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Q1- what is the diagnosis ?
pnuemopericarduim

Q2- what is the Mx?
pericardiocentesis.




A 6 year old child previously healthy started
to complain from fever , SOB, Hypotension
and shoulder pain 6 days ago

Q1: What's the diagnosis?

Pericardial Tamponade (flask shaped)

Q2: Name 2 things you'll hear by auscultation.
1) Friction rub,

2) muffled heart sounds

Q3: Name 2 other physical findings?

- Classic Beck triad of pericardial tamponade -
Hypotension, muffled heart sounds, jugular
venous distention —— A .

- Pulses paradoxus, |
tachycardia, friction rub |
Q4: CXR finding? .

- Cardiomegally



Q: Down child with this
CXR, exam showed systolic
murmur with no S3:

Q1. X-Ray finding?
- Cardiomegaly

Q2. What is the cause?
- Endocardial cushion
defect
(AV canal, VSD, ASD)




Q: A 5 year old with acute onset of
SOB, on examination he appeared to
have tachycardia, tachypnea,
hepatomegaly:

Q1. X-Ray finding?
- Cardiomegaly

Q2. What is the Dx?
- Congestive heart failure

Q3: Name two physical findings?
1) Tender enlarged liver
2) Leg edema



* This is a pt. with chronic
lung disease caused by
PDA .

* The PDA is corrected by
ligation (as you see the
clips are clear)




Q1: What is the appearance?
- Snowman sign

Q2: What is the Dx?
- total anomalous pulmonary venous return




Q1: What is the disease?

- Tetratology of fallot

(TOF: is combination of 4 heart defects: VSD,
overriding aorta, pulmonary stenosis, right
ventricle hypertrophy)

Q2: Name 3 CVS physical signs,
beside the murmur?
1) Ejection systolic murmur
2) Thrills
3) Single S2
4) Cyanosis Hez
Q3: Name 2 complications? &
1) Clubbing |
2) Heart failure
3) FTT
Q4: What is the CXR appearance?
- Boot-shaped heart
Q5: Best next step?
- Echo




This is a cartoon drawing for the heart of a 1-
day old neonate. He was cyanosed, with an
02sat=75% and Pa0O2 = 85 mmHg

Q1: What's your diagnosis?

- Transposition of great vessels (TGA)

Q2: What is the MC presentation in neonates?

- Cyanosis

Q3: What is the cause of the cyanosis? _E
- Two parallel circuis

Q4: Name one medical treatment?
- PGE 1 (Postaglandin E1)

Q5: what is the CXR appearance?
- Egg on string



Q1: What is the diagnosis?
- Patent ductus arteriosus (PDA)

Q2: Mention 2 signs on physical exam?
1) Machinery like murmur (continuous)
2) Bounding pulse




Q1l: What is this?
- Atrial septal defect (ASD)

Q2: Two examination findings?
1) Systolic murmur
2)  Fixed splitted S2
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Q: ECG of 11 y/o male (SVT):
Q1: What is the presentation?
- palpitation, loss of consciousness

Q2 What is the most dangerous complication?
- Ventricular Tachycardia



Q: This is an ECG of a child after 5 minutes of the
treatment he was back to normal
Q1: What is your diagnosis?
- Ventricular tachycardia
Q2: What was the treatment?
- Synchronized electrical cardioversion

Q3: Name a medical Mx?
- Lidocaine, Amiodarone
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Q1: What is your diagnosis? Ventricular Tachycardia
Q2: If the pt is staple, give 2 options for the treatment?
1) Synchronized electrical cardioversion
2) Defibrillation
3) Cardiac Ablation
4) Anti-arrhythmic drugs: Amiodarone



Q1: What is your diagnosis ?
- Congenital complete heart block
Q2: What is the major abnormality in this ECG ?
- Bradycardia
Q3: Name 2 lines of Mx?
1) Corticosteroids (Dexamethasone)
2) Pace-maker
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Q: there were arrows indicating P waves.

Q1: What is the diagnosis?
- Congenital complete heart block

Q2: Mention one cause?
- Maternal SLE
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Q: Hx of a pt with lymphoma who was given labs:
. . 1)H I i
chemotherapy then came with this ECG s
Q1: What is your Dx ? Hyperkalemia oo
Q2: What is the cause ? Tumor lysis syndrome 2; /':‘g*;BU_N
zotemia




Q1: Name the finding on the ECG?

Peaked T wave

Q2: What is the Dx?
Hyperkalemia

Q3: Give two modalities of Mx:
- Insulin + Glucose
- Calcium gluconate
- B-agonist



Q: What is the Dx?
Hyperkalemia (Hyper acute T wave)
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Q1: name 2 findings?
1) Clubbing 2) Cyanosis

Q2: What system do you want to
examine for this pt?
- CVS or RS

to differentiate do a hyperoxia test(100% O2 should increase
the po2 to 100mm\hg in respiratory if not then it’ s cardio.

Q3: 2 RS/CVS causes of clubbing?
RS:
1) Cystic fibrosis
2) Bronchiactasis
3) Lung Ca

CVS:
1) Infective endocarditis
2) Tetratology of Fallot
3) Atrial Myxoma







Q1: What is this sign?
- Omega sign
Q2: What is the Dx?
- Laryngomalacia
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3. Initial test to do?
Sweat chloride test
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Q: 10 y/o with recurrent chest
infections and FTT:

1. What is the Dx?

Cystic Fibrosis

2. How to confirm your Dx?
Chloride Sweat test >60 on 2
separated days, or genetic studies
(>2 mutations), or abnormal nasal
potential discharge

3. Name two organisms causing
this image?

- Step. Pneumonia

- Mycoplasma

- Pseudomonas




A 13 year old male pt. known
to have CF, presented to ER
complaining of severe
productive cough & fever.

Q1 : What is the possible Dx?
- Bronchiectasis
Q2 : What is the hand sign?
- Finger Clubbing
Q3 : Mention 2 other
respiratory manifestation pt.
with CF can present ?
- Recurrent bacterial infection
- Pneumothorax
- Nasal polyps




Q: What is the Dx?
Surgical emphysema




1. Name two types of e ——
injuries that could occur? Gk SESOR RS
A. Chemical

B. Electrical

C. Physical

2. What is the immediate
urgent Mx?
Emergent upper
endoscopy




The button battery has the double ring, or halo sign,
as opposed to a single ring of the coin.




1- mention the name of this sign?
Sail sign of the thymus
2-What is the most likely Diagnosis?
Normal CXR

Sail Sign

—




Q: 5 month old comes in
winter with crackles,
difficulty in breathing and
low grade fever:

1. What is the Dx?
Bronchiolitis

2. Give 2 causes?

- Respiratory syncytial virus
(RSV — most common cause)
- Parainfluenza
- Adenovirus
- Mycoplasma




Q: a full term newborn
born by C/S with this
X-ray, What is the Dx?

Transient Tachypnea of
newborn (TTN)
(Notice: fluid in the fissure)




Q: 32 week old infant X-RAY:
1. What is the Dx? RDS
2. Give 2 Signs?
Cyanosis, Retraction, nasal flaring, use
of accessory muscles
3. Name 2 radiological signs?
Ground Glass Appearance
“Reticulogranular pattern”
Air Bronchogram




Q1 : What sign do you?

- Ground Glass (Salt pepper)

Q2 : What does it indicate ?

- RDS
Q3 : What is the usual cause ?

- Meconium aspiration

Q4 : What is the device (E)?

- Endotracheal tube

Ground Glass ( salt-pepper ) sign : areas of hyperinflation near a collapsed area . The cause usually
meconium aspiration , when meconium is trapped in small airways and block it ( collapsed ), then the
adjacent area will receive much air and become hyperinflated .




® This is a child with severe RDS

(as you see, the left lung is whitish in color
because a lot of mucus is accumulated )

® The cause of RDS hereis
patent foramen ovale.

@® As you see, there is a catheter
that inters through the
umblical lines (U ), go to the
heart, and pass through the
patent foramen ovale .

® You can see also ET tube ( E)







Q: These CXRs for a premature newborn with
respiratory symptoms, the 2" is after receiving
management.

1. What is the Mx he received? Surfactant
2. What is the Dx? RDS



Q: History of a patient with fever and cough N
(Pneumonia). RR is 30/mi.

Q1: What are two physical finding on chest
exam without using stethoscope?
- Palpation: reduced expansion
- Percussion: Stony dull
- Auscultation: Diminished vesicular breathing

Q2: name 2 findings on the CXR?
- Hyperdense or consolidation
- Costophrenic angle obliterated or absent

Q3: Next step in Mx?
- Chest tube, Antibiotic

Q4: What is your Dx?

Lower lobe pneumonia with pleural effusion

Q5: Name 2 causative organisms?
- Strep pneumonia

- Mycoplasma pneumonia



Q: What’s your Dx?
- Massive pleural effusion




Q: a patient known to have
nephrotic syndrome with SOB, his
CXR showed the following:

1. What is the abnormality?
Pleural effusion

2. What medication can be given to
treat this problem?
Diuretics (Furosemide)

; - Left pleural effusion



A common question to ask, what are the causing agents
based on the age (so read the question appropriately)

AGE GROUP FREQUENT PATHOGENS (IN ORDER OF FREQUENCY)

N iGroup B streptococcus, Escherichia coli, other gram-negative bacilli,
| nates (<3 wk) Streptococcus pneumoniae, Haemophilus influenzae (type b,* nontypable)

Respiratory syncytial virus, other respiratory viruses (parainfluenza viruses,
3 wk-3 mo influe nza viruses, adenovirus), S. pneumoniae, H. influenzae (type b,*
nontypable); if patient is afebrile, consider Chlamydia trachomatis

Respiratory syncytial virus, other respiratory viruses (parainfluenzaviruses,
influe nza viruses, adenovirus), S. pneumoniae, H. influenzae (type b,*
nontypable), Mycoplasma pneumoniae, group A streptococcus

4 mo-4yr

M. pneumoniae, S. pneumoniae, Chlamydophila pneumoniae, H. influenzae
l(type b,* nontypable), influenza viruses, adenovirus, other respiratory
viruses, Legionella pneumophila

25 yr




Q: A 14-month-old boy had high fever and cough
for 3 days prior to admission, depending on CXR:
Q1: What is the prominent finding?

- Lung Consolidation

Q2 : What is your diagnosis?
- Pneumonia

Q3 : What is the most common cause?
- Strep pneumonia

(check the organisms in the table according to age)
. 3y




Q4 : Mention 3 complications ?
- Pleural effusion,
- Empyema,
- Pericarditis

Q5: Mention physical findings?
- Palpation: decrease chest
expansion
- Percussion: dullness
- Auscultation: decreased air entry
on the affected side




Lowerightelobe pnediionia
Middle right : ' §
lobe pneumonia



Q: Study the following pictures and answer the questions below




1. What is your diagnosis?
A- Right upper lobe pneumonia
B- Right middle lobe pneumonia
(because there’s silhouette sign of the heart)
C- Right lower right lobe pneumonia

2. what is the most common causative organism?
Strep Pneumonia




Q1 : Identify the condition ?
- Pneumothorax
Q2: mention 2 causes?
- Trauma, Infection




1. What is the Dx?
Tension Pneumothorax
(Notice: shifted mediastinum)
2. Immediate urgent Mx?
Thoracocentesis
then chest tube
3. Name 2 signs?

- Shifted mediastinum
- Hyperlucent right lung




Q: Hx of barking cough,
inspiratory stridor and distress.

Q1: Name the sign?
Steeple sign
Q2: Name the Dx?
Croup
Q3: name the causing
organism?
Parainfluenza virus
Q4: What is the Mx?
Mild-Moderate:
Dexamethasone
Severe:
Dexamethasone + Epinephrine







Q: 1 month old infant presented with a
hx of weak cry and hypoactivity since
birth (Cretinism):

Q1: What is your diagnosis?
Congenital hypothyroidism
Q2: Write three signs?

- Macroglossia
- Umbilical Hernia
- Painless oral ulcer
- Hypotonia
Q3: What is the lab test you want to do?
(serum T 3,T4, TSH)

Q4: What is the lab result?
-TSHand low T3 & T4 .




Q: picture of 12 y/o female
with heart rate 130/min

Q1: What is the Dx?
- Graves disease

Q2: Give 2 findings:
1) Neck mass,

?) Exophalmus/ptosis
3) Moist skin




Q: a baby of female with hyperthyroidism, he had
tachycardia, heat intolerance and decrease in weight
with good appetite. What do you expect the TSH and

T4 values ?

Increase T3, T4 / Low TSH

Q: Mother with graves disease, give a
child , he was lethargic and so and so, if
hyperthyroidism was suspected, what's
your comment on TSH, T4 ???

Very low TSH, Very high T4



Q: a case of seizure with lab
values has hypocalcemia

Q1: What is the Dx?
- Hypoparathyroidism
Q2: next step lab test u want to do?

