
 

Pg. 122 

 

RX:  

 

Outpatients  

 

 

 

 

 

 

 

 

Inpatient / ICU  

 

IV  

 

 

 

 

 

 

Add coverage for S. Aureus  

 

 

 

Add coverage for Pseudomonas Aeruginosa  

 

 

 

 

 
 

 

 

 

 

Pg. 123 

 
Pneumonia  Pleural effusion  Pneumothorax 

Trachea 

position  

 
 

 
 

 

 

 
 

Percussion -

note  
 

 

 

  

Hyper-resonant  

 
 

Air entry  

 

Breath sounds  

 

 
 

 

 

 
 

 

 

o MCC of pneumonia in AIDS patient is Pneumococcus  

 

o MCC of Tension Pneumothorax is Baro trauma > penetrating trauma  

 

 

o Best site for insertion of wide bore needle in  

 

-Tension pneumothorax in adults=  

 

 

-Tension pneumothorax in children=  

 

o Legionella pneumophila is associated with SIADH 

  

o Legionella can present as both typical and atypical pneumonia  

 

o Atypical pneumonia with evidence of hemolysis, Low Hb and black urine is mycoplasma 

pneumoniae  
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Organism specific pointers in pneumonia  

Legionella 

pneumonia  
 

Best test: urine legionella antigen  

 

Selective culture media  

 

 

DOC 

 

 
 

S. Aureus  

Nosocomial 

pneumonia 

 
   
Klebsiella 

Pneumoniae  

Alcoholic 

with Red 

currant jelly 

sputum  
 

 

Anaerobic 

lung abscess  

 

P. Jiroveci  
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Organism specific pointers in pneumonia  
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Pg. 125 

ARDS  

 

- MCC  

 

- MC direct cause 

 

 

- MC indirect cause  

 

 

Diagnostic criteria  

 

 

1. pa02/ Fio2 ratio =  

 

2. LA pressure is normal / Absence of LA hypertension  

 
 

3. CXR shows Bilateral infiltrates  

 
 

4. < 7 days of lung injury  

 

RX:  

Low volume ventilation = Low tidal volume and high PEEP  
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Pg. 126 

COPD  

Modified medical research council grading of dyspnea  

Grade  

I  

 

 

II  

 

 

III  

 

 

 

IV   

 

 

 

 

GOLD grades of COPD  

I Mild  FEV1/ FVC < 0.7  

 

II Moderate  FEV1/ FVC < 0.7 

 

III Severe  FEV1/ FVC < 0.7 

 

IV  Very severe FEV1/ FVC < 0.7 

 

FEV1/ FVC < 0.7 post bronchodilator  
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Pg. 127 

GOLD Groups  

A Low symptoms  0-1 hospitalization 

 

Any BD  

B High symptoms  0-1 hospitalization  

 

LAMA + LABA  

E Any symptoms  >2 exacerbations or >1 

hospitalization  

 

LABA + LAMA+ ICS  

Blood eosinophils > 300  

 

-Clubbing is not seen in COPD  

-Barrel chest is seen and patient sits in tripod position with hoover sign(paradoxical inward 

movement of chest during inspiration)  

-Best to measure residual volume is body plethysmography  

-Emphysema has reduced DLCO 

- IV hydrocortisone is used in both COPD exacerbation and severe acute asthma. Don’t use oral 

steroids as side effects exceed the benefit.  

- NIV is treatment of choice of acute exacerbation of COPD causing Type 2 respiratory failure  

- best mortality reducing intervention in COPD is LTOT using low flow oxygen. Target sp02 in COPD 

is 88-92%.  

- NIV is contraindicated in unconscious patients with CV instability 
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Pg. 128 

Bronchial Asthma  

-Post bronchodilator FEV1 increases by > 12% or > 200 ml air: Reversible bronchoconstriction  

-DLCO is increased in asthma  

-idiosyncratic asthma/ extrinsic asthma presents in adult age group and has normal IgE levels and 

coexists with nasal polyps  

 

Extra mile  

-Fe NO measures the amount of nitric oxide in exhaled breath 

1. Non-invasive measurement of nitric oxide  in exhaled breath 

 

2. It is a non-invasive biomarker of Type-2 (eosinophilic) airway inflammation, 

especially in asthma. 

