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Muscle involved in Grave disease  

 

 

Most specific feature of Grave disease  

 

 

Antibody responsible for grave disease  

 

 

Drug of choice for management of grave disease  

 

 

Drug of choice for management of grave disease in pregnancy T1  
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Disease of Adrenal glands 

Condition  Investigation of choice  
 

ACTH independent 

Cushing syndrome  

 

 

 

Primary 

aldosteronism  
 

 

 

 

 

Pheochromocytoma  24-hour urinary 

  

 
 

Adrenal insufficiency  ACTH stimulation test  
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Common errors  

1.  Best for monitoring of diabetes mellitus 

a. CGM 

b. HbA1c 

c.  Glycated albumin  

d. RBS 

 

2. Not a classic symptom of Diabetes mellitus  

a. Weight loss  

b. Polyuria  

c. Polydipsia  

d. Polyphagia  

 

3. Chromosome involved in pathogenesis of T1DM 

a. 2 

b. 4 

c. 6 

d. 8 
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Common errors in management of DKA  

D                                                                K                                                                A  

 

 

 

 

1st line management in case of shock / Thready pulse/ Crashing Pulse  

 

 

 

 

 

1st line management in case of evidence of dehydration (Tachycardia, low BP)  

 

1. Normal saline or Ringer lactate infusion  

 

2. Check potassium values and hold insulin if potassium is less than 3.3 meq/L  

 

3. Start regular insulin drip after 1 hour @ 0.05-0.1 unit / Kg/ hr  

 

 

 

 

 

Cause of death in DKA  
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Unconscious unresponsive diabetic patient  

  

 

 

   

pH 

 

  

 

 

  

pCO2 

 

  

 

 

  

HCO3  

 

  

 

 

  

Urine ketones 

  

    

RBS  

 

  

 

 

 

  

Any special 

investigation 

ordered  
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Methods of Insulin administration  

 

 

 

 

 

 

 

 

 

Long-acting weekly insulin:  

 

Start insulin if  

1. Asymptomatic t2DM with HbA1c> 10% 

 

2. Symptomatic t2DM with weight loss and HbA1c > 9%  

 

 

3.  

 

 

Somogyi phenomenon (extra amount of bed time insulin)  

Nocturnal  

 

Pre breakfast  

 

Dawn phenomenon (GH peak between 4 am to 7 am)  

Nocturnal  

 

Pre-breakfast  
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Unconscious unresponsive diabetic patient  
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Methods of Insulin administration  

 

 

 

 

 

 

 

 

 

Long-acting weekly insulin:  

 

Start insulin if  

1. Asymptomatic t2DM with HbA1c> 10% 

 

2. Symptomatic t2DM with weight loss and HbA1c > 9%  

 

 

3.  

 

 

Somogyi phenomenon (extra amount of bed time insulin)  

Nocturnal  

 

Pre breakfast  

 

Dawn phenomenon (GH peak between 4 am to 7 am)  

Nocturnal  

 

Pre-breakfast  

 

 

 

Pg. 96 

Basal Bolus regimen 

 

 
 

 

Skin involvement in DM 

MC skin lesion in type 2 DM   

 

MC skin lesion in type 1 DM 

 

MC skin lesion in glucagonoma   

 

Causes of Acanthosis nigricans  
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Methods of Insulin administration  

 

 

 

 

 

 

 

 

 

Long-acting weekly insulin:  

 

Start insulin if  

1. Asymptomatic t2DM with HbA1c> 10% 

 

2. Symptomatic t2DM with weight loss and HbA1c > 9%  

 

 

3.  

