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1. 2e 25 Haneaelaisn 9 wazihausnanaiaseuun 1 lav
- 2nUsE IR
LODCRAFT

A1NAANTTEULAY 9 120U
Gl imauldadau vin&aaatial'luy, dauvininumdasduluu

Used6 U/D, enlaiilsedn, waanadad guund a1siawdia unsafe sex, 1tiihaatin uane

1hafaq araanal 14517 Bidlaswninwmdasdu WiletiRisk Maz immunocompromised Lilaaatin
v2inih

f53aL3a not pale, mild jaundice, liver span 15 cm, no splenomegaly
- Diff dx 3 T5a

1. Amoebic liver abscess
2. Pyogenic liver abscess
3. Acute cholangitis

- 896973

1.CBC

2.LFT

3. U/S upper abdomen

Tvitdaau1 Lymphocyte g9 N67% L 21%

AST, ALT 30 n319 TB/DB 3/2 ALP 300 n319

US abdomen 4*5 cm hypoechoic mass at Rt lobe of liver, no IHD dilate, normal gallbladder
- f9a2¢'ls uazRurimainasiaa

1.Stool exam

2.Serology for E.histolytica Ab

3.Aspirate abscess => pus culture, microscopy

Pus 20 mL, Charcot Laiden crystal pos.

E. histolytica Ab positive

Stool exam: normal

- Diagnosis

Amebic liver abscess

- fnwn magls Teawin'lng

Metronidazole (750) 1 tab po TID for 7-10 days



2. 2 58 1

u/d: DM, HT, CCS findadiiiumiranaueuamneg isaiuminanuazdull
3 M TuvnauanTsowenuna (aueual lufdu)

- Diff 5 15m

1. STEMI

2. NSTEMI/Unstable angina

3. Acute aortic dissection

4. Acute pulmonary embolism

5. Peptic ulcer perforation

- g9aaylsiineg

1. EKG

2. hs-tropT

3.CXR

4. POCT glucose, HbA1C

5. CBC, BUN, Cr, Electrolyte

CXR: cardiomegaly

- aquuaswlana EKG (ST elevation lead V1-V4)

&51 Anterior wall Ml + congestive heart failure 31 siavnaulviasu
1. Acute STEMI at anterior wall

2. Acute decompensated HF

3. DM

4. HT

- Management wsn

1. ASA 300 mg chewing stat then 81 mg po od

2. Clopidogrel 75 mg 4 tab po stat then 75 mg po od
3. Atorvastatin 40 mg po stat then 40 mg po hs

And supportive (MONA) t&anfisifluaiuiane wau spO2 drop => O2 supplement

a1vi1 PCI laa1atu 2 hr 1dvin PCI

611116 Tu 2 hr => fibrinolytic => alteplase 15 mg IV bolus then 0.75 mg/kg(max= 50 mg) IV drip
in 30 min then 0.5 mg/kg(max= 35 mg) IV drip in 1hr + enoxaparin 30 mg IV bolus then 1 mg/kg
scq12hr

- nuzin au'laundevin PCI

AugnTasuauMNadY TALLRWIE B antiplatelet

Ax U/D awifi DM, HT wazanasiadamulsalszindiivsaiiag
winfiansiSuninan waunaauuse widerthndes Wisuun sw.



3. 21e 18 gy thawinazdu 3 JuAauun1sonenuna

- findseia

hauunivy 1heia 9 viaitheda 9 thathadavtagastie 1has'ld'wuluu =n rfo red flag
sign 1fu thawausasfiunaredu fdrnane aniau?

faAusithana Lilef Risk Mag immunocompromised lai'laaain i WlsdAuaimsan q Gu q
fiyihnun 4 Janau Auen 1 fleanvidduway asaaiaa rupture tympanic membrane with pus

- finflvlsa’lsunngn

Bacterial meningitis from chronic otitis media

- d9a933'ls

1. CSF for cell count, cell diff, protein, sugar, gram stain, culture
2. Blood glucose

3. H/IC

CSF profile : protein 200 glucose 20 G/S, C/S sana
Blood glucose 180 379

Hemoculture sana

- vanifta common 3 «fia

Streptococcus pneumoniae

Neisseria meningitidis

Haemophilus influenzae

- e + 1ad
Ceftriaxone 2 g1V q12 hr

CSF culture : &31du S. Pneumoniae
Hemoculture neg
uavliceftriaxone 2 g IV q 12 h 11 2 §dewlaifioge 00 1 unii

