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1-

MJF







narrowed pyloric lumen

Tears



don't reach mucosa , just cut part of the muscle





2-



mostly : distal & proximal ileum



colicky

Plate sign due to sloughing
of mucosa

~Rt iliac
fossa

visible bowel loop



donut sign Pseudokidney sign



(if patient is stable & no signs of peritonitis
->air

fluid

↳
contraindications





bowel inside bowel

lead point



1-

happens due to failure of retraction embryonically or failure of
closure during rotation of the bowed

Iherniation 2 rotation 3. retraction 4fixation



congenital abdominal wall defect characterized by the extrusion of abdominal contents (typically the intestines) through a small opening, 
usually to the right of the umbilicus. Unlike omphalocele, there is no protective membrane covering the exposed organs, leaving them directly 
exposed to amniotic fluid, which can cause inflammation and damage.

->associated with substance abuse

Rt to umbilical cord



un-descendant testis

stomach



↳gradual reduction

sil25-7 days





umbilical cord centered

I
umbilicaord
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-most
prognostic

do karyotyping , renal US , fetal echo->associated anomalies

econtained with sa



I

2 if large sac

3

X



X

bischar

Sbecomesis

hernia



important :

↳length & motility



4-

Rule of 2 :



· true diverticulum : contains all layers
of the wall

vitilo-intestinal duct

=

Vitiloumbilical
Fistula

->stod



↑ be gastric acid causes erosion of the wall-bleeding

↳intessuseption ↳diverticulitis
↳volvulus
↳Internal hernia



Principle

• The scan uses technetium-99m pertechnetate, a radiotracer that is preferentially taken up by gastric mucosa.

• If a Meckel’s diverticulum contains ectopic gastric tissue, it will concentrate the tracer, making it visible on the scan.

-can be pancreaticon

excretion through kidneys
normal people : stomach +ureter+bladder
meckel's : stomach+diverticulum+are tertbladder



vitiloumbilical fistula

open

MIS

intestinal obstruction

open

intussusepsion



diverticulitis <open)
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F> M



unknown etiology these are hypothesis

don't memorize

only know it's multifactorial



Cystic)hepati
o

most
common



key is early dx.

any jaundice <I weeks is not considered physiological especially if direct
bilirubin is increased
Constructive jaundices



US

cholangiogram

ggtx cord sign= Billiary
atresia

P+Sp++)>)

rough liver
not excreted

HIDA
↓

scan
atresia

hard for babies

-> cirrhosis + proliferation of biliary duct

cord sign + asplenia+ atretic gallbladder-biliary atresia



I
connect bowel to porta hepatis

2







NOW THIS IS

Remarkable