 

 

Somogyi phenomenon (extra amount of bed time insulin)  

Nocturnal  

 

Pre breakfast  

 

Dawn phenomenon (GH peak between 4 am to 7 am)  

Nocturnal  

 

Pre-breakfast  
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Basal Bolus regimen 

 

 
 

 

Skin involvement in DM 

MC skin lesion in type 2 DM   

 

MC skin lesion in type 1 DM 

 

MC skin lesion in glucagonoma   

 

Causes of Acanthosis nigricans  
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Pheochromocytoma 

 

Leading catecholamine produced by normal adrenal medulla 

 

 

Leading catecholamine produced by pheochromocytoma 

 

 

Leading catecholamine produced by pheochromocytoma in MEN-2 is 

 

 

Extra adrenal pheochromocytoma is called  

 

 

NF-1 is associated with Pheochromocytoma  

 

 

Clinical Buzz words  

 

It can mimic Anxiety neurosis/ Panic attacks  

 

 

 

Screening test  

 

 

IOC  
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Basal Bolus regimen 

 

 
 

 

Skin involvement in DM 

MC skin lesion in type 2 DM   

 

MC skin lesion in type 1 DM 

 

MC skin lesion in glucagonoma   

 

Causes of Acanthosis nigricans  
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Pheochromocytoma 

 

Leading catecholamine produced by normal adrenal medulla 

 

 

Leading catecholamine produced by pheochromocytoma 

 

 

Leading catecholamine produced by pheochromocytoma in MEN-2 is 

 

 

Extra adrenal pheochromocytoma is called  

 

 

NF-1 is associated with Pheochromocytoma  

 

 

Clinical Buzz words  

 

It can mimic Anxiety neurosis/ Panic attacks  

 

 

 

Screening test  

 

 

IOC  
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Rx of benign pheochromocytoma  

 

 

 

 

 

RX of malignant pheochromocytoma  

 

Use MIBG containing iodine-125 and Chemotherapy  
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Pheochromocytoma 

 

Leading catecholamine produced by normal adrenal medulla 

 

 

Leading catecholamine produced by pheochromocytoma 

 

 

Leading catecholamine produced by pheochromocytoma in MEN-2 is 

 

 

Extra adrenal pheochromocytoma is called  

 

 

NF-1 is associated with Pheochromocytoma  

 

 

Clinical Buzz words  

 

It can mimic Anxiety neurosis/ Panic attacks  

 

 

 

Screening test  

 

 

IOC  
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Rx of benign pheochromocytoma  

 

 

 

 

 

RX of malignant pheochromocytoma  

 

Use MIBG containing iodine-125 and Chemotherapy  
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Cushing Syndrome 

 

Clinical features  

 

Lemon on sticks appearance  

Dorsocervical fat pad  

Purple striae  

Thin skin with increasing bruising  

Hypokalaemic alkalosis  

Hirsutism and oligomenorrhea  

Hyperpigmentation of knuckles and IP joints  

 

Causes 

 

S:  

 

 

O:  

 

 

A:  

 

 

P:  

 

Screening test  

 

IOC  

 

 

Endogenous vs ectopic source  
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Rx of benign pheochromocytoma  

 

 

 

 

 

RX of malignant pheochromocytoma  

 

Use MIBG containing iodine-125 and Chemotherapy  
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Cushing Syndrome 

 

Clinical features  

 

Lemon on sticks appearance  

Dorsocervical fat pad  

Purple striae  

Thin skin with increasing bruising  

Hypokalaemic alkalosis  

Hirsutism and oligomenorrhea  

Hyperpigmentation of knuckles and IP joints  

 

Causes 

 

S:  

 

 

O:  

 

 

A:  

 

 

P:  

 

Screening test  

 

IOC  

 

 

Endogenous vs ectopic source  
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Pg. 99 

Cushing Syndrome 

 

Clinical features  

 

Lemon on sticks appearance  

Dorsocervical fat pad  

Purple striae  

Thin skin with increasing bruising  

Hypokalaemic alkalosis  

Hirsutism and oligomenorrhea  

Hyperpigmentation of knuckles and IP joints  

 

Causes 

 

S:  

 

 

O:  

 

 

A:  

 

 

P:  

 

Screening test  

 

IOC  

 

 

Endogenous vs ectopic source  
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Disorders of Calcium Metabolism  

  

 

DOC for tetany  
 

 

Leading cause of Hypocalcaemia 

 

1. Inadvertent removal of parathyroid gland during total thyroidectomy  

2.   
 