- fnuuazdnuaznasdn Snwadels d1lvien uanlaaala (au'lawniin 50 kg)
aauzdin 14 diazepam 10 mg IV slowly push a1feliinaa Tviainl6dn dose fo'laingadn =>
phenytoin 20 mg/kg IV drip in 30 min

navn 1 levetiracetam 500 mg po bid
- 895232 LSRN WIaNUANLURKNA
CT brain with contrast tiWau lesion Tui fu'laiurldua meningitis waIWag



CT brain with contrast taa 3 cm rim enhancing lesion at Right temporoparietal, fracture at
mastoid +
Air fluid level

- navaAAihvLNuUSN 69l

IX vWU

1. serum toxoplasma IgG Ab

2. anti-HIV

Qs < al =] 1 1 1 ¥ . . [ =3 1 a R
ffuAfiauniiau toxo aguadngli'le risk immunocom winasIRTAEALidR UndTantiasay
faulvigeg ufivin

w6 treat as brain abscess ‘lUnau
Ceftriaxone 2 g IV q12h
Metronidazole 500 mg IV g8h

+ Consult neuro sx sudsyLdiu a3

4. 2a 50 1l on glibenclamide BID Auenine'liAuiing 1 Sunau viao&a andauiluinans Juidua
VliTenay

- UanRLUAAINNTTY 4 2D

1. hypoglycemia/hyperglycemia

2. hyponatremia/hypernatremia

3. stroke

4. meningitis/encephalitis

- §90923
POCT glucose, CBC, Electrolyte, BUN, Cr, UA, urine ketone, serum ketone, serum lactate, stool
exam

CBC

UA

Electrolyte

Stool examination : yellow tauw6'ldisolid no rbc no parasite

&51dianzun serum glucose 38 serum ketone urine ketone neg.

- Sl

50% glucose 50 ml IV push then 10%DNSS/2 1000 ml IV rate 100 ml/hr
Monitor POCT glucose q 15 mins



1&9 push 50%glucose 60 cc + 10%d/nss ueatn glibenclamide a2 POCT 170 mg% &iuas
anshavatswiulepoct glucose wada 200 mg%

- yanuuIMInstvinsulin Tusw. + whuinaszduihaiatluniasad

Widuwes TDD = 0.5 u/kg/d uiiely 50% basal, 50% wivauiaainns 3 dia

Keep POCT glucose 80-180 mg%

agnauLnuLa?l lapremix insulin naulu

- wuzih N3da, MsuAY insulin, MsuARNILAIAAEN

LULUN

1. Msdnduadudaisunis winviae, suway, sxlnn Wadusiuniauiaan lipodystrophy waglal
iulminnas

2. AMsAudugau

wlugifiu (2-8°C) viuwrrasududs 1als 3 iau dtlalduad WiduRanugivias <25°C laf'le
an 1 hau

3.msuAnziaa

grfiannisladu widaaan windia Joiaudsee WAL idaan 1 ui f9neains wiaanaay
wnanaNwIug daddliddannslvinfuduinfu

5. )ty SLE 2 Tinau w168 Malar rash ANA anti dsDNA pos. 1 tiaunau asdauardnéa
wsanauuilag 21N Audunin ladeng daaie&au

-Diff dx + PE Mia1a31aziaa 3 15a (13u PE 1315Aas 5 us51in)
1. Lupus nephritis
. PE: pitting edema, hypertension, periorbital edema

2. SLE myocarditis
. PE: hypotension, tachycardia, pitting edema, crepitation, s3 gallop

3. SLE serositis (pleuritis, pericarditis)
. PE: decreased breath sound, dullness on percussion, pericardial rub, distant
heart sound (if cardiac tamponade)

-gumsiaaslsea
UA, BUN, Cr, ekg, echocardiogram, cardiac enzymes, CXR

UA: Sp. gr 1.025 protein 2+ RBC, WBC 0
Echocardiogram: EF 30%, minimal pericardial effusion
CPK 290 n319 CK-MB A1 'lai'le Trop T 2 (< 1)
Reticulocyte count 1 (< 2%)

PBS: nc nc aua, coomb test neg

CXR: pulmonary congestion

-Diagnosis
SLE myocarditis



-treatment

High dose steroid: pulse methylprednisolone IV -> oral prednisolone 1 mg/kg/day
Hydroxychloroquine

