEET | l - Sebaceous cyst - V — Varicose veins.
- Osteoma - N — Neurofibroma
Q1. What are Hazards of smoking as special habites? - 2 ries -L—L.Ns

& CVS — Atheroselerosis & Coronary heart discase.
% Chest - Emphysema & Bronchial carcinoma.
% GIT » Peptic uleer.
% Cancer - Cancer (Lip, Tongue & Oesophagus).
* Pregnancy —» Maternal c.g. placenta pracvia.
> Foetus  e.g. T Risk of mortality.

QS. Why do you use the dorsum (Not palm) of hand to elicit temp.?
Because the palm is sweaty.

Q10. When is a swelling mobile in all directions?

Swelling at skin or S.C. tissue.

Ql1l. When is a swelling mobile in one direction ?
Swelling at - Muscle e.g. Desmoid tumor.
- Tendon e.g. Ganglion.
- Nerve e.g. Neurofibroma.
- Artery e.g. Aneurysm.

Q12. When is a swelling Fixed in all directions?

Swelling at Bone ¢.g. osteoma of skull.

—Q13. What are the swelllgg showing expansile impulse on cougz»? Why?

* Hernia , if.ses - i, Because of (TIntra-abdominal Prcssure) = )-ut”m, W Catmuiy 7 abd s
] \lemngou‘l : Because of (TCercbro-spinal Pressure). - . o N A
“ Pneumatocele : Because of ( TIntra-thoracic Pressure). = =

# Larynggeele’~  : Because of (TIntra-laryngeal Pressure).

Q2. What are the DD between Radiated pain & Referred pain?
‘« Radiated pain:
Pain feltin Iry site and reached to another site. Supplied by same dermatomal supply.
c.g. Acute Cholceeystitis (pain af Ri. hvpochondrium & radiated 1o Ri. shoulder).
¢ Referred pain:
Pain felt completely in another arca supplicd by same dermatomal supply.
¢.g Acute pancreatitis (pam referred to back)

Q3: How can you ask about varicose vein in sheet?
el (39 F

Q4. What are the Trophic changes of hand ?

Plh)—q\ vy

> > 7 < =z

= f'l/,a Cov
b

¢ Skin is dry.
% Hair is lost.
% Nail is brittle & fissured.

Q5. What are the DD between paraesthesia & anaesthesia ?
% Paraesthesia: Gradual loss of sensation.
‘c Anaesthesia : Complete loss of sensation.

Q6. What are the DD between Haemoptsis & Haematemesis ?
R |

B e GRS TIE S b

M Chest dweasc GIT discase
Zﬁ.’m Cough Vomiting
Wﬂsﬂ Blood stained sputum Melens
Bright red - Dark red
- Alkalmc - Acidic
- With frothy sputum - With food particle

Q7. How can you ask about pathological fracture?

Multiple, Recurrent, Minor trauma — Multiple fractures

d N.B Pathological fractare discovered gecidemially by x-ray

Q14. Why is Fluctuation must be done in 2 endicular plans ?
Because, Fleshy muscle is fluctuant in one direction i.e. across musk fibers

o ?o,’v"\i/ H
e }0@2}1{"’ 4 Questions on Lipoma

XQ15. What is b

_ reum’ W
It is a Diffuse type of lipoma also called (Adiposes Dolorosae)
XQ16. is lipoma ¢ ] ‘slippe e ?
Because, movement of mass inside it's capsule.
XQ17. Why is Ii idere . t ?

Because, it is hguid under body temp. only. i.c. _Pseudo-cyst,

K Q18. When is lipoma becoming firm or Hard?
"t Firm: Sub-fascial lipoma
% Hard: Sub-periosteal lipoma.

L”"Q19. Why is lipoma not Aspirated ?

Because, it is a true Fat cells i.e. Never aspirated,
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L/'Q"ZO. How can you diagnose (Lip ) 8 {

W C _ oma) & (Sebaceous cyst) by one sipgn ?
¢ Lipoma: By Slippery edge.

¥ Schaceous eyst: By Punctum,

~Q21. How can you e express the size of lipoma ?
Lmem T

or 1 Common objects ¢.g. olive, lemon
or 3. p

atient’s fingers e.g. liver, spleen.
v Q22. Can Lipoma kill? How ?

Y Yes, Al dangerous sites.
1. Sub-mucous — Intestinal obstruction
2. Retroperiteneal —» Liposarcoma.

& Laryogeal obstruction .

.~ Q23. Can Lipoma lead to Urgent abdominal Exploration?

¥ Yes, if sub-mucous (Intestinal abstruction)

)<Q24. What Is the_ Difference between S.C lipoma a Sub-fascial Lipoma?

N ¥ A T ———rawT T

«— Skin—

Sub-fascial Lipoma
deep fascia '

|
\
LT T a—Msle—el 22227 7 777 2777 0027
[ e - A SR T 3 ==
. Hemuspherical >~ Flat.
* Lobulated surface.
* Shippery edge.

—— R e e L R e T T

| * Flat > Henuspherical
= Smooth surface.

* Lss slippery edge.
= Puckerig. (attached to skin) ; * No puckenng. (not attached)
'« Soft in consistency. . _icFiminconsistency
/
LVQ25. Which is more large, Sub-mucous Lipoma of pharynx or

subcutaneous lipoma of back?

* Subcutancous lipoma of the back is much more larger because sub-mucous Lipoma
intra-oral has carlier presentation

Q26. What is the most characteristic sign in cavernous haemangioma?
* Compressible & Non-pulsating.

Q27. When is Cavernous Hagmagnjoma pulsating?

X When connected with an artery.

(o > TP |
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Capter 2 I S

l. ULCER SHEET '

e i sadate g
* PERSONAL HISTORY, .
1. Name 2. Age 3. Sex 4. Occupation

-
Y=

5. Residence 6. Mantal status 7. Special habits of medical impontance

u
!. W * COMPLAINE " soreat.........."

(]« Pemsonar risrory! ‘i/ﬂ T g by
l L ' A—0CD S Se
B — Analvsis of Complaint:
1. Site: (V. imp for Diagnosis) 2. Number
3. Pain : (If Inflammalory or Infected) 4. Discharge
5. Complication: (as Tallipus Equinous) 6. Associated swellings
7. Investigations 8. Treatment

C—> Actiology

*r Congenital — (Haemolyuc Anemia) Rare

% Traumatic — (Bed sore or Trauma)
i.c. history of Trauma

¥ Inflammatory — T.B Ulcer (Night sweat & fever + loss of weight & appelite)
— $ Ulcer (Skinrashes +FHM A )

¥ Neoplastic — (Marjoline Ulcer)
1.e. Metastasis AsLBL B (Pape 2

— A Y drterial — lschaemic Ulcer.
(i.e. history of Claudication pain)

— Bt Vemous —» Venous Ulcer.

(1.c. history of associated V.V)

— L % Lymphatic — Lymphoma.

(i.c. history of multiple swellings all over the body)

- N % Nervous — Neurotrophic Ulcer as Diabetic Neuritis.
(i.e. history of numbness or sensory loss)

PAREMISIORN of medical important disease e.¢ "D.M"

s st - g
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po—
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« Edge 11 is thejane tion between row arca & intuct epithelium'
= ./,,Jjujav - /'r TUuru

It may be: oy, <+ ¢ Punched out . 1” 4]
, { Fam It nlnm. JERSRNS - ( B
~* Sloping Healing Ulcer
e Undermined T.B Why (See Q: 1)
wrrecEnT il . X
? h * Raised & Everted  Malignant Ulcer

~ Rodent Ulcer which is
Locally malignant
A Ece

* Rolled in

,“".'J. i\., Jﬂm” 4
M ¢

& normai epithelium”

S Margin < fristhe rrghm between the edge
&k'ﬂ ~reum
=1t may be:  * Red > as Inflammatory Ulcer (Wit dondersss)

\ ,_’ - o * Blue —» as in T-B Ulcer (See Q: 2)
232-0 o rownish - as V.V Ulcer (See Q: 2 Gmapbet 1 20 e reevice)

* Black — as Melanoma
s Mag beiatso: « Ocdema & Varicositics - s Venous Ulcer.

Shin svrand o Dilated capillarics -» as Rodent Ulcer.
* Pigments -+ as Traurpa

\ Q"" 418

Crust, Wﬁm material.

Q. What i the tizsue formed of? (See Q: 8
Then gammtmmww“m 1299 ot
* Healthy Pamn gprae oF !
. nhegllh) ?Pllnrw orblced easily.

Y Discharge: ~
o Clinically Inspected st daily drcseers

s the isib}
« Contain: Granulation Tissue,

¥ Floor

T
-
v
\ P e
| 7 % \‘\\\ A
|x il .] P /” '»;\\\\\- \\\ ,"‘ LI
‘ Iy * PALPATION 175y \\T Y e\ ‘i
M| ENERAL EXAM|NA11°N { v/ ) ' S ’ l[' [ v 5 )] . 2
. '\"7 ) v{“ A 1. Temp \ [ . .
A A () 1 W J —_—
5 \ \
GENERAL EXAMINATION [epends on the causc of ulcer \‘;“3 ;o /} ) 0ds. ﬁ, e 2, Tenderness (See Q) N e \Y A
! L 5 L/ v —_— N i » .
c.¢g Haemolytic Uleer ¢ (Splenomegaly) vy / ' © 3. Skin around “Soft or Hard"™ S e ‘Q . 1
Gy 4 _—
1 TR e.g Post-Phlebuc lunb
[|MLOCAL EXAMINATION ] _
ilce T : - b S0 (1 S
( Ulcer = Discontinuity of skin or mucous membranc) (£ 12007y K ~A. Base:
lcer N J ” XP wsere Bl Tares o ’v’i' 11 " It is the Zong in which ulcer sttudicd B & s
— wlee PR 5 o ,
* l.\SPE(TlON f | +J‘ wyY — U (Y LV droons }{ V% y P e Soft or hard |mdumlgd) . )
. —-——~T) Ldge ’ 1 sixed or not (4o wndir gy o)l FIE o 5 )i g v YR
<~ % Number Usually single —- W‘“}’l;v)/ D Ldge e Fixed or not i
1 % Shte Usuall T uitiple =5 TR B — & Margin v ated oL margin ~ Inflammatory oF Benign ulcer.
« Site  1sually diagnostc Pxp, & ~ B -4 7 .
Sew later” f,"?‘ \ T3 Floor 2. Indurated bevond the margin - Mulignaney.
- 24 : ) 3. Indurated not bey ond the margin = jocally malignant.
« Shape Oval, Rounded or Irregular Sig, & Discharge
= ¢l 4w A 5. Arterial pulsation - as dorsalis pedis artery
~— ‘¢ Size In (cm~cm) ¥ base . y.',' ] 3
72N 6. Yenous Oedema .
< oxo Of Sctlli¥9 14

¢ Cram), of

L Ane

Firm or hard (See Q: ) ¢ © > A
Lo lede €ou

ol ¥

> region !

. Lymph nodes at the

Faamine g

Nersous cause the sensation
. Nervous

N.B:The site is Diagnostic
corderth— AT
feres T T e _<dafin

a9 l€ c'\,ﬁ—,ﬁ" e uaa)

. I. Ulcers of leg & foot
] « Metaphysis of bone TH

\ /- Middle 2/4 of tibin = Trauma, 3
' or Haemolytic Ulcer.
Qﬂ—'—— V e Gaitre area © - Venous Ulcer.

/ L. ¢ Dorsum of foot ~ Lymphodema.
"1./ A o Toes & Foot ¢ Ischacmic Uleer.

N o Sole -~ Neuropathic Ulcer.

II. Vicers of head oo ot ulcev

£,1. ba carcinofin; at arca above (line between
angle of mouth & lobule of car) & ety thasr Line)

Epithelioma : at Lower hp.

3. Qthers * as (Kerato-acanthoma, T.B, 4 ar Melanoma

II. Vicers of Neck
© The most comman 1s T.B Ulcer at site of (upper deep cervical L.0vs )
Q. 1% hat are differences berwern wlcer, simuc and Fisiula T(See {):7)

— specal mvshgabawl p g7, ‘
. £ 1984 ‘el dngnel ro '&9';
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EXAMINATION OF
RODENT ULCER

# RODENT ULCER # |

» PERSONAL HISTORY

1. Name

% INVESTIGATIONS
2. Age: Above 40 years,

¢ Lab. (blood. urine. stool)

3. Sex Male > Female. & Aspiration Biopsy Cytology (ABC)

=t N o o BEnrsn +inclide the cdae
4. Occupation: Outdoor accupation i.c. Prolonged Exposure to Sunlight. L K,-‘ A \"‘?”*1& \ % Biopsy (must include the edge)
. ; d e { % Specific as X-ray Skull
5. Race: White > Black , B 4 . i - ) ()
6. Residence * Inspection sy LAY B0

\ ‘ * TREATMENT] clii '

7. Marital Status
8. Special habits of medical importance.

* g_o‘@m Patient presents by a Small nodule which ulcerates
* PERSONAL HISHRY
I. Analysis of Complaint

L. Analysis of symptoms related to Part affected

! t Shape

‘ t Size

¢ Edge

“ Number

e Usually Single

e Face (see betore)

» Rounded or Oval

-« Vanable (in em)

¢ Rolled in cdge & Beaded

1. Irradiation 3vou R (o

o Indicated in
Old patient with large lgsion

o Contreindicated
(See mdications of surgical tt)

] 1L Surgical eXCUgOU 2 covrer varg i f fy L

[ dseyls

1 .:«,‘1\:!7“"'2!!“ Jd0° Dilated capillanies., vy :"""l) Vreld ATy copmohC vk |
1 isofs | et Ay i 0 o Indicated in !
11 Analysis of symptoms related to Other parts affected { ¢ Floor o Red & Covered by Crust. —-|——\——I—_\——B1 0l
‘ ¢ smaitl.
1 e
(WAnalysis of complaint ¥ Discharge | , giood & pus 2. Ulcer near the eye.
i . 3. Recurrence after wradiation
% Ulcer o O.C.D. — Gradual onsct and Progressive course. ; L { L 4. Resistant to irradiation.
. X = Palpation \__ 5. Uleer infiltrating bone or i
s PAINS > Site > 90 % — At area above (line between angle of mouth - B cartilage because malignant cells
[ & lobule of car) & Below-(hair line) 1. Temp | At Body Temp. are hidden So ‘
> 10 % — other arcas as dorsum of hand. 2. Tenderness e Not Except (1F infected) - Efficient dose will leads to
» Number. rradis erocic o€ Mo
i ; 3. Skin around i » imadiation necrosis. o€ A
3 Tivestigation &utn Cou S - - o | Thick ‘ - Low dose will leads 1o ¥+ <opbs
» Associated Swellings — If Infected or Epitheliomatous Transformation 4. Base o Indurated But not beyond the margin

¥ Pain (if present) — It is due to Infection

#% Pain  Analysed as usual,
IllAnalysis of symptoms related to part affected
i.e. Local Complications (k| Clovge ) St 5)

S Direct spread is the only line of spread so it may leads to
Frosion of skull & Frosion of big vessels so leads Lo severe Hemorrhage
4
[18Analysis of Symptoms related to other parts affected
i.e. General Complications

« Meningitis or cavernous sinus thrombosis (Causc of death). (See (: 9)

FH M A (Sce page 2)
L. B L B (See page 2) Epitheliomatus Transformation.

* m * Similar condition

* Diseascs as DM, hypertension, heart disease ......ctc.

« YT

S. Artery

[

. vein

A
Y
L 7. L.Ns
N

l
1
\
|
|
i
|

8. Nervous

|

& fixed

e Normal Pulsation

|
|
|

o No Oedema

* Not enlarged Except if infected or
l Epitheliomatus transtormation

| © Intact sensation

— high risk of recurrence

" Q: What is meant by Submarine or
Iceberg type? (seQ:n)

o Technique
Excision with safety margin about
H\.u! cm of surface & depth.

CovG } 0V quafy oF Ha,.
II. Curettage & Cautery

If Muluple
IV. Crygsurgery If Small,
V. Elucoucacil: 1 Superficial but this

bine has high rate of recurrence.
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EXAMINATION OF

VENOUS ULCER

s lnspection

« Number e Usually Single

*c Site e Leg (Ulcer Bearing Area)

‘e Shape e Rounded or Oval

“ Size o Varnabie (in cm)

“ Edge » Sloping edge or Punched out cdzc

‘e Marygin * Brownish pigmemt

“ Floor e Unhealthy Granulation Tissue (describe)
‘ Discharge

o Pus (Purulent discharge)

T

“ Lab. (blood, unine, stool)

» Palpation

1. Temp * At Body Temp.

2. Tenderness | o Not Except if infected

3. skin around | o Thick , brown & varicositics
|

4. Base | @ Tender & Hard
5. Artery o Normal pulsation

|V 6. vein | » Qedema

* v VESTIGATIONS

#¢ Aspiration Biopsy Cytology (A.B.C;

“ Biopsy (must include the cdge)

“¢ Specific 10 the cause
c.g X-ray to exclude Periosict

* ERERTMER T

A. Conservative ttt: AS (V.V)

& - Daily Dressing.
- Systemic A.B if infected.

B. Surgical ttt:
1. Covering ulcerby

Thiersch graft or
Cross Leg Flap. ‘
(Depridement must be done |7

2. Sub-fascial legation of
Perforators
(Cockett & Dodd) operation
- By passing from muscles to
penetrate deep fascia through
postro-medial incision behind
the tibia.
- Complicated by Ugly scar &
high rate of Recurrency

‘4 Treatment of complications

e Malignancy: Excision with safety
margin lcm of surface and depth
with Plastic Reconstruction &
Prophylactic block dissection of
L.Ns

o Periosteitis: Sauccrization

-IF Iy V.V — Pitling
- IF 2ry V.V — Non pitting

o Not enlarged except if infected

L 7.LNs
| N 8. Nervous | ® Intact sensation

Qi What are the characters of Post phlebitic limb” 7

e Talipes Equinous: Ph)slothcrapy

———————— Y\

sheve st )Y fue P hecabays.

|
|
| f

4
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ORAL
DISCUSSION

ULCER

# ORAL QUESTIONS ¥

Q1. Why is The Edge of T.B Ulcer being Undermined?

Because destruction of S.C tissue >~ Skin destruction

Q2. Why is The Margin of TB ulcer being Cyanotic?

Because of ischaemic margin.

Q3. Why is The Margin of Venous Ulcer being Brownish?

Because of Extra-vasation of blood — Hacmolysis

Q4. What are The Granulation Tissues formed of?

Inlated Capillanes & Fibroblasts.

o Infected » T-B
e Post-phlebitic ulcer ;g,.,..., C

e Inflamed

‘1;’*’%’}){1’1}{

» Infected [..Ns® Firm & Tender.
e Malignant [..Ns: Hard. & Not Tender

° L,d:; mullgrmn: e

» Haemosidren which 1s

Q5. What are The Causes of Painful ulcer? = sarde rpesc?

Q7. What are The D.D. between Ulcer, Sinus & Fistula?

“ Ulcer: Discontinuity of skin & mucous membrane ¢.g. Venous ulcer
“* Sinus: Track that communicates between the skin suriace & blind end e g T.B. sinus
“ Fistula: Track that communicates between epithelial-surface. ¢ g. Intestinal fistula

Q8. What is Meant by ‘Indolent ulcer’ or ‘Callous ulcer’ ?

s brownmish

P

‘t Indolent Ulcer Ulcer resist to heal.

“ Callous Ulcer Ulcer with hard edge & base.

Questions on Rodent ulcér

.‘V:.a‘:(ile——i
crarual fossa

S P Ophihalmic vei
Cavemous |__g ) Prommcy nﬁ

. — ’ .
si0us

v [T
U'.‘afc%::.

DANGEROUS AREA OF THE FACE

decp facial vein h

Prergoid plexus

!

Q6. What are The Characters of Infected & ﬁalg nt L.Ns?

M- Facial vein

n color

Q9: What is Meant by ‘ Dangerous area of The face' ?  See diagram
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Q10. What is The Cause of death

_of Rodent ulcer'?

Musngits o Cavernmous sinus thrombaosis.

Q11. What is Meant by (Submarine or Iceberg) type?

bsprie of surtace of leswon may a

Q12. What are The (Basal cell ca

©Nkim - Rodent Uleer.

ppear small, there is extensive invasion under shin

rcinoma) all over the body?
“ Salivary gland: Cylindroma

“ Hair follicte - T nchio-epithehoma. ¥ Mandible: Admantinoma.

© Sweat gland: Syringoma

Questions on Venoil

% Upper end of the tibia

s ulcer.

Q13. What is Meant by ‘Gaiter area’ or Ulcer bearing area?

2 4.6 mches above medial maleolus.

Q14. What is the cause of Varic

ose Veins?

Y Iry vemous ulcer with in V. }

‘[common & minimal]

Duc to I » Congenital weakness of venous wall.
» Congenital absence or incompetence of valves.

V 2ry venous ulcer with 2rv V.

}_ {common & marked)

Duc o ¢» DV

' (Deep Venous Thrombosis).

» Deep venous compression
» AV, Fistula,

Q15. What is The Pathogenesis

of Venous ulcer?

(White Cell Trapping Theory) Venous Hypertension — S.C Capillary proliferation — T

W B s The Trapped W B.Cs becomes activated — T Release of Proteolytic Enz. —» Injury of

capillary endothehum — Venous Ulcer

Q16. What are The causes of DVT?

Y 50 % post-operative [ fracture neck femur & post prostatectomy|

Q17. What is The Most commo

n site of DVT?

C 2l muscle of lower himh.

Q18. What is The Most common presentation of DVT?

Fender Calf muscle

Q19. What i§ Meant by ‘Marjoline ulcer’ ?

Malignant Venous ulcer.

causes of leg pain?

Q20. What are the commonest

pain.
em

\  Artcnal » Ischacmic

vV Venous » Varicose v

L - Lymphatic  _, Tender L.N.

N Nerve —» Sclatica.
Muscle » Myopathy
Bone

» Osteomyel
Jont

Ligament _» Flat foot

-+ Outuoariet, GOOd IUCk
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§ Chapteﬂ{ )
" THYROID GLAND

INTODUCTION

* ANATOMICAL

The Gland 1s composed of 2 lateral Jobes connecicd by An Isthmus

SIOLOGICAL

# The Gland sceretes 3 Types of hormones (T2, 74 and Thyro-calcitoning

~ The Effect of Thyroid Hormones

a. Catabolic effect: (7 Lipolysis - T Proteolysis - * Glycogenolysis, e
= Yot )
b. Metabolic effect. (7 MR & Encrgy librations ) 50,
- Thyroid Hormones 1« Thermogenic
c. Stimulate —» Skelctal growth, Sexual maturity and Mental development
d. T Sensitivity of (= & [} receptors) for Catecholamine e.g Adrenaline.
S0, - Heart —» T HR - Hand — Tremors,
- Face —» Pallor - Skin — Sweating
+ Pariolocical
Normally (The gland pot fely. If Enlarged — Goitre
¢ Actiology of SNG
1. lodine Deficiency. may be
- Absolute [ Endemic] as Fayoum
- Relative as Pregnancy e, ..
2. Goitrogenic drugs may be
- Anti-thyroid drugs as thiouracil
3. Genetic causes: Pendred’s Syndrome
Congenital defect of enzymes needed to synthesis of thyroid hormones
¢ Classifications
1. Simple goitre Simple Physiological goitre
Simple Colloidal goitre
[simple Nodular Goitre SNG
e
2 Toxic goilr!—-[ Ary or 2ry Toxic Goitre
e N
Toxic Nodule ;

3. Neoplastic _[ Benign Neoplasm.
Malignant Thyreid

4. Inflammation —— as (Hishimoto's Thyroiditis)

S. Congenital:

Cretenind goitre
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[ MGOITRE SHEE

# PERSONAL HISTORY
1. Namg

2. Age I Toxic gottre [ » Iry between (20 - 30 years)

' r — 2ry between (30 - 50 years)

b 2. Malignancy above (50 years) old age.

3. Nodular Goitre (SNGr) — Any age

age
3. Sex _: Gortre mote common in Female,
Malignancy more common in Male.

4. Ressdence (For Endemic area) as Fayoum or Wadi FI-Natroun
3. Occupation (For exposure to Radiation) 1.c. Malignancy.

. Marital status (For Infertility or Impotence) 1.c. Toxic gottre

7. Menstrual history (For disturbance) 1.e. Toxic goitre

8. Special habrts of medical importance
# COMPLAINT  « Neck Symptom: Neck Swelling.

or » Symptoms of Thyrototicosis: /S )
or © Symptoms of Malignancy (5o /.

% PRESENT HISTORY
I. Analyusofe t (Swelling + Pam)
1. Analyss of symptoms related 1o Part affected

I Analysis of symptoms related to Other parts affected
[lAnalysis of complaint (Swelling + pain)

1. 0.0 B €ynset - Comrse - Duration)

[BANnalysis ofs mptoms reiated to Part aﬂecte
Loeal ¢ omplications

1.e Pressure Symptoms
« frachea > [rnpnca
o

‘“ banphages; » Drywphaga

yndrorme

¢ Symgatietic cham (FHormer
i ) o Q IaM ofllavmt :,ndm

P

% (pterpal Jugpiar vein > (Oedema of Fye [+
/‘- « € avovid artery > Postural paating
s ’ g art
4“"/ - Roenrrond largngeal perve > Hoarseness of voscz of | pitateraf affection
o ) » Serder of Bilatexal AN tiem

oyt (R ares whv (¢ ¢ : “y
wit (Rare) why (See I’zl/ —'; s 827 -
o nhydro
sfs, Myosss, F.nopthalmaos, A i

LW MR R

young age
middle age.
niddic ag

I
.

8

rﬁ" () 1y
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IIBANnalysis of Symptoms related to Other parts affected
1.e. General Complications & Scarch for the cause

¥ Metabolic r Loss of w cight Inspite of good appetite
(Other causes) (See Q- 4

——+ - Intolerance to heat
- Excessive sweating

¥ C.V.S — Palpitation

* Chest ———» Dyspnez

Y CNS — - Tremors of Tongue & hand
———— - Irritabihity & Insomnia

— - Weakness of proxumal limb muscle

© G.LT ——— Diarth

o

Urinary ——» Polvuria
Q: causes of Polyaria in This case (See Q: 5)
¢ Skeletal — (reneralized bone ach

¢ General » Dpioprz of eye—r o
‘t Gonadal— [mpotence m Male
—* Menstrual disturbance m Female

I1. Malizeant Manifesations

Rapid increase in size Short duration

»

rred to Ear

* Pain s related o swelling or Ref

LR ——

Q: Wiy Referred to Far? (See €) 63

¢ Metastasis As LBLRB

Svmptoms of Infiltration (Sce Press

e Symptoms »

® < a7 cond P
* Diseases as DM, hypertension, heart disease etc
o History of Drug allergy or trogenic drugs as { Thiouraci]) Neomercazole
* History of Neck Irradiation To Exclude Risk of M2 3
v'l )
S + & (peration as Thyrodectomy or LN MOPSY (See (- 7
#% FAMILY HISTORY
* Ssmilar condition as m Eademic Goitre

ad 28 Modvllary Caroimerns
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IMGENERAL EXAMINATION

A.VITAL SIGNS For normal "Sec Page 2"

28
EXAMPLE OF

THYROID SHEET &
+ PERSONAL HIBTORY,

ot el 2 Male patient, 48 years old from Giza, He is Shoemaker, Married since 28 years, has

1. Temp (T) With Toxic goitre,

2. Pulse Rate: (Full comment on Radial pulse) with Toxic gontre it 1s *“Tachycardia, Irregular.,
large volume, equal on both side & Water hummer pulse as special characters.”

4 children, the youngest is 14 years old, He is heavy smoker 20 cigarettes per day for 30 years, No other - oy Q0 Sleeping Puise meanS....cvevereanines
—_— “. . .
special habits ot medical importance. © _w=lm Q: During Exam. Vital sign may be stable because, e PRUENTIS o.oovoveeennnnnniniiin
< Q: The pulse may be Unequal as in......o.ooovveeenneen..
4 Q: What are other causes of Water hummer pulse? (See Q: 9-12)
« COMPLAINT

Diplopia associated with mass at lower part of neck 1 year ago. 3. A.B.P “High Systole and low Diastole™
4. R.R May be Increased

. ]
#» PRESENT HISTORY,
e The Condition is started 1 years ago (with Single swelling at Muscular triangle) by gradual onsct
& slowly progressive course.
« The Swelling is not painful & Not associated with neck swellings at anatomical site of L.Ns.

B. GENERAL EXAMINATION ( A.B.C.D.E.F ) Then Comment "See Page 2

;.‘. = _\pnbnranct‘ = Il with Cachexia as in Malignancy. (See Q: 13)

e There are No Pressure Symptoms as : B = Built —» Under built as in Hyperthvroidism. as Malignancy
~ Dyspnea, Dysphagia, Postural fainting, Oedema of upper eye lid or Hoarseness of voice. = ’ as In Hyperthyrordism. as hialignancy
e There are Toxic Symptoms as : | € = Conscioas — Conscious hut Apathy as in Hypothyroidism
» Diplopia (Exopthalmos), loss of weight inspite of good appetite, Intolcrance to heat. "D = Decubitus ~» Orthopnea as 1n HE ‘
Excessive sweating, palpitation, Dyspnea, Insomnia and Irritability - ST > -,
E = Emotion —> " Irritable & Alert " as in | > goitre
e There arec No Metastatic Symptoms as : ! ¢ s in Toxic goitre
F = Face — " Staring look" as in Toxic goitre.

~ Chest pain, Cough, Hacmoptsis, Pain in Rt hypochondrium, Jaundice, Bone ache,

pathological fracture, Headache or Vomiting.
C. SYSTEMIC EXAMINATION

o The patient was admitted to Kasr El Aini hospital & had investigations in form of blood analysis
and he was told that the hormonal level is high and received medical treatment in form of Indral

(40 mg t d. s) & Neomercazole and continues till now.

1. HEAD
1. Skall:  For Swellings as (Bone metastasis). (See Q: 14)

> 2 ip: or P: U (ye 1e ac .
* PASTHISTORY , . . 2-Lip:  For Pallor & Cyanosis as (Huge Retro-stemal goitre) ~
No past history about Recurrency, No DM, No Hypentension, No T.B, No Bilharzias, No Drug 3. Mouth: For Ectopic Thyroid.
allergy, No previous Operations or Biopsy or Neck irradiation. 4. Tongue: For Tremors. [\B_7oguc mist he wmgparied ———t @:
5. £ye For (~ Pallor & Jaundice as (Liver metastasis)

Tremors in upper eye lid.

Eye sign (scc later)
Exophthalmos

v Exophthalmos means................... .

 FAMILY HISTORY

No family history of similar condition (Irrelevant).

DIAGNOSIS ey
s of Q: Cause of Exopthatmosiis.................
Lo N
T X Q: What are the conses of unilateral Exophthalmos*

Mass at Muscular Triangle most probably

[1ry Toxic Goiter] ©: What are the causes of pulsatiug £ xophthaimos®

Q: Whay is Difference between True or Apparens? (See Q: 15-19)
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AHow To Examine Exophthalmo - -

1. o how True oF Falg

(e ol cAls iy ) 1 Naffziger Vest 1o see the level of supra & infra orbits) ridpe with
cornca
(R Al iy il y )
2. Frazer’s Test 10 scc the obhteration of suleus ol Orbital marpn

( it o ol sy ) with slight closed cye

3. Ruler Test o sce the level of supra & infra Orbital margim wiih

cornea by RRuler

1. Exop 'Lllisl‘h_n_-zﬁl_ﬂt;t

2. Ruler To measure distance between Literal Orbital and apex of

Cornea (Normally -~ 15-17m)

EHow To Examine Eye sign

1. Stellwag's sign; Staring look or infrequent blinking
(Normally 5 - 8 Tunes/min)

2. Yon Gracfe's sign: Upper reye bd Jags behind when moving,

the eye downwaids

rf& ?* ""L} EVARE: I)nlr;mplc s sign: A Rim of sclera is scen above the cornea

when moving the eye downwards
4. Joffroy's sign: Loss of wrninkling of the forchead when
Moving the eye upwards.
5. Mabius sign: Lack of convergence on looking 1o near object.

1. NECK: (See Local Examination)

HI. UPPER LIMB: l'or |.'Tremors of hand 1.c. Fine
For DD from Flapping Tremers (See (): 20)

2. Pulse
3. Warm hand if Thyrotoxicosis.
N.B. If Cold —» Psychanearoviy,

IV. LOWER LIMB: For V (!’cirl)l » Ocdema: pitting 1f HF

» Pre-tibial Myxedema (see Q:21)

A (Artery) For Dorsalis pedis pulsation.
N (Nerve) Hyper-reflexia.

V. CHEST: For |.Melastasis lo chest wall.
2. Mediastinal syndrome (See Q: 22)

V1. ABDOMEN: For |. Liver Enlargement (See caases Q: 23)
2. Spleen Enlergement (See canses Qt 24)

VIL DON'T FORGET BACK For Motastasis

Q]ngiui_ 1ign

O Histonys

7 VS
7 Chest

~ CNS
r(u\F
= kye

~ Menses

[ tap—

} - Th yrotoxlcasls

B _:lehnhy Ulmﬁ_n) ”

- MR — intolerance 10 heat
_ —— 2 [.oss of weight
b Good Appetite

# 4 Sensc of palpitatiorn
5 :.f‘Yl'Zd
* 6 Alen & nenvousne

Insomnia
® X | harrhes

> :
» Diplapia or protrusion of cye

ball

>
10. Polymenorrhea or Menarthagia

L}

Myxedema
"Hypothyroidism in Adult”

Intolerar Ced
Woerght gam
Loss of appetil

(O afe Of hean 1

£ Dyspnca
6 Apathy & lar;

Hypersamnia
% Constpation &
9 ."H“m.‘f("lf upper eye hd

10, Oligomenorthea or Amenorthea

O GESERATEX!
A. Vital sign
7 Temp

- Pulse
~ ABP
~ RR

B. General
A = Appearance
B = Built
C = Conscious
D = Decubitus
F = Emaotion
k= Face

C. Systemi¢

~~ Head:
- Fye

- Jongue
~» Abdomen:
Laver Enlargensent

—~ Upper limb:
—~ Lower Limb:_

e [ncreased
e Lachyvcardia
o Increased. TS/

e [ncreased

e Normal

* Under built

e CConscious.
; e Orthopnea f HE.
| o Nervousness.,

o Staring look 1f Iry.

- Tremors.
- Jaundice
- Exophthalmos
- Lye sign
» Tremors.

* Awto mmune if Ity case

; ® Warm hand
| * Bypsr-teflexia.

* Decreased

e Bradycardia

| ® Decreased

(- Normal ~

e Over built

e Lazy

‘ﬂ Apathy ~ -

1
\
|
|
|
[

!
{
H
|
)
\
t

~=me

- Puffiness of upper eye lid ‘
4 - Loss of hair at outer 1/3 of eve brow \

T -
L%!H.Llﬂ:f\luc to high cholesterol
evel. -

¢ and lhn.k 1lu?f_'
. le_»;rencxm
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[I{BLOCAL EXAMINATION
2 PROPER POSITION

Paucnt 1s sitting down & neck is fully exiended

N.B Pigsillo’s Method:
If pr. obese with short neck. Ask um to put his hand behind his neck.

= PROPER EXPOSURE
Whaole Head & Neck up to supra-clavicular fossa.

