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Osteoporosis

steporisis is a bone disease that occurs when body Toses (oo much bone, makes o litle
ne. or both. As a result, bones become weak and may break even from a wivial fall.

The declared osteoporosis decate throughout the world is past 08 years back. The problem
remaining same due the lack of awarencss among the people and among doctors oo is as p i -
before, though a beit lesser. Increase of the life expectancy, addietion to spiecy and jung foods, Dr Golokbihari M&]I
smoking, and alcholal intake, lack of cacium rch diet, lack of Vit D and other minerals in the MS (Ortho)
body are leading to osteoporosis even at this moment when people are some how concious of  Heny Editor, fournal of IMA (JIMA)
the problem.

I consider the condition not as disease, but a the change of age and relactancy to the diet habit and life style, because a concious person
can take care of his own with minimum effort by changing his life style and diet habit.

Causes and risk factors :

There are several identical risk factor for osteoporosis of which some are modifiable but it is not possible to avoid others. Body
continually absorbs old bone and generates new bones to maintain bone density, strength and structural integrity of the bones.

Bone density peaks when a person is in his late 2005 and weakened at about 35 vears of age, As a person grows older bone break down
faster than it rebuilts. Osteoporosis, may develop if the breakdown occurs excessively. It can affect bone of male and female, but it is most
likely to occur in women after menopause because of the sudden decrease in estrogen. Estrogen normally profects woinen against
osteoporosis. [t is seen that once the people reach 50 years of age 1in 3 women and 1 in 5 men will experience fracture due to osteoporosis,

Unavoidable factors :

In general unavioidable fctors include ; —

(i) Age: Risk increases after the age of mid 30s and specially after menopause,

(ii) Reduced sex hormones : Lower estrogen level appears to make it harder (o bone to regenerate.

Ethnicity : White people and Arian people have higher risk than other ethnic group,

Height and weight : Being over 5 feet, 2 inches tall and weighing under 120 pound increase the risks.

Cenetic Tactors : Having a closed family members with a diagnosis of his fractures on osleoporosis, makes osteopornsis likely,

Facture history : A person over fifty years of age with previows fracture after a low level injury is likely o receive a diagnosis of
OslE0Orosis.

Muodified risk factors include : {7} Inactivicity (%) Trrrnobility

Weight bearing exercises helps prevent osteoporosis. It places controlled stress on the bone, which encourages bone growth. In people
with osteoporosis, the bone become porous, and weaker, increasing the risk fractures, specially in the hip, spinal venebrae and soime
peripheral joints suck as the wrists,

Signs and symptoms :

Osteoporosis develops slowly; a person my nol know they have ituntil they experience 4 fracture of break afler 2 minor incident such
as trivial fall. Even caugh or snecze can cause a break in osteoporosis bone, Breaks will occur in hip, wnst or the spinal vertebrae for the
people who are osteoporosis, IFbreak occar in spinal vertebrae, it can lead to change in posture, a stoop, and curvature of the spine. People
might also notice a decrease in height or their cloths might not fit as well did previously,

InvEsTIGATION

BMID : Bone mineral density fest — Bone mineral density test uses x-rays (o mensure the amount of calcium in bones. This test in
imporant for people who are of risk for ostcoporosis, specially women and older adults, The test in also referred 0 a dual x-ray
obsorptiomety (DXA). BMD in a measure of bone density, respecting the strength of bone represented by calcium content. The BMIDD test
detects osteopenia (mild bone loss, usually with no symptoms) and osteoporosis (more severe bone loss, which may cause symploms).
According to WHO : A T score 1.0 or above is normal bone density. AT score between - 1.0 and -2.5 means osteopeosia. — 2.5 or lower
means osteoporosis with or without fractone.

TrEATMENT
Treatment aims i —
* Slow or prevent the development of osteoporosis. *  Maintain healthy bone mineral density and bonge mass,
* Prevent fractures. = Reduce pain,

People ai risk of osteoporosis and fractures can use preventive lifestyle measures, suppliments, and certain medication (o active these
goals.
Drrugs that can help, prevent, and treat osteoporosis inclode :
(f) Bisphorates — There are antiresoplive drugs that slow bone loss and reduces a person’s fraciure ask.
i2) Estrogen agonists or aniagonists — Doctors also call these selective estrogen receptor modulators, Raloxifene is one example. These
can reduce the risk of spine fracture in women following menopouse.
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(3) Caleitomin — This helps prevent spinal factures in post
menopausal wornen and can help manage pain after a fracture,

(4) Parathyroid hormone, such as teriparatide — US food and
Drugs administration {FDA) has approved this hormone for
treating people with a high risk of fracture as it stimuolates bone
formation.

(5] Monoclonal Antibodies — These are immune therapies that
some people with osteoporosis take after menopaure.

(6) Doctors may use stem cell therapy to treatl Oseoponosis in
future. In 2006, rescarchers found that injecting a particular
type of stemcell into mice resversed osteoporosis and bone loss
i a way that could also benefit huimans.

Other new medications :

Densumab — 1t is a newer medication shown to reduce the risk
of osteoporosic fracture in women and men. Unrelated 1o
bisphophonate densumab might be used in people who cannot
tolerate hisphosphonate, such as with reduced kidney function.
Zolandromic acid also known as Zolandronate is a medication used
to treat a number of bone diseases, like osteoporosis, high blood
calcium due to cancer, bone break down due to cancer and Paget's
disease of bone. It is given by injection in the vein.

Scientists believe that genetic factors strongly determine bone
density. Researchers are investigating which gene is responsible for
bone formation and loss in the hope that this might alter new
Osleoporolic treatment in fulure,

Some disesres or medications cause changes in hormone levels
and some drugs reduces bone mass.

Medical conditions that increase the risk include :

{i}) Some autoimmune diseases such as rheumatoid arthritis and

akylosing spondylitis.

(i} Cshing's syndrome and adrenal gland disorder.

{iii) Pituitary gland disorders.

{iv} Hyper thyrodism and hyper parathyroidism.

{v} A shonage of estrogen and testosterone.

{vi} Problem with mineral absorption, much as celliac disease.
Medications that raise the risk include :

(i} Glococeniod and corticosteriod including prednisone and

prednisolone

{ii} Thyroid hormone.

(i} Anticoagulant and blood thinners, including heparin and

warfann,

{iv} Protein pump inhibitors and others antacids that adversely

affect mineral stalus,

(v} Some antidepressant medications,

(vi} Some vitamin A medications.

{vii} Thiazide diuretics,

{viii} Thiazolidinediones used to treat type 2 diabetes decrease bone

formation.

{ix) Some immune supression agents, sech as cvclosporine which

increase both resorption and formation.

(%)  Aromatase inhibitors and other treatments that deplele sex

hormons such as anastrozole,

(x)  Some chemotherapeutic agents, including letrozole, used to
treat breast cancer and leuprorelin for prostrate cancer and
other conditions.

PrEVENTION

Calcium and Vitamin D intake — Calcium is essential for
bone. People should make sure that they consume enough caleium
dlaily. Adults aged 19 vears and above shoubd consume 1000 milligram
of calcium daily. YWomen who are over 51 years of age and all adults
from 71 years onward should have a daily intake of 1200 mg of
catleium daily,

Dietary source of calcium —

(1) Drary food such as milk. cheese and yogur,

(i) Greeny leafy vegetables such as broceoli,

(iii) Fish with soft bones such as salmon and tuna.

(iv) Fortefied breakfast cereals,

Supplements are an option — Calcium supplements can be
purchased from market

Vitamin — ID also play a key role in preventing osteoporosis as
it helps the body absorb calcium. Dietary sources include fortefied
food, saltwater fish and liver, However most vitamin D does not
come from food but from sun exposure, so moderate and regular
sunlight exposure is recommended.

Lire S1vieFactors

(ifer ways to minimise the risk are —

(1) Avoidance of smoking —as this can reduce the bone growth
and decrease estrogen level in women.

(ii) To stop or te limit alchohol intake to encourage healthy
bone and 1o prevent falls.

(iif) Gietting regular weigh bearing exercises such as walking as
this promotes healthy bones and strengths their suppoit From
muscles.

(iv) Exercises wo promote flexibility and balances, such as yoga,
which can reduce the risk of fall and fractre.

The people who already have osteoporosis, nuirition, exercise
and fall prevention techniques play a key role in reducing the risk of
fracture and the rate of bone loss.

FavLr PREVENTION

Tip for fall prevention include —

(i) Removing the hazards, such as throw mugs and clutter.

(i) Having regular vision screening and Keeping eyewear upio
dlatee,

{iii) Installing grab hass as for example in the bathroom.

{1v) Ensuring that there is plenty of light in the home.

{¥v] Practicing exercise that helps with halance,

(¥i) Asking doctors (o review medications o reduce the risk of
dhiggringss,

OrsTEOPENIA

It is the midpoint between the normal healthy bone and
ostenporosis, Osteopenia is when the bones are weeker than normal
but not so far gone that they break easily, which is the hall mark of
ORILOPOTOSTS.

Disclaimer
The information and opinions presented in the Journol reflect the views of the authors and not of the Journal or s Editorial Board or

the Publisher. Publication does not constitute endorsement by the journal.
JIMA assumes no responsibility for the suthenticity or relighility of any product, equipment, gadget of any cluim by medical establishments!
nstitutions'manufacturers or any training programme in the form of advertisements appeanng in JIMA and elso does not endorse or give
any goarantee to such products or training programme or promote any such thing or claims made so afier.

— Hony Editor
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A Orginal Arice K

Comparison between free limbal based conjunctival
autograft and anchored conjunctival rotational flap in
primary pterygium surgery in adults; a randomised
controlled trial in a tertiary care hospital in North-€ast
part of India

Soumyadeep Majumdar’, K P Baidya?

rf

Pterygium Is a benign or noncancerous fibro-vascular growth in conjunctiva which covers part of
the cornea and it is not very uncommon iin a tropical country like India. Cosmetic and visual problem
along with recurrent inflammation are the common chief complaints. Different surgical procedures
were compared to reduce its recurrence. In this prospective single blinded randomised controlled trial
(with parallel group design), 52 patients (M:F=32:20) with primary progressive pterygium [using inclusion
and exclusion criteria) attending ophthalmology outpatient department in North Bengal Medical College
were randomized applying appropriate computer generated randomization sequence. Limbal Based
Conjunctival Autograft technigque and Anchored Conjunctival Rotational Flap technigue were parformed
by single experienced surgeon in the two groups and the outcome was assessed by the same surgeon
at regular prefixed intervalzupto 18 menths. Graft oedema and granuloma formation were significantly
reduced in the anchored rotational flap group than limbal based conjunctival autograft group. Though
recurrences were more in number in case of anchored flap technigue (03.80% to 07.70%) but no
statistically significant differences noted {p=0.50). The newer technigue has shown reduced incidence
of early postoperative complications and equally effective to reduce recurrence. Time taken for the
surgery compared betwean the two groups through means and t-test which shows statistically significant
less time in ACRF group (p=0.000). [ Indian Med Assoc 2019; 117(9): 11-3 & 23]

Key words : Pterygium, limbal stem cell, conjunctival autograft, anchored,
rotational flap, graft oedema, granuloma, recurrence,

he word pterygium comes from the Greek word

“pterygos”, described by Hippocrates, Galen, and
others' means “wing”, is a common ocular surface disease
with multi-factorial association though definite cause is
yet to be revealed. Most accepted hypothesis is ultraviolet
light induced damage of limbal stem cell*. Here the clinical
characteristics of ptervgium were classified using a modified
classification system. The stage (S) of pterygium was rated
as stage 1, corneal invasion .1 mm; stage 2, comeal invasion
1-2 mim; stage 3, comeal invasion 2-3 mm; or stage 4 corneal
invasion >3 mm?®,

Simple pterygium excision by bare sclera technique has
been carried out for many years, because it is simple, less
skill demanding and quick procedure. However, the
recurrence rate of pterygium with the bare sclera technique
were very high, up to 80-90%*, Different methodologies
have been introduced to lower its recurrence, including

Department of Ophthalmology, Regional Instie of Ophihalmology,
Medical College and Hospitals, Kolkata T3
'ME Senior Resident and Corresponding author
MD. DNB, MNAMS, Associsle Professor

conjunctival flap with or without limbal stem cell (sliding,
transposition, bridging, miniflap and mini-SLET", anchored-
rotational flap®) with or without intraoperative or
postoperative mitomycin C , cyclosporine application, beta
radiation exposure, and amniotic membrane grafts*™. The
application of fibrin glue, and bevacizumab has also been
evaluated'™!!. However it is very much evident that
conjunctivo-limbal autograft is the safe and most cost-
effective technique and the recurrences are reduced to a
great extent.