Cyclophosphamide

Supportive treatment: diuretic, ACEI/ARB
&71 SLE myocarditis
6. ¢j2ne 70 1 1a viauwmilas winumuLuiedaILIX

-2iniseia

farnsladeusiiia'lvg, lauwvio/fiiaungidan, 1a, dyn, uausu'lule
annmsuutiuunneau? anuiu?

iuiinae aaivis wilasunadu

UsyTRguums / asiafl / uafis

ARUAILNA LREIULL LB

21’ guywd 30 T lafiiaune Lifidaulaivias

-A57339NEAAEAIIALAa 4 2
facial edema, plethora, engorged neck vein, dilated superficial vein at chest wall, upper
extremities edema, cyanosis

GA: Dyspnea, swelling at face and upper extremities

HEENT: rt supraclavicular mass 2 cm, firm consistency, fixed

Engorged neck vein, superficial vein dilatation at anterior chest wall, lung clear, Rt. Clavicular
node 1@

-Diagnosis 713¢
SVC syndrome

-ALUAUDINITAINRD 3 2
Lung cancer

Lymphoma

Metastatic cancer
Mediastinal germ cell tumor

-Investigation for dx 2 2a
CXR, tissue biopsy



1% CXR 13a Rt hilar mass, LN biopsy taa SCLC
CT abdomen wagduq normal

-uan General supportive measure 5 2ia
Bed rest

head elevation

02 support

Diuretic

Corticosteroid

-uan specific treatment (2 u5511n)
Chemotherapy + radiotherapy

CRQ 7 2ia 40 v 3.33 azuuudu

1. grawiad 4 a5 Huldanundan 2 A% afeas 1 widtin ua Dx, &wue 2 23, Investigation tdassiu
3 atvtWansifiade + nanaanagle

Dx CA colon, Angiodysplasia, Diverticulitis \ilasainidanaanilsunaanngundan lesion aysazatil
LGIB, ana?

- CBC: anemia
- BUN, Cr: Crrising
- Colonoscopy: bleeding from lesion

2. thawdaidien suq thanszuanansae anu Dx, e, Widwugtnaulal

Witnnau Triptans, NSAIDs flafiannns (abortive treatment), wuziinidasnisAuaacsiu nanL&ag
nMun waanagad i uaunduWnuaulyiiiaswa aaanuesaa Tdaraanlvinad , endavdunisiia
migraine : Propranolol, Flunarizine , Amitriptyline, Sodium valproate (prophylaxis treatment)

Abortive therapy: Ibuprofen (400) 1 tab po tid pc x3-5 days, then prn
Prophylaxis: Propranolol (40) 1 tab po tid pc

3. au'ldunesagunndsednt vinansiasianna BMI 28, Apical impulse shift + uail FBS, HBA1C,
lipid profile a1u731 Dx ag'lsing uazfinuinvnisineusazisaaeingls

Obesity class | ,DLP, DM , HT, metabolic syndrome

1. B- Blood pressure: keep<130/80 mmHg

2. C- aa cholesterol food, an cigarettes

3. D- Diet calories ~ 30-35 kcal/kg/day aaiszunar 300-500 cal/day (carb 50% , fat 30% ,
protein 20% (1-1.5 g/kg/day)

4. E -exercise -> Moderate to high density exercise 150 min/week



4. ndunAnaa 1 Yu viasda Wigulansi Necrotizing fasciitis 1viuan Dx zasukainn an¥nmn + form

Ceftriaxone 2 g IV OD + Clindamycin 600-900 mg IV q 8 hr

5. g9 Aaumihiludoused Laifilsasyandn

V/S i'l2339
PE : systolic murmur at apex

HC 13a GP in cluster x 2

1 Dx + &9 investigation iu + 15017

Infectious endocarditis &3 H/C , echocardiogram

Cefazolin2g IV q 8 hr x 6 wks

6. Lunwu DKA + pneumonia wilana ABG, Lab 311l acid-base imbalance ating'ls a1 Dx, A3

Fnun 1w 4 ussim

n135nE DKA with pneumonia : T4 ATB ﬂsauﬂamﬁva pneumonia, H/C xll, sputum G/S C/S,
Ceftriaxone 2 g IV OD, Azithromycin 500 mg IV OD

DKA Rx as follows (2024):