# INSPECTION NSED
N — * Number Single Swelling

INSPECTION vith EXTENDED HECK

6S - ¥ Site Lower part of front of neck / ~ \\
( i.e. Muscular Triangle (Q : What is it ?) (See Q: 25) \ ) TN A:r\

— % Shape I* If diffuse (U shaped or butterfly) “W\ - "’;",A
L — If localized (irregular or oval) /} \ xJU,'/\\
% Size Variable in (cmx cm) N7/

— r Surface —» Smooth If Iry Toxic goitre.
» Nodular If l—~—\ 2ry Toxic goitre.
— SNG.
— [rregular It Malignancy

|- % Skin over [ Dilated veins I Retro-sternal goitre.

- Scars If Previous Thyroidectomy or Biopsy
- Redness If Inflammation.

—» Infiltration If Malignancy.

‘*r Special sign 1. Pulsation : may be
e Expansile at The upper pale as in Iry toxic goitre.
o Transmitted If over carotid artery.

5 2. Move up & down with deglutition as goitre (See Q: 26-29)
Q : Why Move up & down with deglutition?

Q: When unable 10 move up &down with deglutition?

Q: Which Swelling maves up with protrusion of Tongue?
: What other swellings move up & down with deglutition?

E — ¢ Edge: (Better seen with deglutition) well defined or not.

« We comment on lower pole seen or not. To Exclude Retro-sternal extension.

3D .~ O Deep structure :

« By lowering head against resistance then look to swelling's size. - \\
r» If smaller —» Decp to muscle. 'J Z .'
- If same size —» Infiltrate the muscle i.e. malignancy. e B
.@ Draining L.Ns "For metastasis” See chapter (12) Q

@ Distal Effect: (Only) if Retro-sternal goitre

Tilting of head to onc side for 112 minute, leads to —» Face Flushing = +ve RS.E

e Palpation of Thyroid gland from behind

IMSEC D
3 T Temp Warm as in Toxic goitre.

PALPATION wirh FLEXED NECK

{0

7t Tenderness Tender as in Malignancy.

As v
« !

“t Thrill At upper part as 1 Toxic gotre.

M — -t Mobility
(Grasp whole swelling to show mobility in 2 directions)
1. Side to side on trachea. (Rocking)
Then 2. Up & down

6 S ~ ¥ Site, Shape, Size, Surface [As Inspection ]
“ Skin over (attached to skin not) by :
1. Pinching skin: from swelling.
2. Sliding the skin: over the swelling ', 5
3. Push swelling under skin: If owg = infiltrated skin. 1.e. malignancy

¥ Special sign  [As Inspection |

E — "t Edge Well defined or ill defined P
. , s
C — * Consistency: may be /o
1. Hard as in Malignancy or Calicified SNG. (See Q: 30) {7/
- Y 1
2. Fimm as m 2ry Toxic goitre or SNG. \*
3. Soft in lry Toxic gottre or Physiological goitre A\

3D , O Deep structure :
1. Muscle: (Sternomastoid) by pinching the muscle from swelling

2. Carotid vessels (Common carotid pulsation)
Q: What is the normal anatomical site of carotid artery? (See : 31)
May be [» a. Displaced carotid pulsation as in Bemgn Lesions

> b. Absent carotid pulsation (i.c. Berry’s sign). As in malignancy.
3. Trachea: central or not.

= @ Draining L.Ns upper & lower deep cervical L.Ns See chapter (12)
Q: what is the I'. LN felt clinically in Malignancy? (See Q: 32)
\

& — Q: What is the value? (See Q:13)
* EB.QU«SN&
e Direct percussion on Manibrium sterni is normally Resonant.

1f Dull — Retro-sternal gojtre
Q: What are other causes? (See Q:3))

* RLUSCLLTATION
* A Systolic Murmur may be heard over upper pale

i.e. Thyroid bruit as in [ry Toxic goutre

Q@ Distal Effect: [Kocker's test] Gl
% Shght compression on lateral lobes produce Stridor .1t means Tracheomalacia
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\YADIAGNOSIS .

s During Exam. We Suspect The Following Clinical cases
1. Toxic Goitre (Iry or 2ry)
2 Mahgnancy.

3. Simple Nodular Goitre (SNG)

< So For Diagnosis We Must Exclude

/ 1. Manifestation of Toxicity i.c. Toxic goitre

For D.D between Iry and 2ry

Iry

e Grave’s { Basedow’s) Discase
* Symmetrical

® Sofl and Smooth

* Young (20-30 years)

o The Mass at same time of Toxicity

2ry
e Plummer’s Discasc
» Asymmetrical.
e Firm and nodular.
e Middle (30-50years)

e The Mass before ume of Toxicity

® Eye sign. ® No ¢ve sign. {(Extreme rarc)

—— 2. Manifestation of Malignancy
\ Sweiling s "THIEF" !! Tender, Hard, brregular, Enlarped & Fixed.

2 " Berry’s Sign" (Absent carotid pulsation)

L.Ns (Enlarged, Hard. 1™ mobile Then Fixed)

~~3. By Exclusion of | & 2
The case 15 SNG
Q: What are ir's complications? (Sec () 35)

LA INVESTIGATIONS

{. Thyroid Function Test 33 kvel of T3 & T4 4

' 7

2. Radioactive lodme study. $
s
3. 178 i

4 Biopsy

3=
* Toxic GOITRE k" )
< Ireatment: “Sce Notes™ for & year \\;/‘CL
Irn Iy Toxic goitre
“ Medical treatment All cases. As preoperative ——eee
- Failure of med. tre Main treatment Hemu-thvroidectomy
% Surgical treatment
- Recurrent
- Huge n size
r 1; Radiotherap IF pt. > 45 years — [F pt > 45 years
* MALIGNANCY
= Ireatment
Operable Inoperable
As In ]’ Papullary carcinoma. As In ]—4 Anaplastic carcinoma.

» Follicular carcinoma ar but with

— Papiliary or Follic

Infiltrathon of vital structures

(V]

2 Total Thyroidectomy: Palliative Isthmusectomy.

According to Types
1 Parathyroid gland 'F; Papillary — Give L thyronm

(4

(— Preservation of at least one of

» Foliowed by postoperative
I~ scan as diagnostic — Anaplastic -» Give Ext. Radiation
JTreatment of complications ax
l'—b Trltémur
L If Tracheal invasion
Gaxtrosiomy:
'f‘Wmoxn::

0

* SierLE NODULAR GOITRE (SNG)
%
[: For single — Lobecwmy & Isthnmsectomy
Foc mulgiple — Subtotai Thyrovdeetom v

X.B. 1. “Fcleave Posiro-medial pass.*
2 All operation followed by L thyrexia 8.1 - 9.2 mg/d

wntil menopause o gvesd recursence.
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ORAL
DISCUSSION ]I:> GOITRE

SUPCTION [uryngeal nerve |
Internal laryngeal nerve [

o}
“xlemal larvngeai nesve

-
superior thyroid anerv
CCA o

‘ Infmor thyron artery

1 3

: Thyro-cervrcal
Trunk

I L:nomcm::l%%ﬂ 11764

| Rt subclavian artery -

Irfenior thyroid artery

~r™+Suprascapular a
=y [ransverse cervical 4

J

L

Q: Which Artery related to upper pole of Thyroid gland?

% Supenior Thyroid artery from Extemnal carotid artery.

Q: Which Artery related to lower pole of Thyroid gland?
& Inferior Thyroid artery from Thyro-cervical Trunk

Q: Which Nerves related to Thyroid gland?

At Upper pole At Lower pole
. External Laryngeal Nerve Recurrent Larvngeal Nerve
From Su;{-nor laryngeal nerve from Vagus From Vagus [the course is changed form Rt & Lt]
Se during Thyroidectomy we legate vessels ~ So during Thyroidectomy we legate vessels far
near their upper end to avoid it's injury. as possible from lower end to avoid it’s injury

Q: Is Rt. Recurrent Laryngeal Nerve with same anatomy of Lt one?

No ® Rt_Recurrent laryngeal n. hooks around Rt. Subclavian artery.
e L1 Recurrent laryngeal n hooks around Arch of the aorna.

Q: What Is the Incidence of Non Recurrency of RLN?
% The incidence 0.6% & usually on the Rt side.

Q: What are the contents of Carotid sheath?

s Upper level: N =Vagus V=uv
e Lower iev:L: N = Vagus y=0Uuv A=CCA weren Goeck d af‘(rj[

Q: What is the Anatomical site of an Isthmus?

# Al Tracheal Rings 2,3.4

A=LCA. * ! ot A ,,,/e,)‘

R @ TR SEI— o E I e e

4 RECURRENT LARYNGEAL NERVE &8

wdodudien ov wdjasprnaad
O It is responsible about Co-aptation of vocal cord so produce Voice. \u/

—_——

O For inspiration - Complete Abduction of cords 1s needed &

37

© R.L.N. has outer fibers for Abductor muscles —P —
and has Inner fibers for Adductor muscles. ——_%////ad&uctoﬁ///////vﬂ \

S0 With R.L.N Injury : e

a. In partial injury — Adductors only are acting
So cords in midline _—

b. In complete injury — Abductors & Adductors are
parzlysed so cords placed mid way = Cadaveric position—

Sq The Effect of Injury of R.L.N as follows :

(A) Unilateral Partial: .
»+ Dyspnea on Exertion.

(B) Bilateral Partial. —— N -
# Stridor & Suffocation.

(C) Unilateral Complete: s
s Hoarseness of Voice.

(D) Bilateral complete . ——————eo-

& Aphonia
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3 TRIANGLES of The NECK &

(&L&e;ck has 7 Triangles Anteriorly & 2 Posteriorly Triang[e—i

THE 7 ANTERIOR TRIANGLES

1. 1 Sub-mental Triangle: Between the 2 Anterior bellies of Digastric muscle & the body
of hyoid bone.

2. 2 Muscular Triangles: Between the Anterior midline of the neck, Superior belly of
- Omohyoid muscle and the lower part of the Anterior border of

Sternomastoid.

3. 2 Digastric Triangles: Between the Anterior & Posterior bellics of the Digastric
- muscle and the lower border of the mandibie.

4. 2 Carotid Triangles: Between the Superior betly of Omohyoid muscle, Postcriqr
N beily of Digastric muscle and the Upper part of the Anterior

border of Sternomastoid rrascie.
THE 2 POSTERIOR TRIANGLES

Between Posterior border Sternomastoid muscic, Anterior border of the Trapezius
muscle & middle 1/3 of clavicke

RL)

| '@ Questions on Sheet 39

Q1: What are the causes of Painful goitre? ”/ /¢
® Malignancy, Acute Thyroiditis & Hge in cyst \L | ¢

Q2: Why is Dysphagia as pressure symptom being Rare? ‘€§ ,
“ Because Esophagus is a muscular tube. N

Q3: What are other causes of Horner’s syndrome? e
> Compression by Goitre, Pan-cost tumor & Carotid aneurysm.

- Complication after Cervical sympathectomy.

‘= Injury of lower part of brachial plexus.

Q4: What are the causes of loss of weight inspite of good appetite?
- Toxic Goitre.

> Uncontrolled D.M.

> Parasitic infestation (Hydatid cyst)

‘> Mal-absorption syndrome.

Q5: What are the causes of Polyuria in case of toxic goitre?
T Metabolic H,0 ¢ Glucosuria,
¢ Intake of water 2ry to Polyphagia T Renal blood flow

Q6: Why is Pain in Malignancy of Thyroid referred to Ear?
* Because of Ear has same dermatomal supply i.c. Arnold nerve

Q7: What are the types of biopsy done in case of goitre?
* FN AC. True cut biopsy & Excisional biopsy.

Q8: What are symptoms of Pendred's syndrome?

e Goutre . Dwarfism & Deafness.
=

Questions on General Exam.
Q9: What is meant by Sleeping pulse?
A Itis clinical confirm of rapid pulse even during sleep so It Excludes Anxiety

Q10: Why Vital sign stable in case of Toxicity during Examination?
 Becausc, the patient under treatment e.g. Indral T

Q11: What is the cause of unequal pulse in case of goitre?

* If Retro-Stemal Extension (R.S.E)

Q12: What are other causes of water hummer pulse? e
® Thyrotoxicosis. * AR sAnacmia
® Hypoxic cor-pulmonale o Hepatc faifure oAV fistuls
\ L
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Q13: How can you diagnose under built?
e Promiment Maxilla & Zygoma
s + Muscle bulk.
o7 Fold of skin at Biceps & Triceps muscles,

Py

e TN Svagaces

7Liocal Exam. ™

. Questions on

Q25: What is meant by Muscular Triangle?
¢ ltis Called ** Muscular A ™ because it Contains

;»—; Sterno-hyoid muscle.

i—> Sterno-thyroid muscle.

> Thyro-hyoid muscle.

4> Omohyoid muscle.

- Q26: Why Goitre moves up & down with deglutition?

* Because it is included in Pre-tracheal fascia.

Q14: Which type of malignancy characterized by Bone metastasis?

‘c Follicular carcinoma

Q15: What is meant by Exopthalmos?
% Actual protrusion of Eye ball.

= Attachmeni of Pre-tracheal fuscn
Q16: What is the cause of ExoPthalmOS? _\L; 4;:(11\1’_’]‘(‘)17";1‘] x:."‘n;‘[!:-v‘;Tfr';v}:ri'i;V.“.;"lifu‘\:x‘ & Hvouwd bone
‘¢ Unknown but may be E.P.S. (Exophthalmos Producing Substance) l « Below ,\‘_-,,-“-'r;.w \ediastinum )
Q17: What are the causes of Unilateral Exophthalmos? 2 Qucach dde Coroid sheaty
~e Orbital Cellulites.
™e Orbital Neoplasm.
e ¥ > Cavernous Sinus Thrombosis, ‘) A
e A | > Orbital Ancurysm i.e. Ophthalmic artery. ah Cat eV
» A-V Fistula between (ICA & Cavernous sinus) " e
» N — Neurofibromatosis of Optic Nerve.

Q27: When Goitre unable to moves up & down with deglutition?
» Malignancy Retrosternal extension (R.S.E.)
—e Huge in size. Riedel’s Thyroiditis (due to fibrosis)

Q28: Which Swellings moves up with protrusion of tongue?

“a Thyroglossal cyst. e Sub-hyoid bygsius.
Q18: What are the causes of Pulsating Exophthalmos? Q29: What are other Swellings move up & down wi\fh deglutition? -
e Orbital Ancurysm & A-V Fistula between (ICA & Cavernous sinus) ™ Goitre * Pre-tracheal L.Ns [‘ Sub-hyoid bursa.
—e Thyroglossal cyst. e Pre-laryngeal L.Ns e Laryngocele.
Q19: What is the Difference between True & Apparent?

o True Exophthalmos = Actual protrusion of Eye ball.

Q30: What are the causes of Hard goitre?
o Apparent Exophthalmos = Upper Eye lid retraction.

e Malignancy. e Riedel’s Thyroiditis
—e Calcitied SNG. Tense cyst.

Q20: What is DD between Fine & Flapping Tremors?
e Fine Tremors : Due 10 1 Metabolites — lIrritation of Nerve ending —»

Q31: What is the Anatomical site of Carotid artery?
Tremors of small joints of hand.

¥ 1t felt Against carotid tubercle of G,

e Flapping Tremors : Due to 1 Toxins —> Irritation of Extra-pyramidal A —
Tremors of wrist joint of hand
Q21: What is meant by Pre-tibial Myxedema?

— It is due to deposition of mucin at skin.
_» Associated with Clubbing fingers& Toes

(i
Q32: What is the 15 L.Ns felt Clinically in Malignancy?
¥ Pre-laryngeal L.Ns

Q33: What is the value of Kocker’s test?
¥ The value is preoperative :\‘n')f\,u:; (from patient) for Tracheostomy

Q22: What is meant by Mediastinal syndrome?
Dyspnea , Congested Neck veins , Brassy Cough

Q23: What are the causes of Liver Enlargement?
— Thyro-toxic HF. o
\, Auto-immune [Iry Toxic goitre & Hashimoto's Thyroiditis]
“~ Thyroid Lymphoma.
~.— Liver Metastasis.

Q24: What are causes of Spleen Enlargement?
—» Auto-immune [ 1ry Toxic & Hashimoto's Thyroiditis]
— Thyroid lymphoma.

Q34: What are the causes of dullness on Manibrium sterni? / ’
Retrosternal Goitre. T
E Ectopic Thyroid Tissue. w
Pre-tracheal L.Ns.

Q35: What are the complications of SNG?
Carcinoma “Follicular type 3%"
2ry toxic goitre. |“’ Hge m cyst.
Calcification. - Retrosiernal Extension.
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Q36: When do you Contraindicate Anti-thyroid drugs in the preoperative
preparation? )

¥ In Retro-sternal gouter

Why?

v Bocause \nti-thyroud drues e enlargement of the thyn

Meodastnal syndrome
AR <

Q37: How can you Prepare Retrosternal Toxic Goiter?

¢ -blockens ¢ Propranolol (Indml)

Q38: Can the,Cgrvigg_l__l_._.ﬂs_._gevelog 2ries from a Thyroid
carcinoma while the 1ry is not felt clinically?
Y osom occult papiliany carcinoma of the thyroid gland. This was thought in the past a

SO {orm

< form of Ectopxe thyroid gland and was called “lateral aberrant thyroid™

Q39: Is Cancer Thyroid Hormone dependent or not?

¥Y e, especally papillary. I depends on TSH stimulation

Q40: What are The Hormone dependent Tumors?
e Ihyvrowd, Breast & Prostate

Breast Sheet

Q41: Why Radioactive lodine is not indicated in Toxic nodular goiter?

¥ Because s meflective due 1o fibrosis present i the gland

Q42: What is the Amount of the Thyroid gland to be left in subtotal
Thyroidectomy for SNG?
¥ An Amount equal 10 4 grams on each side.
Q43: What is the Amount of the Thyroid gland to be left in subtotal
thyroidectomy for Toxic nodular goiter?

¥ An amount equal 10 2 grams on each side

Q44: What is the danger of Haematoma after Thyroidectomy?
T It can lead 1o suffocatjon as it s enclosed within the pre-tracheal muscles.

oY

~
Q45: How do you Treat it ?
¥ First, urgently, while the patient 1s 10 bed, the sutures are cul to relieve the tensiog and

the patient 1s takem 10 (he theater to deal wath the bleeder.

‘...'ll'..l.l.'lllllllllllllllllllllllllllllllllllllllllllllll
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1. Inflammation: (Acute, Chronic Mastitis)

2. Mammary Dysplasia [ANDI]: Fibroadenosis

3. Benign Tumors: Duct Papilloma, Fibroadenoma.

4. Malignancy: Cancer Breast

1 im TETISRASTETRY
| . INFLAMMATION
. ) A. Q\cy!_(}] The most common type is " Acute Bacterial Mastitis" }
» C/O General: (FHM.A) \ood " et d
Compl /7€ o f Local: Dull ach pain

J '.,('1 ual" 77

(N.B If suppuration occur) As above but Fever become

1

H( € and pain is Throhbing !

with purslent discharge. i.c. ﬁt_ﬁg_gm T !
|

i

Y- o
» Exam: Tendemess , Hotness, Redness and Tense + Non specific L.Ns (Firm & Tender)
B. (Chronid "
~ * Non specific I: It is very difficult to differentiate it from cancer. i
History of Acute abscess.

[Mammary Duct Ectazia] (> Itis very difficult to differentiate it from cancer.
(Plasma Cell Mastitis) Green pyste discharge,
No history of Acute abscess.




T ST TN v %

e '

" Exam. =x Breast Hard not Tender mass.
2 MAMMARY‘}DYSPLASIA - ) . L_lrcumscribcq edge 1. (Hard mass in sofi breasty
R i 2hhic el Voo o o | Fibroadenosis e Fixed to skin & chest wall
Age  Afier puberty & Before menopause \e [.Ns enlarged. hard 1" mobile then Fixed

!

O Pain » duli ache. T before, L after menses * Skin Manifestations: (7)
L e . F— YT P 1
R . . ] T Dunpling & Puckering —=  Pagel's. . Dermatitis .
Disch i B. This pain stop with pregnancy 2 Nipple Retraction & Deviation || & Old Female. e Y oung femalc
INCMACYE > SCrous, @reen or dark [ & Peau d” orance “Pitted Oed o™ i } . B Bilateral
- W3 Peaud ¢ range “Pitte: ema [ e Untlateral. e Bitateral
Mass > Painful and Fixed (o breast tissues. I, Cancerous skin nodules | | eErosion.',. —”‘// e No Erosion {
=3 =~ - R A > F ” -
= Away from Arcola 2L ANCTT A CUILASSC | | *Noliching Jozing) Present
F - - . 6. Ulceration &jmg;i‘.eﬁ | ! o Associated with e Associated with
am. M Firm as i Fe nodules by Tips of Fingers . 17)Paget’s d;:;‘:b': 1.¢. malignant eczema | carcinoma  breastabscess |
Discharge — By patient herself. K. oL pgple 25 —
. 7 -
~ Mass > Away form the Arcola, beat 2 bhe! il l:,»,:‘_:f g a2z
L ORAL

3. BENIGN TUMORS

A. Duct Papilloma |. Swelling of Breast

Very Important

\ge 40 years 1. D.D from "Hard" Swellings: *r Traumatic Diseases.
C.(¥ —e Bleeding per nipple V4 " B L.jmcer Breast. =
R ; NS *r Chronic Breast Abscess
~—* Retroareolar mass e Retenton cyst [ 5 Q * Mammary Duct Ectazia
E xamx—e Rewo-arvolar mass \$ £ \‘T—‘*}‘ 2. D.D from "Firm" Swellings: ¢ Fibroadenosis.
" Localnze the duct by palpation of cach quadrnt > \\\/\/\ — * Hard Fibroadenoma. ‘
TN 3. DD from "Cystic” Swellings: “¢ Duct papilloma 1.¢c. Retention cyst
B. Fibroadenoma ¥ Cyst of Bloodgeed (Fi o)
- i Hard . .. ¢y Solt : ¥ Acute Abscess.
~Age . U - U years 30 - 20 years 4. DD from "Soft” Swellings: ;\'\Sc\rﬁiioroakm
© 1 Firm. rainless mass * Seft painless mass. ¥ Cysta-sarcoma Physilowdes
CO | * Siew Rawr of growth, “ Rapid Rate of growth S
T <. maiignancy 1s Rare e mal:gnancy is common | ii. Abnormal Discharges from Nipple 5 - F\\
| = Fi o end r Soft not tender : _ - ’ i
f x :m: n:;":u:gg ¥ Soft nor | Purulem drscharze —+ Breast Abscess P . ) »
EXIN. 4 vighiie (Breast Maws 2 Green past —» Mammary Dec: Ectaza f?)/
oot s .l % N0 L Ns Eniarpement 3. Serous. green. brown  —» Fibroadenoss :
o pascitag % Somall E . 4 Blood -+ Duct Papalioma or Duct Carcmoma.
Trearment, Excision bispew & Exs S i ; 3 Necrouc crystals — Degeneratiog Carcinoma.
P ——— ! & Moy — Galactoceie.

ilil. Pain of Breast

\ae U s ears - sk aetors -

From &m“r‘i Breast Fibmadennss i sg=8') or Masiodynaa

L] % Sacterial Tastem ar acute breast 20scess.
C » ~ » Hurd >aniess mass, Discowered Accidencally (& Carcmoma s pamiess % Advarced
* Rapid Rare of rowh. gl

e Discharze - Slood — Duct caemnma.
- wermtc rywaly —» Degoperanng carcmoma
» Siin Manifesacion . e
« ® Yiermetams (LKL S page I

v Mastns Cennroematosy

3 Drseases of one, muscle and phoca
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(MBREAST SHEET

* PERSONAL HISTORY
I. Name

=N N -
% Don’t Forget: (ASK about, changes of the Nipple) b_[)

' H .~ A e W g
Cl rpme ./ Deviation
1 Discharge ‘.9\3 dram (LD

4. Discoloration

(3)Destruction (Pagets)
5. Dermatitis %) Depression (Retraction)

es of Ni tion? (See Q: 2)
Q: What are Causes & Types of Nipple Retraction? (See Q

2. Ape I. Fibroadenosis — Afler P

uberty or Before Menapause.
______ 30 years,
3. Soft Fibroadenoma & Duct Papilloma — 30-40 years.
4. Carcinoma of Brcast —» 40 - 60 years.

3. Sex — Carcinoma more common in Female than Male,

Highest incidence in (U.S./\} i.c. Malignancy
Lowest incidence in (Japan) )

5. Occupation (For exposure to Radiation) i.e. Malignancy.

6. Marital status Patients Married or not, Hav

4. Residence ’—->
N

ing children or not, Lactating or not

) & }_ = T [Unmarried; Nullipara or Non lactating Female] leads to
“_1,5 IR e (See Q:1) -7T Risk of malignangy- e
\){\‘,__. . > Uses of Contraceptive pilés for long duration leads to

-1 Risk of malignancy.
Menstrual History —» Early menarche (-
(= S0years) leads 1o

8. Special habits of medical importance.

7. 15 years) or Delayed menopause
+T Risk of Malignancy.

* COMPLAINT < Painless lump —. Benign Tumors, Carcinoma or Chronic Abscess
Painful lump —. Fibroadenosis or Acute Abscess
* PRESENT HISTORY

I Analysis of Complaint (Swelling + Pain)
IL. Analysis of Symptoms related to Part affected
HL Analysis of Symptoms related to Other Parts affected

BAnalysis of complaint (Swelling - Pain)

1. 0.C.D l(p)nw( - Course - Duration)
< @t

2. PAINS ... 2 %&Q
Site iedio by 951l €) Sz Mominy prey 3. Extent
‘¢ Number 4. Characters
“ Investigations & tit 5. T by
* Associated swelling as (L.Ns metastasis) 6. L by
% Pain " If present” Referred of not

lIBANalysis of symptoms related to
{ @ L.e. Pressure Symptoms of (Lipper limb) = Axillary
V% Vein = Oedema

11 MAnalysis of Symptoms related to Other Parts affected

i.e. General complications

% Acute [nflammation — F.H.M.A. (See Page 2)

ol H ] i} - '
¢ For Metastasis — L.B.L.B (Sec Page 2) to Exclude Malignanc ; Vbjl‘j}: @({’* ';:;
THsToRY B G i (T I
% PAST HISTORY _ , i) o Bl (e doy 2 s d
* Similar condition # LV Elabi ml1- ¥ )‘-x )
* Discases as DM, hypertension, heart disease etc.. s Ao /_
~* History of drugs intake as prolonged use of Contracep T es of biopst:
4 5) y*-’f * History of Breast Irradiation : _ )QI ‘ r\f' ,r\(l;l
| ' story onysL BIODEY o e 2. Frozen
e /- = History of Breast operations as { Colon 2 Frosen
?& S History of Benign lesion or cancer (Endometrium or ) i (RO
4. Excisional.
* FA"—M";YYHI‘S'}B}EVA »$ prator Condl }-A;‘A‘ iy - (INGo A ""'.l,)l

n’
* To exclude familial tendency as "Cancer Breast

EXAMPLE OF

§ BREAST SHEET_ 2

# PERSONAL HISTORY - | e
- .‘,lh-m; o ;\-\ (3 pf) &gk fernale patients, 55 years old, from t\)f-“ ‘-u.‘}‘ Hous; w;lfg u;t:;::n:;nu

35 years, has 5 c‘hildran The youngest 15 years Qld. Tbc Menstrual history: Menarche (13 y

ML')IIIOPN‘.ISC (48 years). No special habits of medical importance.

* COMPLAINT

Painless swelling at Lt. Breast 13 years ago.
* PR Thc él::ﬂ;lioﬁhi; startied 13 ycars ago (after lactation of her last girl) by Acute Aniset and
L]
progressive course | | |
» The Condition was associated with (Fever, Lt. Axillary L.Ns & Purulent discharge)

The Patient was admitted to U= 3! hospital & was investigated by Aspiration & Soft tissuc
¥ . =
’ mammography and then surgical excision was done.

But stmilar condition occur 2 year after that, she was advised 1o do another excision but she
¢ .. A%
refused and treated by Aqtibiotics

o All symptoms disappeared Except ths painless mass.

-

o No Nipple Abnormalities as (Devialion, Discoloratson, Discharg e‘ )
s No Skin Manifestations as ( Dimpling. Puckering, Peau d'otange)

~
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45 [IMLOCAL EXAMINATION
® No pressure manifestations at upper limb: as color changes. ocdema, Tingling, numbness. - PV - . o Al A
o S PropER Postmion v CTE o [y
e No History of Trauma. i S —
@ Situng Position — For Inspection & Palpation. .
‘ e No Mctastatic manifestations @ L\lin!. Position — For Palpation only. ’
: |
* PAST HISTORY 2 PROPER EXPOSURE
Ihere was similar condition, she is diabetic, No hypertension, No T.B, No Bilharziasis, ) " ) Iy naked t
there was history about hepatitis with past history of pain in Rt. hyperchondrium & “ i ml‘r_h”m of body is completely na :(mg ket)
. Jaundice, No drug allergy, No previous operations or biopsy. Oral contraceptive pills was taken, the umbilicus (Back & shoulder covered with blanket
: o - .
: but advised 1o stop them as they not metabolized by discased liver. ' - UL crpese . ) -
~ L ugpeasa { L ) . L5
\ QF -

* FAMILY HISTORY
No family history of similar condition (Irrelevant)

3 PP ————
| 3 *INseECTION

ax g LN/ > \
Patient 15 Sitting nnl\'li"\)f')\/‘ L C‘ ) ‘;/’,L/,Z b Y-
[ =

E

=

r

|

DIAGNOSIS : .

Hard painless mass of Breast most probably Chronic Breast Abscess

UM GENERAL EXAMINATION

#VITAL SIGNS  Vital signs "Scc Page 2" »

1. Breast as a whole

*t Level' (By Comparing) Elevated or at Lower level
“r Shape: Normal or Dlsmned,)); - \\\ }’//
o
“ Size: Shrunken or Enlarged V \ if ﬂ/

Mo
* Mobility: § -
I " \‘ jv\  a Ask pauentto énd forwarg, and note i d
t ~ the dggree nfbrcus&gxquu\mn'1\ (L dvlvd ® ) \:’)
b Ask patient tocqase the arms up, so that % [

deformity lumpor dfimple wore obvious

B. GENERAL EXAMINATION ( A.B.C.D.E.F ) “Sce Page 2

C. SYSTEMIC EXAMINATION "Aim is Looking for metastasis™
Q: What is meant by occult carcinomu? (See (): 3)
1. HEAD: 1. Skull: For bone metastasis ’ -
- ] . _ Don’t Forgets
2. Lip: For Pallor & Cyanosis i.c.( Mediastinal L.Ns Enlargement) ¢ Elevation, Shrinkage, Deficiency of protrusion on bending forward & increase
deformity on raising the arm — sign of fibrosis
Q: Which diseases are accurved? (See Q- 6)

3. Eye : For Pallor & Jaundice i.e. (liver Metastasis)

1L NECK: | Supra-clayicular I..Ns “Virchow’s gland”™ Why? (See Q: 4)

g 2. Nippie (Comparing both side
2. Congested Neck Veins “Mediastinal L.Ns enlargement”. (See (): §) T & parioe !

* Destruction: e.g. Erosion as in Paget's diseasc

Lorad
11 UPPER LIMB: 1. Potse “IF weak volume” means (Axillary L Ns Enlargement) * Depression (Retraction) (S Q7) ok ¢ coloradaam

- Weakness of Muscie or Sensory Changes or Oedema. ﬁmm!eﬁgmny”t&wnnrdwumﬂly) O
IV. LOWER LIMB: For Ocdema * Discharge  aad s oy / ,
" -, .. . ] ) ) o/
V. CHEST: For Metastasis w chest wal 3. Arecka (Comparing both side) Yy 1K e F m,atul;w\,‘l.‘u._x cerl
Y1. ABDOMEN For 4!.Liver£nhrmnl,.¢51 .11 ﬁﬁm{mklnvmmmmmapmm) Lti..lﬁ,i.’»'-wfi ,.n(‘ Lign
t,z Umnbilscal Nodules (. ier o3 PPU g() N ' a.-h&ui-.z:n [lrasis ar net? Why? fias Q= B) _clipply
3 M.hm Ascites L,‘ N Sﬂﬂ!&!(uﬂm‘)“/’ ’(J ﬁ \t‘?j)/ If L’WJ‘IGV} - ?'u 0'7 O'~"' 50

4 Increase in pre;
Yil. PON'T FORGET BACK For Metastanrs sige pregnancy

B.B PR & PV examination te detact pelvic de

“ Shape: Normally Rounded & lrregulas ng fibrosis
§ mass: (NSED) .

- t Nodu k!‘ T T
vopr LKy s #h , = 8 o ‘
?'( /& )ﬁa..':‘,»p/ f"n’{ B o)d oy yaLove "W"'}/( f. M;l”S/‘ r [’ o

: ‘JWCWC'-P:«:'* of storeeh & ”"”Q?Y“‘-[‘

A
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4. Mass: (NSED)

N— ¥ Number > Usually Singlc

68 ¢ Site — The upper outer quadrant is the

((:nmmuncsl site for carcinoma. (See Q: 9)

— v Sige — Rtor Lt (See Q: 10)
[~ * Shape — Round or oval or irregular

— v Size - in (CmxCm)

benign lesion
—> Irregular In Malignancy
— Sign of Inflammation.
— Redness & Shiny
—» Sign of Malignancy.
— Skin Manifestations. —

— -t Surface — Smooth In
\_

“c Skin over

E — ¥ Edge: very difficult to be seen by palpation.
3 D XD Deep to Mass: 3

i.c. under-surface of breast.

@ Draining 1..Ns
Axillary & supraclavicular L.Ns at the same
side & other side See Chapter (12)

@ Distal Effect: (Upper limb)
For Wasted muscle, Oedema & Deformity
(If Axillary L.Ns enlargement)

The 7 Areas

e T A

51
3. Mass: (TESCR) I
T * Temp — Hotness as in Inflammation. : /YL‘ serdeph . \ ;’J
Tender as in Fibroadenosis, Inflammation :

% Tenderness
r Non Tender as Hard Fibroadenoma or Cancer breast.

* PALPATIQN "Paticnt is Sitting then Lving down"

For

1. Breast as a whole

(2 ‘-‘“J"")
1. Palpate both breast but normal one is 1*
———

2. Sitting 1** then supine.
3. By flat of hand (palmar surface of fingers)

*' then (whll 1) bimanual /

N.B. Palpation done in 7 areas
# Four Quadrants
e Sub-areolar region = Retro-ar¢vlar.
¢ Under-surface of breast
o Axillary Tail (W3l g3 a3¥)

2. L.Ns Examination:
Very important See Chapter (12)

E — Edge Maybe i, [ach = /!;I;
* Well | Circumscribed as in Benign Tumors. ol Coeal i
e 11l Circumscribed as in Carcinoma.
B (See Q: 11)
S /¥ Site, Side, Shape, Size [As Inspection ]
— % Surface * Smooth — Benign lesion.
o [rregular — Malignancy.
Also under surface of mass (at undersurface of the breast).
» Rounded — Benign lesion.
e Flat — Carcinoma (See Q: 12)
—m N # Skin over
* By pinching up the skin or sliding the skin or moving the mass under skin.
o If Infiltrated = Puckering — Cancer Breast.
W 2 >3
C — Consistency: o s m/‘) ) 3 i
o Cystic: Acute Abscess (How to examme it?) — Fluctuation Test if :.upie:ﬁga
Nl %( jebule @ LAY 5 3
o Firm: Flbroade‘nosls or Hard flbroadcnoma Paget’s Test if deeo.
Mifee anvs ‘h' A e
« Hard: Cancer breast ‘or Chronic Breast Abscess
3 Lige Yo id
o Soft: Soft Fibroadenoma. )
S veleyed weogede
R — Relation:
I Nipple —-—-—'—"‘"{‘
@2 Skin
@ Breast submmu
@ Muscle. \
2 Rubs N

O Fibroadenosis: Fixed to Breast tissue & Away form Areola.
@ Dugct Papilloms: Retro-areolar mass.
@ Hard Fibrogdenoma: Mobile not Fixed i.e .Breast Mouse.

