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Vitamin D — The Sunshine Vitamin

itamins are substances those grow and develop normally in the body. Vitamin —

D is a fat soluble Vitamin. There are two types of Vit— D in the body - Cholecal-
ciferol — D3 and Ergocalciferol — D2. Cholecalciferol, also known as Vit D3 is a type of i i i
Vitamin D which in made by skin when exposed to sunlight; it is also found in some Dr Golokbihari Ma-"
foods and are taken as dietary suppliment. Cholecaliferol in the skin following ultra
violet light exposure, converted in the liver to calcifediol (25-hydroxy-vitamin D).
Cholecaliciferol was first described in 1936. It is on the world Health Organisation’s
list of essential Medicines. It is a most effective and safe Medicine needed in a health system. The action of Calcitriol is
mediated by the Vitamin D receptor, a nuclear receptor which regulates the synthesis of hundreds of protiens and is present
virtually in every cell in the body.

The active UVB wave lengths are present in sunlight and sufficient amount of cholecalciferol can be produced with
moderate exposure of the skin, depending on the strength of the sun. Time of day, seasons and altitude affect the strength of
the sun, cloud cover or glass all reduces, the amount of UV exposure. Exposure of faces, arm, and legs averaging 15-30 minutes
twice per week may be sufficient. But for darker skin, weaker sunlight more minutes of exposure are needed. Vitamin D
overdose is impossible from UV exposure as the skin reaches the equilibrium where the vitamin degrades as fast as it created.

Cholecalciferol can be produced in skin from light emitted by the UV lamps in tanning beds, which produce ultraviolet
primarily in the UVA spectrum, but typically produce 4% to 10% of the total UV emisions as UVB. Levels in the blood are higher
in frequent uses of tanning salons.

Ergocalciferol, known as vitamin D2 and calciferol found in food and used as dietary suppliment to prevent and treat
vitamin D deficiency. This includes vitamin D deficiency due to poor absorption by the intestines or liver diseases. It may also
be used for low blood calcium due to hypoparathyroidism. It is used orally or by injection in the muscle. Ergocalciferol was first
described in 1936 and is on the world health organisation list of essential Medicine, a most effective and safe medicine needed
for health system.

Ergocalciferol are used as vitamin D supplement, where as cholecalciferol is produced naturally by skin when exposed to
ultraviolet light. Ergometrol D2 and cholecalciferol (D3) are considered to be equivalent for vitamin D production, as both
forms appear to have similar effecacy in ameliorating rickets and reducing incidence of fall in elderly. Conflicting reports exist
concerning the relative effectiveness. Some studies suggest that ergocalciferol has less efficacy based on limitation of
absorption, binding and inactivation, A meta analysis concluded that evidence usually favours cholecalciferol in raising
vitamin D levels in blood, although it stated more research is needed.

Excessive doses of ergocalciferol result in increased urinary output, high blood pressure, kidney stone, kidney failure,
weakness and constipation. When taken for a long time even tissue calcification very occur.

MS (Ortho)
Hony Editor, Journal of IMA (JIMA)

Sources of Vitamin D : —

Fifteen to thirty minutes of daily exposure to morning sunlight will help to produce vitamin — D by skin without sun screen.
Foods that provide vitamin D

+ Fatty fish like tuna, mackrel and salmon. * Beefliver. * Cheese.

+ Food fortified with vitamin — D like some dairy products, orange juice, soya milk, cereals.

+ Eggyolks. + Oysters. * Codliveroil
+ Herring and sardines. * Mushrooms. +  Meat

+ Mik * Oatmeal * Butter

Crisis of vitamin D throughout world.

More than 10 million cases of vitamin deficiency are counted in India every year. Several reviews have found high
prevalence of vitamin D deficiency world wide, even in countries with low lattitude where it was generally assumed that UVB
radiation was adequate enough to prevent Vitamin D deficiency, and in industrialized countries, where vitamin D fortification
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has been implemented for years. Hence Vitamin D deficiency
is a major public health problem world wide in all age groups.
However most countries are still lacking data, particularly
population representative data, with very limited information
in infants, children, adolescent and pregnant women. In areas
with available data, the prevalence of vitamin D deficiency /
low vitamin — [ status is a global problem in all age groups,
particularly in girls and women from Middle East,

Vitamin D deficiency : Common ¢auses are: —

(1) Inadequate sunlight exposure (ultraviclet B rays.)

(2)  Inadeguate nutritional intake of Vitamin — [,

(3) Disorders limitting vitamin — D absorption,

) Conditions imparing vitamin — [ conversion into
active relabolites — including certain liver and kidney dis-
eases and heriditary disorders,

In between 1918 and 1920 Edward Malenby first stated
role of diet in the development of ricket in children, In 1921
Elmar Maccollum identified certain antirachitic substance that
could prevent rickets. Because the newly discovered sub-
stance was the forth vitamin identified it was called vitamin —
D. The 1928 nobel prize in chemistry was awarded to Adolt
Windaus, Who discovered 7 dehydrocholesteron the pre-
cursor of vitamin D,

Vitamin D deficiency is typically diagnosed by measuring
the concentration of the 25 hydroxy vitamin in the blood,
which is the most accurate measure of store of vitamin D in

the body,

*  Deficiency = 20ng/ml.

* Insufficient  :20-29ng/ml,
*  MNormal 2 30-100ngml.
Signs and symptoms: —

Vitamin D deficiency can be asymptomatic. But it may
cause several problems .

* Osteomalacia- a bone thining disorder that occur exclu-
sively in adults and characterised by proximal muscle
wakness and bone fragility.

+ Osteoporosis — a condition characterised by reduced
bone mineral density and increased bone fragility.

* Increased risk of fracture.

+ Rickets, a child hood disease characterised by impeded
growth and deformity of the long bones. The earliest sign
of subelinical vitamin D deficiency is craniotabes, abnor-
mal softening and thinning of skul Bone.

+  Muscle ache and weakness.

= Muscle twiching (faciulations) is commonly seen due to
reduced ionised calcium from low vitamin D,

= Light headedness

= Periodontitis, local inflamatory bone loss that can result
in tooth loss.

+  Pre aclampsia ; there has been a association of vitamin [
deficiency in women who develop preaclampsia in
pregnency. Maternal vitamin [ deficiency may affect the
baby, causing overt bone disease from before birth and
impairment bone quality after birth,

= Depression : Hypo-Vitaminosis — D is a risk factor for
depression.

*  Hypovitaminosis — [ may worsen the cancer, but taking
of vitamin — [ suppliments has no significant effect on
cancer risk. Hypovitaminosis [J is thought to play a role
in the pathogenesis of non aleoholic fatty liver diseases.

+ It may play a role in immunity.

Doses and administration :

The amount of vitamin D recommended is 400 [.U. per day
for children, 600 1.U. per day for adults and 800 IU per day for
people over age 70,

Toxicity : —

If vitamin [ intake is excessive, blood calcium may reach
levels that cause symptoms that are not only unpleasant but
dangerous.

*  Digestive distress, such as vomiting, constipation. stom-
ach pain or diarthoea, fatigue, digginess and confusion.

*  Excessive thrust.

*  Frequent urination.

*  Pre mature birth.

*  Darker skin pigmentation.

*  Malabsorption.

Vitamin [} is not actually a vitamin. It is a steroid hormone,
which is made in the body under the right condition. How-
ever if the body does not make enough, it can also be ob-
tained from food source. In U.S. 42% peoples are deficient of
vitamin — D. In our country no such authentic report in found.
However as found in some studies the presence of deficiency
is much more and prevalent in both sexes of any age group.

Disclaimer

The information and opinions presented in the Journal reflect the views of the authors and not of the Journal or its Editorial Board or
the Publisher. Publication does mol constitute endorsement by the journal.

JIMA assumes no responsibility for the authenticaty or reliabilety of any product, equipment, gadeet or any clamm by medical establishments!
institutions/manufaciurers or any training programme in the form of advenisements appearing in JIMA and also does not endorse or give
any puaraniee W0 such products or traiming programme of promote any such thing or claims made so afler.

— Hony Editor
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acdiatric intensive care unit (PICU)

Sweety M Patel', Manoj Chandrakar?, Archana N Shah?, Rajal B Prajapati*
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Metabolic & Electrolyte disturbances are common problems encountered in Paediatric intensive
care unit (PICU) and are associated with increased morbidity and mortality’. Acid base homeostasis is
fundamental for maintaining life. Paediatric Risk of Mortality (PRISM) score is used to quantify physiologi-
cal status and can compute expected mortality & morbidity risk2. It was a cross-sectional observational
study of duration 1 year. Patients from 2 months to 12 years admitted in PICU were randomly enrolled.
Written and informed consent was taken. Patients submitted for investigations included acid and base
gas analysis (ABGA) and serum electrolytes. PRISM score was applied. Proforma was filled and conclu-
sion derived. Out of 100 patients enrolled, 75 were discharged and 25 expired. ABGA abnomnality was
seen in 84%. Electrolyte imbalance was observed in 58%. Metabolic acidosis and hyponatremia was
observed in 41% and 38% of total cases respectively. The mean cut off value of the PRISM SCORE in the
study observed was 9.3% 3.3. Survivors showed mean PRISM score of 6.04 while non-survivors had
mean prism score of 12.72. Majority of patients admitted in PICU had acid base disturbances on presen-
tation and was associated with poor outcome. Metabolic acidosis was the most common acid base
abnormality while Hyponatremia was the most common electrolyte disturbance observed. PRISM score
is a good indicator for prediction of mortality when the score crossed average mean and is a better

Y,

indicator for prediction of survival when the score was below the mean™.

[J Indian Med Assoc 2019; 117: 11-3 & 18]

A

Key words : Intensive care, ABGA, PRISM score.

etabolic & Electrolyte disturbances are common
linical problem encountered in Paediatric intensive
care unit (ICU) and are associated with increased morbid-
ity and mortality'. Internal acid base homeostasis is fun-
damental for maintaining life. Early recognition & prompt
correction of Metabolic & Electrolyte abnormalities are
necessary to avoid catastrophes & attempts made to main-
tain normal homeostatic till the organ function is recov-
ered, for better outcome.

Because of instability of homeostatic mechanisms and
functional immaturity of vital organs, children are suscep-
tible to develop life threatening emergencies which de-
mand urgent attention to prevent irreversible bio physi-
ological alteration.

Various scoring system are applied for predicting out-
come of patients admitted in PICU. For example, Paediatric
Risk of Mortality (PRISM).

Paediatric Risk of Mortality (PRISM) : PRISM is a
physiologically based score used to quantify physiologi-
cal status and when combined with other independent vari-

| Department of Pacdiatric, Smt NHL Municipal Medical College, VS |
Hospital, Ahmedabad 380006
'MD, Assistant Professor
*MBBS, Resident Doctor and Corresponding author
‘MD, DCH, Associate Professor
MD (D Ped), Professor

ables, it can compute expected morbidity & mortality risk
in the paediatric ICU. PRISM was developed from physi-
ologic stability index (PSI) to reduce the number of vari-
ables from 34 to 14 numbers of ranges from 75 to 23 with-
out losing the predictive power. It is institution indepen-
dent and can be used within limits to compare different
intensive care units**.

PRISM Parameters : (1) Heart rate, (2) Respiratory
rate, (3) Systolic blood pressure and age, (4) Diastolic blood
pressure, (5) Glasgow coma score, (6) Pupillary reaction to
light, (7) PaO, to F1O, ratio, (8) PaCO,, (9) Bicarbonate,
(10) PT and aPTT, (11) Total serum bilirubin 12) Serum po-
tassium, (13) Serum total calcium, (14) serum glucose® (Table
).