 

3. Inducible nitric oxide synthase (iNOS) upregulated by IL-4/IL-13 

 

4. Values > 50 ppb indicate Eosinophilic inflammation likely and steroid 

responsiveness  

 

 

Management  
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Bronchial Asthma  

-Post bronchodilator FEV1 increases by > 12% or > 200 ml air: Reversible bronchoconstriction  

-DLCO is increased in asthma  

-idiosyncratic asthma/ extrinsic asthma presents in adult age group and has normal IgE levels and 

coexists with nasal polyps  

 

Extra mile  

-Fe NO measures the amount of nitric oxide in exhaled breath 

1. Non-invasive measurement of nitric oxide  in exhaled breath 

 

2. It is a non-invasive biomarker of Type-2 (eosinophilic) airway inflammation, 

especially in asthma. 

 

3. Inducible nitric oxide synthase (iNOS) upregulated by IL-4/IL-13 

 

4. Values > 50 ppb indicate Eosinophilic inflammation likely and steroid 

responsiveness  

 

 

Management  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 129 

Step 1-2 Low dose ICS-LABA as needed  

 

 

Step 3  MART with low dose maintenance ICS-LABA   

 

 

Step 4  MART with  

 

 

Step 5  Add on   

 

 

-Refer for assessment of phenotype  

-Consider trial of high dose maintenance ICS-formoterol( risk of adrenal 

suppression)  

-Consider Biologicals   

 

Mepolizumab: Block IL-5 itself → ↓ eosinophil survival 

 

Benralizumab: Blocks IL-5 receptor → antibody-dependent cell-mediated 

cytotoxicity → near-complete eosinophil depletion 

 

MART = single inhaler having ICS–Formoterol inhaler for BOTH maintenance + relief  

AIR= anti-inflammatory reliever 
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Case Scenario  

Q. 25-year-old guy has bike accident and is hospitalized for polytrauma. On day 3 he develops sudden 

onset respiratory distress and spO2 is 80%. O/E Pulse is 100/min, BP = 90/60 mm hg and prominent 

neck veins. Diagnosis is 

a. Pulmonary embolism 

b. Fat embolism syndrome  

 

 

First investigation/ Screening test  

 

Non-invasive test to identify the cause  

 

IOC  

 

TOC of massive PE 

 

TOC of PE/ Sub-massive PE 

 

 

Parameters to be checked to identify in the question  

1. Homan sign  

2. BP Value  

3. Echo findings  
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Pg. 131 

Common errors  

Q.A 60-year-old man with colorectal cancer underwent a hemicolectomy. During surgery ETCO2 

suddenly dropped from 35 mm Hg to 5 mm Hg with Hypotension. Which of the following best 

describes this presentation?  

a. Myocardial muscle relaxation due to anaesthetic drugs  

b. Overload of saline  

c. Pulmonary embolism 

d. Mesenteric artery bleeding  

 

Q. 25-year-old guy has bike accident and is hospitalized for polytrauma. On day 3 he develops sudden 

onset respiratory distress and becomes unconscious and unresponsive. O/E Pulse is 100/min, BP= 

110/70 and petechiae are noted in chest wall. Diagnosis is 

a. Pulmonary embolism 

b. Fat embolism syndrome  
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Additional Notes 
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Additional Notes 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 136 

Nephrology and electrolytes  

 

 
 

Chronic Kidney disease  

-Leading cause is ______________________________________ 

 

-CKD with normal size kidney/ slight enlargement is seen in 

 

-Leading cause of death in CKD is ______________________________________________ 

 

-Target BP in CKD patients should be < ____________________________________mm Hg  

 