@ Cancer Breast » Fixed mass Infiitrating the surrounding.
» Skin manifestation
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1. Relation to Nipple

. U_y holding the Nipple with one hand and moving the mass away from it by other hand
e I Retro-arcolar — Duct Papilloma o

2. Relation to Skin

DISCUSSION BREAST

® By pinching up the skin or sliding the skin or mo

_ - i on Sheet ¥l |
CInfi . ving the mass under skin or patient raise her arm R _QUEStlL___‘_‘_
e If Infilirated - Puckering — Cancer Breast . =
. i 9
3. Relation to ?reosf substflnce Q1: What are the Risk factors of Mali n?‘!ll-c e:;rs
. l{y hnklhng the breast with one hand and moving the mass within it by other hand. Barly Menire o :5(3) ycarsv
. ll‘ MQI)Q(;_—)llardﬂﬁbroadenoma i.c. Breast Mouse Late Mennpla:llsc nant f 30 );earg
* Il Kixed & Away from Areola — Fibroadenosis Relations ta Female ge-t pree Jatives
4. Relation to Muscle (Breast overlies 3 Muscles) Pecionalis ,MljurM"sc‘c > Female m-(h Camiel' wf!;izrl::c:sl -
(A) Pectoralis M-a'or /__/7‘ \{{_‘\__\ Female with C:'im.er of one't St
® Ask the patient to put her hands relaxed i / R L, Female with History of benign lesion.
€ p: s relaxed in o, AT .otive pills
J"ﬁl‘éwmsl and show — Mobility of mass. AN '.,*j AN Relations to Prolonged use of Oral contraceptive pills.
® Then: Ask the patient to press her hands \\ e, \T'/ b E Relations to Atypical Hyperplasia o)
against waist and show — Mobility of mass. \ /5 4 o) / Relations to [ Carcinoma of Colon or Endometrium
~ o= .
* Results : Limited mobility = Infiltration. e UUIAEY
- . > Female Married but Nullipara. :
(B) Scr;atus An!erllor o ) Relations to E Female Married, Multipara but Non lactating.
For mass in lower Quter quadrant serratus Anterd i
j : ;s Anterior M i ?
® Ask patient to put her outstretched hands /.’\r? e usc'? 5 Q2: What are Causes & Types of Nipple Retraction:
relaxed on your shoulder or wall then / :“’__/) » Congenital: Before puberty & Bilateral.
show — Mobility of mass. ;T > Acquired: After puberty & Unilateral.
* Then: Ask the patient to press against ;A (‘, ¢.g. ¢ Cancer Breast. .
your shoulders & show — of mass. ' f‘/_‘;/"?\”} ? + Mammary duct Ectazia.
Ny
* Results: Limited mobility = Infiltration. '

¢ Chronic Breast Abscess.

Questions on General Exam.

Q3: What is meant by Occult Carcinoma?
¢ Carcinoma represented 1* by L.Ns enlargement as 1

5. Relation to Ribs

( i) ] 4
- . ; _ T Lovm Pht cdor®™ .
* Moving the lump while the patient is Relaxed.’ - 2 .‘K‘ oyl € :
I Absent mobility this means Ribs infiltration

VAINVESTIGATIONS

1. The most important is Soft Tissue Mamography.

e Naso-pharynx Ca. e Cancer Breast « Cancer Goitre s Cancer Testis
: are the causes of Supra-clavicular L.Ns Enlargement?
2. U/S to DD Cystic from Solid. Q4: What

% Lt side Enlargement
3. Biopsy.

[:Below diaphragm: (Cancer Stomach, Cancer Colon &

Hypernephroma & Cancer pancreas)
Above diaphragm: (Cancer Breast & Bronchial Carcinoma)
» Rt. side Enlargement
Below diaphragm: (Bare area of liver)
[: Above diaphragm: (Cancer Breast)

Q5: What is meant by Mediastinal Syndrome?
o Dyspnea, Congested Neck veins & Brassy caugh.

or © Fibroadenosis.
or O Fibroadenoma.
or O Breast Carcinoma.

Iv. vt
© Chronic Breast Abscess. - >

e P T~

n
‘w
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Questions on Local Exam.» |

Q8: Which diseases characterized by Fibrosis?
| # Chronic Breast Abscess.
‘ * Mummary Duct Ectazia.

® Cancer breast (Scirrhous & Atrophic Scirrhous)

Q7: What is the Mechanism of Nipple Retraction?

t Excessive Fibrosis .

Q8: Is the colour of areola dark with fibrosis? Why?

B ~ ~ . ~
* Yes. Because fibrosis - T Concentration of Mclanocytes

Q9: Why is the upper outer quadrant commonest for Carcinoma?
* Because, most of Mamary gland & oestrogen receptors are present in this
e ~
Q10: What are the possibilities of Bilateral Breast Mass?
* Fibroadenosis
* Carcinoma (rare)

quadrant

N.B. To DD benween the 2 causes:
== OS2 Dehween the - causes:
*_Fibroadenosis: mirror image.

® Carcinoma: Not mirror image.

Q11: Why Carcinoma being Circumscribed Edge?

‘¢ Because it is a Hard (Malignant) mass inside Soft (Breast tissuc)

Questions on Management

Q12: Why carcinoma being flat at undersurface of Breast?

* Because, invasion occur antenorly which is being Iess resistant

Q13: How can you detect carcinoma of The Breast?
“ By Tumor Marker [As Routine for pt. > 40 years|
They are:— (CA 15-3) = (Cancer Antigen 15-3)
(MCA) = Mammary Carcinoma Antigen.

Q14: What are Types of Biopsy?
e FN AC.
® Frozen biopsy.
e Excisional biopsy.
e Paraffin biopsy.

(ood luck
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HERNIA '

INTODUCTION

A
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Hernia is Protrusion of a viscus or part of viscus within
a peritoneal sac through an opening of abdominal wall.

L
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- 1. M' (i.e. Inguinal Hernia) (1% common) { \* femolal
N e [
O Area Above [nguinal ligament (Groin C.r‘L._llu
T - v Al b ol Nats. EX Nt 7 Locs
r T AT iadiceet - Obligae 8 Eon s i Direct. 3
I Tacdrnee Y » 80% «20%  avly
[2. 4g¢ & Sev l e Anyage & Male > Femalg e Oldage & usuathy Male
3. Side s common bilaretFHEs— e More common bilategal> 50%
iy L Shape { e Pyriform (Oblong) o Hemispherical (Rounded)
I5. Direciion oydesend 1 o Downwards, forwards & medial e Forwards. ) /
$6. Dusent imin s civtien {e Can descend. o Extremety Rare N n o7/ @7
{7 Reduitian e Upward and laterally. o Backwards.
4 Internal Ring Text 4 » Not desend. e Desend.
9 Lxrermal Ripg Fsr @ » Wide ning and show Impulse * Normal ring and show Impulse
A= SN at tip of little finger at medial side of hittle finger.
& More common. ® Less common.

2. &m‘_ﬂﬂm (i.e. Femoral Hernia)

O _Arca Below Inguinal ligament (Groin creasc)
N.B ['1] & [2] Called Groin Hernia
Q: What is Meani by Groin area? (See Q:1)
Q: What are the attachment of Inguinal Ligament (See :1)

3. Umbilical Region: (ie. Umbilical Hernia)

¥

N.B. (a) Umbilical Hernia is Central & Rounded in shape.

4. Epigastric Reglon: (ie. Epigastric Hernia)

© Area away from umbilicus and at sitc of linea Alba.

5. Incisional Hernig: (Le. Post-operative hernis) (2 common)

6. Others: Rare sites of Hernia (See Q: 5)

% [DEFINITION | .
EFINITION T / > ‘em“m(

umbiica

Inguinal

(b) Pars-umbilical Hernia is Excentric and Crescentic in shape.
Q: How can you DD between supra & infraumbilical hernia? (See : 3)

Q: What is the commonest lncisional hernia and What is the main 111 ? (See Q- #)

© Area midway between the xiphisternum & Symphysis pubis i.c. At normal site of umhlicus.



56
* AETIOLOGY |1 may he )

A. Congenital: Duc to presence of a Congenital Performed Sac
c.g. The Remains of Processus Vaginalis (Congenital Inguinal Hernia).

B. Acquired: (duc 1) ®

1. T Intra- abdominal Pressure

* Chronic Straining > cough, constipation or Scnile E
* Abdominal Swelling - » pregnancy, asciles or

HepatoSplenoMegaly (HSM)
& Occupational as P(mu\._z

2. Weakness of Abdominal wall

® Ohesity - fat separate the muscle bundles and weakens the aponeurosis.
* Stretching by pregnancy

® Previous Operations

* STRUCTURE [ The Defect + The Sac + The Content|
A The Defect Through which sac Bulges out

Covenng
B The Sac (See Diagram) > « Fund
I'he sac has many shape rsee below) > (\
\ ‘c Pear-Shaped: Indirect (oblique) inguinal hernia.
- | o ) o Neck
% Hemispherical: Direct inguinal hernia. -
“ Conical: Infantile Umbilical hernia.
¢ Mouth

e The Sac is fixed to surroundings and remain unreduced
while the content can be reduced

C The Content o It may be any organ Except the Pancreas.
If Intestine

¥
i

If Omentum

> Cfmshtenq —-] o Soft.

® Last part difficult, because
adhesion of sac and omentum.
e Show Doughy sensation.

e Duliness.
* Smooth surface

| < * o 1" part difficult, because

!-f R'cdudbilitﬂ}fjr of gasus

L S . Show Si irgling sensaton.
1 o, o

;’ Percussion: === o Rcsondm S

3 ]f:lpxnon- _‘?Tg o Lobulated surface.

Don‘t Forget (types of Hemia) which may bel
@ Infantile — diagnosed during operation.
@ Congenital - diagnosed by mapidly reaching the scrotum.
@ Adult — diagnosed by gradually reaching the scromm.

Enlargement of Prostate (SEP)

;87
‘ WHERNIA SHEET)
B
F T - s e |
l‘ * PERSONAL HISTORY [
: 1. Name Iy ek (and 29e) s ftwwrel (ad
" - 2. Age —» Congenital inguinal hemia (Infant) , - g " il ,\ 4-;] )
- : 3. Sex Indirect inguinal hernia (Male > |~t-mnlcl
' T - Dircct inguinal hernia (Male only)
. » Femoral hernia common w ith (Female)
3 ! Py .
s 4. Residence .
S 17
.I 5. Qccupation lobs with straining as Porters if:i'ur . ‘
6. Marital status Repeated pregnancies .‘.‘ './
X l *4 \\ -
7. Special habits of medical importance
'I . Chronic heavy smokers will have chronic cough
' ‘1 . .
* ls;c;—r;;l::l;l Swelling = Pain (Atsite of Hernial Orifices)
.l PR o
l peel % PRESENT HISTORY
1. Analysis of complaint (Swelhng = PJlm._
1. Analvsis of svmptoms related to Part aftected )
l 111. Analysis of symptoms related 10 Other parts affected
- IWAnalysis of Complaint (Swelling ! Pain
1. Q.C.D. (Onset - Courve - l)uruli:m’iv,‘ marbht b femS QCh
» bl g e e 1 0 ] -
2. Pr l\ 3 . ) ‘S‘_tc
—}(ﬁ_i Side , 5 2¢ Lkesmun or cronge <17 ?) Extent
¥ \llmbc;_/ Characters (dmging by st's wewglt)
R -
* Investigations & tit (True used or not) (See Q:6) T by (mnim)
% Associated swelling as (1.¢. hermial orifices) + by (lying down)
% Pain (usually painless) except if complicated. seveyiry F !;—«('rv‘~()

(:3)* with Standing ¢}, vy
@ + with Lying down , vz <4

[ 1B Analysis of Symptoms related to

i.e. Local L'omgh_r,iljgm
* lrreducibility: Patient unabie to reduce the swelimg

& Obstrustion: Patient suffer from Constipation, Colics, Distension & Vomiting
% Inlammation: (F.H.M.A) - Redness & Panful swelling
% Steanguistion: { Painful | ~ ( Manifestaiion of obstruction)
* Not show Expansite impulsc on cough § g 9. ‘}; LDy | 3

N.B. Strangulation = Tense & Tender
i

Part affected

L
(r.n-—J'(r'
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UIBAnalysis of Symptoms related to Other parts affected
Usually occur After Reduction
' Intestinal Svimptoms

As L obies and dyspepsia in Enterocele

U Urinary Symptoms

As lenewed destre to micturarte 1c. Double Micturation
Q: When can you suspect sliding Hermia? (See Q: 7

O Patient’s Ability to work (Affected or Not)

Don't forget Asking about the Possible Causes 1o COPD, Ascitis or S. 1 P (.'. v g bh
J s h e

PR ) hoen. .
> P \' s '1\"‘\ (L‘-

petnn)

* PAST HISTORY

* Similar condition e Recurrgpgy

* hstory of discases as DM, hypertension, heart disease etc. ..
% i istory of previous operation If Incisional hernia

]
S 2 Y, COID, G s,
* FAMILY HisTORY </~ % 2% o

* Vor Congenital mesenchymal wall

EXAMPLE OF R
& HERNIA SHEET &'

* PERSONAL HISTORY,
S lall e aia) il 2aas Male patient, 52 years old, borne and live in & s Builder married since 32

years, has 7 children (4 girl & 3 male) the youngest 10 years old, his is a cigarette smoker and smokes

20 crgurette per day since 25 years. No other special habits of medical importance.

» COMPLAINT

Bulateral pamless swelling at both grom since 5 years ago,
—

» PREBERT HISTORY
o The condition 1s started S years ago by swelling in Rt groin of gradual onset nd [ntemuttent
course after lifting a heavy object, he develops another swelling at Lt grom afier one year
from the onset.

¢ No investigations and treatment was done (Truss not used)
o No associated swellings at other Hernial orifices and No pain,
o The swelling is reaching scrotum. It T by cough and straining and 4 on lying down.

o There ace No local complications: in form of’
* No.history. suggssting redugibility: 1tis reducible by patient.

* No.history. suggesting inflammation: No redness and oedema, No fever, Headache,
Mualaise & Anorexia.

1 1 nming Dot
= N\o histon ~:;g;,';.:_1l,u;;_l_m.;\tuu_[v\‘hfl,r,uu‘\m; ln torm of colic s yomibing. absolut
) constipation & abdonnnal distension

* No hiaton SUgESsing sEanguiatinn A seyvere paimn

\ 1 dhing 1e S : Herms
e There ts No desire of micturation after reduction of tis swe ihng 1. No Shiding Herma

* PAST HISTORY
No past history about recurrence. No DM, No hypertension, No T.8, No Bilharzasis, No drug

allergy, No previous operahions
* FAMILY HISTORY
No famuily history of similar condition (Irrelevant) .
b » e )

—~ T /o

~—_ DIAGNOSIS = S
P \\ \ ‘A \ ( »

Bilateral Indirect, Uncomplicated \

Inguino-scrotal Hernia

|MGENERAL EXAMINATION

* VITAL SIGNS “Sec Page 2

B. GENERAL EXAMINATION | AB.C.DLE.F ) "Ser Page 2"
N.B Qberity: Conmaindicate repair (W hy) (See Q:8) ("r:,

D Loal sl .t ¢,C] ¢ i
- v I e R0 CHal S92 ¢ ,/?“M"‘" w
C. SYSTEMIC EXAMINATION ¥ o T Ak %
17 we look tor manifestation of w a"ll(KIL-~;~|}\‘I1) "15;\ e Visceroptosis ’\#
= T

e V.V i
* Vancocele i
Kyphosis

LThen L HEAD: » Eyve: For Pallor & Jaundice
IL NECK: -+ Congested Neck veins {1
HL CHEST; — (COPD) hke Asthma or Bronchitis, J * Piles
" . . Plat foot
IV. LOWER LIMB: —» Fiat foot, Varicose vein or Oedema X
V. ABDOMEN

Rising Test Ask the patient 10 raise his ynsupponied shoulgters. Then look fur
DRivenicbion of Rectt « ¢, poor musculature.

[ wmm Ask the pauent to mise unsupported bead then look at grom for
bulging 1. poor musculature,

Q: What is meant by Phantom Hermia? (See Q@

”:C Abdominal Swelings. For Ascitis or HSM

Abdowinal Distgnsion: for Exclusion of intesting) ubstruction.
\'\«D Sears: of previous uperation ax Appendicectomy Why) (See Q: 19)

VL SCROTUM: -+ If associated Varicocele
VI EREXAMINATION: ~ For SEP o1 o] e ¢

Bock Kyphoris

-
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UBILOCAL EXAMINATION

S PROPER POSITION

S Siting with his eyes at the level of hernia
. & turning the patient’s head o one side.
| . [y
* o swelhing: Ask patient 1o cough and notice il
—_——

2 PROPER EXPOSURE

s Paticnl b
I'he Patient should he Aanding up and bare of clothes

om the mgpla: o the knee.

sl U ko
=v riethel gpor @ .
* INSPECTION NS kD e e
N— % Number » Usually Single
tes of Hernias :
%S % Site > (See before) r“‘:j"‘“"‘:‘l H. b et it
embilicd M (88 e H
/u/‘ But Don’t Forget : "Groin hernia” (Eilncricnai H.
:\ f/ { -, /
VTN - Above groin creasc — Inguinal hernia, \ / \ {
3 '1_//4 - Indirect: Pesend to scrnlmm i O—\:—{--—C“
- Direct: Nog desend to - seroning O———=C
A Lo
Below yroin crease —» Femoral hernia, = A
. : - a
77 ) (= e Side > Riorl.t ‘ .
— /< Shape & Direction \ \\ 7\

e Oblong or Pyriform — Indirect inguinal hernia.
- Downwards, Forwards & Medially

e Rounged or hemispherical —»_Direct inguinal hemia.
- Forwards

— ¢ Slze -—» Small, Modcrate or Large or in (cm¥cm)
P

» Smooth If Omentocele
» Lobulated If Enterocele

— 7c Surface

I— 7 Skin over Normal or may show.
* Ry dncss - Inflammation & Strangulation.
Scars ot previous operation —> Incisional hernis.

A L ( % Other swelling (Look for other hernia)
7« Special sign Expansil¢ impu For other causes (See Q: (1)
Q: When Hernia not show this sign? (See (Q; 12) .

E — #c Edge: Very difficult to be scen

*: (Look for)

e Scrotum & Root of penis: If Groin hernias
o Abdomen !f Abdominal Hernias. {o b 2

D— % o

{ pepon’:

T TSI TR TRONADY N RN e 0T AN Dl B

s

. 2

cr #e F ‘i/_, Pos )
serres .

J,“L” z{.& it (,J.Jy',

34

6l

" Direet Inguinal bernia

Dir=et Ingnins! Hernis "1

1

Slow to disappaar

88

* PALPATION

(TESCR)
2 T[

E— Edge e« [li defined usually with [ndirect inguinal hernia

%

% Temderness: — Specific to Strangulated hernia.

2 PROPER POSITION: The Examiner must be
from front or from side of the patient

2 PROPER EXPOSURE: The patient must be examined
17 while he is standing then supine.

e |
iﬁ'f,’/\"u"”u\t%g!*k~ I

mp.: — Warm if Inflamed hernia

o Well defined usually with Direct inguinal hernia -

% Site (Related to Pubic Tubercle)
» Inguinal hemia: Above & Medial.
* Femoral hernia’ Below & Lateral.

3 NBQ For Anatomical site of pubic tubercle
& Hew clinically detected? (See Q: 13)

@ If (Inguinal hernia) Ask vour self B
Is it inguinal or ingumo-serotal?
S0 Mald the neck of scrotum berween the thumb,
infront and middle three fingers behind
o [f Irguinal swelling > you gan getahove the scrotum.
o I Inguino-scrotal — you can't get above ihe saM

@ : How can you know neck of scrotum clinically? (seeq:4)
% Side, Shape, Size, Surface, Skim gver, Other swefling [As [nspection |
% Special wign: Expansile Impulse on cough (gr- P Hhe gu clivty pask - b ry
N.B. It is Abyent (ouiy) in Strangniated Fernia. '

gr,ﬁu"i/f{ = sz av AHviian .




20 “ Consistency: Sofl —» Enterocele
Doughy —» Omentocele

am N.B. Strangulated hernia is Tense & Tender

- Compressibility & Reducibility:

own look for the swelling

» When The Patient lies

/ N/
,/C © Is It Reducible or not?

-
" /
- 4 g . .
) / = Is Reduction Spontaneous or induced?
¥ / e . .
V' T'he best one to reduce it 18 the patient himsel

‘ / N.B.: To facilitate Spontaneous Reduction do,
g Flexion, Adduction & Internal Rotation to patient’s thigh

a What is the direction of reduction?

- Indirect Inguinal Hernia Reduced upwards, backwards and laterally.

- Direct Inguinal Hernia Reduced directly backwards.
© What is the content?
- If Enterocele: The 1" Part difficult to reduced with Gurgling sensation

- If Omentocele: The last part difficult to reduced With Doughy sensation

o Iy the reduction brings a desire of micturation or not?
It is seen in hernia containing urinary bladder i.c. Sliding Hernia.

R — 7 Relation to surroundings:
» Examine Testis & Cord: (In Groin Hernias) —> M“f""’j P 5§

e [ixamin¢ Abdomen: (In Abdominal Hernias)

olternal Ring Test  ()7.5”

V. IMPORTANT

\ XY
W/\‘ Y o

A

g

X It is used for Groin hernias.
and the hernia is reduced then put your finger over the intermal ring

% The patient flics dow ‘ ur fin ; .
d point of inguinal ligament (midway

= ~which lies % Inch above mi
between Pubic Tubercle & A.S.LS)
Q: What is meant by mid-inguinal point]
It is Mid way between (Symphysis Pubis & ASLS)
% Ask The Patient to Cough: Then repeat while Standing.

X The Result: An Indirect (oblique) inguinal hernia does not Protrude
Except after removal of the finger. (D.D. Direct inguinal hernia)

© External Ring Test (< oan) o P

#t It is used for Groin hemias.
“c The Patient is @nd the hernia is reduced then put your little finger which 1s passed
into the external ring, invaginating the scrotum, with your nail

towards the spermatic cord.

— Normally: The External Ring just admits
the tip of the little finger

— If the Ring is wide = Indirect inguinal hernia.

"r Ask The Patient to Cough

% The Result
—» Impulse on The Tip of the little finger = Indirect inguinal hernis.

—» Impulse on The Medial Side of the little finger = Direct inguinal hernia.

oEciman's Technigug (v W it -ed'

» PeRCUSSIGN  Muinly in Abdominal Hernia "
& If the Content (Intestine)  — Resonant  i.e. Enterocele.
© If the Captent (Omentum) — Dullness i.c. Omentocele

» RUSEUTFATION

© Intestinal sound is heard in [An Eateroe:

= Y
% Indication: If No obvious lump is detected, 7/ -1
% Techniyue: Placing your index finger over Internal ring, ,’l d U v 5 ‘
& the middle (inger over External ring, e
& the Ring finger over Femoral canal. J :‘}J;’

%t Ask The Patient to Cough

* The Result: If The Mass protrude :
Al Index finger (Internal ring) = Indirect hernia.
E At Middle finger (Inguinal canal) = Direet hernia.
At Ring finger (Femoral canal) = Femoral hernia.
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ORAL DISSCUSSION ABOUT : !
iy T MANAGEMENT OF HERNTA R.F

Qifindirect (Obligue) Inguinal Hernia (O.1.H.
© INOPERABLE '
e If'Cardiac and Chest troubles or Pt. refuse operation

* Truss: "Rate Tail with perineal band" Will be used
Q: What are the complications of the Truss?

* Adhesion  » T Risk of strangulation.
e Infection. e Pressure atrophy on local muscle.

O OPERABLE

(a) Herniotomy = [Removal of sac]
* Indicated in Infant or young

(b) Herniorraphy = [Removal of sac + Reconstruction of Inguinal canal]
* Indicated in Adult or old + large hemia + good musculature.
Q: Why complicated by 2ry varicacele or 2ry hydrocele?
Becausc of Tighting of External ring or Internal ring or Both.
(c) Hernioplasty = [Reinforcement of Post. wall by synthetic material]
e Indicated in: Recurrent + very wid¢ defect + poor musculature
N O phere ¢ e 1S ial? S A
Q: From whe f': can we use natural uml.crml.y\,, \ a2
e Fascia lata. e Skin over hernia_

Direct Inguinal Hernia

© INOPERABLE: (Old) — Truss will be used.

© OPERABLE: Herniorraphy or better Hernioplasty :h:‘,’r re hevnlvdo g d’m"j

s of T\mk’ of

Bllkccurren Heroia) - S

© Complete Re- excision of sac then Herniorraphy or better Hernioplasty

BJFemoral Hernial -

© Operations are the main treatment (Truss is contraindicated)
Because e Hernia not reducible.
 Not fit to upper thigh.

lincisional Hernial s

@ Inoperable or Huge in size: — Palliative Abdominal Corset.

O Operable: Anatomical, Keel, Catell's Repaire (See Operative)

Blepigastric Hernial
© Excision & Repair the defect in Linea Fb.

or Mayo’s operation as PUH.

ORAL
DISCUSSION

A a,ﬂ!Yafif f—‘F

! II.!.»r-L(
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_ QUESTIONS OF ANATOMY ..

1)

X Itis arca above & below the mguma| ligament.

Q2: What is the attachment of Inguinal ligament?
* Attached from A.S.L.S — Pubic tubercle at-Bymphwsis-pabis:

Q3: How can you DD between Supra & Infra-umbilical hernia?
‘c By Crescentic shape
. H\ downward — ~_~ —> Supra-umbilical hernia
e [fupward  — -7\ - Infra-umbilical hernia

Q4: What i§ the commonest Incisional hernia & It’s ttt?
¢« Post-Appendicectomy & Prophylaxis is main ttt.

QS: What are the rare sites of hernia?
‘¢ The Rare sites are; Lumbar, Obturator, Sciatic, Gluteal Hemias

4% Questions on Sheet W |

Q6: What is meant by ' Truss ' ?

)(/\ ad edruss is ratawtail with perineal band — .‘ . S e \\
&> & Indicated with unfit patient to surgery. ' . ;5
rg"}’ ‘ ™ ey "’|
- 'VM

Q7: When can you suspect ¢ Sliding Hernia' ? ! F-’
% By renewed desire for micturation.(clonbi¢ wicdew ~1'M4)
,Ade-»t ble al vad —long Starding.

ISOre  ava hovn ) cawnsé olesiee 2 iﬂ"l(_&\-h“‘;(
N B: Sliding hernia mean urmary bladder forms a part of wall of hernia

Questions on General Exam.

Q8: Why Obesity contraindicate repair?

* Because, Fat separate between muscle fibers, Sa rate is very high.

— So Contraindicate repair. A
L

Q9: What is meant by Phantom hernia? \-5

2 Phantom hernia = Malgaign’s Bulging = !
Q10: Why Appendicectomy may lead to Direct Inguinal Hernia?

¢ If complicated by cutting of [lio- inguinal nerve — Direct Inguinal hernia.

607

Q11: What are other causes of Expansile Impulse on cough? AZ’
e Hernia E Meningocele. e Larynpocele
Fmpyema Necessilans.

Pneumatocele

Q12: When hernia not show Expansile Impulse on cough?
Y If Strangulated hernia only.

| Q13: How can z011_‘_9!i_giqglly’_desgetjks}:.ub.igT,ubsss:.l.e?

% Through, Tendon of Adductor Lonqus Muscle

Q14: How can you know Neck of Scrotum clinically?
¥ By e Root of penis.

or="e Change of shape of skin -

Q15: What are the Types of Inguinal Hernia? -

A Indirect 1nguinal Hernia
3 Congeniral
E Infuntile
Adult (whict may bhe) D
T[Zahumm'h- > Small hernia ar inguinal canal.
Funicular - > Reaching the neck of scrotum.
=~ Complete Inguino-scrotal.

B. Direct Inguinal Hernia
Mediai & lateral | in Relation to Lat. Umbilical ligament/

s : Questions on Management %

Q16: What are Types of Herniorraphy? /
1. Bassini Repair: ’
Suturing Conjoined tendon with Inguinal higament.

2. Shouldice Repair:
Double l‘l}:x\shng of Fascia Transversalis.

3. Halsted Repair: VJ

Repair Ext-oblique Apoueurosis is behind the cond. A -

Triangular Flap of Ant. Rectus sheath behind the cord.

Q17: What is Meant by ?
1. Pantaloon Hernla?
Direct & Indirect hernial sacs at the same side. They saddie the wnfen a1
one sac being medial & other lateral. O SPIAIEI: aauery

2. r's Hernia?

Meckel's Diverticulum as 3 content of the hemm



(1%}

! Richter’'s Hernia?
T e il ;
\ portion of the crreumierence of the
his oceurs m a femoral hernia,
4. Maydi's Hernia?
Fwar loops of the howel (Hernia-in-w)
5. Sliding hernia?
Herna where a viscus forms a part of the wall
Q18: How do you sus

* From History

Intestine as a content of the hernia,

as a content of the hernia,

asnmssamEsEEY

ect clinically the resence of a Sliding hernia?
There is a Double micturation

* From Examination. There is usually g Residual Swelling after reduction
Lrom Examination, \ ¢

Q19: Where are DD of Swellings in Femoral Triangle? -~
“ Lipoma irredue bl

Characterized by (soft, smooth, slippery edge, superfici

al to muscles
& skin over show dimpling)

\s cloquet or part of generalized L Ns.

* Femoral aneurysm vedveible .
T ; ;
Characterized by (Expansile pulsation)
- % Ll
* Saphena Varix vedue bl o l
Characterized by (thrill on cough, completely disappear on lying down, venous
hum on auscultation & apparent varicose vein). .
 Femoral L.Ns, yrré aJH.-#; té
Iemoral L.Ns.

 Psoas Abscess ol Celé o
' < X LT
Charactenized by (cross fluctuation & x-ray spine shows Pott’s diseasc)

 ne 1P
‘« Ectopic Testis rrie Ll
Characterized by Empty scrotum.

‘c Psoas Bursitis vidu o ble
Characterized by osteoarthritis (ﬁ’h:p)mnl,

‘« Inguinal Hernia /2 Vb '.?.
Above & medial 10 Pubic Tubercle.

N 4 a
24 Femoral Hernia il ,lt oV A/V:[tr! '-a‘-l (M/d N
Below & lateral to Pubic Tubercle

.lk;llll
SEREEESEEAERREEEERER
SRERSASESRERERRRER
N ERRRRERRRN N

aEERENEER
FER R RN R R R R R RS RN DR RN RN ENRERRERRERRRRERRERRREREN!
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Chapter 6 g

INGUINO-SCROTAL CASE

INTRODUCTION

JBllInguino-scrotal Swellings \\ \
(Can Not get Above The Swellings)

—_—

O IE Expansile Impulse | — with T hrili & Not Reducible Varicocele

" > with No Thrill & Reducible f).l.lﬁl. (Oblique Inguinal Hernia)

& IF No Expansile Impulse — with +ve Transillumination.

May be (> @ Congenital Hydrocele (Change in Size)

|
L @ Infantile Hydrocele (No Change in Size)

69

2. tal gs]

(Can get Above The Swellings)
O IF Testis & Epididvmis (Felt)

May be [: @ Encysted Hydrocele (Gap)
@ Spermatocele (No Gap)

O IF Testis & Epididvmis (Not Felt e

May be — {Iry Vaginal Hydroceld

(1] Inguino-scrotal — Varicocele
— O.LH “See Chapter Vv

(2] Scrotal swefling —» 1ry Vaginal Hydrocele

SO&MMJ&M&M

/

V. Important Oral Anatomical Discussiory ( V
* Groin: Area Above & Below the Inguinal Ligament.

)
s & wWEAD
* Inguinal Region: Area Above the Inguinal Ligament 'é{:;. o P "S"““{Er;‘a'
[ ] Fﬂo!!l ngn Area Below the lngumal L‘gﬁﬂ'\tnl CZN 3 /
8o Giroin = Inguinal Region + F, el ioss ) P = T
ngi emoral Regiom ; riSca
* The contents of The Scrotuny — Y ] vAGInRLTE
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Rl Varicocele

* DEFINITION I is Elongated, Dilated & Tortuous veins of Pampiniform plexus.

* AET!OLOGY [U1s due to [Congestion] (Usually Iry Varicocele)
L Congenital weakness of wall of veins,
4 Congenial absence of valves
2 Prolonged siting or standing
Y Chronic constipation or straining at stool
» Unrelicved sexual desire

* SITE 1L oceurs at L Side (95%) Why? Because:
U Lt Testicular vein opens in the Lt. Renal
vain at Rt. angle i.e. No protective valvcs.
[.t. Testicular vein lies beneath the Sigmoid
colon and so liable to compression.
9 1.1 Tesucular vein be longer because the Lt. Testis
usually lies at lower level than Rt. Testis
4 ... Renal vein pass anterior to aorta & posterior to
superior mesenteric artery 1.¢. Nut Craker

2 9%\ 0/ V”{

* COMPLICATIONS
U Recurrent iIIléle\ of Thrombophlebitis
', 7()7![/11[9&&}} (¥ drain of Pampiniform plexus)
2 Testicular Atrophy which lcads to Infertility
Q: What are the 2 Theories which explain? (See Q: 1)
Q Why is infertility occurs inspite of varicocele being unilateral? (See Q2)

@) Neurosis direddus of Sense Gumetion.
9 Interfering normal activity by Sagging skin

PP
* TREATMENT s
1. Conservative (mainly) — Avoid straining & ttt of constipation.
/¢ —» Scrotal Suspendor betier avoided (See Q: 3)
» Sexual hfe 1s regulated 3
—» Patient takes frequent cold paths. (
S

2. Operative (Indicated with ) Painful Varicocele or Oligospermia

* PRESENT HISTORY

A.B. r\ v arlcocel (Rarc)
* It is due to obstruction of Testicular veins high up in abdomen as in
H y pemephrama or ﬂﬂtl‘ Herniorrhaphy

* Investigation: Semen Analysis & Duplex
* Treatment of the cause o

i R TS

gy e i 7
. J..A.:J‘ﬁ-‘(ml“i nfl MMty o7
#Agé?”" WP @ 20-25 years > 50 years
i;sne A; 4 o Usually Lt. (95%) : e Usually Bilateral,
>On’ mng down <} ® Disappears ¢ Partially Disappear
> e No swelling. o Present ¢.g. Hyperephtoma.