Interpretation :

« Minimum score 0, which has an excellent prognosis

* Maximum score 76, which is almost invariably associ-
ated with death

Prediction of Morality in ICU (R)®

R=[0.207 * (PRISM score)] —[0.005 *(age in months)]
—[0.433 *(operative status)] —4.782

Where :

* Operative status = 1 if postoperative or 0 if non-op-
erative

» Upper limit for age used in implementation will be
19th birthday
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Table | — Showirng PRISM Porameter

Parameter  Ranges Points

Systolic Mood pressure m mm Hg ¢
Infants 130=160
55-6%
B
4i-54
=40
Children  150-200
63-73
= 200
Si-64
< 50
Digstolic bBlood pressure in mm He ¢
Allages > 110 mm Hg
Heart rate in beats per minuoie
Infants = [6l
= 90
Children = 150
< 80
Respiratory rafe in beats per minute

b =N SRR R R R I ]

=

e e e

Infants 61-90 1
= 9 5
Apnes -4
Children 51-70 1
=70 5
Apnea 5
Pat FIO, -
All ages  200-30H) 2
< 200 3
PaCC), in towr {mm Hg) :
Al ages  51-65 1
> 635 3
Gilasgow coma score
All g < 8 (]

Pupillary resction :
All ages  Unequal or dilaied 4
Fixed and difated 10
PT/PTT :
All ggres 1.5 times control 2
Total bilirubin in mg/dL :
= | month = 3.5 ]
Potassivm in mEg/L :
All ages  3.0-3.5
6.5-7.5
< 3.0
>T.5
Caleium in mgfdL :
All ages  T7.0-8.0
12.0-15.0
< 7.0
= 150
Glucose in mgfdL -
All ages 40-60
250-404)
< 40
= 400
Bicarbonate in mEg/L ;
All gres = 16

oh Sk bR R LA Lh — —

o fa de

Lk

Probability of mor-
tality in the ICU =
EXP(R)/[1 + EXP(R)]

Probability of sur-
vival from ICU =1 -
{probability of mortal-
ity)

Assessment

= Bensitivity: cor-
rect prediction of non-
survival

= Specificity: cor-
rect prediction of sur-
vival

MATERIAL AND

MEmon

It is observational
cross-sectional study
conducted during 1
year, IRB (Institutional
review board) ap-
proval obtained. Pa-
tients from 2 months to
12 years admitted in
PICU were randomly
enrolled. Inclusion cri-
teria for admission in
Pediatric intensive
care unit (PICU): se-
vere respiratory dis-
tress or not breathing
or gasping ot central
cyanosis or cold ex-
tremities with capillary
refill time =3 second,
weak and fast pulses
shock or diarrhoea
with severe dehydra-
tion or active convul-
sion or coma or poi-
soning’. Patients were
submitted for routine
and specific investi-
gations like acid base
gas analysis (ABGA)
and serum electro-
Iytes level. Patients
were managed accord-
ing to standard proto-

col and monitored for Acid Base and Electrolytes distur-
bances at specific intervals. PRISM score for ouicome
applied in all enrolled patients. Written and informed con-
sent obtained from their parents/guardians for using the

case data for research purpose. Details of the patients col-
lected from the case reporting files. Proforma was filled.
Data was analysed statistically by using student T test
and conclusion derived.
ResuLTs

{1) Total number of patients
and outcome {Fig 1) : e

Out of 100 patients enrolled, 75
were discharged and 25 expired,
with mortality of 25% with aver-
age PICU stay of 3.5 days.

{2) Age and mortality (Fig 2):

Out of 100 admissions, 29%
were of <l-yearage, 31% were of  oecwannr = pmnin
1-5 vears age and 40% were of = 5 Fig 1
years age, Out of 29 %
patients of age less
than 1 wear, 11
(37.9%) expired. Out

of 31 patients be- " SR AT
tween | and 5 years " LR
ofage, 6 (19.3%)ex- ©

pired and out of 40
patients of age more
than 5 vears, 8 (20%%) Fig2
expired.
{3) Abnormalities in ABGA (Table 2, Fig 3) :
Out of 100 patients, 41% had metabolic acidosis, 29%

Table 2 — Abnormalities in ABGA
Type Mo of Patients  Expiry  Mortality (%)
{n=100)
Metabolic Acidosis 41 13 3.7
Respiratory Alkalosis 29 3 17.3
Respiratory Acidosis 5 4 b1
Metabolic Alkalosis 1 ] 0
Mixed g | 12.5
Toral B4 23 27.3
BNO OFPATIENTS
. I | - m L ..
i -G:E'I‘ o _‘_'!'- l_'-_{'- -.‘".
F F F FF 8
= i Lo ?'.‘ _‘I'I‘e ‘_x*
¥y £
F §F F 8
i A
= Fig 3

showed respiratory alkalosis, 3% presented with respira-
tory acidosis, 1% showed metabolic alkalosis, mixed dis-



order was observed in 8%, Maximum mortality seen with
Respiratory Acidosis. Metabolic acidosis is the most com-
mon abnormality observed in critical care.

(4} Serum Electrolytes abnormalities {Table 3) :

Out of 100 admissions, 58% presented with abnormal

Table 3 — Sevum Electrodvies abmormalivies
Type Mo of Patients  Expired  Mortality (%)
(n=100}

Hyponatremia 38 15 394
Hypernatremia 4 I 23
Hyperkalemia 4 | 25
Hypokalemia 2 | 50
Hypocalcemia 2 0 L]
Mixed B 4 50
Total 58 22 iTe

electrolytes, out of these 38% presented with hyponatre-
mia, 4% presented with hypernatremia, 4% presented with
hyperkalemia, 2% presented with hypokalemia, 2% pre-
sented with hypocalecemia, Mixed electrolyte imbalance was
noted in 8%.

(5) PRISM score in the study (Fig 4) :

The maximum score observed in the study was 22. Out
of 100 patients, sur-
vivors showed mean |
PRISM score of 6.04 -
while non-survivors
had mean PRISM
score of 12.72. In-
creased prediction of
mortality was ob-
served with increase
in the score®.

(6) PRISM score with its mean value of the study (Table

FRESSY aore

1 - Fugal [

Fig 4 — PRISM score in the study

4):

The mean cut off
value of PRISM score in
the study observed was

Tahle 4 — PRISM zcore with ifs
mean valwe of the study

Mean PRISM Mo of Patients Expiry

R Score (N=100)
9.3+3.3. Considering 9.0 | =g &0 [
as the cut off value for the |2-22 40 19

present study, 60% had

score less than 9 with 10% mortality. 40% had score more
than 9 with 47.5% mortality. Increased score had more pre-
diction of mortality after crossing the average mean
score”!",

(7) Statistical analysis of PRISM score with the rela-
tion to mean score (9.0) (Table 5) :

Statistical
analysis of the
study showed
sensitivity of
76% (54.87-
90.64), specific-

Table 5 — Sratistica! amelvsis of PRISM scove
Statistics Value (%6) Range (%)
Sensitivity 76 54.87- 9064
Specificity 72 al.d44- 8176
Positive predictive value 47.5 37.18- 58.04
MNezative predictive value 90 B1.54- 94.83
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ity of 72% (60.44-81.76), positive predictive value of 47.5%

(37.18-58.04) and negative predictive value of 90% (81.54-

94_83). This showed that patients with low prism score

definitely have better outcome for survival'l.
Duscussion

Electrolyte and acid base abnormalities are common in
children who need intensive care. They occur in variety of
conditions and result in morbidity and mortality irrespec-
tive of the primary problem. Timely recognition, a high
index of suspicion and a thorough understanding of com-
maon electrolyte and acid base abnormalities is necessary
to ensure their correction. This study was conducted dur-
ing | year in 2 months to 12 vears pediatric patients admit-
ted in intensive care units. In study, total 100 patients were
enrolled, out of which 75 were discharged and 25 expired.
Infancy are associated with poor outcome in this study.
Taori et af Study where mortality in infants was higher
(37.8 %) as compared to older children (16.2 %)'2.

In present study, mortality in infants was 37.9%. In our
study, 41% had metabolic acidosis, 29% showed respira-
tory alkalosis, 5% presented with respiratory acidosis, 1%
showed metabohe alkalosis, mixed disorder was observed
in 8%. Metabolic acidosis is the most common abnormal-
ity observed in PICU patients. In Kinia et af study also
had 32.4% of cases with metabolic acidosis'?.

Hyponatremia was the most common electrolyte dis-
turbance observed in PICU admissions and was also the
most fatal electrolyte abnormality™. In present study, 58%
presented with abnormal electrolytes, out of these 38%
presented with hyponatremia, 4% presented with
hypernatremia, 4% presented with hyperkalemia, 2% pre-
sented with hypokalemia, 2% presented with hypocalce-
mia, Mixed electrolyte imbalance was noted in 8%. In
Murthy er af study, hyponatremia seen in 15-20% cases!?.

PRISM (Pediatric Risk of Mortality) score is physiologi-
cally based score that predicts morbidity and mortality
risk according to the changes of normal values during dis-
case period. This was a score designed by Pollack er af in
1988'%, The purpose of study was to evaluate the PRISM
scoring system in predicting the morbidity and mortality
rate in PICU patients. PRISM score was calculated accord-
ing to guidelines and the score was used for individual
patient to predict the outcome. The mean cut off value of
PRISM score in the study observed was 9.3+3.3. Consid-
ering 9.0 as the cut off value for the present study, 60%
had score less than 9 with 10% mortality, 40% had score
more than 9 with 47.5% mortality. Increased score had more
prediction of mortality after crossing the average mean
score® 1% In R Bellad et af study, mean PRISM score for
survivors was 6.5+ 3.6 and 15.5+7 for non-survivors'!. In
our study survivors showed mean PRISM score of 6.04
while non-survivors had mean PRISM score of 12.72. This

study showed that increased prediction of mortality was
(Continwed on page 18
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Correlation between Positive Bile Culture and Subsequent

Wound Infection after €Elective Benign Biliary Surgery
— R Prospective Study

Shamita Chatterjee', Suman Sarkar?

-

i

Though gall bladder bile is usually sterile, bactibilia has been found to be present in upte 15% of
patients of benign biliary diseasas. Most patients of bactibilia tend to be asymptomatic. But, postopera-
tive surgical site infection is not uncommon in these patients. This study was conducted to find a
correlation between bactibilia and postoperative wound culture in cases of surgical site infection in
benign biliary diseases. To perform a bacteriological analysis from the infected surgical site and corre-
late it with the sample collected from the gall bladder during cholecystectomy. A prospective study was
deszignad including 60 patients, between 13 to 65 years age, undergoing elective biliary surgery. A Sml
sample of bile, aspirated from the gall bladder at the time of cholecystectomy was cultured and the
bactaria identified in positive cultures. if any patient developed surgical site infaction, a sample from
the infected wound was obtained and bacteriological analysis was performed. Positive Bile cultures
were obtained in 14 cases (23.3%). E Coli was found to be the most frequent isolate from bile of which
most were sensitive to piperacillin — tazobactum. Nine (9) cases {15%) developed post operative wound
infection and E cofil was the commonest isolated organism. A strong positive correlation was noted
using Pearson Correlation coefficient. Incidence of asymptomatic bactibilia is around 15%. E coliis the
commonest isolated organism from bile. The incidence of surgical site infection was 15% and E coli
was again the commonest organism isolated with a statistically significant strong positive correlation.

[ Indian Med Assoc 2018, 117: 14-8]

Key words : Bactibilia, Cholecystectomy, Surgical site infection.

holelithiasis is one of the most common pathologies
encountered in day to day surgical practice. The inci-
dence of cholelithiasis amongst healthy, yvoung individu-
als varies between 1 1% to 36%0 in western population and
in about 17% population in Asian countries!. Treatment of
symptomatic gallstones is by cholecystectomy, either
laparoscopic or open, thus making cholecystectomy one
of the mast commonly performed abdominal operations!.
Though bile in the gall bladder is commonly sterile in
nature; bactibilia has been found to coexist in upto 30% of
chronic cholelithiasis cases while in acute cholecystitis
and elderly symptomatic patients, the prevalence can be
as high as 46%)!, In spite of bactibilia, patients can often
be asymptomatic. Following any sort of intervention {open
or endoscopic), these bacteria might get disseminated and
cause infective complications.
Although bile culture and sensitivity is not routinely
done during cholecystectomy, bile culture has shown pres-

| Department of Surgery, Burdwan Medical College, Burdwan 713104 [
'MS (Gen Surgeryv), FMAS, FAIS, Associate Profisssor, At present
. MRS Medical College, Kolkata 700014 and Corresponding aullwr'
MS {Gen Surgery). Senior Resident. Department of Surgen- |
‘mpcrspcmahl) Hﬂsprtal .Asanwl THEUS

ence of aerobic organisms®, Though many surgeons do
not favour the use of prophylactic antibiotics in elective
biliary surgeries, the high incidence of bactibilia warrants
further deliberation on routine bile culture, prophylactic
antibiotic usage in cholecystectomy and its effect on out-
come of the procedure.

To associate the incidence of septic complications in
hiliary surgery to culturable bacteria in bile, it needs to be
proven that same organisms are cultured from the infected
source, in case a postoperative septic complication oc-
CLUrs.

The present study was undertaken to find a correlation
between bactibilia and postoperative surgical site infec-
tion (551) after benign biliary surgery, and whether the
organisms found in the infected wound are same as those
found in the bile.

Haws and Objectives :

(1) To determine the incidence of bactibilia in the study
population.

{2) To identify the causative organisms and determine
their antibiotic sensitivity in bactibilia.

(3) To ascertain the incidence of surgical site infection



(S50} in elective cases of benign biliary surgeries.

{4) To identify the causative organisms and their antibi-
otic sensitivity in 551 following benign biliary surgeries.

{5} To assess the association between organisms found
in bactibilia and those found in postoperative S5I in the
same patients

MaTERIALS AND METHODS

In 60 patients between |8-65 years age, who under-
went surgery for benign biliary pathologies between May
2014 and April 2015 in a surgical unit of a Rural Govern-
ment Medical College were prospectively recruited to the
study. Written, informed consent was obtained from all
patients participating in the study. Institutional board re-
view and ethical clearance were obtained. Patients admit-
ted for management of benign biliary pathology, mainly
biliary stone disease were included in the study,

Patients suffering from malignant biliary pathologies,
and patients with co-morbidities like diabetes mellitus,
hypertension, asthma, COPD, immunodeficiency,
coagulopathy, or those with clinical / biochemical features
of pre-existing systemic infection were excluded from the
study.

