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Surgery 27 Questions (274 to 300)

SURGERY

General Surgery

1) Which is a Non absorbable suture

a. Polypopyelene 

b. Polyglyconate

c. Polyglycolic acid

d. Polydioxanone 

Answer
a. Polypropyelene
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Non -Absorbable sutures
1. Silk

2. Linen

3. Surgical steel

4. Nylon

5. Polyester

6. Polybutester

7. polypropylene

Absorbable sutures
1. Catgut - Plain

2. Catgut – chromic

3. polyglactin

4. polyglyconate

5. polyglycolic acid

6. polydioxanone

7. polyglycaprone

Explanation
Self Explanatory

Head & Neck 

2) Abe Estalander Flap is used for

a. Lip

b. Tongue 

c. Eyelid

d. Ears

Answer
a. Lips
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Sabiston 15th Edition Chapter 40
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Abbe-Estlander operation is the grafting of a flap of tissue from one lip of the oral cavity to the other lip to correct a defect using a pedicle with an arterial supply

Explanation

Self Explanatory

Comments

· Abbe, Robert (1851-1928), American surgeon. Abbe is known for his pioneer work in the use of radium to treat cancer, for the use of X-rays to detect kidney stones, and for the use of catgut rings to support the intestines during operations for intestinal anastomosis. One of the foremost surgeons of his day, he specialized in plastic surgery for a time.

· Estlander, Jakob August (1831-1881), Finnish surgeon. In 1879 Estlander published an article recommending that chronic empyema be treated by resecting one or more ribs in order to allow obliteration of the cavity.

Tips
· The lip is the most common site of cancer in the oral cavity. The vast majority occur on the lower lip in males with a history of smoking and prolonged sun exposure. Primary lesions are usually treated by V-shaped surgical excision and primary closure after repair of the orbicularis muscle. Up to one third of the lower lip can be resected and closed primarily. Larger lesions can be closed with a staged lip switch, which transfers upper lip tissue pedicled on the labial artery by the Abbe technique. This procedure preserves the oral commissure and can close up to two thirds of the lower lip. Lesions of the oral commissure can be treated with radiation therapy to reduce morbidity. Lymph node metastases are uncommon, and elective node dissection is not indicated.

3) Which is not a landmark for facial nerve during surgery

a. Digastric muscle
b. Inferior belly of Omohyoid 

c. Tragus

d. Tracing from a branch of facial nerve / Retrograde dissection of peripheral branch
Answer
b. Inferior belly of Omohyoid 
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Surgical short cases Das 2nd Edition : Page 197
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The parotid gland is classically divided into superficial and deep lobes separated by the facial nerve. In fact, there is no anatomic separation between these two areas. The facial nerve branches must be identified before attempting to remove the parotid. The main trunk can be seen exiting the stylomastoid foramen just medial to the insertion of the posterior belly of the digastric muscle. The nerve branches are traced distally until the superficial portion of the gland is removed.

Explanation

The landmarks are 

1. Inferior portion of the cartilaginous canal – Conley’s pointer

2. Upper border of posterior belly of digastric

Inferior Belly is not in the immediate vicinity to be used as a landmark
Comments

However please note that in most of the books, the nerve is traced from the trunk to the branches. (and not retrograde as given in the choice). Since Inferior belly of omohyoid is given as one of the choices we have taken that as the answer

In future, if the other 3 choices are very clear, then perhaps we have to consider “retrograde dissection”

Tips

Facial nerve injury occurs in up to 10% of parotidectomies, usually to the frontal or mandibular branches. Temporary paresis may occur from traction or ligation of a branch of the stylomastoid artery adjacent to the nerve trunk. Pain or numbness of the anterior ear can result from greater auricular nerve injury. Frey's syndrome or gustatory sweating is a not uncommon complication of parotidectomy. Sweating in the preauricular area during eating results from abnormal regeneration of auriculotemporal nerve fibers to the sweat glands of the skin.