[MVARICOCELE SHEET)]

* PERSONAL HISTORY

1. Name

Sex : Male

. Occupation : Jobs with prolonged standing at Hot weather
- Residence

. Marital status (For Infertility)

7 7. Scxual history (For Unreheved Sexual Excitement)

8 Spccial habits of medical importance

% COMPLAINT e Muitiple Swellings = Pain or Complications as Infertihity
: * L pm———

N s W

15 agee

I.  Analysis of complaint (Swelling - Pain)
IL. Analysis of symptoms related to Part affected
1. Analysis of symptoms related to Other parts afTected

Analysis of complaint (Swelling + Pain)

1.O.C.D. — Iy Varicocele ~ Gradual onset & long duration.

» 2ry Varicocele = Sudden onset & short duration. l SQQ
2. PAINS 2. Site
* Sue. Side 3. f%'(lgljl
 Number 4. Characters
* Investigations & wt (Using Scrotal Suspendor or not) S'I by
6.% by

“ Associated swelling as (as Inguinal region) (See Q: 4)
¥ Pain (if present) —» Dragging (cord traction)

7. Associated symploms
— Dull ache (congestion)

[IBANalysis of symptoms related to part affected

© Thrombophiebitis: If occur [F.H.M.A + Firm & Tender Cord like]

Sagging Scrotal Skin may imerfere patient’s activity.

HIRAnalysis of symptoms related to other parts affected

© lofertility (The commaonest symptom)

® Beging before or after the history of the disease.
* RASTHiSToRY

* Sumilsr condition
* History of discases as DM, hypertension, heant diseasc ... ey
= Previous opetations ie Herniarrhaphy

inal swefling L.e. Hyperne, hrmm:
m
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EXAMPLE OF
VARICOCELE SHEET & BRI
* PERSONAL HisTORY
bl e Slade Male patient. 35
. . #= Male patient, 35 years old, &5 live in @Y g married since 3 years and has 2
children, The youngest is 6 months. No special habits of N

nedical importance.
* COMPLAINT

Pamnful serotal swelli

Lt Scrotal swellings 3 years ago.
R .

* PRESENT HisTORY

® The condition start since 3 ve g

condition start since 3 vears by gradual onset & slowly progressive course

e ['he condition 1s ; ssociate W - vellings side ot s¢n i nes e
IS associated /ith mulnplc. S“L”IHL» at Lt. side ¢ f sc otum then thOl es bilateral
] S <

* No inguinal swellings e.g. Thrombophlebitis |..Ns
® The pan is Heaviness . dragging in character

~n N )
Also TT by prolonged standing & 44 by cold baths.

® No svmptoms sug sesting local complications
as Superficial Thrombophlebitis but there is Sagging of scrotal skin,
. ¢ No Investigations & Treatment was done,
e e s advised to use scrotal suspendor but he didn’t use it.
 No history about infertility.
* PAST HISTORY
* No similar condition, No D.M., No T.B., No Bilharziasis, No drug allergy.
e The patient have cardiac trouble.

® No history about Renal mass or hernia operations.

No family history of similar condition (Irrelevant)

DIAGNOSIS

Bilateral (Non Complicating) 1ry Varicocele
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|NGENERAL EXAMINATION
% As Usual (If vou suspect |ry Vancocele) Look for Weak Mesenchyme
but (If you suspect 2ry varicocele). Look for ®
» Abdominal Swelling i.e. Hypernephroma
» Scars: For Hernia operations (At hernia orifices) ie. Herniorrhaphy
3 PROPER POSITION Patient 1™ standing then lying down
3 PROPER EXPOSURE From umbilicus down to knees. '\ /
o \\ TRy s
A. The patient is srandin;ﬂ - y €2
s R )
* INSPECTION NBE ~
[@ Swellings: — Unilateral or bilateral. (commonly at LL. side) § .;J( [
i soll i sCvote,
Multiple, Elongated & Tortuous veins womb e P
e s '
— Inguino-scrotal swellings. o )
@ Skin over: — Sagging skin ’ =T
L For Redness as in Thrombophlebitis

—Q@ Inguinal region: To Exclude |— Oblique Inguinal Hemia (O.LH) ~ ~
L» Inguinal L.Ns Enlargement

—® Scrotum: e Symmetry of shape & size of scrotal compartment.
How ? By looking to Median Raphe.

e The Lt. side hangs lower than Rt side
——
e Associated cutaneous scrotal swellings as SEBACEOUS CYSTS.
B _———
L@ Penis: e Congenial anomalies. [Phimosis, Paraphimosis, Epispadius & Hypospadius]
e Circumcised ornot  __ /C v jﬂ*,‘f/’ £ §|'J L
, J.
» RALFATION a

~O Swellings: * Inguino-scrotal” by
examination 9 Neck of scrotum
Q: How can you detect it clinically? (See (): 5)

Then commgnt as Inspectiop +
X . clen M.’
o The veins are Soft & Compressible. Cv" 5t 1% (/ i

o Palpable Thnll on coy,
. 0
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3
’ ) P3| Hydrocele
2y
special Test > BOW TEST |A] HYDROCELE OF TUNICA VAGINALIS
‘o Wthe | waminer hyhtly halding the Vanicocele between the | mpers & Thumb, Then the pat) o Jtis a Colicction of Flusd in Tunica Vag
nstructod 1o bow. The Tension within the vens hec vionsly le .
. —\7’, : i i the vemns becomes ulvl.l ml\‘_/ l..‘\\ L CI, s Anatomy  See Diagrams
Hanation j bovt ol lwambpép g LECY
Jord wryt vt ok “ 4 = | Vagin e -n " et —
o | jw o vy Py i oS o It mav b I Va H - . —
jowing > Obliteration of lumbar lordosis so *5 / Hton . 4 q / d
leads 1o increase venous return TV Ity [I1. Infantile - —
/ Skim over: [As Inspection ¢ 31| \.Ary vaginal Hydrocele
) i - G Cxwn
o ‘Temp usually warm * DEFINITION Collection of Fluid in Tunica Vaginalis only Paranorn ""..;,“..'—"o« o
, S
o Tender cord Tike of Thrambophlebitis * INCIDENCE Commonest Scrotal Swelling in Egypt R !‘-""'""" N
. .
‘ o Thrll on caugh ey . - A ,-\/.‘.
' ' ‘ * CAUSES “ldiopathic /N
2 Inguinal region: Samc As Inspection But The most accepted theory 1s due o &0 { ',-'.igf a ;:
; o Iry Filariasis of Tunica | ‘l‘-"s,j'f' J =
‘ “@ Scrotum: Same As Inspection This based on © Common in Endemic arca - &
_ as Flasharkia Rasheed et pu— =
, “ Penis: Same As Inspection 2 The Hydrocele usually “bilateral” T
e

* PATHOLOGY
“r Tunica: Thin or Thick & may be Calcified

) . . . ) Traasverse section
* Fluid: H;0O, Salts, Albumin and Fibnnogen with specific Q,m\
gravity 1010-1020 (See Q: 8

« ComeLicaTions Q"’{f:a

& Tunica Vaginalis

Minimal effusion i.c. 2ry small hydrocele.
e .
Which is Tested by !‘;';ching Test } by pinching

the tunica over testis “Normally doesn’t pinch.”

Qo M If infection.

s Tcmi)’ Slippery(cdpe.> O At Tyt i oF tae
- cilic i >

3 /- Oval u@: Lj*,& Kirm in%islcncy\) .

_ enc Q@ Haematoccele: If trauma or attempts for aspiration Iz h
p/"f.i o Testicular | Ensa_lﬁ;\ (by Patient himsell). (Seef: 6) %"F"cffu‘:l:chf;:uh{;&ll);mw"):fu:(./lt ! ,lj -
2, g —= . '
) ) - g - —— =4
—® Epididymis o Normally is ﬁcfln;lhl;)- L“‘E + TREAT ] 7 -
- ) a bag r. (Not done) because of it’s Complications as
@ Spermatic cord: (Rolling the components between Thumb & index) of (Hacmorrhage, Infection, Testicular atrophy & 100% Recurrency)
. iis wor Surgjeal “versi J : ’
o Normally the size is Iess than thickness of little finger. orms R 4 (@D l”_.vmlmn ol'Tumm
. Excision of Tunica. See Operative Notes.
« We felt Bag of worms of dilated veins \_ Q@ Lord’s aperation (The Most popalar)

B.[The patient is lying down| LB @Mﬁ@!&‘c@g = “Less Common™
2ry to» Acure: Acute Epididymo-orchitis & Endemic Funiculitis,
o Chronic; $or T.B B or Filanasis

SPEC N o The Varicocele is diminished in size (If Lry Varicocele)
* INSPECTION « The or sfter Varicocelc or Hemia operation. (See Q; 9)

* PALPAT]dﬂ e The scrotum is elevated, because action of Cremastric muscle
e The veins - If empties Completely — Iry Varicocele,
- If empties Partially — 2ry Varicoceie.
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IIl. Congenital Hydrocele|
* DEFINITION
Processus Vaginalis remains
AEHATIS remains patent & connected by small opening to peritone:
c:wnlyr’(ll may be due to T.B peritonitis), R
* AGE Inlants R g size .

* C/P inguino-scrotal swelling with change in size
o B i.e. ¥ in morning & T at end of day.
Inguino-scrotal Swelling ( Cystic 4 Translucent)

* D.D

Congenital Hydrocele
* No reduction,
* No impulse on crying
* Dull on percussion.
* TREATMENT oy
:t Upper part: Transfixed as ti of [lernia.
-« Lower part: Everted as tit of Hydrocele,

Congenital Hernia
¢ Reduction occurs.
¢ Impulse on crying.
* Resonant on percussion

Il. Infantile Hydrocele
* DEFINITION

As the Congenital Type , but no connection to peritoncal cavity

* AGE No nccessarily in Infant

o en?
#* C/P Inguino-scrotal Swelling with No change in size. ’{/{f"'f Ut

* O/E & TRE‘TMEN'{ As Congenital Hydrocele.

[B] HYDROCELE OF SPERMATIC CORD

I. Encysted Hydrocele of the cord

* DEFINITION
Obliteration of Processus Vaginalis Except the middie part,
2 It is Scrotal Swelling,
% The Mass separated from Testis by Gap (D.D Spermatocele)
e |t Moves Side to Side not up & down.

N.B.: Spermatocele: It is u Retention cyst in head of Epididymis
2ry (o obstruction of vas.

SO RN e e 0SNG

R e AR A e

II. Diffuse Hydrocele of the Cord ./

‘ord due to Chronic lymphatic obstruction.

O It is a Diffuse swelling of the C

O Caused by Filanasis.

& Excision is Difficult and Unnecessary.

it. Hydrocele of Hernial sac

contents, return & the neck of sac

G It Oceurs in narrow neck sacs if the
1 the sac.

becomes occluded by Omentum then serous fluid collects 1

Collection of blood in the Tunica Vaginalis

4

[A] Recent Haematocele:
© Aetiology: @ Injury of blood vessels during aspiration.
@ Trauma of the testis.

s

© Clinical picture: Painful, non translueent mass

O Treatment: Urgent Evacuation of blood & Excision of Tunica.

__.
.

[B] Old clotted Haematocele:
G Aetiology: From neglected recent cases.

O Clinical picture: as Recent

+ Hard in consistency & may be complicated by testicular atrophy.

O Treatment:
If Early cases: Dissection of clot from testis & Excision of tunica

But If late cases: Orchidectomy.

Collection of Pus in the Tunica Vaginalis
O Aetiology: O Infected Hydrocele..

-
3

oy
aa ** uam
¢

e 8

Q Infected Haematocele.
@ 2ty w Suppurative Epididymo-orchitis.
© Treatmept:

Rest, Antibiotics & Drainage of pus

Chylocele

Coltection of Chyle(lymph) ip the Tunica Yaginalis
O Aectjology: Rupture of lymphatic vessels inside the Tunica

This is occur with Filanasis.
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| © Tunica vaginalis
RO |

[MGENERAL EXAMINATION

Shows —» Effusion, which may be *H

1. Minimal, If 2ry Hydrocele.

OBy Pinching Test

# Scars: For Hemia operations (At hernia orifices) ie. Hernioreaphy

[[MLOCAL EXAMINATION

2 PROPER POSITION Patient is standing Only

2. Marked, If ry hydroceld

O ByBipolar fluctuation e  Bipslar Hnctuadon
e Put the thumb infront and the middle
Three fingers of one hand behind the Neck of scrotum.

o The Result: If you receive an impulse by the fingers at the nu:}\
of scrotum this indicates presence of fluid in the unica

>Nut felt or (Difficult to be felt)

® Epididymis

2 PrOPER EXPOSURE From Umbilicus down 10 knees.

. @ Testis
2 DON'T FORGET —» Iry Hydrocele is Large & Tense cystic. (+ Ve Fluctuation test)

—» 2ry Hydrocele is Small & Lax. (+Ve Pinching Test)

# INSPECTION @ Spermatic cord: (Rolling the components between. Thumb and Index) (
/(IJ Swellings: > Unilateral or bilateral. (commonly at bilatcral :

o

e Normally the ég;‘ls less than thickness of little finger.
Pyriform in shape if 1ry Hydrocele -,“M‘{B

Scrotal swelling

« We Felt -» Matted cord if [Filuriasis
| »* _» Nedular Vas if Wor Beaded Vas if T.B
—@ Skin over: Same as Varicocele but No Sagging skin

—» Cyst in cord if Encysted Hydrocele of cord.
N.B. REDNESS OF SKIN OVER = PYOCELR

—@ Inguinal region: Samc as Varicocele

Q: How to Differentiate Encysted Hydrocele of cord & Spermatocele?

" By Moving the swelling by one hand & the testis by opposite hand.
—@ Scrotum: Samc as Varicocele

away from cach other.

but may be associated with cutancous hypertrophy
by hard non-pitting oedema i.e. Filariasis

— _—— -
\(i) Penis: Same as Varicocele

) rge! % If No gap = Spermatocele.
# If gap = Encysted Hydrocele of cord.

#* PALPATION (Examine the Healthy side 1%)

7 @ Swellings: As Inspection +

_ © Put a light source on one side of the scrotum At (
o The Swelling is Smooth @ and look through a Black tube from the opposite side /’i -\ -
¢ Not show Gpﬂnsik: impulsc or thrill on cough) O If light is transmitted through the swelling, “ N .f \
s = it is called Translucent PNd e ] |
¢ Tense & cystic in, if Iry Hydrocele. "‘1\»{"" ...:.) =
and Lﬂ in consistency if zw Hydroccle ”.B-Z Causes @ 0 ue H dracele 4{‘&"’ .(‘:/,'
— @ Skin over: » Pyocele ~ §l)
| ) ) Haematocele e ) ;
O Inguinal region: Same as [Inspection : Chylocele v
— @ Serotum: sl
\ ® Penis:
U — i




ORAL
DISCUSSION

INGUINO-SCROTAL

Q1: What are the 2 theories which explain infertility?
~ Congestion

n . Ao . v N N :
~ Toxins [ TSteroids & Catecholamine] > 4 Spermatogencesis.

Q2: Why Infertility occur inspite of varicocele being unilateral?

** Both testis are affected duc o presence of intercommunicating veins

Q3: Why Scrotal suspendor better avoided?

‘¢ Because, inspite of 4 pain but T risk of infertility

Q4: What are causes of swellings at Inguinal region?
# LNs : (If Thrombophlebitis)
-~ O.LH: (I Associated)
Q5: How can you detect the Neck of scrotum clinically?
» At Root of penis
~ Change of shape of skin.

Q6: What are the causes of lost Testicular sensation?
~ Malignancy & Gumma($)

1 ’3" HYDROCELE CASE ’s

Q7: What are the Contents of Spermatic cord?
e Vase
® Vestige of processus Vaginalis
® A = Artery of vas & Testicular artery.
o_V = Pampiniform plexus
¢ N = Sympathetic elements
* L = Lymphatic vessels p .
Q8: How can you DD of Hydrocele Fluid & CSF? Y
Put drop of blood « CSF — NQ Clotting CSF Hydrocele Fluid
* Hydrocele fluid — Clotting.
Q10: What are causes of s at

o L.Ns : (I Pyocele)
® O.LH.. (If Associated in 5% of cases).

region?

(yood Luck

w T ——— AR TR R ML YA ML e e TR R o
< \
o
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ABDOMINAL SHEET

*PE‘RSQNALHIéT.OE; % Q’J”—Z)O ‘j‘fﬂ‘\ %“(\ C‘(\ 7 6/0 y(u)\
l.‘iamu '

2.A gc't .8 Splenomegaly common in young adult
Splenomegaly due to Haemolytic Anacmia common n children
. Sex ———— B Splenomegaly common in male.

. Residence M Splenomegaly more common in endemic area as Villages

3
4
5. Occupation & Splenomegaly morc common in farmers
6
7

. Marital status }\}
. Special habits —» Swimming in canals predispose to K liver cirthosis 7
R
— Alcohol my predisposc to no BAiver cirrhosis 3
Q: What are the hazards of Alcohol ? (See Q:1) — {}_:
g
S— /=3y
* COMPLAINT “May be one the following” g =

1. Swelling. 2. Pain.
3. Upper GIT symptoms. 4. Lower GIT symptoms
5. Hupambllmr'\ symptoms. 6. Urinary symptoms.

* PRESENT HISTORY

]

1. O.C.D (Onset - Course - Duration)

2. PAINS
Y Site | Side
% Investigations & it (don¢ before)
% Associated swelling as (suggestive of malignancy)
“ Pain " If present”

e.g. In case of "Splenomegaly" (See Q:2) orged In ,ﬂ/r( A ¢t
#r Site: LL hypochondrium

% Characters Dragging pain (Heaviness) from traction of huge splcen.

Sglchmpum duclu!’en aplcnms Cb"!( kj A’IL" f -{11«( 1 f;\' ‘&C*

% Severity: vanable.,
* Radiatlon: [In Peri-splemtis only] w Lt. shoulder.
# Aggravating Factors: (T) with Exercise & Heavy meals. fya # y W“W"‘A"}‘g (““P
# Religving Fagtors: ({) with Lyng down & Rest. " ﬁ L HL -”4(,/
-
Don’t forget Yin A by et ””A

Ask about Assyciated Fever with Splenomegaly.
As in (Malana) or (liver curhosis)




s

3. U pper GIT svmptoms:

\. Oro-acsoohagus: -+ Bad smell of mouh 7E
— Dvs oia: Al what

B. Gastric: 1 Haematemesis

s ——

Q: Whaz is DD between Haemazemesis & Haemoptsis? (Sex Q01 4
Q: What ar¢ the commonest 2 causes? (S Q: %)

—» Appetite: Lost m malignancy. & T.B
Colour-Odour-Conient”™

)

L, Em}uﬁzz& Water brush B
A o7 rructalion& B ale? OISR )

v — 7
4. Lower GIT syvmptoms PNRE G I
A. Defecation: ~ Analvsis as vomiting”™

B. Melena or Fresh bleeding per recium.

N.B. Mdens means block tarry sools & re-vixt 24 A afier ssoppoge of
Hocmatemesis +Abaat 5O o oomad rom upper GIT can producy o

Q: What are DD back seol? (Set Q- 6}
Q: What are she canses of blcedbag pev rectum? (See Q: 71

&. Hepatobiliary Svmptoms

A. Gall Biadder — F“!:‘VM' e i
B. Liver [ Jmundice
- Hepoto-cefiniar - m Liver Carhosss
- Ospractive in Liver Metastasts
L Liver cell future: (1-CF . .
o Ocdema & Ascitles. @ Bleeding Tendancy .

* Jwrlice
» Gynaecornastia  » Loss of libido » Patmar Ervthema.
6. Urinary T <

A. Urine: { Amount - Colour - Odour - contant “as Hacmisturia™)
B. Urinaties Difficuity , Hesitancy, eic.......
€. Lraemic mnifestation: #

ir a’ )}1,’!’ 5

Chesd fas LRe amg= P

"

EXAMPLE OF _ S R I 4T - '. ‘:’
ABDOMINAL SHEET |

* PERSONAL HISTORY

<.'—;4)
S T——
* COMPLAINT
Painful mass at Li. Upper Abdomen 7 years ago
#* PRESENT HISTORY
* and bilaieral swel bott

¥ DrOZressive course.

¢ The patients is admutted to =% a2 hospital and received medical Treatment in form of Lasiy,
Aldactone and Tapping about 1.3 hiter whach 1s yeilowish 1 Colour and clear

o Tuo mcrz:b:i:!c: the patient complain of pain i L1 Hypochondrium which is Hea iness i
characters, © by walking. cating and Heavy meats. And + by rest and light meals.

o The condition 1s not assocrated with fever.

* The pavient had attack of Bitharziass w form of Terminal Haematuria since 25
meE 223 & a
treated by Tarter Emetic Ampoules. s and

e No hisiory of Blood transfusion

* N upper G.I T. sympioms  as halitosis, dyspbaga, H -
» , dysphagia, Hacmater - . .
of appetne or water brush etc fmg. heart bum. loss

* Mo jower GLT simptoms: as diarrhea, constipation, Melena cic
* o Hepato-bibary sympioms as faity dyspepsia, jaundice etc .

e No unnary tract Sympioms- 2s urgency. ... . etc.

» FaST yravomy

No past history about recurrency. No DML No Inpentension, No

1.8, .
cardiac operation since 15 years (Pencardectom | there was hustnes about

l
.
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+ FAMILY HISTORY y
No family history of similar condition (Irrelevant)

DIAGNOSIS

Swelling in L.t. Hypochondrium most probably Bilharzial (Splenomegaly)

m!"‘djc’~"cj"“ n aﬂ’{m«"-‘c—.’lﬂ( .

A.VITAL SIGNS As Usual "Sce Page 2" /y
CAY
B. SYSTEMIC EXAMINATION @
A =Appearance | — Cachexia in advanced cancers
B = Buiit —Underweight in Bilharziasis
C = Conscious — Drowsiness in Uraemia or (L.C.F)
R . ——————
D = Decubitus — Leaning forward in cancer pancreas . I5

E = Emotion — Alert in Uraemia.
F=Face — Toxic in infection & Earthy in Uraemia.

C.SYSTEMIC EXAMINATION
I. HEAD:
1. Skull & scalp: For Metastasis
2. Eyes: For Pallor, Jaundice and Oedema at upper eye lid
3. Mouth: — Oral cavity: for Foctor hepaticus as in (L.C.F)

— Lip : Pallor or Peripheral cyanosis
Tongue: X Glossitis, Central cyanosis

4. Endemic Parotitis: common with Bilharziasis.

- 4 i i TN
IL. NECK: V + L + Spider Naevi. 1_"_:.,{5 % o
II1. UPPER LIMB: R Y .Y
it Hand — Palmar Erythema A\l "d
Q: What is meant by i1? (See Q: 8) '.;" ".‘4?
- Flapping Tremors as in (L.C.F) §
it Spider Naevi; (See Q: 9)
st Puise: Hyperdynamic in Anaemia as in (1.C.F) \‘.‘
st Clubbing fingers: Q: What are the degrees? (See Q: 10) 'l
IV. LOWER LIMB: - Oedema as in (L.C.F)
— Dorsalis pedis artery pulsation. {. 1 i
V. CHEST; — Stemum : for Tendemess ¢.g. lenkaemia. “

— Gynaccomastia & Spider Naevi as in (L.C.F)
VL. SCROTUM — For Testicular atrophy as in (L.C.F)

Fﬂé VV..a. a&'ytrr‘“id'{f jynECO‘Ojr’c«‘ ‘noubn;

g' rem f{.l \;‘;C -

s L e e e e o L e

|IMLOCAL EXAMINATION

2 PROPER POSITION
e The patient should lies flat on his back with knee ? P
(flexed 1o relax abdominal muscles) e S e AT
e The Examiner should be at Rt. side of the patient. '

Positian of Exunination

2 PROPER EXPOSURE

The patient is exposed from Nipple to Mid Thigh to expose Hernia orifices’

The Abdomen is divided into (9 Regions) by:

) ]
+ 2 Horizontal planes ‘ .T
e The upper one: Trans-pyloric plane or sub-costal plane |

* INSPECTION

#* = Anterior Abdominal wall

A. Vital Triad. (3 Signs) ’

B. Middle line (7 Signs)
C. Sides (7 signs)

A. Vital Triad

s AN 7
1. Movement with Respiration _*7 ff/}/:,p\ £y

* Normally — Freely mobile ),h.t;‘a':,,.va\ W'
« No movement — Penitonitis. ~ v

o
¢ Decreased movement - Tense Asi(.‘ile!b

1. Contour of the Abdomen

* Normally — Preserved waist.

» Scaphoid — Suarvation or Dehydration.

 Bulging — Localized = Organ swelling.
or Diffuse =S F

[_Eul (obesity) - Faeces - Foetus - Fluid (Ascites) - _Eibtoidﬂ rQ-/_‘ﬁ\ i

3, Bulging Masses.

(2ot De Faen)

(midway between Supra-sternal notch and Symphysis pubis). peiH I
o The lower one: Inter-crestal or inter-tubercular | # |3
(Passes through the upper border of the 1hac crest) ANER ] "';" T
>
=+ 2 Vertical planes: Mid-clavicular line | » l

© To DD Intra-abdomina) From Extra-al inal
By conizagtien of abdomipal gscle if mass (4) in si means
Intra-abdominal Mass WX -

© Mgyement wi iratipn — Moves up & d e a
AL et v 04 Rion

© Pulsation a 3
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B. Middle line T signs
5~

@ Sub-costal Angle o™ . .'".. o f 1.
/ , * Normally » Acute to right angle (70 90°%) | ! UL ! :
27 Obtuse angle —» c.g. Asciles. SR
o obeaetvic Pulsat - vg b tion [ e )
@ Epigastric Pulsation ;,xpwf. c resnrd ¢

* Aortic : (Thin, AR or Ancurysm) { N
» Rt ventricle (Hypertrophy or ¥ Cor-pulmonalc) \
e Hepatic (11, TS or Hacmangioma)

- Visible Perlstalsls 2o AN

o Small Intestinal obstruction: (Step ladder)
¢ Pyloric Obstruction: (Lt to Rt)

—® Dlvercation of Rectl (Rising Test) : Normally Absent If +ve Itis

—® Umbilicus iMYe - ab domial pressuve
. a) Site:

q

dueto T (LA.P) c.g. Malgaign’s Bulging (Fantom hernia)

e Normally — Midway between Xiphisternum & Symphysis pubis

1
NN o Pushed downwards — (Ascites, Gastric, Hepatic, Splenic masses)
ED ¢ Pushed upwards — (Pelvi-abdominal masses)

&/

C. Side 7 signs

b) Shape:
e Normally —>Inverted
o Everted 10T (LAP).

¢) Hernia: If present shows Expansile impulse on cough,

0 .\ .
¢) Skin Pigments —» The most comimon is Dirts

f) Nodules around Umbilicus (Sister’s Jogef Nodules).
- Breast cancer, GIT cancer & Liver cancer
1) Discharge
e Pus In Inflammation.
e Stool In Intestinal fistula.
e Urine In Patent Urachus

h) Ulceration.

i) Scars

—® Supra-pubic Hair Distribution ~»
e Normally -3 Malc : Triangular with apex towards umbilicus,

- Female: upper horizontal line.
» Femining distribution — as in (LLC.F)

@ External genitally c.g. & mass of cord.

YDEM

Scary « Site & Direction & Length
* Healing 1y or 2ry intention. (for DD) (See Q: 11)
* Impulse on cough (Incisional hernia)

Scratch Markp: In obstructive jaundice 2ry to Purities i.e. T bile salts

d) Dilated Veins (Caput Mcdusa) —»Portal hypertension (veins away from umbilicus)
v

¥

¥

L@ Special Pigmentation: ¢.g. Ecchymosis as in (LCF)
=@ Striae_ (due to rapid stretching of abdominal wall so rupturc of clasuc fiber)

O Types — Striae Alba: obesity, Ascites.
=y Striae Rubra: Cushing syndrome or Steroid therapy.

=® Dilated veins
Q : How to DD visible veins? (See Q: 12)
@Q Causes a. LV.C obstruction — fills from below to upwards
b. S.V.C. obstruction — fills from above to downwards.

& For DD (Portal Hypertension & 1VC obstruction)

89

By distribution & direction.
— Portal Hypertension = Around umbilicus
& the blood flow away from umbilicus.

& the blood flow towards umbilicus.

O So for DD - Select vein below umbilicus
@ and examine the direction of flow

Hernia Orifices

Breast

— L.V.C. obstruction = lateral & below to umbilicus C— T V

Dilated vuins Abd
cmnl» -‘-/ufﬂ
i We  sbsiractyy
C ol

]1»‘

a. Atrophy of female breast — as in (L.C.F)

b. Gynaecomastia
O DEFINITION ¥ Bilateral & Tender Enlargement of the male breast
due to hypertrophy of the glandular tissues (i.e. like a Disc)
O CAUSES: ¥ L.C.F because of T Oestrogen.
¥ Drugs as Spironolactone

1. Back of patient: For Deforpities Kypho-scoliosis
2. Back of scrotum : For T.B sinus. L Tendemess
3. Back of breast : For Monclial infections.\e Scars

4. Back of knee : For Becker Cyst

L ———

5 scoliosis

NB. Don't forget: Inspection of 4 backs _[ Kyphosis

/""\
s r"‘i\
ECHNIQUE OF PALPATL : —P
© Relax the abdominal wall by (ask Pt. to flex L.L). 1
. ‘k \‘_‘,/‘
© It Should be done with warm, gentle hand to avoid . /[’
gurding of abdomen & using flexor surface of fingers. 7 g

Q : For DD Gunding & Rigidity? (See Q-13)

O Starting away from arca af complaint as for as possible
and proceed shaped manner then the affected area is
the last one.
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¢ Superficial Palpation |

| To pet paticnts confidence /

 Lodeteet Superficial ‘j:llm;,/
o ‘Tenderness s i
o Rigidity (11 fr e

& Deep Palpation
| For any abdominal swelling. ‘ Liver & Gall bladder
Spleen

7 Vor abdominal organs as. ‘
_ Kidney

o For LNs

As any swelling But *

Al Abdominal Swelling TMSEC D
ther ontnit €70

1. [B%4

N.B @ Mobility may be in one direction as in mesenteric CYSLE—»
¢ swellings you can't insinuate YA . N
A
A
N

@ In Splenic or Hepati
d costal cartilage.
{B] For L.N Sce chapter 12 / \

your hand between the swelling an
|C] Abdominal organy
Palpation ofliver
e ~

(
O Upper border: Hepatic dullness detected by Heavy percussion. l'
. L .'\
O Lower border: Detected by palpation and Light percussion Jg/_' PO
i ‘;

>
I. Ordinary Technigue A
% RL. Lobe: From the Ry, Iliac Fossa upwards b
% Lt lobe: Middle line, Midway between umbilicus and xiphoid process ‘ AN /
or a hand breadth below the xiphoid
I

II. Bimanual Technigue
Where the liver edge can be made more prominent.
‘% By putting the Lt. hand under the lower ribs and lifting them forwards.

III. Hooking Technique

“ I shrunken liver (patient in supine position) as in
® Stage 111 & IV W
@ Liver Cirrhosis
IV. Dipping Technique
& If Tense Ascites we put the fingers on th
depressed to displace fluid and hit the organ

N.B. Chara
1. Intra-abdominal swelling at Rt hypochondrium.

2. Moving up & down with Respiration.
3. Rounded border (Except: If cirrhosis) 1t is sharp.
4. Dull and continuous with hepatic duliness.

e abdomen by a quick push the abdominal wall is

1+ Middle line 4 - 8 cm
st Rt MCL = 8-l6cm.

AR 'o?‘/1|}£4 Levdern€ss
velosonod la Ay e ¢S

/C;ﬁl).\f’k J'r'r-alé,ng' ¢

&
c

,/
7\ ?

E/ -
sl SECT

7% Then Comment on: (7 >
;. %l_t = & Rt. hypochondrium
- Dlse: g * Normally (not felt below the costal marginy
5 . l?,nlurgcd Patient’s finger breadths below costal margin
S e Shrunken: As in liver cirrhosis
- kdge: > e Normally — Rounded.
Cor: e Sharp — [f liver cirrhosis
4. Consistency: > o Soft — Usually
eFirm - Liver &
. Hard. — Malignancy. 1. Congestive H.F
A ® Cystic — Amocebic abscess. 2. Malignant Liver.
s : * Smooth — Usually. 3. Amoebic hepatitis.
. \lrrzgu!ar = liver cirthosis 4. Infective hepatitis.
, * Nodular — malignancy 5. Pyaemiic abacesses
6. Tenderness: ; 6. Acute (V.0.D)
I. Bimanual Technique
b 4 };ro,rphkt. i;iac Fossa then from Lt. iliac Fossa i g
: Why enlarged spleen crasses the middle tine? (See : s
1. Hookiie et inion. es the middle line? (See Q: 15) ~_ iﬁ.»: L ks
III. Percussion of Traube's area t =T
e

© Definition:
An area of Tympanatic Reson i
ant i
© Boundaries: ¢ Lt. : Anterior mrgin(:)‘;"e:pyllencgnthc vt ubbles of stomach.
® Re. : Inferior border of Liver.
® Above : Lower border of Lt. Lung.
® Below : Left costal margin.

© Causes of Increase it’s size
@ Splenectomy @ Shrunken li
@ Dilated stomach. @ Lt. bas:lnc:;ﬁzrpsc

© Causes of Dullness
(OB
® Fulmomachertanom, 0 11 gy (L lobe)
oo mors. | Lt. basal (consolidation or effusion)
istension (Ascites, Tumors, Pregnancy) B

IV, Dipping Technique In Tense Ascites.

N.B. Char: .
I. Intra-abdominal Swelling at L. hypochondrium l/ W
N

2. Moving up & down with Respiration
3. Rounded lower pole with ;;_?_;z anterior edge
o 4. Dull and continuous with Traube’s area d!llnm \
g 5. Presence of Notch i ’(ﬂ :
* 84 6. Does mot' f

in the Renal angle.




seCT?