After a detailed history and thorough clinical examina-
tion, all patients underwent an ultrasonography of the
abdomen for confirming the diagnosis. Antibiotic prophy-
laxis using a single dose of injection ceftriaxone {1 gm) was
administered during induction. During surgery, the follow-
ing information was recorded:; duration of operation, type
of operation, interval between administration of the antibi-
otics and incision, spillage of bile and any intra-operative
complications, Intra-operatively, a 5ml sample of bile was
collected from the gall bladder with a syringe and sent for
microbial analysis, culture and sensitivity. In the labora-
tory, the bile sample was inoculated into nutrient broth
and subculture was done on blood agar, MacConkey agar
media for aerobic culture testing. 1fthere was growth after
overnight incubation, an antibiogram test was performed
using the Kirby Bauer disk diffusion method. The organ-
ism was identified using biochemical tests. The spectrum
of microorganisms isolated from the bile culture and their
sensitivity pattern was recorded.

Postoperatively, patients were clinically assessed daily,
and the wound evaluated for any erythema, exudate, dis-
charge or dehiscence. A note was also made of any sys-
temic features of sepsis, if present. A postoperative total
leukocyte count was repeated at 48 hrs. If features of
incisional S51 were present, their incidence was docu-
mented. In cases which did develop 551, samples were
obtained for microbiological analysis (aerobic culture ns-
ing same precautions and methods as intra op samples).
The spectrum of microorganisms in wound discharge, their
culture and sensitivity pattern were recorded. The antibi-
otic was changed depending on the sensitivity report. The
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culture report of the intra-operatively collected bile was
compared to that of the postoperative wound swab, to see
whether there was any correlation of the organisms.

Standard statistical methods were used for data compi-
lation & tabulation in the form of tables, charts and graphs.
SPSS version 20 was used for statistical analysis.

AnavLysis anp Resurrs

Compilation of data was done and the results analysed
using standard statistical methods,

Most of the patients in our study population were fe-
males (87%).

The mean age was 38.25 years with a standard devia-
tion of 9,543, The youngest patient was 21 years old, while
the oldest patient was 63 years old. Around 66% of the
study population was between 31-50 vyears old,
Laparoscopic cholecystectomy was the most commaon pro-
cedure (34/60 = 65%) and cholecystectomy (laparoscopic
+ open) greatly outnumbered choledocholithotomy (85%
versus 15%),

Muost of the patients (46/60=76.7%) grew no organism
when their intraoperatively collected bile was cultured. Only
14/60 = 23.3% patients showed a positive bile culture, Of
the &0 patients, 36 (60%) had multiple gall bladder calculi
on USG, while 24 had single calculous. When this data was
cormoborated with those having positive bile culture, it
was seen that bile culture positivity is slightly higher in
patients with multiple calculi.

Bile culture positivity clearly occurs more frequently
in patients with a history of recent acute attack than in
those where acute attack happened some time back indi-
cating relation between positive bile culture and acute
cholecystitis (Fig 1),

E coli was the commonest organism isolated from in-
tra-operatively collected bile sample. Most of the organ-
isms were sensitive to piperacillin + tazobactum or amikacin
(Fig2).

Of the 60 patients who underwent surgery, 9 (15%)
developed wound infection,
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Fig. 1 — Distribution of bile culture positive patients with respect

to recent & past attack of cholecystitis
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Fig.2 — Organisms present in culture positive bile and their drug
sensitivity

E coli was the commonest organism isolated from post
cholecystectomy wound swabs taken from patients with
post-operative wound infection. The organism profile was
similar to that found in intraoperative bile culture. It was
seen that wound infection was much more common in
intra-operative bile culture positive patients than in cul-
ture negative ones (Fig 3).

The relationship between intraoperative bile culture and
postoperative wound infection was investigated using
Pearson product-moment correlation coefficient. There was
a strong, positive correlation between the two variables [r
=0.541, n=60, p<0.0005], with higher chance of postopera-
tive wound infection associated with positive intraopera-
tive bile culture. The correlation as measured by the Chi —
Square tests is depicted in Table 1 and the symmetric mea-
sures correlation in Table 2.

DiscUSSION

Gall bladder as an organ is sterile despite being func-
tionally and anatomically attached to small intestine which
harbours bacterial flora. The continuous flow of bile, ac-
tion of sphincter of Oddi and bile itself acting as a selec-
tive antibacterial agent ensures sterility of gall bladder.
Bile, both in conjugated and unconjugated form, prevents
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Fig. 3 — Prevalence of wound infection in patients with positive
and negative bile culture

Table 1 — Chi-Square Tests

Value df Asymp. Exact Exact
Sig. Sig. Sig.
(2-sided) (2-sided) (1-sided)

Pearson Chi-Square  17.545* 1 0
Continuity Correction®14.147 1 0
Likelihood Ratio 14.863 1 0
Fisher's Exact Test 0 0
Linear-by-Linear

Association 17.252 1 0
N of Valid Cases 60

Table 2 — Symmetric Measures

Value Asymp. Approx. Approx.

Std. Th

Error® Sig.
Interval by Pearson's R 0.541 0.132  4.896 0.000°
Interval
Ordinal by  Spearman 0.541 0.132  4.896 0.000°
Ordinal Correlation
N of Valid Cases 60
growth of bacteria.

When there is inflammation of gall bladder, bile flow
abnormality or stasis of bile, there is bacterial infiltration
into gall bladder. Organisms isolated from gall bladder are
mainly from enterobacteriaceae group, including E Coli,
Klebsiella and Enterobacter?>. Among these E Coli was
the most commonly isolated organism. Significant num-
bers of patients (23.3% in our series) have positive bile
culture, even though they may be asymptomatic and do
not harbour features of sepsis.

Cholecystectomy is one of the most commonly per-
formed general surgical procedures. Cholecystectomy
(both open and laparoscopy) and choledocholithotomy
most of the times are clean operations and are done in
elective setting. Thus, they rarely have wound infection.

The common causes of wound infection in such cases
may be patient related factors (DM, immunosuppression,
long term use of steroids, other systemic disorders, poor
hygiene), operation theatre environment and personnel
related factors, and postoperative care related factors. Even
if all the above are optimised, a segment of biliary surgery
patients still develop wound infection. This study was
aimed to find out any correlation between bactibilia and
post-operative wound infection in such patients.

In our study bile culture was found to be positive in 14
out of 60 patients (23%). Khan et a/® had found bactibilia
in 33% patients in this subcontinent while Pokharel et al’
found bactibilia in 8% patients in South India.

A study by Morris — Stiff et a/® showed prevalence of
bactibilia to be 15.6% in UK. Presence of risk factors like
recent acute attack, advanced age, and choledocolithiasis
have been associated with bactibilia in other studies. In
the present study 11 out of 14 patients of bactibilia had
one or more of these risk factors vis-a-vis 3 patients with-



out such risk factors, but with evidence of bactibilia. The
cause of this bactibilia is not certain but ascension of bac-
teria from duodenum is presumed to be one of the causes®.
Inflammation of gall bladder seems to facilitate the ascen-
sion of bacteria from duodenum. Bile is normally sterile.
Sphincter of Oddi acts as a barrier and continuous flow of
bile keeps the bile sterile. Disruption of the sphincteric
function may also add to migration of organisms from
duodenum to biliary tree. Inflammation in cholecystitis and
obstruction due to cholelithiasis also alters this status,
leading to intrusion of bacteria in gall bladder. Also in-
flamed gall bladder has been seen to develop markedly
altered permeability, thereby contributing to the patho-
physiological change®,

Hematogenous spread is also a contributing factor as
shown by Sahu ef a/'". In our study E coli was the most
commonly isolated organism in intra operative bile culture
(70%) followed by Kiehsiella and Enferococeus. Ovztiirk
et al and Veldzquez-Mendoza ef af have also found E coli
to be the most common organism but with a lesser preva-
lence (30%)>*. Sattar ef o/ also found E coli to be present
in 50% of positive bile cultures®. £ coli and Klebsiella were
the predominant organisms in a study done by Nasreen
Jan et af''. Coliforms constituted 61% of organisms in
study by Ronald T Lewis et aF.

£ Coli being most commonly occurring organism cor-
roborates the assumption that ascension of bacteria from
aut is a major cause of bactibilia.

Postoperative wound infection was seen in 15% of the
population in the present study. Cainzo M et a/'* found
postoperative wound infection in 7.5% of patients, while
Povoski e a/'* reported a postoperative wound infection
rate of 14% in their study involving complex biliary proce-
dures, Surgical site infection was 11.25% in the study by
José Dolores Veldzquez-Mendoza ef al”. R Ashok ef al'*
found the wound infection to be 1 1.0:4%,

In our study, 71% patients with bile spillage developed
wound infection while the remaining 29% did not indicat-
ing the contribution of bile spillage in pathogenesis of
woound infection. Similar results have been abtained in stud-
ies by Sattar ef al, Adel F Ramzy er of'* and Takehiro Fuji
et al'®,

In our study, £ Coli was the commonest (67%) organ-
ism in swabs taken from patients with post-operative
wound infection, followed by Enterobacter. The finding
corroborates with a similar study done in India by Khan e
al®, The study by R Ashok er af'! also found E coli to be
the commonest organism of wound infection (73%) fol-
lowed by Klebsiella and Enterobacter, consistent with
the present study.

In our study, wound infection occurred in 30% of bile
culture positive patients whereas only 4% patients with
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negative bile culture had wound infection. A B Khan e/ af
reported wound infection in 30% patients with positive
bile culture vis a vis only 3% in patients with sterile bile®.
Similar findings have been reported in a study by Adel F
Ramzy et al'® and Lykkegaard Nielsen M et af'’,

So, our study indicates that infected bile contributes
to the pathogenesis of wound infection after biliary sur-
gery. It may be presumed that postoperative wound infec-
tion may be prevented / controlled by giving postopera-
tive antibiotics in concurrence with the culture-sensitivity
of the intra-operatively collected hile, rather than any em-
pirical antibiotic protocol. However, since the study popu-
lation here is small, the above correlation has to be vali-
dated after studies with larger patient populations.

Conclusion :

Though bile is normally considerad sterile, incidence
of bactibilia is to the tune of around 15% even in asymp-
tomatic patients, with £ coli being the commonest organ-
ism, Surgical site infection can occur in as many as 15%
cases of surgery for benign biliary pathology, even though
they are considered ‘clean contaminated” surgeries. Here
also, the commonest cultured organism is £ coli.

In this study, it was seen that there was a strong, posi-
tive correlation between bactibilia and postoperative
wound infection, with higher chance of postoperative
wound infection associated with positive intraoperative
bile culture.

Source of support : None

Conflicting Interest : None
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observed with increase in the score and with lower PR1SM
score definitely have better outcome for survival.
CoNCLUSION

Patients admitted in PICU with emergency signs re-
guired immediate intervention as accurate diagnosis of
metabolic disturbances was lifesaving. Majority of patients
admitted in PICU had abnormal acid base disorder on pre-
sentation and poor outcome is seen in such patients. Meta-
bolic acidosis is the most common acid base abnormality
observed followed by respiratory alkalosis. Mortality is
highest in patients presenting with a Respiratory acidosis.
Hyponatremia is the most common observed electrolyte
disturbance with maximum mortality. Major risk factor for
mortality were hyponatremia, hypokalemia, respiratory
acidosis and metabolic acidosis. Metabolic disturbances
and electrolytes disturbances in infancy are associated
with fatal outcome. PRISM score was used in the present
study because less number of parameters are required with-
out losing its predictive value. PRISM Score was useful in
predicting the survival and mortality. 1t would be advis-
able to individualise and interpret the PRISM score ac-
cording to the hospital setting.
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Antimicrobial coated sutures in Indian Market : A literature

review of efficacy and safety in patients to prevent
surgical site infections

Mukesh Gupta'

- -3
Surgical suture material is used to adequately adapt the wound edges. To prevent microbial coloniza-
tion of the suture material in opaerative incisions, sutures with antibactarial activity have baen davaloped.
In India, triclosan coated sutures (Johnson & Johnson Ethicon Sutures) and chlorhexidine coated sutures
(Sutures India, Meril life Sciences Pvt, Ltd, and Dolphin Sutures) are available. Both in vitro and in vive
experiments have shown that triclosan-coated sutures (TCS) are effective in the prevention of surgical
site infections {S51s). Our aim is to analyze the literature on efficacy and safety of antimicrobial sutures
available in Indian market for prevention of 55is following surgical procedures. We reviewed 23 random-
ized control trials (RCTs) and 5 meta-analyses. comparing antimicrobial-coated sutures with conven-
tional sutures and assessing the clinical effectiveness of antimicrobial sutures to decrease the risk for
surgical site infections (SSis). In 7 RCTs and 4 meta-analyses, TCS coated sutures were statistically
superior vs comparators for reducing 5Sls; 4 RCTs documented that TCS coated sutures were better
than comparator for reducing 55ls; in 6 studies TCS coated sutures were comparable to conventional
sutures in reducing SSis; 2 RCTs and 1 meta-analyses showed that TCS coated sutures were less
affective (not statistically significant} than comparator. There was only 1 randomized clinical trial which
documented that Chlorhexidine coated sutures is comparable to conventional sutures. The TCS antimi-
crobial suture was effective in decreasing the risk for postoperative SSls in a broad population of patients
undergoing surgery. Alternative substances are becoming clinically relevant, such as Chlorhexidine
(CHX) coated sutures and only 1 in ¥vive and 6 in vitro scientific studies evaluated them. In vivo studies,
large and comparative clinical research trials are recommended to validate the efficacy of CHX-coated
suturas thus allowing their use in clinical practice. [/ fndian Med Assoc 2018, 117: 18-23)

Key words : Triclosan, chlorhexidine, antimicrobial sutures and 55Is.