-Most life-threatening complication of CKD is _____________________________________ 

 

-Staging of CKD is based on _____________________ and ___________________________ 

 

-Stage at which complications appears is grade ___________________________________ 

 

-Uraemia features develop in grade ______________________________________________ 

 

-Troponin I is elevated in CKD so never rely on single value in CKD patient with chest pain. Instead 

perform Serial troponin I  
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Pg. 138 

Mild CKD:  60 -89  

Moderate CKD: 30-59  

Severe CKD: 15-29  

Renal failure / ESRD < 15  

  

Q. Best to differentiate between AKI and CKD?   

a.  Creatinine clearance and Urine albumin  

b.  Serum creatinine and BUN  

c.  Size of kidney and BUN  

d.  Urine output and Serum creatinine  

 

 

 

G1   

 

 

G2  

 

 

G3A  

 

 

G3B  

 

 

G4   

 

 

G5   
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Pg. 139 

Medical Management of CKD: ABCDE-PK  

A 

 

B 

 

C 

 

 

D 

 

Start first with sevelamer to decrease phosphate and then start cinacalcet  

On regularly taking vitamin D and calcium, low PTH levels develop causing Adynamic bone disease  

E: First replete iron levels and then start Darbepoeitin  

Causes of Anaemia in CKD 

1. Erythropoietin deficiency  

2. Iron deficiency  

3. Hyperparathyroidism  
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K  
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Medical Management of CKD: ABCDE-PK  

A 

 

B 

 

C 

 

 

D 
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Pg. 140 

Diabetic Nephropathy  

  

 

 

 
 

 

Earliest feature of 

diabetic nephropathy  

 

 

 

Screening test   

 

First line drug   

 

Additional drugs and 

interventions  
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Pg. 141 

Renal replacement therapy  

Preferred modality: Kidney transplantation   

MC used modality: Hemo-dialysis  

 
 

-MC complication of HD is ___________________________(caused due to acetate used as buffer in 

dialysate due to its vasodilatory effects). Cooling the dialysate helps too in reducing this 

complication  

-MC complication of recurrent HD is increased ____________________________________ 

-AV fistula site in non-dominant hand between _____________artery and _______________vein 

and is called Cimino Brescia fistula  

 

Q. All of the following improve with dialysis except? 

a. Renal osteodystrophy  

b. Metabolic acidosis  

c. Hyperkalaemia  

d. Pulmonary oedema  
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Pg. 142 

Kidney transplant  

 
Life expectancy enhanced by approximately 15 years  

Lesion with high recurrence tendency after kidney-transplantation:____________________ 

Lesion that does not recur after kidney transplantation: ______________________________ 

 

Q. Which of the following is absolute indication for urgent haemodialysis  

a. Uremic pericarditis  

b. Uremic melena  

c. Uremic encephalopathy  

d. Uremic asterixis  
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Opportunistic infections after kidney transplantation  

MC opportunistic infection leading to graft failure after 3 months of kidney transplantation with 

urine m/e finding shown is  

 
MC opportunistic infection leading to graft failure after 8 months of kidney transplantation with 

urine m/e finding shown is  

 
Graft rejection  

Type  Hypersensitivity 

Hyperacute   

 

Acute   

 

Chronic   
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Kidney transplant  

 
Life expectancy enhanced by approximately 15 years  

Lesion with high recurrence tendency after kidney-transplantation:____________________ 

Lesion that does not recur after kidney transplantation: ______________________________ 

 

Q. Which of the following is absolute indication for urgent haemodialysis  

a. Uremic pericarditis  

b. Uremic melena  

c. Uremic encephalopathy  

d. Uremic asterixis  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 143 

Opportunistic infections after kidney transplantation  

MC opportunistic infection leading to graft failure after 3 months of kidney transplantation with 

urine m/e finding shown is  

 
MC opportunistic infection leading to graft failure after 8 months of kidney transplantation with 

urine m/e finding shown is  

 
Graft rejection  

Type  Hypersensitivity 

Hyperacute   

 

Acute   

 

Chronic   

 

 

 

 

 

 

 

 

Pg. 144 

Acute kidney injury 

KDIGO/ RIFLE / AKIN criteria  

 
  

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

            

Functional criteria for AKI  

 Time frame Within 7 days / 48 hours  

Increase in Scr by ≥50% within 7 days.  

