< HCG, |
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b
be
£

AE
Incidence of nausea and vomiting in pregnancy
> an is

ABBOTTABAD
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Hyperemesis graviderm is due to b
y 1gh levels of f
g £ L)“U\\IHL’,'
lormones

Estrogen ,progesterone
Cortisol

strogen, thyroxine

d) Growth hormoune
e) ytocin
3 Oligohydramnios is defined as
a) Amniotic fluid index (AF1) more than 50 % centile
By AFI less than 5™ centile for gestation Besi
c) ALl less than 40 centile
d) AFI more than 20 cm
e) AFI 15 cm
4. Polyhydramnios
a)  Amniotic fluid index (AFI) < ™ centile for vec
| \M AFI > 95™ centile for ;\\\)‘mnr‘ Sl
c) AFI 15 ¢cm
d) AFI20 cm
[ ¢ AFl 8cm
B Cause of polyhydramonios
a) Renal agenesis s
[ b) Multicystie kidneys Y
c) Non steroidal anteinflammatory dr ug (NSAID)
4y  Anencephaly
¢)  Per vaginal leaking :
6. In beta — thalassacmia
a) Means corpuscular volume (MCV ) high
W~ MCV low
c) MCYV normal
| d) Mean corpuscular hemoglobin high
fo e) MCH normal
(i Antenatal fetal monitoring can '\()1 be accomplished by:
[ va) Fetal kick chart.
b) Fetal scalp sampling
¢) Non-stress test. I

d)  Obstetric U/S & Bic

Acoustic stimulati
A biophysical profile includes all of the following assessment parameters EXCEPT:

Fetal movement

| w}/f ctal wei

{ ¢) Fetal tone
d) Fetal breathing
; €) Amniotic fluid vol
9. A 39 years old multiparous woman presented in labour room with heavy bleeding. after 6 hours of home delivery by

untrained dai. What could be the possible cause of her shock?

\_xr)/ Post parturm hacmarrhage

| b) Cardiac arrest
| ¢) Ruptured uterus

d) Vaginal tears

e Amniotic fluid embolism

:i) A primigravid patient presented in accident and emergency department at 37 wks with breech presentation and
; . : ation FHS were absent what is the possible reason?

|
!
!
|
i' something coming out of vagina. On examin
{ a) Vasaprevia i
b)  Placental abruption
~ey~ Cord prolapse

Placenta previa

d)
Cord enlargement

¢)
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11 WHO defined secondary PPH ax
\‘;” ~500ml :\! Blood loss fromn genital tract after delivery fram 24 hours to 6 week
h) 500 mi of blood loss from genital tract after delivery from 4 hours till 6 weeks
¢) * 500 ml of blood less fron genital tract afler delivery from 6 weeks 10 1 year
d) 500 ml of blood loss from ge nital tract from 48 hun} till 6 weeks of delivery
¢) _ None of alt '
(”f? )’\ patient comes to the OPD at 30 weeks of pregnancy. on examination she is diagnosed as a case of preterm labour
~" She is advised tocolysis for
- Delaying labour to reach to term
bh) To increase the fetal weight
c) o give steroid for lungs maturity of the fetus
It T'o do ARM and augment
| 7)‘ l‘)clfvcr the patient |inrnc(liillttly
‘ “; 8 i\t:’l]:‘i::i?'g:i!;re(crm labour are tested for fetal fibronection, where is the sample taken from
{ b)  Blood sample from the mother
}
[

c) Maternal saliva
¢ Vaginal fluid
:‘) Maternal uterine
\2;/.' l\:{l:(ffj:{g{il;;lf‘:)(!i{;}Wlhg vaginal infection has greater risk for preterm labour
b) Candidiasis
{ Q) Group streptococeal
| d) Trichnmnm’nsis
’ i)s chlamydia
J S, ;\nz9i;v;nr LI)II(; woman l‘on(vl of cats and a keen gardener delivers at 32 weeks. The baby has seizures, hydroaphalus,
, S small for his gestational ge. What is the most likely infection that the mother could have contracted during
| pregnancy.
| a) Herpes simplex
} b) Parvo virus
c) Rubella
\d~ Toroplasmosis
¢)  syphilis
16. A 20 years old woman from remote Sindh delivers with Daby cataract in both eyes and a rash all over his body. The
, woman recalls having had a rash on her face when she was two months pregnant? What is the most likely condition