- Parathyroid hormone level



Q1: Whats the most likely Dx?
Congenital Cushing syndrome.

Q2: Mention 2 abnormal vital signs in this baby?
high body temperature, high BP, high HR




Q1: What is the medication has he been taking?
Corticosteroids

Q2: What is the vital sign you want to monitor?

Blood Pressure




Q: infant with recurrent vomiting.

Q1: What is the Dx? congenital adrenal hyperplasia.
Q2: Mention 2 signs rather than signs of dehydration?
Dark scrotum, ambiguous genitalia
Q3: Mention one diagnostic test.
17-OH progesterone before and after an IV bolus of ACTH.




Q: A case of a baby who underwent brain
resection 2 days ago. This is the lab result
Na = 155,

Cl= 110,

K=4,

Urine spec gravity = 1.003 .

Q1: What is the Dx? Diabetes Insipidus
Q2: What is the Mx? Desmopressin



Q: Hx of a boy who had RTA, and he underwent
craniotomy and hemispherectomy! His urine
output increased to 6 L / day. Urinalysis and
electrolytes results were given showing low
specific gravity, low osmolarity and hypernatremia.

Q1: What's your Dx? Diabetes Insipidus
Q2: What's the treatment of choice? Desmopressin



Q: Mother had Gestational DM:
Mention 2 fetal complications?
- Hypoglycemia
- Polycythemia
- Jaundice
- Sacral Agenesis






Q: A 1 month old with persistent
nonbilious vomiting:

Q1: What is your Dx?
Pyloric Stenosis
Q2: How to Diagnose it?
Ultrasound

Q3: What is the xray sign?
Shoulder sign

Q4: What is the definitive Mx?
Surgical Mx (Pyloromyotomy)




Q: Neonate in respiratory distress & cyanosis:
Q1: Mention the 3 findings? \_
1) Bowel loops in the chest
2) Shifted mediastinum
3) Abdomen relatively devoid of gas

Q2: What is the Dx?
- Congenital Diaphragmatic hernia
Q3: Name 2 ways to manage?
1) Intubation 2) Decompression
Q4: Give another Gl cause of this sign?
- Annular pancreas

- P



There are 2 types of CCH:

1. Bochdalek hernia :
most common, located
posteriorly & present in

infancy

2

Morgagni Hernia: smaller,
anterior and presents later




Q1: Name the sign? Double bubble sign

Q2: Name the Dx? Duodenal Atresia

Q3: Name other S/Sx?

- Abdominal distension

- Delayed meconium ileus

- Vomiting

Q4: What would be the typical presentation?
- Bilious vomiting after first feed

Q5: What does this X-Ray sign indicate?

- Intestinal Obstruction




Q1: Name the Dx? Biliary Atresia
(mc indication for liver transplant in children)

Q2: How to Dx?

- Abdominal US:

gallbladder absent or irregular
- Hepatobiliary scintigraphy:
failure of tracer excretion
- Liver biopsy
Q3: Mx?

- Kasai procedure (hepatoportoenterostomy)




Q1: Name the Dx? Wilson Disease
Q2: Name the sign? Kayser-Fleischer ring =
Q3: Mode of inheritance: AR ‘
Q4: What is the initial CNS sign: Dystonia

e

Q5: How to Dx?

- low serum ceruloplasmin

- Elevated serum copper

- High 24 hr urine copper

- Quantitative copper in liver biopsy is the
definitive diagnostic test

Q6: Mx?
- Chelating agent: Penicillamine or trientine
- Zinc therapy

- Dietary restriction for Cu

- Liver transplant (if failure occur)

- Screen the siblings



Q1 : Identify the condition ?
Hepatomegally
(upward disposition of the
right hemidiaphragm)

Q2: Mention 2 causes?
1) Infection (Hepatitis)
2) CHF
3) Metabolic
4) Veno-occlusive diseases
5) Sickle cell crises




Q1: Name the finding?
- Pneumatosis Intestinalis
Q2: What is the Dx?
Necrotizing Enterocolitis
Q3: First line of Mx?

- NPO
- NGT for decompression
- Empirical Abx




Q: This is a x-ray of barium swallow, What is the Dx?
- Trachio-esophageal fistula




Q: A patient with
progressive
dysphagia:

Q1: What is the sign?
- Bird beak sign /
Rat tail sign

Q2: What is your Dx?
- Achalasia

Q3: Definitive
diagnosis modality?
- Manometry




Q: What’s your Dx?
- Kwashiorkor

Kwashiorkor is a form of
severe protein malnutrition
(lack of protein) characterized
by edema, and an enlarged
liver with fatty infiltrates




Q: This is a child who has severe GE:
Q1: What is the most important sigh seen?
Sunken eyes

Q2: Name other signs of dehydration:
- dry mucus membrane, skin turgor, capillary refill




Q: Hx about a child who
came with acute stridor:

Q1: Name of this sign?
- Wide pre-vertebral space

Q2: What is your Dx?
- Retropharyngeal Abscess

Q3: What is your Mx?
- IV antibiotics and drainage




Q: Hx: patient presents with drooling ,dysphagia and
distress and he is in tripod position
Q1: Name the sign? thumb sign
Q2: Name the Dx? epiglottitis
Q3: Name the causing organism? haemophilus inflenza b




Thumb sign Steeple sign
(Epiglottitis) (Croup)




Q1: What is the Dx? Q1: What is the Dx? Gastroschisis

- Omphalocele Q2: Importance of this condition?
- it” s associated with intestinal necrosis
Q2: What other finding could Q3: What is the pre-op Mx?
be found in this patient? - Silo bag covering
- Cardiac defects Q4: The prognosis depend on?
- Beckwith-wiedemann - The bowel status
syndrome (features) Q5: Indication of this procedure?
- Intestinal complications - Prevent dehydration, hypothermia,

contamination
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Q: Abdominal distension and diarrhea, on histology there is villous
atrophy and hyperplastic crypts
1. What is the Dx? Celiac disease
Q2. What is the Mx? Gluten free diet + Vitamin replacement
Q3. Name 3 histological findings?
- lymphocyte infiltrate - Flattening of the villi
- Villus to crypts ratio less than 3:1
Q4: Definitive Dx is done by? Endoscopy with biopsy
Q5: Mention 2 confirmatory blood tests?
- Anti-tissue glutaminase Ab, Anti-endomysial Ab
Q6: Dermatological finding in this disease? Dermatitis Herpetiformis




Q: See the Growth chart of
3 year old boy:

Q1: whatis the 3
abnormalities in this
Growth chart?

1)
2)
3)

Q2: What is the most
appropriate diagnosis?

Celiac disease
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Q: Yellow distended
abdomen with visible dilated |
veins, and liver disease

1. Cause of this condition?
Portal Hypertension

2. Mention one cause?
Any cause of chronic liver
disease (Cirrhosis, Hepatitis
B), any cause of conjugated
hyperbilirubinemia



Q1: What’s the Dx? Neonatal Jaundice
Q2: When it’s seen? When bilirubin levels >5mg/d|




Q: A baby on phototherapy, and with elevated
indirect bilirubin levels, give 3 causes:
a. Hemolytic causes: G6PD, spherocytosis, sickle cell
b. Conjugation disorders: Crigler najjar type |
c. Hematoma
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Common RBC Inclusions Cartoon Image Inclusion May be associated with
Hyposplenism
Howell Jolly Bodies DNA Asplenism
Severe hemolytic anemia
: G6PD deficiency
Heinz Bodies Hemoglobin Oxidant drugs
9
< Unstable hemoglobin
Supravital stain
Thalassemia
Pappenheimer Bodies . Sideroblastic anemia
ipp : : iron deposits Hemolytic anemia
Post-splenectomy
-
.‘
S
Hemoglobin H Inclusion Seelesens Hemoglobin Hemoglobin H disease
...0.0
Qupravital stain
' Lead poisoning
Basophilic Stippling Ribosomes Thalassemia

Sickle cell anemia
MDS



Q: a patient came with
pink urine and jaundice:

Q1: Name the findings in
each picture?
A > Heinz bodies
B > Bite cells

Q2: What is the Dx?
G6PD

Q3: Mode of
inheritance?
X-linked recessive




Q: Patient with Pallor, lower limb nubmness, vitiligo
1. Describe what you see? Hyper-segmented neutrophil
2. What is the Dx? Pernicious anemia (Vit. B12 deficiency)

secondary to'
Bil2 deflelc




Hypersegmented Neutrophils
If without Hx: Megaloblastic Anemia
If with Neurological manifestations: B12 deficiency
If with other autoimmune disease (Vitiligo..): Pernicious




Q: What does the arrow indicate to?
Howell jolly body

(seen in functional hyposplenia or asplenia)




Q1: What is the finding? Ringed Sideroblast
Q2: What is the Dx? Sideroblastic anemia




Q1: What is the finding? Elliptocytes
Q2: What is the Dx? Hereditary Elliptocytosis




Q: Pt presented with anemia & splenomegaly with FHx of anemia:

1. What is your Dx? Hereditary spherocytosis

2. Give one diagnostic test? Osmotic fragility test
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Q34:According to the blood film:
1. What is your Dx?
Sickle cell anemia
2. Next investigation?
Hb electrophoresis
3. Name one complication?
Autosplenectomy
4. inheritance type?
Autosomal recessive






Q: Blood film of an 0@ ® © OF%
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1. What is your Dx?
Iron Deficiency Anemia

2. What other nutritional
deficiency cause this pic?
Vitamin D




Q: Hx suggestive low MCV, low MCH, low retics, low platelets
1. What is the type of this anemia:
- Microcytic hypochromic anemia (iron deficiency anemia)
2. What 2 investigations you want to order:
- Hemoglobin electrophoresis, Ferritin level



Q: Breast fed one year infant
with this CBC:

1. What is your Dx?
Iron Deficiency Anemia

2. Mention 2 further tests to
confirm your diagnosis:
a. TIBG
b. Serum ferritin level
c. Transferrin saturation ratio
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- Schedule blood transfusion + N\
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- Splenectomy
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Q: this anemic child comes to you with
splenomegaly:

1. What is the type of his
anemia?
Thalassemia anemia

2. what is the diagnostic
test in this case?

Hb-electrophoresis



Q: This is skull x-ray of 10 y old male pt.
1. What is this x-ray sign? Hair on end — sun ray appearance

2. What other 2 findings in the face you look for ?

- Frontal posing, protruded makxilla
3. What is the Dx? Thalassemia




1. What is your Dx? (5 Cb i é') Cl:l

Hemophilia

2. Mode of inheritance:
X-linked Recessive




1. What is the Dx?
Fanconi Anemia

2. Definitive diagnostic test?
Karyotyping

3. What does the hand show?
- Absent thump




Q1: What is the Dx?
- Hemangiomas
Q2: Female/male ratio?

-3:1
Q3: Complication may develop?
- Ulceration (MC), hemorrhage, scarring




| Q:Thisis a child with 6
days of fever:

Q1: Name the Dx:

. - Kawazaki disease

Q2: 2 organs to examine?
1) Hand & feet (peeling),
2) Trunk (rash),

. 3)Tongue (strawberry)

% Q3: Name the eye?

- Non-suppurative
 conjunctivitis

B Q4: What is the most serious
complication?

- Inflammation of the
coronary arteries

Q5: What is the sign
observed in the tongue?

- Strawberry tongue

Q6: Name another cause of
strawberry tongue?

- Scarlet fever




2. Name the most serious
complication:
Coronary Artery
Aneurysms
- Other: Pericarditis

1. What is the Dx?
Kawasaki Disease




Q: a patient came with URTI:
Q1: What is the sign: Strawberry tongue
Q2: What is the Dx: Scarlet fever
Q3: What is the causative organism: Group A Strep Pyogens
Q4: What is the Mx? Penicillin




Q: long hx of a 4 year old boy who
developed high fever and rash, admitted to
PICU where he developed
thrombocytopenia, respiratory distress and
other stuff | can't remember! Explain what
happened ?

Meningococcemia, leading to respiratory
distress and DIC






Q: child with frothy urine
developed periorbital edema
then lower limb edema, he has
hx of URTI 10 days ago, in the
clinic his blood pressure was
normal

Q1: what other abnormalities
you could find?
- Ascites, scrotal edema
Q2: Whats the diagnosis?
- Nephrotic Syndrome

Q3: Describe what you see:
- Bilateral peri-orbital edema

Q4: What first and rapid test you
want to do?
- Urine dipstick for proteinuria




Q: Patient presented with face
puffiness:

Q1. What is the Dx?
Nephrotic syndrome

Q2. Two abnormal lab tests?
a. Proteinuria
b. Hypoalbuminemia
c. Hyperlipidemia

Q3: Nephrotic case treated
with steroid, write 2 physical
findings you expect to find?
- Periorbital edema
- Lower limb edema



Q: Pale patient with red urine? Give 2 DDx?