 

DOC for management of surgically induced hypoparathyroidism  

 
 

 Primary  

Hyper PTH  

Secondary  

Hyper PTH  

Hypoparathyroidism  PHP  

Calcium      

 

 

Phosphate      

 

 

 

SAP      
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Disorders of Calcium Metabolism  

  

 

DOC for tetany  
 

 

Leading cause of Hypocalcaemia 

 

1. Inadvertent removal of parathyroid gland during total thyroidectomy  

2.   
 

 

DOC for management of surgically induced hypoparathyroidism  

 
 

 Primary  

Hyper PTH  

Secondary  

Hyper PTH  

Hypoparathyroidism  PHP  

Calcium      

 

 

Phosphate      

 

 

 

SAP      
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Primary hyperparathyroidism 

 

Stones – bones – moans and psychic moans 

 

 

Leading cause of hypercalcemia in hospitalized patients  

 

 

Management of hypercalcaemic crisis  
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Disorders of Calcium Metabolism  

  

 

DOC for tetany  
 

 

Leading cause of Hypocalcaemia 

 

1. Inadvertent removal of parathyroid gland during total thyroidectomy  

2.   
 

 

DOC for management of surgically induced hypoparathyroidism  

 
 

 Primary  

Hyper PTH  

Secondary  

Hyper PTH  

Hypoparathyroidism  PHP  

Calcium      

 

 

Phosphate      

 

 

 

SAP      
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Primary hyperparathyroidism 

 

Stones – bones – moans and psychic moans 

 

 

Leading cause of hypercalcemia in hospitalized patients  

 

 

Management of hypercalcaemic crisis  
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Additional Notes 
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Primary hyperparathyroidism 

 

Stones – bones – moans and psychic moans 

 

 

Leading cause of hypercalcemia in hospitalized patients  

 

 

Management of hypercalcaemic crisis  
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Pg. 107 

Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Additional Notes 
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Pulmonology  

  
ABG analysis Hacks  

pH pCO2  HCO3 Interpretation  
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
 

 

 

Extra mile  

Aldosterone has inverse relation with potassium  

pH has inverse relation with Potassium  
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Additional Notes 
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Pulmonology  

  
ABG analysis Hacks  

pH pCO2  HCO3 Interpretation  
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
 

 

 

Extra mile  

Aldosterone has inverse relation with potassium  

pH has inverse relation with Potassium  

 

 

 

 

 

 

 

 

Pg. 111 

Modified Allen test is done for integrity of palmar arch before doing ABG  

  

 

P02, pCO2 values are by default in mm Hg  

 

 

 

 

How to interpret in 30 seconds  

  

 

 

 

 

 

  

pH  7.2 

 

7.22 7.36  

pCO2 60 

  

58  50  

HCO3 26 

  

28  32  
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Pulmonology  

  
ABG analysis Hacks  

pH pCO2  HCO3 Interpretation  
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
   

 
 

 

 

 
 

 

 

Extra mile  

Aldosterone has inverse relation with potassium  

pH has inverse relation with Potassium  
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Modified Allen test is done for integrity of palmar arch before doing ABG  

  

 

P02, pCO2 values are by default in mm Hg  

 

 

 

 

How to interpret in 30 seconds  

  

 

 

 

 

 

  

pH  7.2 

 

7.22 7.36  

pCO2 60 

  

58  50  

HCO3 26 

  

28  32  
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Scenario 1:  

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 25  

 

 
 

HCO3 10  

 

 
 

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg  

 

Optional for FMGE  

Scenario 1.1   

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 

 
 

30  

 

 
 

HCO3 10  

 
 