In this study we have tried a modified conjunctival
auto-graft by rotation of graft anchoring at one point (1
mm diameter). Here after the placement of graft the limbus
will not be at the limbus and this procedure is compared
with the standard limbal-based conjunctival autograft,

MareriaLs anp METHODS

Patients with primary progressive pterygium are
enrolled in our study using following inclusion and
exclusion criteria.

* Inclusion Criteria ; (1) Patients with unilateral
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primary progressive pterygium involving at least 2 mm from
limbus between 20 to 50 yvears of age. (2) Patients of 20 to
50 years of age with bilateral primary progressive pterygium.
The eye having pterygium with more corneal involvement
from limbus. If both eve having same corneal involvement
from limbus, the eve to be selected according to patient’s
own choice.

» Exclusion Criteria : (1) Very early pterygium, (2)
Recurrent pterygium, (3) Patients with active ocular
infection, (4) Acute or chronic dacrocystitis, (5) Patients
with Previously Diagnosed Diabetes Mellitus, (6) Patients
with Previously Diagnosed Bleeding or Clotting disorder,
(7} Unwilling patients

The study period was 18 months (February 2015 to
August 20163 among which first 3 months - sample
selection, counselling, randomization and intervention and
next 15 months = follow up were done.

The study variables were*Graft oedema’ (=1 central
corneal thickness) and ‘granuloma formation®(Foreign
body granuloma at sutured site, pyogenic granuloma,
Tenon’s granuloma) and recurrence which will be
determined by regrowth of fibro-vascular conjunctiva more
than | mm into the cornea’.

In this prospective comparative study, 52 patients with
primary progressive pterygium {using inclusion and
exclusion criteria) will be randomized applying appropriate
computer generated randomization sequence.Limbal Based
Conjunctival Autograft (LBC Autograft) technique and
Anchored Conjunctival Rotational Flap (ACR Flap)
technique were performed by single experienced surgeon
in the two groups and the outcome was assessed by the
same surgeon at regular prefixed intervals.

Following anti-septic dressing and draping topical
anaesthetic (pro-paracaine hydrochloride 0.5%) was given.
Prerygivm mass along with Tenon's fascia (on the adjacent
sclera) were excised with crescent knife and conjunctival
scissors and a bare sclera area was made. LBC Autograft
wias taken from superior limbal conjunctival area with
the help of Vanna's scissors after measurement of bare
sclera area. Graft was taken (1.5 mm larger than measured
reading. Graft was placed in the bare area and sutured at

Step 2

Step 1

four comers with 8-0 ‘polyglactin 910" absorbable suture.
ACR Flap was taken from adjacent superior conjunctiva
(0.5 mm larger than the bare sclera area) but keeping 1 mm
arza attached (centre of rotation) at limbus in the pterygium
side after measuring the bare sclera area. Now the flap is
rotated keeping the attached 1 mm area at the centre of
rotation, to cover the bare sclera (limbal conjunctiva of the
graft will not be on the limbal side after rotation ) and sutured
at three corners with 8-0 ‘polyglactin 910" absorbable
suture,

Topical antibiotic-steroid {Moxifloxacin hydrochloride
0.5% and Dexamethasone (1. 1%) eye drop with artificial tear
substitute (0.5% Carboxy-methyl cellulose) were given toall
the patients from first postoperative day to two postoperative
weeks (Topical antibiotic-stercid eye drop | drop QID for
Iweek followed by BID in the next week and artificial tear
substitute QID for two weeks) in the operated eve,

Then patients of each group will be examined, after
surgery, at | week, 2 week, 4 week and then monthly upto
16 months (from intervention) by slit-=lamp by the same
surgeon. Time period for assessment of early complications
will be upto 2 months and for recurrence upto 18 months.

Ethical approval : The protocol and both the patient
information sheet and the consent form were submitted to
the Institutional Ethics Committee of NBMCH for approval
and the same was taken and Clinical Trial Registry of India
(CTRI).{(CTRL201 5/02/005533)

Confidentiality and Anonymity were maintained.

Funded : No

Statistical analysis : After collection of data, using
Microsoft Excel data sheet and SPSS Version 20 appropriate
statistical tests (student —t test and chi-square test) are
applied to test the significance and a p value <0.05 is
considered significant (Fig 1}

OBSERYATION

The pre-operative parameters: few socio-demographic
variables eg, age, gender, occupation were compared
between two groups along with pterygium size, and the
groups were found to be comparable (Tables 1-4).

As praft oedema is a result of graft handling and it
depends upon absorption of intra-graft or infra-graft fluid

Siep 3

Fig | — Anchored conjunctival rotation flap technique [Step | Preparation of pterygium before surgery. Step 20 Blunt dissection of the
head and the body of pterygium and cutting of the same 1o make bare sclera. Step 3: Measurement of the bare area and sccording w0 the
measurement harvesting of the graft preserving the inferior limbal anchoring paint (A (1 mm). Step 4 Afler rotation (point of roltation
being the point “A’suturing of the graft at 3 points (B,C,I]
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after surgery. As the handling of the graft is more in case
of LBCA (the graft has to be cut from the superior
conjunctiva and lifted up to place it on the bare sclera and
then 4 sutures, | extra than ACRF technigque) and there
remains a continuous sub-conjunctival capillary network
beneath the anchored part in case of ACRE, the incidence
of graft cedema and granuloma are more in the first group
though it has no long term effect especially on recurrence
(mo graft oedema noted in all the recurrence cases). Early

Table | — Srarisrical analvsis of pre-operative assessments
Pre-Opeartive parameters

LBC Autograft ACRE Flup
IT.65 (£5.351) 37.85 (£5.843)

Mean Age (years)

(p=0.92)
Male 16 (GL.5%) 16 (61.5%)
Gender Female 10 (3B.5%) 10 {38.5%:)
(p=0.612)
Farmer 14 (53.8%) 14 (533.8%)
Occupation  House Wife 08 (30.8%) 08 (3d.65%)
Tea Garden Worker 04 (15.4%) 03 (11.5%)
{p= 0.904)

Mean Prerygium Size {mm} 0319 (0,694 03,19 (£0.604)
(p=1.040}

Table 2 — Swrissical analvsis of early and late post-operative
complications

Fostopeartive parameters

Table 3 — Stavistical analysis of recurrence according fo stage

of prerygium
Stage of pterygium Recurrence rate
Stage 2 5 (0.00%)
Stage 3 026 (0.00%)
Srage 4 FIE (16T %) {p=004%

Table 4 — Stadistical analvsis of time faken for surgery

Prleryium group  (n)  Mean  Std. Deviation Sig. (2-tailed)
LBCA 26 45.731 1.9505
ACRF 16 35692 23455 0000

postoperative complications were not observed after 2
months. In ACR Flap group single granuloma was foreign
body granuloma at one of the sutured site, but in the other
group, six were foreign body granuloma (66.67%), two were
pyogenic granuloma (22.22%), and one was Tenon's
granuloma (11.11%). Recurrences were observed and
noted upto 18 months and it was found that no statistcally
significant difference between the two procedures.
Thorough examination of the cases postoperatively did
not reveal any sign suggestive of graft detachment or
displacement in either group. Stage 4 pterygium shows
statistically significant increase incidence of recurrence (p
=(1.049). Time taken for the surgery compared between the
two groups through means and t-test which shows
statistically significant less time in ACRF group (p=0.000).

Incidence of LBC Autoeraft ACE Flap

Graft Oedema  42.3% (n=11)  07.7% (n=2) (p=0.004) Discussion :

Granuloma 34.6% (n=10)  038% (n=1) (p=0.005) To prevent the recurrence of pterygium after surgery
Recurrence 03.8% (n=1) 07.7% (n=2)  (p=0.50} different methods are tried. Among them the Conjunctivo-
Author Companson betwesn Results

Arain MA, Yaqub MA,
Ameen 55, Ighal 7, Nagvi AH,
Miazi MK (2012) sclera technigue
Kheirkhah A, Hashemi H,
Adelpour M,

Mikdel M. Rajabi MB,
Behrouz M) {2012)

with mitomyein C application using
conjunctival autograft (CALversus

Kim SH, Oh JH, Do JR,
Chuck RS,

Park CY (2013} Techniques in Pterygium Surgery

Majumdar 5,
Baidya K P (2016)

Prervoium Surgery In Adults:
A Randomised Controlled Trial

Amniotic membrane transplantation in
primary prerygium compared with bare

Randomized trial of plerygium surgery

conjunctival-limbal autograft (CLAU}

A Comparison of Anchored Conjunctival

Ruotation Flap and Conjunctival Autogratt

Comparison Between Free Limbal Based
Comjunctival Auotograft and Anchored
Conjunctival Rotational Flap In Primary

Recurtence of plervgium in bare sclera technigquewere
37.5% and in Amniotic membrang
transplantation were 12 9%

Mo eve in the CLAL group developed plerygium
recurrence; however, recurrence was seen

in 2 eves (3.1%) in the CAL group, including 1 of
31 paticnts (3.2%) with primary pterygium and 1 of
3 patients {12.5%) with recurrenl plerveium®.

The recurvence rate was 8.00% in the conjunctival
autc-graft group and 8.6% in the anchored

comjunctivil rotational flap group (P =0.659).

Graft oedema was lower for anchored conjunctival
rotatonal flap surgery (14.3% verses T2.0%, P<0001F,

Graft oedema-in ACR Flap group O7.70% compared

1o 42 36% in LBCAutograft group (p=0.004)

Granuloma — in ACR Flap group 03.80% compared

o 34.60% (p=0.005)

Recurrence — 07,70 in ACRFlap group compared

o 03.80% in LBCAutografi {p=0.50)

Stape 4 prervgium shows recurrences more compared

Lo oihers wrrespective of the surgical procedure done {p=049),
Time taken for the surgery compared between the

twio groups through means and t-test which shows
statistically significant less time in ACRF growp (p=(0.000).

{Continued on page 23}
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Relationship of neck circumference with metabolic
syndrome

Lalrinfela H', Ravi Nishad?, S Bhagyabati Devi?, Robinson Ningshen?,
Ningthoukhongjam Reema*, Salam Ranabir®

"

Metabolic syndrome is a major health problem and there is need for awareness programs and
lifestyle interventions for the prevention and control of metabolic syndrome. To study tha relationship of
neck circumference to metabolic syndrome. A total of 367 individuals above 18 years were evaluated.
The mean age of the patients was 52 (+13.03) years. The study included around 58% subjects with
established cardiovascular disease. Metabolic syndrome was seen in 73.3% of them. Our study shows
that females with neck circumference (NC) =34ems, 75.4% had metabolic syndrome and male with NC
=37cms, 54.6% had metabolic syndrome. In cur study, NC moderately correlated with common indices
of obesity such as body mass index, walst circumference, walst/ip ratio.