Once a biofilm has developed, it protects bacteria against
the host's immune system as well as systemically'"'? and
locally applied antibiotics.

Surgical site infection (551) rates in India vary from 5%
to 10.3% depending on the chosen type of surgical
procedure’?,

551 generally poses a risk for patients due to an in-
creased morbidity and even mortality®. Affected patients
often need further surgical intervention leading to a higher
cost for the health care system®. Several factors are in-
volved in the onset of 551, one of which is the surgical
suture itself. The presence of foreign material highly re-
duces the critical number of bacteria facilitating a clinically
relevant infection™”. Furthermore, the capillarity of sutures
supports the path of bacteria into wounds by soaked flu-
ids. This so-called 'wicking effect’ triggers such infections®,
Especially. the type of material and structure of the surface
determine the ability of bacteria to adhere and induce in-
fections®, In this context, the number of viable adhered
bacteria is considered an essential trigger for S5 related
to suture material. The main issues are the proliferation of
attached bacteria and formation of persistent biofilms®",

'_I'Ll_I;_DNB_ I"Cr_DF'C Consultant in Obstetrics am:i.f
Gynaccology, Le Nest Hospital, Malad, Mumbai, Maharashtra |
4000464 and Corresponding author

A possible solution to prevent suture-associated site
infections is the use of anti-microbially coated sutures. These
sutures can be used to inhibit viable adhered microbes and
thus prevent biofilm formation. Afier several years of re-
search and development, the first antibacterial suture -
triclosan coated polyglactin 910 suture was approved in
2002 by Food and Drug Administration (FDA), the United
States to reduce the risk of surgical site infections. Further-
more, the use of triclosan coating was extended to other
suture materials to overcome bacterial adherence and pre-
vent or reduce surgical site infections!*13,

The antimicrobial effect of triclosan coated polyglactin
910 suture was consistent over a wide range of suture
diameters and treatment conditions even after several
passes through the fascia and subcutaneous tissue in the
porcine model'®, The zone of bacterial inhibition surround-
ing the knotted sutures using triclosan coated suture ma-
terial in in-vitro colonization experiments showed an anti-
microbial effect over Staphylococcus aureus (S aureus)



EO | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 6, JUNE 2019

and Staphylococcus epidermidis (S epidermidis)'®. In vivo
studies on triclosan-coated sutures exhibited significant
inhibition of bacterial colonies on its surface near the in-
fected site without compromising the mechanical property
of the suture!'™'¥, Similarly, poliglecaprone 25 suture with
triclosan exhibited good antibacterial efficacy post-implan-
tation in animal models'”,

The principle function and efficacy of sutures depends
on the physico-mechanical properties and it is vital to retain
these characteristics while they are modified or coated with
bioactive agents and sensors. In addition, to better han-
dling qualities and desired modifications, it should also be
noncarcinogenic, nontoxic, free of allerzens, and importantly
it should not evoke any adverse response in the host tis-
sues. To meet these requirements, it is necessary to con-
duct detailed pre-clinical studies and evaluate the safety
and efficacy in human trials on these emerging sutures.

The Centers for Disease Control and Prevention Guide-
line for the Prevention of Surgical Site Infection, 2017 rec-
ommends, *Consider the use of triclosan-coated sutures
for the prevention of SSI"2,

As per the World Health Organization {WHO) Global
Guidelines for The Prevention of Surgical Site Infection,
the panel suggests use of triclosan coated sutures for the
purpose of reducing risk of 5581, independent of the type
of surgery?!,

American College of Surgeons Surgical Infection Soci-
ety (ACS & S15) Surgical Site Infection Guidelines, 2016
Update recommends the use of triclosan coated suture for
wound closure in clean and clean-contaminated abdomi-
nal cases when available®?,

Triclosan {5-chlorg=2-[2 4-dichlorophenoxy] phenol) is
a broad-spectrum bactericidal agent that has been used
for more than 40 years in various products, such as tooth-
paste and soaps. Higher concentrations of triclosan work
as a bactericide by attacking different structures in the
bacterial cytoplasm and cell membrane. At lower concen-
trations, triclosan acts as a bacteriostatic agent binding to
enovl-acyl reductase, a product of the Fab | gene and thus
inhibiting fatty acid synthesis. Several trials have shown
that the use of triclosan coated sutures leads to a reduc-
tion of the number of bacteria in vitro and also of wound
infections in animal and clinical studies. Of note, this ef-
fect is not confined to any particular tissue or organ sys-
tem. Apart from triclosan, several novel antimicrobial coat-
ings are now becoming available, but there are still no
reported clinical studies comparing the efficacy of novel
antibacterial sutures with non-coated ones. Triclosan-
coated polyglactin 910, triclosan-coated polydioxanone,
and triclosan-coated poliglecaprone 25 are commercially-
available sutures with antimicrobial properties. Commonly
used non-coated sutures are polyglactin 910,
polydioxanone, poliglecaprone 25, polyglycolic acid and

polyglyconate sutures.

In India, triclosan coated sutures (Johnson & Johnson
Ethicon Sutures) and chlorhexidine coated sutures
(Sutures India, Meril life Sciences Pvt, Ltd, and Dolphin
Sutures) are available.

Our aim was to analyze currently available Randomized
Clinical Trials (RCTs) and meta-analyses, comparing the
effect of the antimicrobial-coated suture with the uncoated
suture on the incidence of S81s following surgical proce-
dures in order to provide a comprehensive assessment of
the available evidence. We highlighted major contributions
of most significant studies and evaluate the current “state
of the art” on suture materials.

Marerial, ann METHODS

We performed a review of the peer-reviewed interna-
tional literature on PubMed, Cochrane database group
(Central Register of Controlled Trials, Cochrane Database
of Systematic Reviews, Health Economic Evaluations Da-
tabase/Database of Health Technology Assessments) and
www.clinicaltrials_gov to identify clinical trial of antimicro-
bial-coated sutures compared with conventional sutures,
and to assess the clinical effectiveness of antimicrobial
sutures to decrease the risk for SS8ls, the last search up-
dated on NMovember 2018. The search strategy was per-
sonalized around specific key-words and combinations of
these:; “uncoated suture”, “coated suture™, “antimicrobial™,
“antiseptic”, “suture”, “triclosan”, “chlorhexidine”, “in-
fection™, “surgical site infection™ and “surgical wound in-
fection™. In case of overlap of authors, affiliations, or pa-
tients, we chose the most recent article.

In this review, we have analyzed randomized controlled
trials and meta-analyses.

We did not include in vitro experiments and animal studies.

Resuirs

We evaluated 23 RCTs and 5 meta-analyses. Of the 22
RCTs, 11 were for general surgery; 5 in cardiac/ vascular
surgery: 4 in breast surgery/ gynecology and | each in
neurology and orthopedic surgery?**,

The sample size of included RCTs ranged from 26 to
2570 participants. Of the studies, 16 were single-center
trials whereas & were multi-center trials. There were 10
double blind and 3 single blind studies while rest were an
open design, Thirteen RCT studies compared Polyglactin
910 with Triclosan (VierylPlus) versus Polyglactin
910(Vieryl); 3 studies compared Polyglactin 910 with
Triclosan (VierylPlus) and Poliglecaprone 25 with Triclosan
(Moneryl plus) with Polvglactin 210 (Vieryl) and
Poliglecaprone 25{Monocryl); 2 studies compared
Polydioxanone with triclosan Suture (PDS plus) versus



Polydioxanone Suture (PDS 11); 1 study each compared
Polyglactin 910 with Triclosan (Vieryl plus) versus
Polydioxanone Suture (PDS 1) versus conventional suture,
Polyglactin 910 with Triclosan { Vieryl Plus) versus different
reabsorbable suture, Polyvdioxanone with triclosan Suture
(PDS plus) versus Polydioxanone Suture {PDS 11}, Polyglactin
910 with Triclosan ( Vieryl plus) versus Chinese silk.

These RCTs assessed outcomes (primary and second-
ary) of intra operative handling, surgical site infections, pain,
cosmetic results, biological inflammation markers, length of
stay and wound dehiscence. Intra operative handling, as-
sessed in | RCT, showed TCS coated sutures to be better
than the comparator. In 7 RCTs, TCS coated sutures were
statistically superior vs comparators for reducing 551s; 4
RCTs documented that TCS coated sutures were better than
comparator for reducing SSls; in 6 studies TCS coated su-
tures were comparable to comparator in reducing 55ls; 2
RCTs showed that TCS coated sutures were less effective
{not statistically significant) than comparator.

TCS coated sutures were statistically better than com-
parator for pain reduction in 1 RCT while 1 study showed
TCS coated sutures to be comparable with the comparator
on pain parameter.

For cosmetic results, TCS coated sutures were statisti-
cally superior compared to the comparator in | study while
comparable in another RCT.

In 1 RCT, biological inflammation markers were statisti-
cally lower with TCS coated sutures compared to com-
parators.

For the length of stay TCS coated sutures were statis-
tically better in 1 and comparable in 5 studies.

Wound dehiscence was significantly lesser with TCS
coated sutures in 1 study, comparable in 2 studies and
statistically inferior in 1 study.

There were 5 meta-analyses which we reviewed?3-4%,
Four meta analyses concluded that TCS coated sutures
showed a significant advantage in reducing the odds of
SSI ranging from 30- 39%. Only 1 meta-analyses showed
that TCS coated sutures were not able to reduce S5ls.

There was only 1 clinical trial with 100 patients which
documented that Chlorhexidine coated sutures is compa-
rable to conventional sutures. 50 In contrast there are 19, 3
and 3 RCTs available with Polyglactin 910 with Triclosan
(Vicryl Plus), Polydioxanone with triclosan Suture (PDS
Plus) and Poliglecaprone 25 with Triclosan (Monocryl Plus)
(Johnson & Johnson Ethicon Sutures) respectively.

The Centers for Disease Control and Prevention Guide-
line for the Prevention of Surgical Site Infection, 2017;
World Health Organization { WHO) Global Guidelines for
The Prevention of Surgical Site Infection and American
College of Surgeons Surgical Infection Society (ACS &
SI8) Surgical Site Infection Guidelines, 2016 Update rec-
ommends, use of triclosan-coated sutures for the preven-
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tion of S51 based on RCTs which were done predominantly
with TCS ie, Polyglactin 910 with Triclosan { Vieryl Plus),
Polydioxanone with triclosan Suture (PDS Plus) and
Poliglecaprone 25 with Triclosan {Monoery] Plus) (Johnson
& Johnson Ethicon Sutures)

DiscuUssIoN

5S1s cause major discomfort for the patient, are poten-
tially life-threatening events, prolong hospitalization stays
and finally increase direct and indirect costs with a signifi-
cant overall financial burden for any health care system.
The main additional costs are related to re-operation, extra
nursing care and interventions, and finally drug treatment
costs. The indirect costs, due to loss of productivity, pa-
tient dissatisfaction and litigation, and reduced quality of
life have been studied less extensively. The treatment of
SSI can be very costly, and the use of antibacterial effect
suture for wound closure can prevent wound infections
after surgery, thus reducing S51 rate.

Among the innovative approaches to reduce the risk of
incision infection is the ability to impregnate suture materi-
als with antimicrobial substances. In fact, microbial adher-
ence to the surface of sutures has been recognized as one
of the reasons for the development of incision infections.

On the basis of our research, our findings suggest that,
despite controversial results among the clinical studies,
the triclosan coated (antimicrobial) suture was effective in
decreasing the risk for postoperative S581s in a broad popu-
lation of patients undergoing surgery.

The potential reasons for difference in outcome among
study results are the clinical sample size, different study
designs, blindness of patients and assessors, length of
follow-up, heterogeneity of surgical procedures, methods,
definition of S81, evaluation of risk factors in the analysis,
inclusion and exclusion criteria, suture material used, pa-
rameters evaluated, and unrecorded data at follow-up.

To prevent microbial colonization of sutures, in fact,
antimicrobial-coated materials have become available, these
are made of inert, non-antigenic and safe materials. To date,
most antimicrobial sutures are coated with triclosan. The
clinical efficacy and safety studies are available extensive-
ly for triclosan coated sutures ie, with Polyglactin 910 with
Triclosan (Vieryl Plus), Polyvdioxanone with triclosan Su-
ture {(PDS Plus) and Poliglecaprone 25 with Triclosan
{Monocryl Plus) (Johnson & Johnson Ethicon Sutures)

Alternative substances are becoming clinically relevant
too, such as Chlorhexidine (CHS)=coated sutures. CHX is
a biguanide antiseptic with antibacterial activity that has
been in widespread use since the late 1940s. There is ex-
tensive dental, obstetric, and surgical scrub literature on
the use of CHX in specialized settings,

CHX is poorly absorbed across mucosal surfaces and
minimally absorbed percutaneously; it has been used in
several pharmaceutical products over the past 30 vears for
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its antiseptic properties and safety profile. Only 6 scien-
tific studies®'* evaluated in vitro CHX-coated sutures.
They demonstrated that CHX forms an inhibition zone
around suture material and it is effective against the patho-
gens responsible most frequently for 881s. CHX is posi-
tively charged and reacts with the negatively charged mi-
crobial cell surface, thereby destroying the integrity of the
cell membrane. Subsequently, CHX penetrates into the cell
and causes leakage of intracellular components leading to
cell death. Only one clinical trial, in 100 patients has docu-
mented that CHX coated sutures is comparable to con-
ventional sutures, In vivo studies, large and comparative
clinical research trials are necessary to validate the effi-
cacy of CHX-coated sutures thus allowing its use in clini-
cal practice.