% Lhen Comment on: (7)
1Site s > e L hypochondrium
Y oSize: 2 o Nomally (not feltbelow the costal margin) .
3 e Il enlurged > enfarged at least 3 umes. € Value of Percussion p)
3. Border : = o Normally > Rounded lower pole & Sharpe anterior edge with notch 1. Defining The boundaries of abdominal orguns and masses.
3¢ ; % ; ipic noteh? (See Q: 16 : ;
< O: ( ‘f"‘_‘ s of abse n.l or !ll{ll“['h unn. 1?7 (Nee Q2 16) 11, Detecion af Asolies,
4. Consistency > ® Soft = Malaria or Seplicacmia. ' [{
) %> o [irm — B Splenomegaly L. To DD Ascites from ovarian cyst and Intestinal obstruction.
» B aaly ; ]
s.Surface: > o Smooth > B Splenomegaly _ )
RS VAl DEFINING THE BOUNDARIES OF ABDOMINAL ORGANS & MASSE.
6. lenderness : > (TLLR.S)
{1 yphow -Pofective Endocarditis -Brucellosis -Seplicacmia) @ Liver = Upper border = Hepatic dullness = Heavy pereussion
: = Lower border = Light percussion.
7. Pitting Sign : = Chronmie Mycloid leukacmia. LRt
O: Causes of huge Splenomegaly 2 (See Q:17) @ Spleen = To detect impalpable Splenomegaly (<3 times normal size) .
i Poi—— - 3 To confirm palpable spleen —> dullness extends from 1t, lumbar region
3 m: @ Traube’s area “Sce befare™ 7
i i 4
1. Bimanual Technique ' _ Vgt
% Lt. Kidney The Rt hand is placed Interiorly IL DR e (R Ee YL (depending on amount) P Lo I
m the Lt lumbar region while the Lt, han i i 6] wion.of Kiliey N SE 4
. ar regilo s s . i 8 . . o . o .,
) ; o= I8 LR @ If large Amount (under tension) [Transmitted Thrill| N :
placed Posteriorly in the i, lom. . \ ST g
o Normally the 14 kidney not fel AN \— TECHNIQUE: The Patient’s hand is put at s c
Srepmalipiicl, Kion fay =5 - \‘; i \ mid line of the abdomen (should be firmly). Transmitted Thrill
* R kidney: Same way but with opposite hands. A ’ to dampen any impulse which transmitted
A - - -~ ~
o Normally lower pole of R, kidney is LT / ) through the fat of abdominal wall i il
palpable w thin patient. ( o :
II. Ballottement Technique I~ @ |f Moderate Amount [Shifting Dullness] < |.5L  cmmme———o>p -
K Should be done in both side. et A

Y Only 10 kidney is Enlarged

To DD it from spleen or liver. Q: Causes of unilareral shifting dullness 2 (Sec (): 18)

@ If Minimal Amount |[Knee- Elbow position] < 0.5L

i - -
‘ N.B. Characte. Congenital : Polycystic kidney L —
1. Intra ubdominal swelling at [ymbdr region. Lraumatic : Haematoma @ Ask about sonar priRssRiMm Rt
2. Moves up & dinen with respiration. Inflammatory; Pyoncphrosis Absence of shifing dullness or fluid thrill
3. Rounded border. Neoplastic - Hypernephroma or both does exclude Ascites.
4. There is band of tesonunt over the swelling. Obstructive :Hydronephrosis.
5. Can be prohad in the renal angle. SCITES
i 6. Balio freely angerior and pasterior. How? 214 To DD asciTt
L FROM OVARTAN CYST & INTESTINAL OBS TRUCTION
N.B { fli 4- Ascites - Duliness over flanks.
<> Resonant at & above umbilicus.
* PERCUSSION i
1. Use the wnist (Not Elbow Joint). u 2- _D,V_._t!_l!_Q!'_‘ > Resonant in flanks.
) x
2. Use the Middle finger of Rt hand opposite middle phalanx - 3- intestinal Obstruction - Resonant all through
: ; p - Intestinal Obs
of opposite Middle finger. P
3. The lower finger should be parallcl to the expected border -
of the percussed swelling staring from Resonant area. v
4. Don’t Rest your finger o the other as this Damp the note. Ha—

Calter -
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#+ AUSCULTATION

o Indications , }
i Intestinal Sound (Rt, lliac Fossa) g P el 4’*"\\{ ! ? v] S'

2 Rubs (Peri-splenitis or Peri-hepatitis)

ORAL
mscuss,o.\»},'> ABDOMEN

e ——— T |y
#QUESTIONS OF SHEET I

3. Bruit on liver or Aorna i, =
4. Hlum Hepatic (Portal hypertension) P P '
5. Succession Splash. BO“‘ 5§ 5 "Jﬂ ”S muy qujr—

U
3
3

Q1: What are the hazards of Alcohol?

© ANATOMICAL Splenomegaly or Hepatomegaly » Stomach : Peptic ulcer & Atrophic gastritis. f,.")f'}
© AETIOLOGICAL » Liver : Alcoholic liver cirrhosis. ;-’
> Parotid : Chronic endemic Parotitis. { &
» L = Lvmph : T Pain at site of Hodgkin's disease. :
r p ain at site g e 5,

¢.g. portal hypertension 2ry to liver cirthosis due to Bilharziasis.
What it stage?

eStage |: Hepatomegaly.

e Stage 2: Hepato-splenomegaly.

o Stage 3: Splenomegaly + shrunken liver

eStage 4: As3 + L.C.F. (Ascites or jaundice)

» N = Nerve : Peripheral neuritis.

Q2: What is meant by ' Hypersplenism '?
© Pancytopenia [ R.B.Cs, ¥+ WBCs & 1 platelets]

© Splenomegaly.
O Active Bone Marrow.

G FUNCTIONAL
matemesis and coffee like

@ Liver - e Compensated.
> o Decompensated = Vascular (Portal hypertension)
] -> Parenchymatous (1..C.F)
@ Spleen > Associatcd Hypersplenism.

"ATO SIMPLIFY DIAGNOSIS OF SPLENOMEGALY’

Q3: What is the difference between Fresh Hae

Haematemesis?
© Fresh Haematemesis: Oesophageal cause.
O Coffec Haematemesis: Gastro-duodenal cause.

Q4: What are the DD between Haemoptsis & Haematemesis?

“ Splenomegaly + Portal hypertension = Liver Cirrhosis. [ Haemoptsis Haematemesis
N.B. Presence of history of B suggests =B Liver cirrhosis. ; I;islmz' = ghezhdiseasc SIT dls RasE
“ Splenomegaly + Lymphadenopathy = Leukaemiz , . Freceqed Oy o omiting
- ) skacTIRAr fysplema. 3. Followed by  Blood stained sputum Melena
“ Splenomegaly + Jaundice = Haemolylic Anacmia. 4. Blood " - Brightred - Dark red
- Alkaline - Acidic
- With frothy sputum - With food particle

% Splenomegaly + Fever = Typhoid fever.

\/ATO SIMPLIFY DIAGNOSIS OF HEPATOMEGALY‘

% Hepatomegaly + Portal hypertension = Liver cirrhosis

N.B. Presence of history of X suggests =X Liver cirrhosia
“ Hepatomegaly + Lymphadenopathy = Leukaemia or lymphoma
“ Hepatomegaly + Jaundlee = Obstructive or hsemolytic jaundice

Q5: What are the commonest 2 causes of Haematemesis?

# Oesophageal Varices.
% Bleeding Peptic Ulcer.

Q6: What are the causes of Black Stool?

» Melena.
» Ingestion of Iron, Charcoal
% Treatment by Bismuth (Cytoprotective for Peptic ulcer)

Q7: What are the causes of Bleeding per Rectum?

e Hepatomegaly + Fever = Viral | itle :
* “L‘[li!lnmcgﬂ[y +lry C 5 » Piles
1y Cancer » fiver metastasis. » Anal Fissure.
» Anal Carcinoma.
» B Polyps.
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General Exam. * |

Questions on

Q8: What is meant Palmar Erythema?
V Paimar Erythoma
L "y
INRRIRS ;

Palmar Erythema means Redness of
<9 lead of metacarpal bone. i
ARSI
.;‘J“.. ®
[ -

1

theaner & Hyotheaner with Central Pallor
1t may be duc to T Oestrogen.

iy

v
Q9: What is meant by Spider Naevi?
Dilated arterioles with radiated Capillaries.

Spider Nacevi
e The cause: It may be duc to T Oestrogen.
e The site: On SVC distnbution i.e. Face. Neck, Upper limb & Upper part of

chest up to mpple.
o Examination: By compression on the center by tip of pen leads to

e~ Blanching of radiated capillaries.
-~ A
Q10: What are the degrees of clubbing fingers?
o 1™ degree: Oblitcration of nail bed angle ™ "% ~
o 2 degree: Parrot peak like. + _TP/T_—) N A

PR A iy
e 3" degree: Drum stick like.

o 4" degree: 3" degree + Tender & Thick ends
of long bone (Radius & ulna)

N.B. Clubbing = Proliferation of C.T under nail bed due to Toxemia & IHypoxia

- Questions on Local Exam

A e

Q1l: What is the DD between 1ry & 2ry Intention of Scar?

» Iry Iniention: Fine linear scar with Minimal contracture & keloid
# 2ry Intention: Ugly disturbed scar with Excess contracture & keloid.
Q12: How can you differentiate Visible veins from Dilated veins?

% Visibie veins tortuous

Q13: What is the DD between Gurding & Rigidity?

# Gurding = Nervous patient, usually unable to relax his
abdominal wall.

» Rigidity = Hard abdominal wall & absent it’s movement and
Intestinal sound.
Q14: Which joint of hand is used for Dipping Technique?

* Metacarpo-phalangeal joint.
Q15: Why Enlarged Spleen crosses the Middle line?
“ Because of Phrenico-Colic ligament. ——

..-w
r/ }

97

’

@16: What are causes of Absent & Multiple Splenic Notch?

A. Causes of Absent notch

l
[
<

<

e Congenital
e Adhesion
e Tumor

‘|\ e Infarction
= B. Cause of Multiple notches

e Fibrosis only

Chronic Malaria

> B [Egypt]

”
[E; Chronic Mycloid Leukaemia

— Lipid Storage Disease

Q17: What are causes of Huge spleen [Cross Middle Line]? /

% Kala Azar [Iraq]
l > Splenic Sarcoma.

Er Thalasseamia Major
5 Polycythemia Rubra Vera

Q18: What are causes of unilateral shifting dullness?

» Ovarian Cyst.
% Intestinal Obstruction.
» Encysted T.B Peritonitis.

ousaudiic 3 Maranbasnt § y

Q19: What are the investigations done for Hepatic Schistosomiasis?

(1) Investigations To Detect Schistosomal Aetiolo

( 3 Urine & stool: For Schistosomal Ova

> Sigmoidoscapy: With Rectal & Colonic Biopsy.

% Skin Test and Complement Fixation Test (CFT)
to detect presence of antibodies.

Don't’ Forget examination of colon
itharzial Pericolic mass.

because of B Z

N.B.:

—(11) Investigations To Detect Portal Hypertension:
» Qesophageal Endoscopy For Varicose.
» Visualization of portal system: Trans-Hepatic V enography.
k » Estimation of portal pressure: Wedged Hepatic Vein Pressure
(111) Investigations To Detect liver Function Liver Function Test (LF.T.

Q20: What are the main Treatment of ‘Hepatic Schistosomiasis’?/

e Treatment of Portal Hvpertension & Ascites
g
"kv’]'cf’.

—

o Treatment of Active Schistosomiasis
R

o Treatment of Hepatic Encephalopathy
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98 Q21’ What are the indications of Splenectomy in Egyptian '
omegaly? _
Splcrt As afmri!fxl Splenectomy vasoligation producer
2 Hypersplemsm
3. Huge spleen

Q22: What is the Normal life span of Platelets?
T % 10 days

Q23: Describe the surface anatomy of the Spleen?
% 1t lies parallel to the 9™, 10™ and 11" ribs

Q24: What is wandering spleen [Splenic Ectopica]?
' ‘¢ It oceurs due to laxity of Gstro-splenic & Phrenico- colic ligament

Q25: What are the difference between Congestive Splenomegaly &
Malignant Spleen?

Congestive spleen Malignant spleen
Firm Hard
Regular surface Irregular surface
Sharp border with a notch Rounded border & no notch
Spleen Enlarges medially Spleen Enlarges downwards (infiltration)

Q26: What is Banti Syndrome?

# It is Vascular malformation of the portal vein leading to portal hypertension

Q27: What is Budd- Chiari syndrome?

f¢ Itis occlusion of the hepatic veins by Thrombosis or Malignant tumor

Q28: What is Kenawi Sign?

# Auscultation, the stethoscope being applicd beneath the xiphoid process, reveals venous
hum louder on inspection. The phenomenon is due to engorgement of the Splenic vein
& the hum is louder during inspiration the spleen is then compressed

Q29: What is the most accurate invest

# Liver biopsy not done routinely,
should be 100%

igation for detection of Hver pathology?
Vit. K for 5 days & Prothrombin concentration

Q30: What is the tech ' 4

a, Percutaneous Necdle Biopsy
b. Tru-cut Neodie Direct Laparoscopic Biopsy

er b

(5o0d tuck
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Chapter 8 §

JAUNDICE CASE

"INTRODUCTION"

* DEFINITION

& Jaundice is Yellowish Discoloration of the Tissues & Body fluid Except
[ Brain, CSF. Tears, Saliva & Milk] due to excess Bilirubin in blood

(Normal level of S V:’E;I}WE lﬂrlﬂ;ﬁﬂng ? ")

& Jaundice occurs if serum level of Bilirubin > 3me%

. A I RN P T Y P

B SIS

So if serum level of Bilirubin 1-3 mg% 1tis called. ... (See Q: 1)
* TYPES OF JAUNDICE Haemolytic o =
1. Haemolytic jaundice —_
* PATHOGENESIS: (T Haemolvsis of RBCs) o~ e Wimulen
e Liver can’t pick Haembilirubin completely so G S
— 7 Indirect Bilirubin 1 Nt . v
. AISO: Cholebilirubin leads to: ?":\(; 3 0
D" Stercobilinogen — Dark stool Y L i
2 7 Urobilinogen — Orange urine 5 T
N.B: Orange consider normal urine .g % } &
* AETIOLOGY: Causes of Haemolytic Anaemia (See Q: 2) - ¥
2. Hepato-cellular jaundice [ Y
% PATHOGENESIS: —at
e Liver can’t pick or excrete all bile pigments /i‘\,H LA
So — * Haembiluubin = * indirect Bilirubin (omotimnr — L T
— 7 Cholebilirubin = T direct Bilirubin i ) N
* Also T Cholebilirubin leads to FANOCR ¥
* Urobilinogen Dark urine o }\ ./l‘-‘ 2
« Because liver can't excrete bile to intestine relative (i W\
t — + Stercobilinogen — Normal stoo} ;" _r
* AETIOLOGY: Causes of (LCF.+ V.H) (SeeQ: 3 g -~
3. Obstructive ice e sy
/"% PATHOGENESIS: =
o Cholebilirubin is prevented from reaching o iy
intestine so il regurgitates into P —
© Blood — T direct Bihrubin ;(‘,.,\v,_:-'w’.’} ’;
€ Kidoey — No Urcbilinogen but T a0
* Bilirubin Dark. urine o {‘-
e + Stercobilinogen — pale stool s _:_L' i
* AETIOLOGY: —» See later . Ehiisht
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7” ¢ CAUSES OF OBSTRUCTIVE JAUNDICE

[A] Infrn-hepatic Obstruction : *4 Intra-hepatic causes A raviren o
Laver Tumor L L. wleers 5, G rymplorns
[tra-hepatic Obstruction : ',\" L
| B8] Extra-hepatic Ohstruc ' — ‘
r.c. Common Bile Duct Obstruction ‘, e Extm hnpnuc Causes ‘ Obstructive jaundice | Hepato-cellular J, Haemolytic
| | v
s Lumen l ll — ‘ ; [ Itra iﬂ"ll("(‘.(‘
W Stone [ Caloular Manllgnan . [ Clerhosis ‘
5 Blood v ' . e Heptie - ;
@ Blood. i \SV [PenuonaL mnonv] ‘
0 Parasite e.g. Ascaris. — \| " HISTORY ’ ‘
@ Papillary Stenosis. * Ape & Sex Mi(ldflu o, Any Any | Any [ Children
N foral, A |
e Wall ¢ Occupation. | T s | e Doctors A tarmers | e
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\. VITAL SIGNS

MEGENERAL EXAMINATION

* Jemp: (ncroased with Charcot's fever (1¢. Cakeular Obstructive J).

e Pube > « HR (Bradvcandia) due to bile salts (.2, Calcular Obstructive 1),

- W ater Hummer pulse — (L.C.F.) (1.c. Hepato-ceilular J)

Q: W hen HR increased with Calcular obstructive J7 (See Q:5)

B. GENERAL EXAMINATION | A.B.C.D.E.F ) "Sec Page 2°

A = Appearance

— Il with Cachexia as in cancer head pancreas

B = Built — Under-built — with malignancy.
— Qbese — (3F) with (Calcular Obstructive N
C = Coascious — Drowsiness — with (L.C.F) - y
D = Decubitus — Leaning forward — Ty A
with cancer head pancreas \ =
E = Emotion — Alert — with associated Cholangitis. ‘\ﬂ
F = Face — Toxic face — with assoctated Cholangitis.
C. SYSTEMIC EXAMINATION ST
{See Abdomen) e “—'\,‘
I. HEAD: =2 As“Abdomen™ DO
<> Special care of Jaundice [Sclera at day lightp————s LY 7 i ,' '_«
O : What are other sites for seen of jaundice ? (See Q: 6) =) @

N.B : - Oiive Green = Obstructive jaundice.

- Orange Yellow = Hepato-crilular jaundice.
- Lemon Yellow = Haemolytic juundice.

IL NECK: =2 As“Abdomen™
=> Special care — Lt Supma-clavicular L.Ns (Cancer pancreas)
IN. CHEST: < As “Abdomen™
=> Special care - Scratching Marks "O.J"

IV. UPPER LIMB: -» Special care of Ecchymosis “Bleeding Tendency”
V.LOWER LIMB: -» Special care of Hacmolytic ulcer {at shin of tibia) — Sickle cell Anaemia
-> Thrombaphiebitis "Trousscaun Sign™ if cancer pancreas.
Q: Wheat is the other Troussean sign? (See Q: 7)
YL PR & PV: & For Cancer Rectum. (See Q: 5)

s 103
|l OCAL EXAMINATION
|See local examination of Abdominal case]
BUT DON'T FORGET

Obstructive jaundice

Hepato-cellular J.

Haemolytic
jaundice

lntra
Hepatic

o Enlarged e Enlarged

Calcular

Malignant V.H Cirrhosis

¢ Enlarged

{1] Liver e Hard e Fim e Soft

HS)M

e Smooth e [mregular

[3] Ascitis

Present

41GB

According 10 > Courvoisier Law

\ In Calcular O.J 1n Malignant O.J

non palpable (80°2) due : healthy m (98%5).
previous Chelecysttis. | But in(2%) gall bladder doesnt

\ The gall bladder is contracted & | The gall bladder is dilated & F
L]
dilated due © D \

But in (20°%) the gall bladder 1s g . .

dilated and healthy either due to D Associated Chronic \
3 5 Cholecystitis

metabolic stone or stone in the

cystic duct Causing mucocele of ' @ The L.Ns from Cancer

G.B or Empyema if infected. ! Head pancreas at Porta-hepatis

* @ Previous Cholecystectom)

Palpation of the Gall bladder (G.B.
» TECHNIQUES OF PALPATION
1. As the liver (Ondinary methods)

2. Murphy's = Chronic Cholecystitis — Palpate G.B Then Ask pu to take deep breath .
The Patient catch her breath because ef pain.

1. lntra abdominal swelling at Rt Hypochondrium
2. Moving up & down with Respiration

3. Pyriform or Rounded in shape

4. Dull on percussion with hepatic duliness.

5. Cystic in Consistency (Hard in malignancy)



JAUNDICE

QUESTIONS OF INTRODUCTION( ,

Q1: What is meant by Sub-icteric Jaundice?
2 If serum level of Bilirubin 1-3 mg.%

Q2: What are the causes of Haemolytic Jaundice?
‘« Corpuscular: « Membrane defects.
e Hb defects.
¢ knzyme defects.

“ Extra-corpuscular: e Hypersplenism
¢ Infections as Malaria
® Chemicals as Snake Venom.

Q3: What are the causes of Hepato-cellular Jaundice? , , cﬁ} Wt
© Causes of (LG AV O e el BT €

X ’VS VL r._. {
NT, \°:’ o\ ﬁC » Infections : V.H.. IMN, & Yellow fever. _ ’ Ny
,'°‘“,:‘~v;.;;c = 't‘(h@lcakWWj{om{dz t a(
‘ (” ] ] -
, "

e Liver cirthosis & Chronic active hepatits -
Laver cirrhosis & Chronic active hepatitis TSt s
“ Causes of (V.H.) HAV, HBV, HCV. HDV & HEV. .
Q4: Why increasing bile salts associated with itching?

% Becausc Bile salts — T of Nerve endings — [tching

, Questions on Examination . |

QS: When HR increased with Calcular obstructive Jaundice?
7 1T Associated Cholangitis.

Q6: What are other sites for seen of Jaundice?

e Sclera e Soft palate
* Under surface of tongue ® Naif bed

Q7: What is meant by ‘Troussean sign’ (In surgery)?
© Thrombophlebitis with cancer pancreas.
O Sign with Tetany.
Q8: Why we Examine PV &

7 Because, Cancer

PR in case of Jaundice?
rectum —» L.Ns in Porta-hepatic — O.J,

(Good luck
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ISCHAEMIA & GANGRENE

* DEFINITION
Ischaemia means + Blood Supply to Part, Tissue or Organ. / ¢
* TYPES \ 77)E))
(A) Acute Ischaemia: > “Sudden Onset”
» Embolism —— [History of Cardiac Trouble|

» Arterial injury —[History of Trauma or Accident|

~ Acute thrombosis — [History of Intermittent Claudication].

N.B: /P of Acute Onset=[6 P piclolheme
[Paralysis - Pain - Pallor - Pulselessness + Paraesthesia + Progressive coldness
Muscle — lreversible damage occurs afier 6 _hours

SO Skin — Moist aseplic gangrene occurs afier 24 hours

Q : Why is the gangrene being moist Aseptic ? (See Q: 1)

(B) Chronic Ischaemia: = "Intermittent cla udication"

~ Atherosclerosis [The commonest].
» Burger's Disease
g!);rly L 'rﬂ foot

(1) Atherosclerosis

(1) Incidence ¢ Common (> 40 years).
. e Male > Female
(2) Pathology e Atheroma & Thrombosis.
e Calcification,
(3) crp » No Upper limb Manifestations

¢ No Superficial Thrombophlebitis

o Calf Claudication.
o Absent (Popliteal pulse).

i 1 = Late Rest pain & Massive gangrene
L__‘__M < s_z4 @ No Raynaud's Phenomenon

? » X-ray J e Calciticaton.
» Artuiographr%‘ o Irregular Narrowing
o p & Distal Run off.

' ne mq'. ® Stop Smoking.
. g e Arntenial by pass (The Main).

L]
i @ Sympathectomy (No Value).
7 o Urgent High Amputation

Lo o g—

by ,\(‘0""\"—‘! \ o \}

P, P

. 7/
(I1) Burger's disease
® Rare (< 40 years).
e Male > Female
e Inflammation & Thrombosis
* No Calcification

® Upper & lower limb are involved.
* Superficial Thrombophlebitis.

 Sole Claudication.
* Present (Popliteal pulse).

e Early Rest pain & limited gangrene
* Raynaud's Phenomenon,

* No calcification.
= Not needed because of
Distal block
= Stop Smoking
* Artenial bypass (No Value).

* Sympathectumy (The Main).
o Conservative Amputation




(2) For DD

|
|

Don't Forget »

(1) Burger’s disease is ASSORC RS

Ray ;:ud;s—diseggg (Unknown cause)

“o Rn\'nsude;pTilégoﬁ\enon]} = (known cause) 2ry to

d with Raynaud's phenomenon.

Y oung female + Bilateral + Cold weather.

* Qecupations using Vibrating tools as Drlls, Typists or Planists
* Treatment : Change occupation (No value of sympathectomy)

(1) O Foot

presenens =

A.D atherosclerotic ischaemia & gangrene {Macroangiopathy)

O Gangrene is dry but infection convert 1t into moist.
S Sympathectomy 1s contraindicated. Why? (See Q: 2)

8.0 Infective gangrene (Microangiopathy)

[ The story| — Munor trauma - High level of blood sugar

S Because

1. Neuropathic factor 3 Neurius (impaired sensation)
2. Lecal ischaemia: ® Microangiopathy. s
3. Cellular factors: & — (Decrease cell vialig).

[So Tissae loaded by sugar i.e. Good mediaj:r 'i‘r;lfectionl

G Treatment: Draming pus - controlled DM

A. Conservative
8. Endovescular

]

TTT OF CHRONIC ISCHAEMIA

o Rest pam -~ Distal Run off)

= Artemal Steat

* Percutaneous Transluminal balloon Angioplasty (PTA)
] Less Invasive
= L ASFR Angioplasty.

C. Operative s

Rest Pain
. e
L N
Raun off Ne Rum off

n.\mrwlj‘ccmﬁun Qe 4 i i
WV v gll_:n
Thrombo—ead

Prefondao- I
‘r 3
™ Teaxsemia
m Amputsatioa

Unf
Chemical

* PERSONAL HISTORY

(MISCHAEMIA SHEE

L Name
2. Ase = Adult (Burger's & Raynaud's diseases).

L» Elderly (Atherosclerosis).
3. Sex — Male (Burger's & Atherosclerosis)

Female (Raynaud's disease)

4. Residence: Raynaud's disease in cold countries.
5. Occupation: Raynaud's phenomenon as vibrating instruments as typist et
6. Marital status Impotence with Le rich syndrome  (See Q- 4)
B T T T

* COMPLAINT *

- Special habits: Smoking with Burger's & atherosclerosis

Pain during walking

% PRESENT HISTORY

(1) Characters

L Analysis of complaint ——
II. Analysis of Part affected e
II1. Analysis of Qther parts affected

\

in

ost Hotness

Pa
Skin & Sensory changes
1L
(€
A

Az 1Y

NS % Site

Functional changesi
|BAnalysis of complaint
% Number
“ Investigations & trt (ask about sv
 Associated L.Ns (if Thrombophleb
% Pain =
Intermittent claudications Rest pain
Muscle [schaemia "Nerve Ischaemia™
Cramp like on walking urning pam

(2) Site

"depending on Calf

Gluteal = Aorto-ihac occlusion.
Thigh = [lio-femoral occlusion.
= Femoro-popliteal occlusion.

Feoot (Dorsurm >
Why? (See Q- 5

10

olor changes & gangrene)

occlusion”™ Sole = Poplitio-tibial occhusion
31 by Walking & warmth Elevation of imb
Lowenng or uncoverad imb or
(4> by Rest ruhbmg the dorsem of foot
i Bl See Qo
[Bovd's classificationt Cotmuous sad Severe
(5) Degree grade [ v Le. pre-gamrene
grode Il = .~
grode [l > » sop
v e e grade IV —> Rest pan
NB: Ifpain “Intermigient clandication™ vou mass avk about
(1) Caudication distance Distance afier which She pain i3 feft The dhurses e

dixmuncy the advamvd sobarmic.
(2) Coudiication e : Tiser afier whack skee pain i feit
(3) Rest time : Timee of rest need tu stars watkiwy squin.
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_ M Analysis of symptoms related to Part affected|

" Press & See How Colour Fades "

IP_ Pain-rSec belore) 4 A2 ‘

§ M ( ]m»]\l.t\: changes) /a’f

s

o Loss of hair. Briude nail and Dry scaly skin. Gy .
gp— . B s

o interdizital infection  ie. Tincapedis. i “

o Ulceration & Tapering digits. P
o .C
G/—’/ .

5“ Sensory changes:

o Paracsthesia "Gradual loss”
o [ingling or Numbness.,

‘ o Coldness (Lost Hotness):
e Cold limb @ : What are causes of false warm limb ? (See Q: 7)
C—% Colour changes: Pallor, Cyanosis or Black discoloration.
; Q : Which more dangerous Cyanosis or Redness of ischaemic limb? (See Q: 8)

g& Gangrene: o Ask about causes.
I ~ Lower hmb — (Atherosclerosis, D.M, Burger's discasc).

~ Upper Limb — (Burger's discase or Raynaud's discase).
/ﬂ") E— /
O F

For other causes (See Q: 9)
{|MAnalysis of Symptoms related to Other parts affected
F’ﬂ'!) Functional Changes:
[ —a Motor disturbance Weakness of muscle i.e. Chronic ischacmia.

| Paralysis of muscle i.e. Acutc ischacmia.
t\ Q : What is the I muscle wasted in L.L. ? (See Q: 10)
b. Se;

Flexion deformity of knee joint.
xual disturbance : lmpotence Le Riche Syndrome
g
Uike Organic Ischaemia: Heart: Angina.

Brain: Fainting sensation,

Kidney: Pain, Hacmatuna or Uracmia.
T Intestine: Colics 1.e. intestinal angina.
5‘, O F.H.ML.A.: If Thrombophlcbitis i.c. Burger's discase

!' @ L.Ns: If present this means Thrombophlebitis i.e. (Burger's disease)
* PAST HISTORY
* Simular condition
* Important disease as P.M., hypertension, heart diseases etc......
* Past H. of Trauma <> Senile gangrene.
=> P gangrene of foot.

% FAMILY HISTORY

* Raynaud's discase "Same Cold environment".
* Atherosclerosis.
* DM.

109

EXAMPLE OF

+ BERSONA TS ToRY

al & e A\ patient. 46 years old. C

smoker, smoke 20 Cigarette per dav for 20 ve

* COMPLAINT

Pain in both lower limb 16 vears ago

* E% EEI, strig

* The Condition is started 16 vears ago by claudicanon pain in Rt. sole, then after ¢

fter 6 months Lt

sole also the pain is gradual onset and slowly progressive course.
N .
® The Pain 7 by walking or warmth and 4 by rest.
® The pain starts by walking for 500 meters. Then it becomes severe to stop the patient to need

about 2 min. rest to restart walking again.

. Thc.condilion is worsen now as pain appears afier walking 100 meters only and needs about
8 min. rest to disappear.

® After | year from the onset, the patient had Traumatic ulcer on dorsum of Rt,

. toot and heal:ng
was delayed and graft from thigh (at same side) was taken.

© There are Trophic and skin changes in form of loss of Hair, scaly skin brittle fissured nails with
numbness, Tingling and Parathesia in both feet.

® There are loss of Hotness and Colour changes in form of pallor and sometimes cvanosis on
exposure to cold.

¢ No symptoms suggesting organ ischaemia as Anginal pain, loin pain, Haematuria, Abdominal
pain, Fainting or Impotence.

® toms esting infection or thro; lebitis as fever, Headache, Malaise and
Anorexia or Local redness.

o The patient was investigated by E.C.G, X-rays and Doppler then Rt lumbar sympathectomy was
done. So the condition is slightly improved.

No past history about recurrence, No DM, No hypertension, No T B. No Bilharciasis, No drug
allergy, No previous gperations.

No family history of similar cendition (I

_DIAGNOSIS

A case of [Chronic Ischaemia] most probably Burger's Disease
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A. VITAL SIGNS [-or normal "Sce Page 2"
(1) Femp: Warm in infected gangrenc.
(2) Pulse: [FExamine All pulsation].
e.g. Radial pulse for fi‘-:lrrcgulzlr if AF.
e i P QThickcning if Atherosclerosis

(3) AB.P,
(4) R.R.

B. GENERAL EXAMINATION (A.B.C.D.E.F ) "Sce Page2"
As Usual but =

5 D =D ecubitus — Flexion deformity of knee if rest pain. (See Q: 11)
A ., E=Emotion — Haggard — Rest pain
| | F=Face

—» Toxic — Infected gangrene.

C. SYSTEMIC EXAMINATION

I. HEAD & NECK: .l‘_) Scars: If Cervical Sympathectomy donc

| . . )
—»_Mass: Cervical Rib or Carotid Aneurysm,
I CHEST:

—» Full Cardiac Examination.
IV. LOWER LIMB:

V. ABDOMEN:

—» Redness [f Thrombophlebitis i.e. (Burger's diseasc)
- Mass : Aneurysm.

h—» Scars : If lumbar sympathectomy.

1TLoCAL _EAMINATION
| wINsPECTION | o ALPATION |
(I) Colour Changes (§)] Tellperlture.

(2) Venous Filling Time | (2) Capillary Circulation Test.

C »‘(3)_Tl'0phlt Changes. E
(4) Gangrene.
(5) 3 A Arterial pulsation & Aneurysm.
(6) > ¥ Venous If Thrombophilebitis.
M=2L LNs

_ 9N Movement

111
o |INLOCAL EXAMINATIO
* INSPECTION
[The Patient is Lying down & Expose his both L.L from grein downwards|
1. Colour Changes:
/-r Normal Colour indicates — Mild ischaemia. e
— > Postural changes indicates - Moderate ischaemia. | S
I | N\
O Burger's Test (Eicvatc the limb gradually) ' \,
|

* Normally, limb not affected by elevation.
e Elevation : of ischaemic limb cause Pallor.
e Lowering : of ischaemic limb cause Cyanosis.

N.B. Burger's Angle: It is Angle at which limb becomes pale
on elevation from horizontal.
k So: The Smaller the angle the advanced ischaemia.
> Fixed Colour indicate -> Severe ischaemia (Pre-gangrene).
2. Venous Filling Time :

» Elevate the limb till vein empty then allow dependency & Record time of filling veins.
7 Normally: (5-10) sec.

> IF Mild (10-30) sec.
;E Moderate (30-120) sec.
Severe (> 120) sec. i.e. > 2min. (pre-gangrenc)
3. Trophic changes: (see before) If ulcer (Describe).

4. Gangrene: [Site, Type (dry or moist)] (See Q: 12)
S. Arterial: For Pulsating Aneurysm (in Femoral A). (See Q: 13)

8. Venous: - Redness If Thrombophiebitis i.e. (Burger's disease) N v
L 7.L.Ns : At Inguinal region Why? Because of Thrombophlebitis.

N 8. Movement: - Lost with Acute ischaemia.
> Weak with Chronic ischaemia

B ALPATION

|Shouild be Bilateral starting with normal limb |}
1. Yemperature: As usual {Compare, healthy 1*, Dorsum of hand]

Before Examination of Temp, letthe limb uncovered for 5 min Why? (See Q: 14)
2. Caplllary Circulation Test: [When we press on nail bed 2 sec) -

R Normaliy: blanching then Rapid return to normal Colour. ’E—f:—:\
¥ [F delayed: Ischaemia. £S5
» IF No Return : Gangrene.(Even No black Colouration). %, ~ -

[ The Nall & thick or deforwied do pressure on pulp of Jingers or any part of the ski




2 3. Trophic changes: (Sce before) If Ulcer (examine).

4. Gangrene: —e Hurd limb = Dry Gangrene, (using sterile gloves)
Soft Oedematous = Moist gangrene.
Q: What about Gas Gangrene ? (See Q: 15)

A 5. Arterial: e [Fixamine All pulsation), o
E- IF Ancurysm: Compressible mass with Expansile Pulsation & Systolic Thrill.

V 6. Venous: E: IF Ocdema (pitting or not). ‘
IF Thrombophlebitis i.c. (Burger's disease) i.c. Tender & Cord like
L 7.L.Ns: At Inguinal region Why? Becausc of Thrombophlebitis.

N 8. Movement: 9 Lost with Acute ischacmia.
- Weak with Chronic ischaemia

% AUSCULTATION  © Over Large vessels for Bruit if stenosis.

@ Over Aneurysm for Systolic Murmurs

© Over A-Y Fistula for Continous Murmurs,

o ’Burgcrﬁ s Tesf——
r's ! > See before

© [Venaus Filling Timk v[/

© Capillary Circulation Tes

© Harvey Sign e Put 2 index on a vein side to side then move. (ﬂ \
the nearer one to heart then release the other. _g;_k)
« If Rapid refilling — Normal. v
 If Slow refilling — Ischaemia,

© Adson's Test—e Paipate Radial pulse, ask pt, to turn his head ar gf"‘l (’ ;

clevate his chin & takes decp inspiration. ! / ‘.
Palpate radial pulse again if (disappear). A \' /4 {‘-.\
% Cervical rib (thoracic vutlet syndrome). ¢

© Alien’s Test: The Patient makes a Tight fist 1™ then occlude
@ Radial Artery: Patient will relax his fist so observe flush. 1 defayed —» ischuemia.