Hypoventilation causing decreased CO2 washout  

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg and actual PCO2=   

 

 

 

 

 

 



 

Pg. 111 

Modified Allen test is done for integrity of palmar arch before doing ABG  

  

 

P02, pCO2 values are by default in mm Hg  

 

 

 

 

How to interpret in 30 seconds  

  

 

 

 

 

 

  

pH  7.2 

 

7.22 7.36  

pCO2 60 

  

58  50  

HCO3 26 

  

28  32  
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Scenario 1:  

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 25  

 

 
 

HCO3 10  

 

 
 

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg  

 

Optional for FMGE  

Scenario 1.1   

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 

 
 

30  

 

 
 

HCO3 10  

 
 

Hypoventilation causing decreased CO2 washout  

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg and actual PCO2=   

 

 

 

 

 

 

 

Pg. 113 

Scenario 1.2  

 

Parameters  Values  Interpretation  
 

pH 7.1 

 

 

 
 

 

PC02 16  

 

 

 

 
 

HCO3 6  

 

 

 

 
 

pO2  90 
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Scenario 1:  

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 25  

 

 
 

HCO3 10  

 

 
 

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg  

 

Optional for FMGE  

Scenario 1.1   

Parameters  Values  Interpretation  

pH 7.25  

 

 
 

 

PC02 

 
 

30  

 

 
 

HCO3 10  

 
 

Hypoventilation causing decreased CO2 washout  

 

Expected PCO2= HCO3 plus 15 = 10 + 15 = 25 mm Hg and actual PCO2=   
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Scenario 1.2  

 

Parameters  Values  Interpretation  
 

pH 7.1 

 

 

 
 

 

PC02 16  

 

 

 

 
 

HCO3 6  

 

 

 

 
 

pO2  90 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 114 

Scenario 2: Acute exacerbation of chronic bronchitis  

Parameters  Values  Interpretation  
 

pH 7.2 

 

 
 

 

PC02 60 

 

 

 
 

HCO3 28  

 

 

 
 

pO2 90  

 

 
 

 

Management = 
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Scenario 1.2  

 

Parameters  Values  Interpretation  
 

pH 7.1 

 

 

 
 

 

PC02 16  

 

 

 

 
 

HCO3 6  

 

 

 

 
 

pO2  90 
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Scenario 2: Acute exacerbation of chronic bronchitis  

Parameters  Values  Interpretation  
 

pH 7.2 

 

 
 

 

PC02 60 

 

 

 
 

HCO3 28  

 

 

 
 

pO2 90  

 

 
 

 

Management = 
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Scenario 3: COVID Moderate/ Severe case  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

PC02 30 

 

 
 

HCO3 20 

 

 

 
 

 

 

 

Scenario 4: Chronic Vomiting in case of CHPS neonate  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

 

 

 

 

 

 

 
 

PC02 45 

 

 

 
 

HCO3 30  
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Scenario 2: Acute exacerbation of chronic bronchitis  

Parameters  Values  Interpretation  
 

pH 7.2 

 

 
 

 

PC02 60 

 

 

 
 

HCO3 28  

 

 

 
 

pO2 90  

 

 
 

 

Management = 
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Scenario 3: COVID Moderate/ Severe case  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

PC02 30 

 

 
 

HCO3 20 

 

 

 
 

 

 

 

Scenario 4: Chronic Vomiting in case of CHPS neonate  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

 

 

 

 

 

 

 
 

PC02 45 

 

 

 
 

HCO3 30  
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Optional for FMG 

Scenario 5  

CKD patient with multiple episodes of vomiting  

Parameters  Values  Interpretation  
 

pH 7.4 

 
 

 

PC02 40 

 

 
 

HCO3 24  

 
 

Na  

Chloride  

130  

80  
 

 

 

Must know facts  

 

Fluid of choice for metabolic alkalosis  

 

 

Side of Excess normal saline is  

 