(Hemolytic anemias)
1. G6PD
2. Thalassemia




Q: Patient presented with
BP of 150/90, he has hx of
sore throat 2 weeks ago:

Q1. What is the Dx?
PSGN
(Nephritic syndrome)

Q2. Findings in urine
analysis?
a. Proteinuria
b. RBC casts
c. Hematuria




Q1. What is the Dx?
Nephrotic - Nephritic
(Presentation “Hematuria”)

Q2 Mention two lab tests
to support your diagnosis?
a. Urine Analysis
b. Serum Albumin level




Q1. What is the Dx?
Nephritic syndrome
Q2. Findings in urine analysis?
- RBC casts
- Proteinuria




Q1. What type of
imaging?
VCUG/MCUG

Q2: Your next test?
- DMSA




Q1. What type of
imaging?
VCUG/MCUG

Q2. Findings?
Right vesicoureteral reflex

Q3. Give two diseases
that can be diagnosed by
this imaging?

- VUR
- Neurogenic Bladder




Q1. type of imaging?
Voiding Cystourethrogram

Q2. Describe the
abnormality?

Christmas tree shaped
bladder

Q3. What is the Dx?
Neurogenic Bladder, also
outlet obstruction also
present with Christmas tree
appearance







Q1. Describe what you see?
Periventricular calcifications

Q2. What is your Dx?
Congenital CMV
(C-shaped)
(Congenital toxoplasmosis
causes diffused scattered
intracranial calcifications, also
tuberous sclerosis causes
calcifications as well, but for

this case CMV is the Dx) 1399 Lutslzqulerdo




Q: a child presented with
this CT and his head
circumference was at 97t
percentile:

1. Mention two signs?

- CT signs: widening of the
ventricles (ventriculomegaly)
and effacement of sulci
- PE signs: sunset eyes and
bulging fontanelle

2. Mention two symptoms?
- Headache
- Projectile vomiting




Congenital

Sturge-Weber
CMV

Tuberous

. Congenital
Sclerosis

Toxoplasmosis

Toxoplasmosis PML

AVM Lymphoma




Q:
1. What is the spot Dx?
Tuberous Sclerosis

2. Name of skin lesion?
“Ash leaf spots”

(Hypomelanic macules)




Q: Infant with head bulging in the 1t week of life:

Q1: What is the Dx? Cephalhematoma.

Q2: mention two complication That may occur in that patient?
Anemia, Jaundice, Hypotension, Osteomyelitis, Meningitis




What is the Dx?
Caput succendanum

& T




Cephalohematoma is a subperiosteal accumulation of
blood that DOESN’T cross sutures. Complications are
anemia and jaundice.

Caput succendanum is an extraperiosteal bleeding that
DOES cross the sutures lines. Usually benign.

Caput vs. cephalhematoma

I |
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Subgaleal hemorrhage
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Skin B e

Epicranial e~ __——memell
aponeurosis -~ —

Periosteum/—
Skull

Dura

-

"
-
-
'O
- -
-
OOOO
~




CAPUT SUCCEDANEUM

1. Present at birth on normal
vaginal delivery.

2. May lie on sutures, not well

defined.

3. Soft, pits on pressure.

4. Skin ecchymotic.

5. Size largest at birth , gradually
subsides within a day.

6. No underlying skull bone
fracture.

7. No treatment required.

CEPHAL HAEMATOMA

1. Appears within a few days after
birth on normal or forceps
delivery.

2. Well defined by suture,
gradually developing, hard edge.

3. soft, elastic but does not pits on
pressure.

4. No skin change.

5. Become largest after birth and
then disappears within 6-8 weeks
to few months.

6. May underlying skull bone
fracture.

7. No treatment required.



Q: Growth chart of HC to age,, the HC
at 11 month became above 97" percentile:
Q1: What is this sign: Sunset eyes

Q2: What is the head called: Macrocephaly
Q3: Two things you find in examination:

- Increase HC, bulging fontanel

Q4: Next thing to examine: head circumference
Q5: What is the cause: increase ICP — Hydrocephalus

Q6: Name 2 Symptoms: vomiting, headache




Q: in the following image:
Q1: What is your diagnosis?

Facial Palsy .

“The affected side is the left side of the face ”
“inability to control the affected side”

Q2: mention the cause of that ’

problem?

Birth injury (Injury To facial nerve)



Q: What’s your Dx?
- Erb’s palsy




Q: What’s your Dx?
- Left hypoglossal nerve palsy

(tongue is deviated to toward the affected side)




Q: What’s your Dx?

- Left vagus nerve paralysis
(uvula is deviated to toward the unaffected side)
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Q: A seven year old patient came with this on his back,
Q1: what we will ask as taking history (mention 2 Q)?
- lower limb weakness, urine incontinence
Q2: What investigation you will ask for him ?

- MRI



Q1l: What is the Dx?

- Myelomeningocele caused by
hydrocephalus craini

Q2: What do you expect to find in
his lower extremities?

- Hypotonia, absent reflexes, urine
and fecal incontinence

Q3: Name 2 associated
abnormalities?

1) Arnold chiari

2) Renal abnormalities

Q4: Name 1 complication?

- Fecal and urinary incontinence

A




Occulta

Spina bifida occulta is the
least serious and most
common type. It is usually
discovered only on x-rays or
scans. Most people never
become aware of their
condition.

Meningocele

In the next most serious
type, meningocele the
coverings of the spinal cord
(meninges) pass back
through the opening in the
spine to form a cyst-like
swelling.

Myelomeningocele

If the spinal cord is enclosed in
the cyst the condition is called
myelomeningocele. This is the
most serious type of spina
bifida.




Q1: What’s the name of this test?
- Babinski
Q2: Mention 2 abnormalities you expect to find in
the lower extremities?
1) Clonus
2) Hyperreflexia “Brisk tendon reflexes”

Taodng for the Habbohd Sign




Q: Patient with jaundice and elevated liver enzymes
Q1: What is the Dx?
- Congenital Cataract
Q2. Mention 2 causes of this condition?
- Congenital Rubella™**
- Galactosemia
Q3. Mention it’s diagnostic test?
- Rubella (Rubella specific immunoglobulin IgM)
- Galactosemia (galactose level in blood)




Q1. What is the name of the sign?
Leukocoria (absent red eye reflex)

Q2. Give two Causes?
- Retinopathy of prematurity
- Retinoblastoma
- Retinal detachment
- Cataract




Q: 13 month old has an abdominal mass.
Q1: What's your diagnosis? Neuroblastoma
Q2: Mention 2 non-radiological tests for
confirmation: VMA, bone marrow biopsy

Medscape®




Q1: What is the finding? Raccoon eyes
Q2: What does it indicate: Basilar skull fracture




Q: What are these signs and what is the disease that causes them?
1. Gower sign and pseudohypertrophy
2. Duchenne muscle dystrophy ( x-linked recessive)




Q1. Name of this sign?
Gower Sign

Q2. Mention two causes?
- Duchenne and Becker muscular
Dystrophy
- Juvenile Dermatomyositis




Q: Name the Dx? Opisthotonus

state of a severe hyperextension and spasticity in which an individual's head, neck and spinal column
enter into a complete "bridging" or "arching" position.This abnormal posturing is an extrapyramidal effect
and is caused by spasm of the axial muscles along the spinal column.
>> seen in some cases of severe cerebral palsy and traumatic brain injury or as a result of the severe
muscular spasms associated with tetanus.




Q1: mention the name of this sign?
Frog legs/ Frog position
Q2: Mention 4 causes?
- Perinatal asphyxia
- Neonatal encephalopathy
- Cerebral palsy (atonic)
- Intracranial hemorraghe
- Chromosomal anomalies (Down)

- Kernicterus




Q1: mention 2 clinical findings in the physical examination?

1) Head Lag .
2) C-shape or Drapes over in horizontal suspension.

Q2: what is the cause of these manifestations?

Hypotonia




Q1: Mention the name of this sign? Scissoring
Q2: Mention 4 causes ?

- Stroke

- Cerebral palsy

- Spinal cord/brain injury

- Multiple sclerosis

- Heriditary spastic paraplegias
- Phenylketouria

- Krabbe disease

- Adrenoleukodystrophy (ALD)




Q1: What is the name of this test ?
- Distraction test
Q2: What does it test for ?

- Auditory function, hearing, cochlear branch of
vestibulocochlear nerve




Q1. What is the name
of the test?
- Finger to nose test

Q2. What are they
used for?
Cerebellar function or
coordination




Q1: Name this neurological test?
Rebound test.

Q2: What does it assess?
Cerebellar function.

REBOUND




Q1: Name this neurological test?
Rhomberg’s test.

Q2: What does it assess?
Cerebellar function.

!u.




Q1: Name this neurological test?
Tandem Gait Test - Heel to toe.

Q2: What does it assess?
Cerebellar function.




Q1: Name this neurological test?
Resting tremor.

Q2: What does it assess?
Cerebellar function.




Q1: Name this neurological test?
Alternating hand movement for dysdiadokinesia.

Q2: What does it assess?
Cerebellar function.




Q1: Name this neurological test?
Heel to shin test.

Q2: What does it assess?
Cerebellar function.




Q1: What is this procedure?
- Lumber Puncture
Q2: At what level is it done?
- Below L2 (usually L3,L4 or L4,L5)
Q3: Why is it used?
- CSF Analysis
- R/O Meningitis
- R/O subarachnoid hemorrhage (SAH)
- Therapeutic for pseudotumor cerebri
Q4: What are the Contraindications?
- Skin infection at the site
- Spine infection at the site
- Bleeding disorders
(thrombocytopenia, coagulopathy)
- increased ICP (papilledema)
- Suspicion of Mass or Abscess
- Patient Instability




CSF analysis

1132 Cerebrospinal fluid (CSF) findings in some common disorders
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Q: CSF Analysis (bacterial meningitis) for unvaccinated 4 yo:
1. What are the two mc organisms that may cause it?

- Vancomycin
- Ceftriaxone

- Streptococcus pneumonia
- Neisseria meningitis
2. What is the Mx?

Normal Normal Bacterial Viral meningitis | TB/fungal
newborn children meningitis meningitis
WBC (mm?) 0-30 0-6 in >3months | >1000 100-500 100-500
0-9 in 1-3 months
PMN (%) 2-3 0 >50* <40 <50
Protein (mg/dl) 20-150 15-45 >100 50-100 100-1000
Glucose (mg/dl) | 30-120 40-80 <30 normal low-normal
CSF/blood 40-250 60-90 <40 (<60 for normal low-normal

glucose(%)

term infant)




Q: Case with CSF analysis: In that analysis was
Leukocytosis, high protein concentration, High
glucose concentration, High number of
neutrophils. What is your Dx?

Bacterial Meningitis



Q: LP was done for a 5 days old neonate, the CSF
results were:
WBCs = 22,
RBC=0,
proteins = 50,
Sugar = 3,
Blood sugar=5.

Q1: Your interpretation: normal CSF (for neonate)
Q2: Two other CSF tests you will order:
Gram stain, CSF culture, PCR, latex agglutination



Q: CSF profile: results go with viral
meningitis, RBC +ve, he had one attack
of convulsion.

Q1: What is the causative agent?
Herpes simplex
Q2: What is the treatment?
Acyclovir
Q3: Is there need for anticonvulsants?
No need



Q: These are the CSF results for a 5-day old
neonate who complained of vomiting

WBC: 155/pL CSF glucose: 2 mmol/L

RBC: 0/ uL Serum Glucose: 5 mmol/L

Protein: 80 mg/dL Neutrophils: 70%
Lymphocytes: 30%

Q1: What is the Dx?
Acute bacterial meningitis
Q2: Mention the most specific treatment:

Ampicillin + a 3" generation cephalosporin



Mx of Meningitis:

Bacterial: Empiric therapy “Ceftriaxon + Vancomycin” + Dexamethasone

Viral: supportive +/- Acyclovir

Duration of Mx:

N. meningitidis 5-7d
Hib 7-10d
S. pneumonia 10-14d
L. monocytogenes 14-21d
Staph 2 w atleast

Gram (-) 3w






Pathogen:

Further
symptoms:

Treatment:
Vaccination:

Ema

Roseola

Scarlet fever infectiosum infantum

Sroeh Parvovirus B19 HHV-6, HHV-7
() Reduced gners @) Goodgeneral |~ Good genera
i HU,'M §  Mild fever | Hightever

, - Cough Headache, muscle
@, Manen i _— O
14 Abdominal pain 17 Abdominalpain | fi Severe pruritus

Symptomatic Antibiotics Symptomatic Symptomatic Symptomatic Symptomatic
= + = = +
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Rubella Erythema Varicella
Measles | Scarlet fever
(German measles) | jnfectiosum mfantum (Chickenpox)
- Partially confluent -:‘:\' 1ABmotomatic iy most - Rash spreads to the scalp
Startsbehindears | ~StAMsattheneck  [-Non-confluentrash | ‘ot | o yon | Fuid-fled bisters
then spreads - Most notably inguinal | - Starts behind ears and limbs the trunk -MdeuwT
- Koplik's spots and axillary regions then spreads - Slapped cheek syndrome - “Starry sky” appearance
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Q: This child presented to your clinic with a hx of cough,
conjunctivitis one day before the rash..he was also found to
have high grade fever. Whats your Dx?