Qur observations indicate that NC as an index of upper body fat distribution. Measurement of NC is
a simple, time saving and least invasive measurement tool and can be used as a measure to identify

4

metabolic syndrome risk factors in patients.

[ Indian Med Assoc 2019; 117(9): 14-7)

Key words : Metabolic syndrome, neck circumference, waist circumference,

he metabolic syndrome (MetS) consists of a

constellation of metabolic abnormalities that confer
increased risk of cardiovascular disease (CVD) and diabetes
mellitus {DM). The metabolic syndrome includes central
obesity, hypertriglyceridemia, low level of high density
lipoprotein cholesterol (HDL), hyperglyecemia and
hypertension'. The National Cholesterol Education
Program’s Adult Treatment Panel HI report (ATP 111 ! and
International Diabetes Federation criteria uses waist
circumference as the anthropometric parameter o diagnose
MetS*.

In India the prevalence of MetS has ranged from 11%
o 41% depending on the region and rural or urban
population and eriteria used® 9. As a large number of people
are affected the condition there 15 a need for a practical
and reliable approach to diagnose the problem.

MNeck circumlerence is a more practical and likely better
measure than waist circumference, which may be especially
useful in special populations such as morbidly obese
people, patients in bed rest, and pregnant women. 1L is a
simple, convenient but less used anthropometric measure,
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Imphal 795004

'MD (Gen Med), Ex-PGT

‘MBBS. PGT

MD (Gen Med). Professor

M (Gen Med), Senior Resident

‘DM (Endocrinology), Associate Professor and Corresponding |
author

which is correlated with waist circumference and BMI,
and has been associated with components of metabolic
syndrome® 13, Neck circumference may be better in
situations where waist circumference is not interpretable
as a measure of central adiposity because of diurnal
varation, clothing, last meal, empty bladder, pregnancy,
and various health conditions. All these conditions are
unlikely to impact neck circumference’

Reports of relationship of neck circumference to Mets
have been published from western countries. There are
very studies on this relationship from the country'*!3,
Therefore this study was undertaken to determine the
reliability of easily measurable neck circumference in
comparison to waist circumference as a measure of MetS.

Aims AND (BBJECTIVES

*  To study the relationship of neck circumference to
metabolic syndrome

*  Todetermine the reliability of neck circumference
in comparison to waist circumference as a measure of
metabolic syndrome (MetS) criteria

MarERIALS AND METHODS

It is a cross sectional study, carried out in patient who
are attending Medicine OPD or admitted in Medicine ward
in a teaching hospital. The study was camied out for a
period of two years from September, 2015 to August, 2017,
This study was approved by the Research Ethics Board of
the Institutue and informed consent was taken from the
participants.
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Inclusion criteria ;

Individual above 18 years with or without treatment
for hypertension, diabetes mellitus and dyslipidemia were
taken for the study.

Exclusion criteria ;

Those with known history of unintentional weight loss
due to malignancies, type 1 diabetes mellitus, chronic
illness like chronic liver disease, chronic kidney disease,
congestive heart failure, tuberculosis, HIV wasting
syndrome, any individual with history of endocrine disorder
andfor previouws treatment with hormones or steroids were
excluded. Pregnant and lactating mothers were also
excluded.

Sample size :

A total 367 individual were taken, by taking the
prevalence of MetS in Manipur was 20.5%" with absolute
allowable error of 5%. The criteria for the metabolic
syndrome according to International Diabetes Federation
{IDF) was used for the study?.

Plasma glucose was estimated using glucose oxidase
method using GLUC-PAP manufactured by Randox
Laboratories Limited, 55 Diamond Road, Cromlin, County
Antrim, BT29 40QY, United Kingdom. Lipid profile was
estimated by enzymatic method using Vitros chemistry,
Ortholand Diagnostics Inc, Rochester, NYY, USA.

OBSERVATIONS

The study included total of 367 patients. Males
accounted for 199 (54.2%) and females accounted for 168
(45.8%) of the cases. The mean age of the patients was 52
{+13.03) vears. Two-hundred and twelve (57.8% ) subjects
belonged to age group below 60 years and 155(42 2%)
patients were above 60 years.

At study entry diabetes was already diagnosed in 122
(33.2%) of the study population, significantly higher in
females (44% versus 24.1%; p<0.001). Hypertension was
seen in 223 (60.89) which was significantly higher among
females (68.5% versus 54.3%; p=0.006). Dyslipidemia was
seen in 6 (1.6%) of the patients, but no gender difference
was seen { 1.8% versus 1.5%). The most common clinical
diagnosis was cerebrovascular accident (CVA) which was
present in 42.8% of the patients followed by acute coronary
syndromes { ACS) in 14.9% of the patients.

Systolic BP above 140mmHg was seen in 44.7% (164)
of the patients and found to be significantly in females
(51.2% versus 39.2%: p=0.007). Diastolic BP above
100mmHg was found in 9% (33) of the patients. BP= 130/
85mmHg as required for metabolic syndrome diagnosis in
our study was present in 243 (66.2%) of the patients.

Waist circumference for diagnosis of MetS according
IDF criteria was met by 58.9% of the patients. Among males
64 (32.2%) met the IDF cut-off of 290cm in waist
circumference. Whereas, among females 152 (90.5% ) met

the IDF cut-off of =80cm. For waist/hip ratic 73.5% of the
patients had waist/hip circumference ratio cut off =0.90 for
male; >0.83 for female and the difference between males
and females was found 1o be significant p<0.001 (57.8%
versus 96.4%), Out of 367, 352 (95%) of the patients had a
neck circumference (NC) between 30-40cm. BMI of 46.6%
of patients were below 25kg/m® and 53.4% of the patients
had BMI above 25kg/m?. There was no significant
difference in BMI between sexes.

Fasting BG criteria for MetS (=100 mg%) was met by
54.1% and 35.1% of them had FBG =126mg/dl, diagnosed
as DM according to ADA criteria. Serum triglyceride cut-
off of >150mg% was met by 43.9% of patients whereas
HDL cut off value below 4 for males and below 50 for
females was found in 73.8% of patients. Mean cholesterol
value was 161.79+49 86mg/dl, triglycerides was
145.17+70 3 1mg/dl, HDL was 37 4749 57mg/dl, LDL of
107 44+35.52mg/dl. In patients of metabolic syndrome,
average FBG was 143.15+75.75mg/dl, average triglyceride
was 161.90+72.62 mg/dl, HDL was 35.90+8,73 mg/dl, LDL
113.61%£37.02mg/dl. Comelation of Met5 with all these four
parameters were statistically highly significant, p-value
<(1.001, except for cholesterol levels.

Among 367 patients, 269 patients had Met5 according
to IDF criteria for MetS, Metabolic syndrome was present
in 71.9% of male and 75% of females. Metabolic syndrome
was present in 83.6% of T2DM patients, 63.5% of
hypertensive patients. Among females with NC <34cms,
24.6% had MetS, whereas among females with NC =34cms,
75.4% had MetS, Among males with NC<37cms, 45.4% had
MetS, whereas among NC=37cms, 54.6% had MetS, This
correlation was highly significant p<0.001,

ROC curve analysis of NC with metabolic syndrome,
showed area under the curve was 74.5%._ The cut off for
NC was =35 5cms, sensitivity of 62 8% and specificity of
71.6% as shown in figure. ROC curve analysis of waist
circumference with Met3, showed area under curve was
71.8%. The cut off for waist circumference was >8%cms,
sensitivity of 95% and specificity of 57.1%. ROC curve
analysis of hip circumference with MetS, showed area
under the curve was 61.4%. The cut off for hip
circumference was >98cms, sensitivity of 46.5% and
specificity of 73.5% ROC curve analysis of waistthip
circumference ratio with MetS, with area under curve being
61.4%. The cut off for waist/hip ratio was =>0.80%cms,
sensitivity of 75.5% and specificity of 57.1%

Discussion

In the present study MetS was seen in 73.3% of the
subjects studied. This very high prevalence is most likely
due to inclusion of a large number of stroke cases in the
study. In this study, we looked into the association between
neck circumference and MetS. We found that NC had
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positive correlation with systolic and

! B e Tuble | — Comparison of clinical variables in relaiion io metabolic svadrome
diastolic BP. NC also positively correlated
with BML. Variables Merabolic syndrome
Recent studies have shown that central Mo (n=269) Yes (n=Y%) Total P value
adiposity rather than total body fat is a more TR R ST Al
Fran ;- . - | Ape in years 55. T4 E2x04. T7+14.2] .
serious clinical entity. Unfortunately, BMLIS |y imprence 34126234 36120234 35592250  0.001%
a poor descriptor of central adiposity™. In |sgp (mmHg) 130.61£19,47 142,16£22.32 141,48221.60 0,319
our study, NC strongly correlated with |DBP (immHg) 851021463 H7.38+13.62 867721391 (.165
common indices of obesity such as BMI, WC, Height {cm) 160354691  161.01£7.29 160832719 0.434
P ge s Weighe (kg) 65141050 66.8R+011.55 66.41+]].2% 0,193
W/H ratio indicating that NC could be a |y i ioumrrence  82.45210.88  90.82¢11.31  88.59411.78  <0.001%*
useful screening tool for high BMUin adults. |yip circumference  94.55£1060  9897£11.36 97.79x11.32  0.001°*
Relationships between obesity and health |Waist hip ratio 0.8720.05 0.92201.05 0912005 <0001%*
risks vary between populations. Asians are BMI (kg/m?) 25 31+3.52 2581419 2568402 0.297

more susceptible so have lower BMI
threshold than other populations, with an

Comparison done using Student 0" test, ** - highly significant
SBP- Systolic blood pressure; DBP- Diastolic blood pressure; BMI- Body mass index

action for overweight defined at 23kg/m? V7

In our study, MetS was present in 71.9% of male and
T5% females. This was almost similar to the Indian study
by Nagendran et af'*. The higher prevalence of MetS in
the present study compared o previous study from our
population is probably due to inclusion of a larpe proportion
of patients with CVA and ACS in the present study which
18 in contrast to inclusion of apparently healthy nurses in
the previous study.

Among females with NC<34ems, 24.6% had MetSs,
whereas among females with NCz3dems, 75.4% had MetS.
Among males with NC<37cms, 45.4% had MetS, whereas
among NCz37cms, 54.65% had MetS. The difference in free
fatty acid storage between men and women may account
for the stronger association we found between neck
circumference and MetS risk factors among women.

All individual parameters of MetS risk factor ie, BMI,
WC, W/H ratio, SBF, DBP, FBS, HDL and TG except hip
circumference, total cholesterol were highly significant in
patient with abnormal NC when compared with those with
normal. For all risk factors, women exhibited a larger effect
size inrisk factor levels per SD increment in NC than men,
This finding can be explained by differences in structures
between men and woemen especially in India. It seems,
therefore, that with increase in NC., the likelihood of risk
factors for metabolic diseases also increases.

Correlation of MetS with NC, waist circumference and
waist-hip ratio were highly significant. Our study
confirmed previous findings in adults done by Ben Noun
et af® who found that NC strongly correlated with BMI
and could indeed be used as an additional and practical
screening (ool for identifying males and females who are
obese (Table 1 & 2).