@ Ulnar Argery : The same as Radial artery will be done.

A.Lower Limb

1. Dorsalis Pedis Artery Pulsation :
» SITE : Lateral to the Tendon of [Extensor Voo
Hallucis longus] on Dorsum of foot. Yo~ _.-_-\

» TECHNIQUE: y, = "
By Middle 3 finger tips then feel dorsum T8, XN
of foot (Not Ankle). Y W :
N.B.: Absent normally in (10 %). NS AT )

2. Post. Tibial Artery Pulsation : . 9 o
> SITE : Behind Medial Maleolus. \( N\ /-//’1'
» TECHNIQUE: > N\
P — ’

N A
Curve your fingers behind & slightly below }“' 74
medial Maleolus then press genitally. —~

3. Ant. Tibial Artery Pulsation :

> SITE: Midway between both Maleolus.
» TECHNIQUE: >
Felt Against lower part of Tibia just " ,
above the Ankle. A A
P ( ~

4. Popliteal Artery Pulsation : i
» SITE: At Popliteal fossa. sy
» TECHNIQUE—, )

y

[A) The lower Part of Popliteal Artery Pulsation :

% Flex the knee then Feel over the lower part of popliteal fossa & Press against the
popliteal surface of the Tibia,

(B) The upper Part of Popliteal Artery Pulsation :

# Tumn the patient into prone position then flex the knee then feel it & Press against the
popliteal surface of the Femur.

C) Crossed leg Test.

5. Common Femoral Artery Pulsation :
» SivE: Below Midpoint of Inguinal Ligament

> TECHNIQUE
Felt by pressing against head of femur.




114 .
B./Abdomen|
6. External lliac Artery Pulsation:

. Felt by pressing the lower 2/3 of'a line drown from just below
umbilicus to mid point of Inguinal ligament.

ORAL

DISCUSSION |I:> ISCHAEMIA

7. Common lliac Artery Pulsation :
» liclt by pressing the upper 1/3 of same linc.

NSQI! INTRO_DUCT_lON} .

[ A A AR
8. Abdominal Aorta Pulsation : _Q'-!ESTIO
+ Felt by pressing of both hands along Middle line i g Apncet

(Above & Slightly to Left) from Umbilicus.

Q1: Why is gangrene of Acute Ischaemia being Moist Aseptic?
# Because of Sudden occlusion of artery — Reflex spasm of nearby vein.
SO tissues will be loaded by blood & fluid. SO If gangrene
occur — [Moist Aseptic gangrene]

N.B.: Moist septic gangrene caused by SBE,

C. {Upper Limb|
9. Radial Artery Pulsation:

» Felt by pressing against the lower end of the Radius.

# Because, patient is Auto-sympgthactomized.

Q3: When amputation is indicated with P foot ?
+ If Osteomyelitis is associated.

10. Ulnar Artery Pulsation:
~ Felt by pressing against the lower end of the Ulna.

11. Brachial Artery Pulsation:
~ Lower Half:
Felt by pressing along the medial border
of Biceps Tendon.

~ Upper Half’
Felt by pressing along the medial border
of Biceps Muscle.

# QUESTION ON smalsr,)lr

Q4: What is meant by Le Riche Syndrome ?
# [mpotence due to Aorto-iliac occlusion with Both Int. Iliac block.

Q5: Why Rest pain occur at dorsum of foot more than sole ?
* Because, Dorsum of foot less vascular than sole.

Q6: Why rubbing of dorsum of foot | Rest pain ?
% Because, rubbing at dorsum of foot — stimulation of proprioceptive
fibers — 4 pain [ Gait theory of pain)
Q7: What are the causes of False warm limb?

12. Axillary Artery Pulsation:
~ Felt by placing thumbs on the Acromion & Tum the other
fingers around the arm & press against Shaft of Humerus.

13. Subclavian Artery Pulsation:
» Felt by placing Middle 3 finger tips behind clavicle against 1. Rib

« Undercover. « Under tit by sympathectomy.
iy o Infection. + D.M. "Auto-sympethactomized”.
14. Common Caroti Pulsation ; Q8: Which more dangerous Cyanosis or Redness Ischaemic limb?
» Felt along the middie /S of Ant. border of Sternomastoid #% Redness more dangerous than cyanosts Because, Redness means
muscle then Press Posterjorly to palpaie against C6 Extravasation of blood from dead tissucs.
15. Superficial Temporal A P ) Q9: What are cauuil of Gagﬁrgu?_e_%um i
Cop - g : *2ry Qaﬂg&[ ob tion < -
¥ Press medially just infront of ear against the Zygomatie arch. * Venous gangrene "Phlygmasia Cerula Dolans”
» Naturopathic gangrene "1.eprosy”.

o [nfected: (D gangrene & Gas gangrene).
Traumatic: [Diregt (bed sore) & Indirect (njury)]

: Physiochemical: (Bum & Frast bite].
Q10: What is the 1* muscle wasted in lower imb ?

N e B L e i el

# 1" muscle is Vastus Merhialis.
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" Questions on Examination ¢ |

Q11: Why flexion deformity can occur with chronic ischaemia ?
~ X% Because, patient with rest pain holding his foot for many weeks.
Q12: What are the types of gangrene ?
* Dry gangrene : With Chronic ischaemia.
e Moist gangrene: With Acute ischacmia.
e Gas gangrene: With Infected wound.

Q13: Which more common popliteal or femoral aneurysm ?
' Popliteal Aneurysm more common.

Q14: Why we must uncover ischaemic limb before exam. of temp. ?
e To Avoid false warm ischaemic limb.

Q15: How can you diagnose Gas gangrene ?
* X-ray shows pases at site of covered wound.
* Palpation showing Tense & Crepitus affected limb..

Q16: What DD between Gangrene, Necrosis, Slough& Sequesrtrum ?

 Gangrene: Death of Macroscopic Tissues

¥ Necrosis: Death of Microscopic Tissues

“¢ Slough: Separation of Necrotic Tissues

% Sequesrtrum: Death of Bone e.g Osteomyelitis

l"f_auestions on Secial Te;:

Q17: What is meant by Disappearing Pulse?

* [Patients with carly ischaemia

] pulsation may be felt but disappear only with exercise
due to shift of blood to muscle.

QI8: What is meant by 'Blue Toe Syndrome' ?
* In case of Aorto-iliac block — Send embolus to Big Toe carly because of
Q19: What are the Clinical Test to detect level of Obstruction ?
» Site of Claudication.
» Level of Coldness.
# Level of Absent pulse.
» Impotence Leriche's syndrome

Q20: What are the clinical test to determine the d
» Degree of Pain: ¥ Rest pain or not.
- Claudication Distance, Time & Rest time
» Colour changes -» Norma! Colour = Mild.
-> Postural changes = Moderate.

JFFixed Colour = Severe,
» Vepous filling ime >120 sec = Severe,

;s s Good tuck

direct continuity.

ee¢ of Ischaemia?

llllIIlllIllllIllllll‘



117

" Chapter 10 (

VARICOSE VEINS

Varicose Veins are Multiple, Dilated, Elongated, Tortuous, Soft, Bluish
& Compressible veins of Superficial veins of lower limb.

* ANATOMICAL CONSIDERATIONS
Veins of Lower Limb
The lower limb is drained by the following venous systems.

L. Superﬁcial VALL211! (Superficial to deep fascia). It includes

® Long Saphenous Vein:
It begins at the medial end of the dorsal

venous arch of the foot and ascends infront

of the medial maleolus to the medial aspect

of the leg then behind the knee to the inner p
aspect of the thigh till the Saphenous opening ' b
(1.5 inch Below & Lateral to the pubic tubercle) /}
where it arches to join the femoral vein.

* Tributaries of the Long Saphenous vein.

A.In the Thigh :
1. Superficial Circumflex Iliac Vein
. Superficial Epigastric Vein.

. Superficial Pudendal Vein.

. Antero-lateral Vein.

. Postero-medial Vein.

W & 2

B.Inthe leg:

6. Anterior vein of the leg.
7. Posterior arch vein,
8. Tributaries from the Short Saphenous vein.

C. In the Foot: .’
9. The Dorsal venous arch.:

@ Lesser (Short) Saphenous vein:
It begins at the lateral end of the dorsal venous arch and ascends below & behind the lateral

maleolus to run along the lateral edge of Tendo-achilles in the posterior midline ot the leg to the

middle of the popliteal fossa where it pierces the decp fascia to join the popliteal vein
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[[MDeep system

(Deep to The deep fascia) 1t includes "

v Below the knee:

I'icy conststs of Venae Commitantes of the arteries + The venous sinuses

mande the call muscles (Solcus).

@ The level of the knee:

Iliey unite o Torm the popliteal vein which ascends Lo the thigh to become the femoral

vemn at the adductor canal the passes deep Lo the inguinal ligament to change its name

into the external iliac vein.

HIMThe Connecting System

@ These veins connect the superficial to
deep veins { They have valves which
allow a uni-directional blood flow from
superficial to deep veins).

G They cither ™

@) Direct Communicators = Perforators
Dircetly from superficial to deep veins.

AS'O THE PERFORATORS OF LONG SAPHENOUS

o 3 Ankle Perforators 2, 4 and 6 inches
above medial maleolus they drain
blood directly from the venous plexus
of the skin to the deep system.

o [ Perforator just below the knee.

o | Perforator at the Midthigh.

o The Sapheno-femoral Junction.

pe
LSU THE PERFORATORS OF THE SHORT SAPHENOUS

o [ lateral forator 5 inches above
the lateral maleolus.

 The Sapheno-popliteal Junction,
@ Indir
Veins passes from superficial vein to the muscles &

another vewn passes from the muscles to the deep veins.,

HR 7‘%
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Don't Forget
@ AU vein arc containing valves except at Soleus muscle
@ Saphena Varix:
® Saccular dilatation at Sapheno-femoral junction.
e Saphena = Alea
e Varix = Dilatation.
@ Long Saphenous vein is the longest vein all over the body.
@ Sapheno-femoral Junction = Trendlenberge valve.

* i ENOUS PATHOPHYSIOLOGY

“ Blood from the muscles of the leg returns to the deep veins.

% Blood from the skin and superficial tissues drains via the long and short
Saphenous veins and then through the connecting system to the deep veins.

* On Walking and Exercise phase The Calf and Thigh muscles contracts within
a tight fascial compartment (Peripheral heart) rises the pressure within these
compartments to (200 - 300 mmHg) — Squeceze the deep veins up towards the heart.

*t During the muscle Relaxation phase the pressure within the calf falls to a low
level, and blood from the superficial veins flow through connecting system
into the deep veins.

From These Facts:
The pressure drops in the superficial veins of the lower limb
during walking or exercise and returns gradually to the pre-exercise
level when walking stops.

With 1ry Varicose vein :

— High pressure (Heaviness pain) with standing enly bur walking or Exercise
— Shift of blood from superficial to deep system. So the pain is decreased

The Superficial system is Weak wall or absent valves or incompetent valves

With 2ry Varicose vein :

— High pressure (Bursting pain) net only with standing but alse walking
Exercise
— So the pain is Inereased

The Superficial system is Normal but the deep system is occluded or compressed
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VARICOSE VEIN
CASES

* AETIOLOGY ' r
H N
. Lo onds
1. 1ry VV = Non Obstructive dueto AN
O Congenital weakness of venous wall. 7Y : ‘\.\ ‘
© Congenital Absence or Incompetent valves. [ :_,“_.t /o
e This is precipitated by: Prolong h‘?‘ P { !
or sitting as {Surgeons, Hair dressers, ... etc.) iR |
1 b
® Due to Weak Mesenchyme: l‘p- i
. . _F£‘J \
Manifestation of Week Mesenchyme: 72 LN
T i\\’}phbéls ':;F{m Foot. P, E\\Q\_\_‘f}
2 Visceroptosis @ Hemia. R =
9 Vanicocele ® Piles —

N.B: 1ry V. V is associated with Minimal Oedema & Skin complications.

2. 2ry VV= Obstructive dueto

© DVT (Deep Venous Thrombosis) duc 1o
~ 50%, Post-operative (old ag L)l;) Fracturc Neck Femur
Prostatectomy.

~ Risk of D.V.T Oral contraceptive pills. Because Oestrogen —»
T Coaguability of the blood.
Fever after pelvic operation
O Deep Venous Compression duc 1o

~ Pelvic or Abdominal Swetlings
N.B : The Most common Swelling is Foetus

© Arterio-Venowus Fistula, may be

» Congenital —» 1f Chiid.
» Acquired -+ If Trauma (Buliet or Stab Wound 1n Femoral A).

N.B: 2ry V. V Is associated with Marked Osdema & skin complications

* cwrw:mﬂ
® Hge.
* Superficial Thrombophiebitis
e Cakificason
< Skin Complications:

o * Brownish pigment.

[ * Dermattis,

o Ulcer,

——

=

3. Skin complications  + Minimal

4. Associated melli‘u; o Groin - ¢. g (Saphv:nn Vana)

., ® Abdomen or pelvis -ve

5. mmté_ CeUsmally  -ve

® No History sugpest DVT

eDM& h\“p:ﬂenum eic .

Vg © Congenital Mesenchymal wali

.M@ﬁﬂ@! " o

e Growmn . ¢ 2 (L Ns)
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MVARICOSE VEIN SHEE
1ry V.V. 2ry V.V.
* PERSONAL HISTORY
* Name, Age. Sex | o (Commonlv) Adult * (Commonly) Old
and may be child (A 'V Fistula)
* Occupation e Precipitated factors S
T Marital status. R ¢ Multiple Pregnancy
} - — o Tight Corset
e At L L (Commenly Bilateral e AtLL (Commonly Unilateral )
: L e Minimal o Marked
©. SKI0 complications o Minimal o \Marked
* PRESENT HISTORY
I. Pain
»0CD «0.CD. e QOCD
-~ Seventy » Mild ¢ Severe
» Characters © Heaviness pain ¢ Bursting pain
£ Burning localized pasn due to | dueto DV.T
Superficial Thrombephiehitis.
» Ty e *with prolonged standing .o T with prolonged standing or
by walking
by » + by Elcvavon of the affected Iimb o v by Elevation of the atTected mb
& by Walking o only
2. Oedema ' O“IH& Appear alc'-cnmg then . \hrked& persist not related o
. msolweaftersieep. | ume

. \hrktd - Brownish pigment
- Dermanitis.
- Ulcer

. ¢ Abdomen or pelvis - Mass
o {sualthy +ve

o Factors suggest * DVT (See before
o Pelvic or abdominal mass
e g compressson or GIT
e Trauma A’V fistula)
- Buiket
- Stab wound

e DM & h\;’tﬂﬂ)‘\tu'l cie
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EXAMPLE OF
IMGENERALEXAMINATION
~ B ir - - —r
- - E: ¢ 3 .__..__A..A..‘..:_-—.—
* PERSONAL HISTORY . . i | ‘
SR 23)  married sinee 30 years, : 1
taaas s 2ana Male paticnt, 70 years old [tom 2 &, Seller (s ) » married $mMee Y . 777*&_ 1I’y V.V J; _ny v.vV
a0 iaarettes ner day (or 30 years with “ | . . ! . )
s 5 childien, the youngest s [ years old, He is smoker, 30 cigarettes pet day for 30 ye R We look For —» } Manifestation of weak b '} .M ml? signs
3 } Mesenchyvme 3 AN Fistada
: . " i ~
No othier special habits of medical importance | N.B. V.alue of PRE& PV | |. K{\ phosis - -THR
in V.V case | 2. Visceroptosis - Murmu
(See Q: 1) 3. Hernia 2. Organomegaly
INT . Oreanomegaly.
* COMPLA . e since 10 vears & RU side since 4 )rcnrs)_ | | 'F | - Dilated vems cross
Pam in both Tower limbs (Lt Side since 10 years . . o 1 in (See Q: 3
) 2roin (See Q: 1)
| & IRBIE: |
§ 1 ! i
OR . 1 i { . )
* PRESENT HIAIORY : L sars apo with gradual onset and slowiy 4. Lt. Varicocel b Wi ; : {1 4. Bilateral Vancoeele il
= Thecomlition startad withpeln i L lower g 1A NS r e athing, 5. Flat foot & Halwe {4/ % F L LV.C obstruction
ressive course. Heaviness in character, / ged Standing ' Watlang. | ™ iy ’ S N de— e ]
progressive course. Heaviness in character T by Prolonge £ ¢ | Valgus (See Q: 2) e S = 5. Tallipus Equinous as
: . the | W R G I ulcer complications
o | he pain is assoctated with multiple, dilated, tortuaus, bluish vems al the medial uspc‘cl of 'thc L e — St 4 |\weer comy -
leg. They progress upwards but not crossing the grom. The lower part of leg is brownish with J ;
wching | |[MLOCAL EXAMINATION .
e [ hic pam is not associated with Ankle ocdema or symptoms suggesting, I'hrombophichitis in @ Proper Position = Standing patient. ra e
form of (lever, headache. Malaise and Anorexia) and (inguinal L.Ns).

O Proper Exposure = from Umbilicus to Toes.
e Ihen he complains of pain in the R leg 4 years ago with same characters ol LL onc. © Don't forget: « Examination of both limb.

« Examination of back as well as front & side
e The patient was advised to medical treatment as ointment and also advised o surgery but he

refuse

o7 N <.~v'ra_. AN '» e ¥ -
"-W:v-v-»w;;'wx ik

' * INSP 10 ‘ "Multiple, Bluish, Tortuous, Visible Swellings” 1

o It is aysociated with weak Mesenchyme in form of mass at Ri. groin showing Expansile
impulse o eough, 2 years aco

* PAST HISTORY Lside e Usually (bilaterat) T e Usually (Unitaterat) Exeept LV.C |
; ; 1 # | abstruction
:Jlu l;;N i.n‘.v’u&v nl;)ul rcug:rrc‘ncc. No DM, No hypertension, No I.13, No Ui!lmn.msts. ' Site "'+ Along course of vemns « Along course of verns
; "y '.‘."‘ alergy, No previous qpcmmms. as prostalectomy or [racture neck femur, ! i (long or short Saphenous or both). | (long or short Saphenous or both),
N histury of stab or bullet in femuoral wiangte. | » ! ‘
(But there's Hernial operation on Lt Groln since 4 years) i- iy e W‘J‘ryy:\;_rigvcr crossthegroin [ o V.V, eross the groin
A S A | 3. Shape { » Tubular. e Saccular e Serpentine. * Spider
« FAMILY. nisTomry | | : - o
Positve history of varicose vein in his tather. Suggesting weak Mesenchyme ) | ((_:-:)) ba
a. §M_n I;\TQI': - YO _Mm_ugﬂc;)mpl;cﬁ;onﬁ o T:ﬁlﬂ —'ed_ . Pigme ntation
DlAGNOSls { e e o s L .,‘L, = Uleer (as sheety
i's’. Swollen limb (vedema) | » Minimal . » Murked
iry Varicose Veins | 6. Sigletal defocamlty |+ Fli oot or s Valgws. | = Tallpus eunnons
| e e e e s
| Look for (Inguinal Regianq o Saphena Vanx. i o L Ns
3 | ) leMema . .
,g‘_z.
<+ l




124
% PALPATION

A, Ry gt (7)
I Palpate ¥ V. for Soft, Compressible

2 Palpate V.V for Tender nodule (along the course) for thrombosis

L Palpate V.V, for Tender cord (For superficial Thrombophlcbitis),

A

5 Thrdlof AV fistula.

6. Fxpansilc impulse on cough a1 Sapheno-femoral junction

7. Saphena Varix: (if Iry V.V)

Direction of blood of dilated veins across inguinal region (if 2ry V.V)

Saccular compressible dilatation show Expansile impulse on cough at Sapheno-

femoral juncuon

B. 2, a A7)

I. Skin For (ulcer) Describe

2 8.C tissue: For (oedema)e Iry —» pitling.
e 2ry —» non pilting
Muscle: For (Tone & Tender calf muscle) (See O: 4)

~ Homan's Test (nof donc) (Sec Q: 5)
Bone: For (Penosicius of tbia)

B

. Vein' 11 defect in deep fascia
6. Artery: Aricrial pulsation as dorsalis pedis artcry

. LNy Inguinal L.\

* PERCUSSION Schwartz Percussion

7 The

n i Percussed by index of one hand & palpate distally

by fingers of other hand.

7 I Iry V.V the valves are incompetent

80 the wave s transmitted distally

% AUSCULTATION

WAY fatula  continuous Machisery murmur

% SPECIAL TEST Ses later

3

-

or Bilateral
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SPECIAL TES

est to detect (blow out) = Incomp
. Trendlenberg Test

. Multiple Tourniguet Test

pt. hies down

His leg raised

Massape

empty veins

Toum

Te]

ust helow

i 4. Tourniguet -
- Just below Saphenou
- Below Knee
- Above Knee
Ask pt, to stand up
> Result

Saphenous opening

Ask pt, 1

v Result
s Normal ¢

Fil

tand up

LA

——

s

0% l:.

TRy r——
\

i 1. For more localization do mere

i
NG W e
——

Sapheno-femoral

incompetent

Tourniguel in the segment
2. Saphenous opening :
2 4 cm below & lateral 10
pubic tubercle

7 Manual localization Test "2 Fingers Test

Incompetent
orators

(]

O P, stand and The two index are pressed at a point on N .-L/— y
Long Saphenous vein — then empty at opposite dirccion. /773
< Result —» If vein fiil between two fingers — blow out ‘[f{_¥

J
O 1" P1, stand & Then mark the varicosines . -

O 2™ P hies down & detect the defect of deep fascia
(1 ¢ Blow out) then mark by (x)

T Perthe'’s Test: depend on pain
a. The paucnt bics on his back and the lower limb is clevated
b An Elastic bandage is applied firmly from the toes (o the third of the thigh

<. The patient is then asked to stand and walk in situ for $ munutes
> Resalt 1f the deep system 15 occhaded, the patient will complain of pamn

a The pauent 1 standing
b. A tourmiquet is applied just befow Sapheno-femoral junction
¢. The patient 1s asked to walk quickly m sitg § minutes.

& Resal

If the vancose veins disappear, this means that the deep system s patent.

n the kg

If the vens become more enzorged. this means that the deep =ysiem s occluded
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1. Conservative Treatment
* |NDICA TONS: Tey VoV il early, Patient o pregnant, unfit, waring for or Refusing operations.

@ Below knee Elastic siocking
2 Penaodic leg Elevation (o present stasis.
% Avoid Prolonged standing

* My rions:

Regular Exercises.

2. Injection-compression Sclerotherapy

* A Lo deconge st by occlusion of lumen with fibrosis
tNaot thrombosis 1o avord recanalizaton again).
* INICATIONS. U I Spader Vancosities

) Residual after operations.

D 2ry YV V with DVT
J Pregnancy
@ Acute Septic Thrombophlebitis.

® CONTRAINDICA TONS

)

* SCLEROSING MATERIALS: D 39 Na Tetradecyle Sulphate.
© 5% Fthanolamine Oleate.
@ 5% Na Morrhuate.

Empty of scgment of blood.
Then solatcd by 2 fingers.
Then Firm elastic bandage 15 applicd for 6 weeks

* TECHMQUE

@© Small dose (1 ml)
@ One is done only then others at other visits.
2 Walking & Exercises arc advised

® PRECAUTIONS:

3. Operative Treatment
* P anions O Saphena Vanx.

2 Blow out.

9 Repeated superficial Thrombophlcbis.

* Orima riONs

LT le 2
* |NDICATED: with Sapheno-I cmoral incompetence 1.e. Saphena Vanix.
* Pmincipif:. Ligation of long Saphenous & 1U's Inbutarics

2. Sybe L Saphenous:
* INDICATED: if whole system is severely affected
» PrincapLE: Trendlenburg's operation then S.C stripping of whole lung
Saphenous vei.

1 r
& [npicaTED: with Incampetent perforators. i
* PRINCIPLE: Ligature arc apphied on perforator & long Saphenous vein then
Inverting “T™ Scgment is removed

ORAL
DISCUSSION

VARICOSE VEIN

Questions on Varicose Vein

Ql:What-rethevalueofPR&WinV.chg‘i_’
< [f Iry V.3 Piles may be detected.
> If 2ry V. ¥ Pelvic mass may be detected.

‘ Q2: What is meant by Flat Foot ?

* DEFINITION Loss of med. arch of foot

* AETIOLOGY
e Congenital” Weak Mesenchyme”.
‘ e Paralync "Paralysis of muscles act on foot”.

o Osseows "Dislocation of foot bones”

* COMPLICATIONS e Joint Deformity.
e Osteoarthrosis & Pain

 Syperficial Emgastic vein
» Lateral Thomcic vein to Axillary vemn.

Q4: What are causes of Tender calf muscle ?
e DVT e Myvsitis. ® Bf Neuropathy

QS5: Why 'Homan's Test’ Not done ?

% To avord dissermination of thromba

Q6: What is mean by 'Blow out’ ?

¥ Blow out -~ Incompetent perforators.

Q7: What is meant by ‘Ankle flare'?

¥ Fine venules passing around Medial ‘Maleolus

Q8: What is meant by '‘Branham's Bradycardia'?
* Qcclusion of feeding vessels in case of A-V fistula will leads to
slow of pulse to normal rate.  N.B.: Ir is Relative Bradycardia

Q9: Are any visible veins considered varicose vein ?
% No. Because varicose veins are Elongated & tortuous

QI10: What are different termed 'Trendlenberg' In surgery?
~ Trendlenberg Valve: Sapheno-femoral junction -
~ Trendlenberg Test to detect Blow out or Saphena Varix

» Trendlenberg Operations

@ To remove Saphena Varix
@ Pan of S.C stripping of long Saphenous

’ ndlenburg's Position For Barium x-ray e.g detection of Hintus hernia

Q3: What are the dilated veins crossing Groin region formed of ?




128
Q11: What are the sites of perforators along the course of the
short Saphenous vein? ‘
% There are two perforators above the fateral maleolus (lateral ankle perforators).

Another one is present handbreadth below the popliteal crease and there is also the
Sapheno-popliteal junction.

Q12: Is there any veins crossing the shin of tibia?
“ Yes, there is a vein crossing the shin of tibia. It is liable to trauma
Icading 10 its rupture which may lead to severe Haemorrhage.

) on Venous Ulcer

Questions

Q13. What is Meant by ‘Gaiter area’ or Ulcer bearing area?
2.4.6 inches above medial maleolus,

Q14. What is the cause of Varicose Veins?
% Lry venous ulcer with in V. V [common & minimal]

Due to

Congenital weakness of venous wall.
> Con

genital absence or incompetence of valves,
% 2ry vemous ulcer with 2ry V

-V [common & marked)|
Due o 1:) DVT (Decp Venous Thrombosis).

» Deep venous compression.
-» A.V. Fistula.

Q1S. What is The Pathogenesis of Venous ulcer?
(White Cell Trapping Theory

) Venous Hypertension — S.C Capillary proliferation — 1
W.B.Cs. The Trapped W.B.Cs becomes activated

— T Release of Proteolytic Enz. — Injury of
capillary endothelium — Venous Ulcer

Q16. What are The causes of DVT?

% 50 % post-operative [ fracture neck femur & post prostatectomy)
Q17. What is The Most common site of DVT?

Calf muscle of lower imb,
Q18. What is The Most common pre

Tender Calf muscle.

sentation of DVT?
Q19. What is Meant by ‘Marjoline ulcer’ ?
Malignant Venous ulcer.

What are the commonest causes of le i
A = Antenial — Ischaemic pain.

Q20.

n?

V=Venous  _, Varicose vein,
L= me — Tender LN.
= ;e" ~» Sciatica.
Muscie ~» Myopath
B ) y

3 — Osteoarthritis,
Ligament - Flat foot (;OOd llc

as
AR IR RN NN RN NN NN NN EE NN NN NN NN ENER NSNS NN NEERANEENE

Nerve Injury Sheet
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I. Muscles of the front of the forearm

A. Superficial muscles "5 Muscles”

NERVE INJURY

B. Deep Muscles "3 Muscles”

@ Flexor Pollicis Longus. {From Radials )

=~

@

(4=

2

Pronator Teres. <
Flexor Carpi Radialis. «—
) Palmaris Longus. <
) Flexor Digitorum Superficialis.

S Flexor Carpt Ulnans.  +

» ORIGIN: (C.F.Q.) front of med, epicondyvle of the humerous

» AcT10N: Flexion of elbow & wrist joint

» NERVE SUPPLY: All muscles by median n. Except Flexor

Except Pronator Teres (Pronation).

Carpr Ulnans by Ulnar n.

@ Flexor Digitorum Profundus (From Ulna).

@ Pronator Quadratus {From both) ’————\

» Action. O Flexor Polhers longus

» NERVE SUPPLY: All muscles by i.e. (Median nerve) Except

Flexion of wrist & thumb.
@ Flexor Digitorum Protundus.
Flexion of wrist & med, 4 fingers.
@ Pronator Quadratus (Pranation).

Med, 112 of flexor Digitorum Profundus
by Ulnar nerve

Median n. supply all muscles of front of forcarm Except | & muscle
supphied by Ulnar n, which is 2 Flexor Carpu Ulnaris

< Mcd, 172 of Flexor Digitorum Profurus
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149 II. Muscles of the Hand

{A) Theanar muscles + Adductor Pollicis muscle.
(B) Hypothenar muscles.
(C) Lumbricals & Interossei.

A. Thenar muscles

i Abductor Pollicis brcW:/ o 2
2 Flexor Pollicis brevis
VD Opponens Pollicis.

+ Adductor Pollicis muscle

~ NERVE Suprry: All these muscles supplicd by median n.
Except Adductor Pollicis muscle by Ulnar n.

» Paralysis of Adductor Pollicis = +ve Froment Test.

\
| N.B: s Puralysis of Abductor Pollicis brevis = +ve Pen Touch Test.
{

B. Hyvpothenar muscles :
@ Abductor Digiti Minimi. +—
@ Flexor Digiti Minimi. o
@ Opponens Digiti Minimi.

~ NERVE SUPPLY: All these mium,ziic.\ by Ulnar ny /

C., Lumbricals (4 muscles)

~ ORIGIN: Tendon of Flexor Digitorum Profundus.
7 INSERTION: Extensor Expansion of back of med, 4 fingers
t.¢. back of Terminal Phalanges.

~ NLRVE SUPPLY: > Med. 2 fingers by Ulnar n.
Lat. 2 fingers by Median n.
) » ACTION: '—) Writing position
= Flexion of M/P & Extension of I/P joints.
| I IF paralyscd: Extension of M/P & Flexion of I/P.
|
{

| joint, i.c. Claw Hand .
If med. 2 Lumbricals only
L —» partial (Ulnar) Claw Hand.

~ Interossei (7 muscles) [3 palmar & 4 dorsal|
# ACTION: - Palmar = [Adductor) ——— 7 —

5‘- s «— > Domal = [Abductor]| - i {
AT Lo
‘&\“ » NERVE SupPLY: All by Ulnar o L T
i AV
b N.B Iy poraiysed — loss of abduction & sdducsion .\1:'{,7
= +v¢ Card Test e

¢ Muscular bmndl;es: (LS M)

e e e ——. - — T P B —— —_— T = =

< Muscles of Hand Supplied by. :
1. Ulnar n = Hypothenar muscles.

=> Adductor Pollicis only. |
te e - Med, 2 Lumbricals & 7 Interossei t
s o |

) 2. Median n - Theanar muscles

- Lat. 2 Lumbricals. i
‘I\Ledian Nerve
In The Arm
No branches No branches

In The Forearm

¥ Muscular brandies - (6.5 M)
 Flexor Carpi Ulnans ® 4 muscles superficial.
® Med. 12 of flexor Digitorum Profundus. e 2.5 muscles deep.

" Cutaneous brandies: X Cutaneous brandies:
[3 cm above wnist]. [3 cm above wrist]
e Palmar Cutaneous branch — Palmar e Palmar & lateral cutancous branches —»
Surface of (med. 1/3 of hand) Skin over Thenar. Except lat. part which

e Dorsal Cutaneous branch — Dorsal By Hchal n,
Surface of (med. 1/3 of hand & Med. 1.5
fingers)
In The Palm
% Muscular branches : % Muscular branches :
e Adductor Pollicis. 3 CERT——

¢ Abductor Digiti Minimi.
e Flexor Digitt Minimi

e Abductor Pollicis brevis.
¢ Flexor Pollicis brevis.

« Opponens Digiti Minimi * Opponens Pollicis.
* 4 Dorsal Interossei. $ossmn s
« 3 Palmar Interossei o

o Lateral 2 Lumbricals.

Ctameons bramchey :
o Paimar surtace of tateral 3.5 fingers and
e Dorsal surfwe of upper part of lat. 3.3
fingers. But masked by Radial n.

* Medial 2 Lumbricals.

# Cutancoas branches :
» Palmar surface of medial 1.5 fingers.

—



r

132 - ; )
MNERVE INJURY SHEE
* PERSONAL HISTORY
Name, Age. Sex, Occupation, Residence, Mantal status
& Special habits e.g Alcohol — Neunus |
!
% COMPLAINT The most common complaint is deformity \
* sensory or motor or Trophic changes. :
S — ‘
* PRESENT HISTORY o
I. Analysis of complaint
1. Analysis of Part affected
HL Analysts of Other parts affected
[MAnalysis of complaint]
—@ Deformity
r~ LO.CD

- PAINS %

%
‘e

Site

Number (Rtor Lt).

Investigations & wt (done before)

“ Associated swelling: o L.Ns as in leprosy
* Bony swelling as Callus.
e Neuroma.

% Pain " Analyzed as usual "

3. Trauma or not

i’—l
|
!-\

0 If Post -traumatic [Ask about duration ]

¢ Immediately = pressure by fracture = Iry Neuritis.
@ Occurs aficr Hours or days = pressure by Haematoma = 2ry Neuritis,

® Occurs after Months or year = pressure by callus = Delayed Neuritis.

' 4 B Analysis of Part affected
The Peripheral nerves are mixed (Motor, Sensory & Autonomic)
1. Injury of Motor part e Deformity (Mal-position).
( * Paralysis (loss of function).
* Wasting group of muscle

— 2. Injury of Sensery part * Loss of superficial sensation
OLouo{ggpmmionu(Seueafpmmondmvemem)
— 3. Injery of Autonomic part * Vasomotor Changes As - Redness of skip,

* Sudomotor Changes As — Loss of sweating
4. Trophic changes. [Loss of hair, brittle fissured nail and scaly dry skin)

133
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* F.HMA [nflammation at site of injury

* PAST HISTORY

* Similar condition

* Imporiant discase — (produce peripheral Neuntis) as D.M. S, Lepros

* FAMILY HISTORY

#* PERSONAL HISTORY

EXAMPLE OF

NERVE INJURY SHEET || . ¥

2aa ea & £ Male paticnt. 30 years old, s 432, Married since one vear, born in 2=

& live in ol ixiia the patient does not smokes cigarettes, but he smokes Shisha. No other special
habits of medical imponance.

% COMPLAINT Deformity of Rt. hand.

* PRESENT HISTORY

* The condition started since 7 years with history of accident by a machine (associated wound in
Rt wrnist)

o The patient was admitted 10 hospital 4wl the wound was sutured with slab (3 =) 15 days
then advised to physiotherapy with little improvement so the patient was advised to make
another nerve repair after 9 months.

* Al this time patient complains deformity of Rt. hand. After 9 months, the surgical tnal was done
in hospital (/all al the deformity Still present

o There are associated Metor affection: As Deformity, loss of function of medical 1.5 finger and
associated wasting.