| the newborn is sufféring from?
| .a/ Congenital rubella syndrome
| b) Cytomegalovirus infection
’ c) Syphilis
, d) Tosoplasmosis
e) Varicella ) <
@ Who is screened gestational diabetes?
a)  Only women under 25 years old
b)  All pregnant women
¢)> Only women who have had gestati
.3y~ Only women with risk factor
MI below 20 :
;)8. ?l':fa FIRST step in the management of a postpartum haemorrhage (PPH) is
| a) Administer Iml synto_mctrinc ’
/ b) Rapid intravenous fluid replacement
|
|
|
|

onal diabetes before

¢y~ Call for help
Four T°S assessment

d)
ine Packin ' ]
(;)9 g)t'fl;l;lrcrxeflf:ine lgs NOT given when thereis a maternal history of
& Hypertension :
b) Large baby
¢) Previous PPH :

d) Hypotension
iabetic patient :
262) SDl];S it;;egts of syntometrine include all the below excep
a) Nausea
b) Vomiting
Uterine pain

Shivering ;
Uterine contraction

e)




¢)

)
¢)

uary PPH >4 hours of birth

A priv
AR il OF MO within < £ birth
1000 mi € vithin first 12 hours of birt
400l o mOte WHE o 24 Houirs of birth
A op more within ,
500m! or i | first 36 hours of birth

re withir
<00l or more W
ouen 24 hours

fler

vy PPH s

or it
A seyer primar

1000 ¢
3000 ml
1000ml

2000ml

15000
2500ml
All of the

following are risk factor for preeclampsia except

vious pregnancy

Hypertensive in prev
Chronic 11ver disease
SLI

I'ype Il diabete
Chronic hypertensive
¢ cut-off limit of protemnuria to define the preeclampsia is

I'h

» 400 mg per 24 hrs
100 per 24 hrs

> 100 mg /24 1

> 600 mg /24 hrs

> 800 m 1rs
A secondary PPH occure

From 24 hours to 1 week after bir
From 24 h¢ 6 weeks after birth
From 24 hours to 10 days after birth
Any ter 24 | S

Withi 24 ho

First stage of labour is

delivery of placenta membrane

Delivery of

Iime from diagnosis of labour to f

Monitoring

Irregular u cont

Normal dilatation of cervix in stage one
hr

dilatation of cervix (10 cm)

ifter delivery

tion with no cervical change

Second stage of labour is defined as
f labour till full of cervix

ivery of fetus

=
o
o

r delivery
ar uterine contraction with no cervical change
11 duration of labour in nuuiparous woman is

Monitorir
[rregu

Norma

6 hours

7 hours

12 hours
20 hours
Normal duratio
4 hours

8§ hours

12 hours

15 hours
20 hours
First step 0
Engagement
Descent
Flexion
[xtension
Restitution

n oflabour in multiparous woman

-

ur is

f mechanism of labo




33)

~

»

b)
oY
d)
*)

35.

)

)

36.

1)
b)
oy

1)
¢

e)
38.
a)
b)
| ©
gy
e)

39.

a.
: b.
C. &
fiode
€.

}

-2

[=5

&

L
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lowing is 8n

A primig
Which of the fol

avida is iy
1 ke
ndvant ccond stuge

of lnhg
i and is going to have an episiotamy

¢ of me
didlater

il epuioty
Iy us compured to midline episiotonty

A3 Ve e

ld G3 2

encounte
notes that rigl tter should
BUt arm of ) der dystoerin d oy
by (s uring he g aby.

this condition ¢yl 2 Oy I8 hanging limpt 3 ; er Iabaur but finally delivers the baby

A tied ply to baby's side with extension and internal ratation ¢

I'he pediatrician
{ forearm whatis

Claviele fract,

Scapula fracture
In anten
g atal checl
Q Kup dat
18~ 20 weel ating sean i
0 weeks anis recommended at pe
15 week at period of gestation of;

9-13 W

Following t iplen tion and trimester for avoidance
ng nutritional 0 ¢ 0
ol 4 al suppleme 1
Fimebl T Pr entis advised pre coception and 1" trimeste avoid: : ;

Iron

Calcium

Magnesium

I*olic acid

Vitamin B12

A patient G*P'. came

_‘(\I, : \“”.( G'P’, came in antenatal clinic with LMP 10-1-2020. What will be her EDD (estimated due date)
-11-20 ) a 3

17-10-20 it

17-09-20

10-10-20

l ¥ S etaa
ly‘(r.l\()und for structural anomaly is recommended at;
O-5 W '\“"‘\\ ; o
10-15 weeks

25-30 w

32-34 weeks
Which investigation is not part of normal antenatal care
Blood ctor

Randor
Hemoglobin level

Anti-D antibody titre

group and

blood st

. 1 week postpartum. Which is the most

Urine R/E
A lady develops right breast being engorged, hot , painful and fever of 101'F
likely organism to be found in culture report?

