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Candidate Name:
…………………………………………………………………

Candidate Number:
…………………………………………………………………

Date: 

Mock 2009
Morning:
3 hours

Instructions to candidates:

· Write your name and your candidate number in the space above.

· Answer all questions in section 4 and 5.
· Write your answer in the space provided on the question paper

· Read the instructions carefully to ensure that you know what you have to do before you answer the questions.
Information for candidates:

· The total number of marks for this paper is XYZ

Materials required:

· ICD-10 Volume 1. Tabular List

· ICD-10 Volume 3. Index

· OPCS 4.5. Tabular List

· OPCS 4.5. Index

· Chemotherapy Regimens List April 2009
· High Cost Drugs List April 2009

Additional Materials allowed:

· Pocket medical dictionary
· Formulary (BNF, MIMMS)
This question paper consists of 10 printed pages and 1 blank page.

Do not turn over until you are told to do so.
	Section 4
Vignettes
Instructions to candidates: Using ICD-10 and OPCS 4.5 only, encode all of the following statements. Morphology codes are required. Use the filler X in the 4th character space as appropriate. Put a line through any incorrect answers.
1. This 46-year-old insulin-dependent diabetic man was in a hypoglycaemic coma for one month but recovered after continuous infusion of glucose and insulin. An isolated neurological deficit, motor aphasia, persisted after recovery from the coma. CT of the head did not demonstrate any abnormal findings attributable to coma or aphasia. 
2.  This 23 day old previously healthy female infant presented with irritability, poor feeding, fever and right sided focal seizures. A spinal tap was performed - cerebrospinal fluid analysis and cultures confirmed the diagnosis of group A beta haemolytic streptococcus meningitis. An MRI brain performed due to the seizures, demonstrated a brain abscess in the parieto-occipito region. The patient made a full recovery following surgical drainage of the brain abscess and a 6-week course of antibiotics. 
3. A forty-three year old man underwent routine endoscopic FESS for chronic sinusitis. 5 hours post transantral ethmoidectomy, which was not packed nasally following the procedure, he started bleeding from the anterior ethmoid artery and nasal packs were then inserted. Shortly after he developed unilateral periorbital bruising and within hours his condition had worsened so much that the viability of the right eye was thrown into question. He underwent medial and lateral canthotomies and made an uneventful post-operative recovery. 
4. This 34-year-old man presented with a history of infertility, recurrent epididymitis, and a fluctuant pelvic mass on rectal examination. Preoperative evaluation disclosed a nonvisualised right kidney and a multiloculated cystic lesion in the pelvis. An intravenous pyelogram suggested a ureterocele on the right side. A cystic pelvic mass was noted on ultrasound and computed tomography of the pelvis. The patient was admitted and a dysplastic right kidney with an ectopic ureter inserting into a cystic seminal vesicle was found at laparoscopic exploration. A diagnosis of ureteral ectopia presenting as epididymitis and infertility were made. [ ]
5. This 60-year-old woman was admitted complaining of right flank pain. An abdominal ultrasound revealed a renal lesion. Abdominal CT demonstrated a solid lesion with necrotic content at a size of 9 x 6.5cm. There were no other pathological findings. She was admitted for a radical nephrectomy with ipsilateral para-aortic lymph node dissection. Histopathology indicated a clear cell renal carcinoma with the tumour infiltrating the renal capsule and focally penetrating the perinephric fatty tissue. Adrenal gland and lymph nodes were free of tumour. Her recovery was uneventful. [ ]
6. This 92-year-old lady originally presented with severe back pain. X-ray and MRI revealed an osteoarthritic vertebral compression fracture at L1. She was reviewed a week later at which point it was noted that the vertebra had further collapsed into the vertebra plana. The patient had increased kyphosis as well as loss of overall standing height. She was admitted for balloon kyphoplasty. Under fluoroscopic guidance and using a transpedicular approach, balloons were inflated superiorly to a volume of 3cc on each side. 6 cc of cement was used to fill the cavity created by the balloons. Local vertebral body angular deformity correction was achieved. Endplates were better aligned and a notable reduction in kyphosis was observed. The patient obtained significant pain relief.  [ ]
7.  This 68 year old man with severe haemophilia B was referred for treatment of a symptomatic infrarenal aortic aneurysm that had enlarged from 3.0 to 4.1cm diameter in 6 months. The patient was treated with EVAR using a branched stent graft, and perioperative injection of titrated doses of high purity factor IX concentrate. [ ]
8.  This 75 year old woman was admitted with a 10-day history of ischaemic like chest pain. ECG showed a ST-T segment elevation with a q wave in the infero-lateral leads that could have identified either MI changes or pericarditis. Trans-thoracic echocardiography was not diagnostic therefore the patient underwent contrast MRI and post nitrate 99mTc-tetrofosmin myocardial scintigraphy in the same session. A lateral MI was diagnosed. A bilateral pleural effusion was also present. After consideration of the MRI and the myocardial SPECT together, coronary angiography was performed and occlusion of the left circumflex artery was identified. The utility of revascularisation was not demonstrated.
9. This man was admitted with left shoulder joint pain, restricted movements and fever. Laboratory parameters showed high C-reactive protein, raised erythrocyte sedimentation rate and leucocytosis. Blood cultures were positive for Staphylococcus-aureus. Magnetic resonance imaging using Gadolinium enhancement revealed marked effusion in the acromio-clavicular joint. Aspiration from the acromio-clavicular joint revealed a heavy growth of staphylococcus-aureus. 
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	Section 5