4) Alcoholic and chronic smoker with swollen tongue and atrophy of papillae in a Tongue. Hemoglobin 11.5g%, PCV 35% MCV 100, What is the next appropriate step

a. Surgical biopsy of tongue 
b. Evaluate thiamine levels.  

c. Rule of B12 Deficiency

d. Fluconazole

Answer

c. Rule out B12 deficiency
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Chronic alcoholics (regardless of the presence of liver disease) are highly prone to develop megaloblastic anemia due to folate deficiency, as well as sideroblastic anemia.
Explanation

MCV of 100 points towards Macrocytic Anemia. So the first option would be to rule out a B12 deficiency before giving an antifungal or undertaking surgery.
This patient would of course be suffering from Thiamine deficiency, but manifestation of Thiamine deficiency are different
Comments

GEOGRAPHIC TONGUE is also called as "benign migratory glossitis" This benign idiopathic condition affects the dorsal tongue of about 2% of the population. It is characterized by well-defined areas of atrophied filiform papillae bordered by arcs of normal or hyperplastic filiform papillae and by changes in the location of these lesions over time. Treatment is usually not necessary.

5) Complications of Hemithyroidectomy are all except
a. Hypocalcemia 

b. Wound hematoma 

c. Recurrent laryngeal nerve palsy 

d. External branch of superior laryngeal nerve palsy 

Answer

a. Hypocalcemia
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The common complications of Hemithyroidectomy are

1. Hemorrhage

2. Resp Obs

3. RLN Palsy

4. Thyropid insuffiice

5. Thyroid crisis

6. Wound infection

7. Hyperplastic or keloid scar

8. Stictch granuloma

Explanation

Hypocalcemia is a common complication because of lesion / removal to Parathyroids.

It is common in Total as well as Subtotal thyroidectomy, but is a very rare complication in Hemithyroidectomy

Comments

Hemithyroidectomy involves surgical excision of one lobe + Isthmus and in such cases there is very little chance for injury to the 2 parathyroids present in the contralateral side

6) Most common histological type of Thyroid carcinoma is

a. Medullary type

b. Follicular type

c. Papillary Type

d. Anaplastic Type

Answer

c. Papillary type. 
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The morphologic variants of Thyroid Carcinoma and their appropriate frequencies are as follows

· Papillary Carcinoma
75 to 85 %

· Follicular Carcinoma
10 to 20 %

· Medullary Carcinoma
5 %

· Anaplastic Carcinoma
Rare

Explanation

Self Explanatory

Comments

The cause of thyroid carcinoma has not been established, although recent advances in molecular genetics have improved understanding in this area. In papillary carcinoma, two dominantly acting fusion oncogenes have been identified on chromosomes 10q11-q12 and 1q32-q41. The RET/D10S170 fusion gene is specific for papillary carcinoma and is believed to represent a primary event in the pathogenesis of this tumor. Activation of the RET oncogene has been observed in 19% of papillary thyroid carcinomas, and it is likely that other oncogenes are involved in the remaining cancers. In fact, increased expression of other oncogenes such as c-myc, c-fos, c-ras, and c-erb B2/neu has been reported in papillary thyroid carcinomas. 

Tips

The development of follicular thyroid carcinoma appears to involve multiple stages in which an activated ras gene mutation is involved in the progression from a normal follicular epithelial cell to a follicular adenoma. Inactivation of a tumor-suppressor gene on 3p then facilitates the progression of the follicular adenoma to follicular carcinoma

Question

7) Which of the following is more appropriately termed as Penetrating Neck Injury

a. 2 cm deep 
b. Injury to vital structure 
c. Breach of Platysma 
d. Through and through wound
Answer
c. Breach of Platysma
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The other major anatomic landmark in the neck is the platysma muscle. This thin, broad muscle lies just beneath the skin and covers the entire anterior triangle and anteroinferior aspect of the posterior triangle. Wounds that fail to penetrate the platysma are considered superficial and do not warrant extensive evaluation. Wounds that do penetrate the platysma mandate hospital admission and further evaluation.

Explanation
Exploration is advised for all wounds breaching platysma

Comments

Although the neck is a unique trauma organ, with multiple vital structures concentrated in a small anatomic area, it is generally unprotected by bone or dense muscular covering. Whereas most significant neck injuries result from penetrating trauma, blunt neck trauma does occur and can be particularly difficult to manage because it often involves the airway, the first priority in trauma care. In addition, major blood vessel injury of the neck can result from cervical spine hyperextension, even in the absence of bony injury. 