» There are associated Sensory affection: As impaired sensation.

o There are associated Autonomic affection: As loss of sweating but little.

e There are associated Trophic changes: As dry skin. loss of his but minimal
 No associated inflammation or associated L.Ns.

« PAST MISTORY,

No ;hsl history about recurrence, o DM. No hypertension, No T B. \u Bilharziusis.
No drug allergy. No other previous operanons

No famﬂy history of similar condition {lrre

Rt. Uinar Nerve Injury
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[NGENERAL EXAMINATION

As Usual hut look for evidence for causey of Peripheral Neuritis
c.g. Face : Skin Nodules — leprosy.
Lower Limb: stocking sensory loss with D.M.

A. Ulnar n. injury at Wrist joint

* INSPECTION

b = i

© Movement: [Active] i.c. Against Resistant.

LOCAL EXAMINATION

1. ULNAR NERVE INJURY

@ Deformity: (Partial) Ulnar Claw Hand
Why ? due to paralysis of med, 2 Lumbricals.

@ Wasting: of \"/)\é\&‘%

a. Adductor Pollicis

b. Intreosscous space

¢. Hypothenar eminence.
e Abductor Digiti Minimi.
o Flexor Digiti Minimi.
¢ Opponens Digiti Minimi.

@ Vasomotor or Sudomotor changes:

i.c. Redness or Anhydrosis is minimal (i.c. Autonomic affection).
@ Trophic skin changes:
i.c. Loss of hair, brittle nail etc..... is minimal

@ Scar > Site (At wrist joint).
-> Length & direction.
<> Associated Neuroma or not.
-> Healed by 1ry Intension or 2ry Intension.
-> Adherent 1o decp structure or not. By asking pt, to contract
underfying muscle if pulied — It is attached to deep structure.

e Inability to move Abducters or Adductors of the
Med, 4 fingers.
e.g. Examine Motor power of 1* dorsal
Intreosseous. = >

e Inability to move Adductor Pollicis muscle

* Inability to mave Abductor Digiti Minimi
¢.g. Examine motor power of this muscle, —e——p
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* PALPATION
@ Deformity.
@ Wasting,
; . Confirm
@ Vasomotor or Sudomotor Changes
@ Trophic Changes.
® Scar
® Movement: (Passive) Not active to exclude other causes
of this deformity ¢.g. stiffness of joint. ~
TN
@ Skin Sensation & f:\‘ (\‘[ q Fa 8
> Examine from Anesthetic area to normal area and {\\:",", ll b P i
iR NIV |
not the reverse. \\\' -2 4 ‘
> Examine Superficial Sensation 1* : / /‘
1. Touch : By Cotton Wool. / \
2. Pain : Sharp Pin. \
3. Temp : By 2 Test Tube (Hot & Cold). [ |

» Examine Deep Sensation
By sense of position & sense of movement.

» The Result:

Loss of sensation at palmar surface of med 1.5 finger only

5

ey

s

e am a0

+ PERCUSSION Tinel's Sign

Tap the nerve below the lesion if distal tingling is felt by patient this means
the nerve fiber growing distally.

N.B. Notes this site for follow up.

* SPECIAL TEST
1. Card Test
% Due to paralysis of Interossei (which adduct
the fingers) the pt. can't hold a card between

his extended fingers. | >

I1. Froment T o
# Due to paralysis of Adductor Pallicis, if the pt,

asked to grasp a paper between his thumb & sides

of index fingers — The Terminal phalanx of the
affected thumb is flexcd 10 hold the paper (by the

Flexor Pollicis Longus which supplied by median n L




it 2 TR A

' B. Ulnar n. injury at Elbow joint All of the above +

But - @ Deformity - Deereased why?

e [3ccause of extension of distal VP jont

because of paralysed medial 172 of Flexor L
Digitorum Profundus.  i.¢. Ulnar paradox A. Median n injury at Wrist joint f \\\ ‘-)
e Also there is Radial deviation R "7} | <
because of paralysed Flexor Carpi Ulnaris + INSPECTION (.. \"\ Gy
W\~ A
N o ) ® Deformity: | Ape Hand | f — 1
@ Wasting* at medial side of ulna Wiy ? due to paralysis of Abductor Pollicis L / 1,
because wasting of Flexor Carpi Ulnaris & medial 1/2 brevis and contraction of Adductor Pollicis \ ! /
\ s

of Flexor Digitorum Profundus.
(which supplied by Ulnar n.)

A\
Q@ Wasting: of The Theanar eminence /
* Abductor Pollicis brevis. \&__Jﬂ/

e Flexor Pollicis brevis. —

e Opponens Pollicis.

@ Vasomotor or Sudomotor changes: Marked (more mixed)

@ Trophic changes: Marked,
@ Sear — At Elbow mainly

® Movement —[Active]
Itis associated by weak Hexion of wrist

@ Vasomotor or Sudomotor changes: minimal

so it will be examined by adduction of’ @ Trophic skin changes: minimal

WISt against resistance.
® Scar - "At wrist" then Analyzed as usual

Also Sensation|
e Lost at palmar & dorsal surface of medial
Aspect of the hand

® Movement: |Active| i.e. Against Resistant.

Fxamine Theanar Muscles

1 . R © Test for Flexor Pollicis brevis
e | ost at palmar & ace edis ' e ; .
F e Ask the pt. to flex his Thumb against resistance

1.5 fingers

S() The End result — @ Test for Opponens Palliis - . !
i.¢. loss of thumb opposition to little & other fingers I< v
ISPECIAL TEST] A
L Card Test » @ Test for Abductor Pollicis brevis. > RN
ol \ . ( '
% e to paralysis of lnterossei (which adduct A ipen-rbu'c‘ﬁiﬁ_ﬁsﬁﬂ |
" fingeré s p. St Bk . sand Betwons The Thumb can't be abducted to touch ’
Emmghm ‘-‘“C"‘Ekﬂ ;ntlgcn. k > a pen infront of it with back of hand on ol
I1I. nt tabte to avoid action of flexors. ) ,1-\\ 2

A Duc o paralysis of Adductor Pollj if the i = | .
. B. Wartenberg's Test [Prayer's position Test} /" 1\ -

asked to grasp a paper between his thumb & sides the thum |
o : The Tip of umb of the nffected side touching. e — =l ™~
of index fingers — The Tenninal phalanx of the . ) | : '
the palmar aspect of the pulp of the pon affected thu b ‘\ ,,.:ﬁ -

affected thumb is flexed to hold the paper (by the
Flexor Pollicis Longus which supplied by median n L
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#* PALPATION
Deformity.
Woasting.
Vasomotor or Sudomotor changes g-(m
: Trophic changes.

< Movement: (Passive) Not active to exclude other causes
of this deformity ¢.g. stiffness of joint.

» Skin Sensation -
» Examine from Anesthetic arca to normal i ? = Ol‘;
—_— \ (= i
arca and not the reverse. ~ \ H h
~ Examine Superficial Sensation 1*' : \:\\ Z = 1 ' !
1. Touch : By Cotton Wool. \ e N
2. Pain - Sharp Pin. \ 7 E
3. Temp : By 2 Test Tube (Hot & Cold). \

\ ‘ /
» Examine Deep Sensation ) / /

By sense of position & movement. !

~ The Result:
Loss of sensation at palmar surface of 1at 3.5 finger only

N.B: No affection on dorsum because It is supplied by Radial n.

* PERCUSSION Tinel's Sign

Tap the nerve below the lesion if distal tingling is felt by patient this means
the nerve fiber growing distally.

N.B. Notes this site for follow up.

B. Median n. injury Above Cubital fossa
All of The above + But :

© Deformity  The same but there 1s Ulnar deviation
because of paralysis of Flexor Carpi Radialis. > ¢

 Wasting: of Flexor surface of forearm

becausc of wasting of their muscles
< Vasomotor or Sudomgter changes: Marked
® Trophic changes: Marked,

7

® Scar — Above Cubital fossa, Arm or at Axilla,

® Movement —>|Active]
A. Test of motor power of Pronator Teres & Quadratus Muscles —»
% Pronation of Supinated forearm but don't forget the arm must

be adducted and forearm flexed why ? to avoid

Internal rotation of shoulder Joint.

B. Test of motor power of Flexor Carpi Radialis. 0t

* Examine Radial deviation against resistance but don't Forget the

139

wrist must be flexed wiy ? to avoid &
-
- \. i
the action of Extensor Carpi Radialis
- SRELAD T TTeA

¢ Flexion of middle phalanx of med, 4 fingers.
"Test one finger while fixing the other 3 fingers”

D. Test of motor power of Lat 1/2 of Flexor Digitorum Profundus. —s»

5t Flexion of terminal phalanx of Index and middle fingers.
While supporting their middie Phalanges. W hy?

To avoid the action of Flexor Digitorum Superficialis

E. Test of motor power of Flexor Pollicis Longus

¢ *t Flexion of terminal phalanx while fixing proximal phalanges

why ? to avoid action of "Flexor Pollicis brevis".

s - -
Also Sensation! As cutting at wrist But.

® Lost at lateral 2/3 of the palm of the hand only.

N.B. The lat, part of Thenar not affected why ?
because supplied by Radial n.

|SPECIAL TEST]

Qchner's Clasping Test =—————————

© The Index on the affected side is Pointed, Extended and ]

Tapered if the pt, is asked to clasp his hands together. o4l
© Due to loss of action of 1at 172 of Flexor Digitorum
Profundus & lat 2 Lumbricals.



2y 1 3. RADIAL NERVE INJURY

-» Scnsory : Post, cut. n. of arm,
‘t Spiral Groove > Motor e Med. & Lat. head of Triceps.

- Sensory e Post. cut. n. of forearm. \4

* Above Elbow: - Motor e Brachioradialis.
| e Extensor Carpi Radialis longus. 9
e Lat 1/2 of brachialis,
e 2 Terminal branches :

A

é’ ANATOMY
|

|

(1) Superficial Cutaneous branch (Sensory)

» Supply lat. 2/3 of dorsum of hand and dorsal aspect
of proximal phalanx of Lat. 2/3 of fingers.

ﬁ‘al}f J,""f.t,ji?uk
w /,‘%’ /i[ (2) Posterior Intreosseous n. (Motor)

r ' ' » Supply all Extensors of forearm

| | Extensors of Forearm. (12 muscies)
I. Superficial group: (7 muscles)

~#NERVE SUPPLY: Post, Intrcosscous n. cxcept Anconcus
Brachioradialis and E.C.R. longus by Radial n.

» COMMON ACTION: Extension of clbow & wrist, Except Brachioradialis.
I. Brachioradialis. — Flexion of ¢lbow in mid prone position,
2. E.C.R. Longus - Common Action + Abduction.
3. E.C.R. Brevis — Common Action + Abduction,
| 4. Extensor Digitorum — Common Action + Extension of M/P of med.4 fingers
‘ 5. Extensor Digiti Minimi — Extension of M/P of little finger.
6. Extensor Carpi Ulnaris - Common action + Adduction.

7. Anconeus -> Common action Except extension of wrist.

II. Deep group: (5 muscles)
> NERVE SyppLY: All by post, Intreosseous n.
8. Supinator : Suppination of Extended Pronated forearm.
9. Abductor Pollicis longus — Abduction of adducted thumb,
H). Extensor Pollicis brevis —» Extension of proximal phalanx of thumb.
11. Extensor Pollicis longus — Extension of All Joints of thumb.,

12. Extensor Indices — Extension of proximal phalanx of index

% Axilla: © Motor: Long head of Triceps. | /

141
EXAMINATION DEPENDING ON SITE OF INJUR

L Injun At Head Of Radius: (i.e. Post Intreosseous n. injury)
» MOTOR : Paralysis of all extensors of wrist & fingers So [Finger drops deformity|
Why No Wrist drop ? because there is weak extension of wrist by
Brachioradialis and Extensor Carpi Radialis Longus (i.e. Radial n.)

~ SENSORY: No Changes Why?
Because post, Intreosseous n. (Purely motor).

1L Injury At Lower 1/3 Of Arm: (i.e. Above Elbow). —

e
» MOTOR: As above (+) [Wrist Drop Deformity]. i/,
> SENSORY: Loss of small area on dorsum of thumb. \S}/‘A

IIIL. Injury At Spiral Groove :

» MOTOR: As above (+) [Weak Extension of Elbow]
» SENSORY: Anaesthesia over lower lat. arm and back of forearm.

IV, Injury At Axilla :

» MOTOR: as above + [Complete loss of Extension of Elbow].

] 7z o
¢ l ! -:__ -7 -
Fa ! —r e
g o ; &
~y _,hg«'_ % —
v 7 78y N
~ \ ==
) . L
N o ~

¥ motar poner of i
Q +

Extnsurs of wrist * motar power - ;nul('l'.l'm\ crof

and fingen ot triceps wachioradialis,

wniotar powdr
ol supinaior

ORAL

DISCUSSION NERVE INJURY )

iy

e

Q1: What are the causes of Wrist & Foot drop?
“x Wrist drop by Radial n. injury.
% Foot drop by Sciatic n. injury.
Q2: How can you by One Test only D.D. Ulnar, Radial from
Median n. injuries ?
o Uluar injury by: Froment Test.

¢ Median injury by: Clasping Test.
« Radial nerve by: Fingers + wrist drops.

Q3: How can you movement of thumb only know the nerve which injured

4 If the Thumb Fail to do = Flexion, Abduction & Oppesition ~» Median n. injury.
- Adduction —Ulnar n. injury .
-> Extension — Radial n. inyury.



) Q4: What is the sensation of Ring finger?
Tk -\'cntrzll_v. Medial aspect: Ulnar n.

Lateral aspect: Median n.
‘ Dorsally: Medial aspect: Ulnar n.

il

‘,
z 142
»

. AR NN NN NN NN NN EEEEEERNNENNENNEEEERREEEEEREEEREN
Lateral aspect: Radial n. except upper part by median n.

=
B
Q5: What is meant by Ulnar paradox ?» _ . :
O Injury of Ulnar n. at elbow less marked deformity than if occurs at wrist -
.
Q6: What are the causes of Claw Hand ? ~— Y
Itmay be=> Partial Claw Hand : Ulnar n. injury. - S
-> Complete Claw Hand : LM
may be D

I Combined Median Ulnar injury.

3. Advanced Rhecumatoid arthritis.
2. Medial card lesion.

4. Volkaman's Ischaemic contracture.
Q7: How can you D.D Volkaman's ischaemic contracture from Ulnar n. injury ?

© By signs present only with Volkaman's ischaemic contracture.
© Absent Radial pulsation.

@ Flexion of wrist — Extension of fingers

Q8: What are the types of nerve injuries ?
~ Neuroapraxia: Temporary loss of nerve function with No changes in nerve
axons or sheaths so ''Best prognosis”
~ Axonotmesis: It is due to interruption of the axon with Intact Neurolemmal
sheaths so. " Good prognosis"
~ Neurotmesis: [t is due to Interruption of both axon & Neurolemmal sheaths
so "Bad prognosis"

Q9: What are the investigations needed for patient with nerve injury ?
A. Nerve Conduction Test - Neuroapraxia conduct electrical impulse.

- Axonotmesis & Neurotmesis can't conduct it.
B. Quinizarine Powder Test. "To detect Anhvdrosis

Put the white powder at skin affected then observe the change of it's
Colour if remain means Anhydrosis if changed to be pink = sweating.

QIO0: What is the ttt of cases having n. injury?
# Early : Conservative tt e, physiotherapy.

~ Late : ~2 months with No Responsc 1o conservative tit occur.
1. Nerve suturing. 2. Nerve grafling.

Qll: What are the evidence of nerve regeneration?
!. 17 o recover s (Crude) wuch sensation

then motor power from proximal to distal, ‘ ; A
2 Tinel's ugn +ve. S
Q12: What are the factors the is of 1 nerve ? 5/
1. Neuroapraxis : Is the best Prognosis. e
i- %‘Mmuxm : betier prognosis than mixed nerves.
. ;NETV 1 | |

~erve supply Bulky Musele; better prognosis than which supply fine muscles,
4. Good Appesitiog of the cut ends of the nerve.

e et o e
Good luck
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Chapter 12
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LYMPHADENOPATHY

Introduction

tidGeneralized Lymphadenopathy

" Start as one group then becomes peneralized:
1.'L.B. (2ry) Rare

(Night sweat &Night fever + loss of wer

2. Lymphoma (Hodgkin & Non Hodgkin)
(mmltiple swelling at anatormical site

 Start generalized from the start;
3. Leukaermin

ght & Loss of appetite ) ]

of 1..Ns)

[Bone ache + Bleeding tendency from orifices| - sMiorath @ Bleeding

4. 2ry syphilisa
[ Skin rashes ¢+ Genital ulcer]

Y fo cd

;o 5 dnfections Mononuclegsis (IMN)

[Skin raches + Clandular fever]

6. AIDS

o Haemmrerness

O What ure the cupses of 1.5Ne with Skin rashes?

3Localized Lymphadenopathyl

1UB. (hryy = So Taracrma [Not lender |

[ emng + had hygiene + € ald abscess |

2, Acuts dymphadenitie |Tender],

[y septic o malignant locus (e g uleet ar swelling ) Gr sepi tranrnn| gt draining wre |

Don't forget | 1ry TH {common)

};‘;M:' - o Lymph borme
% T @ Lo pineed Lymphadenapathiy
§ A (Upper Deep Cervienl 5. Ns)
¥ 5 o Yooi Tanuerms,
4 TeL.Ns
L Cliteat, 1"' ture rinless, onlaryed
| 4 3 ~{Fam, Cyatic, Hand)

L . { - Mattedd or Rosary hemds,

“Can he counted”

e o € ntd Abscrss
"g_mpmt@ 4 o1 18 s (Dgs.nibeey
e b iy 5 2l 2 o (Calchiestum,

spsciniza s

2ry 'TB (Rure)

o Pl boarne

# Cpeneralized Lyrphadenopuathy
(1ymphadenaid
o Toracmia
o [..Na
Piinless, enlarged
I'irm
Phisereie aid mobile

AT IR

s SharelE e e Y

RS TRE v



Non Hodgkin
Painlcss & Enlarged

Acute lvmphadenitis
Tender & Enlarged

Firm (Firm, Soft, Hard) Firm
Amalgamated : ;

Single Discrete & mobile

Stegis "can't be counted " N ¢

e Infiltration No Infiltration
(bad prognosis)

" (
(Don't Forget |
{ = Lymphadenoid = 2ry T.B

) < Lymphadenoma = Hodgkin's discase

c—w T, [ = Adenolymphoma = Monomorphic adenoma of salivary gland

1 ~Hodgkin (Lymphadenoma)
Painless & Enlarged

but pressure symptoms.

(MLYMPHADENOPA

THY SHEET

* PERSONAL HISTORY
I. Name
2. Age If Young 2 T.B.
F: If Adult & Acute Leukaemia or Hodgkin (10-30 years).
— IfOld < Chronic Leukacmia or Non Hodgkin (30 -70 ycars)
3. Sex o Malignancy more common in male.
4. Residence: T.B (Low socioeconomic standard area)
5. Occupation: Brucellosis (in those contact with animal)
Because: Bruccllosis —» Pel Epstein fever - Hodgkin's disease.
6. Marital status
7. Special habits of medical importance (Alcohol). Why?
Because alcohol induce pain at site of Hodgkin's disease.
* COMPLAINT * Multiple
* PRESENT HISTORY

L. Analysts of complaint (swelling + pain)
IL. Analysis of symptoms related to Part affected
HI. Analysis of symptoms related to Other parts affected

1§Analysis of complaint (Swelling + Pain)

1. O.CD, (Onset - Course - Duration)

Swellings (At anatomical sitc of L.Ns) z pain.

2. PAINS 1.O.C.D
% Siie & Side (If localized) 2. Site
% Mumber (If multiple ask about 17 group). 3. Extent
# Jnvestigations & it (Ask about Bigpsy) *%mm
¥ Associsted swelling (L.Ns) If gencralized. 5. Tby (e.8. Alcohol)
# Pain * If present” 6. 4 by
©Q: What are the causes of painful L. Ns? 7. Associated symptoms
 dcute lymphadenitis.
* Late lpmphoma

© In Neck Lymphadenopathy ‘ O In Chest Lymphadenopathy
Dyspnea (trachea or larynx).
Dysphagia (oesophagus).
Homer's syndrome (sympathetic chain ).
Fainting attacks (carotid artery compression)
V' Face oedema (Int. Jugular vein compression )

N Hoarseness (recurrent laryngeal nerve).

© In Abdominal Lymphadenopathy

SERTOR TN TN T AL ad TP WL T e k\m“ﬁ“\x‘!

I§Analysis of symptoms related to Part affected

i.c. Pressure( Infiltrations) Symptoms = Local complications

e Chest pain, cough and dyspnea .

© Axillary Lymphadenopathy
| ® Ocdema of aftected limbs ( Vein compression)
| ® Ischaemia or gangrene ( Arterial compression).
| o Tingling, numbness... ( Nerve compression)

—
b
‘N
e e P S

¢ Abdominal pain or back pain. |
e Jaundice (L.Ns in Porta-hepatis).

© Inguinal Lymphadenopathy
* Same as axillary but ask about :

A - Claudication pain on walking.

¢ Leg oedema (compressed iliac veins or 1.V.C | VaV.V. of L.L.

by iliac & Para-aortic lymph nodes). ‘

e Renal pain  (Ureteric compression)

® Toxic Manifestations (FHMA)

1.

Analysis of Symptoms related to Other par
o 55 A 7;;/;'

[1] Heeti 7ér : As in acute lymphadenitis (Abscess).
[2] Night fever : As in T.B. (2ry).
[3] Glandular fever : [Fever + Rash] as in LM.N.

[4] Pel. Ebstein fever = Irregular = periodic — As in (Hodgkin).

@ Aectiological Manifestations (See Introduction)
A. Generalized Lymphadenopathy :

.T.B. 2ry).

. Lymphoma.
. Leukaemia.
: i%?h‘lm‘ (Stant generalized from the start), P
6. AIDS.

} (Start as one group then becomes generalized).

5 Wi -

B. Localized Lymphadenopathy :

1. T.B. (Iry).
2. Acute lymphadenitis.
% PAST HISTORY

» Similar condition i.c. Recurrency
» [mportant disease as D.M., hypertension, heart diseases etc .....

* Previous operation or biopsy (which L.Ns) ‘ .
The MOE::’-E size because {Not big (degenerated) & Not small (No pathoiogy})

* Previous exposure 1o irradiation)

» Famiuy msToRk

* T.B. may affect members (Same Environment)
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EXAMPLE OF -, fg
LYMPHADENOPATHY SHEET §

« PERSONAL HISTORY
daxa e 2axa Male paticn

L 70 years old, from 4 scller (s a3) married since 30 years
« 5 children, the youngest 10 years old. He smokes 30 cigarettes per d

ih ay for 30 years with
and na ) J
Nu other special habits of medical importanee.

» COMPLAINT _
Multiple bilateral swellings in the neck, Axilla and Groin 2 years ago

# PRESENT HISTORY
o The condition is started by multiple, bilateral, painless swellings in the upper part of the neck 2
years ago by gradual onset and slowly progressive course.

o The condition was associated with night sweat, night fever, loss of weight and loss of Appetite.
e 2 days later multiple, bilateral swellings appears in both Axilla.
e 7 days later multiple, bilateral swelling appears in both Groin.

o The paticnt was admitted 1o (&)l Sgas) for 7 days and investigated by urine, stool, CBC and
chest x-ray. Then received medical treatment and fever disappear.

o The patient is still complain by dyspnca and cough. So admitted to (saall i) and received
medical treatment. The symptoms disappeared but the swellings persist. So admitted also to
(#),9¥1 324) and received medical treatment in form of (4 types of drugs) so swelling ¥ in size
and persist until now.

e No Symptoms suggesting pressure in Axilla : inform of vedema, tingling, numbness or

Claudication pain.
* No Symptoms sugpesting pressure in Groin : Same as Axilla.
* No Symptoms suggesting pressure inside Abdomen : Inform of renal pain, jaundice or

leg oedema.

* No Symp{orms sugpesting causes us : Leukacmia (bleeding tendency), 2ry syphilis (Skin rashes

with genital ulcer or IMN (skin rashes and glandular fever). [There are bilateral varicose vein
and Rt. side Hernia|.

P ———"
* PABT HISTORY
._"{g past history about reeurrence, No DM, No hypertension, No T.B, No Bilharziasis, there past
history about Lt side Hemual operation

* FAMILY HISTORY
No family history of similar condition (Irrelevant)

DIAGNOSIS

Generalized Lymphadenopathy most probably 2ry T.B

T TTTREERERECNRTER RS TR FERARR S VTUENTUER. RN TR SRRSO e e

147

f LYMPHA | 74

* PERSONAL HISTORY,
(3=l bl ! 33434 Male patient, 23 years old, he is from &840 and living now in & sl
he is (/S5 he is single, he smokes 10 cigarettes per day for 4 years with No other special habits
of medical importance,

P—
* LOMPLAINT
Multiple bilateral swellings in the Neck, Axilla and Giroin 6 years ago

g, |
HISEORE o _
o The condition is started by multiple, bilateral, painless swellings in the upper part of the neck 6
years ago by gradual onset and slowly progressive course.

o At 1" appears in the Neck then Axilla and finally groin 1 week from the onset.
¢ The condition is associated by fever | week and disappeared 10 days then returned in same
manner.

» The patient was admitted to (042 sa2)) hospital and was investigated by C.B.C. CT chest. Bone
marrow aspiration from sternum and L Ns biopsy from Axiila. Then received medical treatment
in form of chemotherapy So the patient's hair lost as complication.

* No symptoms suggesting pressure in Axilla: [n form of oedema, tingling. numbness ot
Claudication pain.

* No symptoms sugpesting pressure in Groin : Same as Axilla
« No symptoms suggesting pressure inside Abdomen : In form of renal pain. jaundice or leg

oedema.

 No symptoms suggesting causes as : Leukaemia (bleeding tendency), 2ry syphilis (Skin rashes

with genital ulcer or IMN (skin rashes and glandular fever)
* ‘»,«A‘.—E“E

No past history about recurrence, No DM. No hypertension, No Bilharziasis

2
No family history of similar condition (lrrelevant)

DIAGNOSIS

Generalized Lymphadenopathy most probably Hedgkin's lvmphoma
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M GENERAL EXAMINATION

\. VITAL SIGNS lor normal "See Pape 2"

| Temp, Pulse rate, A.B.P, R.R. |

B. GENERAL EXAMINATION (A-B.C.D.E.F ) "Sce Page 2"

A =Appearance  — [l with Cachexia as in late Lymphoma

B =Built —» Under built as in T.B and Lymphoma .
F =Face _» Toxic face as in Acute Lymphadenitis.

('.SYSTEMIC EXAMINATION
AIM: Examine all accessible L.Ns except the presenting group + detection of the cause.

I. HEAD: @ Skull: for Bone metastasis:
@ Eye: for Jaundice (If L.Ns in Porta-hepatis).
@ Lip: for Pallor and Cyanosis (If L.Ns in mediastinum).
@ Tongue: Paralysis (IT infiltration of hypoglossal nerve).
® Parotid Region [or swelling — Mikulicz, (Auto-immunc)

1. NECK: @ Thyroid gland: for enlargemen
@ Trachea: Central or not.

A @ Carotid pulsation: (i.c. cervical L.Ns).

V @ Congested neck veins: (i.c. Mediastinal L.Ns}
1. ® Other L.Ns: If not the presenting group.

111. UPPER & LOWER LIMB: For V — Venous ocdema

A — Arterial pulsation
N —> Nervous sensation
L — Other L..Ns if not the presenting group

(Auto-immunc)
Hashimoto's Thyroiditis

(Auto-immune)
Occult Carcinoma

IV, CHEST: ® Bope (Chest wall) Metastasis.
@ Lung (Consolidation) as in T.B. <,
@ Sternum (Tenderness) as in Leukaemia. .0
@ Despine's Sign (Mediastinal L.Ns) = Bronchial breathing ’
18 Ausculated below level of T4 on BACK 5

V. ABDOMEN: @ H.S.M. as in Leukaecmia.
@ Abdeminal organs as in spleen.

_ @ L.Ns if not the presenting group.
VL. PELY]S: © Testis; If testicular tumors
N.B.: Sewsinoma gng of oceult carcinoma
© PR ot PV = For pelvic tumors or nodule in the Daglus pouch,

VIL DON'T FORGET (BACK): For Metastasis

""‘A\ \

[IMLOCAL EXAMINATION

» INSPECTION NSED

N — + Number (Single or multiple)
[i.e. localized or generalized].

88 /‘f Site (Anatomical site of LNs)~ ¢ T.B —» Upper D.C.L.Ns.
» Hodgkin — Lower D.C.L.Ns.

e 2ry $ — Epitrochlear L.Ns.
e IMN — Occipital L.Ns.

— ¥ Side — Rtor Lt or both

— % Shape — (Oval, Rounded or Irregular)
— <t Size — in (cmxcm)

L # Surface (Smooth, nodular or lobulated).

— ¢ Skin over Redness: If Acute lymphadenitis.
Elnﬁltralion: If lymphoma. ;
Sinus: If T.B. or Cold abscess. )

— ¢ Special sign —X Tmncmnm.d ulsation : If Para-aortic L.Ns.
> M oving up & down : [f Pre-tracheal L.Ns.

Other L.Ns all over the body.

“ Other Swellings - If gencralized Lymphadenopathy look for
L If localized Lymphadenopathy look for

Infectious or malignant focus at draining area

E — *r Edge. Well defined or 11l defined (or difficult to be scen)

D — Distal effect:

149

A Arery - Colour changes & Trophic changes.
Y Vein - ocdema.
N Nerve - deformity

§ TMSEC D

11'_ & Temgerllnre; — Warmn as in acute lymphadenitis.
# Tenderness —» Tender as in acute lymphadenitis.

M % Mobility of L.Ns to each other:

Discrete O 2rv T.B.
@ Early Hodgkin.
Matted 1ryT.B. (See Q:1) [Fused but can be counted |.

Chain: T.B  Q: Why giving Rosary beads ? (See Q:2)
Amalgamated : Non Hodgkin [Fused and can't be counted].
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g8~ ¥ Site, Side, Shape, Size, Surface.

Y Skin over (To show if swelling attache
| Pinching skin : (not done).

d to skin or Not) by :

—

2. Sliding the skin or pushing mass under skin
‘. — If Puckering = Infiltrated = Lymphoma.

Y Special sign: To confirm the (Inspection).
A Other Swellings > If Generalized Lymphadenopathy look for

Examination of L.Ns all over the body.

- If Localized lvmphadenopathy look for ¥

Infectious or malignant focus (at the draining arca)

+ In Cervical Lymphadenopathy: Examine (Oral Cavity). .
[Tongue, Teeth, Cheek, Lips, Tonsil, Thyroid, Face, Scalp, Parotid, Pharynx and Larynx]

» In Axillary Lymphadenopathy Examine Breast, Upper limbs, Ant. wall of the trunk
until level of umbilicus and Post, wall of the trunk until level of umbilicus

~ In Supra-clavicular L.Ns (Vircow's gland)
Q : What are the surgical importance of s upra-clavicular L. Ns? (SeeQ:3)

» In Inguinal L.Ns Examine Lower limbs, Genetalia, Perineum, Anal canal,
Glutcal region and Ant., Abdominal wall below level of umbilicus.

E “ Edge: Well defined or 11l defined
C % Consistency - Hard— Calcified lry T.B or Non Hodgkin.
- Soft — Degenerated Non Hodgkin.
> Cystic —+ Cold abscess.
- Firm — Acute lymphadenitis, 1ry T.B., 2ry T.B. and Lymphoma.

2 D © Deep structure :
i.e. Relation te decp muscle

@ Distsl effect:

Arery —» Colour changes & Trophic changes.
Vein -» oedema.

Nerve —» deformity

1z 1< >

» PERCUSSION
O Sternum for ¢ Mediastinal mass.
» Tenderness as in Leukaemia

£ okt Ml R £ g, o)
+ ALSCOLTATION
O Despine's Sigp (Mediastinal L.Ns) = Bronchial breathing
18 Ausculated below level of T4 on BACK

JESRRTE S SRR

How 1o EXAMINE "LYMPH NODES"

MHead & Nec
T A,
I. Circular group
O Inner Ring (Waldeyer's Ring) (Sec Q: 4 & 5)

© Quter Ring
@ Sub-mental L.Ns (In Submental A)
» AFFERENT (Drains) » Central part of Tongue.
¢ Floor of mouth.
¢ Middle part of lower lip
» EFFERENT - Submandibular L.Ns but few Lymphatics into
jugulo-omohyoid L.Ns — Lower Deep Cervical L.Ns )
@ Sub-mandibular L.Ns (In Sub-mandibular A) (See Q :6)
» AFFERENT (Drains)  Inner angle of eye & Side of nose.
» Cheek, Angle of mouth, upper lip & lower lip
except Middle part.
¢ Side of Tongue & Gums.
» EFFERENT - Jugulo-omohyoid group of L.Ns — Lower Deep Cervical L.Ns.

@ Facial L.Ns (on Buccinator muscle).
» AFFERENT (Drains): Pant of Cheek.
» EFFERENT - Upper Deep Cervical L.Ns. -”/"h\\
@ Parotid L.Ns (In Parotid Substance) (See Q:?i/ ’3}* !

» AFFERENT (Drains): Front of scalp
» EFFERENT <»Upper Deep Cervical L.Ns

® Pre-auricular L.Ns (Infront of Tragus).

» AFFERENT (Drains): Side of scalp
> EFFERENT <»Upper Deep Cervical L.

©® Post-auricular L.NS (on the Mastoid process).
» AFFERENT (Drains): Temporal part of scalp
» EFFERENT -»Upper Deep Cervical L.Ns

@ Occipital L.NS (Between Mastoid process & Eternal Occipital protuberance) {See Q:8)
¥ AFFERENT (Drains): Back of scalp.
» EFFERENT <>Lower Deep Cervical L.Ns

.
© Middle Line L.Ns @ Pre-laryngeal L.Ns \
@ Pre-tracheal L.Ns. ’/,j—il:
@ Supra-stemal L.Ns. —'—/‘\_./F:\\:
M

© Lateral Group
« Upper Deep Cervical L.Ns T
« Lower Deep Cervical L.Ns Lo
« Intermediate 9V Nt
+ Jugulo-omohyoi i
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:ABreast & Trunk > pdA
/"/-—
N 1
% Palpate Axillary & Supra-clavicular L.Ns. /A ,fﬂ',
i e 7 iSTy
¥ On The discased side 1 Axillary LNS Yyt
is) pectivew! P ;,() !,
) sncapehee 5 Vo A
Ns ——— €C) conlrad | 1 4 ’? ""\4:
¢ Axillary L. s /~ p A
te, Humer i/ \ /_/ /‘ A
« They drain the upper < s, e /
limb down to umbilicus. i /‘,_,.___ .
3

They arranged in S groups.