Case Histories
Instructions to candidates: Using ICD-10 and OPCS 4.5 only, encode all five of the following Case Histories. Morphology codes are required. Use the filler X in the 4th character space as appropriate. Put a line through any incorrect answers.
Case History 1
This 27 year old chronic smoker was prescribed Aspirin for a headache. There was no history of prior ingestion of aspirin. Half an hour after taking the drug he developed severe breathlessness and cough, which was associated with pink coloured frothy sputum. There was no history of fever, thoracic trauma, head injury, toxic gas inhalation, chest pain, aspiration of gastric contents, radiation injury, in-take of any other drug, tuberculosis, drowning or heavy smoke inhalation.

Physical examination revealed a young average built cyanosed man with no pyrexia, jaundice, clubbing or lymphadenopathy. Pulse rate was 140/min. Respiratory rate was 42/minute. JVP was normal and blood pressure was 90/70 mmHg. Oxygen saturation

(SpO2) was 54%. There were bilateral extensive crepitations. Cardiac auscultation was normal. There was no hepatosplenomegaly. Laboratory investigations done were-Hb 10 gm%, total leucocyte count 12000/ cu mm, differential count N60 L30 E8 M2, platelet count 2.5 lacs/cu mm, serum bilirubin (0.7 mg/dl), urea (20 mg/dl), creatinine (1 mg/dl) and sugar (random) was 90 mg/dl. The rapid test for HIV was non-reactive. ECG and TTE were within normal limits. 

Skiagram chest on admission showed multiple, irregular small and medium-sized fluffy opacities bilaterally in the lung. Patient was put on pressurized oxygen, parenteral

methylprednisolone, antibiotics and other supportive therapy. Oxygen saturation and respiration gradually improved in the next 48 hours. By 5th day of hospitalization there were only minimal crepitations in the chest. Total radiological clearance occurred by 6th day. Clinical and radiological features suggested a probable diagnosis of acute pulmonary oedema which improved with therapy. The precipitating factor was likely an ingestion of a single Aspirin tablet. The patient was advised to avoid Aspirin based products. 
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	Case History 2
This 40-year-old man was originally treated for a subarachnoid haemorrhage. Imaging by cerebral arteriography revealed a saccular aneurysm arising at the second segment of the right posterior cerebral artery, and he underwent endovascular treatment of the aneurysm with detachable platinum coils. Post-procedural arteriography revealed coiling of the aneurysm but with a significant residual aneurysm sac. It was decided to follow him angiographically. Angiographic follow-up 20 months later, revealed an enlargement of the residual aneurysm. 

The patient was therefore admitted and he underwent a microsurgical clipping of the aneurysm via a right temporal surgical approach under GA. During surgery it was noted that part of the coil was protruding into the subarachnoid space through the aneurysmal sac, and there were dense adhesions to the arachnoid as well as to the aneurysm. This made mobilisation of the aneurysmal sac difficult. We temporarily occluded the parent artery before attempting to define the sac,. No attempt was made to remove the coils. The patient tolerated the procedure well. He was treated with heparin to maintain an activated thromboplastin time of about twice that of the control value for 48 hours. No neurological symptoms developed in the following days and he was discharged after 5 days. He will be followed up in clinic in the 3 months. 
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	Case History 3
This 30 year old woman was admitted after presenting with a severe headache. She had given birth 3 months prior to this admission at 41 weeks gestation by emergency caesarean. She had no other history of abdominal surgery or pain. Initial examination was unremarkable but she was found to be hypertensive at 180/120 mmHg.  She was afebrile and full blood count, urinalysis and serum creatinin levels were normal.
Renal ultrasound showed a severe left hydronephrosis and hydroureter to the level of the distal ureter. The cortical thickness of the left kidney was preserved.