Tips

Although the frequency of neck trauma is small (5% to 10% of all injuries), the consequences of this type of injury are great. Fatality rates for penetrating neck trauma range from 1% to 2% for stab wounds, 5% to 12% for gunshot wounds, and up to 50% for rifle or shotgun blasts. It is estimated that one half of these deaths are preventable with appropriate early care. 

Chest 

8)  25 yr female complaints of discharge of blood from single duct in breast. The most appropriate treatment  is
a. Radical duct excision 
b. Microchodotomy 
c. Radical mastectomy 

d. Biopsy to rule out carcinoma
Answer

d. Biopsy to rule out carcinoma. 
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The most common cause of spontaneous nipple discharge from a single duct is a solitary intraductal papilloma in one of the large subareolar ducts directly under the nipple. Fibrocystic change, or cystic mastopathy, typically produces multiple-duct discharge and is another commonly associated finding. Subareolar duct ectasia, producing inflammation and dilatation of large collecting ducts under the nipple, is a common finding in the aging breast and usually produces multiple-duct discharge. In summary, nipple discharge that is bilateral and comes from multiple ducts is usually not a surgical problem. Discharge from single ducts is not commonly associated with carcinoma in the absence of detectable blood or a palpable mass. 
Explanation

Bloody discharge from a single duct requires surgical biopsy to establish diagnosis. 
Comments

Intraductal papilloma is found in the majority of cases. If an occult cancer is found, it invariably is an early intraductal lesion.
9) Decision regarding surgery in a case of hemothorax / blunt thorax trauma is taken based on
a. Chest symptoms
b. Hemodynamic Status

c. Nature of Chest tube discharge / output
d. X Ray findings
Answer
b. Hemodynamic Status
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The life-threatening injuries incurred in penetrating trauma are distinctly different from those of blunt injuries. Penetrating thoracic injuries (e.g., stab wounds, gunshot wounds, and impalement on a foreign body) primarily injure the peripheral lung, producing both a hemothorax and pneumothorax. More than 80% of all penetrating chest wounds cause a hemothorax, and nearly all cause a pneumothorax. Penetrating injuries that enter or traverse the mediastinum must also be evaluated for potential cardiac, great vessel, or esophageal injury.
Explanation

Hemodynamically unstable patients with mediastinal entering or traversing wounds should be considered to have exsanguinating thoracic hemorrhage, pericardial tamponade, or tension pneumothorax. Preparation for immediate thoracotomy is indicated.
10) What is the probably diagnosis for a cyst in a child which is located at and associated with Vertebral Defects

a. Myelocele

b. Bronchogenic Cyst

c. Neurenteric Cyst
d. Neuroblastoma

Answer
c. Neurenteric Cyst
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Sabiston 15th Edition Chapter 41
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Diastematomyelia is a condition in which the spinal cord is split in a sagittal plane into two hemicords that may or may not be symmetrical. Diastematomyelia is most common in females and is usually heralded by a hairy patch overlying the site of the cleft. Recent studies support the concept that these malformations are caused by disorders of gastrulation. 
Pang has classified these lesions as split cord malformation (SCM) Types I and II.
· Type I SCM is the classic diastematomyelia, with a bony septum lying between two hemicords, each in its own dural sac. 
· Type II malformations consist of two hemicords in a single dural sac, with a thin sagittal fibrous septum. These malformations may be caused by splitting of the notochord, either by duplication or by persistence of the neurenteric canal, which effectively causes a localized split of the notochord. The development of mesenchymal elements between the two hemicords determines the type of SCM that forms. A thick mesenchymal tract could give rise to a bony septum and meninges, whereas a thin tract may form only a thin fibrous septum.

Explanation

A neurenteric cyst may also be caused by persistence of the neurenteric canal and is often associated with an SCM. This rare lesion is most often seen as only a partial fistula and is most common in the cervicothoracic region of the spinal cord. 
Meningoceles and Myeloceles are thought to be caused by postneurulation disorders involving cutaneous ectoderm and mesenchyma, since the neural tube is normally formed beneath the cutaneous and mesenchymal defect, which contains CSF. The defect will be posterior to the vertebral column.
Comments

11) Most common posterior mediastinal tumour is 

a. Neurofibroma 
b. Teratoma 

c. Lymphoma 

d. Bronchogenic Cyst

Answer

Neurofibroma
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Mediastinal masses are most frequently located in the anterosuperior mediastinum (54%), with the posterior (26%) and middle mediastinum (20%) being less frequently involved. Many of the mediastinal lesions occur in characteristic sites within the mediastinum. 
Explanation