Strepto coccus
Bacteroides

Neisseria

Staphylococcus aureus

E.coli . :

Average blood loss from an uncomplicated vaginal delivery is; =

<250 ml

Approximately 500 ml

Approximately 750 ml

1000 ml ¢

fr(l)lomngilinlely after completion of norn}nl labour and delivery, the uterus should be at which leve
At the level-of-puble-symphysis uor U et

123

Boggy and rele
Firm and rounded

EAR- Block P EXAM, 18-09-2024




aginally, which of following is g

reatest predisposing fuctor f
o

% Mivered v
42. A 25years old patient l;'"":}.::.::l‘l(;{" delivered
pucrpclul infection in this pi
a. Coitus during pregnancy
b~ Tissue traumd
C. Anemia
d. Maternal exhaustion
¢ Iantra uterine g'm\\'(l:rﬁjlr;r(mn' S T .
43. ) 30 years old G*PPAbDAl delivered vaginally 3 days back, now evelops fever of 101°F persistently, W S
T likely etiology y St . \
hepatitis X
b. Mastitis
C thromophebitis
d. Endometritts —
e prnemonitis X
44, Relative contraindication to VBAC (Vaginal birth after cesarean
a Previous one caserean section
b. Cephalic presentation 1n current pregnancy
¢~ Preyious casercan due to CPD (Cephalopelvic disproportion )
d Previous lower segment caserean section :
{2 Previous casercan due to breech presentation \\
45. 3“0 degree perineal tear is

serineal skin only

ncluding muscles

Injury to periumem involving and sphincter complex

Injury to rectal mucosa

d

(3 to bladder

46. Indication for operative vaginal delivery (OVD)
b Previc

us X

47. W ln(.n the nam i
( atis ame of test used for prens
prenatal diagnosis of chromosomal abnor malities, usin |
é 5 g a long needle and

withdrawing fluid from amniotic cavity?

Which of the foll ng ¥
¢ following is a risk factor for fetal macrosomia?

N
) In antenatal checku n v
1 eckup dating scan is recc ende B
ecommended at period of gestation of;

& ; 7
f 5199
d 21-22 week
e. 30-32 weeks =
5( R y P .
50 zgl{iin:l'h';;“n“ondl supplement is advised pre conception and 1" trimester for avoidance of neural tube
{isa Iron
) Calcium =4
[ io Magnesium
| &~ Folic acid
2 Vitamin B12
S1) Which investigation is not part of normal antenatal care

Blood group and Rh factor
b. Random blood sugar v
= Hemoglobin level
4" Anti-D antibody titre
e. Urine R/E
52 Ultrasound for structural anomalies is recommended between ‘
2.  Esmopen 3\° |
b, Comisel  35weslly /
e mrcu Y Lows

d 2 51O Moty |

5 AIW 30w NY

J
|
|
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f
|
:
i
I
r

a

b Rena

¢ Pulmor -
v!// All of

e. None

54. Causes of h .
Oreech
Prey Presen
Cction

55 \lmm dm)r(l&r in

Which of ¢
ulcers:

58. “(‘\knm~ associat ui it

In a patient w
following alternative reg
a) Azt myc T

suspect

60.A 36 year old ma:
\euro&urvcrm

b) Hypoxemia

Aoy SIADH

d) Pulmonary infection
¢) Hypothyroidism

61.A case of acute Hyponatremia wi
went to 142 mmol after 6 hours. Two days lat

What could be the most likely underlying diagnosis:

a) Metabolic acidosis

b) Diabetes insipidus
sef Osmotic demyelination
d) Hypothyroidism

¢) Hypokalemia

tation

Pregnancy i

ed Gonococcal infectio resista o first line treatment wi
T a n and resistant t t line tres i ia e, whic
S t t with Ce ax ch of the
1 is recommended: S

/

the fol i
lowing is a distinguishing feature

page 7 of 14

atis the Ist step of management?

of prima g e i i
primary chancre in syphilis compared to the other genital

A

h A S 3
ddison disease results from which of the following:

A

r b
calcium: 98 mmol/L

er he developed confusion and hallucinations and became drowsy.

ith S. Na level of 125 mmol, which was treated with Hypertonic Saline and S.Na level




BN § 0 dE

62.A 30 year 3
year old diagnosed patient of CKD presents with lethargy weakness and irt itability. On

Investigations his Pota
Wi was 6 \
What will t img
&) Send the R he munagement of Hyperkalemia for t 4
b) Give 1y
©) Give Soc C

cdia !