In the Framingham Heart Study which included 2732
subjects (mean age -37 years), NC was positively associated
with risks of type 2 diabetes mellitus, hypertension,
decreased HDL cholesterol, and increased triglyceride,

Table 2 — Neok circwmference i relation to offker melabolic
risk factors
Meck circumference Karl Pearson correlation p-value
co-efficient r-value

BMI 0.432 <lh. (i) | >
‘Waist circumference 468 alb ] **
Hip circumference -0.006 1,902
Wasthip ratio D412 <[00 | *=
SBPFimmHEg) 0.254 <00 ] **
DBPF{mmHg) .10z .24+
FBG{mgfdl) 0342 <l00]**
Total cholesteral (mgfdly p.0p2 .602
LDL{mgddl) 0.389 <lh ) | *=
HDLOmg/dl) 176 <00 ] **
Triglyceridesmg/dl} h.2E7 <(} {H)]*=
Ape in years 0.024 (1.524
BMI- Body mass index; SBP- Syswolic blood pressure; DBP -
Diastolic Mood pressure; FRG- Fasting blood glucose; LDL- Low
density lipoprotein cholesterol: HDL- High density lipoprotein
cholesterol

Adfter further adjustments for BMI and waist circumference,
NC remained associated with type 2 diabetes mellitus'®,
Similar results were observed in a Turkish Adult Cohort
Study in 1912 middle-aged and elderly individuals'®. Using
ROC curve analysis the cut off for NC was >35.5cms,
sensitivity of 62.8% and specificity of 77.6% in our study.
NC significantly correlated with all parameters of MetS
risks in both genders (Fig 1).
CoNcLUSION

Our observations indicate that NC as an index of upper
body fat distribution can be used to identify MetS.
NC=37cm for males and >34cm for females was the best
cut off levels for determining the overweight/obese
subjects; they are more prone for MetS and require
additional evaluation.

Measurement of NC is a simple, time saving and least
invasive measurement tool. NC may be used as a screening
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Fig | — ROC analysis curve of Neck Circumference

measure to identify Met5 risk factors in patients.

Limitations of the study :

The present study has certain limitations : (i) this cross
sectional design study limited extension of its
interpretation to the causality of associations. And (ii) all
the participants were from the same health examination
center, and a selective hias could not be excluded.

Despite these limitations, our study has the advantage
of introducing a simple and inexpensive method to predict
metabolic risks in a large population. However, because
the study was limited to the representatives of the study
sample and cross sectional study design, further
longitudinal studies in representative populations are
required to obtain more conclusive results to establish NC
as a basic criterion in the diagnosis of Met5.
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Demographic and clinical profile of agricultural ocular
injuries in farmers

Mousumi Banerjee', Ashim Kumar Dey?, Subhasis Jana®, Bellona Debbarma*

F.

During the period of harvesting of crops, accidental ccular injuries are commeon in farmers, ltcan be
from superficial ocular injury to globe rupture. Superficial ocular injury, commonly corneal, if not treated
properly can lead to permanent damage and blindness. Aims and objectives of this study were to find
out Demeographic and Clinical Profile of Agricultural Ocular Injuries among Farmers, and to increase
awareness regarding uses of protective measures during farming and to prevent further Injuries. This
retrospective clinical audit was conducted in the Department of Ophthalmaology of a government hospital
of Eastern India. Farmers 20 years and above of age was admitted in the In Patients Department with
ocular injuries related to farming. Data was collected from in patients register. Total 124 patient data
was collected. Male (M) was more common than female (F), male and female ratio was 3.13. Most
common age group was 31-40 years, which was 50% (62). Mean age of study population was 37.23 =
8.16 yrs. Unilateral ccular injury was more commaon than closed globe injury. Most common mode of
ocular injury was due to rice grain injury, 32.26% (40). Commonest diagnosis of hospital admission was
corneal ulcer, 20.79% (25) followed by ruptured globe 10.4%: (13}. To minimize ocular injury during field
work increased awareness regarding the usa of protective measures is necessary. To reduce ocular
morbidity after ocular Injury awareness among the community for prompt contact with ophthalmic

-

health care providers and hospitals is also additionally required.

[ fndian Med Assoc 2019; 117(9): 18-20]
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cular injury is common in farmers during agriculiural
work. It was seen that agriculture related ocular injury
is most common among farmers in the developing world'.
Though few studies suggest that agricultural ocular injuries
may be common, but in India, the prevalence of ocular
injuries in agriculture workers is still unknown®?,
Superficial corneal abrasion occurring in farmers during
agriculture work is a major risk factor for microbial keratitis
in India and other developing countries*. Fungal corneal
ulcer is very difficull to diagnose and treat®. The risk of
developing fungal corneal ulcer seems to be very high in
agriculture workers, associated with a minor trauma of
vegetative material. Regional variation of ocular injury is
well known. This retrospective clinical audit was
undertaken to find the causes of ocular injury in farmers in
the adjacent region of Burdwan Medical College and
Hospital, West Bengal, India.
Avs aND OBJECTIVES
(1) Find out the demographic and Clinical Profile of
Agricultural Ocular Injuries in Farmers.

Department of Ophihalmology, Burdwan Medical College & Haospital, |
Burdwan T13104 |
'MBBS, M5, Ph D, Professor and Head
MBBS, M5, Associate Professor
‘MBBS, MS, Senior Resident and Corresponding author
‘WMBBS, MS (PGT), Junior Resident (PGT)

(2) Increase awareness regarding uses of protective

measures during farming and to prevent further injuries.
MaTeRiALS AND METHOD

This is a retrospective hospital based clinical audit.
Case records of patients admitted with history of ocular
injury during agriculture work. in the department of
Ophthalmology, Burdwan Medical College and Hospital
were reviewed for last 3 years, Jun 2015- May 2017. Patients
aged 20 years and above were included in this study. As
this is a retrospective clinical audit, so there are no risks of
study subjects. The study was approved by the
[nstitutional Ethical Board. The data was collected from
the in patients record, this included patients demographic
details, time interval between injury and admission,
diagnosis at the time of admission, protective measures
used or not during agriculture work. Demographic details
of the patients are depicted in Table 1. Statistical analysis
was performed vsing Microsoft office excel 2007, Normal
distribution data are shown as mean values = standard
deviations.

REesuLrs

Total 172 patients were admitted with agriculture related
ocular diseases in between Jun 2015- May 2017, among
them only 124 patients with complete follow up records
were included in the study. Male (M) patients 94(73.81%)
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were more commaon than female (F) patients 30{24.19%),
male and female ratio was (M:F) 3.13:1. Most common age
group was 3 1-40 vears, which was 50% (62). Mean age of
the study patients were 37.23%8.16 vears, of which
youngest age was 20 vears and oldest age was 70 years.
Unilateral 95,97%( 119} and closed globe 89.5%:(11 | }ocular
injury were commaon finding in this study. Mean time
interval between injury and hospital admission were 57.49
#+46.35 hours. Rice grain injury was the commonest mode
of ocular injury, which was 32.26%(40), followed by
vepetative material 24.29%(30). Comeal ulcer was the most
common cause of hospital admission, which was, 38.71%
(48) followed by Hypopyon corneal uleer 21.77% (27), so
corneal ulcer was enormous clinical diagnosis, about
60.48% (75) of study populations. Mext to the comeal uleer,
traumatic hyphema, 11.29% (14} and ruptured globe
104854 | 3) were most common cause of hospital admission.
23(18.55%) patients gave history of using protective
measures, while 101(81.45%) patients didn’t use any
protective measures.

Tablel depicted demographic profile, Table 2 showing
the age & sex distnbution of study populations and Causal
factors of ocular imjury were depicted in Table 3, Table 4
showing extent of visual loss at presentation respectively.
Pie diagram (Fig 1) used to shown clinical diagnosis,

Discussion

Injury and work, both are interconnected. Agriculture
associated eye injuries are not uncommon in farmers and
some of which can be extremely sight threatening®.
Agricultural trauma is an important cause of monocular
blindness in rural India. The visual cutcome depends upon
the site and size of the injury and the extent of the ocular
damage”. In this retrospective clinical audit, we found that
male patients were admitted with ocular injury mostly
compared o fermnale. This
result is corroborative

clinical audit (n=124) with the findings from
Demographic profile Mo (%) South Indian study by
Sex : Srinivasan M er al®. We

Table 1| — Demographic profile of
patienis af this refrospective

Male SHTSB1%) | also recorded oul, young
¥ A .
aniﬁi‘;‘f'e ANIA19%) 1 dults, in their most
sﬁimﬁ 45036205, |productive lives were
Muslim 64(51.61%) |predominantly admitted
Christian I5(12.1%:) with injury, so there is
Laterality : o ;
Bilateral 05(4.03%) m:,r_f:aaed '|?ll..ll‘dl‘.'11 Eu the
Unilateral 119¢95.97%; |Society. This burden can
Type of Injury : be reduced by
Open globe IM10.5%)  |improvement in basic
Closed globe THI{B9. 5%

farming technigue and
use of protective eve
wear during agriculture
work. Another major

Mecan time between injury and
admission : 5T.4%+46.35 in Hours,
Mean age of study patients:
37,2328.16 in years

Table 2 — Showing age and sex wise distribution of parienrs

{n=124)
Age in years Male Female Total (%)
0-30 22 L] HH24.2%)
31-40 44 18 620 50% )
41-50 0 2 22(17.74%)
= ¥ B 2 I B.065)
Total QA(T3.81%) 3024 19%) I 20 1005

Male & Female Ratio (M : Fj= 313 : 1

Table 3 — Showing (Nefecis Causing Coular Injury (n=124}

Objects Open globe  Closed globe Total{ %)
injury inpury
Rice grain 0 40 40032, 26%)
Vegetutive muterial 0 22 22(17.74%)
Animal 4 26 30(24.2%)
Fish hook 2 0 2] .51%)
Chemical 0 4 4{3.22%)
Stone I 3 4{3.23%)
Tree brunch 4 5 QT 26%:)
Wooden stick 2 11 1310485 )

Table 4 — Extent of viswal foss ar Admission and BCVA ar 2
rmonths af follow up (e=124)

Wisual acuity MNir of cases al Mo of cases
admission & (%) ai 2 month
follow up & (%)
Better thun &f6l TO(56.45%) 94(T5. 81 %)
Gl 1o 26l 41{33.00%) 190 15.32%)
1460 to HM M2.42%) L6015
FL+, PR+ 4(3.23%) 3(2.42%)
Mo PL CTER T G4 845 )
Total 1240 100%:) 1240 100%:)
%

» Corneal Ulcer-18{38.71%)

= CU+Hypopyon-2T{21.77%)]

Traumatic Hyphema-14{11.29%)

= Ruptured Globe-13{10.48%)

Chemieal Injury-2{3.23%]

5 Ruptured CL-6{4.84%)

MiiscellaneousiOrbital cellulitis, Prassptal ceflulitis, Lid injury with ¥ madial
wall of orbit]-12{8.68%)

Fig | — Pie diagram showing Clinical diagnosis at the time of
admission (n=124)

finding were delayed presentation to the hospital, this is
maost likely due to lack of education and awareness. Our
findings correlates with another study from South India
by Rajappa SA etal’, they reported that majority of ocular
injury patients were young adults in their productive lives
and had a delayed presentation after ocular injury. In a
study, Clinical profile and visual outcome of ocular injuries
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in a rural area of Western India by Misra S er al’, also
reported that Ocular injuries were more commonly seen in
adult patients and more commonly associated with
agricultural work. As there is enormous variation in
environment, in country like India there must be etiological
difference in agricultural ocuolar injury. Rice grain and
vegetable materials are accounted for the highest number
of injuries in our study. Rice is a major crop grown in state
of West Bengal in monsoon season, so farmers are
commaonly exposed to ocular injuries during harvesting.
Animal tails are being one more common source of
accidental ocular injury. During bathing and washing of
cattle, farmers are being accidentally hit by cattle tail. In a
study in North India by Goel R et al'” found that common
cause of ocular injury was due to sugarcane leaves 36.7%
and 25.5% (n=T18) ocular injury was of animal matter
comeal injury, but in our study rice grain 32.26% and animal
24.2% causes ocular injury. These important clinical finding
signify geographical variation in Indian subcontinent.
Corneal injury, even minor, is a predisposing factor for
progression of corneal uleer. In a study in South India by
Gopinathan U et al'!, (n= 1353), 54.4% cases of fungal
keratitis had history of trauma typically in agricultural work.
We also audited out corneal ulcer (38.71%) was the major
clinical diagnosis of hospital admission. Administration of
prophylactic antimicrobial within 48 hours resulted in
healing in corneal abrasion without sequel'®, but in your
study we found that mean time between injury and
admission was 57.49+46.35 hours. It is probably due to
lack of awareness, and a tendency to visit local guack and
chemist for treatment and maximum patients did not use
any protective measures while doing agriculture work,
neither had any idea about those measures .
ConcLusIoN

The regional information is important as the causative
agent and pattern of ocular injury varies significantly from
region to region with regard to facilities of empirical
management. Prevention of injury itself by using protective
goggles, eve shield and headgear during the agriculture
work is cheaper and more feasible option.