OR  

Increase in Scr by ≥0.3 mg/dL within 2 days.  

Or Oliguria for ≥4 hours  
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Acute kidney injury 
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Pg. 145 

 
Serum creatinine  Urine output  Duration  

Stage 1 
   

Stage 2 
   

Stage 3 
   

 

 

-Leading cause of ICU admission:  

-Anuria is defined as urine output less than 100 ml per day  

-MC type of acute kidney injury: Pre-renal AKI  

- Preferred fluid for choice for patients of AKI – Normal saline  

 

 

 

 

 

 

 

 

 

 

 

 



 

Pg. 144 

Acute kidney injury 

KDIGO/ RIFLE / AKIN criteria  

 
  

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

            

Functional criteria for AKI  

 Time frame Within 7 days / 48 hours  

Increase in Scr by ≥50% within 7 days.  

OR  

Increase in Scr by ≥0.3 mg/dL within 2 days.  

Or Oliguria for ≥4 hours  

 

 

Pg. 145 

 
Serum creatinine  Urine output  Duration  

Stage 1 
   

Stage 2 
   

Stage 3 
   

 

 

-Leading cause of ICU admission:  

-Anuria is defined as urine output less than 100 ml per day  

-MC type of acute kidney injury: Pre-renal AKI  

- Preferred fluid for choice for patients of AKI – Normal saline  

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 146 

Indications for haemodialysis 

A: Acidosis (pH <7.1)  

 

E: Electrolytes: Refractory Hyperkalaemia (K > 6.5 mEq/L) 

 

I: Intoxications  

 

O: Overload with fluid refractory to diuresis  

 

U: Uremic pericarditis, uremic encephalopathy 

 

 

 

 

 

 

Q. 15-year-old child develops diarrhoea with severe dehydration and oliguria. On admission Serum 

creatinine is 4 mg/dl with urine osmolality of 700 mosm/kg and urine sodium of 12 meq/L. what is 

the most likely diagnosis? 

a. Pre renal AKI  

b. Post renal AKI  

c. Renal AKI  

d. ATN  
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Q. Electrician is admitted to ER with burn and passage of red color urine. Labs shows increased CK 

MM levels with serum creatinine of 4 mg/dl.  Which of the following will not be seen in this case 

 
a. Hypocalcaemia  

b. Hypokalaemia  

c. Hypophosphatemia  

d. Hypomagnesemia  

 

 

Q. Leading cause of renal failure in multiple myeloma  

a. Hypocalcaemia  

b. Hypercalcemia  

c. Bence jones proteinuria  

d. Urine beta 2 microglobulin  
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Pg. 148 

MCC of post renal AKI 

 

Non oliguric Acute kidney injury is caused by 

1. AIN 

2. Contrast induced nephropathy  

3. Aminoglycosides  

 

Features of tumor lysis syndrome: PUKE Calcium   

 

 

Renal failure after coronary angiography  

Contrast induced nephropathy (iodinated 

contrast)  

Athero-embolic kidney disease  

 

Good prognosis  

KFT returns to normal within 7 days  

IV hydration  

N-acetylcysteine (  

Livedo reticularis  

Rash  

Blue toes  

Urine ________________________ 

 

 

Renal failure after dysentery/ Diarrhoea  

 

 

 

 

Normal sized kidney  

PS: Schistocytes  

Unilateral or Bilateral enlarged kidneys  
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MCC of post renal AKI 
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ECG changes in electrolyte abnormalities seen in kidney disease  

Hyperkalaemia  

 

Hypokalaemia  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 