S zation with salt
CiL na

e luconate
20 year old lady pre : :
sl EesSnteutolemergens ¢ 1ysg ng owsiness. On examination I
\ has Kussmaul breathing gency department with dyspnea, vomiting and drowsine
Her ABGs : g

PH=7.2 re as follows

What

i¢)’!)1\\

\ ke

¢) Respiratory
64.A 16 years o
his scho

ld patieat of type 1 I

ol trip and shifted witk DM presented with nausea, vomiting, abdominal pain and fever for 02 days. He was on
4 tted with his regular insulin y i} 5 . 5 7 o y 2 ia
with rapid deep breathing 5 tlin with oral drugs. On examination dehydrated, BP 90/60, tachycardiz
HON g

What is the most likely diagnosis

NK

A 63-year-old ien
3-year-old patient wi ave 3 e ;
patient with a severe infection develops Acute Kidney Injury(AKI). His urine output is decreasing, and

11s blood pressur uns u 5,
1p els & ‘
; unstable despite fluid resuscitation. His urine sodium is d his urine osmc y

66.A 60-year-old female with a history of chronic kidney discase (CKD) presents with muscle cramps, tingling in her

hands, and a recent seizure. She has not been takir

her prescribed phosphate binders regularly.

13

tfor 1ose is recently increased due
{ with nausea and vomiting. Her Metformin dose U recently increase

ot
‘:;;r . ca
< A < i
67
¢

A 57 year i Type 2 DM female presented
) yr contrel of DM
l’ On
{
Inve
Hb: ‘
e p N i) HCO; 11 mme

ABGs Pi 7 25

What i

a) DKA

tic 3¢

¢) Renal Tu

d) HONK

¢) Respirat 5 ) nic kidney disease (CKD) receives cot
Lt R0 0 i o/d1 (6 3.4 mg/dL. She has 0o oliguria but el

Post-procedure, her

1trast-enhanced imaging.

evated urine osmolality. Options:

from 2.2 mg/0L

serum creatinine rises |
sﬂ?ﬁdmim’hzcr ravenous flu oo o oy e 0

b) Start erythre SRR
& bl aggressive diuretic TS T worsening creatinine
e o= ey T oo

¢) Perform a rend

WMC-FINAL YEAR

i



69. A 65-yeq r-o|

Major ahg
NS urine S
i Initiage high-q,
0) Start 'enal re
) Incr

d) Ad

| maje
OMing)
diy

Surgery
im m"(‘('nlr
S diuretjo
cem
1id reg,
Ve

a)

atj
S 10 1

a '

case fly
Ministey

znr!tmmn 7
[T Nse i eon,
i 70.A 58-y

for

ma

reg 0 to

d femgje
onie ke

ne an
AgNoseq wi
Prereng)
b) Acute
©) Glome
d) Rengal
M Acute
TLA 65
bone

chr
Creating

€ pain, She
dis

d bloog urea pj
th Acute Kidney
AZ0temig 3
tubu

a)

ar necrosis
rulonephritis

artery thrombosis
nterstitia| nephritis
syear-olq woman with g

pain, Her I:\lmr:\lnr} res
Parathyroid i

1ch of the following complic
a) Anemia of chronic
b) Uremic encephalopathy
<& Renal osteodystrophy
d) Hyperkalemia
©€) Hypertension
72.A 58-ye
for

atio
disease

a follow-up. His blood pre:
filtration rate (eGFR) of 45.

inhibitor and a thiazide diureti
What is the most appropr
a) Discontin
B) Increase the dose of
€) Add a potassium-sp

A Ipitiate dietary pot:

tart a low-protein die

ue th

t

1

to slow th

vcget:\blcs‘: ?‘nd dnﬂi
i the following di
: :),hllfx:rzgsc intak-;- ‘0" high-phosp

B Limit intake of hig
 ¢) Increase protein ‘ ;
d) Encourage hlgh..{ el
é) Inerease calcium intake thro

modi

g

u

keto 1.5
i

o1l

ive. What is the most likely
y i lonephritis

4) Crescentic glomeruloner e

53 Wegener's granulomatosi

0) IgA nephropatity

: 3 Smg/dl

a hj
Hi

Yhump\( R
With isoto

Admitte

ormone (PTH) leye

lar |
; ic ki L ¢ 3 stimated glomeru
i Spekntil e i his recent laboratory results show an esti

is 15 g, and his recent Iz a )

ssure is 150/95 mmHg, an

mL/min/1.