Posterior mediastinal lesions are usually neurogenic tumors (52%), bronchogenic cysts (22%), and enteric cysts (7%). Middle mediastinal masses are usually pericardial cysts (35%), lymphomas (21%), and bronchogenic cysts (15%). 
Comments

Because of the characteristic location of many mediastinal masses, the site of the mass establishes a useful differential diagnosis that aids in planning the diagnostic evaluation and possible operative procedure. In addition, the location of the mass explains some of the typical symptoms related to a mediastinal mass because of compression or invasion of adjacent mediastinal structures. Anterosuperior mediastinal masses are most likely to produce the superior vena caval syndrome; middle mediastinal masses are most likely to cause tamponade; and posterior mediastinal masses are most likely to cause spinal cord compression syndromes. The common symptoms related to mechanical involvement with mediastinal structures are listed in
Tips

	Anatomic Location of Primary Tumors and Cysts of the Mediastinum

	   Type of Tumor or Cyst
	 Percentage

	  Anterosuperior Mediastinum
	 

	  Thymic neoplasms
	  31%

	  Lymphomas
	  23%

	  Germ cell tumors
	  17%

	    Benign
	    9%

	    Malignant
	    8%

	  Carcinoma
	  13%

	  Cysts
	    6%

	  Mesenchymal
	    4%

	  Endocrine
	    5%

	  Other
	    1%

	  Middle Mediastinum
	 

	  Cysts
	  61%

	  Lymphomas
	  20%

	  Mesenchymal
	    8%

	  Carcinoma
	    6%

	  Other
	    5%

	  Posterior Mediastinum 
	 

	  Neurogenic
	  52%

	    Benign
	  40%

	    Malignant
	  12%

	  Cysts
	  32%

	  Mesenchymal
	  10%

	  Endocrine
	    2%

	  Other
	    4%


Abdomen

12) A 45 yr female presents with symptoms of acute Cholecystitis . On USG, there is a solitary gall stone 1.5 cm. Symptoms are controlled with medical management. Which of the following is more appropriate

a. Regular follow up 

b. IV antibiotics 
c. Laparoscopy cholecystectomy immediately

d. Open cholecystectomy even if she is asymptomatic after 2 months 

Answer
a. Regular followup
Reference:
Sabiston 15th Edition Chapter 34
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Acute cholecystitis is a chemical or bacterial inflammation of the gallbladder that may cause severe peritonitis and death unless proper treatment is instituted. In about 95% of cases, gallstones are present in the gallbladder (calculous cholecystitis), and in about 5% they are not (acalculous cholecystitis).
Explanation
a. Regular follow up is of course needed
b. IV antibiotics are not needed as a routine after the symptoms have subsided

c. Laparoscopy cholecystectomy need not be done immediately

d. Laparoscopy cholecystectomy and not Open cholecystectomy is done even if she is asymptomatic after 2 months 

Comments
· The definitive treatment of acute cholecystitis is cholecystectomy. Studies have also shown that length of hospital stay is shorter, and return to productivity is sooner, when early cholecystectomy is done.

· Laparoscopic cholecystectomy is the preferred operation for calculous cholecystitis. 
· Conversion to open cholecystectomy is indicated 
· when the laparoscopic procedure cannot be completed safely or when bleeding or a bile leak cannot be stopped without risking injury to important structures. 
· in the rare patient who has a fistula from the gallbladder into the bile duct or intestine and in some patients who have perforation and an abscess in the right upper quadrant.

13) Appropriate Management for a flatulent dyspepsia in otherwise normal female is

a. Immediate laparoscopic cholecystectomy 
b. Laparotomy after 1/2 months 
c. Wait till onset of biliary colic 
d. Endoscopic Retrograde Cholangiopancreatography
Answer

c. Wait till onset of biliary colic
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Patients with gallstones may complain of intolerance to fatty foods, flatulence, bloating, belching, pyrosis, and vague upper abdominal sensations. The best evidence suggests that these symptoms alone probably are not due to chronic cholecystitis or cholelithiasis. 
Explanation

The cardinal symptom of chronic cholecystitis and cholelithiasis is pain. Hence is it prudent to wait till the diagnosis is confirmed
Comments
Physical findings are present only during an attack. They include right upper quadrant or epigastric tenderness to palpation and voluntary muscle guarding, but signs of peritonitis are absent. The gallbladder is not palpable. The temperature is normal. Jaundice is not a feature of cholelithiasis or chronic cholecystitis unless common duct obstruction is also present. The blood tests are unremarkable; specifically, the white blood cell count and the differential counts are normal.