Our limitations : Similar to other systematic reviews,
the quality of some of the included studies could not be
determined with certainty due to lack of information pro-
vided, and others had methodological issues compromis-
ing the overall rigor or quality of the studies

As a limitation, this was a retrospective historical con-
trolled study having an observational nature conducted
in a single institution. Although the big sample size of 306
patients was the study’s strength and provides for good
reliability. Another strength of the study is its
peneralizability and robustness due to inclusion of het-
erogeneous case-mix of patients.

Conflict of Interest : The Author declare that he has
no conflict of interests.
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Moyamoya disease with rapidly progressive outcome in a

child : a case report

Deepak Sachan’, Yogi Raj Chopra?
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We report a case of S5-year-old female child who was admitted at our hospital with complaints of
guadriparesis with aphasia. On MR angiography, the child was diagnosed to have Moyamoya disease.
it has slow progression but in our case the clinical progression from asymptomatic to quadriparesis
along with cognitive decline and aphasia was rapid over period of 6§ months. The patient was treated
conservatively and referred to a higher centre for specific neurcsurgical intervention,

[f indian Med Assoc 2019; 117: 24-5]
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oyamova disease is a rare idiopathic non-atherosclerotic cere-
rovascular disease characterized by stenosis and progres-
sive occlusion of the bilateral distal end of intermal carotid antery and
its proximal branches. Upon cercbral angiography. this abnormality
is typically visualized as a pull of smoke-like pattern due 1o forma-
tion of new collateral vessels at the base of brain. This disorder is
progressive in children and relatively stables in adult’s. We report
this case due to umuesual and rapid progression of the disease due (o
associated risk factors,
Case ReroRT
A S vears old female child presented with history of weakness
of all four limbs since last 6 months, abnormal  movements of all
four limbs with frothing from mouth 3 month back and inability to
speak since last 1 month, She was apparently well till & months
back when mother noticed paucity ol movements and weakness of
right upper and lower limb. It was sudden in onset and resolved
over period of 1 week but with some residual weakness. A week
later she developed sudden onset weakness of feft upper and lower
limb that is persisting till date. She had single episode of generalized
tonic clonic movements 3 months later. Since last 1 month she has
developed loss of speech, change in behaviour and drooling of sa-
liva. There was no history of trauma, fever, headache, vomiting. ear
discharge, msh, joint pain, repested blood transfusion, cvanosis,
suck-rest-suck cycle. palpitations or breathlessness, There was no
history of blurring of vision. deviation of angle of mouth while
cating. any involuntary movements, flushing, excessive sweating.
bedsores or contractures. There was history of similar episode of
weakness of both upper and lower limbs of left side, recovered
within a day occurring | vear back and she was asymptomatic for
following & months. Birth history was uneventful. Development of
child was nommal till & months back, Family history of stroke in
grandmother and maternal unele was present {Death at 26 vears of
age), There was no history of wherculosis in family.
Examinations — On cxamination child’s vitals were stable,
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she was alert and arousable, Blood pressure in all four limbs were
normal, Head to toe examination was normal, no dysmorphic fea-
tures, no neurocutaneous marker. Neurological Examination reveals
that cranial nerves were nommal. Gag reflex was present, Aphasia
was present, tone increased hilaterally all four limbs, power 375 all
the limbs (right > left), reflexes wene brisk bilaterally, sustained
ankle clonus was present and no bladder or bowel involvement.
Foest of the svstemic examination was normal.

She was diagnosed to have Quadriparesis with aphasia with no
cranial nerve or aulonomic involvermnent, She was investigated for
hematological discases (sickle cell disease, hypercoapuable discases),
vasculitis associated with collagen vascular diseases (SLE. RA, scle-
roderma), vasculopathies (Moyamova disease, MELAS), cardiac
diseases {cyanotic heart disease). Her routine investigation ( Table
1y was normal. Chest x-ray, ECG and 20 ECHO were normal. Her
Homocysteing levels, serum lactate, C3 and C4 levels were normal
and ANA was negative. MR head was done which revealed large
infarct im right frontoparietal region and also infarcts in basal ganglia
and thalamus. MR angiography (Fig 1) was done which revealed
narrowing of bilateral distal part of ICAand ML and A part of right
middle and anterior cerebral arteries respectively. In view of history
of recurrent stroke, cognitive and neurological decline, large multifo-
cal imfarcts involving aress of major cerebral arteries and charactens-
tic MR angiography findings child was diagnosed of having
Movamova disease. Child was managed conservatively on Aspirin
(Class 1Ib) and was referred to higher centre for revascularization
SUrgery.

Discussion

Movamova disease is a cerebrovascular disease characterized
by slowly progressive steno-occlusive changes in the terminal por-
tions of the bilateral intermal carotid arteries (ICA) and their main
branches, which results in the formation of'a fine vascular network
al the base of the brain (moyamoya vessels) o compensate for the
steno-occlusion'. The hazy appearance of these hypertrophied
collaterals on angiopraphy resembles a pufl of smoke (moyamaoya
in Japanese); thus, Sweuki and Takaku named this novel disorder
“movamova disease™. [n 1997, the research committee headed by
Fukui M’ published guidelines for the diagnosis of moyamova dis-
case, Definite movamoya disease is diagnosed when conventional
angiography shows the following findings = Stenosis or ocelusion



Table | — Labargliory parameters
Blood tests At Presentation
Hemoglobin, gdl 9.1
White blood cells. cells/mm’ 11,500
Matelets, cells/'mm’ 6.5
Sodium, megl. 138
Potussium, meg/L 3.6
Calemm, ma'dl 9.6
Phosphorus, mg/dL 4.5
Blood urca, mg/dL 23
Serum creatining, mg/‘dl. 0.6
Lne acid, me'dl 4.0
Glucose, ma'dl 1
Albumin, g'dL 3.7
Homocysteine levels 6.35 (4.44-13.56)
Lipid Profile normal
C3 138 mge/dl (B0-160 me/dl)
C4 32 Smg/dl (20-40 mg/dl)
ANMA negative
Serum Lactate levels 1.5 mmaol/L (0.7-2.1)

Fig | — Showing MR angiography — Bilateral 1CA narrowing and
narrowing of M1 and Al part of Right MCA and ACA

in the terminal ICA andfor proximal portion of anterior cerehrl
artery (ACA) and‘or middle cerebral artery {MCA) and abnormal
vascular networks (moyamova vessels) in the basal ganglia and
hilateral lesions. This classification was based on cerebral angiogra-
phy but in children MR angiography findings as in our case were
also included for definite diagnosis of Moyamoya disease?,

It is a rare disorder. In Japan it is most common pediatric cere-
brovascular disease affecting girls twice as often as boys’. Incidence
and Prevalence in Japan 0,94 and 10,5/ 100,000, It affects American
Asian more than Blacks than Hispanics®. Peak incidence is first
decade of life and 30-40 vears®. Familial Incidence of affected first-
degree relatives is e-12% in Japan®. Incidence in Indian children is
unknown. Our case has presented early at 4 vears of age.
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The natural history of moyamoya disease tends to be progres-
sive. Children often sulfer cognitive and neurologic decling due o
repeated ischemic stroke or hemorrhage which was scen in our case.
Moyvamova may have a more rapid progression and a worse prog-
nasis in younger than in older children”. According to study by 1shii
&t ail, childhood patients with MMD progressed within 5-10 years
o more severe stages angiographically while some of the cases
progressed after adolescence®, In our case the clinical progression
from asymptomatic to quadriparesis along with cognitive decline
and aphasia was rapid over period of & months which could be due
to younger age at onset and possible genctic association as was
evident in family history, The researchers suggest predictor of pro-
gression as follows younger age at onsct (<7 years), family history
of MM, asian heritage, cranial irradiation and previous history of
cardiac abnormalities®. Acute management is mainly symplomatic
and directed towards reducing elevated intracranial pressure, im-
proving cerebral blood flow, and controlling seizures, Revascular-
tzation procedures are currently performed to increase the perfu-
sion to the hypoxic brain tissue™.

Movamoyva disease is an important cawse of cerebral stroke in
children, especially in cast Asian countrics. For the pediatrician it is
imporiant to be familiar with the clinical manifestations and MRIS
MRA findings in moyamoya disease or syndrome to make an carly
diagnosis leading to a good prognosis. Genetic analysis of familial
moyamoya disease might help 1o determine the pathogenesis in the
near future. Role of screening is in those with recurment stroke with
incomplete recovery  laree multifocal infarcts in MCASACA, strong
family history of moyvamova and medical conditions associated
with moyamoya syndrome.

REFERFNCES

1 Kuroda 3, Houkin K — Moyamoya disease: current con-
cepts and future perspectives, Lance! Meurol 2008, T: 1058-
BE.

2 Suzukl J, Takaku A — Cerabrovascular “moyamoya” dis-
ease. Dizsease showing abnormal net-like veszels in base of
brain. Arch Newrol 1969, 20: 288-99,

3 Fukui M — Guidelings for the diagnosis and treatment of
spontanaous occligion of the circle of Wilks (Mayamoya dis-
ease). Ciin Neurol Neurosurg 1997, 99: S238-40.

4 Gordon M Burke, Allan M Burke, Arun K Shema, Michael C
Hurley, H Hunt Batier — Moyamoya disease | a summary.
Neurosurgical Focus 2009; 26: 1-10.

5 Kuriyama 5, Kusaka Y, Fujimura M, Wakai K, Tamakoshi A,
Hashimoto 3, af al — Prevalence and clinicoapidemiclogical
features of moyamoya disease in Japan: findings from a
nationwide epidemiclogical survey. Stroke 2008; 39: 42-7,

6 Uchino K, Johnston SC, Becker KJ, Tirschwell OL —
Moyvamoya disease in Washington siate and california. Maw-
roiogy 2005, 85: 956-8.

7 Houkin K, Yoshimoto T, Kuroda S, Ishikawa T, Takahashi A,
Abe H — Angiographic analysis of moyamoya disease-how
does moyamoya disease progress? Neurol Med Chir (To-
kyo) 1996 38: 7838

8 Ishii K, lsono M, Kobayashi H, Kamida T — Temporal profile of
angiographic stages of moyamoya disease:. when does
moyamoya disease progress? Meuns! Ries 2003; 25: 405-10.

g Smith ER. Scott RM — Progression of disease in unilateral
moyamoya syndrome. Newosurg Focus 2008, 24: E17.

10 Roach ES, Golomb MR, Adams R, Biller J, Daniels 5, Daveber
G, et &l — Management of stroke in infants and children; a
scientific statement from a Special Whiting Group of the Amern-
can Heart Association Stroke Council and the Council on Car-
diovascular Diseasa in tha Young. Stroke 2008, 39: 2644-91.



E() | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 6, JUNE 2019

]_ Case Report _[

Asymptomatic translocated intrauterine contraceptive
device in urinary bladder — an vnusual presentation

Anitha Vijay', Deepa Shanmugham?, Thirupurasundari Rangaswamy*
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sitting.

Perforation of urinary bladder by an Intra uterine contraceptive device remaining asymptomatic is
a rara entity. We present a case of 26 year old female (Para 2 Live 2) with a history of expulsion of foreign
body during micturition, without any urinary disturbances. She gave a history of copper T Intra uterine
contraceptive device insertion 3 years ago, in her puerperal period which was assumed to have ex-
pallad spontanacusly later on. On avaluation with x-ray and ultrasound pelvis, a diagnosis of displaced
copper T in urinary bladder was made. It was confirmed by cystoscopy and was removed in the same

[ Indlian Med Assoc 2019; 117: 26-7)
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Ilntmuterine cortraceptive device (TUCT) is the most widely used
method of reversible contraception'. 1UCD has been used as an
effective, safe and economic method of contraception with Tow
rates of complications. The complications that are commonly re-
ported include dysmenarthoea, menorrhagia, pelvic infection, preg-
nancy and uterine perforation’. Migration of copper T TUCD into
adjacent organs is very uncommaon. Till now around 70 cases of
migration to urinary hladder have been reponed in scientific litera-
ture, half of them resulting in stone formation, remaining with in-
flammatory reaction ranging from erythema to peri vesical inflam-
matory mass’. Migrated copper T in urinary bladder remaining
asymptomatic without any secondary complications as in this case
is not yet reported,
Case RErorT

A 26 vear female (Para2Live2Abortion ) presented o our
svnecology outpatient department with a history of expulsion of
a foreign body during micturition. She had no history of dysuria,
hematuria or any other urinary disturbances, She gave negative
history for vaginal discharge and menstrual abnormalitics, She
had no history of fever or pain lower abdomen. There was a
history of insertion of copper T intrautering contraceptive device
3 years ago, 4 weeks after her scoond delivery, Patient conceived
1 vear after the insertion of copper T, for which she underwent
ultrasound pelvis and was told that there was an intrautering ges-
tation of & wecks with absent IUCD, Assuming spontancous ex-
pulsion, she underwent medical termination of pregnancy with
concurrent laparoscopic sterilization elsewhere. Patient has re-
mained asymptomatic thereafter.