 Technique or palpations Y
« From Front, palpate the pectorai, apical and central groups. - ,—;\\\\
i }
o From Side, palpate the humeral group. 1 (\
o From Behind, palpate Sub-scapular and supra—clavicular nodes.
1. The [Ant] Humeral group 3 ’,/—/ —
» S47E: Under cover the Pectoralis major. A
P ’
» DRAINS : © Chest wall. v ]
@ Whole breast except tail J .'/,(,:" L ¢S
@ Ant. Abdominal wall above umbilicus. \ ] N
Ani i )

2. The [Post] Sub-scapular group

~ StTE: Along post, axillary fold
~ Drans : ® Axillary Tail 4 /
@ Post, abdominal wall above umbilicus. / A
S/ /)

3. The lateral [humeral] group;

# Srre: Along upper part of Humerus
» D agxs: All the upper Limb.
4. The Central growp;
» i1t Central part of Axilla
» DRasvs: [1], (2], 3]

» SITE: External apex of Axilis
> Drarns: (1], [2], [3]}, (4] + Infraclavicuiar L.Ns.

N.B Supra-clavicular group v
» SITE above clavicle.

» DRAINS: from Iniemnal Mammary L .\Ns

pper Limb
1. Superficial group of L.Ns

O Supra-irochlear (Epitrochlear) group o 1. \~

~ SITE: Above Medial Epicondvie jumerus (See Q:9) 4
~ AFFERENT: Szme as Delio-peciorzl group
» EFFERENT: Deep group of L Ns. ' d

L' 2. Deep group of L.Ns

© Lateral (Humeral) group of [ Ns
7 SITE: At Sy I neck .of H
=~ AFFERENT L
#~ EFFERENT: Apical :nun

Nobdomen

of Axillary L.Ns.

1. Ext. & Int. ILTAC L.Ns ] .

2. Common ILIAC L.Ns R—— \“-' \

3. Para-aortic group of L.Ns /’ \\; 5 2
» SITE: One on each side of zorta & other one at common Est Thac L\‘: l.:'— ;l w LN,

~ AEFERENT: Drains internal [liac L.Ns which drain pelvis
and External Iliac L.Ns which drain deep Inguinal L.Ns
~ EFFERENT Cisterna Chyli.

| MLower Limb
(A) icial of L.Ns
O Vertical Limb Lat. te Long Saphenous vemn
© Transverse Limb (Below lngumal hgament) /|
Medial Portion P
» drains » Ant. Abdominal wall below level of umbilicus. ;
® The Perincum i FE
e The skin of external Genetalia except glands of 5-.} 1
Lateral Portion ERp S

# drains ® Post Abdominal wall below level of umbilicus.
® The Gluteal region.

(B) Deep group of L.Ns(Along the femoral vein) the largest called Cloguet
¥ drains » Gland penis.
o All lower hmb.

» drains “External Thac L.Ns.
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Questions on Eiamination_

Q1: How can you examine 'Matted' T.B L.Ns ? _ , \\
‘¢ Hold 2 adjacent L .Ns, one on each hand than move them in 7y
opposite directions — Never separated. A

Q2: What is the cause of 'Rosary Beads'?

“ [Lymphanguis + Lymphadenitis) oy ’ m
Q3: What is the surgical importance of Supraclavicular L.Ns? _ . ~
» Lt supra-clavicular I Ns : g - P
* Below diaphragm (Cancer stomach, Cancer colon & Hypemephroma) L
*» Above diaphragm (Lt Cancer breast & Lt. bronchial carcinoma) - AE L
~ Re Supra-clavicular L.Ns: 8
* Below (Bare area of Liver only).
» Above (Rt. Cancer breast only).

drrea o

Q4: What is meant by 'Waldeyer's Ring'? Tl sagyd ol

R =

Q5: What are Roles off 'Waldeyer's' in surggl?j Pl sonrd g T

* Waldeyer's ning.

aune [ o

Liogm' Towas
ant )

» Waldeyer's ligament. e ascia of lower 1/3 ureter,

Q6: How can you DD between Submandibular gland & L.Ns ?
“ Submandibular L Ns only Rolled on lower border of mandible.

Q7: How can you DD between Parotid gland & L.Ns ?
% It1s very difficult So — Biopsy must be done.

Q8: What Is the value of Occipital L.Ns Enlargement ?
% Enlarged with IMN (glandular fever)
' Don't Forget:
) Spinal accessory L. Ny Enlarged with Pediculosis & Frunculosis,
| 2. Jugulo-omohyoid L Ny Enlarged with Cancer fongue.
é kA Z"‘MM ric L.Ns

Enlarged with Tonsiller diseases “T, onsiler [ Ns"

Q9: What is the value of Epitrochlear L.Ns Enlargement ?
% Enlarged with 2ry syphilis,

Q10: Where L.N

fe L-“6 arranged along [Arteries, veins & Nery res] ?
» L.Ns ananged glong Veins - (Limbw & Head & Neck]

: {Abdomen]
» LN seged along perves:
= Epurochicar . Ny 11 laas nerve).

ohmythlwmmj GMlu
oi,Nl;kx'?i‘,ngi, c
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> |Chapter 13 g

LYMPHOEDEMA
"ELEPHANTIASIS"”

* AETIOLOGY

A. Congenital (1ry Lymphodema) Farc
s Congenntal Aplasia or Hypoplasin of Lymphatics
o [t may be=> Hereditary or Familial (Milroy's Diseane)
> Congenita - Precox- Tarda

B. Acquired (2ry Lymphodema)
o Post Traumatic - A=Y Fistulz or Creumferential ckon loss

o Post Operative  batensive block diswection of inguinal or Axsblary LN
Which operations ? (Sec (). 1)
o Pust Parasitic: Kilariasis Why? (See (2 2)

o Post Inflammatory. =¥ Chronic specific: T B & 5
o Pust Neoplastic (usually 2nes and rarely Lymphoma)
2 Malignant Axillary [ Na © Due to Cancer breast
* PATHOLOGY
lymph stasis ¥ lymphangitis (streprococcal )= More obliteration of Lymphatics =2 4 stages .
ymy ymp / P ymg
L Stage of Pitting ocdemna : (Rarly)
% Stage of Lymphorrhoea : (Rupture of lymphatic vesicles)
7 Stage of Non pitting ocdema : (fibrosis) why? (See (2 3)
% Stage of Warty Pscudopapiflgmatus i.c. Elephantinsis

(BLYMPHODEMA SHEET

1. Name
2. Age Atbhirth 2 Lymphocdema Congenita
\'[E Al puberty < Lymphoedema Precox
Atagult = Lymphoedema Tarda.

3.5¢x
4. Occupation’ Barefooted 1.c. Farmens

s, Residence: Enderuc Area for Filanass
(Rashid. Damietta. Mansours, Giza, Embaba).

6. Mana) status
7. Spegial habits of medical imponance

tm Swellings + Pain + Fever

o S e MM st HJ
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-‘ ; % PRESENT HISTORY
I. Analysis of complaint

11. Analysis of Part aftected
111, Analysis of Other parts affected
i IV. Ask about the Possible causes

'MAnalysis of complaint (Swelling + Pain
SWOLLEN LIMB

1. Q.C.D. (Onset - Course - Duration)

2. PAINS I Q»C-Q
; “ Sitc & Side (If localized) 2. Site
' % Number ~ (Unilatcral or Bilateral). 3. Extent
‘ Investigations & ttt (done before) 4. Characters
% Associated swelling (L.Ns) why? (3 causes) (See Q: 4) 5.7 by
% Pain (Painless) except if lymphangitis 6.4 by
7. Associated symptoms

|[MAnalysis of Part affected
i.e. Local complications of Lymphoedema

ASK ABOUT : |. Recurrent Ccllulites & Lymphangitis.
2. Blebs : If infected <> Painful
3. Rupture Blebs : i.c. Ulcer [At Dorsum of foot|

4. Heaviness & limitation of movement : i.c. Huge Limb.,

[1I8ANalysis of Other parts affected|
1.e. General complications of Lymphoedema

» Toxic Manifestations (F.H.M.A),
* Elphantoid Fever: High Fever with rigors and associated with pain
+ gradual increasing in size of swelling.

» Metastatic Manifestations (L.B.L.B)
¢ To exclude Lymphangiosarcoma (very rare) or any associated causative ncoplasm
A A sk about the Possible Causes

% Post [ Traumatic - Operative - Parasitic - Inflammatory - Neoplastic] See Introdustion
# History of DVT - To Exclude venous oedema

% Important discase es Cardiac, Renal, Endocrinal, j
% Allergic manifestation (Skin rashes + Itching)

* Rainsany

* Similar conditions as (Milrov's discage)

; i & Similar Condition.
!

| qunns 3

|MLOCAL EXAMINATION

© Don't forget: » Looking for other sites of Lymphoedema.

Q: What are the other sites of Lymphoedema? (See Q: %
# INSPECTION
78 (  Site & Extent usually lower 2/3 of the leg.

— +“ Side — Bilateral : If due to systemic cause.
— Unilateral: I1f due to Lymphoedema.

— + Skin conditions @ Scars of trauma.

@ Papillary projections

@ Cellulites & streaks of lymphangitis.
@ Lymphocele or Lymphorrhoca

® Café au lait patches Why? (See Q: 6)

# Sole of feet & Creases : Not affected Wiy ? (See Q: 7)

|— “ Scars of previous operation :
@ Axillary region: [If Lymphoedema in the Arm]

@ Groin region. : [If Lymphoedema in the Leg]

k # Swelling at groin Region : i.c. A, V. fistula [Expansile pulsation] or L.Ns

‘t Scrotum [:: Oedema as part of systemic oedema.
Lymphoedema.

* PALPATION
3T Temp — Warm If (infected).
Tenderness — Tender If (infected).
Thrill — If (A.V. fistula) i.c. continuous thrill. et
Then paipate: 7 —/ ‘\\
® $kin: To confirm inspection. SO
® 8.C Oedema (pitting or non pitting). U el S

@ Joint To exclude Mechanical block (See Q: §)

Vv @ Vein V. V or DVT to exclude (venous o¢dema).

A © Artery If (A-V. fiswla) i.c. localized swelling at groin region with Expansile impulse
and continues thrill.

N ® Nerve IfElephantiasis Neuromatosa . i.c. Café au lait patches

L ®L.Ns Draining L.Ns — If Enlarged, Tender and Firm = Infection.
—» If Hard, 1* mobile later on fixed = Malignancy as complications

or from the start.
\ADIAGNOSIS|

% Lymphoedema (1ry ot 2ry). —» [F 2ry Lymphocdema (Filariasis or not)

“‘#

I ———
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DISCUSSION

LYMPHOEDEMA

!

S ——
Iintroduction

i ' Quéstlohs on

Ql: Which operations having high risk for Lymphoedema ?

v Extensive block dissection of inguinal LNy c.p. Radical Valvectomy.

X Extensive block dissection of axillary L.Ns ¢.p. Radical Mastectomy.

Q2: How can Filariasis lead to 2ry Lymphoedema ?
% Filariasis > lymphatic obstruction then on top of this obstruction,
streptococeal infection oceur.

Q3: Why does fibrosis occur in Lymphoedema ?

¥ Because, High protein level,

" %4 Questions qli ShéeAtr -‘~L'1‘

Q4: What are the causes of L.Ns enlargement with Lymphoedema?
o 2ry infection if associated Lymphangitis,
 Lymphangiosarcoma (As a complication) V. rare.
* Malignant L.Ns (As a causcs) ¢.g. Axillary or Inguinal [..Ns.

Questions on Examination r

QS: What are the other sites of Lymphoedema ?
e Upper Limb. ® Scrotum.
® L.awer Limb. e Vulva,

Q6: Why Café au lait patches can be detected in Lymphoedema?

* Becausc of Elephantiasis Ncuromatosa.

¢ Breast,

N.B: Also Mechanical block of joint is associated

Q7: Why skin creases & sole of foot not affected?
+ Hecause < Skin cregses. Druined by deep Lymphatics,
- Sole of fovt * Drained by deep Lymphatics.
* Pressured by [Planter Aponeurosis).

Q8: Why Mechanica) B

1 t etected hoedema?
v Because of Elcphantiasis Neuromatosa.

(o0d luck

N.B. : Aixo Café au lait patches is associated

A R N NN NN R R NSRRI NN NN RN RN NSO EENRREY

ltvary Gland Sheet
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" . PAROTID SWELLING
SHEET
« PERSONAL HISTORY

1. Name )
2. Age l » Mumps with children,

» Malignancy with old age. i
«
3, Sex » Malignancy more conninon with Female e
4. -(ig:gup'.uiuu "
5. Residence For bad hygiene 1.e. bad oral hygicne. ??H
6. Marital status /3
7. Special habits as Alcohol 1.c. bad oral hygienc, Aok

% COMPLAINT * Swelling & pain

* PERSONAL HISTORY
1. Analysis of complaint (Swelling £ Pain)
1. Analysis of Part affected
1. Analysis of Other parts affected

iNAnalysis of complaint (Swelling + Pain)

1.OLC.D. o Gradual onsct & progressive Course = Malignancy.

| e Renussion with exacerbation Course — Stone of the duct.
2. PAINS

§ % Site

Y Number

: ‘e Investigations & tt (done before)

¢ Associated swelling as (L.Ns metastasis)

‘¢ Pain if associatcd  Q: What are the causes? (See Q:2)

5.1 by
6.4 by

[ 1BANalysis of Part affected|

‘i; 2 To exclude Facial palsy if malignancy.
\ So Ask abeut: [Inability to close the eyes, Accumulation of food between Gums &
] Check and dripping of Saliva from angle of mouth].
! [11RANalysis of Other parts affected
2 Toxic Manifesiations (F.H.M.A) — To Exclude Acute Sialadenitis or Mumps.

b < Malignagt Manifestation (L.B.L.B) -To Exclude Malignancy.
3 Par, ot omena e
", * Paar misToRy
i ;;f * Samilar condition
: % % History of discases as DM, hypertension, heart discase ......... etc.

3 * History of previous operation

i A M e
i« FamidY uisvony
f * Similar condition
¥
3

7. Associated symptoms

161

IMGENERAL EXAMINATION

AIM: Detection of 1,.Ns Enlargement & Sign of Metastasis

UIBILOCAL EXAMINATION

* ‘l;\‘;SPE;CTl(')‘Nf NSED

N— % Number (Singlc mass 1y -~
er (Single mass) ) "( ) C \
/A ',) k‘ ) /)
88 , ' Site at parotid region which present between Ramus 4 - = e
. - . . ~ - e
of mandible & ant, border of Sternomastoid., N i '“?f",’ "‘1’,7/
Ty ] 1
5 : Wil D
For Surface Anatomy (Sce Q: 3) % > \‘" ‘

A

Side — Rt or Lt or bilateral 5 Lrtale of eor

. T lelevgred)

— ¥ Shape — (Oval, Rounded or Irregular) then look behind 5-\ Peuctic) moss
o [f localized — Not raised the lobule of car

o [f"diffused — Raisc the lobule of car

i.e. Sulcus will be seen.

* Size — in (cm*cm)

— 7 Surface — Smooth : Chronic Parotitis.

— Lobulated: Pleomorphic or Monomorphic Adenoma.
- Irregular: Carcinoma of the Parotid.

— “* Skin over — for Redness or Fistula

— % Special sign [Inspect the Orifice of Parotid duct & Tonsil].

(1) Inspect the Orifice of Parotid duct

« Inside the cheek opposite the 2™
upper molar tooth.
» Using torch to show Hyperaemia.
¢ Do genital pressure from outside
if purulent discharge — Acute Parotitis,

K (2) Inspect the Tonsil:

I Pushed medially—> Enlarged deep part of the gland
%t Other Swellings  look for
|. Opposite Parotid gland.
2. Submandibular gland .

At Submandibular triangle & 1t's ducts which open in the Hoor

of the mouth on erther side of the Frenulum of the tongue.

3. Lgcrimal gland: (Narrow Palpebral Fissure)
May be enlarged with (Sjogren's Syndrome) i.e, Mikulicz disease.

E — * Edge » Well defined: Inflammatory or Bemign Lesion
o |1} defined: Malignant Lesson.
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ip

1) Decp structure :

[1] Muscles: ® For Masscter © (Ask pt. to Clench his tecth).

o For Sternomastoid : (Ask Pt. to tum his face to the opposite side)
against resistance.

Result : ¥ 1T More promincnt: Superficial (Inflammatory or Benign lesion).
X I Less prominent: Infiltrate the muscle (Malignancy).

12| .M Joint: I T .M Joint restricted this means infiltration by malignancy

@ Distal effect: For( Facial palsy) so examine facial nerve.

» MOTOR : Examine muscle of expression of the face :

o Ask pt. to Raisc his cycbrows i.c. Frontalis Muscle.

o Ask pt. to Close his eyelids 1. Orbicularis Oculi.

« Ask pt. to Blow his cheek i.c. Buccinator Muscle.

o Ask pt. to Show his teeth i.e. Retractor Anguli Oris Muscle.

o Ask pt. to Whistle i.e. Orbicularis Oris Muscle.

» SENSORY : Examine taste sensation of ant. 2/3 of the tongue :

% For Innervation of the Tongue (See Q: 4)

By Appling drop of sweet, bilter or salty on it's Lip. [3 s ]
ORI
o Don't forget: (1) Dry tongue. (2) No speaking. )
N

» DEEP REFLEX : [Glabeller reflex] (C7- C7)
« While pt.'s cye passively closed, tap the Glabella with a hummer.

e Normally : There is bilateral contraction of Orbicularis Oculi.

» SUPERFICIAL REFLEX : [Corneo - Conjunctival reflex] (CS-C7.
» Whilc pt. looking upwards & inwards (why?)
1o avoid Photic stimulation.

» Touch the Comeo -Conjunctival junction using
piece of cotton.

« Normally: Stimulation of onc eye result
blinking of both eycs.
« Abxent at one side: Denotcs facial paralysis
at same side [pt. fecl the piece of cotton].

* Abeent at both sides : denotes ©

a. Bilatcral Facial paralysis.

b. Ophthalmic affection.

Q: How to differentiate (a) From (b) ? (Se2 Q: 5)
) Draining ILNs Look for enlarged upper or lower deep cervical L. N«

for infection (firm & tender) or malignancy (Hard).

* PALPATION TMSECD

2T r Temp Warm if 2ry infection

- ~
“r Tenderness Tender if Malignancy. = !1."?:_
M —== Mobilitv Examine in both directions- Y Y
o Mobile : Inflammatory or Benign lesion. ;1‘-::-?:’: o
o Fixed : Malignancy. - L":&" od
8S /% Site, Side, Shape. Size, Surface > Confirm | See Inspection =T ,f' -

L+ Skin over Pinching (not done) or sliding the skin to show
{ whether the parotid attached to skin or not. — /

Y * Special sign Palpate parotid duct (Stenson's Duct)

N.B. Proximal 2/3 of duct: Not felt.
“ Distal 173 of duct : Felt so examine for stone from
\ (outside) or purulent discharge from (i inside).
g

“ Other Swellings: Palpate other parotid, Submandibular region and lacrimal gland.
Q : What is the anatomical site of lacrimal gland ? (See Q: 0)

E —Edge o Well defined: Inflammatory or Benign lesion.

o 11l defined : Malignant lesion.

C —Consistency:
1. Soft = Chronic Endemic Parotitis.

2. Firm = Pleomorphic Adenoma.
3. Cystic = Monomorphic Adenoma.
4, Hard = Carcinoma of Parotid.
O Deep structure :
- Deep structure

3
D‘ 2 Muscle: Examine mobility before and after contraction of Masseter
| and Sternomastoid muscles.

2 Bone : If parotid mass fixed before contraction.
S Joint: If thickening & restriction of T-M. joint.
® Distal effect:
N Fagial Nerve: for Facial Palsy ( Sec lospection),

L A D Superficigl Temporal Artery - For Pulsation because malignant parotid compress

ECA.
@ Draining L.Ns Palpate Upper & Lower Deep Cervical L.Ns  See chapter (12)

AN

Ask pt. 10 Sugk & piece of lcmon there is May show
@ 1F Obstryction of duct; Enlarged and More painful gland
@ IF Salivary Fistuls : Discharges of saliva from opening at skin

@ Frey' [Gustatory Sweating|
The skin over the teraporal region may become flushed with beads of sweats

P

e B b 7 L el
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DISCUSSION SALIVARY GLAND

|
QUESTIONS ON INTRODUCTIONJ_J

Q1: What are the DD between Adenolymphoma, Lymphadenoma
& Lymphadenoid?

~ Adenolymphema  Monomorphic adenoma of salivary gland.
# Lymphadenoma = Hodgkin's Discase

# Lymphadenoid =2ry T.B

Q2: What are the causes of Painful Parotid Gland ?

* Malignancy e Sialadenitis.
* Mumps Stone of duct.
e Aulotnmune,

o Sialectasis.

Q3: What is the surface Anatomy of Parotid gland & Duct ?
- The Gland (By 3 poinis y)

A = Point on Tragus.
13 * Point on Mastoid process.,
C ¢ Point on (one inch below &
behind angle of the mandiblc),

~ The Duct (Middle 1/3 of a line between)

A « Tragus

D« Mid-point beaween Ala of nose & Angle of mouth

Q4: What is Innerva

nuervation of Tongue?
- Mmor (1 (Hypuglossal n,),

» Sensory o Post /3 -y (9 (Glosso-pharynges) o, )
* Ani. 2/J£~» €rS (Trigeminat n).

» (77 (Faciain.).
Q5: How to DD between Bilateral Facial & sen
Ophthaimic affection?

¢ B"“Q’.EK’M%GM Yt

’ Senwzqmmmigﬂrc.sgm* e

Q6: What j_njh&_ﬂ_u;_%] Site of Lacrimal Gland?
At upper laterat part of

ool of arbnt 1. lacnmal fossa GOOd IUC

c.

Al W e

m.
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> [Chapterl5 ..2..

1. CLEFT LIP & CLEFT PALATE
INTRODUCTION

A. Frontonasal Process: It from =
@ Forehead & Nose.

@ Philtrum: middle line depression in upper lip .

® Premaxilla: V-shaped ant. Part of upper jaw carrying
4 incisors 1ry Palate

B. Two Maxillary Processes: (one en each side)

o wi : rocess fo from '
Fuse with Frontonasal process o from (___Fecisl Fusion Lines ]

® Cheeks

@ Upper lip Except Philtrum
® Two palatine processes which fuse in the middle line to form 2ry Palate

"l“s. A~

C. Mandibular Pracesses: (one en each side) <
- \}\E.‘_.__ {ry Palate

O Fuse in middle line to form . A =
. . . '%‘Pmm‘“"”
g farl oilg_‘heeks that cover the mandible g‘?: ! \a‘ neisive Foramen
D Lower lip e TRNEL
@ Mandible. .,l-_’) ) 2ry Palate
../—\l./‘\

Don't Forget s

I [A] The Palate: Is formed by fusion of

’ e Lry Palate (Premaxilla) from Frontonasal process. ‘
|

1

And e 2ry palate from two maxillary processes. ’

L’V—E : The Inci.éi;ektoramen mark the junction of the 2 components of the | "_:j }

(B) The Lipe Upper Lip — Philtrum : From Frontonasal process.
— Other parts: From 2 maxillary processes.

» Lower Lip — From 2 mandibular processes.

FAcE

» Facial Clefis: ™
® Craniofacial Cleft : Rare due to failure of fusion between Frontonasal and
maxillary processes. (Unilateral or Bilateral).
@ Qt}ﬁ_l-ln .&S Eelow
@ Clefi palate ]

» Macrostomia

B. Abpormalities due to Excessive fuslon
¢ Narrew Palpebral fissures.
o Microsiomia.

T L e
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CLEFT LIP & CLEFT PALATE
SHEET

« PERSOMAL HISTORY As Usual but Don't forget : paticnt since birth.

* W’ﬂ' A Mother Complainmg from Disfigurement in her baby's Face

* 'RESE'IT HISTORY L. Analysis of Complamt
11. Analysis of Part affected
111. Analysis of Other parts affected
1V. Analysis to reach the Possible causes

[MAnalysis of complain TN

1. 0.C.D. - Discovered Since birth.

2. PAINS ! -
 Site e
“r Number ~ S
¥ Investuigations & tt (done before) ¢
% Associated Anomalies
¥ Pain (17 present) Analysed as usual

| Analysis of part affected

1e. Ask about Lecal complications

I. Cleft Lip [Cleft ip doesn't interfere with suckling] But there might be
1 Associated Abnormal Teeth growth.

@ Marked Protrusion of Premaxilla with Bilateral Cleft lip

il. Cleft palate
D Impairment of normal Suckling duc to inability to Create -ve

Intra-Oral Pressure because Naso-Oral communication,

@ Impairment of normal Speech i.c. Nasal Twang or Nasal Tone

2ry o Naso-Oral communication. e Hearing loss.

@ lmpairment of normal Hearing due 10 ocdema of the orifice of the Eustachian

tube 2ry to pharyngeal inflammation from regurgitated food.

I Analysis of Other part affected

& r¢. Geoeral complications with clefl palate only

Aspiration Prenmonia:

* Duc {g reflux of food into nasal chambers through the Oro-nasal
communication then if aspirated, leads to Pocumonia,

"5

(FHMA+ Ear discharge

16

A Analysis to reach the Possible causes

1.e. Predisposing Factors for mothers

T Fever & Skin Rashes — German Measles

2 Drug intake {specially duning |~ Trimester)
¢.z Salicylate, Cornicosteroids or Cytotonie drugs

2 Addict or not & history of Aleohol intake or Not. ‘ \

3 Exposure to [rradiation.

O Similar condition.

O Important disease of mothers as $ or tever during Pregnancy

© Similar condition

O +ve Consanguinity (It 1s Familial in 12%).

[|BLOCAL EXAMINATION

A. Cleft (Hare) Lip N

(I) Upper (Hare) Lip : <7

1. Unilateral (85%) or Bilateral Cleft lip: st

¢.g unilateral: due to farlure of fusion berween maxillary process
forming lateral part of the lip) and Fronto-nasal process (forming Philtrum)

2. Partial (Incomplete) or Complete: Whether extends in the floor of the nostril or not. 1

3. Simple or Alveolar: i.c. Associated with Cleft Palate or not.

Unilatera! Bilntern) Incomplete Complete

(1) Lowar (Hare) Lip (Very Rare)
Median Type: Due to failure between 2 Mandibular processes.

Clett Lowe Lip
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« TREATMENT  [Plastic Repair]
2 Aim of Treatment: To improve appearance and to
2 Timing of Repair (10 mg% Hb) , 10 weeks (age) & 10 pound (weight) l
oaepes / 4N
2 Principles ('.] ". S ’\

prevent complications.

@ Paring the Edges. ! YL B
L ; + ax {14 SRS <
@ Releasing incision in the Gingivo- labial sulcus to have lax flaps r,;l N . !b
; . ‘ N} j <D
@ Symmelry of lip without vertical shortening i »

with minimal scaring using Z-Plasty

@ Suture in (3 layers) of lip [Skin, Muscle & Mucous membranc]

B. CLEFT PALAT h‘ﬁi{:”.‘

3
O\ oy
+TYPES ? -ﬁ_,.czf,f;;vﬂ
Noo e

M Cleft of the Iry Palate: Unilateral or Bilateral.
@ Cleft of the 2ry Palate : Clcft Soft Palate. Inter-maxillary Cleft & Bifid Uvula
@ Cleft of the Iry and 2ry Palates : Bipartite & Tripartite Clefts

a2 o

f‘-\ "‘\ Clat bu? Intesins Aoy
y rolot) Clent Bipnrite Tilpeatite
\ Cledt

Clemn
Cleft of 11y Palate

J L |

Clott ot Zr Int
i ¥-Palata Clelt of 11y 821y

+ TREATMENT  [Plastic Repair]

2 Aim of Treatment: To achieve adequate speech and dentition.

2 Timing of Repair At the age of 1-1.5 year before the child starts
to speak Why? because it may be difficult to
teach the child to speak properly as Nasal twang

once cstablished is jrreversible.
< Erinciples
D Panng the Edges.
@ Releasing incision in the Gangivo- labial sulcus to have lax flaps \
Q@ Fracture of the hoad of the Hamulus to relax the Tensor Palati '
© Suture in (3 luyers) of lip [Skin, Muscle& Mucous membranc)
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2. HYPOSPADIUS

[The Commonest Congenital Anomaly Of Urethra]

*ﬁn:%“'p@. _HISTORY As Usual
* @wﬁ Abnormal stream of urination + complications
R B g -
* ?&ES___EIH .ﬁlﬂogi’ 1. Analysis of Complaint
I1. Analysis of Part affected \’ f
IT1. Analysis of Other parts affected

|@Analysis of complainty

1.0LCD. - Discovered Since birth.

2.PAINS pue—
T Site o ;."7-\\\
7t N umber /I/\ ) Q)
“ Investigations & ttt (done before) / r/'/ 7S D \
** Associated anomalies <‘|‘ & N | ]‘
¥ Pain (if present) Analysed as usual W\ /i

|| Ml Analysis of part affected|

i.e. Local complications
*r Ask about Difficulty of micturation i.e. Abnormal stream

“r Exclude @ Other disorders of urination as Frequency or Incontinence,
@ Disorders of urine as Amount (Oliguria, Polyuria or Anuria).
or Colour (¢.g. Haematuria) or Aspect (¢.g Necroturia).

ral Discussion only)
(D) Difficulty : may be
QO At the beginning Hesitancy —» S.E.P.
Retention — Inability 1o pass urine. (Acute or chronic)
Precipitancy - Inability to Hold urine (with desire).
Urgency —— Sudden desire to micturate.

BNO ———= pt. has to strain to maintain the stream
(Small But Forcible)
S.EP. ——= Strain stop the stream so
(Weak interrupted + Forked)
Hypospadius —» Abnormsl Stresw.
QO At the end [)) S.EP ————» Dripping.
Diventiculum — Double Micturation.

Q Daring the ect

(I Erequency: may be (111) Incontinence: may be
» By Day = Biadder stone. o False : Chronic Retention with Over flow,
« By Night = SEP ¢ True : Ectopia Vesica
o Day & Night = Cystitis. o Stress : Femalo with T (LAP.)
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[[| B Analysis of Other part affected

i.c. General complications
(i Psychological I'roubles

 Sterility (Mechanical) due to failure of instillation of semen m vagina.
i.c. Curved penis interferes with Erection.

* PAST HISTORY
& Sinular condition.
& lmportant discase H or heart discascs ...........clc.

# FAMILY HISTORY
€ Similar condition.
© +ve Consanguinity

TIMLOCAL EXAMINATION

+ TYPES Sites of External Meatus

@ Glandular: At Glans penis.

-, e .
@ Coronal: At Junction of Glans penis and it's body. L\_/I‘:I‘:\fm

) Penile : At Undersurface of penis. & 2
(SR

b &z B

“®

@ Peno-scrotal: At Junction of penis and perincum.

© Perineal: Scrotum is Split & the urcthra open between them.
* CIRCUMCISED OR NOT Presence or Absence of Prepuce.
» DIRECTION OF PENIS Curved or not duc to Chordee why?

Because Chordee is a fibrous band leads to curved penis downwards

n all sites of External Meatus Except glandular Hypospadius.

Congenital Anomalies of the Urethra

@ Phimesis: The Prepuce becomes contracted & will not retracted over the
glans — "'Pin hole" Meatus.

glans [If Retraction pot relieved —» gangreng of glans).
@ Epispadius : Rarc. (The Urcthral orifice opens on upper surface of penis).

@ Para-Phimosis: The Prepuce becomes tightly retracted beyond the base of the

333X X-F-T-F

3. UNDESENDED TESTIS
* E_QMM_PAAIE Mother observing one side of scrotum is Empty.

* !EEEE,,HI' onﬁ I. Analysis of Complaint

II. Analysis of Part affected
I1L. Analysis of Other parts affected

| Ml|Analysis of complaint

|74

te (The Testis may become arrested at )

® The Abdomen. If bilateral it is called Crypto-orchidism.
@ Inguinal canal.

® External ring.

@ Neck of scrotum.

st Number (side)
Bilateral 20%. (i.e. Crypto-orchidism).

v Ihvestigations & ttt (done before)
* Associated swellings (L.Ns Metastasis) Because of high incidence of malignancy

*r Pain Pain (usually pain less) Except if complicated by Torsion Testis (2%)

|| BllAnalysis of part affectec

i.e. Local complications

@ If Testis can be brought to scrotum or not before puberty .

because If not — Spermatogenesis is Lost Because 7T temp, in abdomen.

@ Severe pain + Shock: To exclude Torsion testis (2%).
@ Recurrent Trauma: May leads to atrophy.

@ Oblique Inguinal Hernia: very common (75%).
|11 MllAnalysis of Other part affectec

i.e. General complicstions
@ Psychological disturbance
Q (F.HM.A) . To exclude Epididymo-Orchitis (Rare).
@ (L.B.L.B.): Togxclude Malignancy (Common).

*
© Similar condition.
© Important discase ¥ or heart discases ..........etc.

O Similar condition.
© +ve Consanguinity

171
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"MLOCAL EXAMINATION
" Mal-descended Testis "

A Testis which is not in the scrotum may be "Arrested" = (Undescended).
or "Deviated" = (Ectopic)
or (Retractile)

* INSPECTION
S [Small underdeveloped empty scrotal compartments).

& [Side of scrotum is not well developed]. “
N.B.: Scrotum is Fully developed in Retractile Testis.
O [IF the Scrotum well developed] Do

ISquatting Position Test] or (Chair Test) to confirm

diagnosis of Retractile Testis. —

Q: What is the value to DD Undescended from Retractile testis ?
~ ANSWER: To decide (surgical ttt or not)

O Associated (0.1.H.) in 75% of cases.

* PALPATION

© [Testis not felt in the scrotum and may be felt in abnormal place].——» '\/‘ ‘\_‘

@ [Palpate for the Testis in the inguinal region].

T L amian
a. If not felt: Undescended Testis. R iy
f e

b. If felt: Undescended or Ectopic testis or Retractile Testis.
So 1o differentiate between them.

1. Ask_pL to contract his abdominal muscles (straining) - If the
testis becomes more Prominent = Ectopic Testis

I1. Try to pull down the testis If Easily pulled down = Retractile Testis
If not felt: Undescended Testis

| N.B. Sites of Ectopic Testis ;
l @ Inguinal: Superficial to the Ay osis of the d
w @ Perinsal, o
ST lo | | S Lubopenite : (Root of the penis).
a _g:g ) @ Femoral : lus the femoral miangle.
d |

Don't Forget ( Testis) : - w4
Oval, Firm, Slippery edge and Show Testicular sensation when squeezed.

Pt ot

» ANSWER: Atrophy of Prostate & Seminal vesicle.
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Dear Student,

DOH't F()rget

How should you appear in the oral exams?
You should appear GENTLE, POLITE, PROPERLY DRESSED, CONFIDENT

How should you talk?
You should talk CLEARLY, SLOWLY AND CONCISELY. Do not rush to
the answer, think for a while (few seconds) before you begin to answer to
question. Also, do not move your hands describing what you are saying.

How should you listen to the professor's questions?
You should be listening carefully, looking interested in what he is saying
and NEVER INTERRUPT HIM / HER.

How should you behave to the examiner?
You should be stable, polite, do not smile too much, do not look miserable, do
not be too friendly with the examiner, and NEVER SAY JOKES.

What to do if you cannot understami the question mentioned the examiner?
Say " Sorry Sir, | could'not understand this question”.

What to do if you have notthe answer in mind ?
Say " Sorry Sir”. | do not know the answer of this question” NEVER EVER

SUGGEST AN ANSWER ?

With My Best Wishes
Or. Wael Metwaly

Tel: 7237606
Mob: 012 2466443