14) A Male patient with history of alcohol addiction present with history of pancreatitis. Evaluation reveals multiple stones in the tail of pancreas. Which is a more appropriate management.

a. Remove tail of Pancreas

b. pancreaticojejunostomy,
c. Percutaneous removal of stone.

d. Symptomatic Management
Answer
b. Pancreaticojejunostomy,
Reference:
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Presence of Stone indicated Chronic pancreatitis is a clinical entity that includes recurrent or persistent abdominal pain and evidence of exocrine and endocrine pancreatic insufficiency. 39 It is marked pathologically by irreversible parenchymal destruction of pancreatic tissue.
Chronic pancreatitis is associated with alcohol abuse, hyperparathyroidism, cystic fibrosis, congenital anomalies of the pancreatic duct such as pancreas divisum, and pancreatic trauma. The most common cause of chronic pancreatitis in industrialized countries is alcohol abuse.
Surgical treatment of chronic pancreatitis can be broadly categorized into three groups: ampullary procedures, ductal drainage procedures, and ablative procedures.
Explanation
· Ductal Drainage Procedures. A ductal drainage procedure intended to decompress the pancreatic duct in a retrograde manner was described by Duval in 1954. This procedure involved a limited distal pancreatectomy and an end-to-end pancreaticojejunostomy. It was used as treatment to relieve proximal pancreatic duct obstruction. Although this procedure was successful in selected patients, the enthusiasm for caudal pancreaticojejunostomy diminished as failures of the operation were reported and as knowledge of pancreatic ductal pathology revealed more widespread ductal disease.

· In 1958, Peustow and Gillesby described the side-to-side pancreaticojejunostomy, a procedure subsequently modified by Partington and Rochelle. This procedure is now more widely used than the caudal pancreaticojejunostomy, and it has been evaluated in many large clinical series with success rates of 60% to 90%. It is theoretically more appealing than the caudal pancreaticojejunostomy because it decompresses nearly the entire pancreatic duct. Determinants of success for the side-to-side pancreaticojejunostomy include a pancreatic duct greater than 1 cm. in diameter, the presence of pancreatic calcifications, and a pancreatic-jejunal anastomosis longer than 6 cm. Currently, side-to-side pancreaticojejunostomy is the most commonly applied pancreatic ductal drainage procedure, and it is recommended in patients with a dilated pancreatic duct in need of operative therapy for chronic pancreatitis. Ductal drainage does not improve established pancreatic exocrine or endocrine dysfunction, although it may delay the rate of progressive functional impairment in patients with early disease.

· Ablative Procedures. The operative treatment of chronic pancreatitis by surgical resection of the pancreas is associated with variable success and the potential for postoperative complications
Comments
Three areas are encompassed in the nonoperative management of chronic pancreatitis: control of abdominal pain, treatment of endocrine insufficiency, and treatment of exocrine insufficiency.

15) A male patient presents with injury to Duodenum, head of pancreas and Common bile duct. There is a stricture in distal bile duct. What is the least appropriate line of management

a. Roux-en-Y anastomosis
b. Whipple's operation 

c. Lateral tube duodenostomy 
d. Retrograde jejunostomy
Answer

b. Whipple’s Operation

Reference:

Sabiston 15th Edition Chapter 17
QTDF
Most Books

Quality

Reader

Status

Repeat

Discussion
Débridement or segmental resection and primary anastomosis may be attempted in all but the second portion of the duodenum for wounds that involve the near-total circumference. An alternative is a Roux-en-Y jejunal limb anastomosis to the duodenal injury. 
Explanation

Pancreaticoduodenectomy is rarely required for duodenal injuries unless uncontrollable pancreatic hemorrhage or combined duodenal, ampullary, and/or intrapancreatic bile duct injuries are present.