- Measles (Rubeola - Maculo-popular rash)

Measles ( Rubeola )
Prodromal fever + 3 C’s
( cough, coryza, and
conjunctivitis) + koplik
spots ( bright red spots
with blue white center
on buccal mucosa)
followed 1-2 days later
by maculopapular rash
started at head/neck
and spreads downward.
Complications:
encephalitis + giant cell
pheumonia




Q1: What is this? Koplik’s spot
Q2: Dx? Measles




Q: This child presented with a 3 day rash that started on
his face and then spread caudally,he also had mild fever
Q1: Mention the diagnosis: Rubella
Q2: finding on physical exam?
Post-auricular LN (German measles)

German measles
is also known with 3
days disease




Q: This child presented with fever and rash:
1. what is this sign?
- Forchheimer spots
2. What is the Dx?
- German measles




Q1. What is the name of these lesions?
Café au lait spots, Neurocatunios Nodules
Q2. Mention two conditions that cause these lesions?

- Neurofibromatosis
- Fanconi Anemia
- Tuberous Sclerosis




Q: Petechial rash on the back
and mentioned it was without
fever and non blanchable:

Q1. Next step in
investigation?
Blood culture, CSF Analysis
(to R/O Meningococcemia)

Q2. Give 2 DDx?
- Bacterial meningitis
- Vasculitis
- Meningococcemia




Q1: What is your Dx?
Chickenpox
Q2: Causative agent?
Varicella Zoster
Q3: Mention 2 CNS Complications?
a. Transient cerebellar ataxia
b. Encephalitis
c. Meningitis
d. Seizures
e. Hearing loss
Q4: Other complications:
Skin infection: cellulitis

Lot

TRty < -

i i Multiple stages of |
| lesions-> chicken pox |

i
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Q: This patient presented with Hx of sore throat and
fever 3 weeks ago and this rash:
Q1: What is the causative agent? Group A Strep
Q2: What is the most serious complication? Carditis
Q3: What is the Dx? Acute Rheumatic Fever (ARF)

e




Q: This patient presented with ‘ v
Hx of sore throat and and
paper like rash:

1. the causative agent?
Group A Strep
(Streptococcus pyogenes)

2. Name 2 complications?
- Glomerulonephritis (PSGN)
- Rheumatic fever
- Scarlet fever




Q1: What is this sign?
Port wine stain
Q2: What disease it’s associated with?
Sturge weber disease




Q: a 7 month old boy has a
weepy, crusted dermatitis
around his nose, mouth and
perianal area as you can see,
what is the most likely nutrient?
- Zinc
(Acrodermatitis enteropathica)




Q: What’s your Dx?
- Orbital Cellulitis




Q1: Name the disease?
- Shingles

Q2: Mention 2 specific features for this disease?
1) Dermatomal distribution
2) Cluster of vesicles on anerythematous base
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Q1: Name the rash? Malar rash
Q2: what is your Dx? SLE
Q3: Write 2 other diagnostic criteria?
Discoid rash, Arthritis, Painless oral ulcer




Patient came complaining of arthritis, red urine
and rash on the face

Q1: What is the Dx?
SLE
Q2: What is the cause of the red urine?
Lupus Nephritis




Diagnostic criteria in SLE

* Blood [all are low - anemia,

e Serositis [pleuritis,
[p leukopenia, thrombocytopenia]

pericarditis]

* Renal [protein]
e Oral ulcers

¢ ANA

e Arthritis
¢ Immunologic [DS DNA, etc.]

* Photosensitivity » Neurologic [psych, seizures]

\Y D

Malar rash Discoid rash

&

knowqedge |

MEDICAL MNEMONICS

" Mnemonic: “SOAP BRAIN MD”







Q1: What is the Dx?
- Hand, foot and mouth disease

Q2: name the causing microorganism?
- Coxsackie A virus and Enterovirus

Q3: Mention two S/Sx that will be present in this e 480 e
patient other than those in the pictures? o
- Fever, Oral ulcers



Q: What is the Dx?

Herpetic Whitlow Acute Paronychia




Q1: A 2-4 weeks old newborn presented with this
finding, What is the Dx ?
- Neonatal Acne
Q2: Why does it occur?
- response to maternal androgens




Q: Hx of 3 month old baby that has a hx of
rhinorrhea for 3 days:
Q1: What is the Dx?
- Herpetic stomatitis
Q2: What is the causative virus?
- HSV



Q: What is the finding?
- Angular Cheilitis




Q: What is the Dx?
- Dermatitis Herpetiformis




Q: What is the finding?
- Viral Warts

Common Warts:
HPV 1,2,4

Plane Warts:
HPV 3

Genital Warts:
HPV 6,11,16,18




Q1l: What is the Dx?
- Mangolian spots

Q2: What is the Mx?
- Nothing, because it normally
disappears 3-5 years after
birth but it can persist for life

® 2009 Logical Images, Inc.



Q1: What is your Dx?
- Impetigo

Q2: Two causative MO?
1) Staph aureus
2) Group A beta-hemolytic strep (pyogenes)

Q3: What is your Mx?
- Antiseptic gentian violet

- Topical or oral antibiotics




Q: picture of patient with non-blanchable
purpuric rash in the lower limbs:

Q1: what is the Dx?
- HSP
Q2: mention 2 clinical findings in this pt?
1) Arthralgia
2) Abdominal pain

3) Renal manifestation (hematuria)
Q3: name 2 important tests you will order?
1) KFT
2) Skin biopsy from the lesion
3) Urine analysis
Q4. if the pt has a toxic appearance with a
rapidly evolving rash what will be your Dx?
- Acute meningococcemia
Q5: Name 2 complications?
- Nephritis
- Intussusception




Q: 5 yo with hx of URTI for 3 day with low grade fever:

Q1: What is this sign? slapped cheek

Q2: What is the Dx? Fifth disease (Erythema Infectiosum)

Q3: Name the causing microorganism? Parvovirus b19

Q4: Other diseases caused by the same organism? Aplastic crises, AIDS




Q: This child presented with this rash, rash on
his face and anemia, what is the Dx?
- 5th Disease (erythema infectiosum)




Q: Mentally retarded, his brother has similar condition
(Autosomal Dominant)
Q1: Mention 2 signs?
A. Ungula fibromas,
B. Adenoma sebaceum
C. Shagreen patch
Q2: What is the diagnosis? Tuberous Sclerosis
Q3: Name 2 other investigations? Brain MRI, Kidney CT




Q: Hx of a boy who had URTI then developed
bilateral nodular lesions on his limps:
Q1: What is your Dx?

- Erythema nodosum
Q2: Name 2 causing organisms?

1) Mycobacteria TB
2) Group A Streptococcus
Q3: Name 2 organic causes?

1) IBD
2) Sarcoidosis




Erythema nodosum presents with painful red nodules on
the shins and occasionally the forearms.

It is most common in young adult women.

The most common causes are
infections streptococcal, especially pharyngitis
viral infections
tuberculosis

medications sulphonamides

salicylates

nonsteroidal anti-inflammatories
sarcoidosis
pregnancy

Sometimes no cause is identified




Q: What is your Dx?
- Erythema Toxicum




Q: This child presented with oral ulcers and this rash
what is this rash and whats your Dx?







Causing organisms based on the diseases

Cystic Fibrosis

Impetigo

Pneumonia

Croup

Epiglottitis
Scarlet fever

Bacterial
meningitis

mentioned in this file:

- Step. Pneumonia
- Mycoplasma
- Pseudomonas

- Staph aureus
- Group A beta-
hemolytic strep

(pyogenes)

- Strep pneumonia
- Mycoplasma
pheumonia

Parainfluenza virus

haemophilus inflenza b
Group A Strep Pyogens

- Streptococcus
phneumonia
- Neisseria meningitis

Bronchiolitis

Erythema nodosum

Roseola Infantum
(6th disease)

Hand, foot and
mouth disease

Herpetic stomatitis
Viral Warts

5th disease
(Erythema
Infectiosum)

- RSV —mcc
- Parainfluenza
- Adenovirus
- Mycoplasma

- Mycobacteria TB
- Group A
Streptococcus

HHV 6,7

Coxsackie A virus
and Enterovirus

HSV
HPV

Parvovirus b19



Infectious EBV
mononucleosis

Pertussis, Bordetella
pertussis

Osteomyelitis Staph Aureus

Infective Strep viridians
endocarditis or Staph
aureus
Meningococce Neisseria
mia Meningitides
Viral Herpes

meningitis simplex

Chickenpox
Pharyngitis
Measles
German

measles

Candida

Varicella
Zoster

Group A Strep
Rubeola

Rubella

Candida
Albicans



Q: This is the mouth of 3 monthes old baby , on breast feeding
Q1: what's the Dx?
oral thrush, secondary to candida,
Q2: whats the organism?
candida albicans.
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Q: This 5 year-old boy presented
with cervical lymphadenopathy
, and mild splenomegaly,

Q1: Most likely Dx?
- Infectious mononucleosis

Q2: what investigation would
you like to ask for?
- Paul-Bunnel heterophile
antibody test (positive)
- Mono-test
- PCR

Q3: What is the CO: EBV




Q: What’s your Dx ?

Acute follicular tonsilitis.




Q: This child didn’t take
any vaccine till this
age and now he
presented with .
paroxysmal cough and §
coryza:

Q1: What is your Dx?
Pertussis, Whooping
cough

Q2: What is the cause of ,0 ;
this condition?
Bordetella pertusis




Q: a patient presents
with barking cough and
fever with non toxic
appearance:

Q1: What is your Dx?
Croup

Q2: What is the most
causative organism?
Parainfluenza virus




Q: 2 weeks fever, high
CRP, X-Ray
(Osteolytic lesion):

Q1: What is your
diagnosis?
Osteomyelitis

(Note you should write if it’s
acute or chronic (>2 weeks))

Q2: Most causing
organism?
Staph Aureus




Q: Patient presents with
these lesions and new
onset murmur

Q1: What is your Dx?
Infective endocarditis

Q2: what is the causative
organism?
Strep viridians or Staph
aureus




Splinter hemorrhagg) |




Q: Vomiting and fever:
Q1 What is the Dx? Meningococcemia
Q2: What is the causative agent? Neisseria Meningitides

Q3: What does it stain? Red gram-negative diplococci




Hepatitis B Serology

“According to slides”

HBsAb | HBsAg HBcAb HBcAb | HBeAg | HBV Liver
IgM DNA | Enzymes

Immunity secondary
to vaccination

+ + Immunity secondary
to resolved

+ - - normal >6 mo Carrier
+ +/- + High > 6mo Active Chronic

+ +/- + normal >6mo Immune tolerant
phase of chronic hep

+ + <6 mo Acute

+ Viral replication —
infectious

Remain Resolved, carrier or
+ chronic

+ >6 Mo Chronic



Q: What'’s is your diagnosis for the following cases?
| HbsAg | HbsAb | HbcAb | IgM
1 Neg Pos Neg Neg

Pos Neg Pos Pos

1. Immunity to hepatitis B 2ry to hepatitis B vaccination
2. Acute hepatitis B Infection



Q: a pt came with bloody diarrhea
and abdominal pain and fever, what
is the most likely Dx?