She was admitted for urgent management of her hypertension and for placement of a left percutaneous nephrostomy under local anaesthetic and U/S. A nephrostomogram showed a dilated ureter down to an area of complete obstruction distally.  The left kidney produced normal urine volumes via the nephrostomy.

All antihypertensive medications were discontinued after 1 week following nephrostomy placement. She remained normotensive highlighting the effect on her blood pressure of relieving the obstruction.  Subsequent retrograde pyelography and rigid ureteroscopy identified that the level of obstruction was 3.3cm proximal to the vesicoureteric junction. It was not possible to place a guidewire retrogradely past the level of the obstruction. The appearances were consistent with an iatrogenic injury to the distal ureter. The patient will be readmitted for management of the ureteric stricture. 
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	Case History 4
This 51-year-old man originally presented with swelling in the right axilla of about 3 months duration. He had a past history of pulmonary TB for which he had anti tubercular treatment 4 years previously.

Initial examination: thyroid, breasts, chest, abdomen, and per rectal examinations were normal. Examination of the axilla revealed a tiny, indurated, non tender, pink skin nodule of about 4 mm diameter with multiple, firm, non tender, discrete, axillary lymph nodes measuring 1 to 3 cm. Haematological and biochemical investigations were within normal limits. A chest x-ray showed a healed tubercular lesion in right apical area. A contrast enhanced chest CT and fiberoptic bronchoscopy was carried out which did not reveal any significant pathology except a healed fibro cavitatory lesion in the right apex. U/S examination of both the breasts, and abdomen was essentially normal. A fine needle aspiration cytology from the axillary lymph node revealed metastatic adenocarcinoma. An excision biopsy of the lymph node and suspected primary skin lesion was performed which revealed metastatic sweat gland adenocarcinoma with solid and glandular pattern. The tumour cells were periodic acid schiff (PAS) positive, diastase sensitive and were oestrogen receptor negative. A diagnosis of sweat gland adenocarcinoma, probably of eccrine origin was made with axillary lymph node metastases.
He has now been admitted for an axillary lymph node dissection. While raising the upper skin flap two-satellite cutaneous nodules each measuring, 2–3mm in diameter, were found and were excised. Histological examination of the resected specimens confirmed the diagnosis of metastatic sweat gland adenocarcinoma of eccrine origin. The patient had an uneventful recovery. 
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	Case History 5
This 81 year old gentleman was found unconscious in his garden covered with snow. His 78 year old sister had gone to bed and did not realise that he was missing until the morning.
PMH:

Alzheimer’s disease

↑BP
Hypothyroidism

Stroke with residual expressive dysphasia

BPH

Allergy to penicillin
Fracture NOF

He was intubated and received 2 litres of warm .9% NaCl in the ambulance. On admission his pulse and blood pressure became unobtainable. CPR was initiated. An ECG confirmed pulseless electrical activity and a heart rate 31bpm. Lungs were clear to auscultation bilaterally. Pupils fixed and dilated at 4mm, rectal temp 25.50C. Cyanotic to both nipples and both upper extremities. 
CXR revealed tracheal intubation tube was correctly positioned. He was given IV atropine and 1mg epinephrine. The patient converted to sinus rhythm but within 90 seconds went into ventricular tachycardia and subsequently ventricular fibrillation. CPR was continued. Nasogastric tubes and bilateral chest tubes were placed to install warm fluid. His temperature did not change despite 60 mins of conventional warming (warm fluid instillation, warming blanket). It was agreed that the patient would benefit from extracorporeal circulation.
A heparin bolus of 200kg of body weight was given to target an activated clotting time of 300 seconds. Cannulation of the right common femoral artery and vein using 20F percutaneous femoral and venous cannulas was achieved using surgical cut down. The patient was placed on a percutaneous venoarterial fem-fem bypass using a self contained cardiopulmonary bypass system. The patients core temperature at this time was 250C.  The patient was stabilised at this temperature for about 20 mins before commencing core warming to provide the opportunity for reintroducing generalised perfusion and gas exchange. Defibrillation attempts were withheld until core temperature of 34.9oC was reached. The patient was transferred to the theatre for decannulation and repair of the femoral vessels under direct vision. He then transferred to ICU.
It was subsequently determined that he had sustained an MI during his perihypothermic period. TOE revealed a normal global ventricular function, mild tricuspid regurgitation and a small pericardial effusion.  His mental status recovered to his pre-morbid condition but he was physically debilitated. He discharged 3 weeks post admission to long term nursing home care.
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