Comments
Protection of a tenuous duodenal repair may be aided by the diversion of gastric contents. This is accomplished by a Vaughn pyloric exclusion and gastrojejunostomy, having generally replaced the more complete and anatomically disruptive duodenal diverticulization advocated by Berne. An alternative to gastric diversion is either lateral tube duodenostomy or duodenal drainage via a retrograde jejunostomy.

16) Most preferred route for supplementary nutrition in a case of acute pancreatitis is .. 

a. Parenteral 

b. Gastrostomy 

c. Feeding Jejunostomy 

d. Oral
Answer

c. Feeding Jejunostomy
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Placement of a feeding jejunostomy (needle catheter or small feeding tube) at time of laparotomy for pancreatic trauma is often useful in supplying enteral nutrients in the early postoperative period. The low-fat, higher-pH elemental feeding formulas appear to cause less pancreatic stimulation than standard enteral formulas, and should be tried before committing the patient to total parenteral nutrition.
Explanation

Self Explanatory

Comments

Prolonged inanition is inevitably encountered in patients sustaining severe gastrointestinal injuries as a result of caustic ingestion, and either total parenteral nutrition or placement of a feeding jejunostomy has been important in successful management
17) A male patient with blunt Trauma of Chest & Abdomen is hemodynamically stable. What is the next line of management

a. Observation 

b. Further imaging of upper abdomen 

c. Exploratory Laparotomy

d. Laprascopy 
Answer
b. Further Imaging of Upper Abdomen
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The abdomen is the third most commonly injured body region, with injuries requiring operation occurring in about 20% of civilian trauma victims. Abdominal injuries can be particularly challenging, because it is often difficult to assess intra-abdominal pathology in the multiple-injured victim. Blunt trauma continues to be the most common mechanism of injury to the abdomen. This is in part related to the consequences of motor vehicle accidents, although falls, assaults, and industrial accidents contribute significantly. In children, automobile and pedestrian accidents, recreational activities (e.g., bicycling and falls), and child abuse are the leading causes of abdominal injury.
Explanation

In the awake, alert, responsive patient with isolated abdominal injury, the physical examination and history are quite accurate in predicting the presence of significant visceral injury. For this reason, additional laboratory, x-ray examination, and invasive procedures have a limited role as adjuncts to the physical examination in the patient with isolated abdominal injuries. However, in the multiple-injured patient with impaired ability to recognize abdominal pain, or hypotension not attributable to other injuries, additional diagnostic modalities may be of significant benefit. 
· Diagnostic peritoneal lavage (DPL) 
· CT
· Despite initial enthusiasm, diagnostic laparoscopy has shown a limited role in these patients. 
· MRI has not proven useful in the initial evaluation of abdominal trauma.

Comments
In the early 1960s, needle pericentesis was incorporated as a method of determining intraperitoneal hemorrhage in comatose patients. When positive, the test was highly predictive of significant intra-abdominal injury. Unfortunately, most of the early studies demonstrated a false-negative rate averaging 9.4% but ranging as high as 36% to 40%. Accordingly, in 1965 Root and associates attempted to improve these results by adding an infusion of 1 liter of normal saline to the technique of paracentesis, then retrieving and sampling the lavage effluent. They called this technique diagnostic peritoneal lavage. 
In Powell's review of 31 collected series involving 10,358 patients in whom DPL was used to evaluate blunt trauma to the abdomen, the false-positive and false-negative rates were 1.4% and 1.3%, respectively. 102 Many other large reviews have confirmed an overall sensitivity of 95%, specificity of 98% to 99%, and accuracy of 97% for this technique. 
As a result, DPL remains the mainstay for diagnosis of intraperitoneal hemorrhage in unstable patients and those with penetrating abdominal trauma. An additional indication for its use is the patient in whom sequential abdominal examinations will be impossible (e.g., a patient undergoing extensive operative procedures such as multiple fracture fixations). In circumstances such as that, peritoneal lavage may be helpful in ruling out the possibility of intraperitoneal injury. The technical complication rate should be less than 2%.
18) When Splenectomy is done for ITP, platelet infusion given at.. 