DKA Diagnostic Criteria

Diabetes/hyperglycaemia

Glucose >11.1 mmol/l (200 mg/dI) OR prior history of diabetes

Ketosis

[3-Hydroxybutyrate concentration >3.0 mmol/l OR urine ketone strip 2+ or greater

Metabolic Acidosis
HHS Diagnostic Criteria
Hyperglycaemia

pH <7.3 and/or bicarbonate concentration <18 mmol/l

Plasma glucose >33.3 mmol/l (600 mg/dl)

Hyperosmolarity

Calculated effective serum osmolality >300 mOsm/kg (calculated as [2xNa* (mmol/l)
+ glucose (mmol/l)]), OR total serum osmolality >320 mOsm/kg [(2xNa* (mmol/l) +
glucose (mmol/l) + urea (mmol/l)]

AbSence of significant ketonaemia

[3-Hydroxybutyrate concentration <3.0 mmol/I OR urine ketone strip less than 2+

Absence of acidosis

pH >7.3 and bicarbonate concentration >15 mmol/I



( LV. Fluids ] { Insulin ] | Potassium
. Moderate or Establish adequate renal function
Mild DKA severe DKA ’ HHS ’ (urine output ~0.5 ml kg h-")
Determine hydration status ¢ ¢ ¢
s.c. insulin ] [ i.v. insulin ] [ i.v. insulin ] [ K+ <3.5 mmol/l ]
p 2 ¥ + L2 ¥
Severe Mild Cardiac 0.1 Uk Consider 0.1 U/kg Start 10-20 mmol I' !
hypovolaemia hypovolaemia compromise a | d-a cﬂgn short-acting insulin 0.05U kg™ h™' until K* >3.5 mmol/l
) '|° | 9 asiv.bolusifthere || short-acting insulin | | (faster K* replacement
insulin an; ?gue is a delay in setting as fixed-rate i.v. will require central
ass.c. bolus up the infusion insulin infusion?® Venous access)
0.9% NaCl or Haemody ¥ ¥
other crystalloid monitoring/ 0.1 U/kg 0.1 Ukg' b K*=3.5-5.0 mmol/l
(1.0Vh) pressors rapid-acting short-acting insulin
msel‘Jll(ler:ya;Iar:oogrue i.v. fixed-rate i.v. Give 10-20 mmol/I
insulin infusion ol i
ek i gz
< Jr 3 < needed to keep

0.9% NaCl or other crystalloid at a clinically appropriate rate aiming
to replace 50% of the estimated fluid deficit in the first 8—12 h

When glucose reaches <13.9 mmol/l, reduce shi
dose to 0.05 U kg~" h-"i.v. (or 0.05 U kg~ h-" ol
2 hs.c.in 'mild' DKA)

serum K* between
4 and 5 mmol/l

ort-acting insulin
r 0.1 U/kg every

+

K* >5.0 mmol/l

When glucose reaches <13.9 mmol/l, add 5% or 10% dextrose to the
0.9% NaCl/crystalloid
In euglycemic DKA (glucose <11.0 mmol/l and positive BOHB),
5% or 10% dextrose needs to be started alongside 0.9% NaCl/
crystalloid at the start of the insulin treatment

DKA

Keep glucose between 8.3 and

i ion®
11.0 mmol/I until resolution! and 13.9 mm

Target glucose to between 11.0

HHS Start insulin, but

do not give K*;
check serum
K+every2h

ol/1 until resolution®

-

-

1

Check electrolytes, renal function, venous pH, osmolality and glucose every 2—4 h until stable. After resolution of DKA or HHS and when patient is able to eat and drink, initiate s.c. multidose insulin
regimen. To transfer from i.v. to maintenance s.c. insulin, continue i.v. insulin infusion for 1-2 h after s.c. insulin. See Fig. 5 for guidance.

2 Some have recommended that insulin be withheld until glucose has stopped dropping with fluid

@® Bicarbonate should only be considered if pH is <7.0
@ Phosphate should not be given unless

there is muscle weakness, respiratory

compromise and a phosphate <1.0 mmol/I

8.3 mmol/I=150 mg/dl
11.0 mmol/I=200 mg/d|

administration alone; see text. ) .
o Detfmltl?ns of resolution (use clinical judgement and do not delay discharge or level of care if these are
not met):
> DKA: Venous pH >7.3 or bicarbonate >18 mmol/I and plasma/capillary ketones <0.6 mmol/I
> HHS: Calculated serum osmolality falls to <300 mOsm/kg and urine output is >0.5 ml kg~' h~" and
glucose is <13.9 mmol/I

13.9 mmol/I=250 mg/dl
16.6 mmol/I=300 mg/d|

GENERAL POINTS

Is there an excess risk of hypoglycemia that may warrant insulin dose reductions? (e.g., reduced renal function, frailty, older age)
What is the current and anticipated nutritional intake?