Exantinations — On bimanual pelvic examination by us. cop-

| Depariment of Obsteirics & Gynaecology, Aarupadai Veedu Medical |
Caollege & Hospital, Kirumampakkam, Puducherry 607402
'MED {Obstet & Gynaccol), Assistant Professor and|
Corresponding author |
MDD (Obstet & Gyneecol), Assistant Professor
™MD, DGO, Profiessor

per T thread was not felt, Uterine sounding did not reveal the pres-
ence of copper T inside the uterine cavity.

Trvestigations — X-ray pelvis with wtering sound showed a
copper T device slightly to the right of midline, away from the
uterine sound (Fig 1). Her ultrasound pelvis revealed an echogenic
limear structure in the: lumen af the urinary bladder in contact with
the base of the bladder (Fig 2). Mo mass. calculus or blood clots were
seen in the lumen of urinary bladder. A sonological diagnosis of
displaced copper T in bladder was given,

Cystoscopy showed the stem of copper T in the lumen of the
bladder without any surrounding inflammatory reaction {Fig 3).
Bladder wall was intact. There was no caleulus or inflammatory
mass. Ureteral onfices were normal. In the same sitting the copper
T was removed through the cystoscope.

Omn gross examination of the removed copper T TUCD, a por-
tion of the vertical stem was missing correlating with the history of
expllsion of foreign body by the patient. Patient had an uneventfiil
post-procedure period,

#2y

Fig | — X- Ray Pelvis with uterine sound demonstrates a copper T
IUCE to the right of the midiine, sway from the wlerine sound



Fig 2 — Ultrasound pelvis revealed an echogenic linear structure in
the lumen of the urinary bladder in contact with the base of the
bladder. UB — Urinary Bladder, UT — Uterus, Cu T — Copper T

IUCD

DiscussioN

IUCD is the most popular method of reversible contraception
due to its high efficacy for fertility regulation, low risk and low cost,
especially in the developing countries. However, use of [UCD has
been associated with some adverse effects like abnormal uterine
bleeding, pelvic inflammatory disease, uterine perforation and mi-
gration to adjacent organs’. Although devices may migrate sponta-
neously into and through the uterine wall, most perforations occur
or at least begin at the time of insertion. This risk increases particu-
larly during the puerperium when the uterine wall is thin and frag-
ilet.

Secondary perforation can occur by slow migration through the
muscular wall of the uterus which can be augmented by spontane-
ous uterine contractions or bladder contractions®.

An IUCD in the bladder can also be the consequence of insert-
ing it erroneously in the bladder through the urethra®. In our case,
the cystoscopic finding of absent mucosal lesions in the presence of
[UCD may be consistent either with an early bladder perforation
during insertion of the device or an erroneous placement of the
IUCD directly in the bladder by an inexperienced para medic lack-
ing basic anatomical knowledge.

Few articles have been reported regarding migration of copper
T IUCD with secondary complications. These patients presented
with abdominal or pelvic pain and lower urinary tract symptoms
like frequency, hematuria, dysuria, retention of urine secondary to
lithiasis. Persistent or recurrent urinary tract infections not re-
sponding to antibiotic therapy is the most frequent presentation in
them.

The migrated IUCD may remain silent for a long period and not
be discovered until it is found to be missing. In a case series, nine
out of ten patients were noted to have lost their [UCD years before
the development of urinary tract symptomatology and instead of
carrying out radiological investigations, they were told that the IUCD
must have fallen out*.

Thorough investigations must be performed in all cases of miss-
ing IUCD. Pelvic radiography will reveal the presence of IUCD
within the patient, as it is radio opaque. Various investigative tools
like Ultrasound, CT scan can be used to locate the IUCD.

All the IUCD in the bladder must be removed, whether they are
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Fig 3 — Cystoscopy showed the stem of copper T in the lumen of
the urinary bladder without any surrounding inflammatory reaction

symptomatic or not, in view of future complications. When there is
a suspicion of IUCD in the bladder, cystoscopy is the best option
through which both confirmation of diagnosis and retrieval is pos-
sible in the same sitting”®.

With this case note, we would like to emphasize that any pa-
tient undergone copper T insertion should have a regular follow-up,
even though asymptomatic and it should never be assumed that the
device has expelled unless it is seen.
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Cerebellar ataxia : a rare manifestation of snake
envenomation
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Snake envenomation is a frequently encountered problem in developing countries, including India.
Wide spactrum of clinical manifestations like bleeding diathasis, neuroparalysis, are commonly seen
and discussed. Certain delayed complications like cerebellar ataxia, neuropathy, etc are rarely en-
countered. These present once the acute stage is over but once these manifestations develop, they
tend to cause long term morbidity and disability in the victim. We, hereby present a case of Neuroparalytic
snake envenomation developing cerebellar signs, after the neuroparalysis was recovered. Only two
casas with such delayed features have been reported in literature.

o
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nvenomation resulting from snakebite is an important public

realth problem in many tropical and subtropical couniries in-
cluding India. Most of the bites oceur in rural areas and hence the
actual incidence is much higher than the reported data. Recent esti-
mates, which are frapmentary. suggest that worldwide, venomous
snakes cause 5.4 million hites, about 2.5 million envenomings and
over 125,000 deaths annually™'. In India alone 15,000 to 20,000
people bitten by snakes die every vear. No comprehensive global
assessment has been made of snakebite epidemiology. OF the vari-
ous poisonous species in India, majority of bites and consequent
mortality is attributable o 5 species viz, Ophiophagus hannah (king
cobra), Maja Maja (common cobra), Daboia rusellii (Russell's viper).
Bungarus caeruleus (krait) and Echis carinatae (saw-scaled viper).
Many cases of nevroparalytic snake bites are encountered and with
proper treatment are cured without any sequale. We report here a
case of saake bite presenting with cerebellar ataxia as a delayed
manifestation which is extremely rare. Only two cases have been
reported so far in literature™.

Case Rerokr

A 40 vear old housewife living in village was admitted with
history of snake bite 10 hours back while she was sleeping on
ground at night. Patient was awakened by a discomfort which she
felt on her back and on waking up she saw a snake beside her. The
snake was subsequently Killed by her relatives, She was not able to
slcep duc to apprehension, and 6 hours later, she felt difficulty in
opening her eves, followed by double vision, blurring of vision and
difficulty in breathing with weakness in all four limbs, While on her
way to hospital, patient became disoriented according to the his-
tory given by her relatives. There was to history of intoxication,
drug abuse, fever, vomiting, facial deviations or abnormal move-
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ments. The snake was black in colour with multiple marks, about 2
to 3 feet in length as deseribed by the relatives.

Examinations — On examination, patient was drowsy with
plasgow coma scale score E2V3M4, blood pressure was 1 100 mm
of Hg with a pulse rate of 100min, respiration was rapid and shallow
with rate of 36 /min. Fang marks were present over right flank, there
was no swelling or bleeding at local site. Mouth was filled with
secretions but bilateral lungs were clear on auscultation. Abdominal
and cardiovascular examination was within normal limits. Central
nervous system examination revealed genaralised hypotonia, absent
deep tendon reflexes with normal sised and resctive pupils. Cranial
nerve examination revealed absent gag reflex and slurring and nasal
intonation of voice while examining the patient, Cn the basis of his-
tory and physical examination. a probable diagnosis of neuroparalytic
snake hite was made. Due to poor respiratory efforts, patient was
shifted to Intensive Care Unit (ICU) and  was mechanically venti-
lated. 300 ml of antisnake venom was given after sensitivity testing,
along with tetanus toxoid and Inj. amoxicillin-clavulanic acid (1.2
prams), Her Intensive care unit stay was uneventfil except an episode
of generalised tonic clonic seizures on day 1 of ICU stay for which
injection phenytomi 300 mg) wis started, After 5 days, patient was
weaned off from ventilator with normal orientation, muscle power
and reflexes, and then shifted o the ward.

Three days later, patient developed involuntary movements of
limbs at rest which got aggravated on activity. A detailed neurclogi-
cal examination revealed truncal ataxia, slurred speech, intentional
tremors, positive finger-nose test, positive knec-heel test, wide based
pait. Dysdiadochokinesia was absent. No fever, joint pain. head-
ache, vomiting or weakness was present, A dingnosis of cerebellar
ataxia was made. A possibility of phenytoin toxicity was thought of
and therefore it was stopped on day 8 of her illness, but despite that
patient showed no improvement even after a week. On laboratory
examination. haemoglobin was 12.4 grams/dl with normal red blood
cell indices, white blood cell count of 1 1L000/mm’, normal liver and
renal function tests with normal blood coagulation profile. Paticnt
was further investigated with MR, EE(GL NCV and cerebrospinal
Nuid examination, but all were nommal, Patient remained hospitalised



for further one week but no improvement was seen and finally
patient was discharged on request with symptomatic treatment and
multivitamins, along with physiotherapy counselling. She was ad-
vised to come for follow up. She visited outdoor after 15 days with
no improvement in signs and symptoms. Afier that, patient was
lost to follow up.

DiscussioN

Snakebite is a common medical emergency encountered in South
Asia. The principal effects of envenomation are on the nervous
system, kidneys, heart, blood coagulation, vascular endothelium,
and locally at the site of bite depending on type of snake. The
victims of snakebites are mostly of the rural population, who are
bitten during field work and while sleeping outdoors. The available
data on epidemiology of snakebite from the Indian subcontinent are
sparse because most snake bites occur in illiterate rural people who
use witchcraft and traditional healers. Only cases of snakebite with
severe envenomation reach the healthcare centres.

Two types of neurotoxins are found in venom of neurotoxic
snakes, first one acts pre-synaptically and damages nerve endings,
initially releases acetylcholine transmitter and finally blocks the
acetylcholine release. Second type, competes with acetylcholine
for receptors and once attached blocks the binding of acetylcholine
to its receptors. These mechanisms are responsible for most of the
acute manifestations of neuroparalytic snake bite. According to a
study the common manifestations of neuroparalytic snake bite in-
clude ptosis (75%), respiratory involvement (65%), bulbar weak-
ness (39%), opthalmoplegia (42%), paresis (22%) , loss of con-
sciousness (12%), giddiness (9%), headache (7%)*. Our patient had
most of the above listed features.

Severity of symptoms depends upon the amount of venom
injected, type of snake, and time required in initiation of treatment.
Neuroparalysis leading to type 2 respiratory failure is the common-
est cause of morbidity and mortality. Other causes of death are
complications of mechanical ventilation, shock, intracerebral
haemorrhage, wound complications, tetanus, cortical venous throm-
bosis, renal failure, and hypoxic brain damage.

In our case we included hypoxic ischaemic encephalopathy,
phenytoin toxicity, anti snake venom toxicity and cerebellar toxicity
due to snake venom as differential diagnosis. There were no focal
neurological deficits and other features of neurotoxicity were com-
pletely recovered, MRI brain was normal, thereby excluding hypoxic
ischemic encephalopathy as a differential diagnosis. There was no
improvement in symptoms even after withdrawal of phenytoin dur-
ing the hospital stay and on subsequent OPD visit. Thus phenytoin
toxicity was also ruled out. Other differential of delayed hypersensi-
tivity due to anti snake venom usually manifests as serum sickness
like reactions and neurological manifestations which include monon-
euritis multiplex, encephalopathy and optic neuritis but these de-
velop weeks to months after its administration and after extensive
search no effect of antisnake venom on cerebellum has been docu-
mented. Two cases of cerebellar toxicity as a delayed complication of
snake bite were reported when extensively searched for**. Thus a
diagnosis of cerebellar toxicity due to snake venom was made.

Other delayed nervous system manifestations following snake
envenomations include nerve conduction defects in ulnar, median
and common peroneal nerve, glove and stocking type of sensory
motor neuropathy, ophthalmic neurotoxicity include optic neuritis,
retinal and optic nerve oedema, pupillary changes, optic atrophy
and cortical blindness were described®. A case report has highlighted
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symmetrical distal motor neuropathy after Ceylon krait bite in 1988°.
Alteration of the sensorium and progression to a deeply comatose
state with absent brain stem signs following snake bite is not simply
explained by cerebral hypoxaemia and the locked-in position due to
severe neuromuscular paralysis®. Furthermore, associated antero-
grade memory loss is strongly suggestive of widespread depression
of cerebral functions. Case reports of stroke, encephalomyelitis
after snake bite have also been published®”.

There are certain differences in clinical presentation of our case
of cerebellar ataxia from the patients repoted earlier. Our case never
developed hypotension or any arrhythmia following envenoma-
tion. However, she developed seizures which were not seen in other
patients and was given phenytoin, which can also cause ataxia but
that improves once the effect of drug fades off.

Cerebellar ataxia as a complication of snake bite is an extremely
rare finding**. So, from above discussion we could possibly relate
cerebellar ataxia as a result of toxicity of the venom injected and the
probable explanation for such manifestation is ultrastructural dam-
age to motor nerve endings, nerve fibre, or demyelination®, How-
ever further studies at molecular level have to be conducted to find
out the definite cause of such manifestation. Therefore, evolution of
cerebellar ataxia in a patient with definite history of snakebite should
be added to the profile of complications of snake bite and has to be
evaluated further to know exact etiology and mechanism.
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A case report of Tolosa — Hunt syndrome
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Tolosa Hunt syndrome is a rare clinical entitycharacterized by sudden onset of painful ophthal-
moplegia and prompt response to steroid therapy'. Generally it involves third, fourth and sixth cranial
nerves due to the presence of non specific granulomatous inflammatory process in the region of
cavernous sinus and for superior orbital fissure®™. Here we present a case report on a 17 year old
female who presented with Unilateral headache, drooping of left eyelid and diplopia. MRI brain of the
patient showed Laft cavernous sinus enlargement and T1 & T2 isointense lesion causing narrowing of
Left ICA extending anteriorly to the orbital apex. The diagnosis of Tolosa Hunt syndrome was made after
ruling out other differentials on the basis of history, examination and investigations.