a. 2 hours before surgery

b. After incision 

c. Immediately after ligating splenic vein 

d. Immediately after removal of spleen 

Answer
??
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· Immune thrombocytopenic purpura (ITP, previously called idiopathic thrombocytopenic purpura) is a syndrome characterized by a persistently low platelet count. The thrombocytopenia is caused by a circulating antiplatelet factor that causes platelet destruction by the reticuloendothelial system. In most patients, the antiplatelet factor is an immunoglobulin (IgG) antibody directed toward a platelet-associated antigen. Circulating immune complexes may have a causal role in some cases, but their precise role is unclear. Proof of autoimmunity is lacking
· A patient having active bleeding should remain at bed rest and have specific therapy instituted. Platelet transfusions provide immediate benefit and should be administered as needed to control bleeding. Although transfused platelets rapidly become coated with antibody and destroyed and provide only transient benefit, they afford protection against life-threatening bleeding. 26,  31 High-dose intravenous gamma-globulin is also useful but requires several days for a beneficial platelet increase to occur.
Explanation
As per Sabiston “The availability of blood and platelets for transfusion should be ensured, although the need for blood transfusion is rare. Intraoperative thrombocytopenic bleeding usually ceases after the splenic artery is ligated. In Schwartz's series, platelets were not used preoperatively and were administered intraoperatively or postoperatively in only 9 of 120 patients having splenectomy for ITP”

Comments

High-dose intravenous gamma-globulin is very effective in achieving an increase in the platelet count preoperatively in patients who do not respond to corticosteroids or are not candidates for corticosteroid therapy. It is postulated that intravenous gamma-globulin therapy promotes a rise in the platelet count due to temporarily reducing platelet destruction by saturating macrophage Fc receptors, thus producing a transient blockade of the reticuloendothelial system. A significantly improved platelet count (100,000–250,000/cu. mm.) occurs within 4 to 6 days and provides a therapeutic window for performance of splenectomy. In addition to affecting an increase in the platelet counts of patients failing to respond to corticosteroids or who are not candidates for corticosteroid therapy, high-dose gamma-globulin therapy is appropriate for the patient with ITP needing urgent splenectomy in whom a trial of corticosteroids is not warranted and in the pregnant patient with ITP late in the third trimester of pregnancy.
Tips
After splenectomy for ITP or hemolytic anemia, the platelet count often rises precipitously and may exceed 1,000 x 109/L , 10-14 days postoperatively.

19) Volvulus all done EX - Sigmoidoscopy /

a. Sigmoid Volvulus

b. Psychia

c. Caecum

d. Sigmoidoscopy 105. false about vovulus is.. 

e. a. sigmoid is more common 

f. b. sigmoidoscopy is contraindicated 

g. c. h/o pain releived by passage of flatus 

h. d. 
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20) 111. Nigro regimen.. 

a. Nigro's protocol in Epidermoid CA anal canal - Chemotherapy with radiation as alternative to surgery / 

b. a. CT & RT as alternate to surgery 

c. b. 

QTDF
Most Books

Quality

Reader

Status

Repeat

Discussion
21) 112. Anal fissure best diagnosed by.. 

a. a. anoscopy 

b. b. history & visual examination 

c. Anal fissure

d. History and Clinical Examination
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Urinary

22) Scrotum, swelling, sudden onset pain & no fever, third decade, O/e reddened & tender, ALL true EX - Probable diagnosis is torsion testis / If torsion confirmed, treat w antibiotics, anti-inflammatory / if torsion and if not treated he may lose his testis / Treatment with antibiotics

a. 87. not done in torsion of testis - repeat Q – 

b. antibiotics & analgesics  
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23) Meconium non passage for 48 hrs, which is the diagnostic POC –
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24) Meconium passage in urine with anal atresia, what is the management –

a. Rectal atresia with meconuria

b. 41. repeat Q - investigation for 2 days child with no passage of meconium.. barium enema 

c. Transverse Colostomy 
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25) Epispadiasis presents with 
a. Bifid Pubic Symphysis / Separation of pubic symphysis 
b. Chordee

Answer
Reference:

Sabiston 15th Edition Chapter 46
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Epispadias is the failure of development of the anterior wall of the urethra and concomitant failure of dorsal fusion of the penile corpora. Complete vesical exstrophy, a rare condition, is always associated with epispadias; epispadias alone with some degree of urinary continence is more commonly seen, although still infrequent. The urethral opening may lie anywhere from the vesical neck to the glans, but if it is distal to the prostatic urethra, urinary continence and control may be satisfactory. The severe cosmetic deformity and the associated difficulty in controlling the urinary stream demand surgical correction, usually accomplished in infancy. Plastic reconstruction and lengthening of the penis, closure and ventral inversion of the urethra, and reconstruction of the bladder neck are often satisfactory. Unless there is a complete failure of urinary control, urinary diversion is not necessary and with newer artificial urinary sphincters may never be necessary.
26) Ureteric Colic pain due to stone is due
a. Stretching of renal capsule due to back pressure
b. Increased peristalsis of ureter
c. Irritation of intramural ureter 


d. Local Irritation

Answer

?? b. Increased peristalsis

Reference:
http://www.ispub.com/ostia/index.php?xmlFilePath=journals/iju/vol3n2/colic.xml
The Internet Journal of Urology TM ISSN: 1528-8390
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Colicky pain is a hall mark of hollow viscous obstruction. It comes in waves, which suggests a blockage in a tube, such as the stomach, intestines, bile/pancreatic duct, ureter, etc.
Explanation

Though a stone in Ureter which block the urine flow will lead to distension of capsule, Ureteric Colic is due ureteric pathology and Renal Colic is due to Renal Pathology
Comments

We are not able to get a text book reference. Campbell gives stretching of renal capsule as causing pain in Ureteric Stone, but we are not certain that it is not renal pain but ureteric pain
27) Transrectal ultrasonogram in prostate most useful for 

a. Guided biopsy 

b. To identify Seminal Vesicles
c. To Hyperechoic areas
d. Measure Prostate Volume
Answer

d. Prostate Volume
Reference:
Sabiston 15th Edition Chapter 21
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Volume assessment of the prostate is an important and integral part of Transrectal Ultrasound of the Prostate (TRUS). Several formulas have been used, but the most common one is the ellipsoid formula, which requires measurement of 3 prostate dimensions. Dimensions are first determined in the axial plane by measuring the transverse and anteroposterior dimension at the estimated point of widest transverse dimension. The longitudinal dimension is measured in the sagittal plane just off the midline because the bladder neck often obscures the cephalad extent of the gland. The ellipsoid volume formula is then applied, as follows:

Volume = height X width X length X 0.52
Explanation
Self Explanatory. But make sure that this choice is there in the next exams.

Comments
Biopsies are best performed with a spring-driven needle core biopsy device (or biopsy gun), which can be passed through the needle guide attached to the ultrasound probe. Most instrumentation provides optimal visualization of the biopsy needle path in the sagittal plane. In general, 18-gauge needles are used, and the tips of the needles are etched with small ridges or pits to render them more echogenic. Ultrasound images should be superimposed with a ruled puncture trajectory that corresponds to the needle guide of the probe, which allows anticipation of the needle path.

Directed biopsies are obtained from any suggestive (ie, hyperechoic) area based on ultrasound images or based on palpable abnormalities after digital rectal examination. Because the incidence of nonpalpable isoechoic prostate tumors is high, limiting biopsy sites to either sonographically hypoechoic lesions or to areas of palpable abnormality tends to miss many malignancies. 

Diagnostic indications include the following:

· Early diagnosis of CAP based on biopsy results along with abnormal digital rectal examination findings, elevated PSA levels, or both (Ultrasound alone cannot establish or exclude the diagnosis of CAP.)

· Evaluation of men with azoospermia to rule out ejaculatory duct cysts, seminal vesicular cysts, müllerian cysts, or utricular cysts

· Volume determination for treatment planning for brachytherapy, cryotherapy, or minimally invasive BPH therapy (eg, radiofrequency, microwave)

· Evaluation of prostate volume during hormonal downsizing for brachytherapy

Therapeutic indications include the following:

· Brachytherapy for CAP

· Cryotherapy for CAP

· Deroofing or aspiration of ejaculatory ducts, prostatic cysts, or prostatic abscesses

Local anesthesia using the above techniques can be used during minimally invasive procedures for BPH, such as transurethral needle ablation of the prostate (TUNA), photoselective evaporation of the prostate (PVP) and interstitial laser coagulation (ILC) of the prostate.

Tips

Recent journals report the use of TRUS monitoring using Doppler during laparoscopic radical prostatectomy to identify the blood flow in the neurovascular bundles. By identifying and preserving vascular flow, neurovascular bundles can be preserved, which could lead to enhanced postoperative erectile activity.