eatnran
ate modification to his current treatment pla
e ACE inhibitor and s

i eferred to tc

ic ki sease is referre o s frequent ¢
S e nivih stus Sichon c iddneygd ia. Her current diet include:
73.A 45-year-old \wm<’] e e hyperKalenia, e
: /min/1.73m?, ¢ : : aking dietary cha
eGFR is 40 mL/min/ 305 o i
She is conce
products. S

noru
otassium foo

dairy prod ;

% ink discolour

as referred for pin . &

T4.A zo‘yu':iuld ;“::u:;c of amoxicillin and ibuprofen by
and is taking 3

ost streptacoceal glomerulonephri

Gmm in1”

Ustory of

vslmy of h_\[wr(cm‘mn
Crum
on is |y

¢ (‘:llinim. has
Nanage

and diapegeg pre
risen from basel
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Sents with acute
W,

e 1.0 mg/dy

Kidne
> fluig

Y injury two ¢
RRT) Imm,

210 2.5 mg/qy, He
OVerload

Cdiately
OIC saline  °
bl00d prege
reduce infl
d to (he
pre
tro

ays after g
has oliguria, and
Nage S\re
dmmation

hospital with
Sents with
gen (BUN)
Injury. Wha

are
fever, .

cent history of nonsteroid
levels, {

ash, ang eosinophi
Irinalysis shows e
s the most like

al anti-inflamm
I,ﬂlmr:\lury te
osinophiluri
ly cause of her conditio

atory drug (NSAID) |
Sts reveal elevated serum

a and sterile pyuria. The patient s
n:

: : S and generalized |
age 4 chronic Kidney disease presents with worsening fatigue, pallosr.uf 2 <amg/dl, e
ults show hemoglobin of 8.5 g/dL, calcium of 7.8 mg/dL, phosphoru oS
Is s‘igniﬁc:\nlly elevated.
ns of CKD is most likely contributi

ing to her symptoms

r o-§ rtension presents to your clinic
g Y ensi you

y to long-standing hypertension p ‘

ase secondary to lo

73m? He is currently on an ACE
i i hype CF
s mic buminuria, and hyperkalemia e Y

c3

|

1m channel blocker

to control blood pressure
on and monitor closely
e progression of CKD

oo eling. Her
et ritional couns %
aidicaangloats onsumption of fruits,

fications is most appropriate for this patient
I::“od\’ like nuts and seeds
s like bananas and oranges
iay to maintain muscle mass
sh ‘\vn t toxins

t 3 days

- at for the las cUEY \
s to strengthen b(mk'& inc. He has history of sore \h\;o‘# Protein +, nitrites
e urmU.rine dipstick showed blood o

the doctor.

diagnosis:

recurrent hemoptysis here is a history of frequen se during
h t h 0 T'here is antibiotic u
tyst hist f freq t t
4 n s tachypneic has nasal crustin and a right foot drop
ation he is ta 5 g g )¢

* hour
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76.A 14 Years g1gq boy pr
hkmd Pressure 140/9,
Hb 12 @l 1 ¢ ‘)()uu/.m;;
* —lve
Urea | 10
Chegt me Norma|
Urm.uy:.ls RBCg 44
What is the diagnosig.
4) Immuyge lhmnﬂmcympum
) l'hmmb()lw mmmhucylu
ULg strauss syndrome
och schonlein syndrome A
Olyarteritiy nodosy
S-year-ojqd male patieny
Ploms, fever, and Purpuric rq
ecently, he pag been
Igue, weight loss, and
ical Examination
Xamination: Wheez
10ns:
Sinophilia (20%)
A: Positive

n ays his cks d legs. His
ree d h ttocks and leg
he trunk bu
: ith three 3 history of abdominal pain, rash on t
0. Ly are as foff »

PLT 320004 RBS 120mg/a)
mg/di (V’c.xlmnw 2 mg/d)

Proteing 4 P

us eells 2.4 /hpt

Purpury
PENIC purpyry

: ( worsening asthma
¢mergency department with a 2-week hl‘”"\:j i;llﬂs been on inhalers.
sh on hig legs. e has a history of asthma for 10 years .A"v He also complains of
CXperiencing ncreasing shortness of breath, coughing, and wheezing.
arthralgiqg,