[ Indian Med Assoc 2018; 117: 30 & 32]

-

Key words : Ophthalmoplegia, ptosis, diplopia, tolosa hunt syndrome, cavernous sinus.

losa Hunt syndrome is a rare neurological entity which can
affect people ofany age with o sex predilection®. [Uis a steroid
responsive painful ophthalmoplegia which was first described by
Tolosa in 1954° In 1961, Hunt et af reported six cases of painful
ophthalmoplegia which rapidly improved with steroids and in 1966,
Smith and Taxdal gave theeponym " Tolosa Hunt syndrome™ to this
entity*, The criteria for diagnosis of Tolosa Hunt syndrome is framed
by the Intermational Headache society and modified in 20135, Al-
though it is considered as a benign condition with prompt response
to steroid therapy, sometimes patients may requine prolonged im-
munosuppressive therapy™.
Case Reromt

A 17 year old female presented with left sided Headache with
double vision. Fever and drooping of left eyelid for 10 days. Head-
ache was constant, dull aching nature in the left sided periorhital
region extending to the left frontal region. There was no history of
visual loss and sensory disturbances over face. Fever was low prade,
intermittent, relicved by antipyretics,

The patient was conscious, oriented with Pulse rate of 98/mt,
Blood Pressure of 100070 mmHg, Respiratory rate of 15/mt, Tem-
perature of 100FF,

Cranial nerve examination showed partial plosis, restricted ocular
movements and dilated non reacting { loss of both direct and indirect
light reflex) pupil in the left eve sugpestive of third. fourth and sixth
cranial nerve paresis. Other cranial nerves were normal, Higher men-
tal function, motor and sensory svstem were intact. No sipns of
meningeal irritation. Cither system examination were normal (Fig 1.

Blood investigation showed Hb-1 1.6 gm®a WBC count= 10,200
cells/pl. ESR- 22mmvhr, RBS- %4 mg/dl, T3- 122 ng/d!, T4- 9.9 meg/
dl, TSH- 082 mill/mi, HIV serology, ANA and ANCA were nega-
tive, C5F analysis was normal,

MRI Brain with MREA and MRV with contrast showed en-
larged left cavernous sinus and T1 & T2 isointenss lesion causing
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MDD (Gen Med), Postigraduate student and Comesponding author |
MDD (Gen Med), Posteradume student

Fig | — Showing cranial nerve exemination

narrowing of left Internalcarotid artery extending anteriorly till the
orbital apex, Post contrast image showed diffuse enhancement of
the same lesion. Brain Parenchyma was normal. No aneurysm or
vascular malformations, No cavernous sinus thrombaosis, Dural
vienous sinuses were normal, Extraocular muscles appeared nommal.
Features were suggestive of Tolosa Hunt Syndrome (Fig 2).

Patient was treated with Tablet Predizolone 15mg thrice a day
fior 3 days and tapered slowly, There was significant improvement
in ptosis and ocular movements after 2 days of corticosteroid therapy
and recovered fully with out residual weakness st 7 day,

Dhscussios

Tolosa Hunt syndrome is caused by a non specific granuloma-
tous inflammatory process in the cavernous sinus and / or superior
orbital fissure™. The inflammatory process is characterized by non
caseating, giont cell granufoma, fibroblast, lmphocyte and plasma
cell proliferation within the cavemous sinus and / or superior orbital
fissure’. The infiltration of the cavernous sinus with a non specific
inflammatory tissue leads to compressive neuropathy of the cranial
nerves third, fourth, sixth and first and second segments of the
trigeminal nerve. The infammatory process may also involve optic
nerve’,

(Continued on page 32)
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A delayed presentation of scheuermann’s disease in a

female
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Low back pain is a common concern, affecting up to 90% of people at some point in their lifetime.
Low back pain is not a specific disease, rather it is a symptom that may occur from a variety of different
processes. Common causes of lower back pain in young adults are lumbar disc herniation, degenera-
tive disc disease, isthmic spondylolisthesis, musculoskeletal pain syndrome, osteomyelitis of spine,
cauda equina syndrome and referred pain from abdominal organs. Scheuermann’s disease, more
commonly seen in western countries, is also one of the differentials.

\1

[J Indian Med Assoc 2019; 117: 31-2]

Key words : Low back pain, Scheuermann's disease.

Schcu::lmann's disease, described by Holger Scheuermann in 1920,
comparatively an unusual cause of severe lower backache un-
less in acute phase, is considered to be a form of juvenile osteo-
chondrosis of the spine, most frequently diagnosed between ages
13 and 17 years with overall incidence rate of 0.4% to 10%, and
commonly affecting males'>,

Here we report a case of late presentation of the disease in a 26
year old female with predominant complaints of severe lower back-
ache and radicular leg pain.

Case REPORT

A 26 year old female presented to Emergency Department with
chief complaints of severe lower backache and radicular pain in right
lower limb. She was relatively alright before 1.5 months when she
started having episodic severe lower backache accompanied with
pain in right lower limb. Pain was relieved on rest and analgesics.
There was no history of weakness, trauma, fall, heavy weight lifting
or any other complaints. Vitals and systemic examination including
detailed neurological examination were unremarkable. Patient’s he-
matological and biochemical profiles were normal. Her Lumbosacral
spine Xray showed mild reduction in L3-L4 space. USG pelvis
showed no abnormality.

Her MRI of lumbosacral spine showed Schorml’s nodes forma-
tions in the lower dorsal and lumbar vertebrae with posterior bulg-
ing of L3-L4, 1L4-L5 & L5-S1 intervertebral discs with posterior
osteophyte formation with hypertrophy of ligamentum flavum and
arthropathy of facet joints. Scoliosis was seen in lumbar region with
concavity to right side. Paradiscal degenerative changes were seen in
antero-supeior portion of L4 vertebral body with fatty conversion
of bone marrow.

The patient was given anti-inflammatory drugs and muscle re-
laxants (etocoxib and thiocolchiside) and pregabalin for 2 weeks and
advised for extension spinal exercises. On follow after 1 month,
patient was better with no backache or leg pain.
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Discussion

With two major forms of kyphosis: the thoracic form (classic,
type I), which is the most common with the apex localized between
T7 and T9 vertebrae and the thoracolumbar form (type I1, uncom-
mon), with the apex localized between T10 and T12, the cause of
Scheuermann's disease remains unknown,

Since Scheuermann's disease occurs during periods of bone
growth, it often first appears in adolescence at the time of puberty.
Parents typically bring their child with a complaint of poor posture,
sometimes with sporadic occurrences of fatigue and mild pain in the
thoracic area of the spine. In severe cases, patients may have other
symptoms including pain, arigid curve of the spine that gets worse
when bending forward and only partially corrects itself when stand-
ing, co-existent scoliosis and chest pain or difficulty breathing caused
by decreased lung capacity; only in rare circumstances.

Scheuermann's disease is rarely associated with neurological
complications. Neurologic deficits are usually secondary to tho-
racic disk herniation, kyphotic angulation and tenting of the spinal
cord, extradural spinal cysts, osteoporotic compression fractures
and vascular injury to the anterior spinal artery due to compression
of the spinal artery of Adamkiewicz**.

Radiographically anterior wedging of vertebral bodies,
Schmorls’s nodes, increased irregularities and densities of endplates
with marked kyphotic deformity suggests Scheuermann’s disease.
Schmorl’s nodes are the result of the penetration of nucleus pulposus
material into the spongy vertebral body. This finding is frequent but
not pathognomonic of the disease, since it can also be observed in
normal individuals.

Bone scintigraphy findings are generally not pathognomonic,
appearing as subtle increases in isotope uptake at the sites involved
by the disease. Magnetic resonance imaging is used in the evaluation
of neurologic deficits and intervertebral disk degeneration and atypical
forms of Scheuermann’s disease with nondiagnostic findings in stan-
dard radiographs. Preoperative selective arteriography of the spine
may be of value to avoid injury of the anterior spinal artery. Addi-
tional imaging studies should include passive hyperextension views,
lateral tomograms, radiographs of the left hand and wrist, and stand-
ing posteroanterior radiograph of the pelvis.

Treatment of Scheuermann’s disease is indicated to relieve pain,
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to gomrect an unaceeptable cosmetic deformity, and (o prevent po-
tential progression or worsening of the curve. Treatment will vary
depending on the size of the curve, the flexibility of the curve, the
patient’s age and the patient’s preferences. For patients with more
than one vear of growth left, the kyphosis can be partially reversed
by wearing a brace (eg, a Milwaukes brace) for one to two vears, Tt
can improve the curve during the growing years by restoring height
(o the front of the vertebral body and sometimes can reduce pain.
For patients who are already skeletally mature, bracing is not an
effective treatment. An exercise program, including specific strength-
ening and hamstring stretching exercises, may be recommended in
conjunction with bracing. While exercise won't correct the defor-
mity, it can he helpfitl inalleviating back pain and fatigue. Surgery is
rarely nesded for Schewermann’s disease, It may be considered for
patients with severe deformities. if neurological deficits are present,
and occasionally if pain is present with the deformity. The goal of
the surgery is mostly to reduce the deformity., although some fieel it
can lessen pain if present.
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Fig 2 — MRI brain with MEA and MRV with contrast

Criteria for Tolosa Hunt Syndrome by International Head-
ache Society 2013 :

fd)l  Unilateral headache fuifilfing criterion C

(B Both of the folfowing !

(1) Granulomatous inflammation of the cavernous sinus,
superiororbital fissure or orbit demonstrated by MRI or biopsy.

{2} Paresis of one or more of the ipsilateral third, fourth, sixth
cranial nerves,
{C)  Eviderce of canzation demaonsivated by both af the follow-
ing:
(1) Headache has preceded paresis of the third, fourth and/or

sixth nerves by less than or equal to 2 weeks or developed with it

{2) Headache is localized around the ipsilateral brow and eve,

1 Not better accounted for by another JCHD-3 diagrosis®.

Owr patient fulfilled all the criteria for Tolosa Hunt Syndrome,
The patient presented with unilateral headache with retro orbital
pain and involvement of ocutomotor, Trochlear and Abducent nerve.
We excluded MNeoplastic, Infectious, Viscular causes and thyroid
dysfunction by appropriate investigations. Our patient improved
with High dose corticosteroids within 2 days. Although the patho-
logic process and symptoms are self limiting, a short course of
corticosteroids is helpful in prompt relief and to avoid long term
corplications,
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Ovarian fibroma with minor sex cord eclements

— on incidental finding
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tumors are not missed or underdiagnosed.

Ovarian fibroma with minor sex cord elements is rare tumor of benign nature with less than 20
cases reported till date. Our case was a 55yr old female, who presented with dysfunctional uterine
bleeding and a solid ovarian mass was diagnosed incidentally on scan. The tumor was histopathologi-
cally termed as ovarian fibroma with minor sex cord elements. A knowledge of this entity and careful
examination for the sex cord elements in ovarian fibromas and thecomas is needed so that these

[/ Indian Med Assoc 2019; 117: 33 & 35]
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Key words : Ovarian fibroma, minor sex cord elements.

varian fibroma with minor sex cord elements is a

fibrothecomatous tumor containing <10% of sex cord elements.
These tumors occur in women of any age and are usually hormon-
ally inactive. They are solid tumors indistinguishable from fibromas
and thecomas. Histopathologically, they show the features of fi-
broma or thecoma with sex cord elements appearing as fully differ-
entiated granulosa cells to undifferentiated tubular structures simi-
lar to immature sertoli cells'.

Case REPORT

A 55 year old female presented with menstrual irregularities.
On ultrasound scan, a solid ovarian mass was reported. The patient
underwent surgery and we received hysterectomy specimen with
unilateral adnexa. Grossly, the uterus appeared normal. The ovarian
mass measured 12 x 11 x 5 cms. External surface was nodular and
cut section showed homogenous grey-white areas. Histopathol-
ogy, showed thin spindle shaped cells arranged in fascicles. The
cells were uniform with bland nuclei and scant cytoplasm. No mi-
totic figures were seen. Admist these fibroblasts were islands of sex
cord stromal cells arranged in tubules and nests. They composed
less than 10% of tumor (Fig 1). A diagnosis of ovarian fibroma with
minor sex cord elements was made.

The incidence of ovarian fibroma is 4% of all ovarian tumors®,
The occurrence of ovarian fibroma with minor sex cord elements is
extremely rare. It is recognized as a distinct entity by WHO'. It is
an uncommon benign tumor occurring commonly in middle aged
females. It is usually hormonally inactive®.

It was first described by Young & Scully in 1983° as a tumor
predominantly composed of fibromatous or thecomatous area and con-
taining minor sex cord elements in less than 10% of the tumor area®.

This tumor occurs in a wide range of age group, from 16-65 years
old females’. However, a literature search yielded the occurrence of
this tumor in a girl as young as 13 years® and as old as 79 years®.