Shigella
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Cannot be recessive as two affected parents
could not have an unaffected offspring

Parents MUST be heterozygous

AUTOSOMAL RECESSIVE

‘ ;
Cannot be dominant as two unaffected parents
could not have an affected offspring

Parents MUST be heterozygous

O—

Sex linkage cannot be confirmed

100% incidence of affected daughters from an
affected father suggests X-linked dominance

X-LINKED RECESSIVE

Ia)lllé)

Sex linkage cannot be confirmed

100% incidence of affected sons from an
affected mother suggests X-linked recessive




Mnemonic for Autosomal Dominant Disorders: Autosomal dominant

“"A Very DOMINANT Hereditary Family" Affected gl Unaffected
ADPKD (polycystic kidney disease) father IRGRLOL
Von Hippel-Lindau disease : '
Dystrophia myotonica
Osteogenesis imperfecta / Osler-weber-rendu
Marfan syndrome / Muitiple endocrine neoplasias (MEN)
Intermittent porphyria Il Affected
Neurofibromatosis type 1 (von Recklinghausen disease) Unaffected
Achondroplasia
Neurofibromatosis type 2
Tuberous sclerosis
Hereditary hemorrhagic telangiectasia
Hereditary spherocytosis
Huntington Disease

Familial adenomatous polyposis
Familial hypercholesterolemia

@usmienotes.tumbir.com Affected Unaffected Unaffected Affected
child child child child

AUTOSOMAL RECESSIVE DISORDERS
ABCDEFGH

Albinism, Ataxia telengiectasia, Alkaptonuria

Beta Thalassemia

Cystic Fibrosis, Congenital Adrenal Hyperplasia

Distal spinal muscular atrophy 1, Dubin Johnson syndrome
Emphysema(alpha -1 antitrypsin deficiency)

Friedreich ataxia

Galactosemia , Glycogen storage disorders
Hemochromatosis, Homocystinuria



“Oblivious Female Will Ocular albinism
Give Her Boys Her Fabry disease
X-Linked Disorders” Wiskott-Aldrich syndrome
- - G6PD deficiency

Hunter syndrome

Bruton agammaglobulinemia
Hemophilia A/B

Lesch-Nyhan syndrome
Duchenne muscular dystrophy

X-Linked Dominant Diseases

X linked Dominant Conditions ARe
Characteristically Inherited Less
Frequently

X-linked Hypophosphatemia
Dermal Hypoplasia (Focal)
Coffin Lowry Syndrome
Alport Syndrome, Aicardi Syndrome
Rett Syndrome
CHILD Syndrome
Incontinentia Pigmenti
Lujan-Fryns Syndrome
Fragile X Syndrome



All the syndromes mentioned in this file
mode of inheritance

Cystic fibrosis Marfan Fragile X syndrome G6PD
Wilson Disease Achondroplasia Alport disease Hemophilia
Sickle cell anemia Allagile Rett DMD, BMD
Thalassemia Neurofibromatosis
Zellweger Noonan

MAANN — men are

dominant :P FAR



II
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Q1. What is the
mode of
inheritance?
Autosomal Dominant

Q2. Give 2
examples?
- Polycystic kidney
disease
- Hipple Landu
- Hereditary
spheocytosis
- achondroplasia



Q1. What is the mode of inheritance? Autosomal Recessive

Q2. Give 2 examples? Cystic fibrosis, Sickle cell anemia
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Q1. Inheritance mode?
X-linked recessi

Q2. Give 2 examples? o i
- G6PD Deficiency

- Hemophilia A
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Q: FHx of progressive muscle
weakness:
Q1. What is the inheritance mode?
X-linked recessive
Q2. What is the most likely Dx?
- Duchenne muscular dystrophy
(or Becker muscular dystrophy)
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Q1: What is the type of inheritance?
X-linked dominant
Q2: Mention 1 example?
Fragile X syndrome, Alport diease, Rett syndrome

=0,

1000 006

1 2 3 |4
O

ool | 1=

1 2 3 4 5 6 7




Down Syndrome
“Trisomy 21"




YV V

Most common chromosomal cause of mental retardation
2/3 of abortions are due to this syndrome.

most common of all the abnormalities of chromosomal number.

Infants have normal birth weight and length.
Usually has hypotonia

Common characteristics and facial appearance
Brachycephaly

Flattened occiput

Hypoplastic midface

Macroglossia

Flattened nasal bridge

Upward slanting palpebral fissures
Epicanthal folds

Small ears

Low set ears

Large protruding tongue

Short broad hands often with a transverse palmar crease
clinodactyly

Wide gap between the first and second toes

Severe hypotonia may cause feeding problems and decreased activity
Brushfield spot in iris and Heterochromia

/ / / / K/ / K/ K/ X/ X/ X/ K/ X/ X/ /
0‘0 0‘0 0’0 0’0 0‘0 0’0 0‘0 0‘0 0’0 0’0 0’0 L X4 0’0 0’0 X4
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Complications: AV canal

Polycythemia at birth
Congenital heart disease

* Endocardial cushiondefect AS D, VSD

- AV canal
- ASD, VSD

Lax joints

Structural abnormalities of the bowel (eg. duodenal atresia)

Central hypotonia
Delayed closure of fontanels

Statistically increased risk for leukemia, Alzheimer disease, hypothyroidism

Diagnosis:

Through pregnancy

— Markers (maternal serum AFP, ue3, inhibin A, and HCG), this
identifies mothers at increased risk

—  Amniocentesis is diagnostic
— Nuchal translucency



Q1: What is the syndrome?
- Down Syndrome

Q2: What is the chromosomal defect?
- Trisomy 21

Q3: Name 2 defects associated with this pt?
- Endocardial cushion defect (AV Canal), VSD,
ASD, valvular disease, duodenal atresia,
annular pancreas, imperforated anus

Q4: What is the MC cardiac anomaly?
- AV canal

Q5: Name 3 signs you can find at the hand?
1) Clindactaly

2) Cemian creases

3) Short fingers




Q6: What is the main abnormality you can find it in this patient?
- CVS abnormality (VSD)

Q7: Name a test to confirm your Dx?
- Cytogenetic test

Q8: Name 4 physical signs?

1) Clindactaly

2) Cemian creases

3) Short fingers

4) Wide space between 15t and 2" toes
5) Brushfield spots

Q9: Mention the diseases that are of high frequency in this
syndrome in the future of this baby?
- Hypothyroidisim, Alzehiemer, recurrent chest infections,ALL .



Q10: What is the specific Cong.Heart Disease?
- ECD (Endocardial cushion defect)

Q11: What is the MCC of this syndrome ?
- Nondisjunction (95% nondisjunction, 4% translocation, 1% mosaic)

Q12: Most important risk factor?
- Maternal Age

Q13: Cause of death?
- Heart disease

Q14: What is the main abnormality in the GI?
- Duodenal Atresia

- Annular pancreas,

- Hirschsprung disease,

- imperforated anus



Q14: Name these findings:
Brushfie spts

NN Clinodactyl Simian Crea\_se

A o ﬁ:‘v}u ':.-org o
Wide space
between 15t &
2"d toes



Edwards Syndrome
“Trisomy 18"

occiput, or back part
of the skull, is
prominent

small
mouth,
small jaw,
short neck

shield chest,
or short and
prominent

ROt

Copyright the Luci oundation, all rights reserved.




» Small for gestational age.
» Clinical features include
¢ Hypertonia
** Prominent occiput
+** Small face
¢ Receding jaw
s* Low-set and malformed ears
+* Short sternum
+* Rocker-bottom feet
¢ Hypoplastic nails
** And characteristic clenching of fists-
the second and fifth digits overlap the
third and fourth digits







Q1: Name the signs?
A- Short sternum
B- Rocker bottom foot
C- Clinched fist
Q2: What is the Dx?

- Edwards syndrome (Trisomy 18)
Q3: Name other 2 physical findings:
1) Low-set and malformed ears
2) Small face
Q4: What are the distinguishing features
for this syndrome?

1) Rocker bottom foot
2) Clinched fist
Q5: Name a specific Gl anomaly?

- Omphalocele while its duodenal atresia
in down’s
Q6: How is the prognosis?

- 10% only survive 1t year , 95% aborted




Patau Syndrome

144

“Trisomy 13

and polydactyly,
or extra fingers

undescended or
abnormal testes
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Pathognemonic feature: cutis aplasia congenita (missing portion of the skin/hair)
mental & motor challenged
microcephaly

holoprosencephaly (failure of the forebrain to divide properly).

structural eye defects, including microphthalmia, Peters anomaly, cataract, iris
and/or fundus (coloboma), retinal dysplasia or retinal detachment, sensory
nystagmus, cortical visual loss, and optic nerve hypoplasia

cleft palate

low-set ears

polydactyly (extra digits)

abnormal palm pattern

overlapping of fingers over thumb

heart defects

kidney defects

omphalocele (abdominal defect)

meningomyelocele (a spinal defect)

abnormal genitalia

prominent heel

Rocker-bottom feet OR club foot

Prognosis ? Only 8% survive first year






Q: What’s your Dx? Q: What’s your Dx?
- Microcephaly - Holoprosencephaly




Turner Syndrome




LINO Mental Retardation (only in 6%)
[1Appearance

low-set, mildly malformed ears

a triangular-appearing face *bicuspid aortic
flattened nasal bridge valve

and epicanthal folds
There is webbing of the neck, with or without cystic hygroma

Shield like chest with widened internipple distance
and puffiness of the hands and feet

*Coarctation of
the aorta

* Most common abortion chromosomal cause 99%

e PATERNAL chromosome (no role of maternal age )

* Presentation

* neonate : cong.heart D +dysmorphology

e Child : short stature

 Puberty : Amenorrhea

e Congenital heart D : Bicuspid aortic valve (1st)
Coarctation of aorta

* Mentally retarted (spatial)

* Treatment Estrogen replacement therapy (combined)




» Lymphoedema of hands and feet in
neonate, which may persist

» Spooned shaped nails

» Short stature - cardinal feature

» Neck webbing or thick neck

» Wide carrying angle (cubitus valgus)

» Widely spaced nipples

» Congenital heart defects (particularly
coarctation of the aorta)

» Delayed puberty

» Ovarian dysgenesis resulting in
infertility, although pregnancy may be
possible with in-vitro fertilisation
(IVF) with donated ova

» Hypothyroidism

» Renal anomalies

» Pigmented moles

» Recurrent otitis media

» Normal intellectual function in most

Short stature Webbed neck

Shield chest

Underdeveloped
breasts and widely
spaced nipples

Rudimentary
ovaries

Brown nevi

(b) Turner Syndrome (45,X)



Q1: What is the syndrome?
- Turner Syndrome

Q2: Name 2 congenital anomalies associated?
COA, BAV, poststenotic aortic dilation with
aneurysm, horseshoe kidney

Q3: What is the MC cardiac anomaly?
- Bicuspid aortic valve (BAV - 15%) then
coarctation of the aorta (COA - 10%)

Q4: Give 2 physical findings?
1) webbed neck 2) wide spaced nipples
3) low hair line 4) lymphedema of the limbs

Q5: What is the best way to Dx it?
- Karyotyping




Q6: Name these findings:

Non-pitting
(lymphedema) Webbed neck

7 Horseshoe




Q7. What is your Dx?
Turner Syndrome (45 XO)
Q8. Mention two congenital
anomalies in this pt?

- Bicuspid aortic valve (BAV)

- Coarctation of the aorta (COA)
- Renal Malformation
(Horseshoe Kidney)
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Noonan Syndrome




» Approximately 25% of individuals with Noonan
syndrome have mental retardation.

> Its Autosomal dominant

» Noonan syndrome shares numerous clinical features
with Turner syndrome

Pulmonary

> So a boy with turner features is Noonan syndrome stenosis

* Here there is Mental Retardation

* Don’t forget it occurs in girls as well

» Appearance
* Hypertelorism
* down-slanting eyes
 webbed neck
* short stature
* and chest deformity



Q1: Name the syndrome:
- Noonan syndrome

Q2: What is the male-
female ration incidence?
- 1:1 (AD)

Q3: What is the inheritance
pattern?
- Autosomal Dominant (AD)




Klinefelter Syndrome

» Ataller less muscular body than
males there age.

» Broader hips and longer legs.
« Larger breast.

« Weaker bones.

« Alower energy level.

« Smaller penis and testicles

« Delay in puberty or go a parcel
amount.

« Less facial and body hair
following puberty.
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Most common genetic cause of hypogonadism and infertility in
men and is caused by the presence of an extra X chromosome

increasing risk of mental retardation and dysmorphic features.
Prepubertal boys appear normal

development of pubic and axillary hair in the presence of testicular volume that
remains at infantile levels

Tend to be tall, with long arms and legs.

During adulthood gynecomastia, osteopenia & osteoporosis occurs
Because of failure of growth and maturation of the testes, patients have
testosterone deficiency and failure to produce viable sperm.

Production of testosterone is low; this results in failure to develop later
secondary sexual characteristics

testosterone supplementation is indicated.

Most men are infertile because they produce few viable sperm.

Infertility - most common presentation

Hypogonadism with small testes
Intelligence - usually in the normal range, but may have problems
Retardation might be verbal



Frontal
baldness
absent

Tendency to
grow fewer
chest hairs

Breast
development

Female-type
pubic hair
pattern
Small
testicular
size

Long arms
and legs




Fragile-X Syndrome




» characteristic craniofacial findings (large head (Macrocephaly); prominent
forehead, jaw (prominent mandible, and ears);

A\

macro-orchidism (post-pubertal)

» Mild connective tissue disorder including joint laxity, patulous eustachian
tubes, and mitral valve prolapse;

» Other: Scoliosis, hyperactivity

» characteristic neurobehavioral profile, including mental retardation
(ranging from mild to profound), autistic-spectrum disorders, and pervasive
developmental disorder.