Study Limdtations :

The main limitation of our study is its retrospective
clinical audit design. Becaunse all cases were collected from
4 tertiary care hospital, there is a possibility of referral
bias.

We. the authors of this anticle thankfully acknowledge
the encouragement and help received from the scholars
whose articles have been cited in the reference section.
We pay our appreciation to authorsfeditors/publishers of

all those articlesfjournals/books from where the reviews
and literatures for the discussion have been collected.
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Myocardial rupture due to viral myocarditis

— Q case report

Venkatesh Maled', Pratibha Kulkarni?, R B Kotabagi®

o

-

'

role of histopathology during autopsy.

Cardiac tamponade resulting from cardiac rupture causes sudden death. Cardiac rupture occurring
secondary to myocarditis is a rare event. Myocarditis is an inflammatory disease of the myoeardium;
the diagnosis is often made at autopsy. We report a case of sudden death due to cardiac tamponads
from rupture of heart due to fulminant myocarditis. Histological findings at the rupture site revealed
myocyte necrosis and lymphocyte infiltrate, suggesting viral myocarditis. Present report highlights the

[J Indtian Med Assoe 2018; 117(9): 21-3]

Key words : Sudden death, Cardiac tamponade, Viral myocarditis, Histology, Cardiac rupture.

udden death is a death ocouming in a person, niot known to have

been suffering from any dangerous disease, injury or poisoning,
within 24 hours of the onset of terminal illness. Cardiovascular
discases are the commonest cawses of sudden death followed by
respiratory system diseases and ceniral nervous system diseases.

Myocarditis, one of the causes of sudden death is defined as “a
process characterized by an inflammatory infiltrate of the
myocardium with necrosis andfor degeneration of adjacent myocytes,
not tvpical of ischemic damage associated with coronary anery
disease™. It presents with a wide range of clinical feamres. In
asymptomatic cases, the diagnosis 15 often made at postmoriem.
The necrosed muscle can give way for spontanecus cardiac rupture,
leading o haemopericardium and cardiac tamponade.

Case Revowt

A 55 year old male social worker collapsed at a public forum
while delivering a speech, He was brought to the hospital within
half an hour of the incident and was declared brought dead. The
body was sent for posimortem examination. On enguiry from the
relatives of the deceased, it was found that he did not have previous
history of any Kind of illness and was not on any medications.

The deceased was a moderately built and nounshed male,
measuring 166 em in length and weighing 65 kg, No visible external
injuries were found over the hody. On opening the pericardial caviry,
280 ml of blomd and blood clos were seen (Fig 1) There was a
rupture of the myocardium, measuring about 1.5x0 5xcavity depth
over posterion surface of left ventricle (Fig 23, There was no gross
evidence suggestive of old healed or recent myocardial infarction.
Both the coronaries showed mild atherosclerotic changes with no
significant blockade, The valves and heart chambers were normal.
Other organs were unremarkable on gross examination.

Microscopic examination of heart revealed extensive lytic
necrosis of myocardial fibres at the rupiure site (Fig 3). Lipofuschin
laden mactophages, with epicardial fat necrosis and subendocardial

Department of Forensic Medicine, SDM Collepe of Medical Sciences |
& Hospital, Dharwad 580009
'MBES, MD:, Professor and Corresponding author
‘MBES, MD, Assistant Professor
MBBS, MD, Professor & Head

Fig | — 280 ml of blood mlxe;i with clots. present in pericardial
cavity

,_M R
Fig 2 — Myocardiul ruptare over posterior surface of left ventricle
1.5X0.5cm X Cavity depth
histineytic infiltration with pericapillary lymphocytes were seen
(Fig 4). In sections from posterior and left ventricular wall, occasional

Iymphohistiocyiic infilration was noted.
Chermical analysis report was negative for any toxic substances,

e
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Fig 3 — Lytic necrosis of myocard:al F bres at rupmre site
(H&E-5X)

On perusal of chemical analysis report, histopathological
examination and postmortem findings, cause of death was opined as
Cardiac tamponade following left ventricular rupture secondary to
fulminant myocarditis.

DiscUSSION

The accumulation of fluid in the pericardium in an amount
sufficient to cause serious obstruction to the inflow of blood to the
ventricles and therefore reduced cardiac output, results in cardiac
tamponade. The quantity of the pericardial fluid may be as small as
200 ml when the fluid develops rapidly or more than 2000 ml in
slowly developing effusions?.

Cardiac tamponade due to cardiac rupture is a common
complication, resulting from the mechanical weakening that occurs
in necrotic and inflamed myocardium resulting in decrease in the
cardiac output and circulatory collapse. Acute free wall ruptures are
usually rapidly fatal. It is commonly seen in myocardial infarction®.
However, some cases have also reported cardiac rupture associated
with myocarditis™®.

The prevalence of acute myocarditis is unknown because most
cases are not recognized on account of non-specific or no symptoms
(but sudden death may occur)’. The diagnosis is often made at
postmortem, where no clinical evidence of myocardial failure has
been present®. Studies report that frequency of myocarditis range
from 0.11 to 5.55% in the general population®®. Myocarditis
encompasses a diverse group of clinical entities in which infectious
agents and/or inflammatory processes primarily target the
myocardium®. Among the infectious agents, viruses have been
considered as important cause of myocarditis"'’, with
Coxsackieviruses A and B accounting for a majority of cases?,
followed by Adenovirus, Cytomegalovirus, Epstein-Barr virus &
influenza virus. Other infectious causes are bacterial, parasitic and
fungal which are rare. The non-infectious causes include autoimmune
disorders and exposure to toxic agents.

Viral myocarditis manifests as a sequence of three phases. In
the first phase, there is direct destruction of the cardiomyocytes
viruses, causing degradation of the cell structures, which in turn
facilitates entry of the virus into the cells leading to further myocyte
injury and cardiac dilatation. This phase often goes unnoticed because
the further damage is prevented by innate immune response. The
second phase occurs due to immune dysregulation caused by the

s m&?- QM b

: g L
DS S SN A Pl

Fig 4 — Lipofuschin laden macrophages, histiocytes, lymphocytes
with epicardial fat necrosis (H&E-20X)

epitopes shared between the cardiac and the viral antigens. In the

third phase, chronic myocarditis or dilated cardiomyopathy develops

due to extensive myocardial injury''.

Myocardium is weakened and more vulnerable to rupture in 1st
phase of acute myocarditis'', which happened in the present case.

Symptoms of acute myocarditis are vague in many patients;
often starting with flu-like symptoms, either of the upper respiratory
or gastrointestinal tracts, before any cardiac symptoms appear. The
prognosis in acute myocarditis is generally good because left
ventricular function improves in most cases®.

Endomyocardial biopsy is the diagnostic tool in clinically
suspicious cases of myocarditis. The histopathologic diagnosis of
myocarditis as specified by the Dallas’ criteria requires an
inflammatory infiltrate and associated myocyte necrosis and damage
not characteristic of an ischaemic event. It commonly occurs in
lateral wall of left ventricle.'

In cases of virus induced inflammatory alterations of the
myocardium, the infiltrates are predominantly lymphocytes and
macrophages'>"*.

Viral serology, cultures and even DNA hybridization techniques
almost fail to detect a virus, especially during the early phase';
they are of little assistance in establishing a diagnosis. For the Forensic
pathologist, the diagnosis of viral myocarditis rests in the histologic
appearance of lymphocytic inflammatory cell infiltrate with
myocyte necrosis®.

This case report highlights the importance of histological analysis
during autopsies, so as to help families come to terms with death in
a previously healthy relative. Immunohistochemistry and molecular
biological techniques can be used for confirmation of viral myocarditis.
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(Comtinwed from page [3)

limbal autograft (limbal based conjunctival autografi in this
study} is considered as a standard procedure now-a-days
as different other methods fail to show better outcome.
Here from this study we have found reduced early
complications with equal effectiveness to prevent
recurrences— (7.70% in ACR Flap group compared to
03.80% in LBC Autograll. Stage 4 plerygium shows
recurrences more compared to others (p=0.049),

ACREF technigue is very much helplul in reducing post-
operative grafl oedema and granuloma formation in ecarly
post-operative period compared o LBCA technique. Patent
sub-conjunctival capillary network underneath the
anchored conjunctiva, one less suture with less handling
of the graft are the causative factors. In this modem era of
sulureless plerygium surgery, studies are needed with large
sample size with sutureless surgical procedures o be
conducted. Apart from the limitation ie, small sample size,
relatively short follow up, Vascularity (V)- Conjunctival
tissue thickness(C)- Corneal tissue thickness(K) grading
to denote the characteristics of pterygium and their
correlation with recurrence not studied. As the graft
orientation is different in two groups and the surgeon and
the outcome assessor was the same persor, so assessment
bias is a major limitation. To conclude we can say that this
newer flap technique is less time consuming, more effective
to reduce early post-operative complication and equally
effective in reducing recurrence as in the standard surgical
treatment,
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Myositis ossificans progressiva

Sanat Kumar Ghosh', Mausumi Ghosh (Nandy)?, Saumyen De?, Sandip Samanta’

of thoracic deformity with MOP.

Myositis Ossificans Progressiva (MOP) Is a very rare disease caused by heterotopic ossification of
muscles and connective tissue. At present the preferred name is Fibrodysplasia Ossificans Progressiva
{FOP). This disease is so rare that full specirum of clinical features is yet to be established. This case
has thoracic deformity, which Is not found on careful review of literature. it s being reported to sensitize
the physicians, so that the diagnosis may not be delayed. This case report also shows the rare association

[ Indian Med Assoc 2019; 117(3): 24-5]

Key words : Thoracic deformity, fibrodysplasia ossificans progressiva.

yosilis ossificans Progressiva is a rare autosomal dominant
isorder of connective tissue charactenzed by congenital
malformations and progressive ectopic caleification of striated
muscles and connective tissue'. The point prevalence of MOP is
approximately 1 per 2 million of the population worldwide with no
racial, ethnic, sexual or geographic predisposition’. Only a few cases
have been reported from India and around 700 cases have been
reported till now in the literature™. It is such a rare disease that
many of its features may remain unrecognized and uaknown®. The
case which is reported here has got a thoracic deformity in the form
of depression of the left lower pant of the anterior chest MOP is
always associated with a number of specific congenital bony
deformities'. On careful review of literature, association of such
congenital deformity of thoracic cage with MOP is not found'~.
This case is being reported to show the rare association of congenital
thoracic deformity with the rare disease of MOP. This case report
will also sensitize the physicians about this rare disease.
Case REpoRT
Aneleven and a half year old boy bom to a non-consanguineous
couple, presented with stiffiess and painful restriction of movements
of neck. trunk and limbs. He also complained of multiple hard
swellings on neck, trunk and proximal limbs. The disease process
started at the age of 3% years, He first developed painful swelling of
upper part of back including neck. This was associated with fever.
Pain subsided after a few weeks, DifTuse induration persisted for
several months and multiple hard swellings developed in the affected
area over years. Such attacks occurred recurrently involving newer
areas of trunk and proximal limbs, Gradually, the patient lost the
ease of movements of the spine initially and limbs subsequently.
Family history was negative.
Examination — On cxamination, the upright posture was
characterized by fixed flexion and left lateral bending of the spine.
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The limbs were fixed at proximal joints (Fig 1), Gait was rather s6fT
with markedly diminished accessory movements. Movements of
the distal small joints
including ankles and
wrists were, however,
normal. There were
multiple hard bony
swellings on neck, &
trunk and proximal
limbs (Fig 2). Great
toes of hoth sides were
significantly small
(Fig 1). Thoracic
deformity in the form
of depression of the |
amterior wall of the
chest on it's left lower ©
part was remarkable &
(Fig 1),
Investigation —
X-ray examination
showed ossification in
the soft tissues at
multiple =sites of
cervical, dorsal, lumber
regions of the trunk and
proxamzl limbes, Serum
biochemistry was |
normal (Calcium 9,25
mgtdl, Phosphate 5.5
mgfdl,  Alkaline
phosphate B0 /L,
CPK 45 U/L). Routine
Blood Examination did
not  reveal any

1

e i

Fig | — Showing stifl posture, thoracic
deformity and short great toes

abnormality.
Treatmenf — Analgesics and comicosteroids were given during
relapse for symptomatic relief.