What is the amount of intravenous dextrose infusion?

Is there concurrent use of subcutaneous basal insulin during intravenous insulin infusion?

OPTIONS FOR
CALCULATING
SUBCUTANEOUS
INSULIN TDD

Conversion from intravenous to subcutaneous insulin dosing may be guided by any of the following methods*:

Weight-based Estimates: Preadmission Insulin Requirements:
> 0.5-0.6 units/kg/day for TDD >

Hourly Intravenous Insulin Requirements:

>

0.3 units/kg/day for those with risk
factors for hypoglycemia (e.g., frailty,
chronic kidney disease)

for outpatient use prior to admission

> Consider potential impact of outpatient
glycemic management, medication-
taking behavior, and nutritional habits

Consider TDD of insulin regimen prescribed >

Summation of stable hourly intravenous
insulin requirements may help estimate
TDD (e.g., the prior 6 h)

> Caution as TDD may be overestimated
because of glucotoxicity

*Each of these approaches has limitations. The evidence base for some of these approaches is weak, but these recommendations are based on clinical experience.

GENERAL PRINCIPLES > Start subcutaneous insulin 1-2 h prior to discontinuing intavenous insulin infusion

> Ensure insulin regimen provides 24-h coverage

@« » Basal and rapid-acting insulin analogs preferred (once or twice daily basal insulin + mealtime rapid-acting insulin)

N2 »  Human NPH and short-acting insulin formulations may be used; ensure regimen provides 24-h coverage

»  Begin with 40-60% of TDD given as basal insulin + remaining proportion divided into three mealtime doses of rapid-acting insulin
» If NPO, give basal insulin + corrective dosing of rapid-acting insulin every 4-6 h

> Do not initiate or continue SGLT2 inhibitor treatment during hospitalization
> Non-insulin agents are not recommended in T1D
Other non-insulin agents may be considered for use with insulin in T2D or ketosis-prone T2D during hospitalization or at discharge

> Basal-bolus regimen is recommended; 24-h insulin coverage should be ensured
> Discharge dosing recommendations may differ from transition dosing due to anticipated dietary changes or hypoglycemia risk
> Discharge plans should include scheduling of timely follow-up for review of insulin requirements and potential addition of non-insulin agents when appropriate




7. au'laivdioaneias wiflasdra wa MCV aanunsn Widnilseiiuiy, donsaayls, Snundels
dfndavilsziday, fiauluasauasiiluisaidan, UsyidnisAuainis , Auvaanagas

Onset, anemic symptoms, t&utilsy, Aunasuian 9, abnormal menstruation, arenfluidaa,
fagneiuidan, Aulladnd, dseifasaunsdiiilu thalassemia, ns'la5uLdan

PBS, iron study : serum ferritin, TIBC, Transferrin sat, Hb typing, CXR
Iron def : ferrous sulfate 325 mg po tid

Lab

1. Hemorrhagic stroke 1%ussene CT wazuuiInian1sinen

CT brain non-contrast axial view

- There is a well-defined hyperdensity at left basal ganglia size 2.7x3.1x2.4 cm. involving
putamen and internal capsule

- Mild surrounding vasogenic edema is noted, with local mass effect.

- There is effacement of the adjacent right lateral ventricle and mild midline shift to the left
(~3 mm).

- No intraventricular extension is seen., No hydrocephalus.

- No skull fractures or extra-axial collections identified.

- The cerebral sulci and cisterns are preserved.

- No signs of herniation.