Femperature 99 C, Blood pre
g and crackles in bott

ssure 120/80 mmHe, Pulse 10¢
flungs Skin; p

se 100/n

urpuric rash on both legs

min. Chest
tory Rate 24/4min
in, Respiratory Ra

ray: Bilateral infiltrates
he likely diagnosis:

rteritis nodosa '\<
g Strauss syndrome >

SCopic polyangitis
CrS granulomatosis -k
g 5 i crease ¢ output.
B i f nausea, vomiting, and decreased urine 5255 owed
= ¢ patient presents with a I-week history of nausea, :  Ang ; splpleg X
ke (:!difemhaal; il:litxfg:seg from 1.2 mg/dL to 5.5 mg/dL over the past 3 days. Kidney biopsy
creatinine hg m 1.
rulonephritis with ANCA positivity.
‘ most likely diagnosis:
h;

Glomcmloncphnlis.
¢ Glomerulonephritis

1S a character L. Late t 1 4 & Adults)
ha eristic of ADA( atent Autoimmune Diabetes in
g

primary defect
ntibodies \/
aren

in therapy i
ll-‘d f(c)r gi)agnosing Diabetes Mellitus:

On
itati anxiety and tremors. y
i of weight loss, Dalpxtatlon's,l ‘m‘s‘erznm Gprvid staniibuing
with 06 month hlsltorg’ His laboratory results sh{\w ow

hyroid gland. L
ly enlarged t

>

e

ed free thyroxine (T4) levels. ; l T* '
perthyroidism:

J i )'
ing p (
definitive for dlagnos n rimary adrenal insufficiency Addison disease

/
i -
it ghl dexamethasone suppression v




83.\W
. hich of the followi
CoOmpressive ¢ AA

D) Radigactipe i<><!l,im!’:“m"“’l"

Nage
Bemeny Option |

b) Angi he 2y b IS typicaly : Paa »
Antitt er. With X Picall age 11 of 14
€) Thy (;.'{7‘"“ drugs 8y Ut evidence of yyn”;vd"'“ﬂi for a patient wig

JOldect A alignancy ; ; With a 2
d) Olisery Qmy gnancy ; multinodular goitre and a large

= : ation w;
€) Hig} with
B4, Ty OS€ Cortic

1 Periadic fy
OSterio s

use of Bng St
Criension
itis

llow yp

A PN 4 It
2¢ Reng| Disease is:

Unco Y Disease
X ntrolled py; o
¢) Amylodosis 1abetes Mellitys e
85‘;\ 60"}'enr—old Woma
1as a hi e ‘
or chrnnirz ki\[(]::isy\\illlh complaints of severe bone pai Iti
rum ealei Y disease (CKD D ain, multiple fractures, and o = /
- 600 Pg/mlL, (n()rmc::ll-nlll(']“(s-‘) mg/(Normal: R):(;(f) 2'“‘ l,}l:: 10 years and is on dialysis. Her 'ﬁi‘r“:::;;‘Y"C(::':l:l:r:;:ws‘:e
0 py mal; A ' ¢ 8:9-10.5 mg/dL), serum phospha ¥ : (L
: tatmn A el ,TIJ*‘,“I‘)‘ and 25-hydroxy vitamin D Ic?'cl:")nlx‘fﬂi e (f\mrmﬂl‘ ¥ Subperisen ban
5 ton i diupnmr" i are low. Imaging shows subperiosteal bone \
rimary hypcrpnrulh) roidism
m;\;y hypcrpm'ulhymidisrn |
Yperparathyroidise
: ) sm Ve
Vitamin D deficiency
Omalacia : |

6. A 35-ye:lr-0ld man with a history of autoi i i i
ﬂl Bencralized fatiguc, muests wml;"c::u?mlunc f!wcuscs, including Addison's disease and type 1 diabetes, presents
R . m;(),/.d.lu)l( perioral numbness. Laboratory tests are as follows:
hosphate: 6.0 mg/dL (Normal: 2.5-4 S‘meJdl ) L
g/ml (Normal: 10-65 pg/mL) i “
SUm: 2.0 mg/dL (Normal: 1.7-2.2 me/dL.) ".