Descussion
Fibrodysplasia ossificans progressiva (FOP) is the preferred
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Fig 2 — Showing muliiple hard bony swellings

name at present.® Spontaneous ossification of muscles and connective
tissue associated with specific deformities of the great toes is
diagnostic of MOP"*,

The condition is an awtosomal dominant trait and most of the
affected persons (959 ) represent new mutation for the determinant
gene, ACVR,, chromosomal locus 2q23-247. The identification of
the mutant gene is possible by genetic linkage studies. Antenatal
diagnosis is pessible, but prevention of birth of affected babies may
not be possible by antenatal screening as 95% of the cases anc
sporadic.

MOP usually manifests between birth and 10 years of age with
a mean age of 3 years, Ectopic ossification is wsually preceded by
episodes of myositis. The process ofien starts at the neck and
progresses gradually to involve the dorsal and the lumber regions of
the trunk followed by proximal linvbes, Ultimately, the child is encased
in a rigid sheet with fixed posture. Ambulation is classically lostin
the twenties and thirties due to ankylosis of hips. Hands, forearms
and lower legs are usually spared. Major complications arise from
nigidity of the rib cage and ankylosis of the jaw causing restrictive
lung discase and nutritional iImpairment respectively'.

People with MOP form skeletal deformitics in two ways.
Deformitics which are produced during embryogenesis as a part of
normotopic hone formation are congenital, Heterotopic ossification
of muscles and connective tissue canses aoquired deformity and
develops after birth'. The majority of the patients of MOP are bom
with congenital bony malformations that include short hallux,

microdactyly and clinodactyly of fingers, polydactyly, webhing of
the wes, exostoses, abnormal shape of the long bones, shonening of
the femoral neck, spina bifida, fusion of the cervical vertchrace,
abmormal cervical vertebrae with small body, large spinous process,
deformity of ears and deafness™, In our patient, great (oes wers
Toumd 1o be unusually shor, Lef side of the lower pant of anterior
chest wall was remarkably depressed from the birth. This type of
congenital bony thoracic deformity is an unknown association of
MOP. Acquired thoracic deformity as a part of heterotopic
ossification would not be uncommon. In acute inflammatory stage
such lesion may be mistaken as osteosarcoma as it is reported
earlier’. We wanted to emphasize the association of congenital
thoracie deformity with MOP and not the association of acquired
thoracic deformity®.

In general. there is no cure for MOF. Further abnormal
ossification is prevented by avoiding soft tissee injury and muscle
damage. Trauma, intra-muscular injections and surgery are uswally
discouraged for the same reason, Curment guidelines have classified
drugs into 3 groups, Class T drogs include comticosteroids and non-
steroidal anb-inflammatory agents for symplomatic rehiel of acute
episodes. Class IT drogs include leukoteriene-inhibitors, mast-cell
stabilizers and aminobisphosphonates. They have theoretical
application o MOP and may be useful in selected cases.
Thalidomide, WEGF trap and Noggin {pre-clinical) belongs o Class
Il drugs and at present they are experimental agents’.
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North American Blastomycosis in South Indian girl

Anjana Babu', Pradeep $%, KR Leena Devi?, V Kesavan Nair*

We raport the case of a 26 years old lady who presanted with Lt upper lobe non-resolving pneumonia.
Her bronchoscopic brushings ylelded granulomas with necrosis and she was started on Antl Tuberculous
treatment (ATT). But her symptoms persisted in spite of ATT with radiological worsening. A CT guided
biopsy was taken which revealed the fungus Blastomyces dermatitidis. She improved with antifungal
treatment. A high index of clinical suspicion, clinched the diagnosis. This case is being reported
considering the rarity of the entity in Indian population.

[ incian Med Assoc 2019; 117(9): 26 & 28]

Key words ;: Blastomycosis, granulomatous lesion, dimorphic fungus, consolidation.

lastomycosis is a systemic pyogranulomatous infection that

arises after inhalation of the conidia of the thermally Blasfomyces
dermatitidis. Most cases of blastomycosis have been reported from
Morth America.

The clinical manifestations of blastomycosis are vared and
include asymptomatic infection. acute or chronic preumonia, and
extrapul monary disease. Although B dermaritidis has been reporied
to involve almost every organ, the lungs are the most common site
of infection. followed by the skin, bones, and genitourinary System.
Extrapulmonary disease results from hematogenous spreasd from o
primary pulmonary infection.

Case RepoRT

A 26 years old lady presented with cough, high grade fever and
weight loss since 3 weeks. She also had left sided pleuritic chest
pain. There was no history of dyspnea, She was o Keralite residing
in USA for the past 2 vears. She had returned from USA | week
hack for attending a family function. There was no contact with
pulmonary tuberculosis,

Examinations — On general examination she was febrile and
wiks mol toadc, Her respiratory sy stem examination revealed coarse
crepitations in left infraclavicular area. Laboratory investigations
revealed leucocystosis which was polymorph predominant with
high C-reactive protein, Sputum AFB repeated samples were negative,
Her serological testing for HIV was negative. Peripheral smear
showed lescocytosis with toxic granules, Her CT thomsx revealed
left upper lobe consolidation. Her sputum culture yielded normal
flora. Blood culiure showed no growth. She contineed (o have fever
spikes inspite of broad spectrum antibiotics, We proceeded with
bronchoscopic brushing, biopsy and bronchial washings. CB NAAT
for mycobacterium in bronchial washings and sputum was negative,
Bronchoseopic brushings yielded granulomas with necrosis. She
wits staned on Antituberculosis treatment and was discharged. She
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reported with recurrence of high fever. Hence she was evaluated
again with CT guiclesd biopsy, The biopsy tissue revealed the presence
of dimorphic fungus suggestive of blastomycosis. She was initiated
on itraconazole. She responded well wo the treatment regimen and
became symptomatically better within 2 weeks. She was given 6
months of itraconazole, the X-ray lesions disappeared and she was
doing well & months after completion of drug therapy. Her repeat
Chest X-ray showed remarkable clearance (Fig 1.2 & 3).
DiscussioN
Blastomycosis is also
known as North Amencan
Blastomycosis or Gilchrist '
disease’. It is endemic in
MNorth America. Il causes
clinical symptoms similar to
tuberculosis, Blasiomyoosis
is caused by dimorphic
microfungus blastomyces
dermatitidis®, It manifests
with lung involvement in

about T CARES

liraconazole is the treatment | . \‘
of choice. In Indian scenario | ]

though it has been disggnosed  Fig 1—X-ray Chesa before (reatment
rarely the case reports have

heen few and far between.
Most of the cases tha have
been reported were
cutaneous Blastomycosis,
Our clinical  and
radiological scenario was
strongly simulating
tuberculosis as the patient
presented with Fever and
upper lobe pneumoenia. But
the history of residing in
Morth America made us
suspicious. Leucocytosis
wilh toxic granules and the
N -Tesponse (o antibiotics
and ATT, suggesied the

Fig 2 — X-ray Chest after &
months of Iiraconazole

{Confinued on page 28|}
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Bilateral Scrotal Hydatid — a case report

R S Naik', Sunil Kumar Jain?

Hydatid cyst Is most commonly found in the liver and lungs, but cases have been reported of its
occurence in almost any part of the body. A rare case of hydatid cysts localized in both the scrotum in
a 70 years old male is recorded here. So in cases of scrotal swelling the possibility of hydatid cyst may
also be kept in view, particularly in such geographical areas where hydatid infections have been reported.

[ Imchian Med Assoc 2019, 117(8): 27-8]

Key words : Bilateral Scrotal Hydatid, scrotal swelling.

nfection with Echinecoccus granwfosus is widely spread in India
nil has been reported in different parts of the country'. Hydatid
cyst 15 most commonly found in liver and lungs bul cases have
sporadically been reported of its cecurrence in various parts of the
body viz kidney, spleen, retropertoneal lissues, muscle & muscle
sheath, subdural space, breast, uterus, omentum, brain, bones &
ranely the orbit; bat its location in the scrotum is almost an uncommon
hospitable siuation and curiously enough its bilaterality is not vet

reported.

Case REPORT

A T0 vears old man presented on 15t February, 20013 with the
complaint of swelling in both the Scrotum and their size gradually
inereasing dunng the last three years duration, On presentation the
size was found to be 18¢m x 10cm on lefi side & 10 cm.x %cm on
right side, translucent & Muctuant, a clinical diagnosis of bilateral
hydrocele was initially made, Further examination of the patient
revealed a well built fit man with stable normal vitals. Lab. findings,
Cardiovascular, per abd, exam & respiratory system exam did mo
reveal any abnormality.

Local examination reviealed a bilateral scrotal swelling, lefl being
comparatively larger 18cmx10cm, translecent, fluctuant, non-
reducible and negative cough impulses. It was difficult to palpate
the: spermatic cond, swelling being located at the hase of scrotum.
However, testis on right side could be palpated at the lower pole
being smaller insize. Chinically, the diagnosis of hilateral hydrocele
wis made and operation was planned for elective surgery,

Exploration of left sided scrotum revealed a unilocular thin sac
containing whitish clear hyaline Muid over wp of the westis, which
was normal. Testis with epididymis was lying at the lower pole of
the sac (Fig | & 2). After much of the fluid was evacuated following
aspiration, the whole sac was excised i (oto,

Right side exploration revealed similar findings and likewise
was excised in oo without any difficulty. He had no anaphylactic
reaction during surgery or after the removal.

Both the sacs were sent for histopatholegical examination which
revealed them as Hydatid Cyst.