2. 12 Capillaria philippinensis + &1, 1a&#n + duration
Albendazole 400 mg/day x 10 days

3. avnaay CML

RBC: normochromic, normocytic, anisocytosis1+, poikilocytosis1+, polychromasia few, tear
drop cells few, schistocytes few, NRC 2/100 WBC

WBC: markedly increased, promyelocyte 6%, myelocyte 16%, metamyelocyte 16%, band 26%,
N 15%, L 3%, M 1%, E 6%

Platelet: 55 /OF, increased wu giant platelet wag hypogranular platelet

4. EKG P wave wiutilu wave 1in9ue totally irregular 1a131 AF uaa1u31agay investigations 2
atinvaglsinnLdinLian cause

- Thyroid function test (FT3, FT4, TSH)
- Electrolyte, Ca, Mg



a. rf']'ul,l,mLﬁuvfao(maculopapular rash on trunk),ua"’\n“’a"u carbamazepine, gabapentin 1
vhiau TWussena lesion, gvwai, Tn1ssnwn (DRESS syndrome)

- us5end lesion: maculopapular rash on trunk

- Investigation: CBC, BUN, Cr, Electrolyte, LFT, TSH, FT4, UA, ANA,
HAV/HBV/HCYV serology, Chlamydia and Mycoplasma serology

- Management

Stop the offending drug (carbamazepine)

Hydration, fever management

Follow up lab for organ dysfunction

- Prednisolone 0.5-1 MKDay then taper in weeks to month

5.uedv 20 T lagungdindavuidan Film unuluiiuaglsiaea vau film, diff dx 2 15 Aduaziu
«flu Rt. heterogeneous opacity (intrapulmonary mass)

- Pulmonary TB
- Lung abscess

6. udawa Liver function test, diagnosis (alcoholic hepatitis tuiiauzagauinn)
Alcoholic hepatitis: AST ALT 3inlaitAu 300 ey AST/ALT > 2, ALP ge'laitAu 3 vin

7. aulaladu fadu diviinas dsyindaulidnd PE waa Carotid bruit (19 TFT unwainleiiy
Hyperthyroidism => Dx: Graves] anu Dx, eniaglui, wuginau'lal

- Thyrotoxicosis if dx. Graves’ disease (goiter, thyroid bruit, ophthalmopathy, dermopathy,
acropachy - specific)

- MMI 15-30 mg OD + Beta-blocker auain1sludeae auasu 1-1.5 1

- S/E of ATD: agranulocytosis, hepatitis

8. LAnguav 21U step Anan 8 U

- Aawanruantatviluniseasatinludunde + davhulunsana

- Asuaauiugay

- we3aualnsal

- fududigihe waginanisiayin

- MsELLALUY (L4-5 or L3-4 interspace) tiazdavin (lateral recumbent)

- vineudeanafiutlvale antiseptic + YuLangnany

- dhudeenan

- A1 spinal needle MuFLLULY => 3a opening pressure => tAutnlad§unde => ¥a closing
pressure => 1 stylet nduiifin Aaaqaau spinal needle aan => HawnasIt gauze

9. 2181 45 1l 1hawvitun 7 T 19 Film ilu chronic tophaceous gout anu film + Dx

- Film right foot
- Punch-out lesion with overhanging edge at 1st MTP



- Soft tissue swelling around 1st MTP
- Well-preserved joint space
- +- Cortical break with sclerotic border

10. uanAaNuAnind Film spine (PA n&usiusas, lateral) funn w1 lesion ‘Litaa ;; (1Wauiuag
aanuantilu compression fracture 7 T12) + Diagnosis + 1%n135A1

Plain film T-L spine lateral view

There is a compression fracture of the T12 vertebral body, characterized by a wedge-shaped
deformity. The disc spaces adjacent to the T12 level are preserved. No evidence of listhesis or
subluxation. No obvious parasternal mass or abnormal soft tissue shadow is seen.

Compression fracture of T12 vertebral body DDx. CA metastasis, TB spine

- Dexamethasone 5mg 1V q 6 hr

- Consult radiology for RT

- Consult neurosurgery for surgery
- Pain control

11. 1a1zdan 8 Ui

- AawAnruantatvduasnisianzlan + daviulunisiang
- wrsualnsal
- aasnuiugangihalunsvindnanis
- fududigihe Waansfagvin wartineiasvinaans
- dupaunisvinkaanis
o Javinpihalviinunzau
o wsuntelunIsiang (a51319Me dvfianau! AsagsiinInvauuuaaciii 1-2 2Aad
LARZUINAINLUINTEANFUNAININIIA UL 5-10 1)
AP RIS RITARIIIN)
Wenawei
iz ludasfiaviulas (Man&avuauaivuasnsegndlaseduuy tiailasiunisiau
intercostal vv. and nerve)
Tananavvininanisizausasn