» Moderate-severe learning difficulty (IQ 20-80, mean 50)




Q: What is the most likely Dx?
Fragile X Syndrome




Q: What is the most likely Diagnosis?
Prader—Willi syndrome




Prader-Willi
syndrome

Characteristic facies
Hypotonia

Neonatal feeding
difficulties

FTT in infancy

Obesity in later childhood
Hypogonadism
Developmental delay

Learning difficulties
(mental retardation)




Q: What is the Dx?
Angelman syndrome

characteristic facial appearance: Flat
occiput, Occipital groove Protruding
tongue, tongue thrusting, Wide
mouth, widely spaced teeth,
Frequent drooling, Excessive
chewing/mouthing behaviors

moderate to severe mental
retardation

absence of speech

ataxic movements of the arms and
legs

and a seizure disorder that is
characterized by laughter




William’s Syndrome

£ SUNKEN NASAL BRIDGE

SUNKEN NASAL BRIDGE \
PUFFINESS AROUND

PUFFINESS ARCUND 2 < THE EYES \

THE EYES
CAN STILL SEE THE

CAN STILL SEE THE N EPICANTHAL FOLD ~___

EPICANTHAL FOLD - . (EYE LID)

(EYE LID)
BLUE EYES WITH

BLUE EYES WITH ' B BLUEEVES WITH
A STARRY PATTERN ; [l ASTARRY PATTERN

LONG UPPER LIP LENGTH LONG UPPER LIP LENGTH
(PHILTRUM) - (PHILTRUM)

SMALL AND WIDELY ; : SMALL AND WIDELY
SPACED TEETH \ SPACED TEETH

WIDE MOUTH
[
féf,f T'%Oé,::smw' (EAR TO EAR SMILE) —
\ ~
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PROMINENT LOWER LIP —

LOWER LIP

SMALL CHIN —

SMALL CHIN




Q1: What is the Dx? William’s syndrome
Q2: What is the chromosomal abnormality?
- A small deletion of chromosome 7q11
Q3: Name 2 associated conditions?

- Supravalvular aortic & pulmonic stenosis
- peripheral pulmonic stenosis

Short stature

Characteristic facies: small upturned nose, long philtrum (upper lip length), wide
mouth, full lips, small chin, and puffiness around the eyes.
Transient neonatal hypercalcaemia (occasionally)

Congenital heart disease (supravalvular aortic stenosis)

Mild to moderate learning difficulties




Q: A preterm infant was put on
ventilator and give him surfactant
then died,

Q1: mention 2 clinical feature about
this case?

Bilateral renal agenesis (BRA)
clubbed feet, pulmonary hypoplasia
, Skin fold , and cranial anomalies
related to the oligohydramnios

Q2: what is your diagnosis?
- Potter’s syndrome




Q1: Name the Dx?
- Goldenhar syndrome

Q2: Name 2 clinical
manifestations?
- Limbal dermoids
- Pre-auricular skin tags
- Strabismus

Goldenhar syndrome (also known as oculo-auriculo-vertebral (OAV) syndrome)
is a rare congenital defect characterized by incomplete development of the ear, nose, soft palate, lip and mandible.




Q1: Name the Dx?
- Crouzon syndrome

Q2: Name 2 clinical manifestations?
- Low-set ears
- Brachycephaly
- Exophthalmos
- Hypertelorism
- Hypoplastic Maxilla

Crouzon syndrome is a genetic disorder characterized by the premature fusion of
certain skull bones (craniosynostosis). This early fusion prevents the skull from
growing normally and affects the shape of the head and face




Q: 13 y old male, he has a brother with the

same condition.
- °

Q1: What's your Dx? Marfan syndrome

Q2: Mention 2 organs you'd like to examine:
heart (pansystolic murmur), eye, mouth & joints



Q1: What is the Dx:
Achondroplasia

Q2: mode of inheritance:
AD

Q3: Complications:
- Hypotonia
- Delayed developmental
milestones (walking, motor)

- Bowed legs
- Scoliosis/Lordosis
- Arthirtis

- Hydrocephalus




Q1l: What is the Dx:
Zellweger
(Cerebrohepatorenal)

Q2: mode of inheritance:
AR

Q3: Prognosis:
- usually fatal in 6-12 m

Pt have an abnormal head shape & unusual facial features, hepatomegaly, renal
cortical cysts, patellas calcifications & greater trochanter, & ocular abnormalities.

characteristic facial features such as a high forehead, underdeveloped eyebrow ridges, and
wide-set eyes; and neurological abnormalities such as mental retardation and seizures



Q1: What is the Dx: Allagile

Q2: mode of inheritance: AD
Q3: Prognosis:
- The prognosis for prolonged survival is good, but patients are
likely to have pruritus, xanthomas with markedly elevated
serum cholesterol levels some cases require transplantation







Q: a deaf child with eye abnormality:

Q1l: What is the Dx?
- Alport syndrome

Q2: After doing hearing tests what is
the next step you must do :
- Renal US
- Renal study
- KFT

Q3: Name the triad for this syndrome:
- Hearing loss
- Eye abnormality
- Kidney cyst

Q4: What is the mode of inheritance?
- X-linked dominant (85%)




Q1l: What is the Dx?
- Prune-belly syndrome

Q2: Mention Two
genito-urinary
anomalies associated
with this condition?
1) High grade VUR
2) Neurogenic bladder =
3) Undescended testes |

4) Hydronephrosis

Q3: Other anomalies:
- Club foot Rt

- Malrotation of the gut > "o
-VSD i




SKIN FOLD FRECKLING

LISCH NODULES

Q: What is your Dx?

NEUROFIBROMAS
Neurofibromatosis 1 |

é\"-%tump on skin
X .

:" I . | Lump under

jf-" skin
\\
S




Develeplmeil

For this topic to be precise it’s a bit complicated because the Dr. gave us the
afternoon session but she said to know the ages from Nelson (yes there are
some few differences in-between the afternoon session and Nelson)

(as a relief, nothing from these dissimilar numbers came in the exam before)

- What is written in What is written in purple What is written in
green is from Nelson is from Afternoon red is a precise #




A- a boy who says few words other than mama, dada, baba,
has just started to walk well and has a mature pincer grasp:
what is the baby’s age?

1 year (12 months)

B- A child walk independently, give a range age?
12-18 month

C- left her head, says goo, ahh, what is the age?
3 month

D- Child who can pull to stand, has immature pincer grasp,
wave bye bye, say mama and baba indiscriminately, what is
the child age?

9 months



Table 8-1

AGE
2wk

2 mo

12 mo

GROSS MOTOR
Moves head side to side
Lifts shouldaer while prone

Lifts up on hands

Rolis front to back

If pulled to sit from supine,
no head lag

5its alone

Pulls to stand
Gets into sitting position

Walks
Stoops and stands

Woalks backward

Runs

Walks up and down stairs
Throws overhand

Walks steps alternating feet
Broad jump

Balances well on each foot
Hops on one foot

Skips
Heel-to-toe walks

EBalances on each foot
& BeC

FINE MOTOR-ADAPTIVE

Tracks past midline

Reaches for object
Raking grasp

Transfers object hand to
hand

Starting to pincer grasp
Hangs two blocks together

Puts block in cup

Scribbles
Stacks two blocks

Stacks four biocks
Kicks a ball

Stacks six blocks
Copies line

Stacks eight blocks
Wiggles thumb

Copies O, maybe +
Drraws person with three
parts

Copies O

Copies A
Draws person with six parts

PERSONAL-SOCIAL
Regards face

smiles responsively

Looks at hand
Begins to work toward
toy

Feeds saif
Holds botide

Waves bye-bye
Plays pat-a-cake

Drinks from a cup
Imitates others

Uses spoon and fork
Helps in housework

Removes garment
*Feeds" doll

Washes and dries hands
Brushes teeth
Puts on clothes

Uses spoon well,
spilling little
Puts on T-shirt

Brushes teeth without
help
Dresses without help

Developmental Milestones

OTHER

LANGUAGE COGNITIVE

Aleris fo bell

Cooing
Saarches for sound with
eyes

Laughs and squeals

Babbles

Says Dadz and Mama, but
nonspecific
Two-syllable sounds

Says Mama and Dada,
specific
Says one to two other words

Says three to six words
Follows commanids

Says at least six words

Understands
concept of
today

Understands
concepts of
tomorrow and
yestorday

Puts two words together
Points to pictures
Knows body parts

MNames pictures

Speech understandable to
stranger /5%

Says three-word sentences

MNames colors
Understands adjectives

Counts
Understands opposites

Defines words Baegins to
understand

right and left



DEVELOPMENTAL MILESTONES
(Nelson Textbook of Pediatrics, 20th Edition)

GROSS MOTOR
Age Milestone
Head Lag — 3m Head lag partially compensated with bobbing
4m No head lag
Sitting 4-5m Sits with truncal support
7m Sits with pelvic support
gm Sits without support; rounded back
9m Sits without support; straight back
Vertical Suspension Normal
Hypotonic: slips
B | Hypertonic: scissoring of legs
Ventral Suspension 1m | Head below plane of the body
6 wk-2m | Head within plane of the body
3m | Head above plane of the body
, If C-shaped: truncal hypotonia
|
Prone At birth | Head side to side; flexed body _l
" im ——l Lifts chin up;-iéfts head momentarily; legs more \
' extended
2m  Lifts head 15° |
3 " Lifts head & chest with arms extended & l
o ’ ns;tﬁtretched; head above body plane
4m I Head vertical ]
i 5-6m ' Rolls over from prone to supine ]
8m __ ICreeps j
9m | Crawls
ol o t
Supine | At birth Flexed |
1-3m lgnic—neck posture
4m il Symmetric posture; hands in midline
6-7m Rolls over from supine to prone; lifts head
Standing & Walking IT_E; _ | Supports some weight; pushes with feet
= [ Supports most of the weight; bounces
“Tom o | Pulls to stand




10m Cruises
1yr Stands alone; walks with hands held or alone
unsteadily
15m Walks alone well; crawls upstairs
1Syr Runs stiffly; climbs upstairs with one hand held;
sits on small chair
2yr Runs well; goes upstairs & downstairs one step at
a time; jumps
2.5yr Goes upstairs alternating
3yr Pedals a tricycle; stands momentarily on one foot
4yr Hops; stands on one foot for a longer time
5yr Skips
FINE MOTOR
Age Milestone
General <3m Hands closed
3m Opens hands spontaneously (hands open >30% of
times); reaches & misses ‘
4m Hands in midline; reaches & grasps
4-5m Brings objects to mouth
6m Transfers objects from hand to hand
9m Pincer grasp
1yr Releases objects on command; drinks from a cup;
turns pages of a book
1.5yr eats with spoon with missing ,
2yr Eats with spoon without missing j
5yr Ties shoes
Cubes 15m 3
18 m 4
2yr 6
2.5yr 9
3yr 10
Drawing 15m Scribbling; vertical lines
2yr Circular scribbling; horizontal lines
3yr Copies a circle
4 yr Copies square & cross
Syr Copies triangle
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3m Coos
4m Laughs
6m Babbles (ba; ma; da)
9m Mama; dada (not specifically)
lyr Mama; dada (specifically) PLUS 3 words
15Sm 6 words; responds to name; follows a simple command; jargons
15yr 10 words; tells body parts when pointed at
20m 20 words
2yr | (2-3)-word sentence
2.5yr Refers to self using “I”; knows full name; listens to a story
3yr Knows age & sex; counts 3 objects; repeats 6-word sentence or 3
numbers
4yr Counts to 4; tells a story
Syr Names 4 colors; repeats 10-word sentence; prints name
SOCIAL :
Age Milestone
1m Prefers human face
2m Sacial smile to anyone; listens to voice
3m Social smile to known people; listens to music
4m Laughs out loud; gets excited at sight of food
16m Laughs to strangers
7m Shows likes & dislikes; prefers mother; enjoys mirror
9m Plays peek-a-poo & pat-a-cake
10m Waves bye-bye
{1yr Plays simple ball game; adjusts to dressing
115 m Hugs parents; shows needs by pointing
1.5yr Kisses parents; seeks help; complains when wet; plays alone
/ symbolically
}' 2yr Listens to stories; helps undress; plays with clay
{ 2.5yr . Pretends to play; helps putting things away
3yr Plays with others; helps in dressing (unbuttons clothing; puts on
| | shoes); washes hands
4 yr Goes to toilet alone; brushes teeth
5 '\'/r N Understands rules; dresses & undresses; asks questions about meaning
| of words; engages in domestic-role playing
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1- Motor milestones : (Locomotor development)

A. Gross motor
At -3months — Head support ( no head lag )
-5months —  Sit with support
-6months —  Sit without support
-9months — Crawling
- l0 months —  Stand supponted
- 12 months —  Walking alone
- 16 months —  Run
- 1.5 year —  Ascend stairs in child manner
- 2 years —»  Descend stairs in child manner
- 3 years -+ Ride a tricycle
B. Fine motor
At  -3Imonths —  Grasp rattle
-4months -+ Reach for objects
-5months —  Transfer objects
- 2 years —  Copies a vertical line
- 3 year —  Copies a circle
- 4 years —»  Copies a cross and square /Draws man with three parts
- 5 years —  Copies a triangle/ Draws man with six parts



2- Mental milestones :
- Disappearance of neonatal reflexes (for relevant dates ; see neonatology).