Subsequently, an USG of abdomen and chest x-ray did not
reveal any intra abdominal/fintra thoracic hydatid pathology.
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MEBS, DA, Consultant Ansesthesiolognst

Dscussmon

Hydatid cyst disease
has been reported from
Middle East, India, Africa,
South America, New
Zealand,  Australia,
Turkey & Southern
Europe?,

Human beings
become an accidental
intermediate host through
contaminated water or
vegetables or through
faeco-oral contact with
infected persons®,

The epp reaches the . e /'
human gastrointestinal R . | L
tract, and sorme hours later Fig 1 — Shuwa.ng %l.ail(k'd- tFilr_Lm!ly
foriaks s incaibrane dad evacuated) hydatid cyvst excised in toio
hockes itsedf to the intestinal
mucosa going through it
and thereafter penetrating
into the blood vessels o
follow the portal venous
sysiem. One can explain
the evolution if one
considers that the embryo
is the size of the leukocyte
and has amoeboid
movemenis. This is the
most frequent occumence,
and thus the most frequent
cysis are those of the liver
(55-T0%:), being the first
filter. It can also penetrate
the intestinal lymphatic
system, and through the
thoracic duct it can enter the systemic circulation, avoiding the
hepatic bammier’, That is why the lung is the second most frequent
Iocation (18-35%) being the second filter and simultaneously (3-
134 in both the locations?, but the hydatid cyst can develop in any
organ & tissues, and a high index of suspicion of this disease is
Justified in reponted region,

Fig 2 — Showing right sided
hydatid cyst
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So far, only 4 isolated records of scrotal hydatid*® have been
reported. However, this case has singular importance due to
bilaterality. The differential diagnosis of painless translucent and
fluctuant intrascrotal swelling is largely hydrocele and rarely
chylocele. However, because of the rarity of the lesion that too on
either side, the presumptive diagnosis of bilateral hydrocele was
made.

Exploration revealed whitish thin sac. The fluid of the hydatid
cysts was crystal clear. Rupture of cyst often produces violent
anaphylactic reaction. Thus, total excision of scrotal hydatid cyst is
the treatment of choice specially, if there is no adhesion?,

CoNCLUSION

A very rare case of Bilateral Scrotal Hydatid Cyst is reported to
sensitize clinicians in general and surgeons in particular regarding its
presence may be kept in view while dealing with the most common
affliction of hydrocele.
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possibility of a fungal infection. The diagnosis was confirmed by
histopathological report. Blastomycosis primarily affects otherwise
healthy, vigorous people, mostly middle-aged, who acquire the
disease while working or undertaking recreational activities in sites
conventionally considered clean, healthy and in many cases
beautiful®*, After revealing the diagnosis, our patient gave history
of visiting a park frequently near her residence.

Blastomycosis is one of those several infections which should
be kept in mind while evaluating non-responsive cases of
granulomatous lesions especially when there is residence or travel
to North America.
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Fig 3 — Blastomyces — stained by H&E X 400 PAS, Fungus inside foreign body Giant cels
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A Case Report K

Scar endometriosis — a diagnostic dilemma

Vineet Mishra', Ruchika Verneker?, Sumesh Choudhary? Shaheen Hokabaj*, Priyankur Roy®

r(

Scar endometriosis is a rare entity reported in 0.03-1.08% of women following obstetric or
gynaecologic surgeries. It is often misdiagnosed as hernia, abscess, suture granuloma or lipoma with
final diagnosis being made only after tissue excision and histopathology report. This is probably due to
the long latent period between the surgery and the onset of symptoms. This delay in diagnosis causes
delay in treatment causing unnecessary suffering to the patient.

A 34 years old lady Para 2 Live 2 presented with painful nodule at the scar site. She had undergone
two emergency caesarean sectionswith laparoscopic tubal ligation done 5 years back. Her history
signs and symptoms were suggestive of scar endometriosis as one of the differential diagnosis. Fine
needle aspiration cytology (FNAC) report showed possibility of scar endometriosis but was inconclusive.
Ultrasonography (USG) and magnetic resonance imaging (MRI) showed a second nodule at the
paraumbilical region for which the patient was asymptomatic. Both nodules were adequately excised
with 1 cm free margins. Final histhopathology report confirmed scar endometriosis.

A painful lump at the scar site especially after obstetrics surgery should raise the suspicion of scar
endometriosis. A proper preoperative workup with imaging modalities like USG and MRI is essential to
assess the extent of the disease, and to plan a proper surgical approach. Once diagnosed, surgical
treatment with wide excision is the treatment of choice. [/ Indian Med Assoc 2019; 117(9): 29-30 & 32]

o

Key words : Caesarean section; endometriosis; MRI; scar; wide excision.

completed. Patient had undergone two emergency caesarean sections-

Edometﬁosisis defined as presence of functional endometrial
issue at sites other than uterine cavity. Its estimated prevalence
in the general population is up to 10%. For women with subfertility
the prevalence rate ranges from 25% to 40%'. However, the
prevalence is largely underestimated as visual inspection of the
disease is required to confirm the diagnosis. The most common site
is the pelvis, however extra pelvic endometriosis is a rare condition
and can involve various organs right from the nervous system to the
subcutaneous tissue. Incisional scar endometriosis is a rare entity
reported in 0.03-1.08% of women following obstetric or gynaecologic
surgeries”. It is often misdiagnosed as hernia, abscess, suture
granuloma or lipoma with final diagnosis being made only after
tissue excision and histopathology report. This delay in diagnosis
in-turn causes delay in treatment resulting in unnecessary suffering
to the patient.

‘We present a case of post caesarean scar endometriosis with
review of its literature, so as to create awareness of the signs and
symptoms and management of this rare condition among the medical
fraternity.

Case REPORT

A 34 years old lady Para 2 Living 2 presented in our outpatient
department (OPD) with chief complaints of a painful nodule on the
left angle of the caesarean scar. She complained of incapacitating
pain in the swelling which starts around 3 to 4 days before her
expected date of menses and subsides once her menstruation is
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one 12 years back and another 7 years back. She hadalso undergone
laparoscopic tubal ligation before 5 years. She noticed a small swelling
at the left angle of the caesarean section scar 5 years back which was
painful during menstruation. This swelling had gradually increase in
size till date. However there was no history of any discolouration of
the skin over the swelling. The pain in the swelling has increased
over the last one year, for which she had to seek medical advice.

On abdominal examination, a firm nodule 2 x 2 cm was felt at the
left angle of the caesarean section scar. The nodule was tender with
restricted mobility. The skin overlying the nodule was free. There
was no puckering or discolouration of the skin.

Her baseline investigations were done. Sonography showed a
1.9 x 1.2 cm diffuse nodule in the subcutaneous area in the left end
of the caesarean scar. Another 1.5 x 0.9 cm nodule was present in the
left para umbilical region but it was asymptomatic.Fine needle
aspiration cytology (FNAC) of the nodule at the caesarean section
scar showed possibility of endometriosis of abdominal wall.
Magnetic resonance imaging (MRI) was done to assess the extent of
the lesion, which showed a well-defined nodular soft tissue lesion in
the left lower abdominal wall in the subcutaneous plane at the
infraumbilical location abutting left rectus abdominis muscle with
poorly defined fat planes. Similar smaller nodular lesion was seen in
the paraumbilical region. There was no intraperitoneal extension of
either of the lesions.

Patient was planned for wide local excision of both lesions.
Surface marking was done for demarcating the extend of the lesion
on Ultrasonography (USG). Intraoperatively, the overlying skin
was incised. Fat was separated to reach the nodule. Bluish
discolouration of the nodule was seen. Around 1 cm free margins
were assured and the nodule excised along with the rectus sheath
(Fig 1). There was no extension to the muscle. The second nodule
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was approached through the same incision. Bluish discolouration
was seen below the rectus sheath (Fig 2). The rectus sheath was
incised. The nodule was seen abutting the rectus abdominis muscle.
The muscle was excised with sufficient free margins. Belly of the
cut muscle was opposed followed by the closure of the rectus
sheath at both sites. Skin closure was done with vertical mattress
sutures. Corrugated drain was kept, which was removed on day 5.

Specimen was sent for histopathological examination which
showed presence of endometrial glands and fibrosis (Fig 3). Post
operatively patient was given GnRH agonist- injection Leupragon
3.75 mg IM monthly for 3 months. Patient is on regular follow up
with complete relief of pain at the scar site.

DiscussioN

Scar endometriosis is a rare entity and most commonly
encountered after surgery involving the uterus and the fallopian
tube. The pathogenesis of scar endometriosis is complex and is

Fig 1 — Nodule excised at the left angle of the caesarean section
scar, bluish discoluration ofendometriotic lesion seen

i

Fig 2 — (a) Nodule in paraumbilical region below rectus sheath
(b) chocholate coloured material on incising the nodule
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Fig 3 — Endometrial glands seen in the muscle tissue of the rectus
abdominis muscle

believed to be the result of a mechanical iatrogenic implantation,
through the direct inoculation of the abdominal fascia and/or
subcutaneous tissue with endometrial cells during the surgical
intervention, which, when stimulated by estrogen, become active
and expand®. Incidence of scar endometriosis following hysterotomy
is 1.08-2% whereas after cesarean section the incidence is 0.03-
0.4%. The reason for higher incidence after hysterotomy has been
postulated as the early decidua has more pleuripotential capabilities
and can result in cellular replication producing endometrioma®, There
are reports of scar endometriosis along episiotomy site, in patients
with tubal ligation, laparoscopic trocar tract, amniocentesis needle
tract, and even after appendicectomy®.

Surgical scar endometriosis is a rare and often misdiagnosed
entity. This is probably due to the long latent period between the
surgery and the onset of symptoms.In a series of 12 cases of scar
endometriosis by Mustafa ef al time interval between caesarean
section and the onset of symptoms ranged from 16 months to 9
years®. In one case report by Cihangir et ol the interval between the
previous caesarean sections and symptoms was 23 years®. In our
patient the interval between the caesarean section and the onset of
symptoms was 2 years.The patient usually presents with mass at
the surgical site, which is painful during menstruation. Pain in the
endometriosis is classically described as cyclic pain but constant
and non-cyclic pattern also have been reported’. Our patient
typically had a nodule at the surgical site which was painful during
menses and pain subsided after menses. Cyclical changes in the
intensity of pain and size of the endometrial implants during
menstruation are usually characteristic of classical endometriosis
however, these symptoms may not be necessarily present in all
cases®. Other presenting symptoms could be discolouration of the
overlying skin and brownish discharge from the scar site. The scar is
usually hypertrophic and tender on palpation.

Imaging plays an important role prior to surgery. In a
retrospective study of 151 patients with abdominal wall
endometriosis by Zhang and Liu, it was concluded that the
preoperative USG detection rate was 97.4% (147/151 cases).
However the lesion size detected by preoperative ultrasonography
was significantly smaller than that measured intraoperatively by
palpation and the results were statistically significant. The infiltration
depth could be revealed only in 26.5% cases by preoperative USG".
The computerized tomography (CT) or magnetic resonance imaging
(MRI) can further help us evaluate the extent of the lesion. However,
MRI can be more helpful when the lesion is small because of its high
spatial resolution, furthermore it perform better than CT scan in
detecting the planes between muscles and abdominal subcutaneous
tissue!. FNAC is reported to be accurate in diagnosing scar
endometriosis however it is not always conclusive. It may be a
useful guide in cases of large masses, doubtful diagnosis and atypical
presentation. In our case FNAC showed possibility of scar
endometriosis, but definitive diagnosis was not given.

Although rare there are cases reported in the literature showing
malignant transformation to clear cell carcinoma in patients of scar
endometriosis'. Hence in patients with recurrence, malignancy
should be ruled out. An optimal surgery should be done once the
diagnosis of scar endometriosis is made. Wide excision with at least
1 cm margin is considered as the treatment of choice and fascial
defect may need closure with synthetic mesh if the underlying
sheath is found to be involved’. Medical treatment with the use of
progestogens, oral contraceptive pills and danazol is not effective

{Continued on page 32)
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€cthyma gangrenosum over face of a diabetic patient : a

rare case report

Vijaya Patil', L S Patil®, Ashish Verma®

Ecthyma gangrenosum is a rare condition observed in immumocompromised patients. ltis caused
by severe and invasive infaction most commonly with Pseudomonas aeruginesaand rarely by Klebsiella
pneumonia. it has been related to life-threatening septicaemia and high mortality.