 

Fluid of choice for Metabolic acidosis  

 

 

Best for management of Acute exacerbation of chronic bronchitis  

 

 

Best for management of Respiratory alkalosis  
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Scenario 3: COVID Moderate/ Severe case  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

PC02 30 

 

 
 

HCO3 20 

 

 

 
 

 

 

 

Scenario 4: Chronic Vomiting in case of CHPS neonate  

Parameters  Values  Interpretation  

pH 7.5 

 

 
 

 

 

 

 

 

 

 

 
 

PC02 45 

 

 

 
 

HCO3 30  
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Optional for FMG 

Scenario 5  

CKD patient with multiple episodes of vomiting  

Parameters  Values  Interpretation  
 

pH 7.4 

 
 

 

PC02 40 

 

 
 

HCO3 24  

 
 

Na  

Chloride  

130  

80  
 

 

 

Must know facts  

 

Fluid of choice for metabolic alkalosis  

 

 

Side of Excess normal saline is  

 

 

Fluid of choice for Metabolic acidosis  

 

 

Best for management of Acute exacerbation of chronic bronchitis  

 

 

Best for management of Respiratory alkalosis  
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Pneumothorax                                                                                     

  
 

When to say Tension Pneumothorax 

 

Key words 

 

- Hypotension  

-Mediastinal shift/ Apex beat displaced away  

-Elevated JVP  

 

- Absent air entry  

- Absent Breath sounds 

- Hyper-resonant percussion note  
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Optional for FMG 

Scenario 5  

CKD patient with multiple episodes of vomiting  

Parameters  Values  Interpretation  
 

pH 7.4 

 
 

 

PC02 40 

 

 
 

HCO3 24  

 
 

Na  

Chloride  

130  

80  
 

 

 

Must know facts  

 

Fluid of choice for metabolic alkalosis  

 

 

Side of Excess normal saline is  

 

 

Fluid of choice for Metabolic acidosis  

 

 

Best for management of Acute exacerbation of chronic bronchitis  

 

 

Best for management of Respiratory alkalosis  
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Pneumothorax                                                                                     

  
 

When to say Tension Pneumothorax 

 

Key words 

 

- Hypotension  

-Mediastinal shift/ Apex beat displaced away  

-Elevated JVP  

 

- Absent air entry  

- Absent Breath sounds 

- Hyper-resonant percussion note  

 

 

 

 

 

 

 

 

 

 

 

 

 

Pg. 118 

 

First line intervention  

  

 
 

Air collection chamber should exhibit intermittent bubbling  

-Continuous bubbling in air collection chamber indicates 

 

 

-Intermittent bubbling stops  

 

 

 

 

 

Hemothorax  

When to inform surgeon  

1. Drain amount > ________ per hour for _______ hours  

 

2. Drain amount > _______________single reading  
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Pneumothorax                                                                                     

  
 

When to say Tension Pneumothorax 

 

Key words 

 

- Hypotension  

-Mediastinal shift/ Apex beat displaced away  

-Elevated JVP  

 

- Absent air entry  

- Absent Breath sounds 

- Hyper-resonant percussion note  
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First line intervention  

  

 
 

Air collection chamber should exhibit intermittent bubbling  

-Continuous bubbling in air collection chamber indicates 

 

 

-Intermittent bubbling stops  

 

 

 

 

 

Hemothorax  

When to inform surgeon  

1. Drain amount > ________ per hour for _______ hours  

 

2. Drain amount > _______________single reading  

 

 
 

 

  

 

Pg. 119 

Pleural effusion  

 
 

 

 
 
Site for thoracocentesis  

 

 
 

 

Maximum amount removed per sitting  

 

 

Site from perspective of avoiding injury to Neurovascular bundle  
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First line intervention  

  

 
 

Air collection chamber should exhibit intermittent bubbling  

-Continuous bubbling in air collection chamber indicates 

 

 