A. Social adaptation

At -1 month —  Angle smile
-2 months — Social smile
-4months —  Mother recognition
-fmonths = Imitates
-9 months —»  Father recognition , respond to his name, waves bye bye
- 15 months —  Drinks from a cup
- |18 months —» Points to 3 parts of body
B. Speech development
At -1 year —  Says 1 words
- 2 years = Says 3 word sentence (phrases).
- 3 years —»  5ays his name & ape
- 3 years —»  aays clear speech

C. School achievement.
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Ventral suspension:
C-shaped
2 months

Ventral suspension:
Head above body level
3 months

Ventral suspension:
Head & chest above body
3-4 months



Head pulled without Sits with pelvic &
head lag truncal support
3-4 months 4-5 months




Sitting with Sitting with
truncal support pelvic support
4 — 5 months 7 months




Sitting without support Sitting without support
rounded back straight back
6-7 months / 8 months
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8-9 months / 9 months
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Rolls from prone Rolls from supine
to supine to prone
5-6 months 6-7 months
5-6 months




6 months / 8 months | 6-7 months / 9 months

(notice the stomach (notice the stomach
is on the ground) is above the ground)




Standing with
support
9-10 months

Stands Alone
12 months

Cruises
10-11 months




Walks Alone

12-13 months

Walks supported — 12 month  Runs stiffly — 1.5 years (18 m)
Walks well — 15 months Runs well — 2 years

Runs 24 month




Up/Down Stairs

18 months 24 months

;i 3 D —

Up one stair Down one stair
at a time at a time



Up/Down Stairs

30 months

-

[T

Upstairs
alternating feet

36 months

) X A ,\‘4

L7, Tt

Downstairs
alternating feet
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Tricycle riding Rope Jumping
5 years







Hand fisting Mouthing
0-2 month 4-5 months




Reaching for objects Transfer objects
4 months 6 months




Grasp objects with Uncover hidden
radial palm toys
7 months 8-9 months




Release object upon  Turning pages
request 12 months
12 months




Immature Pincer Grasp
(Thumb-forefinger)
8-9 months

Mature Pincer Grasp
12 months




Tie Shoes
5 Years




Vertical line, making a copy: 18 months
Horizontal line: 24 months

Horizontal & Vertical lines
without crossing: 30 months

Horizontal & Vertical lines with +
crossing + Circle: 36 months
Square: 48 months |:|

Triangle: 60 months A



Scribbling — circular

ing — lines

ibbl

Scr

2 years

15 months
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Cooing 3-4 months
Babbling 5-6 months

Mama, Baba (non-specific) 7-8 (9) months

Mama, Baba (specific), follow 1 step commands 9-10 (12) months

Speaks 2-3 word (beside mama, baba) 12 months
Speaks 6 words, Respond to name 15 months
Speaks 10-15 words 18 months

Speaks 2-3 phrases 22-24 months
Use self pronoun (1) 30 months
Known age & sex 36 months
Tells brief history, uses past tense 48 months

Name 4 colors, uses future tenses 60 months
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Fixes eyes at light Follow objects
source moving 180 degrees
0-1 months 2 months

3

g




Social smile Laughs loudly
2 months 4-5 months




Stares at his own Wave bye bye
hands 9 months
4 months




9 months
Plays Peek-a-poo

Eats with spoon

24 month
Eats with spoon
with missing — 18 m
Without missing — 24 m
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Prefers mother Separation Anxiety
6-7 months 9 months




Hugs parents Kisses parents
15 months 18 months




Helps in undressing Helps in dressing
24 months 36 months




Plays parallelto  Plays together with
other children other children
36 months 48 months
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Red flags

6m Not sitting
15m Not walking
2y Not climbing stairs
3y Not stand on one foot
4y Not hopping
___ FineMotor
4 m Fisting
10 m No pincer
20y  Unable to remove socks
2y No scribble
3y Can’t copy circle

4y Can’t copy square

6m No babbling
9m No dada / mama
18 m < 3 words
2y No 2 word phrases
3y Not comprehensible
4y No prepositions
3m No smile
8m No laughing
ly Hard to console

2y Kicks, bites, poor eye contact

3y No playing with other kids



Pim
g Retlexesy g



Both are present at birth,
and disappear at 3 months

Sucking Rooting
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Tonic Neck Reflexes

Asymmetrical (ATNR) Symmetrical (STNR)
dlsappears 6-7 months

Persistent ATNR Ieads to poor hand eye
coordination, poor handwriting, difficulty Persistent STNR interferes with hand use as the
crossing the midline, mixed lateratliy, and head moves, results in clumsy child syndrome ",

difficulty crossing the midline and slumping when sitting at a desk



Grasp Reflexes

** note: the ulnar grasp appear before the radial, but the radial is more sensitive

Planter
disappears 6t" month

L

Palmer
disappears 39 month




Landau Reflex
develops at 3-10 months
disappears at year 3 (36 m)

Moro Reflex

disappears at
4-6 months




Gallant Reflex
disappears at 9-18 months

Persistent Galant associated
with fidgeting, bedwetting,
poor concentration and
short term memory.

Placing or Stepping Reflex
disappears at 5-6 weeks




Parachute Reflex
Appears at 6-9 months, and lasts for the rest of life
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The Jordanian National Immunization Program

Age Recommended Vaccines

First Month BCG

61 Days DPT-HBV-Hib PV

01 Days DPT-HBV-Hib [PV 0PV
121 Days DPT-HBV-Hib OPV

0 Months Measles OPV

18 Months DPT OFV MME.
6 Years (First Grade) Td OPV

13 Years (10th Grade)




waticnal Jordanian Vaccination Program

Age 1mo. | 6lday | 91day |121day| 10mo. | 12 mo. | 18-24
vaccine i
BCG
©
DTP dT
© © © ©
Polio V. PV IPV & OPV OPV OPV OPV
OPV
HIB
© © ©
HBV
© © ©
Measles
©
MMR




BCG DPT HBV Hb [PV 0PV MMR MEASLES |
TYPE Live killed Recombinan | killed |Killed- | Live attenuated | Live Live attenuated
attenuated t surface mactivate attenuated
antigen d
TIME Istmonth | 27374718 [P [FNA(2N3T [ 3N4S10%  [18%month | 107 month
month 6* yr, 152 | =" baedi | months | 18th months, 6
i YIS.
ROOT Intradermal - | IM - lateral upper | IM M SIC orally SIC SIC
left deltord | quadrant of thigh
ADVERSE Abscess.lymp | Encephalopathy. | Minorlocal | Mmnor | anaphylax | Paralytic Encephalopat | Encephalopathy,
EFFECTS hadenitis BC | anaphylaxis, reaction, |local |is poliomyeliis | hy, anaphylaxis,
G ostietis hypotonc-hypo- | fever reaction, anaphylaxis. | seizure.
Tesponsive fever selzure.
collapse
CONTRAINDI | Symptomatic | Encephalopathy | — 3 Immunode | Immunodeficie | Immunodefici | Immunodeficien
CATION HIV within 7 days of ficiency, |ncy, confact-  [ency,recent | cy. pregnancy.
previous dose, contact- | Immunodeficie | admunistration | ***
severe allergic Immunode | ncy, severe of
reaction, hypo ficiency. | allergic reaction | immunoglobu
responsive shock, In previous lin,
fever =405, dose. pregnancy.
seiau-e* *¥¥

¢ *: All DPT contraindications occurred i previous dose.

o **: for babies of infected mother, they must take it in the Ist 12 hours.

o ***:mmboth MMR and measles there is precaution to give 1t if the child has hypersensitivity to eggs or

neomycin.
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Q: Mention 3 moderate side
effects for DTP:

1) Fever

2) Drowsiness

3) Fretfulness

4) Vomiting

5) Welight loss (anorexia)
6) Persistent crying

/) Rarely convulsions



Q: 6 year-old baby with this scar (splenectomy
scar) on his abdomen, what vaccines would you
like to give him:

Pneumococcal vaccine or
meningococcal vaccine




Q: This baby took a
vaccine. and after 6
weeks he developed
this lesion with
axillary LN
enlargement. what
is your spot Dx?

Post-BCG vaccine abscess
formation with regional
lymphadenitis



Q1: what we call this vaccine? OPV
Q2: what the age of this child? 91 days (& more)



Q: A mother of 6-month old baby comes to you on
summer asking about vaccinations:

Q1: Mention 3 vaccines not in JNP you can give
him.
1) Pneumoccocal
2) Meningococcal
3) HPV

Q2: She asks about vaccine prevents
gastroenteritis, do you give him?
- OPV
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Copynght 2007

Nursedl1com ABG Cheat Sheet

Respiratory | Respiratory | Metabolic | Metabolic Wioweiia
Acidosis Alkalosis Acidosis Alkalosis
C o Diarrhea Real licorice Pulmonary
A P! ; : al: $ Increased rate DW“C Diuretic use edema/emboli
U | y:'ed and/or depth acidosis Vomiting Pneumonia
> e bol of respiration | Toxins/Drugs NG suctioning | Atelectasis
g Toetabottsm Renal Failure Antacid use Mucus plug
Ethylene glycol | Cushing's Sedation
) Respiration
(SN . Respiration Respiration
Kidneys Kidneys _ depth and
,?n ? reabsorb excrete depth and depth and rate increase
p | | bicarbonate bicarbonate rateincrease | ratedecrease | ;. ..c00,
E O| ionsibase) wons (base) Expge CO; Reta!n 0y {May cause
N N tacid) (acid} resp alkalosis)
T | Increase Decrease Diuretics
Decrease X v NaCl (acidic) {mic
2 resp. rate s e diarrhea IV KCL i flukd Suctioning
A press support D i Remove iveroad Sedation
T | Decrease anxlety toxin ordrug | o o slamide reversal
M metabolism Bicarbonate in Incentive
E | sedation Decrease IS (Dlamoxe) spirometry
N pain = Dialysis
T NO BICARBY tricyclic OD Use PEEP

Tha bt o nct coorgrele and £ aeent Lo MZrewy: p0t 3008 oF the rrany pom A1 and ihoold be wasd ac 3 loaming 100l on k!



Metabolic Metabolic Acute Resp. Metabolic Respiratory
Acidosis Anion | Acidosis Non- Acidosis Alkalosis Alkalosis
Gap Gap “anything “CLEVERPD” | “CHAMPS”
“MUDPILERS” | “HARDUPS” causing

hypoventilation”
‘Methanol ‘Hyperalimentation | -CNS depression | -Contraction (NS disease
Uremia Acetazolamide » Alnway -Licorice ‘Hypocapnia
DKA/Alcoholic | *Renal Tubular obstruction -Endocrine -Anxiety
ketoacidosis Acidosis ‘Pulmonary (Conn/Cushing | .Mech. Ventilation
+Paraldehyde Diarrhea cdema /Bartters) Progesterone
Jsoniazid Uretero-Pelvic ‘Pneumonia -‘Vomiting -Sali;\'latcs
Jactic acidosis shunt ‘Hemo/Pneumo | -Excess alkali Sepsis
Ethanol ‘Post-hypocapnia thorax Refeeding
Renal Spironolactone ‘Neuromuscular [ poge.
failure /Rhabdo hypercapnia

Diuretics

Salicylates




___pH______HCO3 co2

7.5 22 30

Q1: Read this ABG?
- Non-compensated respiratory alkalosis

Q2: Mention 2 causes?
1) Hyperventilation
2) Panic attack
3) Acute anemia
4) Salecylate overdose



___pH_______HCO3 co2

7.05 5 10

Q1: Read this ABG?
- Partially compensated metabolic acidosis

Q2: Mention 2 causes in pediatrics?
1) DKA
2) Renal failure
3) Diarrhea



o hcos oz ke
7.5 30 50 Low

Q: This is an ABG of Chronic renal failure patient on diuretics

Q1: Read this ABG?
- Partially compensated metabolic alkalosis

Q2: What is the cause?
- Diuretics (Hypokalemia)



___pH_______HCO3 co2

7.22 27 60

Q1: What is the abnormality?
- Partially compensated respiratory acidosis

Q2: Mention 2 causes in pediatrics?
1) Myasthenia Gravis
2) Guillian Barre Syndrome
3) Narcotic Overdose
“Any cause of reduced ventilation”



m-m

70%

Q: Asthmatic child came to the ER
complaining of SOB, Read this ABG?
- Mixed respiratory and metabolic acidosis
with hypoxemia



Q: These Data are for a patient with Duchenne muscular
dystrophy:

Q1: What is your interpretation?
Compensated Respiratory Acidosis with Hypoxemia

mmm

70%

Q2: What is your interpretation?
Mixed respiratory and metabolic acidosis with hypoxia
“Metabolic is the primary”

__pH_| PaCO2 | P02 | _HCO3 _
7.2 55 85 12



Q: Mention two abnormalities ?
- Non compensated respiratory acidosis
- Low O2 saturation (Hypoxia)

__pH___PCO2_ HCO3 | P02 Pa02_
7.22 53 24 50 /3







2 to 20 years: Boys NAME
Stature-for-age and Weight-for-age percentiles RECORD #
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Q: What is the
cause of the
change in the
growth of this
child at the
age of 8:
Receiving
Growth
Hormone

190

180

170

160

150

140
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120
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Q: This patient came to
the ER after a bee bite,
and he was
hypotensive:

1. What is the Dx?
- Anaphylaxis

2. Immediate Mx?
- Epinephrine injection

3. What is the sign?
- Angioedema




Q: This child presented with
Hydrocephalus they used
this device to decrease the ICP

1. What is this device?
- External Ventricular line
2. Mention 1 indication to use it?
- Infected shunt or obstruction




Q: Where is the end of this ? Stomach




Q1. What is this Device? gp>
Inhaler Spacer |

Q2. Give 2 Drugs
delivered by it?

