
 

 

DRAW AND LABEL 

Mechanism of action of ORS 

   

SIGNS OF DEHYDRATION 



 

 

 

 

FREEZE WATCH 

 

LABEL VACCINES IN ADOMESTIC REFRIGERATOR 



 

 

 

ANATOMY OF TOF 

, TOF. Note right ventricular outflow tract obstruction (RVOTO) at the infundibular level. The main pulmonary artery (PA) is small in 

comparison to the size of the aorta (Ao). RVOTO and the anterior malalignment ventricular septal defect allow desaturated blood to 

enter the systemic circulation. B, TOF with long-segment pulmonary atresia and confluent pulmonary arteries. The right and left PAs 

are confluent, but the main PA is atretic and discontinuous from the RVOT. Pulmonary blood flow is supplied in part via a patent ductus 

arteriosus (PDA). Major aortopulmonary collateral arteries (MAPCA) arising from the descending AO as well as right and left subclavian 

arteries also supply pulmonary blood flow. C, TOF with long-segment pulmonary atresia and tiny central pulmonary arteries with 

MAPCAs showing extensive arborization abnormalities. Note the absence of the PDA. D, TOF with pulmonary atresia, absent central PA 



 

 

and extensive MAPCAs as the sole source of pulmonary blood flow. ASD, atrial septal defect; VSD, ventricular septal defect
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MURMUR IN TOF 

 

 



 

 

TYPES OF VSD 

 

Perimembranous (paramembranous) defects comprise up to 80% of all primary VSDs. They are 

also known as membranous or infracristal defects. They are located between the anterior and 

posterior divisions of the septal band and between the conal and trabecular interventricular 

septum. The lateral border is formed by the tricuspid annulus; the superior border is usually the 

aortic annulus. There may be a variable amount of muscular rim at the superior and lateral 

borders. The defect can extend into the inlet, trabecular, or outlet portions of the interventricular 

septum. Extension of the defect to the base of the noncoronary leaflet of the aortic valve may 

cause aortic regurgitation (AR). The conal septum may be anteriorly malaligned as in tetralogy 

of Fallot, causing right ventricular outflow tract obstruction, or, less commonly, it may be 

malaligned posteriorly, causing left ventricular outflow tract obstruction. 



 

 

Subarterial defects, comprise 5% to 10% of VSDs, are also known as outlet, conal septal, 

supracristal, or subpulmonary VSDs. They are located beneath the pulmonary valve and their 

superior edge is a fibrous ridge between the two semilunar valves. They can be associated with 

prolapse of the right coronary leaflet of the aortic valve with associated regurgitation. This type 

of defect is more common in the Asian population. 

Inlet defects account for 5% to 10% of VSDs and are also called atrioventricular canal-type 

defects. The posterior margin of the defect runs along the septal leaflet of the tricuspid valve to 

the anterior leaflet of the mitral valve, which often has a cleft. The defect extends superiorly to 

the membranous septum. 

Muscular defects represent 5% to 10% of VSDs and are located anywhere in the muscular 

septum. The margins are characteristically muscular. They are frequently multiple. They may be 

anterior, mid-muscular, apical, or in the inlet septum. The latter differs from the inlet or 

atrioventricular canal-type VSD in that it is separated from the tricuspid valve and membranous 

septum by muscle tissue. Infundibular or outlet muscular VSDs differ from subarterial VSDs 

because of the presence of a rim of muscle separating the defect from the annuli of the aortic and 

pulmonary valves 
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PDA MURMUR 

 

ENDOCARDIAL CUSHION DEFECT 

 

ASD MURMUR 



 

 

 

RHEUMATIC MR 

 

 

 

 

 

 

 

 

FOETALCIRCULATION 



 

 

 

 

 

 

 

 

 

 



 

 

STRUCTURES FORMING CARDIAC BORDER 

 

HYPOKALEMIA 

 



 

 

 

HYPERKALEMIA 
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BLOOD SUPPLY BRAIN 

 

 

BAG AND MASK PARTS 

LIVER BIOPSY NEEDLE 
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