The tumor is usually hormonally inactive but may a few cases of
hormonally active tumors have been reported. Estrogen producing
tumors may have endometrial hyperplasia or diffuse atypical hyper-
plasia or even at times adenocarcinoma of the endometrium®®”. It
may be associated with virilisation in females. These patients present
with deepening of voice, hirsutism, clitoromegaly or breast atrophy®.

Most of these tumors present clinically with pain abdomen or
Department of Pathology, Sri Siddhartha Medical College, Tumkur,

Karnataka 572104

'MBBS, MD, Professor and Corresponding author

*MBBS, Postgraduate

Fig 1 — Fascicles of spindle cells with islands of sex cord stromal
cells arranged in the form of tubules and nests (H&E, 20X).
bleeding per vagina or abdominal mass*”. On ultrasound scanning,
the size of the tumor varies from 1-10 cms, However, tumors as
large as 20 cms have been reported. They are solid, firm, grey-white
tumors and have a yellowish — white appearance whenever thecoma

component is predominant®’,

Microscopy shows a well — encapsulated mass with predomi-
nantly a fibromatous or a thecomatous tumor with minor compo-
nent of sex cord elements occupying <10% or not more than 0.45mm
of the tumor area?’. The minor sex cord elements may be seen in
nests or tubules and composed of cells resembling granulosa cells,
sertoli cells, undifferentiated cells or steroid cells of sex cord type®*.

On staining for reticulin stains, a pericellular pattern in the
spindle cell area with grouping around the sertoliform cells can be
appreciated®.

The sex cord elements are immunophenotypically positive for
inhibin, calretinin, CD99, CD56, antikeratin antibody KL1 & MIC.
They are negative for SMA, CK, EMA & vimentin**’.

The spindle cells are positive for vimentin, smooth muscle actin,
and weakly for inhibin. They are negative for calretinin, CD34 & CK*5,

The nearest differential diagnoses are ovarian fibromatosis,
Brenner tumor and adenofibroma’.

There is proliferation of spindle cells with abundant collagen
formation and focal edematous areas with preservation of normal
follicular structures of the ovary in ovarian fibromatosis whereas
they are replaced by fibrous tissue in ovarian fibromas*®.

The epithelial rests in Brenner tumor have cystic lumina with

(Continued on page 33)
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Rhabdomyosarcoma : a rare case of rhabdomyosarcoma
of alveolar type of hand in a 18 year old male
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Rhabdomyosarcoma(RMS) is a malignant tumor arising from skeletal tissue. It is the most common
sarcoma of childhood comprising of 3-4% of childhood malignancies with 2/3rd of cases being reported in
children below age of 10 years. Adult rhabdomyosarcoma is rare, and with involvement of hand is still rarer.
In this present report we document the clinical, radiological and histopathological findings of a 18 year old
male with rhabdomyosarcoma of hand whose FNAC & Incisional biopsy suggested Synovial sarcoma and
MRI gave a provisional diagnosis of Pigmented Villonodular Synovitis. [J indian Med Assoc 2019; 117: 34-5]

Key words : Rhabdomyosarcoma, hand.

habdomyosarcoma (RMS) is a rare, highly malignant tumour

of mesenchymal origin thought to arise from cells committed
to a skeletal muscle origin occurring in the paediatric age group. It
accounts for nearly 65% of all sarcomas in patients of 15 years of
age and younger and approximately 7% of all childhood malignant
solid tumours'. About 20% of the reported cases involve the ex-
tremities. It was an uncommeonly entertained diagnosis in the hand
until the publication of Potenza and Winslow in 19612

These tumours have been classified into four subtypes on a
histological basis: embryonal, alveolar, botryoid and pleomorphic®.
Alveolar type is the most common type that involves the extremi-
ties and has got poorer prognosis. Intergroup Rhabdomyosarcoma
Study Group (IRSG) has evolved a staging system for this tumour*
which incorporates the elements of Tumour, Node and Metastases,as
well as on the site of occurrence of the primary tumour. This is
because the site plays a major determinant in the recurrence and the
prognosis of the disease. Though these tumours apparently carry a
poor prognosis, when it occurs in the hand it is quite possible to
have a long-term disease-free state by a combination of early detec-
tion and appropriate treatment.

Case REPORT

A previously healthy 18 years old male presented to our OPD
with a swelling over dorsal aspect of right hand (Fig 1), which had
been increasing for 4 months. Swelling was associated with mild
Pain particularly on extension of fingers with little impairment in
flexion and extension of 4th phalanx.

Examinations — Examination of swelling confirmed a firm to
hard mass of size 4.5x%3.5%1 cm non adherent to skin extending
from head of 4th metacarpal to distal carpal bones, it was fixed
firmly to underlying structures the swelling was nontender non
pulsatile and there was no local rise of temperature.

Investigations — His routine blood biochemical and urine ex-
aminations were found to be normal. X-Ray ofhand revealed corti-
cal erosion of the 4th metacarpal. FNAC of the swelling showed
few large round cells with loose chromatin and inconspicuous nu-
clei, scanty cytoplasm and a few spindeloid cells giving a provi-
sional histological diagnosis of a biphasic malignant tumor possibly
a synovial cell sarcoma. MRI (Fig 2) hand showed a hyperintense

Department of Orthopaedics, SCB Medical College, Cuttack, Odisha 753007
'MS (Ortho), MCh (Plastic), Associate Professor and
Corresponding author
*MS (Ortho), Assistant Professor
*Junior Resident, 1st Year (Ortho)

to isointense mass encasing the
4th metacarpal with cortical ir-
regularity giving a diagnostic n
possibility of giant cell tumor
of tendon sheath possibly a
Pigmented Villonodular Syno-
vitis, Incisonal biopsy was
performed which also gave a
provisional diagnosis of syn-
ovial cell sarcoma. Chest X-
Ray was found to be normal. =

Management— Thinking
in line of management of syn-
ovial cell sarcoma wide mar-
gin excision by ray amputa-
tion was proposed to the pa-
tient. Necessary informed 2
consent was taken from both
patient and his parent and he
was operated and mass was removed by wide margin excision by
ray amputation in which 4th finger and entire metacarpal were
removed (Fig 3) with transposition of 5th metacarpal to capitate.
The mass as seen grossly during surgery was firmly adherent to the
metacarpal and was not encapsulated the mass was sent for histo-
pathology. Sections of mass with H/E stains with 5 x magnification
showed small round blue cells with fibrovascular septa (Fig 4) and
rhabdomyoblast seen with 40x magnification confirming diagnosis
of RMS of alveolar type. The tumor was classified according to
Intergroup RMS study Postsurgical pathological system as stage
lla the patient was discharged on 1oth post operative day and cur-
rently is on chemotherapy.

DISCUSSION

Malignant lesions of hand which arise primarily from tissues
other than skin are rare and our knowledge is derived primarily from
small series and case reports. In a review of 200 cases of sarcomas
Hark and Cerney found that only 5% of them were rhabdomyosa-
rcomas. This is apparently due to the fact that the skeletal muscle
cells are completely differentiated and do not undergo cellular divi-
sion in postnatal life as do those of other tissues’.

Rhabdomyosarcoma in the hand is even rarer and the first major
report was that of Potenza and Winslow. In the Clinico-pathologi-
cal study by Linscheid of the rhabdomyosarcoma of the extremities
and limb girdles at Mayo clinic of 87 cases of pleomorphic rhab-
domyosarcoma he encountered only five tumours were located in

o

Fig 1 — Clinical Photo of
Patient Showing Swelling Over
Dorsal Aspect of Right Hand

and showing
Hyperintense to isointense
soft tissue mass lesion



Fig 3 — Intraoperative
Photograph

Fig 4 — H/P using H/E stain under light
microscope with 5 x magnification showing

small round blue cells with fibrovascular septa

the hand®. They advised radical excision as an important compo-
nent of treatment. They also concluded that lesions of the upper
extremity had better prognosis than the lesions of the lower extrem-
ity and more distal lesions had a better prognosis than the more
proximal lesions.

Response to chemotherapy may be predicted by the identifica-
tion of gene fusions and chromosomal rearrangement. In cases of
rhabdomyosarcoma the presence of one or the other of the gene
fusions has been shown to have prognostic significance, because
they can distinguish between a very high risk subgroup (PAX3-
FKHR) and a favourable outcome subgroup (PAX7-FKHR). Mul-
tivariate analysis demonstrated a significantly increased risk of fail-
ure (P=0.025) and death (P=0.019) in patients with metastatic dis-
ease if their tumours expressed PAX3-FKHR’.

Prognostic factors include Clinical group,age,Stage and histo-
logic subtype. Most common sites of metastasis include draining
Iymph nodes, Lungs & bone marrow.Many of the extremity tumours
in the literature had metastasis at the time of initial presentation.
They had a poor prognosis irrespective of the treatment modality.
The subgroup of rhabdomyosarcoma primarily occurring in the
hand could have a good prognosis because they can be detected
early®. Surgical technique plays an important role.

2
3

JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117, NO 6, JUNE 2019 | 3’

For the tumours of the hand radical excision holds the
best prospect of cure. This is preferred even at the cost of
functional disability. Reconstructive surgery could be done
later to enhance function. Radiotherapy after the amputation
of the primary area has not found to be of significant use. All
cases must have chemotherapy. The overall survival from
this tumour is improving currently because of the use of
therapeutic agents such as vincristine, actinomycin-D, cy-
clophosphamide and adriamycin plus cisplatinum, as well as
external beam radiation therapy. For tumours locally con-
trolled with surgical resection, five-year survival approach-
ing 70% has been reported”.
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eosinophilic secretion. Also the presence of nuclear grooves is an
indication of transitional epithelial derivation. They can be further
distinguished immunohistochemically. Brenner tumors are positive
for CK & EMA, whereas they are negative in OST with MCE?.

In adenofibromas, abundant, large tubular glands of variable
sizes are seen in contrast to uniform tubules seen in OF with MSC
elements. Immunohistochemically, both inhibin and calretinin are
negative in adenofibromas®.

Many studies have reported these tumors to be of benign nature
and without any prognostic significance®*. However, a co-existent
endometrial carcinoma may be seen as reported by a few authors®’,

ConcLusioN

OF with MSC element is a distinct clinicopathologic entity. A
knowledge of this entity and a thought to look for these minor sex
cord elements in all ovarian fibromas or thecomas is needed so that
these tumors are not under reported. They need to be differentiated
from the nearest differentials and immunohistochemical staining
may be essential to differentiate them. An association with other
endometrial pathologies needs to be ruled out.
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cookery contest, Run for Mosquito free on World Health Day Cancer detection camp, CMEs under IMA AMS

Health day, Immunisation week celebra- =5
tlons, Medical Camp, Fitness and Sports % !
- activity, World Malaria Day, GBM & CME, [IMA Thlru\rananlhapuram Branch arranged
World Autism Day, World Health Day,
Kilukkampetty — Vacation Class, Press Club
Meet, Mother's day, etc

IMA Palakkad branch organised CME on Organ donation and

related issues, Congratulate the First batch of Medical Graduates IMA Kottakkal Branch conducted free clinics for
from Government Medmal College, Palakkad senior citizen & family meeting arranged by WIMA & IMA

IMA Bl.r)( b Bﬂ" AULI: aRIUM IMA Thrlssur bra_#:h organls‘ed CME, (ge for elﬁerly,
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IMA Vatakara Branch organised Autism Day, WDW meeting,
World Health Day, Haemophilia Day, Liver Day, Earth Day,
Book Day, Malaria day, CME on Corazon-Cardiology,

Corazon Audience, Corazon Inauguration, Executive meeting

“IMA Tellicherry Branch orgamsed World Auilsm Awareness Day, World Health Day, Awareness Class and ENT,
Medical camp, Health Education Class, Summer Camp for Kids, Session on Tips on Self Grooming,
General Body cum CME Meeting, World Malaria Day, World Immunisation Day

IMA Sirsi Branch arranged

=88 e Health awareness, CME, Social service
IMA Jamkhandi Branch IMA Sorab and Lions Sorab .

Diabetes detection Camp, CME orgamsed Diabetes Detectmn camp
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Oecupancy type {PL tick one): (Slingle / (D}ouble f (T)win sharing, Accom. Expenses: Rs.
Total: Rs. Total [in words): Rupees

Payment details: MEFT: UTR No, , Dt { Cheque/D.D. No. dt,
* - Delegate Registration Fees (Tawes included): Delegate’s Signatura)

Category Till June 30, Till Aug. 31, Till Mov. 30, Spot Registration
2019 2019 2019 {Cannot be guaranteed]

IMA Members Rs. 2,360/- Rs. 3,540/- Rs. 4,130/- Rs. 5,900/«

don-IMA Members Rs. 3,540/ Rs. 4,130/- Rs. 4,720/- Rs. 5,900/-
Medical Students / P.G. f Junior Residents Rs, 1,180/- Rs. 1,770/- Rs. 2,360/- Rs, 3,540/-
Pccompanying persons (Only participation in Rs. 1,180/- As, 1,770/ Rs. 2,360/ As. 3,540/«
sesslons and Meals, No delegate kit

International Dlllqates UsD 100 sk 125 UsD 150 UsD 200
Wecompanying Persons (International delegates) UsDr 75 S 100 UsD 125 USD 200
** _ Hotels and charges (Taxes inclusive):
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