- Inhaled corticosteroids
- SABA




Q1. What is this treatment?
Phototherapy

Q2. At what light range is it used?
420-470 nm

Q3. Mention 2 conditions that

require this therapy?
(Basically any causes of pediatric jaundice)

- Cephalhematoma
- ABO incompatibility
- Crigler-Najjar Type |

- G6PD

Q4. What is the mechanism?
Isomiration of bilirubinto lumirubin
(water soluble) to excrete it in urine |

out the body




Q1: What is the Dx?
Rickets

Q2: Test to ask for?
- Serum Ca+, phosphate & vit.D level
Q3: what is the Mx?

- Vitamin D with Ca+ supplement
Q4: Describe what you see?
Cupping in the distal end of long
bone, thin cortex . Bowing, valgus
& varus deformity, club foot
Q5: Mention 2 causes?

- Hypophosphatemia

- Vit.D Deficiency

- Hypocalcemia




Ricket’s
1- cupping of distal head of ulna
2- Widening of epiphyseal plate
3- long bones shaft become osteopenic & cortices become thin
4- deformities of the shafts of the long bones are present

5- Bowing of long bones +-pathological fx




- What is this tube?
Hickman or central venous line or dialysis line

- What is it used for? Used to give antibiotics for a
long period, TPN, chemotherapy, dialysis



Q: Name the signs:

Polydactyly

Hypertelorism &
Flat nasal bridge




Q: What is the name of this abnormality?
Bilateral club foot
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Q1l: What is the Dx?
Club foot (Talipes Equinovarus)

Q2: Mention 4 etiologies?
- Cogenital, Teratologic or positional
(held in utero)
- Myelomeningocele, Arthrogryposis

Q3: Complications?
- Severe disability, and if treated there is
risk of recurrence & stiffness

Q4: How to Mx?
Serial Casting



Q: in this figure, these Numbers Indicated What?

99: 02 sat
82: Pulse rate




Q1: What is this machine in the picture called ?
Incubator

Q2: Mention 2 functions for it?

1) Thermoregulation

2) solation from infections




Q: Mention 2 of the WHO recommendations to
promote breastfeeding?

1. Initiation of breastfeeding within 15t hour of life .

2. Exclusive breastfeeding — that is the infant only
receives . breast milk without any additional food or

drink, not even water .

3. Breastfeeding on demand — that is as often as the
child wants, day and night .

4. No use of bottles, teats or pacifiers .



Q1: What is the Dx? Unilateral complete cleft lip
Q2: What are the Risk factors?
- Genetic component
- Environmental during pregnancy: drugs (phenytoid, Valproic acid,
thalidomide), alcohol, smoking, high altitude
Q3: What is the Mx? Surgical
Q4: When is the Mx done? By 3 month of age




Q: What’s your Dx?
- Ankyloglossia (Tongue tied)




Q: What’s your Dx?
Serus otitis media




Q: What are three findings during ear exam of this patient ?
1) Bulging tympanic membrane

2) Loss of light reflexes and cone shape

3) Red color

Q: What is the most dangerous complication ?
Mastoiditis




Q: What’s your Dx?
Mastoiditis




What’s your Dx?
Nasal Polyp.




Q: a patient came with recurrent infections
and tetany, What is the Dx?
- DiGoerge Syndrome




Q:
1. What is the name of the
cell on the biopsy?
Reed Sternberg cell

2. What is the Dx:
Hodgkin’s Lymphoma

O *}"’"“




Q: What is the Dx?
Vernix Caseosa

In Latin, vernix means varnish and caseosa means cheesy, Vernix caseosa, also known as vernix, is the waxy
or cheese-like white substance found coating the skin of newborn human babies. It is produced by dedicated
cells and is thought to have some protective roles during fetal development and for a few hours after birth.



https://en.wikipedia.org/wiki/Cheese
https://en.wikipedia.org/wiki/Skin

Q: What is the prominent feature?
Muscle wasting




» Fluid replacement = maintenance fluid + replacement therapy

1. Maintenance Fluid :
100 ml/kg : for the 1°* 10 kg
50 ml/kg : for the 2"? 10 kg
20 ml : for each kg > 20 kg

2. Maintenance of sodium (Na) :
2-4 mEq Na / kg ----— you can say 3 as avg.

3. Fluid deficit :
Fluid deficit = (kg) * (% of fluid loss) * (1000)
l—» to convert kg
4. Na deficit : to g
If hyponatremic : 8-12 mEq Na /kg — an avg of 10
If Isonatremic : 6-8 mEq Na /kg
If hypernatremic : 4-6 mEq Na / kg



Q: The case was about
dehydrated child his weight is
10 kg,he was hypotensive for

10 days.

1. What is the sign?
Skin retraction.

2. What is the initial fluid to
give?
Normal saline.

3. What is the amount ?
20-30 ml\kg.




Q: Case of Dehydration and Hypotension,
weight = 10 Kg

1. Degree of dehydration?
Severe Dehydration

2. Type of fluid to give?
Normal Saline

3. Amount of fluid must be given at time of reaching
hospital?
20-30 ml/kg = 200-300 ml



Q: 11 month old who weight 10 kgs presents with
moderate hyponatremia dehydration signs, his Na+
is 125

1. Calculate the sodium maintenance?
Maintenance = 2-4 mEq/kg, so nearly 30 mEqg

2. Calculate sodium deficient?
Deficit — 8-12 mEqg/kg, so nearly 100 mEq



Q: 3KG baby, expect his weight on:
4 days =2 2.7 kg
10 days = 3kg
5 months = 6kg
1 year 2 9kg

** first 3 months weight must increase 20-30 gm/day

**in first 4 days he will loss 10% of his birth weight because
of losing the extra fluid and in the next 4 days (day 8) he will
get this 10% back (weight at birth again), so in the first 8-10
days his birth weight will not change.

** Double at 5 months. Triple at 1 year,

4x at 2 years, 5x at 3 years, x6 at 5 years



1- Weight :
- At birth: 2.500: 4 Kg. (average: 3 kg). /Za.fc}é TR

- During the first year of life: 1% ks>l B

-8
A= First 4 months:  3/4 kg /month.
- 1 month:  3.750 kg
-2 months: 4.500
5.250

- 3 months: R
#= Second 4 months: 1/2 kg/ month. AT
- S months: 6.500 kg
- 6 months:  7.000
- 7 months:  7.500

- 8 months: 8.000

#= Third 4 months: 1/4 Kg / month. 5-‘ | | FE Ee OmMts
- 9 months:  8.250 Kg P R 750 gram
- 10 months: 8.500 R %ﬂ B S — 1
- 11 months: 8.750 LS. SRR e S
-12 months:  9.000 kg (3 times birth weight)
Birth weight is doubled at 4 months and tripled at /yvear

T e

- During early childhood 2-6 years: 2 kg/ year: (Weight = (Age in years X 2) +8).

3rd 4 months
250 gram

2nd 4 months

.

o
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- 2 years: 12 kg
- 3 years: 14
- 4 years: 16
- 5 years: 18 5
- 6 years: 20 : f/‘
- During late childhood(7-12 years): 2.5 kg/year.
- 7 years: 22.5 Kg & 2 kg/year

- 10 years: 30 ( ten times birth weight)
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Age Rate of weight gain

Up to 3 months | 30 g/day

3 months to 1 year | 400 g/maonth
3-7 years | 2 kgfyear
7 vears to adolescence | 3kg/year

The weight of any baby should multiply in the following rate ideally

Birth Weight (x] Time Examples
(2.5kg
2x (Doubles) | 5 months 5kg
3x (Triples] | 1year 7.5kg
4x (Four Times] | 2 years 10kg
Ex (Five times) | 3 years 12.5kg
Gx (Six times) | 5 years 15kg
7x (Seven times] | 7 years 17.5kg
10x (Ten times) | 10 years 25kg

Formula to calculate expected weight at certain age

Age Formula

3-12 months

1-6 years
712 years

Age in months + 9
2

Age(years) X 2+ 8
Age(years) x 7 —5
g

notesmedicalstudent.blogspot.com



2- Length and height
Under 3 years the length is measured in supine position.
Over 3 years height is measured in standing position.

".Lfo.
- At birth: 50 cm S Ped e £
- ring the first 4 r

. 6 months: 68 cm

. 1 year: 75 cm *
. 2years: 87cm X
. 3 years: 94 cm

.4 years: 100 cm (double birth length) /T¢ W




e Length:

Age Length

At Birth 50 cm

3m 60 cm

ly 75 cm

2y 90 cm

4-5y 100 cm
5-10y 5cm/years

Adolescence | 8cm/y for girls during 12-16 y — 10cm/y for boys during 14-18 y

e Head Circumference:

- how is it measured? Wrap the tape around the widest possible circumference -
from the most prominent part of the forehead (often 1-2 fingers above the
eyebrow) around to the widest part of the back of the head

- at birth the head circumference normally is 35 cm (range: roughly 32-38cm)

- below 3% of percentile is Microcephaly, and above 97% is Macrocephaly

Age Rate of growth
0 — 3 months 2 cm / month
3 — 12 months 2 cm / 3 month
1— 3 years 1 cm /6 month
3 — 5 years 1 cm /year




3- Head circumference

) p At birth: 35 cm. -
(2« 6 months: 43 cm. DSC

, O)- 1 year: 47.cm ¥ 4 )
12 cm during the first year, )2.cm
@ - 2 years: 49 cm
| e - 4 years: S0cm. x4
(5 - 6 years: 5(c¢m 2 LA

@ - 12years: 53¢m, Wrew
0.cm only during 11 years.




Q: What is the Antidote of the following:

______Name | Antidote

Paracetamol N-acetylcysteine
Carbon monoxide 100% 02
Organophosphate Atropine

lron Desferoxamid



Toxin Antidote
1 Atropine
Carbamates 2 Pralidoxime chloride
3 Diazepam
1. Atropine (very
aggressive)
Organophosphates 2. Pralidoxime
3. Diazepam
Anticholinergics and Atropine | Physostigmine
Benzodiazepines Flumazenil

Methemoglobin-forming
agents:

(eg.
Aniline dyes,
Some local anesthetics, Methylene blue
MNitrates,
Phenacetin,
Sulfonamides)
1 Hydroxocobalamin
2 Cyanide antidote
kit
. (includes
Cyaniae amyl nitrate
MNMa nitrite, and
MNa thiosulfate)

Oxalic acid

Ca®" gluconate (IV)

Opioids

Maloxone

MNMaloxone

MNaleoxone




Short
(Revex)

acting nalmephene

Long acting naltrexone

o

Mo specific antidote

Ethanol E-> M - | No specific antidote
> E

Ethanol
Methanol Fome/pizole

Ethylene glycol

Ethanol
Fome/pizole

Benzodiazepines mkrr

Flumazenil

Barbiturates

No specific antidote

Heavy metals

Chelating drugs

Acetaminophen (Paracetamol)

N-Acetylcysteine

Isoniazid

Pyridoxine (vitamin B6)

Iron

Desferoxamine

ﬁ-BlOCkEI‘S

Glucagon

Ca channel blockers

1 Ca
2 IV insulin in high doses
with

IV glucose

Digitalis glycosides (eg,
digoxin, digitoxin, oleander,
foxglove)

Digoxin-specific fractionated
antibodies fragments

Tricyclic antidepressants (TCA)

NaHCO: (Sodium bicarbonate)




Pediatric Vital Sign Normal Ranges

A @i Respiratory| Heart S%‘ls(t}{;l;c Weight W‘;Lght

: b Rate Rate in kilos
Pressure pounds
Newborn 30-350 |120-160(5350-70 [ 2-3 |4.5-17

Infant (1-12 months) 20-30 |80-140 (70-100|4-10 |9-22

Toddler (1-3 yrs.) 20-30 |80-130 [80-110(10-14 22 -31

Preschooler (3-5 yrs.) 20-30  [80-120 |80-110|14-18 |31 -40

School Age (6-12 yrs.)| 20-30 |70-110 |80-120 |20 -42 (41 -92

Adolescent (13+yrs.) | 12-20 |55-105 111200' >50 | >110
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