[ tncian Med Assoe 2019; 117(9): 31-2)

Key words : Ecthyma gangrenosum, diabetic ulcer, pseundomonas infection, cutaneous ulcer.

Abvima gangrenosum is o rae invisive cutaneous infecion cansed
' Psendomaonas areuginosa, most commonly seen in immuno-
compromised patients, autoimmune disorders, patients with
underying malignancy', It is wsually associated with Pscudomonas
hacteremia and life threatening septicemia®. It is also caused by
certain fungi and other bacterias such as Proteus, £ coli, Klebsiclla,
Presence of Ecthyma Gangrenosum in a healthy patient may demand
for thorough work up for immunodeficiency and underlying
malignancy that may resultin fatal outcome*, Neotropenia, septic
shock, abdominal sepsis, diabetes, malignancy, resistant
macroorganisms are poor markers associated with Ecthyma
Gangrenosum’. So high index of suspicion, early diagnosis, thorough
immunological evaloation and aggressive tieatiment can result in
reduced mortality rate and better prognosis.
Case RepoRT

A TS5 yvear old male, presented 1o the hospital with altered
sensorium, responding to oral commands and deep painful stimulus,
Patient had red macular and popular lesions over nose, cheeks, oral
cavity and scalp (Figs 182}, His blood sugar was 400 mg/dl, with
nommal vitals.

Paticnt was resuscitated and admined in intensive care unit and
was thoroughly investigated. His haemoglobin was 4.5 pm%; total
count — 13, (H0cellafcumm; differential count — neutrophil $2%,
lymphocytes 149, eosinophils 3%, and monocytes 19 ESR - 110
mum after 1 hour: blood wrea— 113 mgddl: serum creatinine — 3.6 mg/
dl; urine examination showed presence of ketone bodies. His fundus
examination showed proliferative diabetic retinopathy.

Patient was started on insulin drip and broad spectrum
intravenous antibiotics. Patient developed similar skin lesions over
arms and popliteal fossa. Over a period of few days the red macules
progressed o form vesicles and the pustules, which then ruptured
to form gangrenous ulcers with a dark eschar surrounded by a halo.,

Culture of the discharge and blood, and biopsy from the edge of
the vlcer were sent. Histological examination showed necrotic
haemorrhagic vasculitis with gram negative rods in the medial and
adventitial walls of blood vessels, with sparing of intima, Pus culture

Diepartment of General Surgery, Shri B M Patil Medical College & |
Research Centre, Karnataka 586103 |
'MS, Associate Professor and Comresponding author
M, Professor of General Medicine
'MBBS, Final year Postgraduate Student

revealed growth of
Pseuwdomonas
aeruginosa. Blood .
culiure was sterile,

Antibiotics were
changed according o
sensitivity report,
and the necrotic
lesion was sungically
debrided, followed
by regular dressings.
The lesions resolved
over a 3 week period
following glycaemic
comirol.

Dhscussum

Ecthyma
gangrenosum is a
characterstic
cutaneous manifestation of severe and invasive infection caused by
Frewdomenas aenginosa, and rarely by Klebsiefla preumeonia and
other Preudomonar species, ez, Pseudomaonas maltophilia,
Psewdomonas burkholderia (cepacia)', It occurs in 30% of patients
with Prewdomonas acuginosa seplicasmia®, but rarely it develops
without bacteremiz.

It had been consideredto be pathognomonic of pseudononas
sepsis until it was deseribed in cases of infections by Grogp A
Streprococeus, Aeromonas Rvdrophila, Staplivlococcus airens,
Servatia marcescens, Citrobacter freundii and Excherichio colf’,
Ecthyma gangrenosum lesions characterisacally begin as painless
red macules that evolve into papules and later into haemorhagic
bullzae. These ruptures produce gangrenous ulcers with a grey-black
eschar. In classical bacteraemic ecthyma gangrenosum, the lesions
are a blood-home metastatic seeding of the pathogens 1o the skin.

However, there are several reports that describe ecthyma
gangrenosum unaccompanied by bacteraemia or systemic
infection™, The absence of bacternemia is associated with the
best outcome.

Dissolution of the elastic lamina of the hlood vessels by
Prendomonas elastase allows for liberation of the bacilli imo the

subcutaneous tissues®. Further prolific multiplication of the

Fig 1 — Lesions over the e



organism in the
subjacent tissue
with elaboration of
endotoxin A and
proteases leads to
the ulcerative
- lesion which is
characterized by
haemorrhage,
encircled by arim
of reactive
erythema’.
Condition
may mimic
pyoderma
gangrenosum,
necrotizing
vasculitis or
cryoglobulinemia,
from which it
should be differentiated to start early and effective treatment.
Treatment should include prompt recognition of the skin lesion,
appropriate antibiotic therapy for Pseudomonas aeruginosa, and
surgical debridement. Clinicians should be aware of the skin
manifestations of ecthyma gangrenosum to avoid fatal septicemia in

Fig 2 — Lesions over scalp (after
clipping the hairs)
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immunocompromised patients.

1
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and gives only partial relief in symptoms. Gonadotrophin agonist
has shown prompt improvement in symptoms but no change in the
lesion size was noted. Usually recurrence is seen after cessation of
the treatment and hence surgical treatment is the treatment of
choice*’.

Simple preventive measures at the end of the caesarean section,
like thorough cleaning of the abdominal wound and vigorous irrigation
by saline solution before closure can decrease the amount of
endometrial inoculation. The suture material used for uterine closure
should not be used for the closure of the abdominal wound''.

CONCLUSION

A painful lump at the scar site especially after obstetrics surgery
should raise the suspicion of scar endometriosis. A proper
preoperative workup with imaging modalities like USG and MRI
are essential to assess the extent of the disease, and to plan a proper
surgical approach. The time interval between the index surgery and
the appearance of symptoms can vary from months to years. Hence
scar endometriosis should always be one of the differential diagnosis
for painful nodule at the scar site. Once diagnosed, surgical treatment
with wide excision is the treatment of choice.
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A rare case of secondary small bowel volvulus due to

twisted ovarian cyst

Debabrata Roy', Chirantan Banerjee?, Madhumita Mukhopadhyay®,

Sabyasachl Sarkar®, Sibaji Dasgupta*

Small gut volvulus is a life threatening surgical emergancy. Small gut volvulus is an uncommon
entity, uncommoner still Is a small gut volvulus with a secondary cause. We present the rare case of a
secondary small gut volvulus due to a twisted ovarian cyst in a 50 year old woman.

[ Indian Med Assoc 2019; 117(9): 33-4)

Key words : Intestinal obstruction, small bowel volvulus, twisted ovarian cyst.

Vﬂlvufuai deseribes the condition in which the bowe] becomes
twisted on its mesenteric axis a situation that results in partial
or complete obstruetion of the bowel lumen and a variable degree of
impairment of its blood supply'. The elinical presentation is that of
an acute abdomen®. The acticlogy may be primary or secondary,
where other predisposing factors initiate the volvulus®,

In Western countries above 86% of small bowel volvulus are of
secondary type’, but in Africa, Asia, including Indian subcontinent,
majority of small bowel volvulus are of primary type’. Though
various causes for secondary small bowel volvulus have been
reponted, no case has been reported till date in adults where small
bowel volvulus is secondary to twisted ovarian cyst,

Case Report

A 50 year old post menopausal 3rd gravida female presented at
the emergency of the hospital with history of pain abdomen for last
36 hours. The pain was sudden in onset, initially colicy, localized at
the lower abdomen, which later became continuous and generalized.
The patient had history of obstipation for last 24 hours. The patient
had a few episodes of bilious vomiting. There was no other significant
complaint. The patient had no past history of medical illnesss or
surgical intervention,

Examination — There was mild pallor, temperature was not
raised, pulse rate was 98/min and BF 110472 mmHe. Abdominal
examination revealed distended tympanic abdomen. Generalized
abdominal tenderness was present but rebound tenderness was
absent, No obvious lump was palpable on abdominal palpation.
Per-rectal examination revealed an empty rectum with ballooning.

Investigations — A straight X-Ray abdomen was done is ercet

Deparntment of General Surgery, Caleutta National Medical College. |
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Air Fluid level

Fig 1 — Straight X-ray abdomen

posture which revealed gas filled bowel loops with multiple air fluid
levels (Fig 1). A provisional diagnosis of zcute intestinal obstruction
was made and emergency laparotomy was performed.
Intervention — Abdomen was opened through mid line vertical
incision under general anaesthesia. The small bowel loops were
grossly dilated. A plum colored right side twisted ovarian cyst was
seen around whose pedicle a portion of terminal ileum had twisted
clockwise one and half tums resulting is secondary small bowel
velvulus, The attemipt to derotate the put was unsuccessful initially.



‘4 | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117, NO 9, SEPTEMBER 2019 —

A right  salpingo-
oophorectomy was done
after which derotation of gut
was possible. The rotated
ileum was viahle, though
inflamed, and hence no
further surgery was done.
The salpingo-
oophorectomy specimen
was sent for HPE. The
abdomen was closed as per

| Gangrenous
twisted right
ovarian cyst

— e

routine (Fig 2).

Fallow up —_
Postoperative period was
uneventful. The HFE
revealed cystadenoma of
right ovary.

Dnscussaon

Small bowel volvulus is a rare entity. Mortality in various studies
is 10-35%", Incidence of small bowel volvulus varies from 1.7-5.7
100,000 population is Western countries compared to 24-60f
100,000 population is Africa and Asia, primary volvulus being
more common there?.

Secondary small bowel volvalus may develop as a result of
varous congenital and acquired pre disposing factors®, The most
frequently related conditions are bands, adhesion, Meckel's
diverticulum, intemal hernia and pregnancy. Other associations that
have been reported include ilkeal atresia, Meconium ileus, leiomyoma
of the mesentry, eneteroenterostomy and following cperation,
particularly gastrostomy, gastrectomy and total hip replacerment’.

Secondary small bowel volvulus is uncommon in those < 40
years of age with a peak incidence in the 6th and 8th decade. The
reported patient was in her 3" decade. Though the reported case
was of a female. yet males predominate in both primary and
secondary volvulus'.

Twisting of pedicle is commoner in right sided ovarian cyst’.
No case of secondary small bowel volvulus due to twisted ovarian
cyst has been repored in adults tll date. However, there are 19
reported cases of neonatal ovarian cysts resulting in bowel
obstruction. Two mechanisms exist for bowel obstruction, adhesions
caused by torsed necrotic ovary and mass effect of a large ovarian
cyst*, Ovarian cancer can cause small bowel obstruction but the
pathogenesis of obstruction is totally different from that of small
bowel volvulus®.

A case of colonic stricture secondary o torsion of an ovarian
cyst has been reported in 2 newborn born at 41 weeks of gestation
after a normal pregnancy and delivery. The left fimbria and ovary
twisted around the sigmoid colon cawsing colonic obstruction”.
Another case of acute interstinal obstruction caused by twisted

Twisted non -|
gangrenous
small bowel |

Uterus, right
ovary and
tube removed |

Fig 2 — lmtraoperative finding

ovarian cyst has been reported in a Tth para African adult woman;
the obstruction was caused by reflex nervous paralysis of the lower
part of the gut due o twisting of ovarian pedicle®.

Cloncrusion

Secondary small bowel volvulus is itsell a rare cause of acule

intestinal obstruction. Though reported in neonates, no case of
secondary small bowel volvulus due o twisted ovaran cyst in
adulis has been reported Gl date. The mechanism in this case is very
similar 1o that of a band, where the twisted pedicle acted as the
precipitating cause. This case had a favorable outcome due Lo early
inlervention.
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Nation wide protest against the brutal murder of Dr Deben Datta at
Jorhat, Assam, National Leaders met the bereaved Family
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