Xy Vilnmir} D: 32 ng/mL (Normal: 20-50 ng/mL) / “
»the most likely underlying condition 5 ‘
Hmary hypoparathyroidism due to autoimmune discase = "

hypoparathyroidism \
D deficiency \
agnesemia
dary hypoparathyroidism \
55-year-old male presents with complaints of fatigue, muscle weakness, and weight gain over the past six months. |
a history of hypertension and is on multiple medications. On examination, he is found to have dry skin, mild \
ema, and delayed deep tendon reflexes. However, his heart rate is 110 beats per minute, and he complains of
al palpitations.
M@ye]evalcd, but free T3 & T4 are within normal limits.

g ﬁfWing is the most appropriatc interpretation of these findings \

jidism with subclinical hyperthyroidism \

Vroidism duc to overtreatment with levothyroxine o |
due to pituitary disease ‘

tment with altered mental |

onia. On examination, her blood pressure ST
Its show markedly elevated TSH with |
\

th a history of hypothyroidism presents to the emergency depar
id bradycardia. She was recently treated for pneum
rt rate is 40 beats per minute. Laboratory resu

iate treatment for this patient:

N

aline -
‘of visual problem and headac
iabetes mellitus since 2 m
ssure of 160/120mmHg. Whic

he. She also states that her shoe size has increased lately.
onths. On examination she has big, moist hands. She also
h of the following tests will lead to the diagnosis in this



“v s ale en 1 with his treat

‘, ith cof‘ll"ll'li'nl' ol r]pn“ni ent being treated for TB for the last 2 months, not very 0"',‘?;;““
£ e ' « ;

Intake 7 litros output ssing lurge volumes of urine, Intake output chart Wis maintal

e 7.5 litrey |
81;:::“:) :s]m;)lqrily - 290 rno:n.\/l o
Water dcp:\?:(l:()) . 4'00 et Nl ‘
P ”VT \{:I,:: :\:‘s pe‘rlbrmcu: PO- 310 mosm/I (e
What is the likey diugnus??-mmuw:

a) P‘rmmry polydipsia ; |
b) Central diabetes insipidus

Urine osmolarity —
Urine osmolarity rose to 900 mosni/l

d) Diabetes mellitus
¢) Normal patien :
DIATRICS =~ :
91. During
first?
: '\[{E:;”hy-}hc airway s clear, dry, and stimulate the infant.
. cart rate should be auscultated.
< Breath sound should be auscultated ?
4 The mouth and trachea should be suctioned,
5 . /\ssc:ﬂs color and administer oxygen if necessary.

. l\ Lon—rlsl( newborn infant has pathologic unconjugated hyperbilirubinemia , which is ap
jaundice by the nurse. She is asking why the infant was not jaundiced immediately after birth.
following best describes the major route for excretion of bilirubin in the fetus in utero?

a.  Via the kidney
b7 Trans placental passage
«¢. Degradation to biliverdin
d. Reincorporation into hemoglobin
e. Hepatic secretion and storage in the intestinal lumen
93. Urinalysis result include proteinuria, many blood cells and red blood cell casts, and 1
power field, which of the following disease best fit with these findings?
Acute cystitis
Acute Pyelonephritis
Chronic Pyelonephritis g?»
Acute post streptococcal glomerulonephritis
/ Minimal change discase
94, Each of the following features are characteristic of the nephrotic syndrome except
Marked proteinuria

the delivery room resuscitation of a vigorous term newborn, which of the following should be p

propriately diagnosed
Which of the

=

_2 white blood cell per height

eoop

P QIO

Hypoalbuminemia =
Edema \/
Hypertension 7 ¢ :

e~ Hypercholesterolemia

95, fodine deficiency can casuse
Goitre

b. Thyroid cancer W
¢. Solitary Thyroid nodules £
d. Thyroiditis
¢. Grave’s disease
Gravye’s disease or basedow’s disease due to
Hyperactivity of adrenal cortex
Hyperactivity of the para thyroid gland
Typeractivity of thyroid gland \/
eractivity of islets of Langerhans
fet};'f)l?:\?v‘;:xg symptoms / signs are included in the clinical features of diabetic ketoacidosis?
a and weight loss

a and tachycardia
| pain and yomiting 01
okes respiration

ation of the thyroid leading to under-active is

v
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99. Which of

rL []\xm!"i)x.e r‘_’”'“"ing o
Gt Yroidism Ndition m
\‘ ] ’Yﬂcnh)m: {

¢ 3 ’
3 Thyroig L_”:\(J St
anger 0 /

. Allof
100 Fioes of the gt
-First treqy, above
1 tment of th :
Sulin ¢ DKA sy I
ould be

2 i/
® i# fluigs

b

arke

d by
Y the |
0
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{
|
|
{
|

Z‘ Dextroge S
s Bitah e 5
5 carbg Nateg

. \J() >
LRy ne of the above
101. Y
-Following

g are the type
a D¢

b.