-Intermittent bubbling stops  

 

 

 

 

 

Hemothorax  

When to inform surgeon  

1. Drain amount > ________ per hour for _______ hours  

 

2. Drain amount > _______________single reading  
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Pleural effusion  

 
 

 

 
 
Site for thoracocentesis  

 

 
 

 

Maximum amount removed per sitting  

 

 

Site from perspective of avoiding injury to Neurovascular bundle  

 

 

 

 

 

 

 

 

Pg. 120 

Above the upper border of lower rib  

 

Lights criteria  

 

Transudative:  CHAP: CHF, Hypoalbuminemia, Ascites and peritoneal dialysis  

 

PF protein 

  

PF LDH   

 

PF Adenosine deaminase levels elevated are seen in  

 

 

Right sided pleural effusion is seen in  

 

 

Bloody pleural effusion is seen in  

 

 

Low sugar with cholesterol crystals are seen in  

 

 

Low sugar in Pleural fluid  
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Pleural effusion  

 
 

 

 
 
Site for thoracocentesis  

 

 
 

 

Maximum amount removed per sitting  

 

 

Site from perspective of avoiding injury to Neurovascular bundle  
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Above the upper border of lower rib  

 

Lights criteria  

 

Transudative:  CHAP: CHF, Hypoalbuminemia, Ascites and peritoneal dialysis  

 

PF protein 

  

PF LDH   

 

PF Adenosine deaminase levels elevated are seen in  

 

 

Right sided pleural effusion is seen in  

 

 

Bloody pleural effusion is seen in  

 

 

Low sugar with cholesterol crystals are seen in  

 

 

Low sugar in Pleural fluid  
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Pneumonia                                                                                                                                        

 
Most reliable auscultatory finding of lobar pneumonia  

 

Organism that can cause both typical and atypical pneumonia  
 
CAP  

 

 

VAP  

 

 

Leading cause in children with Cystic Fibrosis/ Mucoviscidosis ( F508 mutation, del 

phenylalanine, Chromosome ___)  

< 10 years  

 

>10 years  

 

 
 
CURB 65 Score or CRB-65 score  
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Above the upper border of lower rib  

 

Lights criteria  

 

Transudative:  CHAP: CHF, Hypoalbuminemia, Ascites and peritoneal dialysis  

 

PF protein 

  

PF LDH   

 

PF Adenosine deaminase levels elevated are seen in  

 

 

Right sided pleural effusion is seen in  

 

 

Bloody pleural effusion is seen in  

 

 

Low sugar with cholesterol crystals are seen in  

 

 

Low sugar in Pleural fluid  
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Pneumonia                                                                                                                                        

 
Most reliable auscultatory finding of lobar pneumonia  

 

Organism that can cause both typical and atypical pneumonia  
 
CAP  

 

 

VAP  

 

 

Leading cause in children with Cystic Fibrosis/ Mucoviscidosis ( F508 mutation, del 

phenylalanine, Chromosome ___)  

< 10 years  

 

>10 years  

 

 
 
CURB 65 Score or CRB-65 score  
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RX:  

 

Outpatients  

 

 

 

 

 

 

 

 

Inpatient / ICU  

 

IV  

 

 

 

 

 

 

Add coverage for S. Aureus  

 

 

 

Add coverage for Pseudomonas Aeruginosa  

 

 

 

 

 
 

 

 

 



 

Pg. 121 

Pneumonia                                                                                                                                        

 
Most reliable auscultatory finding of lobar pneumonia  

 

Organism that can cause both typical and atypical pneumonia  
 
CAP  

 

 

VAP  

 

 

Leading cause in children with Cystic Fibrosis/ Mucoviscidosis ( F508 mutation, del 

phenylalanine, Chromosome ___)  

< 10 years  

 

>10 years  

 

 
 
CURB 65 Score or CRB-65 score  

 

 
 

 

 
 

 

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  

 

 

 

 