s
ik \rnif[ hypaspadia e
y ar Hypospad
e ¥Pospadia
! I,(‘)rm\.ll Hypospadia
5 Pa nile Hypospadia
N0 serotal Hypospadia

es \ento
102. All are foxryr, Ventral Hypospadia

es i
S of hypospadias except;

Xcept

4.  Hyposnadis
i@ \/{(‘Il"v:i!;idma oceur 1 in 200-300 male live birth
e (frc!ix,"‘[ T\r}m‘m abnormality of urethera
d ‘:,\‘lcn‘\"u (j”“‘”‘”! is on dorsum of
5 al meatus open on the underside of penis

103.A 35 years O‘I;] m\f T?lrl’! pectof prepuceiis poorly d
il Senen ej:\c:[:(‘gvll(f);ls unffrflilc. he was ad d semen anal
SR 4 3 ml. 50% sperms are active motile &, 40% abnorm:
b. Azospermia
&~ Normal sperm count
d. Asthenospermia
¢. Oligoasthenospermia
104,,;\)“2;':{:'::;5 |nfc'r(ilc mnle‘ p;f{icn( who is mnrric(l for the K:\s.\ 4 ye:
ation, his genetalia is normal and his semen analysis shows azosp
erform; s
a Serum Testosterone
\b— Serum Fsh ‘
Serum LH
‘Serum Prolactin
erum LDH
old female presents with a lu
owly, moving upw:lrds with pro

ysis. His report shows sperm count of 50 million

al shape sperm. He is having:

infertility is normal. On

ars, his wife workup for
investigation will you

ermia. What next

the last three years. It is painless lump & increasing

mp of front of neck for
at is likely diagnosis?

trusion of tongue. Wh

ssal cyst
ular or C cells arise the

illary Ca

with low serum calcium, elevated phosphate level & increased PTH is

yperthyroidis‘m
‘hyperthyroidism 2

erparathyroidism . L
‘ (?; D'ml;etic foot ulcer, are responsible for the development of diabetic

all the following

tic peripheral neuropathy
r 'a

rglycemia

tic motor and auton®

mic neuropathy
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109.A Young lactating fey

{ ; male presented in surgieal Op i
| 2ives history of feyey Sl

! Painful swelling of right breast for fow days. She ‘lli“
swelling. What is nexln,:;,up:.:,::,‘:Ill)lcl:_:;"(“;:‘i‘::“" baby from affected side. lummmk(mu showed red, hot aud tender
4. Antibioties and analgesic
b Mammography
¢ Hot compressions
7 Incision and dmmupc
¢ Reassurance only
| 110.A 45 years old female presented in surgical OPD having a lump in breast for 2 months.Lump is hard, fixed to
f deeper structures and non tender. There is also a lump in ipsilateral axilta. What is next step in management
¥ FNAC
b, Mammography
¢ Ultrasound breast
d.  Open biopsy
¢.  Reassurance only
-Which of the following inv estig
a X-Ray KUB
b U/S KUB

11

ation can confirm Ureteric stone

& CTKUB
d Urine R/E
e Serum Caleium

= served
112.A 30 years old male complains of severe pain in left flank that radiates to groin for few hours. He also obs
dark color urine twice. What is likely cause
a.  Bladder stone
~b~— Urethral stone
e (GEl
d. BPH Y
¢.  Ureteric stone . ! hours. She also ha
113.A young female patient complains of severe pain right flank that radiates to back for 2
episode of haematuria. What is next appropriate step in management
: & Parenteral analgesic
; . b. Urine R/E l
. ¢. U/SKUB
‘ d. IVU
e. CTKUB ' & i
114.A 65 years old female presents with painless haematuria. Ultr:
wall. What is next step in management
a. Urine R/E
b. IVU
¢. X-Ray KUB
Sde Cystoscopy I
3 Jon contrast CT o
:.h tet?:ns Lpocl:*formcd to differentiate torsion & Orchitis
a Virchow’s sign
Prehn’s sign
Troisier’s sign
Trosseau’s sign
Kehr sign el
ction of fluid in tunica vaginalis . ,
icocele
ocele
hematoma

soun W! rea ¥ i ¢ of the
d shows increased wall thickness at on¢ o
a

\s

Cadmitted with acute left testicular .pni.n for 92" daS)“':,
rﬁess Prehn’s sign is negative. What is likely diagno
v Y

dysuria & fever. Examination reves

SCESS

cular carcinoma



